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DEPARTMENT OF HEALTH AND HUMAN SERVICES CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL ID: GYQH
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00589
C&T REMARKS - CMS 1539 FORM STATE AGENCY REMARKS

CCN: 24 5227

On January 28, 2016, the Minnesota Department of Health completed a PCR to verify that the facility had achieved and maintained compliance with federal certification deficiency
issued pursuant to a PCR, completed on January 13, 2016. We presumed, based on your plan of correction, that the facility had corrected this deficiency as of January 22, 2016.
Based on our visit, we determined that the facility had corrected the deficiency issued pursuant to our PCR, completed on January 28, 2016, effective January 22, 2016

As aresult of the revisit findings, the Department is discontinuing the Category 1 remedy of state monitoring, effective January 22, 2016. In addition, this Department
recommended to the CMS Region V Office the following actions related to the imposed remedies in their letter of December 31, 2015:

* Per day civil money penalty, beginning October 22, 2015 and continuing through November 17, 2015, remain in effect. (42 CFR 488.430 through 488.444)

* Per day civil money penalty, beginning November 18, 2015 be discontinued, effective January 22, 2016. (42 CFR 488.430 through 488.444)

» Mandatory denial of payment for new Medicare and Medicaid admissions effective January 23, 2016, be rescinded. (42 CFR 488.417 (b))

As we notified the facility in our letter of November 13, 2015 and CMS notified the facility in their letter of December 31, 2015, in accordance with Federal law, as specified in the
Act at Section 1819(f)(2)(B)(iii)(I)(b) and 1919(f)(2)(B)(iii)(I)(b), your facility is prohibited from conducting Nursing Aide Training and/or Competency Evaluation Programs
(NATCEP) for two years from November 18, 2015. The CMS Region V Office will notify of their determination regarding the imposed remedies, Nursing Aide Training and/or
Competency Evaluation Programs (NATCEP) prohibition, and appeal rights.

Refer to the CMS 2567b form for the results of this visit.

Effective January 22, 2016, the facility is certified for 139 skilled nursing facility beds.

FORM CMS-1539 (7-84) (Destroy Prior Editions) 020499



Minnesota
Department
of Health

PROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANS
CMS Certification Number (CCN): 245227

February 29, 2016

Mr. Don Babbitt, Administrator

Bayshore Residence & Rehabilitation Center
1601 St Louis Avenue

Duluth, Minnesota 55802

Dear Mr. Babbitt:

The Minnesota Department of Health assists the Centers for Medicare and Medicaid Services (CMS) by surveying
skilled nursing facilities and nursing facilities to determine whether they meet the requirements for participation.
To participate as a skilled nursing facility in the Medicare program or as a nursing facility in the Medicaid program, a
provider must be in substantial compliance with each of the requirements established by the Secretary of Health
and Human Services found in 42 CFR part 483, Subpart B.

Based upon your facility being in substantial compliance, we are recommending to CMS that your facility be
recertified for participation in the Medicare and Medicaid program.

Effective January 22, 2016 the above facility is certified for:
139 Skilled Nursing Facility/Nursing Facility Beds
Your facility’s Medicare approved area consists of all 139 skilled nursing facility beds .

You should advise our office of any changes in staffing, services, or organization, which might affect your
certification status.

If, at the time of your next survey, we find your facility to not be in substantial compliance your Medicare and
Medicaid provider agreement may be subject to non-renewal or termination.

Feel free to contact me if you have questions related to this eNotice.

Sincerely,

TVlent . TVicatf-

Mark Meath, Enforcement Specialist

Program Assurance Unit

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

Email: mark.meath@state.mn.us

Telephone: (651) 201-4118 Fax: (651) 215-9697

cc: Licensing and Certification File

An equal opportunity employer



Minnesota
Department
of Health

PROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANS

February 25, 2016

Mr. Don Babbitt, Administrator

Bayshore Residence & Rehabilitation Center
1601 St Louis Avenue

Duluth, Minnesota 55802

RE: Project Number S5227026

Dear Mr. Babbitt:

On November 13, 2015, we informed you that the following enforcement remedy was being imposed:
* State Monitoring effective November 18, 2015. (42 CFR 488.422)

On December 31, 2015, the Centers for Medicare and Medicaid Services (CMS) informed you that the
following enforcement remedies were being imposed:

* Per day civil money penalty of $3,100.00 for twenty-seven (27) days beginning October 22,
2015 and continuing through November 17, 2015 for a total of $83,700.00. (42 CFR 488.430
through 488.444)

e Per day civil money penalty of $250.00 per day beginning November 18, 2015 until
substantial compliance is achieved. (42 CFR 488.430 through 488.444)

e Mandatory denial of payment for new Medicare and Medicaid admissions effective January
23,2016. (42 CFR 488.417 (b))

Further, Federal law, as specified in the Act at Sections 1819(f)(2)(B) and 1919(f)(2)(B), prohibits
approval of nurse assistant training programs offered by, or in, a facility which, within the previous two
years, has been subject to an extended or partial extended survey as a result of a finding of
substandard quality of care. Therefore, Bayshore Residence & Rehabilitation Center is prohibited from
offering or conducting a Nurse Assistant Training / Competency Evaluation Program (NATCEP) or
Competency Evaluation Programs for two years effective November 18, 2015. This prohibition
remains in effect for the specified period even though substantial compliance is attained. Under Public
Law 105-15 (H. R. 968), you may request a waiver of this prohibition if certain criteria are met. Please
contact the Nursing Assistant Registry at (800) 397-6124 for specific information regarding a waiver for
these programs from this Department.

This was based on the criteria that the facility not be given an opportunity to correct due to a "G" level
deficiency cited at the previous abbreviated standard survey complete on February 20, 2015 and the

An equal opportunity employer



Bayshore Residence & Rehabilitation Center
February 25, 2016
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most recent abbreviated standard survey completed on October 23, 2015, an extended survey
completed on November 18, 2015, where conditions in the facility at the time of the extended survey
constituted both Substandard Quality of Care (SQC) and Immediate Jeopardy (lJ) to resident health or
safety, and failure to achieve substantial compliance at the Post Certification Revisit (PCR) completed
on January 13, 2016. The most serious deficiency at the time of the revisit was a widespread
deficiency that constituted no actual harm with potential for more than minimal harm that was not
immediate jeopardy (Level F), whereby corrections were required.

As a result of the revisit findings, the Category 1 remedy of State monitoring remained in effect.

In addition, this Department recommended to the CMS Region V office the following actions related to
the imposed remedies in their letter of December 31, 2015:

e Per day civil money penalty, beginning October 22, 2015 and continuing through November
17, 2015, remain in effect. (42 CFR 488.430 through 488.444)

e Per day civil money penalty, beginning November 18, 2015 until substantial compliance is
achieved, remain in effect. (42 CFR 488.430 through 488.444)

e Mandatory denial of payment for new Medicare and Medicaid admissions effective January
23,2016, remain in effect. (42 CFR 488.417 (b))

On January 28, 2016, the Minnesota Department of Health completed a PCR to verify that your facility
had achieved and maintained compliance with federal certification deficiency issued pursuant to a PCR,
completed on January 13, 2016. We presumed, based on your plan of correction, that your facility had
corrected this deficiency as of January 22, 2016. Based on our visit, we determined that your facility
had corrected the deficiency issued pursuant to our PCR, completed on January 28, 2016, effective
January 22, 2016

As a result of the revisit findings, the Department is discontinuing the Category 1 remedy of state
monitoring, effective January 22, 2016.

In addition, this Department recommended to the CMS Region V Office the following actions related to
the imposed remedies in their letter of December 31, 2015:

e Per day civil money penalty, beginning October 22, 2015 and continuing through November
17, 2015, remain in effect. (42 CFR 488.430 through 488.444)

e Per day civil money penalty, beginning November 18, 2015 be discontinued, effective January
22,2016. (42 CFR 488.430 through 488.444)

e Mandatory denial of payment for new Medicare and Medicaid admissions effective January
23,2016, be rescinded. (42 CFR 488.417 (b))



Bayshore Residence & Rehabilitation Center
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Page 3

As we notified you in our letter of November 13, 2015 and CMS notified you in their letter of December
31, 2015, in accordance with Federal law, as specified in the Act at Section 1819(f)(2)(B)(iii)(l)(b) and
1919(f)(2)(B)(iii)(I)(b), your facility is prohibited from conducting Nursing Aide Training and/or
Competency Evaluation Programs (NATCEP) for two years from November 18, 2015.

The CMS Region V Office will notify you of their determination regarding the imposed remedies,
Nursing Aide Training and/or Competency Evaluation Programs (NATCEP) prohibition, and appeal
rights.

Please note, it is your responsibility to share the information contained in this letter and the results of
this visit with the President of your facility's Governing Body.

Enclosed is a copy of the Post Certification Revisit Form, (CMS-2567B) from this visit.
Feel free to contact me if you have questions related to this letter.

Sincerely,
TWlont  TVieakd

Mark Meath, Enforcement Specialist
Program Assurance Unit

Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
Email: mark.meath@state.mn.us

Telephone: (651) 201-4118
Fax: (651) 215-9697

Enclosure

cc: Licensing and Certification File



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

POST-CERTIFICATION REVISIT REPORT

PROVIDER / SUPPLIER / CLIA/
IDENTIFICATION NUMBER

245227

A. Building
vy |B- Wing

MULTIPLE CONSTRUCTION

Y2

DATE OF REVISIT

1/28/2016 v

NAME OF FACILITY

BAYSHORE RESIDENCE & REHAB CTR

DULUTH, MN 55802

STREET ADDRESS, CITY, STATE, ZIP CODE
1601 ST LOUIS AVENUE

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments

program, to show those deficiencies previously reported on the CMS-2567, Statement of Deficiencies and Plan of Correction, that have been
corrected and the date such corrective action was accomplished. Each deficiency should be fully identified using either the regulation or LSC
provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each requirement on
the survey report form).

ITEM DATE ITEM DATE ITEM DATE
Y4 Y5 Y4 Y5 Y4 Y5
ID Prefix  F0441 Correction ID Prefix Correction ID Prefix Correction
483.65
Reg. # Completed Reg. # Completed Reg. # Completed
LSC 01/22/2016 LSC LsC
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
LSC LSC LSC
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
LSC LSC LSC
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
LSC LSC LSC
Z
A4

ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed Reg. # Completed Reg. # Completed
LSC LSC LSC

REVIEWED BY W REVIEWED BY DATE SIGNATURE OF SURVEYOR DATE

STATE AGENCY (INITIALS)

CC/K] 02/25/2016 34089 01/28/2016

REVIEWED BY REVIEWED BY DATE TITLE DATE

CMS RO D (INITIALS)

FOLLOWUP TO SURVEY COMPLETED ON D CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF

11/18/2015 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? |:| YES |:| NO
Form CMS - 2567B (09/92) EF (11/06) Page 1 of 1 EVENT ID: GYQH13
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DEPARTMENT OF HEALTH AND HUMAN SERVICES CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL ID: GYQH
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00589
C&T REMARKS - CMS 1539 FORM STATE AGENCY REMARKS

CCN: 24 5227

On January 13, 2016, the Minnesota Department of Health, Office of Health Facility Complaints and Licensing and Certification
Program and on December 23, 2015 the Department of Public Safety, completed a Post Certification Revisit to verify that the
facility had achieved and maintained compliance with federal certification deficiencies issued pursuant to an abbreviated
standard survey completed October 23, 2015 and an extended survey, completed on November 18, 2015. We presumed, based
on your plan of correction, that your facility had corrected these deficiencies as of December 31, 2015. Based on our visit, we
have determined that the facility has not obtained substantial compliance with the deficiency issued pursuant to our extended
survey, completed on October 23, 2015. The deficiency not corrected is as follows:

- F0441 -- S/S: F -- 483.65 -- Infection Control, Prevent Spread, Linens

The deficiency in the facility was found to be widespread deficiencies that constitute no actual harm with potential for more than
minimal harm that is not immediate jeopardy (Level F). As a result of the revisit findings, the Category 1 remedy of state
monitoring remains in effect.

In addition, this Department recommended to the CMS Region V Office the following actions related to the imposed remedies in
their letter of December 31, 2015:

- Per day civil money penalty for twenty-seven days beginning October 22, 2015 and continuing through November 17, 2015
- Per day civil money penalty, beginning November 18, 2015 until substantial compliance is achieved, remain in effect.
- Mandatory denial of payment for new Medicare and Medicaid admissions, effective January 23, 2016, remain in effect.

Further, Federal law, as specified in the Act at Sections 1819(f)(2)(B) and 1919(f)(2)(B), prohibits approval of nurse assistant
training programs offered by, or in, a facility which, within the previous two years, has been subject to an extended or partial
extended survey as a result of a finding of substandard quality of care. Therefore, Bayshore Residence & Rehabilitation Center is
prohibited from offering or conducting a Nurse Assistant Training / Competency Evaluation Program (NATCEP) or
Competency Evaluation Programs for two years effective November 18, 2015.

Refer to the CMS 2567b forms and CMS 2567 along with the facilitys plan of correction for the results of this visit. PCR to follow.

FORM CMS-1539 (7-84) (Destroy Prior Editions) 020499



Minnesota
Department
of Health

PROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANS

Certified Mail # 7015 0640 0003 5695 5484
January 19, 2016

Mr. Don Babbitt, Administrator

Bayshore Residence & Rehabilitation Center
1601 St Louis Avenue

Duluth, Minnesota 55802

RE: Project Number H5227053, H5227054, S5227026

Dear Mr. Babbitt:

On November 13, 2015, we informed you that the following enforcement remedy was being imposed:
e State Monitoring effective November 18, 2015. (42 CFR 488.422)

On December 31, 2015, the Centers for Medicare and Medicaid Services (CMS) informed you that the
following enforcement remedies were being imposed:

e Federal civil money penalty of $3,100.00 per day for the twenty-seven (27) days beginning
October 22, 2015 and continuing through November 17, 2015 for a total of $83,700.00.

e Federal civil money penalty of $250.00 per day beginning November 18, 2015 until
substantial compliance is achieved.

e Mandatory denial of payment for new Medicare and Medicaid admissions effective January
23,2016. (42 CFR 488.417 (b))

This was based on the deficiencies cited by this Department for an abbreviated standard survey
completed on October 23, 2015 and an extended survey completed on November 18, 2015. At the
time of the November 18, 2015 extended survey conditions in the facility constituted both substandard
quality of care and immediate jeopardy to resident health and safety. The most serious deficiencies
were found to be isolated deficiencies that constituted immediate jeopardy (Level J), whereby
corrections were required.

On January 13, 2016, the Minnesota Department of Health, Office of Health Facility Complaints and
Licensing and Certification Program completed a Post Certification Revisit to verify that your facility had
achieved and maintained compliance with federal certification deficiencies issued pursuant to an
abbreviated standard survey completed October 23, 2015 and an extended survey, completed on

An equal opportunity employer
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January 19, 2016
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November 18, 2015. We presumed, based on your plan of correction, that your facility had corrected
these deficiencies as of December 31, 2015. Based on our visit, we have determined that your facility
has not obtained substantial compliance with the deficiency issued pursuant to our extended survey,

completed on October 23, 2015. The deficiency not corrected is as follows:

FO441 -- S/S: F -- 483.65 -- Infection Control, Prevent Spread, Linens

The most serious deficiency in your facility were found to be widespread deficiencies that constitute no
actual harm with potential for more than minimal harm that is not immediate jeopardy (Level F), as
evidenced by the attached CMS-2567, whereby corrections are required.

As a result of the revisit findings, the Category 1 remedy of state monitoring will remain in effect.

In addition, this Department recommended to the CMS Region V Office the following actions related to
the imposed remedies in their letter of December 31, 2015:

e Federal civil money penalty of $3,100.00 per day for the twenty-seven (27) days beginning
October 22, 2015 and continuing through November 17, 2015 for a total of $83,700.00, remain
in effect.

e Federal civil money penalty of $250.00 per day beginning November 18, 2015 until
substantial compliance is achieved, remain in effect.

e Mandatory denial of payment for new Medicare and Medicaid admissions, effective January
23,2016, remain in effect. (42 CFR 488.417 (b))

Further, Federal law, as specified in the Act at Sections 1819(f)(2)(B) and 1919(f)(2)(B), prohibits
approval of nurse assistant training programs offered by, or in, a facility which, within the previous two
years, has been subject to an extended or partial extended survey as a result of a finding of
substandard quality of care. Therefore, Bayshore Residence & Rehabilitation Center is prohibited from
offering or conducting a Nurse Assistant Training / Competency Evaluation Program (NATCEP) or
Competency Evaluation Programs for two years effective November 18, 2015. This prohibition remains
in effect for the specified period even though substantial compliance is attained. Under Public Law
105-15 (H. R. 968), you may request a waiver of this prohibition if certain criteria are met. Please
contact the Nursing Assistant Registry at (800) 397-6124 for specific information regarding a waiver for
these programs from this Department.

The CMS Region V Office will notify you of their determination regarding the imposed remedies,
Nursing Aide Training and/or Competency Evaluation Programs (NATCEP) prohibition, and appeal
rights.

Please note, it is your responsibility to share the information contained in this letter and the results of
this visit with the President of your facility's Governing Body.

Enclosed is a copy of the Post Certification Revisit Form, (CMS-2567B) from this visit.



Bayshore Residence & Rehabilitation Center
January 19, 2016
Page 3

DEPARTMENT CONTACT

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

Lyla Burkman, Unit Supervisor
Bemidji Survey Team

Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
705 5th Street Northwest, Suite A
Bemidji, Minnesota 56601-2933
Email: Lyla.burkman@state.mn.us

Phone: (218) 308-2104
Fax: (218) 308-2122

PLAN OF CORRECTION (PoC)

A PoC for the deficiencies must be submitted within ten calendar days of your receipt of this letter.
Your PoC must:

- Address how corrective action will be accomplished for those residents found to have
been affected by the deficient practice;

- Address how the facility will identify other residents having the potential to be affected
by the same deficient practice;

- Address what measures will be put into place or systemic changes made to ensure that
the deficient practice will not recur;

- Indicate how the facility plans to monitor its performance to make sure that solutions
are sustained. The facility must develop a plan for ensuring that correction is achieved
and sustained. This plan must be implemented, and the corrective action evaluated for
its effectiveness. The plan of correction is integrated into the quality assurance system;

- Include dates when corrective action will be completed. The corrective action
completion dates must be acceptable to the State. If the plan of correction is
unacceptable for any reason, the State will notify the facility. If the plan of correction is
acceptable, the State will notify the facility. Facilities should be cautioned that they are
ultimately accountable for their own compliance, and that responsibility is not
alleviatedin cases where notification about the acceptability of their plan of correction is
not made timely. The plan of correction will serve as the facility’s allegation of
compliance; and,
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- Include signature of provider and date.

The state agency may, in lieu of a revisit, determine correction and compliance by accepting the
facility's PoC if the PoC is reasonable, addresses the problem and provides evidence that the corrective
action has occurred.

If an acceptable PoC 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:

e Optional denial of payment for new Medicare and Medicaid admissions (42 CFR 488.417 (a));
e Per day civil money penalty (42 CFR 488.430 through 488.444).

Failure to submit an acceptable PoC could also result in the termination of your facility’s Medicare
and/or Medicaid agreement.

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

The facility's PoC 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 PoC 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 PoC for their respective deficiencies (if any) is acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable PoC, a revisit of your facility will be conducted to verify that substantial
compliance with the regulations has been attained. The revisit will occur after the date you identified
that compliance was achieved in your plan of correction.

If substantial compliance has been achieved, certification of your facility in the Medicare and/or
Medicaid program(s) will be continued and we will recommend that the remedies imposed be
discontinued effective the date of the on-site verification. Compliance is certified as of the date of the
second revisit or the date confirmed by the acceptable evidence, whichever is sooner.

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

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human
Services that your provider agreement be terminated by April 23, 2016 (six months after the
identification of noncompliance) if your facility does not achieve substantial compliance. 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.



Bayshore Residence & Rehabilitation Center
January 19, 2016
Page 5

INFORMAL DISPUTE RESOLUTION

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 a PoC for the cited
deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:
http://www.health.state.mn.us/divs/fpc/profinfo/ltc/Itc idr.cfm

You must notify MDH at this website of your request for an IDR or IIDR within the 10 calendar day
period allotted for submitting an acceptable plan of correction. A copy of the Department’s informal
dispute resolution policies are posted on the MDH Information Bulletin website at:
http://www.health.state.mn.us/divs/fpc/profinfo/infobul.htm

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.

Feel free to contact me if you have questions related to this letter.

Sincerely,
TWlont  TVieakd

Mark Meath, Enforcement Specialist
Program Assurance Unit

Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
Email: mark.meath@state.mn.us

Telephone: (651) 201-4118
Fax: (651) 215-9697

Enclosure

cc: licensing and Certification File
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The facility must establish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and fransmission
of disease and infection.

(a) Infection Control Program

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

(1) Investigates, controls, and prevents infections
in the facility

(2) Decides what procedures, such as isolation,
should be applied to an individual resident and
(3) Maintains a record of incidents and corrective
actions related to infections.
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- Staff were educated on the
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mechanical lifts, that leave the

- The new “orange wipes “are a
new product called PDI Sanl

;
2| rewroa

245227 B. WING Buloti 01/13/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
BAYSHORE RESIDENCE 8 REHAB CTR 1601 STLOUIS AVENUE
DULUTH, MN 55802
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
1.-—-Residents-#-166-and-#-73-were-not
{F 000} | INITIAL COMMENTS {F000}  affected by the alleged deficient
A " ducted b practice.
n onsite resurvey was conducted by surveyors :
of this department on 1/11/16, 1/12/16, and 2. All residents may have been
1/13/16, to determine compliance with Federal ; affected by the alleged deficient
deficiencies issued during a recertification survey practice. No residents have
exited on 11/18/15. During this visit the following developed any infection requiring
regulations were determined to be not corrected. . .
isolation.
3. Staff were re educated on Infection
Because you are enrolled in ePOC, your Control Isolation procedures :
signature is not required at the bottom of the first . :
page of the CMS-2567 form, Your electronic Standard precatftlons
submission of the POC will be used as - Droplet precaution procedures
verification of compliance. - Contact precaution procedures
U ot of table electronic POG with an emphasis on contact
pon receipt of an acceptable electronic ,an . ey
on-site revisit of your facility will be conducted to precautlf)ps related to C-Diff;
validate that substantial compliance with the Specifically;
regulations has been attained in accordance with - Staff will donne gown and .
your verification. loves prior to entering the
{F 441} | 483.65 INFECTION CONTROL, PREVENT {F 441} fe sid e'ni roorm with or %V.thout
SS=F | SPREAD, LINENS : ' :

LABORATORYDIRECTOR! ?R PROVIDER/SUPPLIER REPRESENTATIVE'S SIG NATURE

/)

W i

Pl r/dfs‘( RA T

T|TLE

/ 32-2etC

{X6) DATE

Any deficiency staterment 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 80 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 requlsne to continued

program participation.

FORM CMS-25667(02-99) Previous Versions Obsolete

_Event ID:GYQH12

Facility ID: 00589

If continuation sheet Page 1 of 6

PR




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 01/19/2016
FORMAPPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY
COMPLETED

The facility must establish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and infection.

(a) Infection Control Program

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

(1) Investigates, controls, and prevents infections
in the facility

(2) Decides what procedures, such as isolation,
should be applied to an individual resident and
(3) Maintains a record of incidents and corrective
actions related to infections.
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(b) Preventing Spread of Infection

(1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

(2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

(3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

(c) Linens

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and document
review, the facility failed to ensure infection
control isolation precaution practices were
implemented for 2 of 2 residents (R166, R73)
diagnosed with clostridium-difficile (C-Diff)
infection. This had the potential to affect all 108
residents in the facility.

Findings include:

The Center for Disease Control (CDC) guidelines
for health care facilities directed the following
when caring for residents with a C-Diff infection (a
spore-forming bacteria that can cause swelling

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
R
245227 B. WING 01/13/2016
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 D PROVIDER'S PLAN OF CORRECTION 5)
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
DEFIGIENCY)
{F 441} Continued From page 1 {F 441} The new “orange wipes a new

product calted PDI Sani-Wipe
bleach germicidal wipe with a
bleach additive. Specifically
developed to kill the C-Diff spore.

- Housekeeping staff were re
educated on guidelines for
cleaning an Isolation room.

Specifically:

- Step 1) prior to entering resident
room prepare for isolation
cleaning: gather all
supplies/equipment and cleaning
solutions required and leave
supplies and cart outside of room;
follow the facility policy for
donning PPE for isolation rooms.
Hand hygiene and donne PPE
gown and gloves

- Wipe down all furniture and high
touch areas with Bleach
Germicidal wipes, include all
bathroom surfaces, overbed
tables, hand rails, etc.

- Mop floor with bleach solution
and allow to air dry

- Wipe down any housekeeping
equipment used with bleach
germicidal wipes before leaving
the room
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cognitively intact, required extensive assistance

and irritation of the large intestine, or colon. This
inflammation, known as colitis, can cause
diarrhea, fever, and abdominal cramps): Isolate
patients with C-Diff immediately. Wear gloves and
gowns when treating patients with C-Diff, even
during short visits. Hand sanitizer does not Kill
C-Diff, and although hand washing works better,
it still may not be sufficient alone, thus the
importance of gloves. Use gowns when entering
patients' rooms and during patient care. Clean
room surfaces thoroughly on a daily basis while
treating a patient with C-Diff and upon patient
discharge or transfer. Supplement cleaning as
needed with use of bleach or another
EPA-approved, spore-killing disinfectant.

R166's Admission Record identified diagnoses
that included osteomyelitis, osteoarthritis and
sepsis. R166's admission Minimum Data Set
(MDS) dated 12/22/15, indicated R166 was

of one staff for toilet use and had a colostomy.
Laboratory results on 1/7/16, identified the
presence of C-Diff in R166's stool.

On 1/11/16, at 1:00 p.m. the director of nursing
(DON) stated R166 was in isolation precautions
due to a C-Diff infection.

-At 1:45 p.m. R166's room was observed. There
was an isolation cart outside of the room that
contained gowns, gloves and purple-top PDI
Sani-Wipes (germicidal wipes not effective
against C-Diff spores). A sign on R166's door
directed please see nurse before entering.

On 1/12/16, at 9:17 a.m. R166's call light was on,
and nursing assistant (NA)-C was observed to
enter R166's room. NA-C knocked on the door,

X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION )
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 441} | Continued From page 2 {F 441} - Dispose of gloves and gown and

wash hands with soap and water
before leaving the room .
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R166. NA-C verified she used an alcohol-based
gel for hand hygiene.

R73's Admission Record identified diagnoses that
included hypertension, hypothyroidism and
anemia. The quarterly MDS dated 12/8/15,
indicated R73 was cognitively intact, required
extensive assistance of two staff for transfers and
toilet use and was continent of bowel. Laboratory
results on 1/12/15, identified the presence of
C-Diff in R73's stool.

On 1/12/16, at 12:51 p.m. registered nurse
(RN)-B was observed to place an isolation cart in
front of R73's room and placed a sign that
directed please see nurse before entering on
R73's door.

On 1/13/16, at 7:58 a.m. NA-P was observed

Completion date of January 22, 2016.
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4,  Observation audits to monitor staff
{F 441} Continued From page 3 {F 441} are following isolation procedures will
entered the room and used an alcchol-based gel be conducted on all three shifts: four
on her hands. NA-C shut off R166's call light, (4) audits per week on the day shift;
spoke with him, used an alcohol-based gel on her .
hgnds and left the room. At9:23 a.m. Ni—C and c?ne (1) audit per week on the
walked to R166's room with a cup of coffee in her evening (2-10:30) shift and one (1)
hands, placed the coffee on the isolation cart, audit per week on the night (10-6:30 )
used an alcohol-based gel on her hands, grabbed shift. The results of the observation
the coffee cup and entered R166's room. At 9:24 audits will be presented to the
a.m. NA-C used an :f\lcohol—based gel on her monthly QAPI committee for three
hands and left R166's room. months to monitor the staff is
On 1/12/16, at 9:35 a.m. NA-C was interviewed, following the Infection control-
and stated she was taught to wash her hands and Isolation guidelines. After three
donne gloves to go into R166's room and remove months, the QAPI committee will
the gloves and wash her hands when she left the recommend if further monitoring is
room. NA-C stated she was told she did not need recommended .
fo wear a gown unless she was doing cares on 5. The Director of Nursing, the Infection

control Nurse and the Housekeeping
Supervisor will be responsible for
compliance with oversight from the
Administrator.
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{F 441}

Continued From page 4

gowned and gloved and used PDi purple top
sani-wipes to wipe off the hoyer lift. NA-P brought
the hoyer lift into R73's room. At 8:04 a.m. NA-P
came out of R73's room and wiped the hoyer lift
down with PDI purple top sani-wipes.

On 1/13/15, at 9:08 a.m. trained medication
assistant (TMA)-F was interviewed and stated the
facility did not have dedicated equipment (such
as hoyer lifts, stethoscopes, blood pressure cuffs
or thermometers) for residents who were in
isolation. TMA-F stated any shared equipment
would be cleaned by nursing staff with PDI purple
top sani-wipes.

On 1/13/16, at 9:32 a.m. RN-B was interviewed
and stated the facility did not have dedicated
equipment for those residents in isolation
precautions. RN-B verified the facility used PDI
purple top sani-wipes to clean dedicated
equipment, however she was unaware if PDI
purple top sani-wipes killed C-Diff spores. RN-B
further stated she had met with nursing staff
yesterday and today to review isolation
precautions with them.

On 1/13/16, at 10:15 a.m. the DON was
interviewed and stated she would expect all staff
to follow isolation precautions. At 11:40 a.m. the
DON confirmed that PDI purple top sani-wipes
were not effective and did not kill C-Diff spores.

On 1/13/16, at 10:44 a.m. housekeeper (H)-B
was interviewed and stated he used bleach wipes
to clean rooms in isolation precautions for C-Diff

{F 441)
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and did this daily. H-B stated the protective gear
he would wear when cleaning a room with C-Diff
depended on whether or not the resident was in
the room. H-B stated if the resident was present
in the room, he would donne a gown and gloves,
but if the resident was not in the room he would
only wear gloves.

The undated facility policy and procedure on
Clostridium Difficile directed the following: gloves
must be donned and worn by all healthcare
providers before entering the room, donne gown
upon entering the room when anticipating contact
with the resident or the resident's immediate
environment, perform hand hygiene with soap
and water upon exiting the resident's room, when
possible, non-critical care equipment should be
dedicated to the resident and cleanse reusable
equipment with house wipes.

The audits will be presented to the

recommended.

1. The Director of Nursing, the
Infection Control Nurse, and the
Housekeeping Supervisor will be

from the Administrator.

(2) times per week times {8) weeks to
monitor staff are following the Infection
Control guidelines for Isolation procedures.

monthly QAPI committee for three months
to monitor the Facility/ staff is following
the Infection Control —Isolation guidelines.
IAfter three months, the QAPI committee
will recommend if further monitoring is

responsible for compliance with oversight

Completion date of January 22, 2016
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Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information
including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork
Reduction Project (0938-0390), Washington, D.C. 20503.
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245227 B. Wing 1/13/2016
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BAYSHORE RESIDENCE & REHAB CTR 1601 ST LOUIS AVENUE
DULUTH, MN 55802

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments program, to show those deficiencies previously
reported on the CMS-2567, Statement of Deficiencies and Plan of Correction that have been corrected and the date such corrective action was accomplished. Each deficiency should be
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LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix  F0225 12/31/2015 ID Prefix F0226 12/31/2015 ID Prefix F0241 12/31/2015
Reg. # 483.13(c)(1)(ii)-(iii). (c)(2) - Reg. # 483.13(c) Reg. # 483.15(a)
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix  F0242 12/31/2015 ID Prefix  F0280 12/31/2015 ID Prefix F0282 12/31/2015
Reg. # 483.15(b) Reg. # 483.20(d)(3). 483.10(k)(2) Reg. # 483.20(k)(3)(ii)
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ID Prefix F0285 12/31/2015 ID Prefix  F0309 12/31/2015 ID Prefix F0314 12/31/2015
Reg. # 483.20(m), 483.20(e) Reg. # 483.25 Reg. # 483.25(c)
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix F0323 12/31/2015 ID Prefix F0325 12/31/2015 ID Prefix F0333 12/31/2015
Reg. # 483.25(h) Reg. # 483.25(i) Reg. # 483.25(m)(2)
LSC LSC LSC
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
State Agency CC/mm 01/19/2016 29433 01/13/2016
Reviewed By - | Reviewed By Date: Signature of Surveyor: Date:
CMS RO

Form CMS - 2567B (9-92) Page 1 of 2 Event ID: GYQH12



Department of Health and Human Services Form Approved
Centers for Medicare & Medicaid Services OMB NO. 0938-0390

Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information
including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork
Reduction Project (0938-0390), Washington, D.C. 20503.

(Y1) Provider / Supplier / CLIA/ (Y2) Multiple Construction (Y3) Date of Revisit
Identification Number A. Building
245227 B. Wing 1/13/2016
Name of Facility Street Address, City, State, Zip Code
BAYSHORE RESIDENCE & REHAB CTR 1601 ST LOUIS AVENUE
DULUTH, MN 55802

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments program, to show those deficiencies previously
reported on the CMS-2567, Statement of Deficiencies and Plan of Correction that have been corrected and the date such corrective action was accomplished. Each deficiency should be
fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each
requirement on the survey report form).

(Y4) Item (Y5) Date (Y4) Item (Y5) Date (Y4) Item (Y5) Date
Correction Correction Correction
Completed Completed Completed
ID Prefix F0356 12/31/2015 ID Prefix F0428 12/31/2015 ID Prefix F0431 12/31/2015
Reg. # 483.30(e) Reg. # 483.60(c) Reg. # 483.60(b). (d), (e)
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix F0465 12/31/2015 ID Prefix F0494 12/31/2015 ID Prefix F0495 12/31/2015
Reg. # 483.70(h) Reg. # 483.75(e)(2)-(3) Reg. # 483.75(e)(4)
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix F0496 12/31/2015 ID Prefix F0498 12/31/2015 ID Prefix F0500 12/31/2015
Reg. # 483.75(e)(5)-(7) Reg. # 483.75(f) Reg. # 483.75(h)
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix F0502 12/31/2015 ID Prefix F0508 12/31/2015 ID Prefix F0514 12/31/2015
Reg. # 483.75(i)(1) Reg. # 483.75(k)(1) Reg. # 483.75(1)(1)
LSC LSC LSC
Correction
Completed
ID Prefix F0519 12/31/2015
Reg. # 483.75(n)
LSC
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
State Agency CC/mm 01/19/2016 29433 01/13/2016
Reviewed By - | Reviewed By Date: Signature of Surveyor: Date:
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
11/18/2015 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO

Form CMS - 2567B (9-92) Page 2 of 2 Event ID: GYQH12



Department of Health and Human Services Form Approved
Centers for Medicare & Medicaid Services OMB NO. 0938-0390

Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information
including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork
Reduction Project (0938-0390), Washington, D.C. 20503.

(Y1) Provider / Supplier / CLIA/ (Y2) Multiple Construction (Y3) Date of Revisit
Identification Number A. Building
545097 B. Wing 01 - MAIN BUILDING 01 12/23/2015
Name of Facility Street Address, City, State, Zip Code
BAYSHORE RESIDENCE & REHAB CTR 1601 ST LOUIS AVENUE
DULUTH, MN 55802

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments program, to show those deficiencies previously
reported on the CMS-2567, Statement of Deficiencies and Plan of Correction that have been corrected and the date such corrective action was accomplished. Each deficiency should be
fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each
requirement on the survey report form).

(Y4) ltem (Y5) Date (Y4) Item (Y5) Date (Y4) Item (Y5) Date
Correction Correction Correction
Completed Completed Completed
ID Prefix 12/01/2015 ID Prefix 12/01/2015 ID Prefix 12/01/2015
Reg. # NFPA 101 Reg. # NFPA 101 Reg. # NFPA 101
LSC Ko0029 LSC Ko0067 LSC Ko0147
Correction Correction Correction
Completed Completed Completed
ID Prefix 12/01/2015 ID Prefix 12/01/2015 ID Prefix
Reg. # NFPA101 Reg. # NFPA101 Reg. #
LSC Ko154 LSC Ko0155 LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
Reviewed By - | Reviewed By Date: Signature of Surveyor: Date:
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
11/12/2015 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO

Form CMS - 2567B (9-92) Page 1 of 1 Event ID: GYQH22



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL ID: GYQH
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00589
1. MEDICARE/MEDICAID PROVIDER NO. 3. NAME AND ADDRESS OF FACILITY 4. TYPE OF ACTION: L{LS)
(L1) 245227 (L3) BAYSHORE RESIDENCE & REHAB CTR
1. Initial 2. Recertification
2.STATE VENDOR OR MEDICAID NO. (L4) 1601 ST LOUIS AVENUE 3. Termination 4. CHOW
(L2) 1821433426 (L5) DULUTH, MN (L6) 55802 5. Validation 6. Complaint
7. On-Site Visit 9. Other
5. EFFECTIVE DATE CHANGE OF OWNERSHIP 7. PROVIDER/SUPPLIER CATEGORY 02 (L7)
8. Full Survey After Complaint
L9)  07/01/2013 01 Hospital 05 HHA 09 ESRD 13 PTIP 22 CLIA
6. DATE OF SURVEY 11/18/2015 (L34) 02 SNF/NF/Dual 06 PRTF 10 NF 14 CORF
8. ACCREDITATION STATUS: ) 03 SNF/NF/Distinct 07 X-Ray HICFMD  15ASC FISCAL YEAR ENDING DATE: (L35)
0 Unaccredited 1TIC 04 SNF 08 OPT/SP 12 RHC 16 HOSPICE 12/31
2 AOA 3 Other
11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:
From (a): A. In Compliance With And/Or Approved Waivers Of The Following Requirements:
To (b): Program Requirements __ 2. Technical Personnel __ 6. Scope of Services Limit
Compliance Based On: __ 3. 24HourRN ___ 7. Medical Director
12.Total Facility Beds 139 (L18) 1. Acceptable POC ___ 4. 7-Day RN (Rural SNF) ___ 8. Patient Room Size
___ 5. Life Safety Code __ 9. Beds/Room
13.Total Certified Beds 139 (L17) X B. Notin Compliance with Program
Requirements and/or Applied Waivers: * Code: B* (L12)
14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS
18 SNF 18/19 SNF 19 SNF ICF 1D 1861 (e) (1) or 1861 (j) (1): (L15)
139
(L37) (L38) (L39) (L42) (L43)
16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):
See Attached Remarks
17. SURVEYOR SIGNATURE Date : 18. STATE SURVEY AGENCY APPROVAL Date:
Teresa Ament, HFE NEII 121312015 ek, MaeatAd- , EnforcementSpecialist o),
(L19) (L20)

PART II - TO BE COMPLETED BY HCFA REGIONAL OFFICE OR SINGLE STATE AGENCY

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL

RIGHTS ACT:
1. Facility is Eligible to Participate

2. Facility is not Eligible
(L21)

21. 1. Statement of Financial Solvency (HCFA-2572)
2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)

3. Both of the Above :

22. ORIGINAL DATE

23. LTC AGREEMENT 24. LTC AGREEMENT 26. TERMINATION ACTION: (L30)
OF PARTICIPATION BEGINNING DATE ENDING DATE VOLUNTARY _00_ INVOLUNTARY
01/22/1979 01-Merger, Closure 05-Fail to Meet Health/Safety
(L24) (L41) (L25) 02-Dissatisfaction W/ Reimbursement 06-Fail to Meet Agreement
03-Risk of Involuntary Termination
25. LTC EXTENSION DATE: 27. ALTERNATIVE SANCTIONS OTHER
A. Suspension of Admissions: 04-Other Reason for Withdrawal 07-Provider Status Change
(L44) 00-Active
(L27) B. Rescind Suspension Date:
(L45)
28. TERMINATION DATE: 29. INTERMEDIARY/CARRIER NO. 30. REMARKS
03001
(L28) (L31)
31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE Posted 01/11/2016 Co.
(L32) (L33) DETERMINATION APPROVAL

FORM CMS-1539 (7-84) (Destroy Prior Editions)

020499



DEPARTMENT OF HEALTH AND HUMAN SERVICES CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL ID: GYQH
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00589
C&T REMARKS - CMS 1539 FORM STATE AGENCY REMARKS

CCN: 24 5227

On November 13, 2015, we notified the facility of the following enforcement remedies:

-State Monitoring effective November 18, 2015.
- Civil money penalty for deficiency cited at F333 (S/S=@G), effective October 23, 2015.

This was based on the criteria that the facility not be given an opportunity to correct before remedies are imposed as a result of a level G
deficiency (isolated deficiencies that constituted actual harm that was not immediate jeopardy (level G)) cited at the previous intervening
abbreviated standard survey completed on February 20, 2015 as well as the current abbreviated standard survey completed on October 23,
2015 (Investigation of complaint H5227053).

On November 18, 2015 an extended survey was completed at this facility, Conditions in the facility constituted both Immediate Jeopardy
(IJ) and Substandard Quality of Care (SQC) to resident health safety. The survey found the most serious deficiencies in your facility to be
isolated deficiencies that constituted immediate jeopardy (Level J, whereby corrections were required. In addition, at the time of the
November 18, 2015 extended survey, an investigation of complaint number H5227054 was conducted and found to be unsubstantiated.

As aresult of the November 18, 2015 standard survey, the Category 1 remedy of State monitoring would remain in effect.

In addition, we recommended the following action to the CMS Region V Office related to the enforcement remedy detailed in our letter of
Novmeber 13, 2015:

- Civil money penalty for deficiency cited at F333 (S/S=G), effective October 23, 2015, remain in. effect.

Based on the findings of the extended survey completed November 18, 2015, we are recommending the following additional remedies to the
CMS Region V Office:

- Civil money penalty for deficiency cited at F309 (S/S=G), effective November 18, 2015.
- Civil money penalty for deficiency cited at F323 (S/S=J, reduced to a S/S=G when the 1J was removed), effective November 18, 2015. (42
- Mandatory Denial of payment for new Medicare and Medicaid admissions effective January 23, 2016.

Futher, Federal law, as specified in the Act at Sections 1819(f)(2)(B) and 1919(f)(2)(B), prohibits approval of nurse assistant training
programs offered by, or in, a facility which, within the previous two years, has been subject to an extended or partial extended survey as a
result of a finding of substandard quality of care. Therefore, Bayshore Residence & Rehabilitation Center is prohibited from offering or
conducting a Nurse Assistant Training / Competency Evaluation Program (NATCEP) or Competency Evaluation Programs for two years
effective November 18, 2015.

Refer to the CMS 2567 forms along with the facilitys plan of correction. Post Certification Revisit (PCR) to follow.

FORM CMS-1539 (7-84) (Destroy Prior Editions) 020499



Minnesota
Department
of Health

Sent via United Parcel Service (UPS) Priority Ovenight
on
December 9, 2015

Mr. Don Babbitt, Administrator

Bayshore Residence & Rehabilitation Center
1601 St Louis Avenue

Duluth, Minnesota 55802

RE: Project Number H5227053, SS5227026, H5227054
Dear Mr. Babbitt:

On November 13, 2015, we informed you that the following enforcement remedy was being
imposed:

e State Monitoring effective November 18, 2015. (42 CFR 488.422)

On November 13, 2015, we recommended to the Centers for Medicare and Medicaid Services (CMS)
that the following enforcement remedy be imposed:

e Civil money penalty for deficiency cited at F333 (S/S=G), effective October 23, 2015. (42
CFR 488.430 through 488.444),

This was based on the criteria that the facility not be given an opportunity to correct before remedies
are imposed as a result of a level G deficiency (isolated deficiencies that constituted actual harm that
was not immediate jeopardy (level G)) cited at the previous intervening abbreviated standard survey
completed on February 20, 2015 as well as the current abbreviated standard survey completed on
October 23, 2015.

On November 18, 2015, an extended survey was completed at your facility by the Minnesota
Department 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. In addition, at the time of the November 18, 2015 extended
survey the Minnesota Department of Health completed an investigation of complaint number
H5227054 that was found to be unsubstantiated.

Your facility was not in substantial compliance with the participation requirements and the
conditions in your facility constituted both substandard quality of care and immediate jeopardy to
resident health or safety. This survey found the most serious deficiencies in your facility to be
isolated deficiencies that constituted immediate jeopardy (Level J, whereby corrections were
required. A copy of the Statement of Deficiencies (CMS-2567) is enclosed.

Protecting, maintaining and improving the health of all Minnesotans



Bayshore Residence & Rehabilitation Center
December 9, 2015
Page 2

As a result the the facility continues to not be in substantial compliance, the Category 1 remedy of
state monitoring will remain in effect.

In addition, we are recommending the following action to the CMS Region V Office related to the
remedy detailed in our letter of November 13, 2015:

¢ Civil money penalty for deficiency cited at F333 (S/S=G), effective October 23, 2015, remain in
effect. (42 CFR 488.430 through 488.444).

Based on the findings of the extended survey completed November 18, 2015, we are recommending
the following additional remedies to the CMS Region V Office:

¢ Civil money penalty for deficiency cited at F309 (S/S=G), effective November 18, 2015. (42
CFR 488.430 through 488.444).

¢ (Civil money penalty for deficiency cited at F323 (S/S=J, reduced to a S/S=G when the 1J was
removed), effective November 18, 2015. (42 CFR 488.430 through 488.444).

e Mandatory Denial of payment for new Medicare and Medicaid admissions effective January 23,
2016. (42 CFR 488.417 (b))

Futher, Federal law, as specified in the Act at Sections 1819(f)(2)(B) and 1919(f)(2)(B), prohibits
approval of nurse assistant training programs offered by, or in, a facility which, within the previous two
years, has been subject to an extended or partial extended survey as a result of a finding of substandard
quality of care. Therefore, Bayshore Residence & Rehabilitation Center is prohibited from offering or
conducting a Nurse Assistant Training / Competency Evaluation Program (NATCEP) or Competency
Evaluation Programs for two years effective November 18, 2015. This prohibition remains in effect for
the specified period even though substantial compliance is attained. Under Public Law 105-15 (H. R.
968), you may request a waiver of this prohibition if certain criteria are met. Please contact the Nursing
Assistant Registry at (800) 397-6124 for specific information regarding a waiver for these programs
from this Department.

The CMS Region V Office will notify you of their determination regarding our recommendations,
Nursing Aide Training and/or Competency Evaluation Programs (NATCEP) prohibition, and appeal
rights.

This letter provides important information regarding your response to these deficiencies and
addresses the following issues:

Removal of Immediate Jeopardy - date the Minnesota Department of Health verified that
the conditions resulting in our notification of immediate jeopardy have been removed,;

No Opportunity to Correct - the facility will have remedies imposed immediately after a
determination of noncompliance has been made;




Bayshore Residence & Rehabilitation Center
December 9, 2015
Page 3

Remedies - the type of remedies that will be imposed with the authorization of the Centers
for Medicare and Medicaid Services (CMS);

Substandard Quality of Care - means one or more deficiencies related to participation
requirements under 42 CFR § 483.13, resident behavior and facility practices, 42 CFR §
483.15, quality of life, or 42 CFR § 483.25, quality of care that constitute either immediate
jeopardy to resident health or safety; a pattern of or widespread actual harm that is not
immediate jeopardy; or a widespread potential for more than minimal harm, but less than
immediate jeopardy, with no actual harm;

Appeal Rights - the facility rights to appeal imposed remedies;

Plan of Correction - when a plan of correction will be due and the information to be
contained in that document;

Potential Consequences - the consequences of not attaining substantial compliance 6
months after the survey date; and

Informal Dispute Resolution - your right to request an informal reconsideration to dispute
the attached deficiencies.

Please note, it is your responsibility to share the information contained in this letter and the results
of this visit with the President of your facility's Governing Body.

REMOVAL OF IMMEDIATE JEOPARDY

We also verified, on November 18, 2015, that the conditions resulting in our notification of
immediate jeopardy have been removed. Therefore, we will notify the CMS Region V Office that the
recommended remedy of termination of your facility’s Medicare and Medicaid provider agreement
not be imposed.

DEPARTMENT CONTACT

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

Chris Campbell, Unit Supervisor

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

Duluth Technology Building

11 East Superior Street, Suite #290

Duluth, Minnesota 55802

Phone: (218) 302-6151 Fax: (218) 723-2359



Bayshore Residence & Rehabilitation Center
December 9, 2015
Page 4

SUBSTANDARD QUALITY OF CARE

Your facility's deficiencies with §483.13, Resident Behavior and Facility Practices regulations, §483.15,
Quality of Life and §483.25, Quality of Care has been determined to constitute substandard quality of
care as defined at §488.301. Sections 1819(g)(5)(C) and 1919(g)(5)(C) of the Social Security Act and
42 CFR 488.325(h) require that the attending physician of each resident who was found to have
received substandard quality of care, as well as the State board responsible for licensing the facility's
administrator, be notified of the substandard quality of care. If you have not already provided the
following information, you are required to provide to this agency within ten working days of your
receipt of this letter the name and address of the attending physician of each resident found to
have received substandard quality of care.

Please note that, in accordance with 42 CFR 488.325(g), your failure to provide this information
timely will result in termination of participation in the Medicare and/or Medicaid program(s) or
imposition of alternative remedies.

Federal law, as specified in the Act at Sections 1819(f)(2)(B) and 1919(f)(2)(B), prohibits approval of
nurse assistant training programs offered by, or in, a facility which, within the previous two years, has
been subject to an extended or partial extended survey as a result of a finding of substandard quality
of care. Therefore, Bayshore Residence & Rehab Ctr is prohibited from offering or conducting a
Nurse Assistant Training / Competency Evaluation Programs (NATCEP) or Competency Evaluation
Programs for two years effective November 18, 2015. This prohibition remains in effect for the
specified period even though substantial compliance is attained. Under Public Law 105-15 (H. R.
968), you may request a waiver of this prohibition if certain criteria are met. Please contact the
Nursing Assistant Registry at (800) 397-6124 for specific information regarding a waiver for these
programs from this Department.

APPEAL RIGHTS

Pursuant to the Federal regulations at 42 CFR Sections 498.3(b)(13)(2) and 498.3(b)(15), a finding of
substandard quality of care that leads to the loss of approval by a Skilled Nursing Facility (SNF) of its
NATCEP is an initial determination. In accordance with 42 CFR part 489 a provider dissatisfied with

an initial determination is entitled to an appeal. If you disagree with the findings of substandard
quality of care which resulted in the conduct of an extended survey and the subsequent loss of
approval to conduct or be a site for a NATCEP, you or your legal representative may request a hearing
before an administrative law judge of the Department of Health and Human Services, Department
Appeals Board. Procedures governing this process are set out in Federal regulations at 42 CFR Section
498.40, et. Seq.

You must file your hearing request electronically by using the Departmental Appeals Board’s
Electronic Filing System (DAB E-File) at https://dab.efile.hhs.gov no later than sixty (60) days after
receiving this letter. Specific instructions on how to file electronically are attached to this notice. A

copy of the hearing request shall be submitted electronically to:
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Jan.Suzuki@cms.hhs.gov

Requests for a hearing submitted by U.S. mail or commercial carrier are no longer accepted as of
October 1, 2014, unless you do not have access to a computer or internet service. In those
circumstances you may call the Civil Remedies Division to request a waiver from e-filing and provide
an explanation as to why you cannot file electronically or you may mail a written request for a waiver
along with your written request for a hearing. A written request for a hearing must be filed no later
than sixty (60) days after receiving this letter, by mailing to the following address:

Department of Health & Human Services
Departmental Appeals Board, MS 6132
Director, Civil Remedies Division
330 Independence Avenue, S.W.
Cohen Building — Room G-644
Washington, D.C. 20201
(202) 565-9462

A request for a hearing should identify the specific issues, findings of fact and conclusions of law with
which you disagree. It should also specify the basis for contending that the findings and conclusions
are incorrect. At an appeal hearing, you may be represented by counsel at your own expense. If you
have any questions regarding this matter, please contact Jan Suzuki, Principal Program
Representative by phone at (312)886-5209 or by e-mail at Jan.Suzuki@cms.hhs.gov .

PLAN OF CORRECTION (PoC)

A PoC for the deficiencies must be submitted within ten calendar days of your receipt of this letter.
Your PoC must:

- Address how corrective action will be accomplished for those residents found to have
been affected by the deficient practice;

- Address how the facility will identify other residents having the potential to be
affected by the same deficient practice;

- Address what measures will be put into place or systemic changes made to ensure that
the deficient practice will not recur;

- Indicate how the facility plans to monitor its performance to make sure that solutions
aresustained. The facility must develop a plan for ensuring that correction is achieved
and sustained. This plan must be implemented, and the corrective action evaluated
for its effectiveness. The plan of correction is integrated into the quality assurance
system;
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- Include dates when corrective action will be completed. The corrective action
completion dates must be acceptable to the State. If the plan of correction is
unacceptable for any reason, the State will notify the facility. If the plan of correction
is acceptable, the State will notify the facility. Facilities should be cautioned that they
are ultimately accountable for their own compliance, and that responsibility is not
alleviated in cases where notification about the acceptability of their plan of correction
is not made timely. The plan of correction will serve as the facility’s allegation of
compliance; and,

- Include signature of provider and date.

If an acceptable PoC 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 remedy be imposed:

e Per day civil money penalty (42 CFR 488.430 through 488.444).

Failure to submit an acceptable PoC could also result in the termination of your facility’s Medicare
and/or Medicaid agreement.

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

The facility's PoC 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 PoC 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 PoC for their respective deficiencies (if any) is
acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable PoC, a revisit of your facility will be conducted to verify that
substantial compliance with the regulations has been attained. The revisit will occur after the date
you identified that compliance was achieved in your plan of correction.

If substantial compliance has been achieved, certification of your facility in the Medicare and/or
Medicaid program(s) will be continued and we will recommend that the remedies imposed be
discontinued effective the date of the on-site verification. Compliance is certified as of the latest
correction date on the approved PoC, unless it is determined that either correction actually occurred
between the latest correction date on the PoC and the date of the first revisit, or correction occurred
sooner than the latest correction date on the PoC.
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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 January 23, 2016 (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). This mandatory denial of
payments will be based on the failure to comply with deficiencies originally contained in the
Statement of Deficiencies, upon the identification of new deficiencies at the time of the revisit, or if
deficiencies have been issued as the result of a complaint visit or other survey conducted after the
original statement of deficiencies was issued. This mandatory denial of payment is in addition to any
remedies that may still be in effect as of this date.

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human
Services that your provider agreement be terminated by April 23, 2016 (six months after the
identification of noncompliance) if your facility does not achieve substantial compliance. 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.

INFORMAL DISPUTE RESOLUTION

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.O. Box 64900

St. Paul, Minnesota 55164-0900

This request must be sent within the same ten days you have for submitting a PoC for the cited
deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:
http://www.health.state.mn.us/divs/fpc/profinfo/ltc/Itc_idr.cfm

You must notify MDH at this website of your request for an IDR or IIDR within the 10 calendar day
period allotted for submitting an acceptable plan of correction. A copy of the Department’s informal
dispute resolution policies are posted on the MDH Information Bulletin website at:
http://www.health.state.mn.us/divs/fpc/profinfo/infobul.htm

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 preceded by a "K" tag), i.e., the plan of correction, request for waivers, should be directed to:

Tom Linhoff, Fire Safety Supervisor
Health Care Fire Inspections

Minnesota Department of Public Safety
State Fire Marshal Division

445 Minnesota Street, Suite 145

St Paul, Minnesota 55101-5145

Email: tom.linhoff@state.mn.us

Phone: (651) 430-3012
Fax: (651) 215-0525

Feel free to contact me if you have questions related to this letter.

Sincerely,
TV lant_ TVieatd,

Mark Meath, Enforcement Specialist
Program Assurance Unit

Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
Email: mark.meath @state.mn.us

Telephone: (651) 201-4118
Fax: (651) 215-9697

Enclosure (s)

cc: Licensing and Certification File
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IMITIAL COMMENTS

The facility pfan of correction (POC) will serve as
you allegation of compliance upen the
department's acceptance. Your signature at the
boltom of the first page of the CMS-2587 form will
be usad as verification of compliance.

Upon receipt of an acceptable POC, an onsite
revizit of your facility may he conducted to
valldate that subslantial compliance with the
refulations has been atalned in accordance with
your verificafior.

An investigaticn of cormplaint #H522 7054 was
campleted. The complaint was unsubstanliated.

An extended survey wae conducied on

| 11#12-18:15.

At the ime of survey on 1811272015, an extended
survay was Initiated dus to an lmmediate
Jeopardy at F323. The Immedlate Jecpardy wasz
rernaved on T1MB20158,

The survey resulted in an lImmediate Jeopardy
{Idy at F323 related to the facility's failed response
i comprehensively assess and effectively
implement intervenficns in arder to minimize the
risk of falis with serious injury or death for RE1
who had frequent falls,

The immedlate jgopardy was remaoved on
11HMBAE, at 10:30 a.m. after it was verlfied that
the facility effectively implemented a removal

plan.

453.10{c)(7) SURETY BOND - SECURITY OF
PERSONAL FUNDS

F 000

1. ™o residents were
alfected iy the allegsd
F 161 deficient practice,

LAEFCIRF.TCIR‘!’ [IRGCTOR'S R WIRERMEIPPLIGE REPRESEENTATIVE'S SIGHNATURE TITLE
AT (?#&(3%“ Mnm.s{mﬁn 123720

(45 DT

Pty deﬁclennyr “statemant an:dlng wilre 2n saterak {*) denctes a deficiercy which ke Insliiullon may be excused rom correctleg praviding I is datarmioed fhat
oiher safecyards provide sufficiert protectlon to the patlents | (Ses instructlons.) eeep far nursing Romas, Be indings stated sbova ans discloaable 990 days
falloweing e date of suevey whather or nela plan of sorockan 15 provided. For nursing hemes, the above findings and plans of correction are disclosable 14
days Folfowing tha dale thazs doouments era made aveilabla to tha facility. If deficiandes are cited, a0 approved plan of camectlon s requlsie to condlnued

pregram paricipatlon,
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1601 5T LOWE AVENUIE

BAYSHORE RESIDENCE % REHAB CTR
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(¥4 ED SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAMN OF GORRECTION [5h
FREFIX. (EACH DEFICIEMGY #£UST BE PREGEDED BY FUILL PREFIX (EACH CORRECTIVE ACTION SHIUO BE COMPLETION
TAG REGULATORY DR L34 IDENTIFYING INFORMATICON) - TAQ CGROS5-REFEREMCED TO THE APFROFRIATE MATE
DREFIGIENGY)
F oog

F OO0 [ INITIAL COMMENTS

The facility pl:an'-uf comrechon (POC) will serve as

you allegation of compliance upon the

departiment’s aceeptance, Your slignature at the ’T'hc Plan of Correction

bottom of the ﬁf'st page aof lhe GMS—EEE? form will . constitutes Bayshore

ke usod as varification of compliance. R asidence and Rehabilitation
Upon roceipt of an acceptable POC, an onshe é{jmlﬂr 8 WTLFtEﬂ.CﬂmP]IHHGE
revisit of your facllity may be conducled to for the dcficicneies cited.
validate that substantiat compllance with the - ' However, the submission of
regulaficns has baen attained in accordance with thig Plan of correction is not
your vorification. an admission that a deficlency

An investigation of complalnt #H5227054 was exits or that one was cited

compleled. The complalint was unsubstanfiated. correetly. This Flan of
Cortection is submiited o

An exfended survey was conducted an meel requiraments established

1421815,

by the state and federal law.

At the fima of survey on T1M22015, an extended
survzy was |nitiated due to an [mmedlate
Jeopardy at F323. The Immediate Jeopardy was
removed on 11182015,

The survay resultsd inan Immoediate Jeopardy
(131 at F323 rolated to the faciliby's failed response
to comprehensively assess and effeclvely
Implement intervenllans in order to minlmize the
risk of Ealls with sarious injury or death for RET
who had frequent falls,

Thie immedlate jeopartdy was removed on
1118015, at 10:30 a.m. after It was varifisd that
the facillty effectivaly Implemented a ramoval

plan. _
1. Mo residents were
affecred by the alleped
F 161 | 453.10{c)(7) SURETY BOND « BECURITY OF F 161 deficient practice.
55=E | PERSONAL FUNDS
LABDRATORY DEHE%R‘E DR PROVIGERSUPPLU ER REFRESENTATIVE'S SIGNATURE TITLE pyoae
/Yo ISAR B Admipiek codoc [2-/) 2003

Any dedlclency slatement endlng with an aslersk (*) denctea a defislency wihich the Insklulon may be sxsused from comectng providing L I delesmined that

miher safoguards previde sufliclent prelecton to the patlents . (Ses Instructions.) Exgspt dor nureing hemas, the findings slaled above ano diselosable 20 days

following tha data of urvay whelher of not & plan of coreaclian i previded, For nureing homes, the abave findings and plana of comeclicn ara disclozabla 14

daps Toflowing the dale these documanis are made avallehla to the fecilidy. Il deflolencles are ciled, an approved plan of eemesilon B requlsite to cominueed

program parficlpalion, )
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PEINTED: 12082015
FORM APPROVED
£IMB NO. 0838-0381

¢ STATEMENT DF DEFICIENSIES {1} PROVIDERISUPELIERICLIA (2] MULTIPLE CONSTRUCTION 3 DATE SLRVEY
} AMD PLAN OF CORRECTICH IDENTFICATION MUMBER: 4 COMPLETED
H - AUILDING
i
245227 B. WING 1141 8/2015
MAME OF PROVIDER OF SUFPLIER STREET ADDRESS, GITY, STATE. ZIP CODE
BAYSHORE RESIDENGE & REHAB CTR 1601 ST LOVIS AVERYE
DULUTH, MN 55802
P10 BUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION x5
FREFIX {E20H DEFIZIENGY MUST BE PRECEDED BY FULL PREFIY (EAGH CRRRELTIVE ACVION SHOUAD BE COMPLETION
TAG REGLLATORY OR LEE IDENTIFYING INFORMATIOHN) TG CROEE-REFERENGED T THE APPROFREATE aaTe
DEFICIENGY)
3. Besidents may have the polential o be
F 161 | Contlnued From page 1 F 161

The facillty must purchase a surety hond, of
ptherwizz provide assurance satisfactory ko e
Sectatary, to assure the sacurity of afl personal
funds of residents deposlted with the facility.

This REQUIREMENT is not met as avidenced
by

Based on obeervation, interviswy, and dociimant
review, the facility faited to enzure the surety
bond was sufficlent to eover the total armount in
tha resident fund sccounts. This had the potential
to impact 83 previous and curvent residents who
had money in the account. -

Findings include;

A review of the facility's surety bond (insurance
that protects the resident personal funds in trust
fund sccount held by the facility), revealed the
amaunl of the surety bond was less than the kotal
of tha resident funds held by the facility.

The suroty bond dated 10/24/13, Indicatad the
res|dent personasi funds were protected up o a
total of $39 000,

The facility trust fund balanca report datad
1171115, indicated 139 resldents who now reside
in the facllity ar who previously resided in the
facillty had an apen trust fund accoeunt for a total
of $58,829.27. B3 of 158 current resldents had
manay in the trust fund, The surely bond was not
sufficient o securs the total resident manies held
by the facllity.

Buring =n interview on 111745, at 313 p.m. the
admirdstrator verified the suroty hond was tiot

0

o—

affected by the alleged defictent practice.

3. The faciliey purchpsed a new Surcty
Bond Movember 17, 2015, which covers
the amount in the resident trast fund,

4, The Facility will monitor the resident
trust find cvery mopth for three {3)
months o monitar the Jurety Bond covers
the resident trust fund balance, If thers
would be a nggative ccourreace, the
tacility will tale immediate action to cover
the trmst fund balanee.

5, The results of the qudits will be reported
o the monthly QAPL committes for three
months.

G, The Administrator/designes will be
reaponsible,

FORM CadE-25e7i02 -89 Previcue Wereions Cbzealelz

Event 1D GYOH1

Feallley IT; 00589

If eerinuation sh2et Page 2 of 116
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CENTERS FOR MEDICARE & MEDNCAID SERVICES

FRINTED: 12032015
FORM AFPROVED
OB NO. 0838-0381

The facility must purchase a surafy bond, or
clherwise provide assurance satisfactory to the
Secretary, to assure the securty of all personat
funds of residents deposhted with the facifity,

This REQUIREMENT f& not met as evidencad
by

Bazed on chservation, intenview, and document
ravlew, the facilily failed to ensura the surely
bond was sufficient o cover the total amount in
the resident fund aceeunts. This had the potenfial
to impact B3 previous and eurrent residents whao
had maoney in the accaunt.

Findings inolude:

A review of the facility's surety bond {inzurancs
that pratecls the reaident personal finds In trust
fund account held by tha facility), revealed the
amaunt of the surety bond was less than the total
of the resident funds held by the facllity.

The surely bond dated 10/24713, Indieated the
rasident persenal funds were protected up to a
total of $3G 000,

The facility trust fund balance report dated
1111158, indicated 139 residents who now reside
in the facility or who previously resided in the
facility had an open torst fund account for a tetal
of $58,820.2Y, 53 of 152 current residents had
maoney In fhe trust fund, The surety bond was not
sufficient to secure the total resident menies hald
by the facility.

Curing an intarview on 11417415, at 3:15 p.m. the
administralor verified the surefy bond was not

affected by the alleped deficient practico.

3. 'Fhe Facility purchascd 8 new Sovety
Bund MWovernber [7, 2015, which covers
the ameoun i the resident truat fund. The
TFaeility getietates a roporl cach week
reparding the resident trust fnd balance.
The Business Office manager will monitor
the resident trust fimd balance each week
for three (3} months to monitor the Surety
Bood covers Lhe resident trust fund
balanee. Tthere s any negative balance,
the BOM wilt notity the Administrator
immediately to take immediate action o
purchasze additionat coverage.

The results of the audits will be reparted to
the monthly QATT commmittes for three
months, After three menths the QAP
cotarmittes will make a recommendation as
to the neced o conlinue 1o meniter that the
Sursiy Bond is covering the resident trust
fund. Completed 12-31-201 5.

4. Thes Business (Hiee Muenager with
oversighl by the Administrator will be
responsible.

STATEMENT OF DEFICIERCIEE {%1) PROVIDER/SUPPLIERAGLIA {%2) MULTIPLE CONETRLCTION (LY DATE SURVEY
AND Pl OF CORRECTION IOENTIFICATION MUMBER: A BUILDING COMPLETED
245227 B. WiNG 117182015
MAME OF PROAIDER OF SLIFPLIER STREET ADDRESS, CITY, GSTATE, £IP CODE
188 ST LUUIS AVENUE
BAYSHORE RESIDENCE & REHAR CTR
OULUTH, MM 55802
ixdy 1o SUMMARY STATEMENE OF DEFICIENCIES o FROVIDER'S FLAN GF CORRECTION e
FREFIX (EAZH DEFIGIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD: BE CHLIRPTFTICN
TAS REGULATORY OR LS5 IDENTIFYING INFORMATION} iz CROSE-REFERENCED: TO THE APPROPRIATE gnik
DEFICIENCTY
2. Resident have {1 tet'ltb.’;i
. Residents may bave the potential to be
F 161§ Conllnued From pags 1 F 161 . P
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DEFARTMENT OF HEALTH AMD HUMAM SERVICES
CENTERS FOR MEDICARE & MEDICAID SERYICES

FRINTED: 1202015
FLIRM APPROVED
OMB NO, 0938.0381

ETATEMENT OF DEFIGIENCIES (X1) PROYIDER!SSUPPLIERIGLIA
ARC PLARN OF CORFECTICHN IEEMTIFICATION MUMIES!
24ERET

£42 MULTIFLE CRHN3TRUCTION #3) DATE SURVEY
e BLELLSINE COMPLETED
B, WING 141 &/2018

NAME OF PROVIDER OF; 33LPPLIER

BAYSHORE RESIDENCE & REHAR CTR

ETREET ADGRESE. CI1'Y, STATE, ZIP CODE
1831 ST LU AVENLIE
BULUTH, MN 55802

The resident has the right to personal privacy and
confidentiality of hls or her personal and clinical
recaords.

Perschnal privacy includes accommedatlons,
madical treatment, written and telephonsa
communications, persanal care, visiis, and
meetingz of famlly and resident groups, but this
does not require the facility to provide a private
room for @ach residant,

Except as provided in paragraph (£){3} of this
section, the resldent may approve or refuse the
release of persanal and clinical records o any
individual outside the facilty.

The resident's right to refuse releass of personal
and clinical records does not apply wheh the
resldeant I8 transferred to anather health care
institution; or record release is required by law.

The facility must keep confidential afl information
contained in the resident's records, regardiess of
the form gr storage methods, excapt when
relezse is reguired by transfer ko ancther
healthears institution; law, third pany payment
contract; or the resident,

el SUMMARY STATEMENT OF DEFICIENCIES e PROVIGER'S PLARK (OF CORRECEIOHN )
PREFi (EARH HEFIMENGY MUST BE FREGEDED By FULL PREFIX (EACH CORRECTVE ACTION SHOULS BE COMFLETGH
TAG REGULATORY OR L35G IDEMTIFYIRG INFORMATICHN) TAG CROSS-REFERENCED 10 THE ARFROFPRIATE D'k
DEFICERGY)
F 181 | Cantinued From page 2 F 181
sufficient o cover the resident fund balance .
The faciity policy and procedure for Resident
Trust Acccunt daled 772015, indicated a suraky
bond would be maintained on the resident trust
fund account and would be renawesd annually
F 164 | 483.10(e), 483.75(}(4) PERSOMNAL F 164
85=0 | PRIVACY/COMNFIDENTIALITY OF RECOREGE

1, Rusident #46 wasz not affected by il
the alleged delicient practice as
documented by Socizl Services,

2. All residents have the powenlial [or
being affected by the alleged
delicient peactics.

FORM SMS-255T[02-99) Frevious Wersions Cluolete
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DEFPARTMENT OF HEALTH AMD HUMAN SERVICES
CENTERS FOR MEDICARE & MEEHCAID SERVICES

PRINTED: 12092015
FORM AFPROVED
OB NG, 0838-0381

This REQUIREMENT is not met as evidenced
by:

Based on chservation, interview and documenl
revlew, the facility failed o rmaintain resident
privacy durlng a pain assessmentmedication
pass for 1 of 1 resldenls (R46) reviswed for
Prvacy.

Findlngs Include:

F48's Admlssion Record identified diagnoses that
included chranle kidhey diseasze stage 4, typa 2
diabetes, and chronie paln due to frauma, The
quarterly Minimum Dala Set (MDS) dated 9415,
indicated R48 was cognitively intact and received
scheduled pain medications. The physician's
orders dated 111315, directed K46 t0 receive
oxycodone every four hours, as needed, for paln.

On 1111215, at 8:655 a.m., trained medication
aide {Th4)-B was observed at the medication
cart In the hallway, While standing at the cart,
TMA-B caled loudly, "Whal's your pain?" to R44,
wha was in his room with Ihe TV on. This coufd
be heard by any resident, staff or visifor whe was
in the halbway, When asked if this method of .
asking about R48's pain maintained privacy,
TMA-E replied, "l guess nof", and cantinued to
axplain £46 is hard of hearing so she had to yell.

In an interview on 11/13715, at 252 a.m.,
registered nurse {RH)-A stated the facility
expeclad llcensed staff to ask about pain level in
privacy. RM-A conlinued she would expect the
nurss would ge inks 8 resident’s room and have
that cenversation with Lhe resident. Rh-A also
stated if the resident were hard of hearing, that is
even mare raasan for the nurse o be at the
resident's gide.

3. Staff will be educated on the resident™s
right to privacy during cares, Complated
12-18-20H 5,

4, Chservation rounds will be condusted
twa [2) times por woek Grmes B2 weeks o
tesitor Lhe facility’s system of respecting n
resident’s vight to privacy, Any negative
occinrence will be addressed with the s1alf
member nmediately, The abservation
round docunenlalion will be presented to
the monthly QATT committes for review,
After three maonths, the conunittes will
recornmiend a3 to the need 1o continpe fo
rnonitor that the Tacility demonstrates good
practice on a residenls right to privacy is
rospueked af all times.

STATEMENT OF DEFICIENCIES 141 PROVIDERSSUAPLIERIGLIA, ¥ MULTIFLE COMETRUSTION [ DATE SLURNEY
PEA ‘IF -
R r OF CRRRECTION IDENTIFICATION MUMEBER: A, EUILOING COMPLETED
245227 B.WVANG 1171812015
MARKE OF PROVIDER QR SUPPLIER S'I'REET AODRESE, GITY, STATE, ZIP GODE
1801 T LOUIE AVENUE
EAYSHORE RESIDENCE & REHAE CTR
DULUTH, My 558402
[#d) 1D SLUMMARY STATEMENT OF DEFICEEMCIES I PRWIDOER'S PLAN OF CORRECTION frto]
FPREFLY, (EACH OEF|ICIENGY MUST GE PRECEDED BY FIILL PREFIA {EACH CRRRECTIVE ACTION SHOQULD BE CGLMFELETERH
TAG REGULATORY QR L5C IDEMTIFYTHE IMFORMATICN)] TaG CROSS-FREFERENCED T THE AFFROFPRIATE DaTE
CEFICIENSH)
F 184 | Confinved Fram page 3 F 164
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DEPARTMENT OF HEALTH AND HUMAN SERYICES
CEMTERS FOR MEDICARE & MEDICAID SERVICES

PRINTEED: 12/08/2815
FORM APPROWED
OME MO, 0833-0381

A resident has the right to prompt efforts by the
facility to resolve grievances the resident may
have, including these with respect to the behavior
of other residents,

This REQUIREMENT is not met as evidenced
by

Based on interview and document review, the
facllity falled to ensure prempt resolution of
grisvances, and feedback to residents, for 1 of 1
residents (R42}, reviewed for grievances.

R42's Admission record Indleated diagnoeses fhat
included quadriplegis, type 2 diabetes,
depression, and anxiety. R42's quarterly
Minimum Data Set (MDS) dated 97280 5,
indicated intact cognition. The MDS also
indicated R42 required extensive ssslstance for
transfers, bed maobility, dressing, eating, toileting
and personal hyglens. R42'a care plan dated
1044013, Indicaled R42 was at risk far
in|uryiahuse due to maobility deficits, with the goal
It not become a target of abuse, retaliation or
receive injuries from anather. interventlons
includad to abserve far peychalogical, emotional
and physical side effects,

Social Services that he was not affected by
the alleged deticient praclice. Weckly
tcetings between Social Services and
resident & 42 have been initiated.

2. All residents have the potential to be
affected by the allepged defivicnl practice,

3. The Administrator and Director of Soeiul
Services reviewed and revised the Policy
regarding Resident Coneerns, the Pelicy is
revisad to include documentatioo that the
resident has been informed of the
inyeglizalion and resolution of the concern,
The Adminisiralor and Director of Social
services will review all resolutions.

STATEMENT QF DEFICIENCIES 1) PROVICER/SURPLIERIGLIA, {42) MULTIPLE CONSTRUCTION 425 DATE SURVEY
AMD PLEN OF CORRESTION IGENTIFIGATICN MUMBER: & BUILDING GOMPLETED
245227 8. WG 114182015
MAME OF PROAVIDER DR SUEFLIER STREET ADDRESS, CITY, STATE, ZIF GOOE
4601 5T LOUIS AVENUIE
BAYSHORE RESIDENCE & REHAE CTR DULUTH, MN 55802
() 1o SUMMARY STATEMENT OF DEFIGIENGIES Io FROVIDER'S FLAN OF GORREGTION it
PRESIX {ZAGH DEFICIEMGY MUST 8E PRECEDED BY FLILL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAZ REGULATORY O LEG IDEMTIFYING FORMATIOHN) TAG CROZ5-REFERENGED T THE AFPROFRIATE DeTZ
DEFICIENGY)
5. The Dircetor of Nursing/designee will be
F 154 | Continuad From pages 4 F 164 || responsible with oversight by the
Administrator, Compleled 12-31-2015,
The facillty policy on Privacy undated, reviewsd in
511, direcked staff will spaak with residants
regarding their condiions in a private area. In
addition, the facility's HIPAA and Confidentiality
policy, dated 10/14, directed staff to lower their
virice when dizcussing protected health
infermation or move o a private area.
F 166 | 483.10(0(2) RIGHT TO PROMPT EFFORTS T F 166 i o . .
$8=D | RESOLVE GRIEVANCES 1 Residesl #42 skated to the Director of

FORM CME-ZEST{0Z-09) Previous Versioos Obsolats
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245237 B WING, 11182015
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S|I0ENCE & REHAB CTR DULUTH, MN 55802

[¥d] I SUMMARY STATEMENT OF DEFICIENGIES Iz FROVIDCR'S FLAN OF CORRECTION )
FREFIX [FAGH DEFIGIENGY MUST BE PRECEDED BY FLEE PREFI {EACH CORRECTIVE AGTION SHOULD BE EILIM P ETICN
TAG REGULATORY OR LSS IDENTIEYING IMFORSAATION) TAG CROSS-REFERENCED TO THE APFROFRIATE L=
DEFIGIENCY)
I
F 166 | Continued From page & F 166
In an interview on 11/9415, at 6:03 p.m., B42

stated he has made mulliple complaints about a
specific nursing assistant (MA) being very loud at
rlght. R42 said every night this NA warks, he
gets woken up. R42 stated at the supper meal he

just left, Ihe WA didn't ask him a question directly, ll
but asked another staff perzon to ask R4z a
question. R42 stafed thls "attitude™ all started
when he made a complaint,

In the: [nterview, R42 stated the facility social
worker haz safd theyre doing something about
neise at night, but nothing has changed, R42 has
requested that a MNA not care for kim, but has

been told that the NA can't be taken off the unit "
and that if he won't have the MNA in Ris roarm, hen
his cares won't get doane. |

During the interview, R42 said he was done
coamplaining because all that happens ls mare
altitude from nuersing assistants. B42 sald that
when he recently complained, a nurse wrofe up a
brehavior icident on him and then the nurse
prachtionar asked if he wanted to re-stan
antidepressant medication. R42 stated he is
worried that if ke says anything, he’ll have to go
back on his antldepressant.

In areinderview on 1TA3ME, at 1107 &am., the
gocial servics directer (S50 stated when a .,
compiaint is filed, they nolify the Direetor of | :
Mursing and the administratar; they report ba the l

elate agency if necessany, and make sure the
resldent is safe. Ultimataly, the written complaint
comes fo the 850 and zocizl services completas
the follow-up end coardinates waork with the
appropriatz department. The S50 stated
resldents can verbally complain and staff can
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write it on the grievance form. The social services
department iracks complaints and repars to
guality assurance (A} The 350 stated some
residents are care planned for maklng false
accusations about staff, but the facility still
invastigates, The facllity will care plan this only
after a pattern is idantified with a resident.

During the 11/1315, at 11:07 a.m., intensdew, the

550 stated that R42 did request to not have a

staff perzon wark with hirm, & long Bme ago,
maybe In June. The S50 stated B42 will make
these requests and then change his mind. The
MA does nat normally wark with B42, but If bwa
people are nesded the MNA will come to assist,
unless R42 "says no"

In an interview on 11118415, at 757 a.m., R42
staterd he did talk to the facilily social warker and
the Lnit's nurse manager more than ance about
his concems of [oud MA's at night. R42 stated
they did tell him they are “working on it" but he
has gotten na ather information abeout the siatus
of the grievance,

In ar interview on 1141815, at 803 a.m., 38D
stated the faciiity has a grievance process that
typically begins with completion of a complaint
farm. Resldents can report arally, but they prefer
a written complaint because it is hedter for
lracking purposes. S50 statad social services
followed up on complaints and kept a log of
congernefgrliavances. II

550 stated she had received ong cemplaint an
10¢221 5, by R42 of noise at night. 550 stated
she talked to the night nurse about the complaint.
55D stated the night NA's happened to ba
working an evening, so she talked to them about
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DEFIGIENGY)
4. All resident conceros and the resolelion
F 168 | Cantinued From pagae ¥ F168| that those concerns wore presented i the
keeping noise down at night, acknowledylng that resident will be reported at the monthly
it is their day, but it is the residens night. S50 QAP mesting for (3} three months, After
ELatEd when she arrived in the moming, she will three months the QAP] committee will
check in wilh the night nurse i anything was ot miake a tecnmmendation as to the need to
of the ordlnary, 550 stated she has not asked the . - i
. conbinue o menitor fhat the facilite Informs
night nurse about nolse level recently and they h ' Filie s q
have not audited night noise. S50 stated she had the rest ent of the mnvestigation i
not received any olher complaints from R42 resolution of these concerns.
regarding noise ar ather concems. 5. The Dircelor ol Social Services /designes
The facifity resident congern policy, revised will i?u_m‘qpu". sible wntll.nvemght by the
5{2115, directed concerns may be written or Administrator. Cempletion date of 12-31-
present orally. The policy further directed all 2015,
concerns witl be investigated and resclved within ot hoerets T .
20 days, excapt in extenuating circumstances 1: RF:’ E'dﬁms d :ﬁ; n.d 90 welre ngt aj:'h;cted |
that have bean explained to and are acceptable Y _t ,E 4 ELE, ,"nj lcient practice. .ncm ] |
o the complainant. Sﬂ}rlceslms 1|I11.t|a1’:ed weeldy me&tlr{gs wilh |
Fo25 43313[‘3}{1}{“}-{3"], EC}{Z} _ 1:4:| F 225 1'es%d&nt 0,1 1r:i"|:|‘ slaﬂ‘mumhn{m will be
55=0 | INVESTIGATE/REPORT asmgm:d 10 pl‘nk'ldu catos L resident 84,
ALLEGATIONSANDIVIDUALS . , .
2. All residents have the potential for being ‘
The facility must not employ individuals who have allegted by the deficient practice. |
been found guilty of abusing, neglecting, ar |
mistreating residants by a court of law; or have
had a finding entered into the State nurse aide
registry concerning abuse, neglect, mistreatment
of residents or misapproptialion of thelr property;
and report any knowledge it has of aclions by a
court of law against an employea, which would
indicate unfitness for service as a nurse aide or
ather faclily staff to Ihe State nurse aide registry
or licensing authorties.
The facility must ensuse that afl alleged vinlations
invalving mistreatment, neglect, or abuse,
including injures of unknown sourca and
milsappraprlation of resident propery are repored
immediately to the administrater of the facility and
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to ather officiale in accordance with State law
through established procedures (ingluding to the
State survey and certification agency).

The facility must have evidencs that 2l alleged
violatiohs are tharaughly investigated, and must
prevent further polential abuse while the
investigation is in progress.

The results of alt investigations must be reporfed
to the adminlstratar or hls designated
representative and to other officials in accordance
with State law (including bo the State survey and
certification agency) within & working days of the
incidant, and if the alleged violation is verified
appropriate comeclive action must be taken.

This RECIUIREMEMT is not met as evidenced
by

Based on Interview and document review, the
faclily failed to immediately report allegations of
potential mistreatment o the State Agancy (S4)
and tharoughly investigate allegations of potential
mistreatment for 2 of 3 residents (R90, RSE)
reviewed for potential mistreatment.

Findings include:

R0 stated he had besn verbally abused by a
staff member, he had reported it to the facility,
and the facility tald him they couldn't do anything
about it unless he put it in writing. -

Rad's quarterly Minirmum Data Set (MDS) dated
ar14/19, identified diagnoses that incuded
cerabral vascular accident (CWA, commonly
krown as a stroke). The MDS also identify R90

AND FLAM OF CORRECTIGN IDENTIFICATHIN HUMEBER: A BUILDING COMPLETED
245227 B. Wireds 1182015
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TAL REGULATCRY OR L3G IDEMTEFYING |INFORMATION) TG C.ROZS-HEFERENGED TC THE AFPROPRIATE paTE
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had ne hehaviors, was continent of udne, and
renuired extensive stalf assistance with bad
mokilty, personal hygiena and toileting. The care
plan dated 4814, Indicated A0 usad a condom
catheter at night, and used the urinal with staff
assizlance every bwo hours and a8 needed.

On F1MBA 5, at 12:45 p.m. RE0 stated {a while
ago) his candom catheter had come off during
the nlght. Mursing assistant (NA)-M came into his
room, and when he asked her to |2ave the
condom catheter off, he would use the urinal, she
became angry. MA-N stated she didn't have time
to change him if he became wet {with urine). RA0
described her bahavior as loud, rude and snotty,
RO0 stated he repored NA-N's verbal abuse the
following day. On 1112045, at 12:24 p.m, family
member {F)-A slated she went with RI0 to repart
MWA-M's verbal abuse to staff Lhe foilowing day.
F-# stated they reported to registered nurse
{RM}-3, who told them a residenl’s report of
verbal abuse by a staff member must be put in
writing, or the facility was unable to do anything
about |t

O 11£120 5, at 710 2., the director of nursing
(DON) verlfied lhere was no mistreatment report
for R8s report of verbal abuse by NA-N,

O 1112M 5, at 4:30 p.m. RN-G was inlenviewsd
and stated she rerembered RE0 and F-A
reparting verbal abuse by NA-M. FN-G stated she
reported it fo the DOM, and was told sither by Lhe
DM or the social worker RO0 that F-A needed to
fiif out a grievance farm. RN-G furlher stated the
nursing assistant gnion was strong, and &
complaint had o be in written form by the
reafdent, At 5:48 p.m. EN-G stated she gave
Ran's completed grievance form (o e DON.

AMDPLAN OF CORRECTION IDEMTIFICGATICH MUMBER: £ BLILOHG COMPLETED
245227 B. WING 11/18/2018
MAME GF PROVIDER OR SUPBLIER STREET ADLRESS, CITY, STATE, ZIF COCE
1604 5T LOLIS AVENUE
BAYSHORE RESIDENCE & REHAE CTR
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(¥4) 1D SUMMARY STATEMENT OF DEFIGFENGIES ¥ FROVINGR'S PLAN GF GORRECTION n)
PREFI® {EACH DEFIZIENCY MUST EE FRECEDSD BY FULL FREFFX (EACH CORRECTIVE ACTICN SHEULD AR COMPLETION
TAL REGULATORY OR £50 IDENTIFFNG IMFORMATION) ThE GROEE -REFEREMCED T4 THE APFROPRIATE BATE
BRFIGIENTY}
225 | Confinued From page 9 F 225
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on 11/128115, at 5:52 p.m. the DON was
interviewed, and stated RS0 and F-A filled aut &
grigvance form regarding afleged verbal abuse by
MA-M, The DON stated she did not report R80's
allegation of verbal abuse to the state agency,
and she did not investigate. "It was a *he said she
gaid' " the DOM verbalized, ™ have g union hera,”
and she instructed MA-N not to go into R80's
PG again.

On 1141315, at 2:10 p.m. the diractor of human
resources (HR)-| stated she did not receive a
grievance form compteted by RE0 and F-A, and
there was no documerdation i MA-M's ik
indicating any type of disciplineg regarding R20's
complaint of alleged verbal abuse. On 1141315,
al 2:16 p.m. the director of sociat services
(SiA0-B stated she did not have a grievance form
completed by RO0 and F-A.

Qn 11H3M15, at approximately 2:15 p.m. the
facility provided a copy of R90 and F-A's
grievanca form. The grievance form was dated
772915, and indicated the following: "Resident's
(zic) rang for staff on MO {might} shift to come in
as condom catheler was falling off. Staft (MA-N)
was CHA (certified nursing assistant). Resident
asked to have condem cath removed and he
wolld use urinat rest of night. Staff responded
o, | don't want you to piss the bed' and
demanded resident have condom cath put hack
ore.” The form was signed by RN-G and dafed
Tr30M 5, and the DOM and administrator wereg
netified on 71304185,

The facility policy and procedure an Abuse
Pravention Plan undated, directed the
administrator must be informed immediately of all

= = | .
AMD PLAM OF CORREGTHMN IDENTISICATION NUMAER: A BUILDHNG GOMPLETED
245237 E. WM 11MBIZHME
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F 225 | Continued From page 10 F 225
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F 225 Conlinued Fram page 11 Fz25
ncidents. The Abuse Prevention Pian defined
arbal abuse as the use of oral, written or
esturad language that willfully includes
isparaging or dercgatory terms ko residents or
helr famllies, The policy further directed that all
heidents are 1o he reported, documented and
Investigated internally.
3
3. Staff were inserviced on the Abuse,

9 Meglect, and Mistreatment Podicy. The
Administrator reviewed the policy and
procedure with the Director of soclal

R 06 had dlagnoses of physlalogical condition, sarvices and the DON reviewing with
uj.r».rlback pain, generalized arhritis. The quarterly them the procedures and expectations
tinimum Cata Set (MDS) datad 1019415, 5 th hi tigation. Th
dentified R95 had no cognitive Impaimmeant and or a. Iﬂm ug ITWES IEation. . €
required extensive limited assistance from ane Administrator directed the Director of
nerson for aclivilies of daily living (A0LYs. The Social Services to resume primary
MES also identified R9E a8 having o behaviors, responsibility for conducting the

RO&'s care plan dated 11410813, indicated investigation relating to any allegation
'Resident is a vulnerable Adult, at risk for of abuse , neglect or mistreatment o
infury/ablse from others due to cognitive deficils. the resident. Any alleged abuse,
F'4_'.'rtent|al for r:_elallatmn Telated Lo Elpular heglect or mistreatment will be
Dizarder. Resident also nofed to give money .
away " Also "[REE] has potential to demonstrate reporied to the proper State agencies.
verbally abusive behaviors" An applicable
pritervention to this was o give REE a8 many

chaloces as possible.

A0 Interview an 1110015, af 12:50 p.m. RIG

kaid "One fime | was abused. It was a nuorses

assistant, | was sitting on the toilet with my

waater on. She wanted o take the sweater off

nd | said no but she took it off anyway, She
actured my thumb. ¥When | told her she was
hurking rie she said 'l don't give a fuck!. ! told
veryone, she was gone as long as my thumb
Fuant M1- =i Fncjh-u | R 1] I3 pnnfinnalinn ehest Page 99 of 496




CEFARTMENT OF MEALTH ANEF HUMAN SERVICES
CEMTERS FOR MECHCARE & MEDICAID SERVICES

PRINTED; t2/0w/2015

FORM APPROVED

OB NQ. O33E-0381

STATEMENT F DEFICIEMCIES

[¥1} PROVIDPERSSUPPLIERSCLIA

(¥ MULTIPLE GOMNSTRLUICTION

%9 DATE SLRVEY

was healing. That isn't much of a penalty for
hurting rma. Everyone that knows me know | don't
rieed tr be treated like that, |oooperate”.

A Interview on 111122015, at 1:50 pom. the
directar of nurses (DOMN) said ROE kept telling
them different events that had happenad to har .
RB86 had & "tussle” in the smoking area, a fall and
this event. The DON said no other staff received
& report. The DON =aid the mext day RA6
reported nursing assistant (MA)-T grabbed her
finger. The DCM =aid she investigated it right
away but did not have a through investipation
regarding this lsaue.

The report dated 06/30/15, indicaled "The
resident was intenviewed several times, including
by this writer. She told different stories of event
each tima. She had forgotien that she fell, ar that
the day prior to the report that anocther resident
grabbed something from that same band and that
she had complained of pain at fhe time as well,
Bruise is healing.

The staff in quastion was also interviewad by this
writer, and stated that there was no incident of
her humping or grabbing the resldent's hand. She
had hefped her remove 8 shirt, and a hit later
affered halp with cares which resident refused |
Resident has multipte ox [diagnosis] and has
besn angry that she neesds staff supenvision for
har smeking  Thers iz no findings of abhuse |n this
caze.”

Under incldent description ™1 he resident reporls
that her hand is sore, and that an aide last
evening hart her hand during cares. Employee
suspended pending investigation, and care can
changed that 2 staff he in the roomt during cares.
Investigation angeing." There iz no further
inveshgaticn.
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F 225 | Continued From page 13 F 225
4. All allegations — and the investipations-
An inferview with reglstered nuree (RN)-A on of abuse, neplect and mistreatment will be
TUTHME, at 11:13 a.m. sald she {RO8) roports presented 1o the QATT monthly meeting
abuse to us regularly. RN-A said there |z a eyery munth for three {33 months o
caorralation betweaen not REEG gelting her way and monitor the thorouphness of the
making reports of abuse. ! investipaticns, Afier theee months the
Aninterview an 11172015, at 11.25 a.m. with ‘ Eiiljnir:g:;f: ;:111';15.1:][::;:3 d to monitor
sociat services (S5)-B slated she hasn't bean . ) . .
completing the vulnerahle adult (WA} repod for 9 that the facillity has properly investigated
months to a year. 55-B said it was lransitioned to and reported all alleged abuse , neglect and
nursing at that time, but in the last couple weeks OF Inistreatment.
was being transiticned back to the social services . o . .
department again. 55-B said she had nothing to 5'.Thu Dm.:m“-.m Soctal Serw:m‘:es-’demgnree
do with R98's VA report fram July or the with uverm:ght from the Administrator will
investigation. e responsible.
An intervisw with DON on 11/17/2015, at 3:01 Completien dale ol 12-31-2015.
p.m. aafd she does nat have any furlhar !
investigation of the broken finger. The DON zaid l
this is a she saidishe said and RE6 hax a lof of
dlagnoses that make her unreliahle.
A final radlology repont dated 771415, indicated
"There are likely deyenerative In elislogy,
however small avelsed fracture fragment is nat
completely excluded",
A physician office visit dated 7/8/15, indicated
"There |5 dark purple ecchymasis present on the
thenareminence, the volar wrist, and the dorsal Il
thumb". 1, Rosidents f 96 and #00 were not
affected by the affected deficient practice.
Mursing progress notes weare reguested for this Socinl services has initiated weokly
evenf but were not recelved. meetings with Rosident #90, Two staff
F 225 | 463.13{c) DEVELOPAMPLMEMT F 228 || members will be assigned to provide cares
55=0 [ ABUSEMNEGLECT, ETC POLICIES Lo resident 96,
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The facility must develop and [miglement wiitten
poficies and procedureas that prohibtt
rlstreatment, neglect, and abuse of residents
and misappropriation of resident propery.

Thls REQUIREMENT is not met as evidenced
By

EBased on chservation, interview and document
reviaw, the facility failed to implement thelr abuae
policy ta ensure immediate repotting of
allegations of potentlal mistreatment to the Stats
Adency (SA) and thoroughly investigate
allegations of potential mistreatment for 2 of 3
residents (R20, R36) reviewesd for potenttal
rlstreatreant.

Findings include:

R90 stated he had boen verbally abused by 2
staff mambar, and the facility failed to report to
the 54, and thoraughly investigats,

The facility policy and procedure on Abuse
FPrevention Plan undated, directad the
administrator must ba informed immediately of all
incidents. The Abuse Prevention Plan defined
verhal abuse as the use of oral, written ar
gestursd language Lhat willfully includes
disparaging or derogatery ferms to residents or
their families. The pelicy further directed that all
itcidents are to be reported, documentad and
investigaled Internally.

R90'= quarterly Minimum Data Set (MOS) dated
G415, idenlified diaghoses that included
cersbral vasoular accident (CWA, commonly
known as a strokea). The MDS also ldentify RO0

2. All residents have the potential for heing
alfecled by the alleged deficient practice.

3. Staff were inserviced on the Abuse,
Muegleot, 2nd Misteeatment Policy,
Compleeed 11-18-2815, The Administrator
reviewed the Mistreatment Policy and
Pracedure with the Dizector of Nursing and
the Divector of Social Services and the
procedures and expectations for a thorough
myesligation. The Administrator divected
the Director of Soeixl Services o resume
primary responsibility for conducting the
inveatieation relating to any alleged abuse,
negleet und or mistecalment. Complered 12-
4205,

4. All allegations and the subsequent
invealigations will be presented at the
munthby (PAP] meeting for three months to
monitor that the Beulty fellowed Ha Poliey
on Mistreatment, A fker three months the
QAP committes will make 4
recommendation a2 to the need to monitor
thul the laeility has properly investipated
ard reported all alleged abuse | negleat and
of mistreatment,

5. The Dircctor of social services with
oversight from the Administeator will be
respunsible. Completion date of 12-3-20135
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had no behaviars, was continent of urine, and
required extensive staff assistanca with bad
mability, persanal hyglens and toilgting. The care
plan dated 1/8/14, indicated R90 used a condom
catheter at night, and used the urlnal with staff
assistance every bwg hours and as neaded,

O 11/10M 5, at 12:458 p.m, RE0 stated {2 whils
ago) his candom catheter had come off during
the night. Mursing asslstant (NA)-M came into his
room, and when he asked het to leave the
candom catheter off, he would use the urinal, she
became angry, MA-MN stated she didn't have time
la ehange kim if he' became wet. R0 described
her behavior as loud, rude and snotly, K90 stated
he reported MA-N's verbal abuze the following
day. On 11M12M15, at 12:24 pan. family member
i(F1-A stated she went with R20 to report NA-N's
verbal abuse to staff the following day. F-A stated |
they repored to registered nurse (RN}-G, who
teld them a resident's report of verbal abuse by a
staff member must be pul in wriling, or the facllity
was Unable to da anything about il,

An 11M2M 5, at 710 a.m. the director of nursing
{DAN) verified Ihere was no mistrestment report
for RO0's reporl of verbal abuse by NA-N.

On 1171218, at 4:30 p.m. RMN-G was interviewed
and stated she rememhbered B0 and F-A
reparting verbal abuse by MA-N. RN-G statad she
reported it fo the DOM, and was tald either by the
DO or the social worker RB0 lhat F-A needed to
fill out a grievance form. RMN-G further stated the
nursing assistant union was strong, and a
camplaint had ko be in written form by the
resident. At 5:48 p.m. EN-G stated she gave
R8s completed grievance form to the DON.

J
i
|
[
i
i
i
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On 11712415, at 5:52 p.m. the DON was
Interviewed, and stated R90 and F-A filled out 2
grievance form regarding alleged verbal abuse by
MA-M. The DOM stated =he did not report R50's
allegatian of verbal abuse to the state agency,
and she did not investigate. "Itwas a 'he said she
gaid' ™ the DOM verbatized, "l have 2 union herg”
and she inatructed MA-N not to go inta RO0's
rocim again.

on 1113415, at 2:10 p.m. the director of human
resclrees (HRY- stated she did not recaive a
grievance form complated by RO0 and F-A, and
there was no documentation in NA-N'S file
indicating any type of diszipline regarding R80's
complaint of alleged verbal abuse. On 111345,
at 3,16 p.m. the director of social services
[SW)-B stated she did not have a grievance fotm
completed by RS0 and F-A.

Gn 1141315, at spprovimately 2:15 p.m. the
facitity provided a copy of RE0 and F-A's
grievance form. The gievance form was dated
7129115, and indicated the following: "Resident's
{sich rang for staff on MOC (night} shifl lo come in
as condom catheter was falling off. Staff (WA-N)
wag CNA (cerified nursing assistant), Residant
asked ta have condetn cath removed and he
wierlld use urinal rest of night. Staff responded
'no, | don't want you to piss the bad" and
dermandad resident have condarm cath put back
or." The form was signed by RN-G and dated
T/30M 5, and the DON and adminéstrator wera
nolified on ¥A30M5.

RY6 had diagnoses of physiclogical condifion, tow
back pain, genaralized arthnlls. The quarterly
Minirnum Data Set (MOS) dated $0/M9M1 5,
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identified R98 had no cognltive impairment and
required extensive limited assistance from one
persan for activities of daily living (ADLY's. The
MES also ldentifizd RSE6 as having no behaviors,

An interdew on 111015, at 12:50 p.m. R26 said
"One time | was abused. [bwas 3 nurss assistant.
| was sifting on the tollet with my sweater on, She
wanted lo take the sweater off and { satd no but
she ook it off anyway. She fracturad my thumb.
When | told her she was hurting me she said 'l
don't glve a fuck', [ told averyons, she was gone
a3 long as my Ihumb was healing. That isn't
ruch of 8 penalty for hurtlng me. Everyone that
knows me know | don't need to be lreated llke
that, [ cooperate,"

Andntervlew on 11122015, at 1,50 p.m. the
director of nurses (OHON) =aid RS kepl telling
themn different events thal happened ta her . RSS
had & tussle' in the smoking area, a fall and Ehis
event. Tha DOM said no other staff received a
report. The DOM said the next day R36 reported
nursing assistant (MNAT grabbed her finger. The
OOM said she investigated il right away, but did
not have a through investigaficn regarding this
[sestie.

The report dated 08/30M5, indicated *The
resident was interviewed several times, including
by this writer. She told different staries of event
each lima. She had forgotten that she fall, or that
the day priar o the repert that another residaent
grabbed something from that same hand and that
she had cemplalned of pain at the tims as well,
Bruise s haating.

The staff in question was also interviewed by thig
writer, and stated that there was no incident of
her burnping or grabbing the resident’s hand. Sha

(X1 1D SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF GORRECTION e
PRESI (EACH DEFIGIENGY MUST BE PREGEDED BY FULL PREF {EAGH CERRECTIVE AGTIDN SHOULD BE fUMELETION
TAG REGULATORY R LSS IDENTIFANG INFORMATICHN) TAG CROS5-REFERENCED T THE APPROPHRIATE LATE
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had helped her remove a shirt, and a bit later
offerad help with cares which resident refused .
Resident has multiple dx {diagnasis] and has
been angry that she neads staff supervisian for
har smoking. Thare iz no findings of abuse in this
caga,”

Under incident deserlption "The resident reports
that her hand is sore, and that an aide last
evening hurt her hand during cares. Employes
suspended pending investigation, and care can
changed that 2 staff be In the room during cares.
Investigation ongoing." There is no further
inyestigation.

An interview on T 72018, at 11:25 a.m. with
social services (585-B who sald she hasn'l been
doing the vulnerable adudt (VA) for 8 months to &
year, She zaid it was lransitioned to nursing at
that time but in he last couple woaks was belng
transitioned back to the social services
department again. $5-B said she had nathing to
do with R9E"s WA report from July or the
investigation,

An interview with DOMN on 11172015, at 3:M
p.m. said she did not have any further
invastigation of R36's broken finger. The DON
said this is 8 she saldfshe said and R85 has a lot
of diaghosis' that make her unreliable,

A final radiclogy report dated 7115, indicated
"Thers arze likely degenerative in efology,
however small avulsed fracture fragment is not
completely excluded”.

A physiclan office visit dafed /815, indicated
"Thers is dark purple ecchymosis prasent on tha
thenareminence, tha volar wrist, and the dorsal
thumhb",

STATEMENT QF GEFICIENCIES (1) PROVIDER/SUPPLIERACLIA 32 MULTIFLE COMETRUGTION (%3 DATE SURNEY
AL PLAN OF CORRESTION IGENTIFICATION NUMEER: COMPLETED
A BUILTHNE
245227 B. WING 111182 S
MAME DF PROVIDER GR SUPPEIER STREET ADDRESS, GITY, ETATE, 2B CLODE
1609 5T LOUIS AVENUE
B ORE RESIDEMCGE & REHAEB CTR
AYSH DULUTH, MM 56802
4] I SLIMIAFY STATEMENT OF DEFIGIENCIES I FROVIDERS PLAM OF CORRECTLRH )
FREFIX [EACH DEFIGIENGY MUST B8 PRECEDED BY FLLL PRETI {EACH CORRELTIVE ACTION SHOULD BE COMPLET.ON
TEG REGULATERY Of L3T IDEMTIFYING INFORMATION) TAG CROSS-REFERENGRD TE THE APPROPRIATE TaTE
DEFICIERE'Y)
F 225 { Continued From page 18 F 226

FORM CMS-2567(02-55) Preyvious Verstana Jbaolate Event il GaHH

Feolloy ID: Cosgs I¥ continualian sheat Paga t9 of 110G




FRINTED: 12092015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM ARFRCVYED
CENMNTERS FOR MEDICARE & MEDIGAID SERVICES OMB WO, 0838-0391
STATEMENT OF IEFICI ENCIES §41) PROVIDEREUFFUERICLLA {%2) MULTIFLE CONSTRUGTION (%2} DATE SUSVEY
AHD PLAN OF GORRECTICHI IMENTIFIGATICN MUMEER: COMPLE FED
A BILILDING
245227 B. WING 1111 8/2045
HisdE OF PROVIDER DR SUPPLIER STREET ADDRESS, CIT¥, STATE, ZIP COVE
BAYSHORE RESINENCE & REHAB CTR 1601 STLOUIS AVENLE
CULUTH, M 55802
[Ha) o ELBAMARY STATEMENT OF CEFICIEMGIES [n] PROVIGER'S FLAN QF GORREGTICN 5
PREFTY (EACH DEFIGIENGY MUST BE PRECECED BY FuLL PREFIX [EACH BORRECTIVE ACTION SHOLLD BE COMALETION
TAG REGUEATORY OR LEC |DENTIEYING INFGRMATION) TAG CROSS-REFERENCED T THE APPROPRIATE GATE
DEFICIENEY)
F 228 | Continued From page 189 F 226
1 Kesidene ff 2% has had no negative
Mursing progress notes were requested but were oulcomex from the alleged deficient
nol received, practice. Social Services purchased
additional items of clolthing for R49, which "
RO6's cara plan dated 1110/13 indicated she haz shown weceplance,
"Resident iz @ vulnerable Adutl, at sk for )
injuryfabuse from others due to cognitive deficits. 2. Residents who do not have the ability to
Potential for redaiiation relzted to Bipolar Disorder. make cholces or do not have the abilily (o
Resident also noted to glve money away." Also cormniiicate likes and dishikes or needs
"[R96] has pofential to demonsatrate verbally have the polentiat to be atfectsd by the
ahusive behgviors." An appiicable intervention ko allcged deficient practice.
thls was fo give R96 as many choices as
possible. 3. Residents will be assesscd which may
Inclade but nol limited (v making choices |
An interview wilh reglslereﬁ nurse (RM)-4 on concerning clothing, @ooming, wame they
1;1' 17415, at 11:13 a.m. said she (ROE) reports preferred to be called, and or appropriate
:D:";? E” ushriizlarh;;{ﬁhl—ﬂtsalﬂ_ihe;‘e = a J conversation with resident, ele. slafT will b
=1k on HEIWEEN not getling herway an in-serviced on areas thal reule 1o dignily,
making reports of abuse. dignity related Lo resident cave with resident
F 2411 483.13(a) DIGNITY AND RESPECT OF F241 inﬁ:r:‘ugliun Rmideﬁfﬁ tinnd to have needs
85=D | INDRIDUALITY .

The facility must promole care for rezidents in a
mannet and in an environment that maintalns or
enhances sach resident's digniy and respect in
full recagnition of hlz or her individuality,

This REQUIREMEMT is not mel as evidenced
by

Baszed on ochesrvation, interview and dooument
revlew, the facilily failed to ensure that 1 of 1
residents (R49) was dressed in 2 dignified
manner, ensuring that her back, shoulder and
legs were coverad and ensuring that her
[neontiner! preduct was not visible.

Findings include:

ot issues identified via assessmnent are
assisted to assure that needs are moel in n
dignified method. Obsereation tounds will
be cotducled twe Limos per week for 12
wooks Lo monikor that residents are
sppropriately disssed, groomed and that
staff interaction are appropeiale. Any
negative cecurrence will be addrossed
itnracdiately., Statl’ will be n serviced on
the resident’s right to be dressed in a
dignified manner and promets care lor
residents in a manner and in an
environment Lhal maintging or enhances
cach resident’s dignity and respect in full
recognitien of his or her individaality.
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R4%'s admissicn record indicated diagnosas that
included failure to thrive, depresslon,
restlessness and agitatlon and diabetes, R4W's
annual Minlmum Cata Set (MDS), dated 7815,
indicated R49 had severely impaired cognition,
required extensive assistance with bed mohbility,
transfers, dressing. eating, toileting and personal
hygiene, and was frequently incontinent of
bladder and boweal

On 11/9/15, at 3:46 p.m., B49 was oheerved In
the second floor dining room wearing a lap thal
snapped up the back, The shirt was not fully
snapped and F45's lower back and green
inconbinent product were visible.

on 1143015, at 12:45 p.m., B49 was silting in the
gecond floor dining reem with a tab alarm pulling
down the right side of her brown shirt cellar so
that R4%'s entlre right shoulder was visible.

When asked if R48 usually wore shirts
wif-shoulder, Mutsing Assistant {MA)-F stated,
"Mot usually”. During the oheervalion, R48 apilt
het hot chocolate on her shirt, pants and on to the
flevarr,

On 11413018, at 130 p.m., shartly after the above
nbservation, R49 was observed sitting in har
wheelchair in front of the second floor nursing
station. F4% was no longer wearlng the brown
shirt or pants, but had on a long shirt, or dress,
that snappead down the back, This piece of
clathlng only went half-way down R49's thighs,
leaving her knees and lower legs uncovered.
Because R4%s lower legs were uncovered,
knee-high nylens and @ wander guard were also
vislble.
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4., Observation rounds will be condneted
twa (2 tinees per week fur 12 wocks o
monitor that residents are dressed und
groomud in a dignified manner, Any
nepative oceurrence witl be addressed
inmmediately. The ohservativo round
documentation will be prosented 1o the
tnanthly QAPI commitiee for three months
w1 moniwr Lhe facility’s system of having
the resident’s dressed and procmed na
dignified manner. After three months the
(JAP] conunittee will make a
recommendation as to the need to gonkinue
to momitor that the Tacility consistemtly
practices that the residunl’s right to be
dressed and groomed; that the Racilivy
protootes care for residents i g manmer Thial
maintuing or enbances each resident’s
dignity and respect in fill recopnition to
their individualily,

5. 'The Administeator/designee will be
rospansible. Completed [2-18-2013,
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The resident has the right to choose activilies,
schedulss, and heaith care consistent wilh his
or hert interests, assessments, and plans of
care; interact with mambers of the community
both inside and outside the facility; and maks
cholces about aspects of his or har lifz in the
facility that are significant to the residant,

This REQGIHREMEMT is not met 8= evidenced
By

Based an Interview and documant review, the
facility faited to honor fraquency of bathing
choices for 1 of 3 residents (R148) reviewsd
for choices.

Findings include:

o 1158015, at 248 pom. fFamily mermher (F)-B stalzd
R14a would like to be balhed dally, and had bathed
daily pricr to admission to the facility, F-B staled he
had given this information to staf, and the facility
responded by tefling him R14§ is bathed twice a
wizek. B148 was present during the interview, and
nadded her head in agresment.

R146's Admissicn Record identified diagneses that
included Down's syndroms and aculs respiratory
failure. The Minimum Data Set (MDOS) dated
8113715, indicated R 146 had severe sogitive
decline, and required extensive assist

FOREM ShE-2E8702-55) Provicus Yersions Obeoleba
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The facility palicy titled Cluality of Life-Dignity
dated 10/9, directed staff shall promoie,
maintaln and pratect resident privacy, inchuding
bodily privacy. 1. A family cace conlerenee was held on
F2421483.15(h) SELF-DETERMINATHON - RIGHT TO F2421 1393015 Resident ff 146 *s family would
S5=D § MAKE CHOICES like: 1wy showers per week and chanped

from prn to am shift. However, the residenl
has discharged.

2. All residents have the potenfial to be
alfected by the alleged deficient practice.

3.. The Interdisciplinary Team was
recducaled on F-242 regavding a Resident
having the right for self-determination and
choices in ther plan of care. Cosnpleled 12-
31-2015
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a3 10 SUMMARY STATEMENT OF DEFICIENGES o PROVIDER'S PLAN OF CORRECTION E)
FREFIX {EAGH DEFIG:ENGY MUST BE PRECECED BY FULL PREFIX (EACH BORRECTIVE ACTION SHOULD BE COMMLET.GN
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DEFICIEACY)
4. The resident’s right fow sclf-
F 242 | Continued From page 22 F 242 | determination and choiges will be discussed
with bathing. with the resident and of guardian opon each
admission, And The (oterdisciplinary Team
QOn 1117118, at @43 a.m. registered nirse will review each resident’s right Lo self-
{RN)-C stated the faciiity 2sslgned residents a determination and choices in their plan of !l
weekly bath day upan admission, and will provide pare al vach quarlerly care conference.
1or 2 I:rafﬁs a week. RM-C stated R146 was Tndtiated 12-1-2015.
bathed twice a week, however sha was unsure If
the facility had asked B146 or her family member 5. An rudit will be compleled cach month
her praference for more then ane or two balhs a far the next three months to manitor that
week, and was unsute If they asked about hier choices are offered and docrmented in the
previous bathing routing. Plan of care. Audits will be presented fo the
On 11718415, at 12:04 p.rn. the direckar of nursing monthly (JATT E[]m_nﬁLLuu lor thres months
(DON) was interviewed and stated she would and then quarterly fon the noxt yeur 4o
expact the facility honor resident choices for MuREer lhslut £ SyYSlem asSurng ,SE“.-
hathing frequency. duiurmmlaucm and resident choice is
functioming.,
The facility poticy and procedure on Cluality of Life . .
- Accammigati{:{l of Nzads dated 10408, d:;rrected 6. The Director of Social Surviees £
the resident's individual needs and preferences designee will be responsible with aversight
shall be accommodated to the extent possible, hy the Administrator. Completion date of
except when the health and safety of the 12-3 12015,
individual or ather residants would ba
endangered.
F 280 | 483.20(d)(3), 483.10(K)(2} RIGHT TO F 280
85=D | PARTICIFATE PLANNING CARE-REVISE GP
The resident has the right, unless adjudged I'Residenls #132, who was on ospice at
incompatent or othenalse found to he the tima nJ his skin fssue, 'ﬂpmf"d 722015,
incapacitated under the laws of the State, to Resident #1358, who is on Hospice has ML
participate in planning care and treatment or documentation that weight loss is
changes in care and treatment. unavoeidable:, however resident does eat
meals in her room where staff offer choices
A comprehensive care plan must be developed and encourage resident Lo cal. Resident # 61
within 7 days after the completion of the has scheduled pain medication snd
comprehensive assessment; prepared by an documeniced as effective,
irerdizciplinary team, Lhat includes the atiending
physician, a registered nurse with responsibility “
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for the resident, and other appropriate statff in
diselplines az determined by the resident’s needs,
and, lo the extent practicable, the participation of
the resident, the resldents farsily or [he residenl’s
legal representative; and perindically reviewed
and revised by a team of qualifiad persons after
each azzeszment,

by:

Based on obseration, interview and documeant
revigw, the facility failed o revised the plan of
care to include the moderate to severe pain
aszezsment for 1 of 1 {RE1) reviewsd for pain
from post tramatic head injuny regquirein
gsuryleal Interventlon and acetabulum fracturs,
In addition, dleficizn's recommendations for 1 of
4 residents (REG) reviewed for dietary concerns
and in addition, the facility did not updale the
plan of cara for 1 of 1 residents (R152) reviewed
in need of pressure ulcer prevenfion/treatnnent,

Thiz REQUIREMENT iz not met as evidenced
|

Findings include:

RE1's carg plan dated 1120115, indicated
"Potenlial far pain ¢t frelsted to] steatohepatitis
[fatty livar), ostacatthritis, disbetes, cardiac
|=sues, hlatory of CWA [cerebral vascuolar it
accident], compression fraciure in back,
dammatitis in anal area and buttacks”,

There ks no mentlon |0 the above care plan of
the post surgicsl pain ar the fractured
acetabulnm pain.

R&1's admizsion record indicated a diagnosis of
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atrial fibrillation, depression, hyperension,
dimbetes mellitus, coronary arery disease. RE1's
admisslon Minimum Data Set (MO 35) dated
10/29/1 5, indicated RE1 was severely cognitivaly
impaired, had no behavior problems, and felt sad
in the past seven days. The MDS identified R&1
had pain, and received pain medlcation daily, and
was at rigk of falls, and had & hislory of bwo or
micee falls without injury. and a fall with injurny,

Pain assessments datad 268415, 10223415 and
11/10815, were analyzed and R&1 went from not
being awaken from the pain In the night to being
awaken |0 the night from the pain, The pain was
rafed moderate to severe on afl. The assessment
dated 815, indicated RS1 only neading pain
medication every 3-4 days, but the two dated
1H29M5, and 11105 both indicated Jally pain
and pain medications needed.

Aninterviawr on 111122015, at 7:03 a.m. RS1 said
I'm okay but my fegs hurt.

An obeervation of RE1 on 11/12/2015, at 10:38
a.m. Iying th his bed with his knees up and a
pillow under them. When asked he rated his pain
ata 810 { on a verbal scale where 1 was no pain
and 10 was the mast pain he has ever had),

An Interview with Reglatered nurse (RN)-4 on
11/18/2015 at 4:07 p.m. stated she has seen RE1
in a lot of pain and agreed he does not hava pain
control. She said she has seen him grimace in
pain. She said all thae staff should ke using the
same pain scale and she tealized they ars not.
She will get all stafi using the same pain scale .
She zaid they do not us any non pharmaceukical
pain inferventions and they should.. She also
said she spoke with the pharmacist, he reviewsd
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RE1's medications and the medical doctor will
revigw the medications. The medlcal doctor
schaduled a pain medication because of the
facilities request. e realize since you have
been here he deesn't have good pain control and
hia pain may be affecting his relentlessness and
reqguested a reqular pain medication. His new
pain order is for oxycodane 10 mg 3 times daily,
The medical dactor also reviewead hls ather
medications. EM-A also said RE1 does not have
any behaviors,

R152 did nhot have a comprehensive care pian
developed b minkmize the risk of devalopment
and promote healing of pressure ulcers,
According fo the undated face sheet, B152 was
admiltted on 5/28/15, with metastatic
neuroendogring carcinoma, infarior vena cava
obhsfructinh and significant nutritienal deficits. A
Care Area Assessment dated B/5/15, identifiad
R152 had lhe "potential” to develop pressure
ulcers.

The care plan dated as initialed on 6/5/15,
idenfified a goal of hawlng Intact skin, The
interventions identified included following faciliky
protocols and policies and weekly treatment
documentation. There ware no individualized
Interventions in place to minimize the identified
potential for skin breakdown.

A prograss note daled 528115 revealed R152
had mepiplex on his coccyx at the lime of
admission for "preventative measures.” &
physician order dated 6M17/15, idenfified mepiplex
{foarm dresslng} to the coceyx, On 61945 a
physician order directed slaff lo place an
Dptifoamn dressing (an absorbent all in ore waound
dressing with a meisfure barrier on the outside) to
the skin breakdown an the right butiock. A
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81915, progress note identified skin breakdown
nated on the right buttock measuring 2 centlmeter
{em) by 2 om. A weakly skin assessment
completed G/20/15, identified the skin was intact
but then identified "skin broken at cocoyx” with no
further assessment, B152 expired on 7515

an 111715, at 12,55 p.m. Eegistered MNurse
{RM)-A stated there was no further care planning
for R152, RWN-A stated the care plan hadn't been
fimallzed for R1562 yet,

Cn 1171815 at 8:35 a.m. the director of nuraing
(DOM; stated she recalled R152. The DON stated
she believed R152 "naver really apened up.” The
DO stated she would have to [ook at R152%
racord and would provide additicnal information.
On 111815 at 10:00 a.m. the DON provided
copies of documentation and stated it was
“everything we have on the wounds." Upon
review of the doguments, there was no additional
information provided, Including no other care
planning content,

R168's significant change Minimum Data Set
{WDS) dated 93015, indicated R158 had
moderate cognltive Impairments. The MDS
indicated R 158 was independent with sating after
set- Up with a8 5% decline in weight [oss indicatad.
The MDS included diagnoses of cancer and
dementia.

R188's care plan dated 10/9M15, indlcated
R158 was at risk for nulrition secondary ta fluid
restrictions, weight loss and infection problems.
Interventions included:

- provide and serve diet as ordered

« manitar inlake and record svery meaf

- weigh weekly on shower day
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R158's physician orders dated 71410015, inclided
an arder for a regular diet. The physician orders
lacked an arder for a nutritional supplemeant,

R158's YWeights and Vitals Summary included
the following weights:

- 147115 118 pounde {|bs) -10% weight change
- 1026 123 Ibs -5% weight change

- 82515 1236 lbs

- 355 1344 lbs

- 1418 1356 |bs

- Bf2BM5 1335 lbs

- B/25/5 12319 Tbs

R158's meal inlake record fram 91545, 1o
11/1115, indicaled the fallowing meal Intake
parcentages:

- 31 meals at 0% -25%

- 48 meals at 26% -50%

- 55 meals at 51% - 5%
- 27 meals at TBW - 100%

The medleal record |acked evidence of 8
nutritional regssessmeant wilh a revislon o
the care plan.

On 111748, at 803 a.m. R158 was obsenved
eating in the dining roam for the braakfast meal.
158 was served hot ceraal, oggs, toast, a cup
of frozen orange juice and a cup of coffas.
During the obsenation R1%8 asked for mare
coffee and and was served a total of 3 cups
during breakfast. K158 was being encouraged fo
ezl throughout the meal and was assistad o put
iglly on her toast, staff did not offer to place
Drosvn guar o ralsins on her hat cereal, During
lhe meal R158 stated "l don't do eggs" when

F 280
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encouraged by the staff member kb eaf. The staff
memnber did not offer B 158 anything else o eat,
188 ate ¥5% of hot careal, bikes of eggs and her
ipast, leaving the erust. R158 consumed 3 cups
of eoffee, 172 of her milk and noe arange juice.
R156 stated *'ve had enough.”

On 1117485, at 1223 p.m. R158 was observed
gating independently in the dining reom for the
[uneh meal. R158 was served a cup of oranges
with whipped topping, tace hotdish, mexican carn,
B ouncas (o) of milk and & oz of coffes R158 ate
100%: of the oranges and whipped topping and
only hites of the taco hotdish and mexican corn.
F158 drank 100% of het milk and coffes, During
the nbservation R158 was busy playing with her
dining room ticket and would frequently plek up
her fork and not take a hite of food and then put
ihe fork back down, R158 then pushed herself
from the dining room table and propelled hersalf
back to her rocm via her wheelchair,

When interviewsd on 1118715, at 9:05 a.m. the
ragisterad dietician (RD) stated residents are to
ba waighed manthly at a minimum and weights
and food Intakes are reviewed manthly by the
dietician. The RD further stated if there iz a
decline in weight and food intake the residant
would be reassassed for interventlansg to prevent
further weight oss, The RD stated that R156 was
a difficult caze a2 she was on hospice care,
however stated R158 is not actively in the dying
praceas. Upon review of the RD's spreadshest
compared fo the weights in the medical record
the RD stated R158 was not Inohed at for a
declina in waight do ta the RD Inputting R158's
waight of 1238 [he dated 9/25115, a5 the
restdents weight to compare subsequent weighis
to, rather than the admission weight of 131.9 lbs

issues with care plarming,

3 IDT members and licensed staff wilk
commplete in-service on care planming
including npdares as needed for change of
status or gondition, o be completed by
1271885, Care plans will be reviewed
guarterly and discossed with resident and or
fumily, and updated as needed; care plans
gre reviewed updated as needed with any
change in condition such as, but not
exclusively, falls, skin issucs, changes In
mentation or ADL status.; the Nurse
Munagors will recheck that care plans and
care sheets are updated with above chanjzes,

. FThe BON will be responsible and report
results of nurse manager findings 1o the
(AP] commities for three months, Aller
ihree months the ourse mangers will report
amy care plan fssues oy the DON and farther
education will be pravided o staff as
noeded,

3. The Ditcctor of Mursing /desipnee will be
responsible,

Correction will be completed on or before
12-31-2015.
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The services provided or arranged by the facility
must be provided by quallfled persans in
accordance with each resident's writlen pfan of
cars,

This REQUREMEMT is not met as evidenced
by

Based on interview and document review the
facility failed to follow intervention on the care
plan to prevent prassure ulcers for 1 of 4
residents {22} reviewed for pressurs ulcers.
R22's quarterly Minimum Data Set (MDS) dated
4/25M15, indicated R22 had sevete coghitive
Impairments and required extensive assistance
wilh bed mobility and total assistance with
transfers. The MDS included diagnoses of
diabates melfiitus, hemiparesis and cerebral
palsy. The MDS indicated R22 had a stage 2
pressure wicer (partial thickness loss of dermis
prasenting as & shallow open ulcer with a red
pink wound bed, withail sleugh), that was
unhealed and was not presenl & the time of the
previcus assessmeant,

R22's care plan dated 8722415, indleated the
resident had a pressure ulcer ta lhe right
ischium (forms the lower and back part of the
hip bane), Interventions included;
- adminlster medications as ordered
- administer fraatrments as ardered and monitor
for effectiveness,

- weekly skin assessment by a8 nuras, wilh

STATEMENT OF DEFICIENCIES 1) PROVIDERIELFRLERICLIA {%2) MULTEPLE COMSTRUETION ) DATE SLRVEY
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dated #2515, The RD stated ihat she had
missed the weight in her review and shlould have 1 Resident # 22 is followed by the WCC
bean reazsessed for possible Interventions, aurse: Lhe wirund has decrensed in size and
F 282 | 483.20(k3(i) SERVCES BY QUALIFIED Fada rurnai,n% free of symptors c;f infection
§8=D | PERSONS/PER GARE PLAN | oy |

Resident has docnnented hislory of relLsing
re-pasitioning, which resulis in periodic skin
isaues. Stafl continues to encourags residest
Ly Te=pasition,

2. All residents would bo considercd wt nisk
for deficient praciice.

3. Mursing slali will e re-educated on skin
carg with emphasis oo prevention.

Cliarge nawses are placing o luntinated
card nnder the resident with mstruction to
lurn relurn b norse and keeping a log on the
uhil L Irack repesitioning,

4, MNurse manpers witl colleel ghe loygs and
present their report o the monthly QAFI
conunitlee for three months, After fhree
mwwonths the GATT committes will maks a
reconmnendation as to the necd 1o conlinue
to monitor ar develop further inleryentions
as heeded.

The Dirgetor of Mursing/desipnee will be
raapongilile

Completion date ol 12-31-2015,
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changes reponad to tha MO

- skln risk assessment, Braden [assessment for
predicating pressure ulcer risk] and Hssue
toleranice [assessment for reposifioning
schedule] quarterly and a2 needed (PRM)

- moniter nutritionat status, serve diet as ordered
- moigturlzer applied wice daily and PRM to skin,
do not rassage over bony prominences

- weight bearing assist from staff for

significant repositioning every two hours and
FEM in whealchair and bed, resident has a
history of reflsing.

- requires an altemating air matiress on his bed
and cushion in wheslchair,

R22's medical record lacked evidence of &
comprehensive skin risk assessment, to be
dane guarterly and PRI per the care plan.
R22's medical record lacked a Tizaue Tolerance
Assezament, to be done quarery and PRHN per
the care plan, The medical record [acked any
azsessments related to tigoue profusion,

R2Zs madical recerd lacked evidence of
consistent weakly skin assessments alnce
June of 2015, The following skin assessments
after June of 20 5 were dalad 71415, B18M5,
121415, and 114145,

Review of the medical recorded indicated the stage
2 presaure uleer was discovared on %215, and
measured 4.5 centlmaters (om) x 0.9 cm x a depth
of less than 0.1 cm. "Waund base was 90% red
with 10% yeltow tissue and was moist in
appaaranca, No exudate, no cdor, Surrounding
fissue intact, pink and blanched. Writer applied
feam border drassing and will seek phystclan
orders. Intetventions in place include alternating
pressure mattress and wheel chair eushion ™
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When inlarvlswed on 11/1715, at 2118 a.m. :
reglsiered nurse (RIV)-B stated thal tha nurses de
8 guarterty Braden Scale and waelkly skin '
abservation on residents, but they do nofusea |
Tisaue Tolarance assassment and added she has |
nevar saen that fype of assassmant singa slarting |
in the facility. RN vorificd that the weekly skin
ohaarvations were not completed weakly as catc
phanned for.

When inderviewsd on 11/1715, at 2:38 p.m, BN-H

stated the facility does not use & Tissue Tolerancs
asziesment for assessing for appropriate
Irdividualized repositioning schedutes,

When interviewed on 114815, at 10:20 a.m. the
director of nursing (DON} stated that all resldents
are on a every 2 hours lepositioning schedule
and that the nurses wiilfze the Braden Scale o
determine an approprlate repositioning schedule !
for residents, Tha DOM further slated that R22
wag repositioned firnely accomrding ¥ his care :
plzn, The DOM stated the faciity does not usa &
speclfic ool 1o a3sess for tissuc profusion, The
DOM further stated that weakly skin chaervations |
should be compleied and dosurmentsd.
4832001, 483.20{e) PASRR REGQUMEMENTS
FOH W & MR :

Afacility must coordinate assessments with the
pre-admission screaning and resident reviaw
progearm undet Madicaid in part 483, subpart G {o
the maximum extent practicabls to avoid
duplicative tosting and efort.

A nursing facllity fmust not admi, an or after
January 1, 1988, any hew residents with:

F opsi

F 285
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1601 ST LOLIS AVENLIE
OULUTH, MN 55802

(i) Mental lness as defined in paragraph (m}2}
{[) of this aection, unless the State mental health
autharity has detarnined, basad on an
Indepehdeant phiysical and mentat evaluation
porformed by & person or enlity olher than the
Stgie mental health authority, prior fo adrission,

{A) That, because of the physical and mental
condition of the indvidual, the individusl requires
tha level of sarvices provided by a nursing facifiy;
and

{B1 I ihwe inclividual requires such level of
senvices, whether the individual requires
specialized sarvices for mantal retardafion.

{i bAental retardation, as detined In paragraph
{ra}{24(iiy of this seqtion, unlass the State mental
retardation of developmental disability authority
fhas datermined prior to admiszion--

{A) Thal, bacalise of the physical and mertal
candition of the individuad, the individual requires
the level of services pravided Ly a nursing facitity,
and

(e ¥ ihe Inedvidogl requires such leval of
senices, whethor tha individual requires
spociakized services for montal relardatinn.

i Far plvposes of thiz section:

Y() An individual s considered o have "menial
L llness" it the individual has & serfous mengal

g iliness defined at §483.1062(b(1).

¢ () Anincividual is consldered to be "memally
retatded” f ine individual ls mantally retarded a3
defined In §483.02{(0){3) or is a parsen with &
ralated condition as desciibed in 42 GFR 1008,

This RECILIBEMENT iz not met as svitddonend
by

Bagsad on Interview and document review, the
facllty fafled to assess programming needs

(Rl 10 ST ALY STATEMENT OF DEFICIFRCIES L PROVIDER'S PLAN G CORRLGT KN (G
FREFIX (EACH DEFICIEMCY MUEF Bl PRECCREE 8Y HILL FREFIx [Lacl G!ZI_I!I-_"IEGTI'L-'E ACTION BHOULD 31 ) ! mg—irm
Th AEGULATORY BF LSG IDERTIFYING INFOSMATION; TAG GROSE HEFERENCET TO THF APPHOPRIAIE | A
DL ICIEND'Y) :
-+ ot " 1. The facility did receive a
F 228 | Confinued From page 32 F 285 v

Level Hl PASSE for resident
#146 and no outside
resaurcesfinterventions
were reguired for the
resident.

2. Four residents were
identified in the facility
requiring a Levef IF PASSR.
Mone of the residents
required cutzide
resources/interventions.

3. The Administrator reviewed
the Standards for Level ||
residents reguiving
programming neecds with the
Director of 5ocial Services,
The Birector of Social

services will inciude a
specialized plan if care for all
Level il residents identified
in the Level Il PASSR
reduiring special
programming.

T
r
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTEHS FOR MED|CARE & MEDICAID BERVICES

FRIWTED:

12/a0/2016
FORKM APPROVED
OME NO, 0938-0391

based on the Leval I Preadmission Screening |
and Aesldent Review (PASHR) svaluailon for 1 of :

! Findings inciude:

i B146's Admission Record identiiied diagnoses

1 residents (R14B6} reviewed with 4
: develnpmental disahility.

that included Down's syndrome. The care plan
dated 81715, lacked indication of active
troatmioni neads.

F148's Level I PASKR dated /1061 5, indicated
8148 had a developmental dizaldity, and
required convalaseant cara fram 8%6A 5, o
10/8F16. The Loval I FABRR fudhar idaniifiod

i specified in R148's individual servce plan, and
wolild e met while 1486 resided in the nursing
facilky.

R146 required active treatmani, and the facility
-asayUred aciive treatment needs will hava baen -

Cn 111315, the fagility was requested 1o provide
acopy of Ri48's Level 1| PASER, Onr 111715,
soclal worker {SW)-A provided o copy of R146's
Leval 11 PASRR, and stated lhe facility had |ust
recetved a copy of it frorn the courty via fax, ;
SW-A veifiied the facility had not reviewed 146' !
Level 11 FASHER previous o ihiz time. :
H
On HABAS, ol 5:24 a.m. SW-A stated the facility |
was meetlng R145's aothve treatment By having
R4 participate in the facility activity programs.
Qn $1/4 8115, at 941 am. SW-A steted it was the
county's responsibilty to ensure the facility :
recelved the Level Il PASRR, and the faciity was
currently walting far B14B6 to be assighed a
county worker. S\W-A furthet stated Ri48
parficipabes in many of the facility activities, and

£ EATCMEN T 21 BLECIENCIES 1] PHGAISE HSUEHL IR (X2 W TIR|E CONSTIIUGTION K3} DAL SUHVEY
AR AR O COHHEC TN IDEMTIFCATION MUMEER- - CURLETED
ABUNTINEG
245227 B, WiNe 11182015
FAME CF PROVTOTR SR sUPPLER STNEET ADLKLESE, SIHY, S 1Al R, ZP COpE
' 1601 ST LOWIS AVENUE
BAYSHOR E & REHAE TR
AYSHORE RESIDENCE & ¢ BULUTH, MN 55809
1y 101 SUNMARY STATEMEMT OF DEFiENCIES : i PROVIDERS PLAN OF CORRECTION i o)
PEETH EAGH DEFCEENCY KMUST BE PREGEEFEL BY FUILL FIREFT [EACH CORAECTIVE AGTEIM SHOLLD BE COMPLLTICN
TG FECLILATORY DR LSC IDEMTIFYING IWFOTHAATION) THIE CROBS-FEFERENGED TO THE APPRCPRIATE PATE
DEFICISHEY!
. An audit of all resi é
F 285 | Continued From page 33 i F 285 sidents and all new

admissions reguiring a Level 1|
screen and assed as needing special
programming will be conducted
evety month to monitor that
specialized plans of care have been
developed for these residents.

4, the audits will ke presented to the
monthly QAP committee for three
months, After three months the
QAP committee will make a
recommendation as to the need to
continue to monitor that Level ||
residents have the PASSK and
specialized care plan.

Compettion date of 12-31-2015.
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DEFARTMENT QF HEALTH AND HUMARN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OB NG, (838-038H
ETEIEAECNTY QF DEFICIENCIES [¥1) PROVIDER/SLPPLIERCLIA [ R TP F COMETRUCTIGH 13 DATE SURYEY
AN PLAH OF CORMRTTI0N ICERFIFCATION ML 3ER! A FLE DING o COWPLETED
245227 BOANG 111872015 ;
HALE OF PROVIDER OR 5 IFPLER ETRAFFT ADORESS, CITY, BEAIE, 2IF oDk ;
ORE RE c E R 1601 3T LOLHS AYVENUE |
BaYSHOR SIDENCE & REHAEB DULUTH, MN 55802
s I i SUMMVARY STATEMENT OF DEFICIENCIER ; o PROVINTTS Pl AN OF CORRECTION ]
PREFIX [EACE DEFCIENGY MUST BE RRECERF £Y Ful- 4 . PREFIX TEACH COREERCTTVE ACTION SHOULD SE LESLELE RN
TAD RECLILATORY QF, LSE iDCNTIFYING BHMOHMATICHN) : TAD CROSE REFEAEMCCD T THE ARFPROFPRIATE DATE
DEFICEMCY)
F 285 | Continued From poge 34 Faes

she gpends g lat of fime in har room.

A policy and procodure an Levet I PASER

evaluations was requested, bt not provided,
F 309 | 484.2% PROVIDE CARE/SERVICES FOR F30s
585.G . HIGHEST WELL BEING

Each resident musi receive and the facllity must
provide the neceseary care and sevicas to attain
or maintain the highest practicalde physical,
mental, and psyshosoctal well-being, in
accordance with the comprehensive assessment
and plan of care,

This REQUIREMENT e not met as ovidanced !
by
Pased on abservation, interview and dopument :
review, the facity faded to comprahensivaly
assess pain and implement interventicns ke
relleve moderate o zevere pain following [hnbar
{low back) and acetabuiim {ball of femir}
fractures for 1 of 1 regidents (RE1} reviewad for
palrs. This daficlont practics caused ackual harm
to RE1. in addition, the Facility falled to provide
coordingatlon of cars betweaan tho faciity and the
hosclee agenoy for 1 of 1 residents {F109)
reviewnd for hospice, The factity also failed to
provide services to a rasident as directed by the
physician for 1 of 1 residends (B143),

Findirgs [neiuee.

et e e h R e et R

F&E1s adimlseion record identified multiple
diagaosas including travmatic subdural
hematome, lumbar compression fractire and hip
fracture. HE1's admiasion htinimum Data Set

COMM CAS-2EE0R-008 Prac 2 Vemionn Chenlale Evvank DGY0H1 Faallly IC: DRSS I cominualicn shasl Page 35 p: 118
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REGLILATORY QF LG5 IDEMTIFYING IMFORMATION)
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FREFIX [EAGH CORREGTIVE ACTICN SRCULD BE COMRELETIGHN
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DEFICIENC}

Fang

Continued From page 38

(M3 dated 16/29415, indicaied B61 was
severaly cognitively impaired and had no behavior
prablems, The MDS identifisd RE1 had pain and
recalvad paln medication daily, and was at risk of
falls with & history of falls with Injury. The MDS
further identifted RS 1 required extensive
assistance of one staff for activities of daily living
(AQ0Ls} and had nat ambulated the past seven
days.

Fain gzsessmenls were completed 9/8/15,
10294158 and 1810715, RE] was awakened at
night from the pain. The pain was ratad moderate
to sevare an all. The most recent assessment
dated F1M0M 5, idenfified daily pain and pain
medicalicns needed.

The Care Area Assessment {CAM) dated

B2 5, indicated verbal behaviors such as
mRraning, greaning, and crying to demonstrata
pain. The characieristics, frequency and intensily
of lhe pain was not complated. RB1's care plan
dabed 117215, identified a potential for pain. The
care plan directed pain medications as crdered,
manitor for and report changes in routine or
appetite and verbalnon-verbal complaints of
paln. The care plan dld nat include any
non-pharmacologicsl inlersentions te halp
alleviate pain.

The Medication Administration Recond for 815,
9715, 10015, and 11/15 were reviewed., REB1
started recaiving oxycodons every thres hours as
neaded (PREN) on 10622015, until 114815, {during
survey) when the medication order was change to
provids pain medication at scheduwled times. The
oxycodene was given 9 times in 10115, of the 60
petential apparunities for PRW dozes, and was
given 26 times in 11415, of the 56 potenliat

Moh-Fri and the nurse managers

F309K raview any resident changes or fissues,

Any issues with follow through are
addressed with staff immediataly,
education is provided as needed.

4. The DON reports any fssues to the
QAPI monthly. After three months the
QAP committee will make a
recomimendation as to the need for
reeducation or revisions {o the
process,

Completion date of 12-31-2015.

FORM GME-256F02-09) Provieus Viersions Obsoelela
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oppertunities for PRM deses which could have
been provided.

An pbeervation of RB1 on 1171272015, at 10.38
a.m. lying in his bed with his kness up and a
pillow under them. When asked ha rated his paln
at a 810 (a verbal pain scale where 1 was na
pain and 10 was Lhe most pain he has evar had).

An lnterview on 11915 at 1:00 pom. with physicat
therapist (BT)-A idenlified they had started sesing
RE1 10/22M5, to 1073015, and restarted 11/3M18
to current. She said when he came back fom fhe
hospital afier hlz subdural hematoma in 815, he
had orders for &l three disciplines {physical,
occupational, speech) to assess and treat him.
PT-A stated they use a Wong-Baker pain scale
(faciat pictures) with RE1 0 measure hls paln.
PT-A continued o state affer the 1052215,
referral they only saw him for eight days. They
attempted to ambulake him but he could not
ambulate. He could only ambulate 3-4 steps from
bed o chair with 8 walker, FT-A zaid, "He was in
a kot of pain cause of his back Jumbar fracture].”
The next request for therapy services was on
114315, after relurning from the hospital with the
hip fracture from anather fall. R61's ordars wera
for weight bearing as tolerated and all three
disciplines evaluated him. They trled a TENS unit
(transcutaneous efectrleal nerve stimutation) for
his pain. RE1 rated his paln &t a 10710 and you
could tell by his facial expressions if he was in
pain.

An interview on 111215, at 850 a.m. physical
therapy assistant (FTA)-A aszked RE1 to rake his
pain using the Wong-Baker faces pain scale. RE1
rated hle pain & 10M0. PTA-A said she always
utilized that pain scale, PTA-A verified he was

o SUMMARY STATEMENT [FF DEFICIENCIES I PROVIDER'S FLAN OF CORRECTION E4EY
FREFI¥, (EACH CEFHENCY MUST BE PRECEDED BY FULL PREFKS (EACH CORRECTIVE ACTICN SHOULD BE COMPLETION
A REGULATORY OR LSG IDENTIFY G INFORKATION) TAG CROS55-REFERENCED Ta THE APRROPRLATE DATE
DEFICIENEY)
F 308 | Conlinusd From page 38 Fang
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DEFICIEMEY)
F 309 | Continued From page 37 F 303

given pain medication at £:13 a.m.. PTA-A
tndicated she evaluated R61's wheslzhair on
11/8/15. Ehe slated 1he leg of the wheslchair was
too shorl for R8T, She could nat explain why the
leq rest had nof been adjusted for R&1. FTA-A put
R51's leg on a stool and RG1 hollered out in pain.
PTA-A told FT-Ct that his leg kept falling off the
leg rest as the log rest on the wheelchair was too
short for him, R&1 meaned and whimpered the
whole time PTA-A was moving his leg, RE1
repeatedly said "it hurts” and "ouch, such, ouch”
At 8:54 a.m. PTA-A asked RG61 what his pain level
was and ha said 10M0, PTA-A was nol able fo
cantinue the therapy en his legs s0 she used a
baltoon to play ball.

£ subsequent inlenview an 111215, at 9:02 am.
PTA-A said RE1 has not been able to move his
leg due to pain. PTA-A stated he was weight
bearlng as tolerated but can't walk due te his pain
level She said she usually walks people soconer
affer an injury but has nol walked him due to
“extreme pain." She said she didn'f ask if they
gave him sermething for pain, She said it is
important o have scheduled paln medicatlons.

Interview an 1112418, at 10111 a.m nursing
assistant (MA)-H stated RE1 cried out in pain a lot
becausa of his back and hip injury. He said the
pillow between RE1's legs in bed was because he
wouldn't stralghten his leg out, She went on to
say RB1's wheelchalr dld not fit him and the
wheelchair hurt birm. An Intervlew an 1112445, at
1038 a.m. while RE1 was lying in bed, this writer
asked RE1 ta rate his pain and he raled his pain
at an "&M0".

On 111218, at 12:45 p.m. PT-A stated her
expectalion was a resident would get a pain

FLXRM CoE-ZEEF02-550 Proviaus Varsions Obsalole Ewsnt 10: GYQH1 Faclliy to:; ©osAg if cordlauatan shael Paga 35 af 116
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Continued From page 38

medication when they are in pain. She said RK&1
rated his pain as 10M10. PT-A said if the resident
is stilt able to move and transfer they go ahead
with therapy. PT-A said he used the zllding
board to the Mu Step but RE1 grimaced in pain.
PT-A sald there wers no ner phatmacelodical
intervenlions used for RE1's pain foday. She
didn't know why the TENS was not put on him.
FT-A said when physical therapy did an
evaluation on t1/6M15, post fall with injury, she
said they changed hls wheelchair because i
didr't fif him well. PT-A was aware his whealchair
leg didn't fit  hirn well and his leg kept sfiding oif
the leq of the wheelchair. She said they put a calf
pad in place that marning after the discusslan
with PTA-fA.

An Interview on 11713418, &t 847 a.m.
accupationat therapy (0T asked RE1 to rate
his pain and he rated it at & 64140 [ocated near his
left hip, She told him she would tel the nurse,

MA-G said on 1171315, at 2:28 p.m. that she
narmally works another hall but "l know ha is
always in pain and yelling in pain”

Aninterview on 111345, 8t 2:2% pom. trained
medicatian assistant (TMA-K said she used a
paln segle called pain AD, She said it uses
breathing, negatfive vocalization, facial
expression, body language and consolable to
determine pain leval. She didn't know what others
used to determine pain levels. The ordet was for
oxycodone 5 mg (milligram) 1 - 2 tablefs every 3
hours for paln PRM. She said if RE1 had a pain
level of 1-5 M0 she gave 1 tablet. If he had a pain
level of 6-10 M0 she give 2 tahlets.

An interview with registerad nurse (RM)-A an
1T1MBME, at 4:07 p.m. stated she has sean RE1 in

F 308
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a 1ot of pain and agreed he did not have adeguate
pain contrel. She said she has seen him grimace
in pain, RM-A stated all staff should be using the
same pain scale and they ara not. She said they
do net us any non pharmacological pain
Imterventions and "we =hould,” EM-A =tated
since sunsey sfared RE1 doesn't have good paln
cortfrol. She further staled FE1's pain may be
affecting his restlessness 6o staff requested a
regular pain medication, His new pain order is for
awyeodone 10 mg 3 fimes dally.

A progress note dafed 102415, at 1:11 am.
identified R84 was restless and climbing ouf of
bed several times, Yhen asked if he had pain
and wanted a paln plll R&1 said yes.

An obeervatlon on 11ATAE, at 905 a.m. FT-M
said the TENS unit blocks the nerve synapse.
She said it is 8 15 minute trealment. PT-k
indicated RE1 had hommible pain sorme day's,
FT-M stated therapy used a Wong Baker pain
scale. RE1 rated hls pain as " Iot" on the Baker
Wong seale before he started physical therapy
While PT-M was working with his [eft leg, RSt
was saying his right sida hurt. PT-M did not ask a
nurse if ha had his pain medication bafore
therapy and did nol apply the TENS Lnit.

An Inlerview on 11417015, at 7:55 am. RM-H
stated she didn't use a pain ecale. She just asked
the resident if their pain was mild, moderate or
savere. The last time she asked RE1 akout his
pain, he said it was moderate. She sald she wasz
not gware of any standardlzed meathod in the
facility, for pain management assessments.

Interdew wilh the DOMN on 11/18M5 at ¥:55 a.m.
idenftied RE1 was placed on some

BTATEMENT OF DEFICIENCIES (%t} FROVIDERSUPPLIERIGLIA £X2] MULTEPLE CONSTRUCTION {%3) DATE SURVEY
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non-pharmacolegical interventions for pain on
11417115, "We paw that as a need for him."

A facility poiicy titled: PAIN ASSESSMENT
PROTOCOL reviewed 11/02, indicated. "I is the
policy of Bayshaore to provide for the optimum
quality of |ife for every resident. Gusfity of Life
includes Individualized management of pain.
Management of pain includes acourafe
assessment, phamacological and
non-pharmacological metheds, and physical and
psychosocial interventions.”

R108 received hosples services, and the facilify
failed to provide coordination of care,

Findings fnchede:

R108= Admizsion Record identified dlaghozes
that Included Alzheimer's disease. The quarterly
Minimmum Data Set (MDS) dated 2414015,
indicated B109 had severs cognitive impaiment,
and required axtensive to tolal assistance of skaff
with bed mability, transfers, dresslng, eatlng,
mabilily, perecnal hygiene, bathing and toileting.

B 108 began receiving hospice sanvices on
122115, for end of life services due to the
diagnpsis of Alzheimer's dizsease, The most
recant certfication by the hosploe agency was
D1 FM5, and at that time it was determined he
walld receive skilled nursing sefvices once a
week for ning weeks, and nursing assistant (R4
zervices wice & week for nlne weehs.

On 11412815, at 1:27 p.m. nursing assistant
(MAY-K was intarviewesd, and stated the hospics
MA came fo fhe faciltly bwo or thres times a week,
MA-K stated they came at different fimes of the
week, and different times of the day. NA-K stated
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the facility was unaware of when the hospice MA
was going to be at the facility to care for R109.

On TM1A7F15, at 8:36 a.m. regisfered nurge
{RM}-C was interviewed, and slated the hospice
MA schedule was “sporadic” and "they just come."
RM-G stated the facility doss not have the

heepice MA-s scheduls, and they do not call the
faclity prior to comlng out. RM-G further stated
the hospiee MA'S have thelr own gchedule, and
the facilily doss not know when they are coming.

On 114815, ab 11,57 a.m. the directar of nursing
(DN} was interviewed and stafed she assumed
the: facllity was aware of the hozplees MA vislt
schedule,

The facility policy and procedure on Hospice
Program dated 2/14, directed when a resident
partlcipates i the hospice program, a eoordinated
plan of care between the facility, hospice agency
and residentfamily will be developed.

143 did nof receive timely and accurate
aszessments of cfinleal changes wilh
comesponding physician updates as needed,
According to his admission face sheet, R143 was
admitted on 713415, with a shoert term admission
plan for rehahiltation services, The resident
dimgnosiz report dated 7H3/15, [dentified multiple
dlagnases including right below the knee
ambulation (REKA}, diahetas and hypertansion.

Admission orders for B143 on 71315, included
full code status; accucheck (Blood sugar) four
times g day, call If resuliz =250
rrilllgramsfdeciliter mgfdL or <70 mgfdL; daily
weights - if resident gains more than 3# overnight
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or 5 ar more in one week - call MO, and mulliple
rnedleations. R143's admisston weaighl was 233
pounds. R143%s gadmission Minimum Data set
dated 7/20/15, identified he needed extensive to
full assistance with cares and was moderately
canfused. In addition, it identified R143 did not
have a shortened life expectancy.

On 714415 at 12:22 pan. the Medication
Administration Record (MAR) identified a Hood
sugar {B3) of 297 mgfdl R143s daily weight was
229 pounds. There was no assessment for
hiyperglycemla (high B3} and Lhe physician was
not updated a5 ordered, R143 was oh no
medicafions to assist with blood sugar
management.

Mo weight was obtained an 711515 On
THE-17M15 R143 weighed 230 pounds, There
was no weight obtained on 7/18/15. CGn 71815

R 143 weighed 231 pounds. On 720015 no weight
was obtalned.

On FI21418 & fax was sent to the primary
physician identifying "Many abnormal values" for
labs. There was no further assessmant
information decumented ar relayed o the
physician. The physician responded indleating the
[ hemoglobin was "the anly arifics] ane”. The
physician then ordered medications changes and
ko check stoai for cocuit Blood, orthostatic blood
pressure - tell me if =20 millimeter systalic drop -
will s Rim on FR2IMS, On 72115 at 1068 pom,
F143 had a BS of 2¥7 mofdL. The physlcian was
net updated and there was no assessment for
hypearglycemia,

On 7422115 another fax was sent to the physician
identifying increazed swelling to the scratem and
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right side of penis. The daily weight had not been
ahtained and there was no assessment to
correspond with this identified problerm. At 2:00
p.m. B143 had a BS of 260 mghdlL. The physician
was hot updated and there was no assassment
for hyperglycemmia. There was no daily weight on
TI23M G, i addition an ¥/2315 at 5:51 a.m.
E143's blood pressure was 21753, His
previously documented blood pressures had
never gong above 166/80, Mo other assessment
was completed and the physician was not |
updaled. : l
Another fax was sent lo the physlelan on 72415
idantifying on 7718415 R143's weight was 2315
pounds and today was 242.3 pounds. It further
identified F143 had a neotabla increase in edema
of legs, scrotum, handsfarms. There was no
further assessment oblained or provided. On
F124/15 the physician ordered labs and
medication changes and requested the facility fax
the results of the stool ocouit and crthostatic
bfood pressures. In addition the physician ordarad
a chesl x-ray (CXR), and electrocardlogram “

(ECG), Altholgh the crders were wriiten an
7124115 they were not transcribed  until 7/258M15.
The blood for the lah work was no collected until
F2EM 5, Interview with RM-A on 1117M 5 at 1:10
p.m. revesled she did not know why the
transcription and implemeantation of the new
physician crders had been deiayed.

{in ¥12515 the EGG idantified "possible coronary
ischemia." There was no evidence the physician
was [nformed. The CXR dated Y2515 idenlified
a "pulmonary edema pattern” which was faxed (o
lhe physician an 728/M18. There was no dally
weight abtained 7/25/15. On 7f26M5 the oocull
stools came back posftive. There was no
svidence it was faxed to the physician, Although it
weas stampead "Faxed" fhe area for
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datetirmedinitials was blank. Interview with
Registered Murse (RN)-A on 11715 at 1.10 p.m.
indicated there was no indication in the record the
physician had been notified of the eooult stool
resulis. On 7G5 R143 s weight was 258.5
prunds for a total galn of paounds 25 since
admisslen on 7713145, Mo further assessments
were completed and no further physician updates
were provided,

Qn /2915 at 2:00 a.m. pragress notes identified
@ caregiver answered the call ight. He stated his
back hurt wanted to be tumed on his side. While
the caregiver was talking to the resident he
became cyanotic and untespansive. A code blue
was called and cardippulmenary resuseltation
was provided untll paramedies arrived. R143 was
determined to be expired at 3:0% a.m.

Interview with RiN-A on 11M7HMS at 110 p.m.
indicated there had been no assessmeants of
F143%s condition, Ri-A stated the physician was
not updated with the blood sugars and nothing
was being monitored for those changes. RN-A
stated the facility had begun manitaring for
hyparhypoalycamia svery shifl but that kad not
been intigted here. RA-A further stafed she
recalled the physlelan being updated on some
weights hut "just not every day.” RMN-A statad she
would have to “believe we notified him." However,
she also stated it was "unusual and suspiclous"
that thers was nothing docunmented and no
further orders had the physician been updated.
RN-A siated she remembered [R143] and was
aware of "somea of the problems but | can't say |
was updated an all of them." RN-A acknowladged
thaf as she reviewed things she would have
"gone forward and updated the physician.” She
further sald she would have sent R143 to the

F 308

1. Mo reaidends were affected by the allsed
delicient praclice of falling to coordinate
care with Hospice.

2. All Hospice residents may be aflveted by
the alleged deficient practice.

3. An inierdisciplinary meeting was held
with TTospice on 12-9-2015% regarding
coordination of care, Meetings arc
schoduled every two weels. Ilospice is
providing schedules of the nursing assistant
visits every Momday.
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DEFICIEHCY)
4. Mimtes of the biweekly meeting with
F 303 | Continued From page 45 F 308 | Hospice will be reviewed at the monthly
emergency roam had she received no response OQATT committes to assure coordination of
from the physician. care is continuing,
Interview with the residents physician (P)-A on 5. The Director of dMwrsing/designes iy
1411715 at 2:45 p.m. indicated he had seen respomsible.
R143 on 7i24/15, He had besn updated in R143's
weight gain and he swepectad agzcites (fluid in the [ Resident # [43 expived ¥-29-2015.
ghdominal cavity) and fluid overload, P-A further . .
indicated R143 had multiple ea-markidites and 2 .All residenis have the pulenlial t be
the facilily had not received a lof of information at alfieted by the atloged deficient practice,
the time of this resident's admission. Based on . _ X .
the rasults teceived from the tests ordered on 3 ,Lul:,e:nse stai:f willbe Im—serwced el
7124115, "things fecked terrible,” going on o say pl‘ﬂ‘-’{diﬂg services as directed by 4
F.143 had the fluld overload, ascites, and physician.
ancytopenls (deliciency of all three callular — . . .
Eﬂmpyﬂnznts oi the t:lu:n'.'uf:lilI - red cells, white cells, 4. The Fucilily w]_l | it two (2) vesident
and plafelets). P-A went on to say he believed charfs per week times iivelve :'ﬁ'r?aks ta .
R143 had bone marrow issues that wauld have monitor license staff are providing services
required very aggressive fests {o determine what as directed by a pliysictan. Any negative
the lzsues were followed by very aggressive vecerrenee will be immedialely reported o
treatment, the: Drircctor ol Mursing, These audits will
. be presented to the monthly QAP for three
When interviewsd on 11418115 at 11,36 a.m. 1he months for review and recommeications,
dirgeter of nursing {DON] stated she did not have After three months the QAPI commitice
a gualify review process for the care provided in will make o recnmmendalion 45 to the need
degth records. The DO slated when she (W eonEnue ko mom e that the license staff
reviewed a death record she reviewed for s . .
L s , . are providing services as divected by the
netifications but “since I've basn here there hasn't -
bean a gueslion of wrongful death.” The DON Pliysician.
further stated that the malority of d?éths were 3. The Dircetor ol Mursing fdesignee will be
"hesples or exXpecled” and na phyaician had aver responsilite.
gueslionad a dealh so dealh records weren't
reviewed. The DON stated R 142 was refusing Completion date of 12-31-2015
things and it was dificult to get him {o cooperale .
F 314 F483.25(c) TREATMENT/SVCS TC F3t4
58=D | PREVEMT/HEAL PREZSURE SORES
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resident, the facility must ensure that a resident
who enfers the faciity without pressure sores
does not develop pressure sores unless the
individual's clinicat condifan demonstrates that
they were unavoidable; and a resident having
pressure sores receives necessary treatment and
services o promets healing, prevent infection and
prevent new sores fram developing.

This REQUIREMENT is not met as evidenced
by

Based on observation, interview and document
review the facility failed to provide care and
services to pravent and promote heating of
pressure wieers for 2 of 4 residents (R22 and
R152) reviewsd for pressura uicars.

Findings Include:

R22's muatterly Minlmum Data Set (MDS) dated
9/25H5, indicated R2Z had severe cognitive
impairments and required extensive assistance
with bed mobility and total assistance with
transfers, The MDS included dlagnoses of
dighetes meflltus, hemiparasis and cerebral
palsy. The MD3 indicated R22 had a stage 2
pressure utcer (FPartial thickness loss of demmis
presenting as 8 shaliow open ulcer with a red
pink wound hed, without glough), that was
unhealed and was not present at the time of the
previnls assessment.

The skin Care Area Assessment (CAS} dated
2115, indicated that R22 was at risk for
developing pressure ulcers due to impaired
mkility, incontinence, needed exensive
assiztance with positionlng and had a history of
healed pressure ulcers.

A, BUILDING
245227 B WG 11/18/2015
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AYSHORE RESIDEMCE & REHAB CTR 1801 ST LOUIS AVENLIE
B RE &
DULUTH, M 55802
BAID SLMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION 1t
FREFLY {EACH PEFIZIENCY W#UST BE PRECEDED BY PULL PREFI {EACH CORRECTIVE ACTHAN SHRLILO BE COMA FTION
THE REGULATORY OF LG IDENTIEYING IMFORMATION: TAL £ROSS-REFERENCED TO THE APPROPRIATE A
CEFICIENCY)
Resident #22 |s followed by the
F 314 | Continued From pages 48 F 314

WCE nurse, the wound has
decreased in size, and remains
free of signs and symptoms of
infection. Resident has history
of refusing repositioning, which
resllts In occasional skin issues,
Staff continue to encourage
repositicning.

Al residents would be
considered at risk for alleged
deficient practice,

The Nursing staff were
reecducated on skin with a
focus on prevention of
development of wounds,
Charge nursas are placing a
laminated card under
residents with Instructions to
return to nurse and keeping

a kog on the Unit ta track
repositioning,

Nurse managers will collact the
logs and report to the monthly
QAP committee, After three
rmuanths the QAP committes
will make a racommendation
as to the need to continue to
monitor the repositioning
program.

The Director of
Nursing/designee with
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R22's care plan dated 822415, indicated the
resident had & pressure ulcer to the right
ischium {forms the lowear and back part of the
hip bone), inlerventions included:

- administer medications as ordered

- adminlster treatmenls as ordered and manifor
for effectiveness.

- weskly skin assessment by a nurse, with
changes repored to the MD

« 5kin risk assessment, Braden [assessmenl for
predicaling pressure ulcer risk] and fiasue
tolerance [assessment for repositicning
sohedule] guarterly and as neaded [PREHR)

- maniter nutritional status, serve diet as ordered
- maisturizer applied twice dally and PRM to skin,
do hot massage aver bony prominences

- weighl bearing assist from staff for

significant repositioning svery two hours and
FRM in wheelchair and bed, resident has a
history of refusing.

- requiras an aliernating eir mattress on his bed
and cushion in whaelchair,

R22's medical record lacked evidence of a
comprehensive skin risk assessment, 1o be
done fuarterly and FREN per the cara plan.

F22's Braden Scale dated 2225, Indicated
F22 was at a low rsk fur develeping pressure
ulcers,

F22's medical resord (aoked 3 Tissus Tolerance
Agaezzmenl, ko be done quarterty and PRMN par
the care plan, The medical record lackad any
asseeements related ta tissue profusion.

R22's medical record lacked evidence of
consistent weekly gkin assesements since June of
2045, The: following skin assessrmants after
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be respensible. Completion date of 12-
31-2015,
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June of 2018 were dated 7/1/13, 81815,
10/21/15, and 11411115

Review of the medical recorded indicated the
stage 2 pressure ulcer was discovered on B/2M15,
and measured 4.5 cendimeters (cml x D5 cm x @
depth of less than 4.1 cm. "Wound base was
B0% red with 10% yellow Hssue and was moist in
appearance. Mo exudate, no odor. Sumounding
tissue intact, pink and bianched. Writer applied
foam border dressing and wilk seek physician
orders, Intarventions in place include altemating
pressure mattress and wheel chair cushion."

SkinfWound Moted charted waekly from B/22¢15-
11410/15 with required wound desclptions.

The medical record lacked any evidence of a
re-gssessment of the residents current pressurs
ufeer interventions or an analysis fo the cause of
the current pressure wlcer,

A faucwas sent to the physician on 9429715
regarding the current treatment of & foam
dressing nof staying ir place. The physician
responded and ordered a thin hydrocoloid
dressing to be changed every 3 days,

Feview of the medical record lacked evidence
that the wound or dressing with surrounding skin
were observed daily,

When interviewed on 111715, at 714 a.m.
nursing assistant (MA-D stated that R22 was io
ke repositioned avery 2 hours and needed
azsisiance to reposiion, MA-D stated that RZ22
ha= a roho cushion In hls wheelchair and an
alternating air pressure reducing mattress on his
bad. MA-D was not aware of any changeas to

F 314
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F22's care plan since the development af the
stage 2 pressure ulcer.

When interviewsd on 118715, at 2:19 a.m.
registered nurse (RN)-B stated she does the
weekly measuring and assessments of the
wolnds In the facllity. RN-B variflad R22
developed a stage 2 pressure uloer to his vight
igchium on 8722715, and the pressure dlcer has
itmproved, EN-B described that the nurses do a
quarterly Braden Scale and weekly skin
observation on residents, bul they do not use a
Tlssue Tolerance assessment and added she has
never seen that type of assessmeant since starting
in the facilily, RM-B coubd not provide
docurmentation of an analysis of why R22 had
developed a pressure a uleer. When asked what
new interventions had been Implemeanted for B22
RM-B stated Lhat she Lhaught he was sean by
therapy but after raviswing the medical record
could not provide a date or infermation regarding
any therapy RZ22 had received, RMN-B further
stated that resldentz are always care planned far
repositicning every 2 hours unless the freguenoy
I8 required to be l2ss, RN-B could not state or
pravide documentation on how R22 was
assessed for an avery 2 hour repositioning
schedule. During the interview REMN-E verifled that
the weekly skin abservations were not completed
weekly as rare planned far. RMN-B also stated thaf
all wounds are discussed in the weekly weaight
loss and skin team meeting.

RZ2's medical record lacked any documentatlan
refated ta the weighl loss and skin team meeting
disnussions,

On 11117158, at 2:38 p.m. BN-H stated the facility
does nat use a Tlasue Tolerance assessimant for
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assessing for appropriate [ndlvidualzed
repositloning schedules. RN-H siated Lhe facility
gets insfructions on admission from the hospital
an the repesitioning  frequency a resident needs
ar frem phystcal or ococupational therapy.

When interviewad on 11/18/18, at ¥:43 a.m. the
ooccupational therapist (0T} stated R22 was sean
from {305 thraugh 872145 prior {o the
development of the current pressure Ulcer. The
OT stated RZ2 was assessed far wheelchalr
posifioning to aid In Independent ealing. The OT
shated R22 had & cushion remaoved from his
wheelchair that had been placed on top of his
roho cushion and they adjusted the back of his
wheelchair to decrease leaning. The OT stated
she was made sware of R22's development of a
stage 2 pressure ulcer but did not pick Rim up for
therapy as thers isn't anything mare therapy
coutd do for R22, The QT further stated that the
therapy department can do pressure mapping if
reguested and ordered but they do not do routine
screening for tissue profuslon and added thal it is
& nursing assessment.

When interviewsad on 1118515, af 8:23 a.m. BEN-
C replied "That's a really good gquestion," when
asked how a resident |2 assessed for appropriate
reposltioning schedules. BRN-C raviewsd R22°s
recerd and confirmad that R22's record lacked &
comprehensive risk azsessment and tizsue
tolerance assessmant, RN-B stated she was
taught to use the Braden Scate, then confirmed
the Braden is not a comprehensive risk
assessment.

on 11815, at 230 am, R22's wound was
absarved to be & stage 2 pressure ulcer to the
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right! ischium.

The wound bed was beefy red, without slough or
pdor. The edges of the wound were intact and the
surraunding tissue blanched, Registered nursea
(RM}B =tated the measurements had not
changed sinee 11175 when she fid her weaekly
rounds. The wound had measured 2.4 cinx 1.2
cm ¥ & depth of less than 0.1 cm.

When interviewed on 11118415, at 10:20 a.m. the
director of nursing (BON} stated that all residents
are on & every 2 hours reposilloning scheadule
and thal the nurses ufilize the Braden Scals to
determine an appropriate repositioning schedule
for residents, The DON further stated that R22
was repostioned timely sccording to his care
plan. The DON stated the facilly does nol u=e a
speacific taal o assess for tisswe profusion. The
DOM further stated weekly skin obsenvations
should be completed and decumented.,

The undated facilty Skin and Wound Manual
Indleated assesament of potential skin probilems
are completed upon admission, weekly,
readrmission and daily for high risk
patientiresideants.

Requested a polley on the pravention of pressure
ulzers and the facility did not provide one.

RA52 did not receive services to minimize the risk
of development and promote healing of pressure
ulzers. According to the undated face shest,
R152 was admitfied on HI2815, with metaskatic
neuroendocaing carcinoma, infarior vena cava
chstruction and significant nutritional deficiks, A
Carg Area Assessment dated 6515, identified
R162 had the "pofential" fo develop pressure
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uleers. The mare plan dated as initiated on G/5M15,
identified na individuatized interventions for R152
but did identify it would follow facility protocols
and policies.

A progress note dated 5P28/15 revealsd H152
had meplplex on his coceyx at the time of
admission for “preventative measures." The
Braden skin risk assessment of 5/28/15, identified
F152 to ba at Iow risk for skin breakdown. A
physician progress hote dated 672015, indicated
no skin breakdown,

A physician order dated 6/1¥/15, idantified
mepiplex {foam dressing) o the coccys - change
dressing avery 4-7 days and as neadad (PRM) -
flcat heels and remind [R152] to reposition every
2 heurs. There was no documentation in the
record to ecrrespond with the need for the new
physician's order. 0n 6M1%/15 a physician order
diracted staff io place an Optifoam dressing (an
absorbent all in ane wound dressling with a
rrcisture barrier an the autside) to the skin
breakdewn on the right buttock. A B85,
progress nota identified skin breakdown noted an
the right buttock measuring 2 centimeter (o) by
2 ¢, A weekly skin assessment completed
8f20M5,

ldentifled the skin was intact but then in a section
for ekin issues the weekly note identifiad "skin
broken at cocoy: with na furhet assessment.

There was na further wound dosumentation for
R152. R152 expired on 7/5M1E&.

On 11717418, at 12:565 p.m. Registered Nurse
(RM}-A stated there was no further
docurnentation availabla on R1%2's skin status.
RM-A further stated the facility identified a need to
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3. Murse Munauers will gudit weelkly that
F 314 |Centinued From page 53 F 314| skin checks are completed thmely for thres
lrmprove \heir skin care and had cne of the nurses months, Cheervations rouncds will be
take speclalized wound cars training, RR-4 conducled by the nurse managers and statt
identified divelopment to momnitor that turming
the facility policy was lo complete waekly skin schedulss are being performed per the
assessments and update the practifioners as resident’s plan of care.
neadad. RMN-A stated the care plan hadn't been
finalized for R152 yet. . Audii vulcomes will be discussed at QAT
firr three momihs to determaing if further
On 111815 at 8:35 am. the director of nursing education is needed.
(OOM) stated she recalled R152, The DON slated
she believed R152 "never really opened up.” The 5. The Dircetr of Nursing/designee will be
DG further stated the dressings in place were reiponsihkc,
for "profection” dus o B152's high risk for skin
braak down. She clarified that dressings are used Completion date of [2-31-2015.
"all the time" far hesplce residents, The DOMN
stated she would have to Inok at R152's record
and would provide additicnal infermatinn. On
1111315 at 10:00 a.m. the DON provided copies
of docementation and siated € was "everything
we have an lhe weounds " The DON helisved it to
be "all the documentalion we need.” Upon review
of the documerds, there was no addilional
Informatlon provided.
F 323 [ 483.25(h} FREE OF ACCIDEMT F 323
55=) | HAZARDS/SUPERVISION/DEVICES
The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resldent receives
adequate supervision and assistance devices in
prevent accidents,
This REQUIREMENT is not met as evidenced
by:
EBased on obsepration, interview, and document
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1. Resident 842 owns his own
F 323} Continued From page 54 _ ‘F 323 hed. Resident #42 was
review, the facilly fziled to ensure qnn.*uprehejnswe interviewed regarding the use
assesametts were complefed and individualized ) ) )
intesventions were developed and implemented to of the side ralls. Resident is
minimize the risk for falls for 1 of 2 residents unahle to turn self or reach
{RE1} reviewad for falls. The facilily failed to gide rails dus to diseaze and
evaluaie the causative factars of resident falls to .
determine the efficacy of eurrent Interventions SEVEre Upper Eﬁtemjw
and If new intesventions weve appropriate. The contractures. Resident states
facility's failuze resulted in an immediate jeopardy, he only uses the side rail on
witht fuztual harrq Ifhip fracture] for RG'F. fn one side of the bed and only
addition, the facility failed to ensure side ralls ith staff t assistin
wers appropriztely secured for 1 of 1 residents WILR Stail presen 355"5’ g
{R42), reviewed for side rails. with turns. The opposite side
rall was removed. which
The immediate jeopardy began on 1Dﬂ2!1§, eliminates the safety issue.
when RE1 retumed from the hospital following a . 4 "
significant fall with subdural hematorma. RA1 Resident #61 does not have a
experienced a significant change in condition side rail — only an assist bar,
full:.jf.f.ling.that hospitalization, Upop return, the with nao history of loosening.
facility failed to assess R61's multiple changes 5 The bariatric beds have been

including fall Ask in ordet o assist in developing
appropriate individualized interventions {o
minimize the risk for angaing falls. The director of
nursing {DOM) was notified of the inmediate
jeopardy (1} for RE61 on 11/12M15, at 6:23 p.m.
The immediate jecpardy was removed on
11418115, at 10:30 a.m. bt noncempliance
remained at the
which indlcated actual harm that was not
immediate jeopardy due to fractured hip.

Findings inchadsa;

F&1's admission record indicated muitiple
dizgneses including atrial fibrillatian,
hyperenslon, and dlabates melltus. Rl
experienced multiple falls, some of which resulted
in significant injury. The facility did nat evaluate
the causative factors of the fall, the efficacy of

lower scope and severity of a G,

becoming loose.

identified with side raits and
would have the potential to be
affected, however there has
never been an issue identified
with our current side rails
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Continuwed From page 55

interventions and the need for additlons {o the
individualized interventions ko assiat in minlmlzlng
the rzk for angoalng falls,

RE1's guatterly Minimum Data Sel (MES) dated
#8195, idenlified he was cognitively intact and
independent when ambulating In his reom and in
the haliway. On 821415 he was admitled ta the
hospital with 2 subdural hematoma and fractured
back following a fall. RE1 retumed from the
hospital on 10/2215. R&t's MDS dated 10/28/15,
indicated RA1 was seversly cognitively impaited
and had no behavior problems. The MDS further
identified RE1 required extensive asslstance of
one staff for activities of daily living (ADLs). The
MDS alzo Identified RE1's balance during
transfers was not steady, but he was ahle to
stabilize wilhout assislance. The MDS identified
K61 had pain, received pain medleation datly,
was at sk of falls, and had a history of falls with
Injury.

RE1's Fall Care Area Azzessment (GAA) dated
1142015, indicaled R61 was at high dal far falis
with a histary of falls in the past. The Fall CAA did
net address individualized inferventions in place,
their efficacy or the need for changes.

RE1 had multiple Fall Rlsk Aszezsments
completad, most recerdly on 111215, hawever,
they were checklists containing data which did not
comprehensively  assess RE1's fall sk to ensure
appraprate interventions were implemented. The
data gathered Indlcated RE1 was al a high risk for
faliz, had decreased coordingtion, used gssistive
devices, and had muitipie falls.

R&1's care plan initlated on 171314, indicated
he was a high risk for falls related to impaired
balance and cognition, history of CWA (cerebral

F 323
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vascular accident), incontinence, diabetes and
rultiple falls with injuries. The ldentified goal was
"The resident will be free of miner injury threugh
the review date”

RE1's care plan dated 11/80 5, identified the
following interventions: call light within reach and
Encourage use, prompt response to call lights,
ensure appropriate faotwear in use, PT as
arderad, activities for diversionfdistraction, TAB
alanm in bed and wheaichair (w/c), pressure
alamm in bed, transfer with assist of 1, gait belf
and back brace, The care plan was revised on
11/8M1 5, following multiple observations of a
motioh sansck alarm not being appropriately
implamented,

Cbsenvation on 11/15, at 5:05 p.m. ldentified
Rt lying in bed with hiz call light on the cverbed
table. The overbed table was approximately three
feat away from RE1's reach and the motion alarm
was turned off. The TAB alam was atiached to
him. Registerad nurse (RN)-M verified the
miction alarm was turned off and the calk fight was
qut of reach. RM-M turned the maotion alam on
and idendified it was not functioning. RM-M
changed the batteries and was able o get the
alarm to wark.

On 11/915, at 520 p.m. the motict: slanm was
found turned off. RN-A came in with R61's meal
tray and left the room with out tuming the alamm
on. When asked to verify the motion alam was
turned off she stated it was. RN-A further stated
the alarm was a problem as it was glways
sounding "so we dan't tirn it on all the time."

Qn 11415, 2t 5,20 p.m. RE1's motion alarm was
found to Be turned off. This was verified by RN-4,
Ri-A turned the alarm back on agait.
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Review of R61's progress nofe dated B/2211 5, at
2:13 a.m. idenlified the resident self reported a
fall. R5t stated he was walking around the bed in
his reem and tripped on the baed. R61 stated he
hit his head and also complained of slight
shoulder pain.

Another progress note dated 82116, at 3:61
p.m. idertified B61 had fallen and hit his head.
R&1 was sitling on the sdge of tha bed and stafed
he hit his head. RET stated he was in the
balhroam when he f&ll and hit the back of his
head on Ihe doorknob of the batbroom door, RE1
was not utilizing his walker at the time of the fali.
REB1 complained of dizziness, ringing in ears, and
pain on palpation to back of haad. R8T stated he
was dizzy, hls legs gave aut, and he fell. The an
cafl physlclan directed ataff to monitor for any
nelrologicsl changes and increased pain to haad
or back. On ¥22/M1%5 at 715 a.m. RE1 continuad
to complained of ringing in ears, dizziness, and 2
headache, RE1 had increased back paln and was
unable to rof o $it up in bed or ambulate. His
blood pressure dropped to 84553 and pulse was
B3, RE1 was sent to the emergancy room and
was admitted with a subdural hematema (brain
blesd) and fraclured back, A progress note dated
1002215, at 1:47 p.m. indicaled RE1 returned
form the hospitat,

On 1024018, at 1:11 a.m. a medication
administration note indicated F&1 was restfess
and climbing out of bad mulliple times. R&1 was
up walking alane golng through his cleset The
alarrm was off and did not sound.

& nursing note dated 102515, at 1059 pam.
identified RE1 was on neurslogical checks due to
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a fall in the marning. RE1 was up walking in the
hathway leoking for his dogs. RE1 was unsteady
ot his feet. He had 3 atanns in piace, however,
he had one alarm tucked in his pants pocket, one
afarm wrapped up in a Hanket, and the third
atarnm did not sound.

A progress note dated 1W28/15, at 6118 pom.
identified RE1 was found on the floor in the
migdie of the room. Alkthouwah RE1 had 2 TAR
alarms and a matign alarm on the floor, none of
the alarms soundsd,

The ruirsing progress note dated 10/31/15, at
822 a.m. indicated RS1 was unable to bear
weight an his right lower extremity (RLE) and
was comiplathing of pain. S{aff repored RE1
complaired on 1003015 as well. RE1 had
gignificant pain when up in the wheelchair. R61
was sent to the emergency rocm and was
admiited with a right acetabulum [headikall of the
fernur} fracture. RG1 returned {o the facility an
11345 with a plan for non-surgleal managemeant
of the hip fracture.

O 1112045, at 245 p.m. 881 was obhsarved by
the surveyor to he sitting on the foot pedals of his
wheelehalr, RE1 was In bl room with kis daar
closed. Mo alarms were sounding when he was
discovered on his fool pedals, Affer being called
to the room, LPN-A and EN-B agreed thers were
no alarms seunding and there was no call light
wilhin reach.

An ineident note dated 111215, &t 11:31 pomn.
indicated RE1 slid ouf of his wheelchair and was
being held onto by RN-B. RE1 slid out of his chair
and was not guite on the ground, BS1 stated he
wanted t go to bed, and was trying to get there
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when he slid off his chair, RN-E and licensed
practical nurse (LFN)-A returned RE1 b bed with

the mechanicat lift.

RE1's falls were reviewed with the director of
nursing (oMY on 11/12/15, at 3:58 p.m. and Lha
DG indicated the fall of 8422115, was a slip off
the recliner with no injury, The DON stated RE1
was independent with ambulzfion &t that time so
there were no specific inlensentions for falls st
that lime.

The DON stated the noxt fall was on 9721715,
when F&1 fell in his balhraom, got himself up and
went to the zide of lhe bed. The DOM said R61
self-reporied the fall. RG1 was not using his
walker and there was no chvious injury. BS1
reported he hit the back of his haad on the
bathroom dogr knob, The DOM =stated she wasn't
sure when the TAB alarm was placed on BE1.
Cther interventions in place at that time included:
physical therapy {PT) to evaiuate, call light within
reach, appropriate foot wear, and transfer with
asslst of one, gail balt, and back brace on,

The DOM indicaled when RS fell on 10525145, at
10:20 a.m. he was found crawling toward his
rootnmata's bed, The fall was unwitnessed, The
oM stated RE1 had gripper socks on at the ime
and he was confused, The OOM Identified &
motian sensor alarm was added at that time. The
DOM Further stated belween thie fall and the one
on 10/28/18, alarms wete lha only addificnal
interventions, The DON also indicated staff was
“trying to manage his pain” as they felt the
restlessness may have been related 1o hls
difficully expressing pain.

The DO stated RE1 alsa fell on 10729415, at
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6:30 a.m. Mohe of the alams were sounding
when RE7 was found, The TAB alanm was
wrappad up in his blanket. The DOM said there
wera no new intersantions at that timea, The GOMN
stated she did not believe the hip fracture was 2
result af the fall bacause RE1 did not report the
probiem undil 2 days after the fall,

The GEH went on b say when R61 was found on
the pedals of his wheelchair an 1971205, she did
not belleve that was a fall. The BOMN stated RE1
slipped off fhe chair. However, the DON could not
expiain how RE1 slipped out of the wheetchair.
Whean asked about reviewing the specific fafl
irkervertions, the DO invited the nurse manager
cwer bo answer specific guestions.

RM-A stated after the 11412015, incident she
ptaced a pressure pad alarm in R61's wheelchair
with dycem {non-skid shest) on the top and
bottormn of the pressure pad. RM-A alzo said they
asked for & pharmacist review of REB1's
medications. & request was alsoe sent to therapy
faor a reassessmeant. RN-A was informed about
the alarms not sounding and indicated she was
niot awara there had been izsues. When asked
about an interdlsciplinary lEam comprehensive
assessment of the falls o defermine the root
cause of the falls, the efficacy of cumant
interventions and identify other interventions that
may be appropriate te minimize RE1's risk for
falls, both the DON and RN-A stated they had naot
done that.

An interview on 11/415, at 1:00 p.m. wilh physical
therapist (FT}-A identified they saw RE1 from
12215, to 104/30/15, and again 11345, to
current. PT-A said when they saw him hack in
31&, he was discharged as independant with a 4
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Confinued From page 51 :
whealad walker (W), PT-A staled when RE1
came back from the hospital following his
subdural hematema in 10/15, he had orders for
all three disgipiines (physical, occoapational, and
speech} tr azsess and treat, PT-A stated therapy
gtaff saw FA1 for eight days. Staff attempted to
ambulate him but he could not ambulate. FT-A
stated RE1 had a lot of pain due o his back
fractura. PT-A stalad the next request for lherapy
servlces was on T1£3115, after returning from the
hospital wilh the acetabulum fracture from
another fall. RE1"s orders were for weight bearing
as tolerated. Therapy staff utilized an TENS
(franscutaneous Electrical Merve Stimulation)
unit far his pain. PT-4 stated RE1 rated his pain at
& 1040 and staff could tell by RG's facial
exprassicns whan he was in pain.

& subsequent infendaw on 1112115, at 12:45
p.m. PT-A stated physical therapy did an
evalualion on 11/5M5, post fall with injury, she
said they changed hls wheelchair @t that time
because it didn't fit i well. PT-A was aware leg
kept sliding off the leg of Lhe wheelchair. She said
they put a calf pad fn place that marning.

After notifreation of the [ an 111348, updated
inlervenlions for RE1's falf care plan included Lhe
fellowing interventions. However, the
interverdions were not obeened fo be
implemented right away, or staff were not
knowiadgeable about the changes.

Antlclpate and meet the resident's neads,

O not leave the resldent unattended when up in
wic,

Follow facility fall protocal,

Haorer lift wilh assist of two staff for all transfers .
Review informaticn on past falls and atlempt to
determine cause of falis,  Record potential root

F 3323
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causes. Aller any potenfial causes if possible.
Edueate residentifamily caregivers/|TT

Provide diversion and distraction such as news,
music, socials and special events,

Offer a smack {food and drink) when restless,
states he's hungry or unable te sleep and monitor
effectivensss.

FT evaluate and treat as ordered.

The rasidant uses TAS elecironic alarm In bed
and vz, Pressure glarm in bed and wic. Dyoam
on top and bottern of pressure mat in wic.

During an inferview cn 1111315, st 8:17 a.m.
traingd medication assistant (TWMA)-K stated RE1
had one pressura alam in his chair and 2
pressurs alarm in his bed,

An abzernvation an 111315, at 10:00 a.m. B&1
was sitfing by the nurses station in the hallway
with his TAB alarm on but not in attendance at the
nearby activifizs program.

Durlng Interview on 11413115, at 11:28 a.m.
activities {A)-A said RE1 went to activities but
didn't attand much since returning from the
hospitak, A-A said they do 1;1's. She said if the
documentation identified RE1 as unavailabie, he
was usually In bed in a lot of pain or not feeling
wizll.

An interview on 11135, at 225 pam. nursing
assistant (NA-A said they did not receive repor
an any changes to RG1% care,

MA-G sald on $1/13/15, at 2:28 p.m. they waork on
the ather hall buf, "l know he is always in pain and
yalling in pain."

An Interview on 1113115, at 2:37 p.m. BN-F said
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Bhe was told he was an fal precautions, so he
has alarms in his chair and & TAB alamm. She was
not awarz of any new plan of care since
yastearday.

An inlerview on 1113115, at 1108 a.m. wlth
family member (FM-K indleated when RE1 fellin
September he slipped and fell in fhe bathroom,
RE1 told FM-K.  he was tired of waiting 5o long to
get help. FM-¥ stated prior o his head injury,
RE1's mind wasz clear.

An interview on 11165 at 343 p.m. NA-G
stated, "| didn't know he fell. He is in a lot of pain.
He has a back brace and is a full mechanical lift."
MWA-G furlher staled she hadn't been informead of
ahy changes in his plan of care In the last couple
days MA-G was aware he had alarms on his
chair and his bed.

During &n interview with RM-0 on 1111615, at 3:47
p.m. slated the changes in RG1's plan of care
Inzluded: alanms in e wheslchair and bed, and
when up he needs fe be In the dining reom or by
the nurses =tation. RE1 had a TAE slarm in hiz
whealchair and a pressure alarm in his bed. Thera
was education for staff of the changes and slaff
zignad after recelying the educeaticn |

Aninterview with BN-A on 13018015, at £:07 p.m,
slated ataff placed a pressure pad and and 8 TAB
alarm in his bed and wheelchair. RG1 was not o be
laft unattended whilz in the wheelchair. He is to be
engaged in activities. The pharmacist reviewsd
RG1e madicatiane and the medical doctar will a=
well, The physician ordered a schaduled a pain
madication, FM-A further stated she has sean RE1
inn 2 lot of pain and agreed he did not have
adequate pain control. She seid she
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has seen him grimace in pain, RN-A staled all
staff showld be using the sarme paln seals and
they are nat. She sald they do ot us any non
pharmacological pain interventions and "we
should." RM-& etated since survey started RE1
doesnt have good pain control, She further stated
R&1's pain may be affecting his restlessness so
staff requested a regular pain meadication. His
hiew pain arder is for edycodong 10 mg 3 times
daily.

Interview on 11MM6M5, at 428 p.m. with the DOM
indicated they changed the process of reviewing
falls {0 include a weekly 10T meeting, including
PT. toreview all high risk fall residents. The new
committes will review falls to ensurg interventions
ara in place and all of residents were reviewed for
fall rigks.

An interview on 11717415, at 5:35 a.m. &-A stabed
she had him in 3-4 activities a week, She said
R&1 will be visited 3-4 times a wesk. This plan
started an 11131 5. Before then, A-A had RE1 do
Lhings independently, now he will ave more
pianned 1:1's. The team planned to have weekly
fall meetings and she will attend these meefings.

An observation on 114117015, at 205 a.m. PT-M
was doing therapy for RE1. When he was asked
about his wheelchair leg belng too short, she
agreed and said “the right leg could be
tengthened a little." The w/c leg was langthened
at that fime.

&n interdiew on 111715, at 11:.05 a.m. NA-J said
the DN was on the unit and educated sveryone
on what to do for R61's falks.
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An interview an 111715, at 12:24 p.m. RN-4 Baid
the pharmacist and medical doctor's
recammendations regarding RE1"s falls ware in
place.

An interview cn 1111715, af 12:32 p.m. RN-F
said she had accident invesligation training when
she started but not with in the lasf couple months,

The immedlate Jeapardy that began on 10722415,
was removed an 11718115, when the facility
implemented the following interventions to
minimize the risk of falls for RE1. However,
nencomplignce remained at tha lower scope and
saverlty level of G - isolated, scope and severity
level, whish Indleated actual harm Lhat is not
immadiate jsopardy for RE1.

Actions taken to remove the 1], whish were
verifled through observalion, interview and
record revlew wers as follows:

1. Camprehensive fall ek assessment was
completed,

2. Physician crders for a Basic Metabolic Profile
(BIP) and urinalysis ware complsted,

3. Ré1 was not left alone in his room during
obzernvalions.

4. Ra1 was included in more activities and 1:1
SEE5I0NE.

5. Alarms were in place in the wheelzhair and in
bed.

8. MA care sheets were changed and signed by
the MAS,

¥, Care plan was updated,

& The medication and treattment adminlstration
records were updated as ordered,

&, The pharmacist and physician's
recommendations ware compfated as ordared.

10, Weekly |IDT meeling related lo resident falks
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weekly IOT meeting.

On 1141315 at 2:01 p.m. the DON confirmed the
undated Root Sause Analysis Authors was the falf
pravention palicy, The policy Identified, "During
the daily standup meeting falls are discussed
focusing an safeby, fall risk, fall management,
devices, care plan adjustments and updates lo
group sheets that direct the non-license staff
care." The facility policy entifled, "Alarms for Bed
and Chair' reviewed 1044 Indleated, "Alarms do
not substitute for proper care and supervision."

R42's right side rail was not secured to prevent
rmavement to the side rail.

R42's quarterly MDE dated 82515, indicated
R42 was cognifively intact and needed extensive
assistance with bed mobility, The MDS included
multiple diaghoses including quadriplegia.

R42'z care plan dated 1011715, indicated R42
used side rails as ordered by the physician for
safely while in bed and to assist with bed mabifity.
The care plan directad staff to observe for Injury
or entrapment related fo side rail use,

On 11M10ME, at ©28 a.m. and 11/12115, at 745
a.m. R42's right side rafl was not secured. Vwhen
checking for the function of the right side rail it
roved frealy up and down at an angle. When
pulling on the side rail 2 gap occurred that could
entrap a body par, creating a potential hazard to
R42.
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F 323 [ Continued From page 88 F 323 ) ) .
was implemented A All safety interventions [or
) i} . '2ak yTAR
11, Fal risk assessmernts will be done quarterly 135511&1115 have been added tc
with high risk residents being focused on af the for liconsed staff to assess and to

docament thel Lhozs interventions
are in place and working propecly.

1. Safety care plans have been
reviewed along with CINA cars
shepts for appropriate
interventions by 1271815,

., A new Talt assessmenl way done
for all current residents,
Completed 11713715,

N, Al residents will have a fall
assessment an gdmission or
readmission, quarterly and
lollowing any fall or significant
changs. This iz ongoing.

E. the Director ol
Nursing/designes is nokilicd
inmmediately of any fall,

¥, Interventions are reviewed and
royised as nocessary

G, THT meets Monday through
Triday assessing any new lalls,
review and reconunend
inerventions As necessary, and
will updale care plao as needed.
1I TDT meets weekly to discuss all
residents considered high risk for
[alls, care plang reviewed,
eltoctiveness discussed and
updated as needed,

FORM ChE-28800E-0:) Frevioue Warsicns Obsolola

Eveeny] 10 G OHN

Fecllity IG: 005549
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DEPARTMEMT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEEHCARE & MEDICAID SERVICES

PRIMTED: 1242015
FORM AFPROVED
OMB ND. 093B-0301

STATEMENT OF DEFIZIEMGIES #1) PROVIDERSSUPPEIERICLER
AND PLAN OF CORRECTION INGENTIFIGATION NUMEER:
248227

(AR MULTIPLE COMETRUACTION [E2 DATE SLURVEY
=

A, ALALGING COMPLETED

B WiNG 1411872015

HAME OF PROVIDER R SLUPPLIER

EAYSHORE RESIDENCE & REHAE CTR

STREET ALDRESS, CITY, STATE, ZIF COOE
160+ 3T LOUIS AVEMUE
BULUTH, MN 55802

Based on a resident's comprahensive
assessment, the facility must ensure that a
resident -

(1} Maintains acceptable parameters of nutritional
slatus, such as body weight and protein levels,
unless the resident's clinicat condition
demonsirates that thls 18 mot possible; and

A} D BUMMAEY STATEMENT OF OEFICIENCIES Io FEONMIDER'S PEAN QF CRERCELTION ME]
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL FREFIX [EACH CORRECTIVE ACFIOH SHOULD B2 COMFLETICN
TAG RECULATORY OR LEC IDENTIEYING |MFORMATION TAG CROS5-REFRERENCED 7O THE APPRORRIATE naTE
DEFIGIENGY]
L any side raila will be checked l‘
F 323 | Continued From page 67 F 323 woekly to delerinine Lhat they
are properly attached to bed
On 11112715, at 745 a.m. Rd2 verified that the by maintenance.
right slde rail was too lsose for bim and he had 1L Mursing staff will be
reported it ko staff the day on 11411415, insuryiced on Tall, and fall
) ) _ mrevention
On 1141718, at T:21 a.m. the right side rail was
abserved to be tightsnad up. There was ne longer DBON will review all falls and fall follow
agap. up to assuee above is compleled.
When inferviewed on 114718, at 9:24 am. MA- d. DON wilb repord to QART monthly to
[ stated Ihat the side rails becomes loose al limes determine any trends, patterns or 1350es
and when R42 reports he did not feel safe, staff with current fall policy. This will be an
put in & maintenance ticket to have it tightensed, going.
WA-D verified that the right side rail had been
tightened, but was not sure when. 3. Fhe Direeior of Morsing/designes will he
responstble. Completion date of 12-31-
When intendewad on 11717118, at 2:43 p.m. the 015,
director of maintenance (EM}-B stafed the side
rails for R42's were the correct rails for the bed.
He added, they do loszen up with use. DM-B
stated Lhe facility dees not have a process In
place fa routinely check the safety and funclion of
side rails.
The facility policy Bed Safely dated 12407,
dirseted maintenance stalf lo inspect all bed
equipmertl bo fry and prevent deathsfinjuries from
the beds and equipment including sides rails .
F 325 | 483 25() MAINTAIN NUTRITION STATUS F 325
55=0 |UNLESS UMAVOIDABLE

1. Bexidenl # 158 was nal alTeeted by the
ableged deficient practice, Resident is
cmerently stable, 3D haz determined that
resident’s weight loss is unavoidable relaled
lo cancer diagtoscs

2. All rexidents have the potential to be
affected by the alleped deficient practice.

FORM CME-2B5T0E-05) Previaus Yersions O byolels

Evenl I GYOH1:
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DEPARTMEMT OF HEALTH AND HUMAMN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

FRINTED: 12032015

FoRM APPROVED

CHAB NG, 0838-03891

ETATEMENT OF DEFICIENCIES

[¥1] MPRCVIDSREUPPLIERSCLIA

(X3 MULTIPLE COMETRUCTION

(%3] DATE SURVEY

[2] Receives a therapeutic diet when there is a
nutrtional proklem.

Thiz RECHIREMENT is not met as evidenced
by:

Based on obkservation, interview and document
revlew the facility falled to recognize and act
upen & significant weight decline for 1 of 3
residents {R158) reviewed for nutrition,

Findings Inalude:

F158's significant changea Minimum Data Sat
(MD3) dated 053045, indicated R158 had
diagrnoses of cancer and demenlla. The MDS
furher identified R158 had moderate
cognitive impairmants, and was independent
with eating after set-up assistance, and a 5%
decline in weight loss was indicated.

Ri5G's DistaryfMutritional Azsesameant datad
2AM5, Indlcated R15E kad an average intake of
75% of food at meals with regular portions being
senved, The assessment alse indicated that A5G
hed visicn impainments and was a low nutrificnal
rizh at this Hime. Mutritional interventions ncluded
absere for weight changas.

F158's Mutrition Care Area Aszeszment {SAA]
dated 973019, indicated R158 was a nuiritional risk
U b g poot memory, Irabllily ta perform sclivities
af dally living without significant physical assistance
and weight loes. The goal listed on the CAA was
syrmptom relief or palhative measure and a care
plan would be developed.

ABICr PLAN OF CORRECTICN ICENTIFGATION HUMBER: 4. HUILDING COMPLETED
D457 BOWIG - 11/18f2015
MAME OF PROVIDER DR SUPPLIER STREET ADDRESS, SITY, STATE, ZIF GOOE
BAYSHORE RESIDENCE B REHAB CTR 1501 STLOUIS AVENUE
DLULUTH, MN 55802
i 10 SuMBARY STATEMENT OF DEFICIENGIES i PROVIDER'S PLAN OF CORREGTION 145
FREFIX (EACH DEFICIENGY MUST BE PREGEDED 8 FULL FREFIX (EAGH CORKECTIVE ASTION SHOULD BE CURPI FFION
TArs REGULATORY DR LSC IDENTIFFING IMFORMATICN] Ta CROG5-REFEREMGED TO THE APPRCGPRIATE AR1E
DEFIGIENTY)
F 325 Ceontinued From page 58 F 325

FORM SME-2567(0E-E8) Pravioue Yarzlcne Obzolets

Ewemi IG: ST0HN

Facilily 10 00GED
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DEFARTMENT OF HEALTH AND HUMAMN SERVICES
CENTERS FOR MEEMCARE & MELICAID SERVICES

PRIMTED: 12/02/2015

FORM APFPROVED

OME KO, D838-0321

R158's care plan dated 10/815, indicaled
F.158 was at risk for nulrition secoandany to fluid
restrictions, weight loss and infection probfems.
Interventions included:

- pravide and senve diet az ardered

- manitar Intake and record every meal

- weigh weaekly on shower day

R158's physician arders dated 114 0M5, included
an order far a requiar dizt, The physician erders
lacked an arder for a nulilional supplement.

R158's Welghts and VYitals Summary Included
the following weights:

- 11715 119 pounds {bs} -10% weight changs
- IW2HE 123 1bs -5% welght change

-0/28M15 1226 Iba

- 81515 1244 |bs

- 8/M14/15 1356 Ibs

- Bf26M5 133 Ibs

- 82515 1318 |bs

R158's meal Intake record from 971545, Lo
111115, Indicated |he following meal intake
percenlages:

- 3t meals af 0% -25%

- 48 meals af 26% -50%

- Bh meals at 81% - 75%
- 27 meals at 7§% - 100%

The medigal racord lacked svidence of
a nutritional reassessment.

Cn 111715, at 8203 a.m. R158 was obsarvad
eating in the dining roam for the breakfast meal.

R 168 was earved hot cersal, eqgs, toasl, a cup of
frozen orange |ulee and & clp of coffee. Guring the
observation R158 asked for maone coffes and

STATEMENT OF DEFIGIENGIES %11 PROVIDERSUPTLERTLEA {%2) MULTIPLE CONSTRUGTION {43) DATE SLRVEY
AND PLAN OF CORRECTITH IDEMTIFICATION MUMEER: COMPEETED
. BUILDING
245297 B, WWING 1118{2015
NAKE OF FROVIDER OR SURPLIER: STREET ARNRIES, CITY, STATE, ZIF CODE
1801 §T LOUWIS AVENUE
BATSHORE RESIDENCE & REHAB CTR
DULUTH, MM §E302
g} fD SUMMARY ETATEMENT OF DEFIGIENCIES o FROVIDER'S FLAN OF CORREGTION L
FREFF (EACH DEFICIENDY MUST BE PRECEGED BY FULL PREFI (FATI | CORREGTIVE ACTION SHOULD BE COMELETICH
Taa REGLAATORY OR LS IDEMTIETIMG IMMORMATICN TAG CROSS-REFERENCED TO THE APPROPRIATE DT
DEFICIENCY)
F 325|Continued From page 89 F 325

FORM CMS-2567(02-99) Feaviows Verslons Ghyolele

Event i0: GridHA

Fagiliéy IC: 00589
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DEPARTMEMT OF HEALTH AND HUKMAK SERVICES
CEMTERS FOR MEBHCARE & MEDICAID SERYICES

FRINTED: 12/09/2015

FORM APPROVED

Ol MO, 093803

STATEMENT OF CEFICIENCIES

[£%y PROVIDERSSUPPLIERAZLIA

(%2} MLLTIPLE CORSTRUSTICR

43 DATE SURVEY

and was served a total of 3 cups during
breakiast. 158 was being encoursged to eat
throughout the meal and wes assisted to put jelly
on her toast, staff did not offer to place brewn
sugar ar raisins on her kst cereal. Ouring the
meal R158 siated "l don't do eggs™ when
encouraged by the staff member to sat. The staff
membar did not offer R158 an alternative food,
K153 ate 75% of hot cereal, hites of eggs and her
toast, leaving the crust. R158 consumed 3 cups
of coffee, 172 of her milk and no orange JJice.
R1558 stated "I've had snough.”

On 1117818, at 12,23 p.m, RTS8 was absenved
gating indapendantly in the dinlng rasrm far the
lunch meal. R158 was setved a cup of oranges
with whipped topping, Llaco hotdish, Mexican corm,
B ounces {0z) of milk and & oz of coffea. R1463
ate 100% of the oranges and whipped {opping
and only bites of the taco hatdizh and hMexican
com. R158 drank 100% of her milk and coffes.
Ouring the cbservalion R158 was busy playing
with her dining room ticket and would frequently
pick up her ferk and not take a bita of food and
then put the fork back down. B1%8 then puahed
herself fram: the dining room table and propelled
herself back to her roem via her wheslzhair,

When interviewsad on 111815, at 212 a.m.
nursing assistant (NA-L stated that every meal is
docurnantad into the computer kinsk. NA-L ales
stated R158's intake is reporied to the nurss on
avery shiff for furher documentation regardless
of how much R158 ate af the meal,

When intervievred on 111815, at 8:41 a.m.
registerad nurse (RM)-C stated the disticlan
detarmined if @ nutritional supplement |s
implemenled. RN-C stated that R158 did not

AND PLAM OF CORREGTICN IDENTIFICATN MUMBER: 4 BLELLING COMPLETED
246227 B. WING 117182015
HARE OF FROVIDER OR SUPFLIER STREET ALDRESS, CITY, STATE, ZIF CODE
BAYSHORE RESIDENCE & REHAE CTR 1601 ST LOLIS AVENUE
DBULLUTH, MK 55802
Ay 1D SUMMARY STATEMENT GF DEFICIENCIES 1 PROVDER'S FLAN OF CORREGTION 5
FREFIX. [E,-'-'I.EH DEFICIEMGY MUET BE PRECEDED BY FULL FREFIX {EPLCH CCRRECTIWE ACTION SHCLULE BE COAP) FTICH
THa REGLLATORY OF L0 IDENTIFYING [MFORMATION) TG CROSEREFERENCED TO THE APPROFRIATE 1=
DEFIGIENGY)
F 32% | Continued From page 70 F 325

FAORM CWME%-2567[02-09) Frevicea Waralons O bsolate

Event 1D: GYH11

[Facliy |0 0535

If =ordinuallon sheal Paga 71 of 116




DEPARTMEMT OF HEALTH AND HUMAK SERVICES
CENTERS FOR MERHCARE & MEDICAID SERVICES

PRINTELD: 12(0XZ018
FORM APPROVED
OMB MO, 0938-0391

STATEMENT OF DEFICIENG ES £%1] PROVIOE RASUPPLIER/GLEA {H7) MULTIFLR GONSTRUGTION {%3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION HUMEER: A BUILDING COMPLETED
245227 B, WING . 11M8{2015
HAME OF PROVIDER GR SLPPLIGR STREET ADDRESS, CITY, STATE, ZIF GODE
5 ORE 1601 5T LOUIS AVENUE
ATEH RESIDENCE & REHAR CTR DULUTH, NN 55302
£ 1D SUMMARY STATEMENT OF DEFECIENCIES I PROVIDER'S PLAN OF CORRECTICN {HE)
PREF|X {EAGH BLERGIENGY MUST NE PRECEDER BY FUILL FREFIX {EACH CORREGTIVE ATFION SHOWLD BE COMRLCTICN
TAS REGULATORY OR LBG IGENTIFYIRG IMFORMATION) TAG CR0S5-REFEREMNCED TO THE APPROFRIATE OATE
DEFIGIENCY)
3. The Registered Mietician will follow the
F 325 | Continezd From peoe 71 F 325 | weirht assessment and intervention
have an order for a nutritional supplement. guidelines.. This wilt be ongoing. Registered
dHutieian will conlinue W work wilh nursing
When interviewed on 117185, at 2:.05 am. the staff regarding weight frequency and follow-
registered distician (R0} stated residents ars fo up. This will be anpoing. Weights wilk be
be weighed monthly at 2 minimum, and resident's taken weekly.
welghts and food intakes are reviewed monthly by
the disticlan. The RD further stated If a resldent 4. Rogistored diclician wilk review weipghis
has a decline inweight and food inlake, the weekly to detenine any significant chanpes,
resident would be reassessed for intenventions to and will commanicate with the IL¥] ta
prevent .furf‘her weight loss. The RD) Stat‘?d R153 determine appropridie nlerventions. Will
was o difficult case, as she was on hospmlia Gare, comlinue o work with Wound and weight
however, the RD stated R158 was not aclively in . ) . g .
the dying process. Uipan review of the RD's committee weekly.. Repistered @1&1‘1man will
personal spreadshest of residents weight the RD l'EpCil'E fo QAPT monthly on all significant
staled R158 was not locked at for a decline in findings.
WEIQ.ht a8 t!-le RD reported she entered R155's 3. The RDddesignes will be responsihle with
starting weight as 123.5 lbs dated 928/15, The . . .
RD stated the starting wefght should have been oversight from the Administeatar.
her admlasion weight of 131.9 lbs dated B/25M 5. Conupletion date of 12-31-2015
The R stakted that she had missed the weight in
her review and should have been reassessed for
possible interventiong.
The: facility pollcy on Weighl Assessment and
Inferveniicn undated directed the distician fo
review lhe monthly weight record by the 15th of
the menth to follow individual weight trends over
time, MNegative rends will be evaluated by the
treatment team whether or not the crlterls for
F 533 jEgﬁ;?;;E;?Eg;g?ﬁ%hizEEEEE{:HEt' F aaa 1. Rusidcnl_ﬁ_] 09 by h1=id nov il effecis from
55-D | SIGNIFICANT MED ERRORS alleged deficient practice.
The facility musl ensure that residents are free of ?mi\llal]t]e::giedni;;ﬁi Eiﬂi?;;i‘dﬂrbd At risk
any significant medication errors. :
This REQUIREMENT is not met as evidenced

FORM CME-25B7(02-93) Previcue YWeralons tibaalate

Ewant [0; G 11

Fecllior Ity: 005349
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEHCARE & MEDICAID SERVICES

PRINTED: 12/09/2015

FORM APPROYVED

OMB MO, 0838-0391

STATEMENT OF DT ICIEXNGIES [¥1} FROWIDER/SLPPLIERICLIA [#E MULTIPLE COMSTRUSTION 1#3] PATE SUIRVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
. BLELDING
248297 E. WING 11/18/2015
WAME COF PROVIDER DR SURRLIER STREET ADDRESS, CITY. STATE, ZIF GODE
BAYSHORE RESIDENCE & REHAB CTR #601 ST LOUIS AVENCE
DULUTH, M EEE0Z
(4t 13 ELMMARY STATEMENT BF DEFICIENCIES o PROVIDER'S FLAN OF CORREGTION s
FREFIX {EACH DEFICIENCY MUET BE PRECEDED BY FULL FREFIX {EMGH CRRRECTIVE ACTIDN SHOLLD BE LNALETIIN
TAG REGLLATORT OR L5C IDENTIFYING INFORMATION TAG CROSS-REFERENCED TO THE APPROPRIATE Lwie
DEFICIENCT}
F 333 | Continued From page 72 F 333

by:

Bazed an interview and dacument review, the
facillty falled o ensure 1 of 1 residents (R109)
was free from & significant medication errar.

Findings inchids;

R109's Adrmisslan Record identified diagnoses
that included Alzheimer's disease, On 122114,
R108 was place on hospice sernvices for and of
life services due fo Alzheimers disease.

The physiclan's crders on 12/28/14, direcled
moarphine sulfate solufion, give 2 milligrams {mg}
by mouth every 1 hour as needed for shoriness of
breath pain (2 mg equals 0.1 milliiters [mi].

A review of R100's progress notes Indlcated fhe
following:

Cn 171115, an endry indicated per the trained
medicafion aide (TMA) and the nursing
supervisor on day shift, and after researching the
narcotics recard book, i was discoverad on
1212815, R108 received an incarrect dose of
leguid marphine. R108 was prescribed 2 mg, and
2 mg was the equivalent of 0.1 milliliters (ml).
R109 was given 2 mit, 20 times the amount
crdared.

On 11175, at 342 a.m. registered nurse
{RM)-C was inferviewed, and stafed she was not
working at that time, and was unaware of the
medication errar,

On 1T 8M S, at 11:23 a.m. the directar of nursing
{DON) was Interviewed and stafed she reviewed
medlcatinn errors at the Quality Assurance (A}
mesting. The DON was unaware of R109's
medication error,

FORM CM5-238702.85) Previoys Werslons Dbzolele

Evens IO G4l

Facikly LD: gaGED

if continuatlen sheel Page 73 of 138




FRIMTED: 12/08/2015

DEPARTMEMT OF HEALTH AND HURMAM SERVICES FORM APRROVED
CEMTERSE FOR MEDICARE & MEBICALID SERVICES OMB NO. D238-030¢
STATEMEMNT OF DEFICIENCIES £31) PROVIDERSLUPPLIERICLIA [% 23 MLULTIPLE CONSTRUGTION {35 DATE BLRVEY
AP0 FLAM OF CORRECTIORN IDEMTIFICATION MUMSER: COMPLETED
4. BUILDENG
245227 B, WG 1141812015
rAME OF PROVIDER LR SUPFLIER STREET AODREEE, CITY, STATE, ZIP GOCE
BAYSHORE RESIDEMCE & REHAR CTR 1601 STLOUIS AVENUE
DULUTH, MM 55302
Frriys) SUNMARY STATEMENT OF GEFICIEMCIES 1o FROVIDER'S PLAM OF CORRECTION 5t
FREFIx [EALH DEFICIENDY MUST BE FRECEDED BY FULL PREFIX [EACH CORREGTIVE ACTION SHOLLD BE COMPLETION
TAG REGULATORY O LSG IDEMTIFYING INFORMATION) TAG CROS5-AEFEREMCED TO THE APFROFRIATE maTF
DEFIGIENGY)
3 .Licensed s1aft and I'MAs will complete
F 333 |Continued From page 73 F 3331 mudicalion adminislration recducalion by
12/18/15. The transeription process is
The facility was requested te provide a copy of cmrently being andited for all new
the medication error invesligation form. On admizsion and readmissions, This is on
11”?{1 %, at 12:40 p.m. the admissions apvng, Al medication emrors will be
coordinalor (AC)-H staled she was unable o find . .
_— . o reviewed by Murse Managers and [0,
the medication errer invastigabion. . . )
corrective reeducation will be dene as soon
The tacility policy and procedure on Adverse a3 roview s complete. Thig iz oogoing.
Fiupssquencas gndIMedlcatulan Errars datad 2/14, 4.. Medication emror rends and or patterns
indicated a medicalion errer is defined as the .
. L will be reported to monthly QAT
preparation or administration of drugs or . “Lhis will b o, Ih
biologicals which is not in aceordance wilh The cmnml:rte?.. 13 Wl . € ':'f] aolug. ‘The
physician's orders. The policy dirested the transcriplion process is bc?mg rcpumcdh Loy
interdisciplinary team to review the resident's the “1_““fh]}' QATT committee, This will be
rmadicalion regimen for efficacy and actual or ONECIRE,
atenliaf medication-related problems on an .
Engoing hasis : 5. The THrecror of Mursing /designee will be
FF 356 |483.30(0) POSTER NURSE STAFFING P 356/ fesponsible. Completion dute of 12-31-
S55=0§ INFORMATION 2015,
The facility must post the fallowing information
on & daily basis:
o Facilily nane.
o The current dats. 1. Na residents were affected by the alleged
o The total number and the actual hours s .
; . . deficivnt practice.
worked by the following calegories of icensed
and unlicensed nureing staff directly 2. All tesidents have the potential to be
responsible for resident care par shift: affected by the alleged deficient practice.
- Ragisterad nurses. ’
- Licensed practicaf nurses or licensed
vocational nurses (a5 defined under Skata [aw),
- Cerified nurse aides.
= Resident census,
The facility must post the nurse staffing data
epecified above on a daily basis st the beginning of
gach shift. Data must be posled as follows:
o Clzar and readable format.

FORM CRE-2567(02-00) Fravious Wersions Cbsolain

Ewont IC: G¥aH1

Fagilily 1I0: Q0589

IF continudation shedst Pago 74 of 116




DEPARTMENMT OF HEALTH AMD HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

FRINTED: $20652015
FORM AFPROVED
CME MO, 0838-0381

ETATEMENT UF DEFICIEMCIES 1¥1] PRIMADER!SUPPLIERSCLIA
S0 PLAMN OF CORRECTION IDEMTIFICATICMN MUMEER:
248227

(A3 MULTIPLE COMSTRUGCTIH (%5 OATE SURVEY
A, BUILDING COMPLETED
3 WG 1118/2015

HAME OF PROVIDER OR SUPELIER

BAYSHORE RESIDENCE & REHAB GTR

STREET ADDRESS, CITY, STATE, IF GODE
1601 BT LOUIS AVENLUE
DL LETH, MM 65802

(% o SLIMMART STATEMENT ¥ DERICISHOHES o FROVIDER'S PLAM OF CORRECTION ]
FREFIX [EACH DEFISIENGY MUST BE PRECEDED BY FULL PREFI, (EACH CORRECTIVE ACTION SHOLLE 88 CIMELET G
TAG REGLILATORY OF L&t IDEMTFYRE INFORMATICH) TAG CROSS-REFEREMCED TO THE APPROPRIATE OATE
DEFCIENCT)
F 356 | Continued From page 74 F 356

o In & prominent place readlly acosssible to
residents and visitors.

The facility must, upon craf or written request,
make nurse staffing data available to the public
for review at a cost not to exceed the community
standard.

The facility must maintain the pested daily nurse
staffing data for a minimwm of 18 months, or as
required by State law, whichever is greater.

This REQUWREMENT is not meat as evidenced
by

Based on intepview and document review the
facility failed to ensure the nurse staff posting

included the actual howrs worked for partial shifis.

This had the potential to affect all 158 residents
residing in the facility,

Flrdings Inelude:

A review of the direct care sEaff posting and the
facility staffing schedule frem 1172015, through
111615, indicated parizal shifts were worked by
staff on 13 of 15 days. The direct care staff
prstings far each dafe did not specify the actual
hours warked durtg the partial shifts.

During an interview on 111815, at 7:41 a.m. the
directar of nursing (DON}, verified pariial shifts
were nat included on the nurse staff posting .

Fruring &n oheervation on 117948, at 12:20 pan.
the staff posting to the left of the front desk coudd
not be viewsd by anyone seated in a regalar
whaelchair.

3. The posting of actua) nursing Lhonrs was
lowerad so s do e gl a level heipht for
wheelchair residents. ITours posted inelude
actual hours worked, which include partial
ghills.

4, An audit will be conducled two (2] Himes
per week tirnes 17 weeks to monilor that
actual hours , including partial shifis are
recorded and posted on the nyse staff
posting. Audils wilk be presented to the
monthly GATT commitioe o ssur
compliance with posting of actual hours
worked.. After three months the QAT
comenillee will make a recommendation as
tor the need o continue 1o tmonilor the
posting of hors.

3. the Administrator/desiznee will be
responsible. Completion date of 12-31-
20105,

FORM GMS-2EET[03-35} Previous Warakans Jbsaleta
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BEFARTMENT OF HEALTH AMD HUMARN SERVICES
CEMNTERS FOR MEBICARE & MEDICAID SERVICES

PRINTED: 124022015
FORM APPROVED
OME NO. 1838-0391

The drug regimen of each resldent must be
reviewsad at l2ast once a month by a leensed
pharmacist,

The pharmacist must report any irregularities to
Llhe altending physician, and the director of
nursing, and lhese reports must be acted upon.

This REQUREMENT is not met as evidenced

by; .

EBased on intarview and document review, the
facility failed to ensure consultant pharmacist
recommendalions wers promplly addressed for
2 of & residents (R38, R109) reviewed far
unnecessary madleations.

Findings include:

R38's admission record indicatad diagnoses
that inchuded colostomy, adjusimert disorder
with mixed anxiefy and depression, diabetes,
dementia, delusional disorders, and brief
peycholic disorder. R38's quartarly Minirmum
Data Set (MOS) dafed 9711/ 5, indlcated she
had moderale cognitive Impairmerd, and
exhibited no moods or behaviors.

STATEMENT OF DEFIGIENGIES {¥1] PROVIDERSIPPLIERIGIA (#2) MULTIPLE GOMSTRUGTION [43) DATE SURVEY
AND PLAN OF SORRECTICN IDEMTIFECATION SUMEER: ] COMPLETED
&, BLILOING
245237 B. WIFG 111812015
MAME CF FROVIDER R SUPFLIER STREET ADDRESS, CITY, STATE, Zl2 Cf0E
1601 5T LOLIS AVEMUE
BAYSHURE RESIDEMCE & REHAE CTR
DULUTH, MN 55802
(%4118 SUMMARY STATEMENT OF DEFICIEMCIES I PROYIDER'S PEAN OF CORRECTION (4B
PREFI¥ (EACH DEFICIENGY MLUST BE FRECERED BY FULL FREFLX (EACH CORRERTIVE ACTION SHOULD BE COMPLETIEH
TAz REGULATORY OR LSS IDENTIFYING INFORMATIOMN) TG CROSS-REFEREMCED TG THE APPROPRIATE DATE
PEFICIENGT)
3. The Administrator/designes will be
F 356| Continued From page 75 F 35681 responsible.
Om 1141885, af 1:58 p.m. the DON verlfied the
staff posting was 5% inches from the flocr to
battom of staff posting, and was not at & height
that was accessible for anyone seatad ina
regular wheelchair to easily read.
F 428 (4836800 DRUG REGIMEN REVIEW, REPORT F 428
55=D | IREEGULAR, ACT ON 1. Resident #38 has had no adwverse or

il effects due to the alleged
deficient practice. Roxident #38 iy
{ess anxious and has minimal
atternpts at trying to remove her
ostomy hag with current
medications. Appelite is improved
and she is parlicipating in gefiviies,
Resident # |09 has had no adverse
ot i1l effect= due to the alleged
deficlent practice. Resident iz
clemaonstraling less grimacing, less
moaning, less arching and lasgs
minding of testh, whick has
improved his qualiny of life

2. All residents have the potential
to be affected by the deficient
practice.
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Ra8's arder summary report, dated 11418/15,
indicated 38 received serrallne HCI (Zoloft) (an
antidepressant medication), 200 milligrams {ma}
by mauth in the matning for anxiefy with
obsessive compulsive disordar (OCG) relatad to
adjust disorder with mixed anxiety and depressad
meod; the stant date was 81514, The ander
repart alsp indicated R38 received quetiapine
furnarate (an anllpsycholic medication), 50 mg
lwice a day far parancia retated to delusional
disarder with a start date of BMEM 3. In additian,
R358's order summary indicated lorazepam (an
antianxiety medigation) 0.5 mg by mouth as
needed far anxiety related to delusional disarder
and 0.25 myg by mouth iwo times a day for anxisly
related to adjustmeant disorder with mixed anxiely
and depressed mood.

R38's care plan indlcated R3B had a behavior
problem related ta loosening her cotestomy bags
mutfiple times a day, and she exhibited hoarding
type behaviors. The cama plan alen indicated R38
had a mood problam related fa paranoia,
dementia, delusians, and cognitive impairment.
The: care plan directed staff to
ohserve/recard/report to the physician any acute
episnder or feelings of sadness, loss of pleasure
and intarest in activilies, and to have posiive
interactions with resident at Hmes ather than
when she is receiving madical care.

A BM91E, Consulfant Phamacist's Medication
Review form indicated an imegukarity regarding
RaA's sertraline (Zoloftt medication. The
irregularity comment stated: yearly risk versus
benefit analysisidocumentation |2 required for alt
peychotraple medleatinns. This medication was
last increased about 1 year ago. The comment

F 428
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nated that R348 has a past history of focusing on
her nslomy bag. Since staring this medicalion,
that has impraved, therefore, no further reduction
i= recommeanded at this lime-atill flsk vs. benefit
analysisfdocumentation is required by CMS. The
suggested course of action was to provide & risk
versus benefit statement and clinical rationale for
continuation of the Zofoft a= ordered. A hand
wiitlen note dated 7411415, on the follow-up action
section read to defer o the consultanl
paychialrist, The signatura is not legible.

Thea 10720415, cansultant pharmacist irregularity
comment requested a risk versus benefit
statement for lhe sertraline medleation, Including
clinical rationale for conlinualion, per CHMS
guidelines. Under the follow-up or acticn taken
sachion "rajected” is circled and a 12845, hand
written note indicaled: reduction not indicatad at
lhiz Hme. Benefits currently outweigh risks. The
signature is not legible; however, inan Interview
on 1141715, at 2:07 p.m., registered nurse
(RMY-G stated that the signature is that of the
consullent psychiabist's nurse practitioner.

R3A was observed and intervlewed on 118415, at
320 p.m., siting calmiy on the edge of her bed.
R38 made eye contact, answered questions and
interacted approprlately throughaout the interview,

R385 was nbserved on 1171215, at B:55 3.m. and
again at 8:10 a.m., calmly silting in the secand
floor dining roctn with a beverage in front of her.
On 1141215, at B:52 a.m. R38 was in the
doorway of her room with 2 smile on her face.

Qn 11M2M5, at 12,24 and again at 1245 p.o.
R38 was observed |0 The dining room on
T1AEME, at 8:00 a.m. with & beverage, waiting far
breakfast to be served. On 111715, R38 was

STATEMENT BF DEFICIENGIES 1) PROVIDER/SUE PEIERICLLA (%21 MULTIELE CONSTRUGTION (%3 DATE BURVEY
AMD FLAM OF CORRECTION IRENTTFIGATION MUMBER: COMPLETED
A BUILDHNG
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observed sitfing with two others at the dining
roomt table with beverages, waiting for breakiast.

In an interview on 11417715, at &:44 a.m. K38
stated =he doesn't know her medleatlon, but her
brother Is het responsible party. R38 stated she
doesn'l feel like she has any side effects from her
madications, but feels that they help her.

In an interview an 1117115, at 8:58 a.m. nursing
aselztant (MA}-J stated R38 does hoard sugar,
gewns, towels and alher Berms; R38 also pulls her
calostormny bag off. MA-J stated R385 required
set-up and stand-by assist with personal hyniene,
but is independant with other cares. NA-J alzo
stated they have not been {old to wateh far
anything else.

In an interview on T1M71E, af 200 p.m.
registered nurss (RM)-A stated the inifials on the
June 2015, medication review form are the nurss
practitioners who rounds af the facitity,

In an interview on 11417415, at 207 p.m. BN-G
stated R38 just stared visits with the consultant
psychiairist in October, RM-G stated the Junse
2015, respohse referrad R38 to this consultant
peychiatrist, who did not see R38 untll October,
RM-G stated the hand-written note in October
was from the consultant psychiatrist's nurse
practitioner, EN-G stated they (the consultant
psychiatrist and the nurse practitioner) don't type
wp 2 farmal risk versus benefit when it's
requasted fram & physician. RM-G5 also stated
they don't review it with residents.

& rounding form indicated that the consultant
peychiatrlst rounded on R38 on 10/258/15.

Pharmacist makes
recommenditions and ernatls Lo
ADON along with DO

ADON prinis off
recommendations, signs, and
distributes to appropridis turse
manafers

Murse Managars fax appropriate
recommuendations e providers or
places in rounding book fir
Eldercare and Dr. Gish vesidents,
murze Managers follow throogh on
nursing recotnmendations from
plharmacist

At recommendations are
nddreszed by provider and nursing,
# eopy is made thiz copy Is glven
back 1o ADON. Original is placed
in resident charl and copy stays
with ADON

ADON nzes the “nursing diug
topurt” ematled by consultant
pharmaeist to cheek ofT
recommendations that have come
back fronl the nurse manager and
ensures that Lhe provider reapeinse
i3 approprigle.

AND PLAM OF CORREGTION IDEMTIFIZATION HU/MEER; 4 BLUILOING COMPLETED
246227 B WWiNG 111182015
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DEFIS ENCY}
3. 'The following systems will implemented ’|
F 42581 Continued From page 78 Fa428] by 12-31-2015
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In &n Interview on 11/18/15, at 10:23 a.m., the ADON and consultant pharmacist
consultant pharmacist stated he cannot account will review guestionsble respoases
and decide 1f frther clarification

far the lapse of time between June and Oclobar
when no aclion was taken. The consultant
pharmacist stated that in his aplnlen the brief risk
versus benefit on the Cotober form was an
adequate risk versus benefit and that the
peychialrist often puts a more detailed description
in his notes, which would not yai be available in
the medical recard. Ma additional information was
received from the facility.

R109 had recommendations froim the consultant
pharmaclist, and the faciity did not act upen them.

R10%'s Admlssion Record identified diagnoses
that included Alzhelmer's diseaze, anxisty
disorder, depression, hypertension, gout and
arthritis. The quarterly Minimum Bata Set (MOS5)
dated 91415, indicated R1038 had severe
cogrltive Impalrment, and required extensive to
total assistance of staff wilh bed mability,
transfers, dressing, eating, inobility, perzonal
hyglens, bathing and taileting.

R109's physlclan™s orders indicated the following:
Ativan (an antianxiely medleatlan) 1 milligram
{mg) twice a day.

Risperdal (an antipsychotic medicafion} 1 mg/ml
(miltilitery &1 mo daily.

Zoloft (an anlidepressant medication} 25 mg at
bedtimea.

Oy BI25M 5, the consultant pharmacist gave: the
following recommendation: please provide
documentation of lhe lowest effective dose for Lhe
Ativan, Rizperdal, and Zoloft as well as how these
medications Improve the residents quality of lifs.
On 1049015, R108's physician respanded with the
following: trial reduction of both Zoloft and

is needed, Phamacist will alsa
review pasl due recommoendalions
by rovicwing Lhe pending
recommendation veport with the
ATHOM, Decision will be made at
that time as to readdress wilh
provider or Medical THreetor

4. Any negative occurtence will be reported
tt the consulting pharmacist irunediately,
Any izzges with follow up with physicians
will be dizcuzsed at the munthly GATI
comnteillec. Any on grang issues with the
MT} responses the Facility will contact the
tedical Director to facilitate having the
attending plyysician respond back more
timely. Sysiem will be on going.

5. The Dircelor of Mursing'designee will be
responsible with oversight from the
Administrator, Completion dare of 12-31-
2015

FARM ChAS-2EEFINE-99) Previaus Werslons Ohsalels
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Risperdal, Questlan effectiveness, question if
experlencing symplome. The physician's
rezponse lacked documentation of how these
medications improved R108%s quslity of life.

O 1117015, at 8:.03 a.m, registered nurse
{RN-G was Intervlewed, and stated he
consutant phatmacist comes to the facility
mortthly, and she reviews the recommendations
with himn,

On 1171845, at 11:58 a.m. the directar of nursing
[DON) was Interviewed, and etated the assistant
director of nursing reviews the consultant
pharmacist recommendations with im, and the
DN was told there was not & problem with them.

The facllity was unable lo provide a policy and
procedure on cansultant pharmacist's
recommendations.

F 431 | 483.80(1), (d), () DRUG RECORDS,

58=E | LABEL/STORE BRUGS & BIOLOGICALS

Tha facility must emplay or obtain the setvices of
a licensed pharmacist wha establishes a system
of records of recelpt and disposition of all
contralled drugs in sufficient detall to enable an
accurate reconciliation: and determines that drug
records ara in order and that an account of all
controlled drugs is maintained and pericdically
recanciled.

Brugz and biclogicats used in the facility must be
labeled in accordance with currently accepted
professicnal principles, and include the
appropriate accessory and cautionany
instructions, and the expiration date when
applicatble.

F 428

F 431

deficient practics.

1, Mo residents wore alTecled by the alleged

2. All residents have the potential for being
affected by the alleged deficient practice,
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In aceordance with State and Federal laws, the
facillty must store all drugs and biglogicals in
locked comparfments under propet temperalure
controls, and permit anly authorized parsannel to
have accass in the keys.

The facility must provide separately iockad,
permanently affixed compartments for storage of
controlled drugs listed In Schedule [| of the
Comprehensive Drug Abuse Prevention and
Contral Act of 1876 and other drugs subject Lo
abuse, except when the facility uses single unit
package drug distribwtion systems in which the
quantity skored is minimal and a missing dose can
be readily detected.

Thie REQUIREMENT is not met 23 evidenced
By

Based on observalion, internview and docuament
review the facility failed to ensure insulin was
stored at the required termperatures in 1 of 4
medication refrigeraters. In addition, the facility
failed to provide secarity of Insulln pens located
on the first flcor nurses station.

Findings include;

On 1171308, 2t 9:2% a.m. the Marning Light West
medicalion refrigeralor temperature was
obzerved to be 32 degrees Fahrenbel (F) oh one
themmometer and 28 degraes F on anather
thermameter. The built in freezer had a large
amount of frest build up on the outside extending
irto the refrigerator. A review of the temparature
Iog Indizaled the acceplable range was 36-46
degraes F, and the ternperature had bean within
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range for the kast 13 days, The temperature lag
indicated the facility checked the medleation
refrigerator temperatures onee daily. Licensed
practleal nurae (LPMN-C verified the frost build up
and the lemperature was 32 degrees F on ona
thermometer and 28 degrees F on the other.

The manufacturer's package Insers far the
insulin stared In the  medication refrigerator
directad the following:

Unspened Mowvolog should be stored in a
refrigerator between 36 degrees F and 45
degrees F

Unopened Lanius should be stored in
refrigerator at 38 degrees F and 45 degrees F
Unopened Humulin M should be stored in the
refrigerator and should ke discarded if it has
been frozen

Unopensd Humeleg should be stared in
refrigeralor at 26 degrees F and 45 degreas F

The refrigerator contalned the following
unapened resident insulin (medication to control
diabetes) pens:

R1 ¥ lantus pens

R14Z2 3 lantus pens

Rar 1 Lantus pen and 2 Humaiog pens
R% 2 lantus pens and 12 Novoleg pens
R7 1 Humulin M pen

R1's signed physician orders dated 10414415,
inchided a diagnesis of type 2 diahetes mellifus
with diabetic peripheral angicpathy without
gangrane. The physician orders directed staff to
inject subcutanscusly 27 unils of Lantus
solution daily at bedtime,

F 431
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R142= signed physician arders dated 1110015,
included a dlaghosls of lype 2 dishates without
complications. The physician crders directed staff
to inject subcutanecusly 10 units of Lantus
solution twa times daily.

R&7's signed physician orders dated 1008/15,
Included a diagnosls of lype 2 dighetes without
complicatione. The physician orders directed staff
to inject subcutanenusly 4 units of Humalog
solution in the morning in additicn o a sliding
scale dose up 0 8 unils daily, The physician
orders also directed sfaff to Inject subcutanacusly
10 units of Lantus solution at bedtime.

R9's signed physician orders dated 11/545,
included a diagnosis of type 2 dishates mellitus
with diabetic neuropathy. The physlclan arders
directed staff ko fnject subeutanaously 10 units of
Mowvalog salution every evening with supper and
inject 17 units two fimes daily. The physician
orders alse directed staff to inject subcutaneously
10 units of Lamtus galullon every 12 hours,

RT's signed physician erders dated 11710415,
tneluded a diagnosis of type 2 diabetes mellitus
without complications. The physician orders
directed staff to inject subcutansously 20 units of
Humulin solution daily at bediime and to inject 25
unlts subeulaneausly one tima daily.

When intenviewead on 1103015, at 847 a.m.
registered nurse (RN)-B stated she will pull the
insulin from the medication refrigerator and
contact the phanmacy consuitant for instructions,

When interviewesd an 11718415, at 3:50 a.m. BEH-B
verifled the inaulin pens were destroyed and had
haen recrdered, RM-E stated that a maintenance
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F 431 | Continued From page 84
ticket has been placed for the medication
refrigerator,

When interviewed on 111815, at 10:20 a.m. the
directar of rirgsing (CON) stated that the Insulin
pens were reordered and a new meadication
refrigerator was on crder. Tha DON further stated
the medication refrigeraters in the facility are
getting old.

The lacility policy Slorage of Medications dafed
4/14, directed medications requiring refrigeration
or temperatures between 35 degrees F and 46
degrees F are kept in a refrigerater with a
thermometer ko allow temperature monitaring.,
Cn 111248, at 8115 a.m. Movalag and Lantus
insUlin pens were obsatved af the first floar
nurse's station, near the opan door. The Movolog
insulin pen had approximately 70 units of insulin
in it, and the Lantus insulin pen had
approgimataly 130 unlts of insulln n i Durlng
confinucus abservation from 115 a.m. fhrough
8:45 a.m. the insulin pens remained on the desk,
and staff and residents were passing by the open
deogr, At 8:45 a.m. registered nurze (RNI-DF
picked up both insulin pens, and stated she |eft
them on Lhe desk because she was going o
administer it after bireakfast, RM-0D stated it was
not nomal practice to leave insulin pens
unseclred.

On T1MEME, at 12:09 p.m. the director of nursing
(DO} sfated insulin pens should not be left Iying
cut unsecurad.

F 441 483.65 INFECTION CONTROL, PREVEMT
§2=F | SPREAD, LINENS

The facility must establish and maintain an
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3. The medicalion relrigerators were replace
wilh now refrigerators. ‘Phe Liconse slall’
were reeducated documenting refriperator
temps on a daily basis; the License staff and
ThA A were recducated on the propoer
storage of medicalions which included
insylin pens. Completed [2-18- 2013,

4. An andit will be conducted one (1) times
por week titnes 12 weeks to monitor the
teltiguralor lemperatures for the proper
storage of medications in the relTigerators.
Observation rounds will be conducted one
(17 times per week times 12 weeks to
tantlor proper storaee of medications
including Insylin pens by nurse manggors.
Any nepative cceurrence will be adidressed
Immediately. This docmmentation will he
presenied 10 the monthly (QAF] comnmittee
Lo moniler Lhe proper stocis of
medications, After three months the QAT
conunittes will malie a recomnmendation as
to the need monitor that the temperature
logs are being docwmented daily.

Relgorafor temperalure foos will be
cirllected weekly and pleced in a three Ting
binder. Logs will be lept for one year,

3 The Dircelar of Mursing' desighee will be
Tospunsible with oversiahi by Lhe
Adminizirator,

Completion date of 12-31-2013
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Infection Control Program designed o provide a
safe, sanifary and comfortable environrment and
te help prevent the development and transmisslion
of disease and infection,

(a) Infection Control Program

The facilily must establlsh an Infeclion

Contrel Program under which |t -

(1) Investigates, contrals, and prevents infections
in the facility;

{2} Desides what procedures, such as isolation,
shauld be applied to an indlvldeal resldent; and

{3} Malntalns a record of incidents and corrective
actions related to infections.

(k) Preventing Spread of Infeclion

{1} When the infeclion Control Program
determines that a resident needs isolation to
prevent the spread of Infectlon, the facility
must isolate the residaint.

(£} The facility rmust prohibil empioyees with a
commuriczhle disease or infacted skin lesions
frarm diract contact with residents or thair food,
if direct eontact will lransmit the disease,

{3} The facilily must require staff to wash their
hands after each diract residant contact for
which hand washing is indicated by accepted
prifessional practice.

{c} Linang

Fersannel must handle, stare, process and
transport linens so as to pravent the spread
of infection.

Thiz REQUIREMENMT is not met as avidaenced
By

Based on observation, infenview, and document
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reviewr, the facility failed to implement an Infection
control surveillance plan to ldendify, document
and monitor resident Infections. I addition, the
faclity falled to ensure appropriate hand washing
and glowing practices were provided during cares
for 1 of 1 residents (R49) cbhsarved during cares.
In additicn, the facility failed to implement contact
pracautions for 1 of 1 resldents {R111) diaghosed
with methlclllin resislant staphylococous aureus
(MREA) infaction. The facility also failed to
imptemeant contact precautions for 1 of 1
residents (R85} diagnosed with
clostridium-difficite {C-Diff) Infactian. Thess
practices had the potential ko affect all 159
residents in the facility,

Findings inclade;

In an interview an 11AFME, at 247 p.m., RN-B
stated three resldents currently were currentty on
isafation precautions. RN-B stated sha hasn't
formally audited implamentation of precautions
for thesa restdenis. RN-PB stated she expacts all
staff to see the door =lgn {directing all people to
check with the nurae before eatering) and ask the
nurse what precauticns they need to take before
enkering @ rogm.

In the interview on 1175, at 2247 pom., RMN-B
stated each nursing stalion recorded what
resldents had infectiows symptoms: loose stools,
temperatures, coughing. RM-E alsc looked at
residentprograss notes daily and altendad a daily
rarning repott in order to gather information
related o potentiat infections.

FH-E stated she educated staff bo "foam in and
foam out” of rooms, 1f a resident had C-Diff, then
they are to wash their hands with soap and water

F 441
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and also put on gloves, If she saw & conearn she
would talk to individual sfaff and then et their
manag et know.

RM-B stated =he had done a full infection
prevention and control cfass at the end of
September, teaching & or & classes. IF a staff
parsen coutd not attend, they were to review a
packat of the presentation and sign off. EN-B hds
not reviewsd to daterming if zll staff have
received this educalion.

[n an inlerview on 11717715, al 3:38 p.m_, the
Cocupational Therapist (OT)-D stated the
evaluating therapist would find out during an intial
evaluation meeting with a resident if that residont
was on precautions. OF-D stated that the
infommation will "trickle down” i olther theraplsts.
OT-Ct stated if a resident became infectious while
in the facHity, nursing would inform her in soma
way and she would inform her staff the bost she
car, usually on a ohe-by-one basis,

OT-D stated there weare a lot of new therapy staff,
new to the facility and to the prefession, and there
was a fot of uncartainty around implementation of
infection precautions. OT-D sfated she had
re-educatad her staff lo wash hands, and gown
and glove prior to working with fnfected residents
in their recrn. OT-I slated therapists use
sani-wipes {a disinfectant) to wipe down all
therapy equipment and wheelchair handles when
an infectedresldent Is done with their therapy
BEESION.

I the infenview on 1117015, at 2247 pam., BH-B
advised slaff if they are just going in and out of
the room, they should put on gloves; if they are
coming in contact with any surface in the room,
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they showld also use gloves, RN-B stated
housekesping is not her area, so she dosesn't
train housekeeping staff on infecfion contral . She
stated thaf pufting a mop back on the
housekeeping cart fo use in another room showld
not be done. RN-B stated she has not done any
rasidant or infection-specific training across other
departments.

In an inferview on 1116815, ak 742 a.m.,
Maintenance (W)-4 stated housekesping staff are
te remove a seiled dust mop and get it launderad
after using it in & room with precautlans. b-A
stated staff are not 1o use the dust mop in
additional rooms.

In an irkarview on 11118145, at 5:42 a.m., RN-B
stated she reviewed all resident progress notes
daily wpon her arrival |n the facillty to detenmine if
there were any Infection contrel related issues,
RM-B stated staff were to inform her if anyone is
on antibiotic therapy. RN-B stated she gathered
informatien on rasident's with infections by
reading a dally log where nurses record resident
specifle infarmalion, a nurae manager would tell
har ar she would read it in the progress notes.

R49 did not receive complete hand hygiens
during daily cares.

R49' s admission record indicated diagnoses that
included failure to thrive, depression,
resflessness and agitation and diabetes, F49's
annua Minirmum Data Set (MDS), dated 77801 5.
indicated R49 had severely impaired cognltion,
required exienzive assiztant with bead moblly,
transfers, dressing, sating, telleting and personal
hygiene and was freguently incantinent of bladder
and bowal.

I 441
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During an ohservation of B49% cares on
11M2HM5, at 8:31 a.m., nursing assislants (MNAY-F
and MA-G were ohservad to change gloves
without uslng hand sanitizer or handwashing in
betwean glove changes.

According to MA-G, R48s incontlnent product
was saturated with uring and R449 had also had a
bowel rmovement. MA-F and NA-G took turns
cleaning BM off of R49 with disposabie wet
wipes. After cleaning R4%9's peringal area, NA-G
and NA-F took off their gloves and without
handwashing or hand sanitizer, donned new
gloves. NA-F then took a wet washofolh and
washed under R4%'s hreasts and her armpils.
MA-G fied up the garbage wilh the soilsd
incontinent product and wet wipes and placed it
on the floor. MA-G then brought a sland I into the
room, removed her gloves and used
hand-sanitizer.

In an interview on 111715, 8t 247 p.m.,
registered nurse {RM}-B stated Lhat she hasn'
moritered hand washing formally. She did do a
fewe abdits in July of 2015, but hasnt monifored
hand-washing formally.

The facility's undated nfection Prevention and
Contral Program section on Glove Use (page
43-49) specifiad hand hygiene to be complated
before donring and after removing gloves.

111 had a methiciltin resistant staphylococous
auraus (MESA) infection and ihe [aclilty did not
implement appropriate infection contaol
precautions,
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111 Admissian Recard identified diagnoses that
included methizillin resistant staphylococous
abreus infection, petipheral vascular disease, and
aneurysm of artery of a lower extremiy. R111's
admission minimum data set (MDS), dated
8/31M15, indicated he was cognitively intact and
had surgical wolnds,

An 11416715 pregress acte indicated a blister to
R111's left heel. The note continued that Lha
blister had popped with yellowlshired drainage.
The area was cleanad with wound cleaner and
applied & non-stick pad and wrapped, 111618
physician orders for wound care direcied staff lo
clean the wound, apply telfa and tegaderm
dressing daily.

Review of R111's Interagency Refemal Form
{1AR} dated B/25/15, identified MRSA as a high
priority, and present, on the first page of the form.
tn additicn the |AR indicated R11 was an a new
madication sulfamethoxazole-frimathopm {an
antibintic) for 14 days after discharge.

In an ahservation on 11919M48, at 704 am.,
R111's room had an infection controf station
cutside the room, but no sign on the doar
directing staff or vislors to check with the nurse
before entering. An obsenation on 1117715, at
G4 7 am., revealed there was still no sign an
R111's doar. BN-B had a sign put on B11's doar
oo 191715 at 10,88 a.m.

Ot 1171548, |t 7:04 a.m., nursing assistant
{MA}-H and NA-N enlered B111s room with
gloves on, but na gowns. Upon exiting the roam
at 7:80 a.m., NA-N was cheerved to use purple
{MRESA-killing) wipes to wipe down the surfaces
of the Hayer Tift.
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In an interview on 11717015, at 2:47 p.m., RH-B
stated COC guidelines were Used o determine
which isolation precaulions are put in place. She
did not know if all three af R111's wounds had
been cultured and if not, the reasoning behind
why they weren't. RM-B stated, "I'd have to
check” Mo further clarfieation was provided.
RM-B alzo staled any nurse can implement
precautions, they don't have to wait for orders

In an interview on 111815, at 8:42 am., EN-B
stated R 111 had retumed from he hospitat on
8f25M5. RMN.B sfated a= soon as she found out
R111's leg wound had Infectlon she placed the
resident on contact precautions. RM-B eonfirmed
111 was not on contact precautions from
225485, his return from the hospital, until RMN-B
Implemenlad precautions on 94/15. RN-B stated
thal the 9M1/15 documentation was for staff to use
precaufions only during wound cares.

R85 had a Clostridivm difficile {C. difftzile)
infection, and the facility did not implerment
appropriate infection control precautions.
Findings inchude:

The Center for Disease Control (COC) guidelines
far health care facilities directed the following
when caring for residents with a <. Difficile
infection; zolate patiants with ©, difficile
imtmediately. Wear gloves and gowns when
treating patients with . difflelle, even during short
visits, Hand sanifizer does not Kill C. difflelle, and
althcugh hand washing works better, it still may
nat be sufficiant alons, thus the importance of
gloves, Clean recm surfaces thoroughly cna
daily basls while {reating a patient with C. difficile
and upan pafient discharge o fransfer.
Supplement cleaning as nesdead with use of
Bleach ar ancther EPA-approved, spoere-killing
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disinfectant.

R&&" Admissinn Record identified diagnoses that
Ineluded enferacolitis dus to Glostridiurm difficile
{a spore-forming bacteria that can cause swelling
and trdtation of the large intesting, or colon. This
inflarmation, known az colitls, can cause
diarrhes, fever, and abdominal cramps).

REE's admission Minimum Data Set (MEHS)
indicated REE was cognitively intact, required
extensive assistance of wo staff for toilleting, and
was frequently incontinent of bowel. Laboratory
resulis on H24M 5, and 1001315, both identified
the presence of C. difficile in R83's stool,

On 114815, at 3:42 p.m. registerad nurse (RN}-G
wis interviewed, and stated R22 was an isolation
precautions dua to a ©, difficile infection. RN-C
stated siaff were not required to gown and glove
prior o enteting REA"S room, unless they were
coming Inta direct contact with REE's stool. BN-C
vetified H83 had loose siooks that day.

an 111015, at 7:34 a.m. nursing assistant
(ML3-L was cheerved entering RA8's roam. There
was g yeliow slgn on RBE's door; it directed "stop
contact precautions, wash hands, gown, glove,
Visitors see nurse before entering™. Qutside the
door was an iselaion cart with gowns, gloves,
masks and sanitizing wipes, NA-L had a
coffespot in her hands, knacked on the doar and
erdared RE8's raam. MA-L did not wash her
hands, or put on a gown or gloves. MA-L put the
caffespot oh a bedside table next to R8E,
Housekeeper (H)-A then entared RE8's room, and
did not wash her hands, or gown ar glove. H-A
had a dry mop, and procesded to diy mop the
flogr, NA-L proceedad to make RE8's bed. H-A
left the room without washing her hands, and
ptaced the dry mop onto the housekeaping cart.
MA-L teft the room withowt washing her hands,
and had = coffeepot in ker hands when she left
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the room. MA-L was interviewed and s{ated she
did net gown or glove when she wenl Into R85=
room, because she just brought Rim fresh coffes,
and made his bed, MA-L stated she had not
washed her hands when lsaving the room, she
Was on het way to do that now, H-A was
interviewed and stated she did nat gown or glove
when going inte R88's room, but she did use an
alcohol hased sanitizer when shea |efl the raom. At
7567 a.m., H-A was ohserved with the dry mop still
oh her housekesping cart. H-4 stated she was
supposed [o take the soiled dry mop off har her
cart, and replace i with a clean one, but sha had
nof done this vel.

On 1114085, at 1205 a.m. trained medication
alde {TMAY-E was interviewed, and statad R848
did nat have a dedicated stethoscope,
thermameter or blond pressure cuff, Thia-A
stated if these were used on RER, staff should
clean them off with 2 disinfectant.

an 11H0ME, at 10,08 a.m, RH-B was
intensiewed, and -stated =he was the nurse
responsible for the facilify's infectlan contral
pregram. RM-B stated there was an isolation car
qutside of R&&"s door, and she would expect stalf
to wash thelr hands with scap and water, not just
usging an alcehsl based hand sanitizer when
entering and leaving Lhe room. RM-B stated sha
wotld expect nursing and housekesping staff
entering RB8's room to have a "minimum™ of
gleves on, and she has asked them to gown and
glove prior to entering the room, hut "they don't."
RM-E confirmed she had not doneg audils o
determine wheather ar Aot staff were wearing
gowns and gloves, or perfarming praper hand
hygiene when entering R8s room. RM-B further
stated the facility did not provide R88 with
dedivated equipment at this time, it 1= something
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Continued From page 54

they should be daoing, and the facility will starf {o
de it soon. RN-B stated if staff were using Lhe
Bfpod pressure cuff, stethoscope and
thermameter on REE, they should be cleaning the
equipment with a sanitizing wipe, but she hasn't
aducated them on it yet.

In an gbservation on 11110M5, at 10:29 a.m.,
cerifled neeupational therapist assistant (COTA)
was nbsenved entering R88's room with a
clipboard. Thae COTA did not gown or glove upon
room antry, hut did apply hand sanitizer. The
GOTA did not tauch anything, but did uze Lhe door
handle to cloge the doar upon exil. The COTA
did nat wash ar sanitize her hands after axiting
the room. The COTA stafed that she would take
the clipboards o use in ather rooms.

On 1112M85, at 7:14 a.m. RN-B was interviewed,
and stated the sanitizing wipas on the isolation
cart oufside of R88's room did not kill spores.

The facility pelicy and procedure on Clostridium
Difficite undated, directed staff io wash hands
with saap and water, alechal gels or handiubs are
not effective In removing or killing the spores .
When possible, non-critical care equipment
should be dedicated to the patient with C. difficie.
Based on interview and document review, the
facility failed to ansure Tubercutosis (TE)
screaning, including a twe-step tuberculin skin
test (TST} (8 skin test to assist in identifying if an
individual had been exposed 1o TB or was
infected with TE}, and & TB baseline symptem
soreening was completed upon employment and
prior o providing caras for 3 of 10 direct care
staff, Thig had the potential ta affect all 159
residents residing in the facility.

Findings include;

F 441
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Continued From page 85

The CBC Guidelines for Preventing the
Transmission of Mycobacteriom Tuberculosis in
Health-Care Selting, 2005 (MMWR) diractad all
health care workers must receive a baseline TB
sereening upon hire, The screening must include
an azseszment of the employaes risk factors for
TE, and any current TE symptoms, & iwo-step
TET (tubercuin skin test) or a single interferen
gamma release assay (IGRAL or a chest x-ray
results must be maintained in the employee
record.

A revlew of employee {uberculosis (TBY screening
and employee list indicated the following:

* MWA-N was hired 31413, The first-slep
tuberculln skin test TST was adminizlered that
day. The second TST was nat adminlstersd untll
30013, The second-step TST was
administerad late,

* MA-Q was hired 10/27/14. The first-step TST
was administered on 6£3/15 and the second TST
was administered 6015, The bazeling
symptom seraenlng was completed on 6515,
The screening was not prior to the starf date.

* WA-E was hired 13/15M5. The first-step TET
was adminlstered on 101515 NASG did not
receive a second-step TST. The baseline aymptorm
soresning was completed on 101515,

* MA-M was hired on 10/26/15. The first-step
TST was administered on 10/26/15. The second-
stepp TST had not been administered, The
baseline symptom scregning was completed on
126/ 5.

* NA-P was hired on &M17711. The first-step T3T
wag administerad on 51711 The sacond-step TST
had not been administered at thal time.

Another cne-step TST was adminisiered on

F 441
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6M17HE The baseline symptom screening was
corngleted on 51711,

* MA-Q was bired o 12/268M2. The first-step
TET was adminiskered on 102414, The
second-step was administered on 1217414,
The baseline symptom screening was undated.
Tha T8 screening was not completed at the
time of hire,

* MA-R was hired an 10014413, The first-step
TST was administerad on 10811713, There was
no documentation of the second-step. NA-R
received anather ong-step TST on GMM5. The
second-step TST was read & days after
atminislration, the TST is to be read 48-72 hours
after administration. The baseline symptem
screening was completed on 104141135 and
G115,

* MA-T was hired on 104261 5. NA-T had
received a TST on 82115, priar o employment
at facility. The first-step TST was administered
an 1042641 5. The baseline syrmptem screaning
was completed on 102615,

* MA-1) date of hire was listad as 772318 There
were no TST's ar baseling symptom screening
daone for this date. There wene 2 previous one-
sfep TST results; one dated 11410, and the
other dated 12/2/14. A baseline sympiom
scresning was completed with each TST.
A was hired 120307, A one-step TET was
administered 10/24/1 4. Another ohe-atep TST
was adminiatersd GHGM9. A bassling symptom
screaning was complgtad with each TST.

Curing &n interview 11/183/15, at 830 a.m.,
registared nursa {RN)-B stated the ermployee rmust
have a negative TST before they san wark with
residents, and the sacond-step should be given
within 21 days after the first, BM-B vearified some
of the new employess must have their

1, Mo rusidents wore affected by the
alleped deficient practice.

2. All residents have the potential i
be affected by the alleged deficient
praclice.

3. Staff will be in- seryieed on the Facility's
Ynfection control Policies and Procedures,
which includes the implementation of
isofulion precantions and ensnring complete
hand washing, The Slafl Developraont
Anfection Contro] Courdinalor will
implement infection control precautions per
CDC gnidelines in a timely manner. And
upoh uedtaisgion or readinission. or with any
cinTent resident i precuulions are warrantied.

A, Observation rounds will be conducted Lwa
{2} times per week times 12 weeks to
monilr the facildy®s infection program to
include 1solation precautions and eomplets
Liand washing, Any negative voeorrence wilk
be addressed imumediately.

STATEMENT QF DEFIGIEMNGIES (%11 FROWDERISLUPPLIERKLIA, [l MULTIFLE CORETRUSTION 1#3) DATE SURYEY
ANU BLAN OF CORRECTION ICEMTIFIGATION MUMBER: CCMPLETED
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The resubts of the abservation rounds will
F 441 | Continued From page 97 F 441 | be presented to the monthly QAP
TET= repoated because they were late having gommitles 10 review and makw
thelr second-slep TST administered, RN-B recommendations. Atter three months the
stated the employes is given a form that directs QAT comnmittee will make a
Lhem :;"_Iher“ f:‘lEiﬂ' HE'?;';D '3‘:';”‘3 b:‘:k E'}_Ihﬂ‘r to reconunendation as to the need o continue
ave he firsi-slep read, or have the 1o monitor ehe facility wids infection
second-step TST adiministered. RN-B stated she ¥
\ conlro] propram,
followed up with human rescurces.
o . J. The Dhrector of Mursing/designee will bo |
The undated facility palicy and procedure for rezponaible with oversight by Lthe
Tuberculosls Contral Plan directed all qualified Adininisirator
appicants far emplaymenl would be screened ) ’
using a two-step TST or 8 bleod test for Completion date of 12-31-2015
tuberculosiz,
F 465 | 483.700h) F 463
$%=E | SAFEFUNCTIONAL/SANITARY/COMFORTABL

E ENVIRON

The facllily must provide a safe, functional,
sanilary, and comfartable envirchment far
residenlts, staff and the public,

This REEQUIREMENT iz nol met as evidenced

by

Based on observation, internview and documenl
review, the facility failed to ensure resident rooms
wara wall rmaintzined for 8 of 15 resident rocme
{romms 127, 143, 151, 152, 160, 210, 212, 257 In
addiilon, the facility fziled {0 ensure a wheselchair
was properly maintained for 1 of 1 residents
(R125 reviewsd for environmental concerns,

Flndings lnchide:

On 11MFH5, at 2:59 p.m. 3 tour of the facilily was
compleled with the dirgetor of malntenance
(Onik-8 and the environmental director (EDp-A
During the tour, the following reem maintenance

1. Resident eounm™s §
121,143,151,159,160,210,2£2,257 and the
whueelchair n voom 129 were repaired,
painted and or fixed to reflect a ot
homelike environment.

2. All tesident roums haye the potential for
nil having 3 honelike environment,
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and wheelchair concerns wara identified and
confirmed by both OM-B and ED-A,

Raam (REM} 121 had twe 2 inch (i) gouges wikh
sharp edges in the vinyl doorknob guard behind
the main daoor,

RM 1435 bathroom had multiple scratches on the
rim af the toilet. The caulking af the base of the
tellet was cracked, peeled and difty, There were
four dime sized chips in the fited wall in the
bathroom, The huilt in closet had § in. feng gazh
exposing the paricleboard on the baftom right
COrner.

RM 1518 caulking at the base of the toilst was
cracked, pealed and dirly. The hathroom alse had
g strong urine zmell.

R 180 caulking at the base of the toilet was
cracked, pealed and dirly,

Ent 150's bathroom sink has three cracks in the
parcelain.

RM 210" bathroam floor had yellow staining
arcling the base of the toilet, O was observed in
the corners behind the toilet and below the sink.
Thers ware also dark splatters on the wall and
flaor mear the loilst.

R 212'e private room lacked a privacy curtain.

B 257s tiled bathroocm floer had an area
approximately 3 in, x 3 in. that was fillad with
cement.

3. The facility utilizes the Threet Supply

1o alerl the Maintenanes department of

attention., An audic of ten {0 vesidon
tooms will be conducted each week for |2

teflect a more humelike environment. Awy
item or ttems needing repair, puinting or
fixing will be addressed immediately, This

the monthly QAP commilled moothly for
three {3} and quarterly theveafter for one
year to agsure 4 svster of maindaining the
rusidend rooms in a homelike environment.

“lels" system, which allows all departments

Texident rooms, resident environment and or
the resident’s cguipment that need repair or

wecks o assure the rootns ave maintained to

sysiem will be ongoing throughout the vear,
The resialts ol the andig will be presented to
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Continued Froin page 99
R128's wheelchair's right-sided arm support was
worn through the fop fayer exposing the cushion,

After the lour on 11/17HE, at 3:33 pm. DM-B
stated he has not been currently parfarming
routineg maintznance rounds in the resldent rooms
since the ED-A started working in the facilily.
ED-A staled that he rounds every room in the
tacilily monthly, however his checklist did not
include maintenance speclfic tasks to look for and
document far follow up. OM-B stated the facility
doas not ave any room maintenance pollcles
aside frum housekeeping,

The farillty polley "Resident Restroom Cleaning"
directed housekespers to sweep, dust and mop
the entire fleer, moving any items that may be in
the balhroom. The facility did not provide a polley
on maintainence of resident's rooms, resident's
etivironment or residenl's equipment.

453, 75{ep2)-(3) NURSE AIDE WORK > 4 MG -
TRAIMINGZOMPETENGY

A facility must not use any Individua] warking in
the facility as a nurae aide for more than 4
menths, on a full-time basis, unless thal individual
[= competent to provide nursing and nursing
refated services; and that individual has
campleted a training and competency evaluation
program, or a competency evaluatlon program
approved by the Stake as meeting the
requirements of §§483.151-453.154 of [his parl;
ar that individual has been deemed ar deterrmined
competent as provided in §483 1580{=) and (b},

A facility must not use on a temporary, per digm,
leased, or any basis other than a perrmanest
employae any Individual who does not mest the

F 485

F 484

5. The Dircetor of Maintenance/desipnes
with oversight by the Administrator will be
responsible.

Completion date af 12-3 12015,

1. Mo residents were affected by the alleperd
deficient practice.

2. All of the nawsing assislanl cvaluations
have been completed, Completion date of
12-30-2015
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requirements in paragraphs (e}{23(i) and (I} of
this section.

Mursg gides do nat include those individuals who
furnish services to residents only as paid feading
assistants as defined in §488.301 of this chapier.

Thizs RECQUIREMENT Is nat met as evidenced
by

Baszed on interview and document review the
facility failed to ensure performance reviews
were completed for all nursing assistants in the
past 12 months. This had the potential to affect
all 158 residents reslding in the facility.

Flndings nchede:

A& review of 15 employee files Indicated the
following emplovees did not have
performance reviews completed in the past 12
ranths: Mursing assistant (MA)-0, NA-C, NA-
M, MA-Z, NA-R, NA-C, NAY, and MAW.

During 2n interview on 1171815, at 8:04 a.m.
the human resources director {HRD)-| stated no
Ma performance reviews were completed in the
past year. Tha HRD-| stated the last reviews
ware done in 2013, by the pravious company.

During an intarview on 111815, at 12:06 p.m.
the HRD- verified no performance revisws were
dane In 2014, and that the gvaluation dates found
in the employee fles ware most likely accurate.
MRD stated the expectation 18 that the
performance reviews are done yearly.

) I SUMMARY STATEMENT OF NEFIGIENCIES o FROVICER'S PLAN OF CORREGTION s
FREFLY {EAGH DEFIGIENCY MUST BE PRECEDED BY FLLL PREFIX {EACH CORRECTIVE ACTICGN SHOULD BE LML 113,
TAG REGULATORY GF LSS LDENTIFYING INFORMATIZN) TAG CRGSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY}
F 484 |Continued From page 100 F 404

3. The Administrator reviewed the federal
roguirements and the Standards of the Stale
of hdinmesola with the Director of Nursing
and the Divector of Human Resources
regarding the requirement ol hursing
assisluils having an annual evaluation, Al
the hegimming of each month, TR will send
ot an evahealion form and a list of the
CNA anniversary dates [ur that month, It
wiil be the expectations that the Unil
Managers complete the evaluation by the
end of that month.

4, An andit will be completed monthly for
thees {37 mnonths, then quarterly For one
vual 1o asswre evaluaticns ave comploted por
the Sate of Minnesota standard, Theses
audits witl e presceled 1o the monthly
QAPT committse to munitor ihe system of
annual evaluations are being completed.
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A farillty must not use any individual who has
worked less than 4 months as a nurse aida in that
facility unless the individual ls a full-time
employaa in a State-approved training and
compotency evaiuation program; has
demonstrated competence through satisfactory
parlelpallon In a Siate-approved nurse aide
fraining and competency evalualion program or
competency evaluation progeam; or has been
deemed or determined competent as pravided In
§§483.150(a) and (h),

This RECHIREMENT is nat met a= evidenced
by

Based on intervisw and document review, Lhe
facility failed {0 ensure new employees receive
appropriate erlentalion and training prior ta
providing direct care to resldents, This has the
potential to affect all 159 residents residing in the
faclity.

Findings include:

A review of employee tralning Indicated nursing
assistant (MNAFM, MA-AL, and NA-G had not
received new emplayee crientafion. The
employes list indicated MNA-W was hired on
10/26/M5, and the schedule indicated she had
been providing direct cares. NA-A8 was hired on
a5, and the sehedule Indleated he has been
providing direct cares, MNA-GS was hired on

STATEMENT OF DEFICIENCIES {¢1) PROVIDERISUPPLIERIGLIA (%2 MULTIPLE CONETRUCTION (%3 DATE SURVEY
AHD FLAN OF CORREGTION ICENTIFICATION NUMaEs: COMPLETED
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[y 1T SUNMARY STATEMENT OF DEFIGIEMGIES 1y FROWIDER'S FLAN OF CORRECTICH g
PREFIX (EACH GEFIEIEMS Y MUST BE FPRECEDED BY FUELE FREFRX {EACH CORRECTIVE AGTION 5 IOULD BE COMPLETIIN
TA REGULATGERY OR LSC IDEMTIFYING IMFORMATICH) AL GROSS-REFEREHCED TO THE AFFROPRLATE DATE
DEFICIENGY)
3. The Mrector of Mursing /desience and
F 494 | Continued Fram page 1017 F 484 | the Dircolor of Human Besovurces! desigues
witl be responsible with oversight by the
A policy and procedure for performance reviews Adrinistentor,
was not provided.
F 495 [ 483.75(eH4) NURSE AIDE WORK < 4 MO - F 4g5] Completion date of 12-3]-2015.
85=F | TRAIMNING/COMPETENCY

1. Mo residents were aifected by the alleped
delivient practice,

2. Mo residents were affected by the allewed
delicient practice,
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CEPARTMENT OF HEALTH AND HUMAN SERVICES FORM AFPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES CMB NG, 0838-0381
STATEMENT GF DEFICIFNGLES $91) PROVIDERSSUFPHERICLIA £%2) MULTIPLE COMSTRUGTICH {X3} DATE SURVEY
AND PLANK OF CORRECTION IDERTEFLOATION MUMEER: A BRI DIRES COMFLETRD
245227 B. WING 117182015
MAME OF PRIVIDER DR SUSFLIER, ETREET ADORESS, CITY, STATE, ZIP CAOLE
E RESIDEMCE & REHAB CTR 1601 STLOUS AVENUE
RAYSHORE RES DULLTH, MM &EBDZ
i) o SUMSARY STATEMENT 0F DEFICIENCIES Io PROVIDER'S PLAN 0F CORRECTION s
PREFIX {EACH UEFICIENSY MUST BE FRECEDED BY FLLL FREFIX {EACH CORRECTIVE ACTICH EHOULD BE COMELETION
TAG REGLLATORY OR LT IDENTIFY ING INFORMATION TAG CROSS-REFEREMCER 70 THE ARPROFRIATE DRTE
DEFICIERNE™Y }
3. Employees have received the appropriate
F 495 | Continued From page 102 F 4951 orentation and training prior to providing
10418715, and the schedule indicated she had direct care to residents.. All new staff have
been providing direct cares. NA-T was hired on received the appropriate orientation prior Lo
10/28/15, and the schedule indicated he had be assigned to care for statf, Completed 12-
been providing direct cares. 30-2015
During an interview on 1101815, at :30 a.m, 4, An audit of persennal files will be
registered nursa (RN}-B verified NA-M, conducted one (1) time per weck times 12
NA-AANA-G, and NA-T had not attended new weeks, then monthly for one year to monitor,
employes oentation and were scheduled to Lhal all new staff have had the appropriate
attend 12/9/15, RN-B stated new employees . . . .y .
. . . ) orientation prior w prividing direct care.
receive some information in their packet from
human resourcas (HR) when they start, _RN-EI These audits will be presented to the
':gs ;’ﬁ EEI!.U re 1'_';”‘:‘ ";':C';m ztmntth:yr "etc";'ﬁ from inonthly QAPI committes to veview und
PR VBINEE Sne Nad not ecucated e ausure u sysiem of asswing new employees
abave MAS regarding abuse pravention, . . . \
. . . are the appnopriste oricntalion prior to
damentia, or resident rights, - .
providing divect carc,
During an interviesw an 111815, at 12:08 p.m. the 5. The Director of Staff Development
HR director (HRE)- stated new employees . . . . .
i : ) . Jdesignee witl be responsible with oversight
recefved Information regarding payroll, job From the Adrministal
description, code of conduct, and resident rights, em e AMmULISTEST.
privacy, and related employment information. Conmletion dute of 12-31-2015.
HRD-| verified Nés do nat receive Information P
regarding abuse preventlon or detnentia. HRD
stated the nurse educator does orientation
monlhly, but they are hiting MNAE faskar than
educationfarientation is held.
Tha New Employes Orientation Tralning indicated
Abusze and Negledt, Infection prevention and
eontrol, and dementia were to be included in tha
arientation.
A facility pelicy and procadure for new employees
arlentatlen was not provided.
F 498 | 483 75(el5)-(7) NURSE AIDE REGISTRY F 456
S5=F | VERIFICATICHN, RETRAIMING ) )
L. Mo residents wore allected by he alteged
Apfiriant nractics
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BEPARTKMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

FRIMTED: 12M/2015

FORM APPROYED

OB MO, 0538-0391

ETATEMENT OF BEFICIENCZIES

(£1) PROVIDERSSUPPLIERACLIA

£ MULTIPLE CONSTRUGTION

%) DATE SURVEY

Before allowing an individual o serve as a nurse
aide, a facility must receive raglsiry verifloation
that the individeal has met competency avaluatian
requirements unless the individual is a full-time
employes in a training and competency
evalualleh program approved by the Slate; ar the
individual can prove that he ar she has recently
successiully completed & tralnlng and
compatency evaluation program or cormpetency
evaluation program approved by the State and
haz not yet been includsd in the registry.
Facllities must follow up to ansure that such an
individutal actually becomes registerad.

Before allowing an individual fo sense a2 a nuree
aide, a facility must sesk information from every
Stale reglstry established undar sactions 1818{a}
(2)(A} or 1910{e}{2)A} of the Act the facility
balievas will include information an the sdividual.

H, since an individual's most recent completion of
a training and competency evaluation program,
there haz baen a confinuous period of 24
consecilive monthe durlng none of which the
individual provided nussing or nursing-relaied
sarvices for monetary compensation, the
individual must complete a new fraining and
competency evaluation program or & new
competency evaluation program.

This REQUIREMENT is not mel as evidencad
by:

Baszed an [nterview and document review, the
facillty failed to ensure the facility verified current
cerfificationfregistration of & mursing asststant
wheo provided direct care fo residents. This had
tha potenlial to affact all 158 residents residing in

the facilify.

AMNCPLAM OF CORRECSTION IDEMTIFICATION NUMBER: & BUILDING COMPLETED
245227 B. Wik 11/18/201E
HAME JF FROVIDER OR SUFPLIES STRLERT ADDRESS, CITY, STATE, ZIP CODE
1601 ST EOUIS AVYENLUE
BAYSHORE RESIDENCE & REHAE CTR
DULUTH, MN 55802
[#e) [ SUMMARY STATEMEMT OF DEFICIEWCIES 1N PROWIDER'S FLAM OF DORRECTION 150
FREFIX {EAGH DRFIGIENGY MUST BE PREGEDELD: B FLLL EREFIX (EACGH COREECTIVE ACTICN EHCULD BE COMFLETICH
Tz AEGHLATORY OR LSC ICEMTIFYING dWFORMATICMN) TAG CROSE-REFEREMCED T4 THE AFFEQFRIATE TATE
GEFICIEMNEY )
F 456 | Contineed From page 103 F 4596

FoRM CME-256Y(02-33) Frevlous Yarzlons Dhaalede

Event 107 GYOH1:

Fxszllley I1Ey: 00358

if coalEnuzban shasl Paga 104 of 116

e o T e e n e e e n e e n

e

g
i
i
H
b



DEFARTMEMT OF HEALTH AND HUMAMN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

FRINTED: 12022015
FORMAPPROVED
OMEB NG, D538.0381

STATEMEMT &F DEFIGIENTIES (%17 FROWIDERSLPELIERCLIA 81 MULTIPLE CONZTRLICTIMN ) DATE GUEYEY
AR PLAN OF CRRRECTION IGEMTIFICATION MUMBER.: A, BUILTIG _ COMPLETED
245227 £ WENG 1144812015

MAWE OF PRCYIDER CR SUPRLIER

BAYSHORE RESIDEMCE & REHABR CTR

STREET ADDRESS, CITY. STATE. ZIP GODE
1861 ST LOULS AVEMLIE
DULUTH, MN 55802

A 1D SUNMARY STATEMENT IF GEFICIENCIES L] PROWIDER'S FLAH OF CORRESTION 5}
PREFLY {EACH DEFICIENTY MUST BE PRECEDED BY FULL FREFIX (EACH CORRECTIVE AGTIGH SHELLD BE COMPI ETIN
TAG REGULATORY OF, LSS IBENTIFYING NFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE L=
DEFICIENGY)
F 496 | Continued From page 104 F 498

Findings inchide:

The facillty provided a list of all nursing assistants
warking in the facility and who ware on the state
reqistry. Mursing assistant {NA}-M was not
included on the list provided by the faclity that
was cheacked with the registny,

A review of lhe schedules, indicated NA-M began
waorking with residents on 11/28M5, and worked
with anather MA until 10431715, NA-M was on the
scheduls independently ane to two ghifts 14 of 18
days befween 10/31/15, and 11/18M185.

Curirg an interview on 1141815, at 7.41 am. the
director of nursing (DOM) stated she was nat sure
how often the MA reglstry is checked,

Dwering &n interview on 1141845, at 12:16 p.m. the
human resource director (HRD}-| verified MNA-M
was not on the nursing assistant registry and her
cartification had lapsed. HRD-] stated MA-W had
been warking as a nursing assistand in the facility,
HRD-| verified & registry check was not done priar
tn employment for MA-M.

During an intetview on 1171843, at 1:368 pom. the
LOM varified she was unaware that NA-W's
registrafion/ceriificatlon was not current until that
marning. DOM-F verified MA-KM had been
working as a nursing aasistant in the facility and
had not been under direct supervision 0% of
the time,

During an interview an 111815, at 1:48 p.m.
Ma-I verified she had been working a8 a nursing
asglstant at the faciity and had provided cares to
residents while waorking independently and

2. All residents have the potential ¢ he
aflected by the practice.

3, WA=M s correntl with ber certification.
All nursing assistant cerlilications have
bean verified as cusment.

4. An audit will be conducted each memth
for threo (3} months and then quarterly for
one vear to moniter that all nuesing assistant
certifications are current, The results ol the
audits will be presented to the monthly
QAP commites to assure that no nersing
assistant is allowed to provide dircet care to
a resident withowt a cument cerlificalion.

FORM CMS-2567(02-00) Frovious Yersions Cifdolek:

Event I0: EroH1:
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DEFARTMENT OF HEALTH AMD HUMAN SERVICES
CEMNTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 1203/2015
FORM AFPPROVED
OB NG, GE35-0391

STATEMENT OF DEF|CIENGIES (%3} PROVIDERFSUPPLIERCLIA
AN PLAN OF CORRECTION IDEMTIFICATION NUMAES:
245227

{22 MULTIFLE COMSERUCSERDMN (%3 DATE SURVEY
A ULAEMG COMFLETEDR
VNG 11/18/2015

MaME DF FROVIOER QR SUJFPFLIER

BAYEHORE RESIDENCE & REHAE CTR

STREET ADDRESS, CITY, STATE, ZIF GOOR
1604 ST LOUIS AVENUE
DULUTH, MK 55802

The facility must ensure that nurse aides are ahle
tn demansirate competency in skills and
technigues necessary to care for residentz’
needs, a5 identified through resident
assezsments, and described in the plan of care,

This REQUIREMENT iz not met as evidenced
by

Based on interview and decument review, the
facility failed to ensure staff received mandatory
annual education and the appropriaie hours of
educaticn to mainiain the nureing assistant
cerlifications. This had the patential o affect al|
169 residents residing in the facility.

Findlngs Inelude:

Bruring & review of employee tralning hours for 17
nursing assistants (MNA), 7 of the amployees had
been hired in the past year and had received or
were schaduled {0 receive new employes
grientation. The remaining NAs had been
employed at the facilily for greater than 12
months, and had recsived the: followlng hours af
training since 1718

* NAYY had received 4.5 hours, including abuse
prevention/reparting and general training, Mo
dementia, infection prevention or control, residant
fights, privacy fraining, o ather mandatory

40 SUMMARY STATEMENT OF DEFICIENCIES o PROWIDER'S FLAN OF CORRECTION !
FREFFL [EACH DEFIGIENCY MLJST BE FRECEDED BY FULL PREFIX {EACH CRRRECTIVE AGTION BHOULT R SOMPLETION
TAG REGULATORY OR L3C IDENTIFYING INETHMATION) TAG CROSE-REFEREMCED TS THE ARPROPRIATE EATE
DEFIZIENGT)
5. 'Fhe Lireclor of Human
F 488 | Continued From page 105 F 488 ] resourcesidesignee will be responsible with
unsupervised. oversight from the Administrator,
The facility was unable to provide a policy and Completion dale of 12-31-201 5.
procedure for ensuring staff certiffcation and
licenslng prior o emplayment,
F 498 | 433.75()) NURSE AIDE DEMOMSTRATE F 498
58=F | COMPETENCY/CARE MEEDS

1. Mo realdents wors alTected by the abloped
delicient praclice.

FORM Chd3-3587 (00550 Previous Werslons Dbaalee
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DEPARTMENT OF HEALTH AMND HIMAAN SERVIGES FORM APFROVED
CEMTERS FOR MEEMCARE & MEDICAID SERVICES OB NO, B835-03591
STATEMEMT OF GEFICIENCIES [¥11 PROVIC-ERMSSLPPLIERCLIA [¥2} MLILTIPLE CAMSTRUSTION [#.5 DATE BLIRVEY
AME PLAL OF CORRECTION INEXTIFICATICON HLIMBER: A BLILDIHG COELETED
245227 B, WG 114182015
MahiE OF FROVIDESR O SUPPLIER F1EEET ALDRKESS, CITY. STATE, ZIP CODE

16947 5T LGNS AVERUE

BAYSHURE RESIDENCE & REHAE CTR BULUTH, MN 55802

a0 SUMMARY STATEMENT OF DEFISIENCIES o PROVIDER'S FLAKN OF CORREGTION )
FREFI¥ {EAGH DEFICIENTY #UST BR FREGEDED BY Fulll FREFIX {EACH CORRECTIVE ASTION SHOULD BC COMFLET N
T REGULATORY R LSC IDENTIFYING IMFORMATION TAG CROSE-REF ERENCED TO THE AREROPRIATE M
DEFICIENESY)
F 438 | Contineed From page 106 F 488

training was received.

* NA-Y had received 7.5 hours, including abuse
preventionfreporting and general training. Mo
dementia, infection prevention or contral,
resident rights, or privacy tralning, or other
mandatary tralning was received.

* MA-Z had received 1.0 hours, did not
include mandatory training, such as abusea
preventionfreporting, demeantia, infection
prevention or cantrol, resident rights, privacy
training, o ather mandatary baining.

* M&-0 had received 3.5 haurs, including abuse
preventionireparting, infection prevention. Mo
dementla, resident fghts. o privacy lraining, or
alher mandatory fraining was receivar,

*MA&-R had recelved 1.8 hours, including abuse
preventlan and reparting. Mo dementia, infection
prevenlion or contral, resident rights, privacy
training, or other mandatory training was
recaived,

*MA-Ct had received 5.0 hours, did nol
include mandatary teaining such as abuse
prevention/reporting, demantia, infection
prevention or contrad, resident rights, privacy
training, or other mandatory tralnlng.

*MA-P had received 8.5 haurs, Ineluding
abuse preventiondreporting. Mo dementia,
infection pravention or control, resident rights,
privacy fraining. or other mandatory training
was received.

* MWA-C had received 5.5 hours, Ineluding
ahuse preventionfreparting. Mo dementia,
Infectlon prevention or cantrol, resident rights,
privacy fraining, or other mandatory training
was received,

* WA-N had received 3.0 hours, did nat
include mandatary training such as, abuse
preventionfreporting, dermeantia, Infection
prevention or control, residant rights, privacy

FORS) SME-2567(02-09) Previous Versions Obsolels Evenl |0 GYOH 1 Faclllby IT: 0083% If continuatlon sheel Pege 107 of 118
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FORM APPROVED
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ETATEMENT GF DEFICIENCIES (%1) PROVIDERSSUSALIERSCLIA
AND PLAMN OF CORRECTICHN IDENTIFICATION NUMBER;
2465227

{%2) MULTIFLE CONSTRUCTICH (3] DATE SURVEY
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BAYEHORE RESIDENCE & REHAR CTR

STREET AUDRESS, TiTy, STATE, Z|P CODE
180 ST LOUES AVERLUE
PULLTH, MM SE302

training, or ather mandatory Lralning.

* MA-E had recetved 5.5 hours, Including abuse
prevention/reperting and infection prevention and
contral. Mo dementia, resident rights, privacy
training, or othar mandatery training was
recaived.

During an interview on 1H18/15, at 741 a.m. the
dizector of nursing {DON} stated a new electronic
training will be starfing soon. The DO stated it
iz hard to axpoct the staff to attend training when
they are at work, so with the eloctronic training,
Lhey wifl ke able to do |t 2t home and will get paid
far that,

Ehrring an interview on 1141815, at 8:30 a.m.
registered nurse (RM}-B verified the staff listed
above had not recejved 12 haurs of mandakary
training since &t least 17115 RN-B was unaware
of the previous training received. RMN-E siated
the MNAs ware to receive 12 hours of training
yvearly, BN-B was not sure of the mandatony
content of the training, but had a list that sha was
unable to locate. RW-B stated the NAs have
bean offered over 22 hours of education Lhis year,
and had been offered several opportunities
throughout the year to ebtain their 12 hours,
RM-E stated she provided the nurse managers
with the status of each employes and thelr
fraining. RM-B verlfled Ihat she had rot follvwed
up an the staties for gach employees. RMN-B staled
viulnerable adult training was offered in March,
and the staff compleled an educational packet
with this information. [f the employes missed the
training, they had ko do the make-Up packet, if
the employes had done the packet, It would have
been included in Lhe hours reported. RM-E staled
they are planning to dea electronic training and
that will be aszlgred o each staff,

{44 60 SUMMERY STATEMENT OF DEFIGIENCIES' Io PROVIDER'S FLAN OF CORRECTION )
FHEFLE (EACI DFFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTVE ACTION SHOLED BF GOMPLETHN
TG REGULATORY OR LEC IDENTIFYING INFrSRMATICHN) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENGY)
F 493 | Continued From page 107 F 408

2. All residents hiave the potential to be
affected by the alleged deliclent praclice. ll

3. Nursing assislanls have received theiv 12
houn mandatory framning.

4. An audit o will be completed sach month
for three (3) momthys Lhen guarierly for one
FUUT Ly 48KUTe 4Ny TUTsing assistant
reyuiring their 12 hour of mandatory
education [n a twelve month period of 1ime
will have cotnpleted their mandalory
trainingfedueation,

FORM CME5-2Ea7(08-52) Previoss Werslone Dheolels
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DEPARTMENT OF HEALTH ANE HUMKAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

FRINTED: 120872815
FORM ARPPROVED
OME NO. 0838-0381

STATEMENT GF DEFHIENCIES (%t} FROWIDERISUPELIERICLIA (%23 MULTIFLE GOMNSTRUGTION 143) DATE SURVEY
AMD PLAN OF CORRECTION IDEMTIFIGATION NUMBER: SOMPLETED
A, BLILDIMG
245997 B. WING 1111812015
MAME OF PROVIDER OF SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
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(M4 I ELMMARY ETATEMENT OF DEFICIENCIES I PROVIDERS FLAN OF CORRECTION £
PREFIX {EACH DEFICIENDY MUST BE PRECEDED BY FULL FREFIX {EAGH CORRECTIVE ACTHOH SHCULD BE COMPLETION
e REGLLATRRY OR LS [DEATIFYING EFORKMATION) TAG CROSS-REFERENGER T THE AFFROPRIATE T
DEF|CIEMNTY
5. The Direclor of Staff
F 488 | Continued From page 108 F 458 | Mevelopment/designes will be responsible
with oversight by the Administrator.
& facility polley for staff education was requesled
but not provided. {Completion date of 12-3[-2015,
F 3001483 75{hy QUTSIDE PROFESSIONAL F 500
§3=C | RESCURCES-ARRANGEAGRMMNT

If the facility does not employ a qualified
professional person to furnish a specific service
te be providad by the fagility, the faclity must
have that zervice furnished to residends by 8
parsan af agency oulside he facility under an
arrangement described in section 1551 {w) of tha
Act or an agreement described in paragraph {h}
{2 of this sectlon.

Arrangements as described in section 183 Tw) of
the Act or agreements pertaining ko services
fumished by outside resources must spacify in
writing that the facility assumes respensibiliey for
ahtaining servicas that meet professional
standards and principles that apply io
professionals providing services in such a facility;
and the timeliness of the services,

This REQUIREMENT ls nat met as evidenced
by

Based on interview and document review, the
facility failed to ensure the contract with physical
therapy, ccoupational therapy, and speech
therapy was currant. This had the poterdial to
affect all 168 residents residing in the facility.

Findings includs;
The Therapy Senvices Agreement for physical

therapy, ccoupational therapy, and speech
therapy services dated 7#1/13, was between the

L. No residents were affected by the alleged
deficient practice.

2. All residents may have the potential to be
affected by the praclice,

3. Anapdated contracl lur Thorapy was
obtained by 12-1-20153

4. All contracts wilk be reviewed quarterly
dl the (PAP] comnittee to monitor that
pomtracks remain imely and opdated. On

soing,
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PREFIX,
TAG

EuhibbaRY STATEMENT OF DEFICIEMCIES
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DEFECIERG™Y)

F &Gl

F 502
55=C

Continued From page 108
previovs owner of the facilily and the therapy
provider.

Dwrring an intetview on 111815, at 12:81 pom.
the administrator veriffed the contract would haye
to he updated. The administrator stated he would
expect contracts would have bean updated with
the change in cwnership, The administrator
slgted Ihere had been no break |0 service for the
residants residing in the facility.

A paliey for contract renewals was not provided .
483.7501(1} ADMINISTRATION

The facilily must provide ar obtain laboratary
senvices o mest the needs of its resfdents. The
facility is responsible for the quality and timeliness
of the senvices.

This REQUIREMENT is not met as evidenced
by:

Based on Intervlew and document review the
facility Tailed to ensure the contract for laboratary
Bervices was current, This had the potential {o
affect alf 159 residents residing in the facility.

Findings inchude:

The facility did not have a signed contract for
laboratory services. The laboratory provider did
submit a letter of agreement dated 12/23M13, for
sanvices o be provided for the facilily. The letier
of agreement was sighed by the laboratory
provider onty, and not by the facility.

Curing an interview on 1141815, at 12:51 p.m.
the administrator verlfied the conlract would have

3. The Administrator/designes will be
F&00} respunsible,

Coropleted 12-31-2015.

F &02

1 Mo residents were affected by the alleged
deficient practice

2. All rezidents may have the potenlial Lo be
affecled by the allssed dolicienl practics,

3. The Tabovatury contracts have been made
currend.

FORM GAE-256T[02-99) Previous Yersicns Qlhioleis
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DEPARTMENT OF HEALTH AMD HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/%/2015
FORM APPROVED
OMEB WO 0833-0301

The: facllity must pravide or obiain radiclogy and
other diagnestic sernvices to meet the needs of its
residents. The facility is responsible for the
guality and timeliness of the services.

This REQUIREMERMT iz not mef as evidenced
by

Based on interview and documeant review, the
facility failed to ensure the contract for radiclogy
services were current. This had the potential to
affect all 152 residents residing tn the facility.

Findings inchede:

Tha kmaging and Radiaglogy Service Agresment
dated 12f2/00, was bebveen a previous owner of
the facility and the radialogy providar.

During an intenview on 11,1815, at 12:51 pam.
the administratar vetified the contract would have
to be updated. The administrator statad he wauld
expect confracts would have been updated with
the: change In swnership. The administrator
algted there had been na break in service for tha
residants residing in the facility.

STATEMENT OF DEFICIENGIES {%1) PROVIDERELIPALIERICLIA (%2) MULTIPLE CONETRUCTION (%% OATS SLRVEY
AND PLAN F CORRECTION IDEMTIFICATION MUMBER: COMPLETED
A BLILDING
245337 B, WIHG 1M B2 E
MABE OF PROVIDER GR SLPALER STREET ADCRESE, CITY, STATE, ZIF CODE
CE & REHAB CTR 1601 5T LOLIS AVENUE
BAYSHORE RESIDENCE & REHA, DUELTH, MN 55802
I SUMMARY STATEWENT OF DEFICIENGIES I PROVIDER'S FLAN OF GORREGTION )
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL FREFI¥ [EACH CORRECTIVE ACTION SHOULD BE CILIMELE 100
TAG RESULATORY OR LSC IDENTFYING NFIRMATIGH) TG CROSE-REFERENCED TC THE APRROPAIATE DATE
DEFFGIENGY)
4, The Tghuratory conteact will be reviewed
F 502 | Continued From page 110 F5U2| guarterly in the QAPT commillew 1o monitor
to he updated. The administrater stated he would the date of the contract, On poing,
sxpact contracts would have been updated with
the change in pwnership. The adminlstrator 5. The Administraler designee will be
shated there had been no break in service for the responsible,
residents residing in the facitity. .
Cormpletion date of 12-31-20 5.
A policy for contract renewals was requested and
hort prcided.
F 508 | 453.75{kH 1) PROVIDEOBTAIN F 508
§5=C | RADIOLOGY/PHAGHNOETIC SVCE

1, Mo residents were affected by the alleged
deficient practice.

2, All residends have the potential to be
affected by the alleged delicient practice.

3. The Radiology contract has made current,

4. 'I'he radiolozy contract will be reviewed
guarierly at the QAP commitiee o moniter
the date of the conlracl, On going,

3. The Adminismator/designes will be
responsible.

Completion dale ol 12-31-2015,
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DEPARTMENT OF HEALTH AMD HUKMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES CHME MO D83 8-03581
STATEMENT OF DEFICIENTIES (Xt} FROVIDERISUPPLIERIGLIA {43) MULTIFLE GOMSTRUCTION §%3) DATE EURVEY
AMD PLAN OF CORRECTION ICENTIFICATION HUKMEER: COMPLETED
A BUILDING
245227 BWING i 11182015
MAME OF FROMIDER: OF SUFPLIER STREET ADCRESS, CITY, STATE, ZF CODE
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Xy lo SUMMARY STATEMENT OF DEFIGIENGIES I PROVIDEA'S FLAN OF CORRECTION EE
PREFIY {EACH DEFICIENCY MUST BE PREGEDED BY FLILL FREFIX (EACH CORRECTIVE AGTIGN SHOULD BE COMFL ETH
TAL REGULATORY OR LEC IGENTIFYIMG INFORMATICHN) TAG CROSS-REFERENLED TO THE ARPROPRIATE aAlE
DEFICIENCY}
F &08 | Condinued Fram page 111 F 503
A polley for contract renswals was not provided | |
F 514 |4B83.75(1) RES F 514 ,
S5=F | RECORDS-COMPLETE/ACCURATE/ACCESSIE L. No residents werc affected by the alleged
LE defivien] practies.
The facility must maintain clinical racerds on each 2. All resm_em’:s h:averthe potential fo be
resldent in accordance with accepted professional affected by the practice.
standards and praclices that are complete; 3. The phurmacy consullant reports will
accuralely documented; readlly aceesslble; and be individualized and filed i the
systematically organized. niw be Ineviduaiized and Hied
residents chari.
The chmF al ragurd '.mJSt GDI‘It?:II‘I sufftcient 4. An andit will be compleled cach month
Infarmatfon to identify the residant; a record of the for threo (3) munths to monitor the
residenl’s assessments; the plan of care and h b L2 nalHEs B Tonitor dhe
services provided; the resufls of any FArEey ‘:an“lmm reports .
preadmission screening conducted by the Slate: frecommendations have been filed in the
and progress notes. resident’s chart. 'L'hese andirs will be
presstiied o the monthly QAP commillee
ot three months, After three months the
This REQUIREMENMT is net met as evidenced QAPT committes will make a
by: recommendation as to the need to continne
Ellasad on interview and record review, the facility to mouitor that the Consuitant pharmacy
failed to ansure aocurat:la medical recards wers reports arc being filed in the residents’
campleted for § of & residents (R15, R38, RE1, chari
R76, R109) reviewed for manthly phamaclst ’
raviaws. 5. The Trvecter of Mursing/desipnee will be
. . responsible with cversight from the
Findings include; Administrator.
R15's quartery Minimum Data Set (MDS) dated Completion date of 12-3 12015, Il
811115, incfuded diaganses of digbstes mellitus
and demenlia, The MDS indicaled R15 had been
taking insulin, diurefics, antipsychotic and
antiznxiety medications,
R1t3's had an admission date of 10/M5/15, the
pharmacy consultant verlfleatian of medlestion
review for Gotober 2015, was not filed in B15's
FORM CM5-2bar ek Previcors Warsiona Obeolets Euent IG: G¥OI 151 Facllity 10: DOSEB If conbnualan shoc Page 182 of 16
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AMD PLAN OF CORRECTION IDEMTIFICATION NUMEBER:
246227

FORM APPRCWVED
CME NG 0936-0331
{#2) MLILTTELE COMSTRUCTION (%3} DATE SURVEY
4 BLILOING COMPLETED
B. WING 114872015

MAME OF PROVIDOER R SUPFPLIER

BAYSHORE RESIDENCE & REHAE CTR

ETREET ADDRESS, CITY, STATE, £IF GODE
1601 5T LOUIS AVENLE
DLEUTH, MM 55802

(¥d) I EUMMARY ETATEMENT OF DEFIGIEMCHES
FREFIX [EAGH DEFIGIENG Y MUST BE PRECEDED BY FLLL
TAG REQLLATORY OR LGS IDENTIFYING INFOGEMATION)

I PRCWIDER'S PLAN OF CORRECTIIN
FREFEL [EACH CORRELTIVE ACTION SHOLLD BE
TAS CROSES-REFERENCED TO THE A2PRUARIATE
DEFIGENGY]

AR
COMPLETEIH
plind

F 514 |Continuad From pags 112
chart.

R36%s admission MOS datad 1062615, Included
diagnoses of diabetes meliitus and demeantia.
The MDS indicated R385 had been taking insulin
and antipsychatic medications.

R348 had an admisslon date of £/1/13, the
pharmacy consultant verification of medleatinn
rewiew for January, February, March, April,
May, June, July, August, September and
Qctober 2015, ware not Alzd in B38's chart.

RE1's adrission MDS dated 10/28/15, Included
diagnoses of depression, The MDS indicated RGt
had been taklng an antldepressant medication,

E51 had an admission date of 411713, the
phamacy consultant verification of medication
review for January, February, March, April,
May, Jurs, July, Suguest, Septermnber and
Oetober 2015, were not filed in R38's charnt,

R7&'s quarierly MDS dated 81315, included
diagnoses of dementia. anxiaty diserder,
depression and post traumalic stress
disorder, The MDS indicated R7E had been
taking antipsychotic medications.

R7& had an admlssion date of 1041508, the
pharmacy consultant verification of medication
review for January, February, March, April,
May, June, July, August, September and
Cotober 2015, were not filed in R38's chart.

R103's quarterly MDS dated 914015, included
diggnoses of anwiety dizarder, depression,
darnentiz and a psycheotic diserder. The MDS
indicated R109 had taken aniipsychotic,

F&14
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) I SUMMARY ETATEMENT OF DEFICIENCIES Ly FRCWIDER'S PLAN OF CORRMESTION 145
FREFIX [EACH DEFIGIENCY MUST 8E PREGEDED BY FULL FREFIX [EAGH CORREGTIVE ACTION EHOULD BE COMPLETIGH
TAS REGULATCRY OF LSG IDENTIFYING IMFORMATION) TG CROES-REFERENCED 10 THE AFFRUFPRINTE PaTs
DEFICFERCY)

1. Mt residents were aftected by the alleged
F 514 | Conlinued From page 113 F 514 | deficient practice.

antlankiety and arfidepressant medications.
Y d 2, All residents hawve the potential (o be

EAM had an admission date of 11411714, the alTected by the practice.
pharmacy consultant verification of medicalion
review for January, Fabruary, March, April, May,
June, July, August, Sepiember and October
2015, wera not filed in R328's chart.

3. The pharmacy consultant roporls will
new e incividualized and [ted in the
residenty chart,

During interview on 11018015, at 944 a.m. Iha
assistant director of nursing (ADON) stated Lhe
pharmacy consultant had started a new process

4, An audit will be completed cach month |
for three {3) months to manilor Lhe l
pharmacy consultant reports

with the Detober 2045, pharmacy constltant's frecommuendations have been filed in the
medication review verifizatlan forms, The farms resident’s chart, These audits will be

ware now individualized by resident and they _ presented o the monthby AP] commiilee
warg kept in the ADOMN's office i & file, it Im an for three motiths,

Individual resident's madical racord. The ADOM

further stated that the pharmacy consultant's 3. The Dircelnr o Nurging/designee will be
medicafion review verlfieation farms wera respentsihle with oversight from the

previously sent via e-maill and were act filed in the Advanistrater.

residant's madical record, The ADOMN verlfied she Il
had to contact the consultant pharmacist to Completion date of 12-31-2013,

provide documentatfon of the medication ,
review's prior to Ocofober of 2015, ;

A policy on medical records was reguested and
not recelved.
F 518 | 4B3.75(n} TRANSFER AGREEMENT WITH F 5149

35=C | HOSPITAL

In accardance with section 1861() of the Act, the ||
facillty {ather than a nursing facility which is

tecated in & Slate on an Indlan rezervation) must 1. Nov residents wore affected by the alleged
have in effect a written fransfer agreement with . '
) o rachce,
ene or mara hospilals approved for participation :
under the Madicare and Medicaid programs that 2. All residents have the polential to be
reazcnably assures that residents will be affected by the practice

transferred from the facilily to the hespital, and
ansurad of imely admission to the hospital when

I
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[¥2) MULTIFLE CONSTRUCTICN
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BAYSHORE RESIDENCE & REHAB CTR

STREET ADDRESS. CITY, STATE, ZIF CODE
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Ay 10
PREFI

TAG

SUMMARY ETATEMENT OF DEFICIENCIES
(EACH DEFIGIENGY $LST BE PRECERED B FULL

REGLULATORY OR L5 IDENTIFFING IMFORMATICN

il
FRZFIX
TAG

PROWVIDER'S PLAN OF GORRECTIGH
(EACH CORRECTIVE ACTION SHOULD BE

CROS5-REFEREMCED T2 THE ARPROFRIATE
DEFIGIENZY]

AME]
COMPLETEON
DATE

F 513

Confinued Fram page 114

fransfer is medically appropriate, as determined
by the attending physician; and medical and other
information needed for care and treatrnent of
residants, and, when the transferring facility
deerns it approprlate, for determining whather
sueh residents can be adequately cared for in @
less expensive setling than sither the facilily or
the hospital, will he exchanged hetween the
Insthulions.

The facility is considered {0 have a fransfar
agreement in effect if the facility has attempted in
good fatth to enter indo an agreement with =
hospital sufficiently close fo the facillty to make
transfer feasible.

This REQUIREMENT is not met as evidenced
by

Bazed on interview, and document review, the
facility failed to ensure a transfer agreement with
at least ane haspital was current. This had the
potenfial {o affect all 15% residents residing in the
facility,

Findings include:

The Transfer Agreement between the facility and
a hoapital dated 5/24/15, was balween & previous
owner of the facillty and hospifal provider,

During an inderview an 1171845, at 12:51 p.m. the
adminlstrator varifled the contract would have to
be updated. The administrator stated he would
expect contracts would have been updated with
the change in ownership. The administrator
stated thera had baan no break In setvice for the
resldents residing in the facilfy.

F &1d
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEHCARE & MEDICAID SERVICES OME MO, 0838-0301
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[y 10 ELIMMARY STATEMEMT QF DEFIGEENCIES iD FPROWEDER'S FI AM OF CORRECTIOH [XE)
FREFIX [EAZH DEFICIENCY MUST BE PRECGERED AT FULL PREFIX (EACH CORRECTIVE ACTION S1QLILD SE LEWIP FTION
TAZ REGULATORY OR ESC IDENTIFYING INFCRIMATICH) TaG CRGEE-REFERSMNCED TO THE APPROPRLLTE L | E

OEFIGICNGY)

F 818 | Continued From page 115
A policy for contract or agreement renewsals was
not provided,

F319| updated. ‘Ihese will he reviewed quarterly

3. The hospital transfer agrecment has been

to foeniloer compliance, On going,

4, The Administrator fdesiznec will be !
responsible. l

Completion date of 12-31-2015.
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&, BUILDING
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FREFI¥

TAG

SUMMARY ETATEMEMNT OF DEFICIEMCIES
[EAGH DEFICIEMNTY MUST BE PRECGECED 8% FLILL
REGULATIRY OR LEC IDENTIFYING INFERMATIGN)

18] PROVIDER'S PLAN OF CORRECTICN
PREFI [EACH CORRECTIVE AGTION SHOULD BE
TG CROES-REFEREMCED TO THE ARFROPRIATE
DEFEGIEMCH)

[#£5])
CoMtbLE 10Tk
DHTE

F o0G

F 151
SE=E

IMITIAL COMMENTS

The facility pfan of correction (POC) will serve as
you allegation of compliance upen the
department's acceptance. Your signature at the
boltom of the first page of the CMS-2587 form will
be usad as verification of compliance.

Upon receipt of an acceptable POC, an onsite
revizit of your facility may he conducted to
valldate that subslantial compliance with the
refulations has been atalned in accordance with
your verificafior.

An investigaticn of cormplaint #H522 7054 was
campleted. The complaint was unsubstanliated.

An extended survey wae conducied on

| 11#12-18:15.

At the ime of survey on 1811272015, an extended
survay was Initiated dus to an lmmediate
Jeopardy at F323. The Immedlate Jecpardy wasz

rernoved on 114182075,

The survey resulted in an lImmediate Jeopardy
{Idy at F323 related to the facility's failed response
i comprehensively assess and effectively
implement intervenficns in arder to minimize the
risk of falis with serious injury or death for RE1
who had frequent falls,

The immedlate jgopardy was remaoved on
11HMBAE, at 10:30 a.m. after it was verlfied that
the facility effectively implemented a removal

plan.

453.10{c)(7) SURETY BOND - SECURITY OF
PERSONAL FUNDS

F 000

1. ™o residents were
alfected iy the allegsd
F 161 deficient practice,

LABO RF.TCIR‘!’ OIRGCTOR'S QR E?W‘IDF RSP PLIGE REPRREENTATIVE'S SN

A

N IRAL T A

WTURE TITLE
Polan i sdppton. 123120

(45 DT

Pty deﬁclennyr “statemant an:dlng wilre 2n saterak {*) denctes a deficiercy which ke Insliiullon may be excused rom correctleg praviding I is datarmioed fhat
oiher safecuards provide sufficient protectlon Lo the patlents | {See instructlcns.) Exsem for nuizing Romas, the finding: staled abova are diecioasble 89 days
fallowelng tha dale of survey whather ar nel a plan of sorrackan |15 provided. For nursing hemes, the above findings and plens of eormection are disclosable 14
days Folfowing tha date thees decuments era made aveilakla to iha fasility. If deficendies are cited, an apprved plan nl’ carectlon s requisie b conllnued

pregram paicipatlon,
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CENTERS FOR MEDICARE & MEDICAID SERVICES - Ok WO, 0938-0321
STATEMENT OF DEFIIENCIES | (X1} PROVIDERSUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION 1%3) DATE SURVEY
AND PLAN OF CORRECTICN IDEMTIFIGATICN MUMBER: £ BULDING DEC 28 205 CEXPLETED
MN Bep! of Haallh )
SARRET BWING . DOuiilin 182015
. NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GFFY, STATE, 7P GODE

1601 5T LOWE AVENUIE
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(¥4 ED SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAMN OF GORRECTION [5h
FREFIX. (EACH DEFICIEMGY #£UST BE PREGEDED BY FUILL PREFIX (EACH CORRECTIVE ACTION SHIUO BE COMPLETION
TAG REGULATORY DR L34 IDENTIFYING INFORMATICON) - TAQ CGROS5-REFEREMCED TO THE APFROFRIATE MATE
DREFIGIENGY)
F oog

F OO0 [ INITIAL COMMENTS

The facility pl:an'-uf comrechon (POC) will serve as

you allegation of compliance upon the

departiment’s aceeptance, Your slignature at the ’T'hc Plan of Correction

bottom of the ﬁf'st page aof lhe GMS—EEE? form will . constitutes Bayshore

ke usod as varification of compliance. R asidence and Rehabilitation
Upon roceipt of an acceptable POC, an onshe é{jmlﬂr 8 WTLFtEﬂ.CﬂmP]IHHGE
revisit of your facllity may be conducled to for the dcficicneies cited.
validate that substantiat compllance with the - ' However, the submission of
regulaficns has baen attained in accordance with thig Plan of correction is not
your vorification. an admission that a deficlency

An investigation of complalnt #H5227054 was exits or that one was cited

compleled. The complalint was unsubstanfiated. correetly. This Flan of
Cortection is submiited o

An exfended survey was conducted an meel requiraments established

1421815,

by the state and federal law.

At the fima of survey on T1M22015, an extended
survzy was |nitiated due to an [mmedlate
Jeopardy at F323. The Immediate Jeopardy was
removed on 11182015,

The survay resultsd inan Immoediate Jeopardy
(131 at F323 rolated to the faciliby's failed response
to comprehensively assess and effeclvely
Implement intervenllans in order to minlmize the
risk of Ealls with sarious injury or death for RET
who had frequent falls,

Thie immedlate jeopartdy was removed on
1118015, at 10:30 a.m. after It was varifisd that
the facillty effectivaly Implemented a ramoval

plan. _
1. Mo residents were
affecred by the alleped
F 161 | 453.10{c)(7) SURETY BOND « BECURITY OF F 161 deficient practice.
55=E | PERSONAL FUNDS
LABORATORY DEHE%R‘E DR PROVIGERSUPPLU ER REFRESENTATIVE'S SIGNATURE TITLE pyoae
/Yo ISAR B Admipiek codoc [2-/) 2003

Any defleleney slatement endlng with an aslersk (*) denctea a defislency wihich the Insklulon may be sxsused from comectng providing L I delesmined that

cihor safoquards previds sulficlent prelacten b the patlenls . (Fee insiructions., ) Exeapt dar nursing homas, the findings skaled abava aio diselosabls 50 days

fcllzwirg 1ha date of eurvey whelhar of not a plan of corsaclion i previded, For norzing homes, the abave findings and plana of comeclicn ara disclosable 14

doyps fellowlrg the dale these documeanis are made avallebla to the facilily. Il d2flclencles are cied, A apprved plan of cemeedlon f2 requlsiie to comlnused

program pariclpalsn, )
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DEPARTMENT OF HEALTH ANMDF HUMAN SERVICES
CEMTERS FOR MEDICARE & MEDICAID SERVICES

PEINTED: 12082015
FORM APPROVED
IMB NO. 0838-0351

¢ STATEMENT DF DEFICIENGIES {1} PROVIDERISUPELIERICLIA (2] MULTIPLE CONSTRUCTION 3 DATE SLRVEY
} AMD PLAN DF CORRECTICHN IDENTFICATION MUMBER: 4 COMPLETED
H - AUILDING
i
245227 B. WING 1141 8/2015
MARE OF PROYIDER O SUFPLIER STREET ADDRESS, GITY, STATE. ZIP CODE
BAYSHORE RESIDENGE & REHAB CTR 1601 ST LOVIS AVERYE
DULUTH, MN 55802
P10 BUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION x5
FREFIX {E20H DEFIZIENGY MUST BE PRECEDED BY FULL PREFIY (EAGH CRRRELTIVE ACVION SHOUAD BE COMPLETION
TAG REGLLATORY OR LEE IDENTIFYING INFORMATIOHN) TG CROEE-REFERENGED T THE APPROFREATE aaTe
DEFICIENGY)
3. Besidents may have the polential o be
F 161 | Contlnued From page 1 F 161

The facillty must purchase a surety hond, of
ptherwizz provide assurance satisfactory ko e
Sectatary, to assure the sacurity of afl personal
funds of residents deposlted with the facility.

This REQUIREMENT is not met as avidenced
by

Based on obeervation, interviswy, and dociimant
review, the facility faited to enzure the surety
bond was sufficlent to eover the total armount in
tha resident fund sccounts. This had the potential
to impact 83 previous and curvent residents who
had money in the account. -

Findings include;

A review of the facility's surety bond (insurance
that protects the resident personal funds in trust
fund sccount held by the facility), revealed the
amaunl of the surety bond was less than the kotal
of tha resident funds held by the facility.

The suroty bond dated 10/24/13, Indicatad the
res|dent personasi funds were protected up o a
total of $39 000,

The facility trust fund balanca report datad
1171115, indicated 139 resldents who now reside
in the facllity ar who previously resided in the
facillty had an apen trust fund accoeunt for a total
of $58,829.27. B3 of 158 current resldents had
manay in the trust fund, The surely bond was not
sufficient o securs the total resident manies held
by the facllity.

Buring =n interview on 111745, at 313 p.m. the
admirdstrator verified the suroty hond was tiot

affected by the alleged defictent practice.

3. The faciliey purchpsed a new Surcty
Bond Movember 17, 2015, which covers
the amount in the resident trast fund,

4, The Facility will monitor the resident
trust find cvery mopth for three {3)
months o monitar the Jurety Bond covers
the resident trust fund balance, If thers
would be a nggative ccourreace, the
tacility will tale immediate action to cover
the trmst fund balanee.

5, The results of the qudits will be reported
1o the manthly GAPL committes for thres
months.

G, The Administrator/designes will be
reaponsible,

0

o—
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DEPARTIMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDNCAID SERVICES

FRINTED: 12032015
FORM AFPROVED
OB NO. 0838-0381

The facility must purchase a surafy bond, or
clherwise provide assurance satisfactory to the
Secretary, to assure the securty of all personat
funds of residents deposhted with the facifity,

This REQUIREMENT f& not met as evidencad

by

Bazed on chservation, intenview, and document
ravlew, the facilily failed to ensura the surely
bond was sufficient o cover the total amount in
the resident fund aceeunts. This had the potenfial
to impact B3 previous and eurrent residents whao
had maoney in the accaunt.

Findings inolude:

A review of the facility's surety bond {inzurancs
that pratecls the reaident personal finds In trust
fund account held by tha facility), revealed the
amaunt of the surety bond was less than the total
of the resident funds held by the facllity.

The surely bond dated 10/24713, Indieated the
rasident persenal funds were protected up to a
total of $3G 000,

The facility trust fund balance report dated
1111158, indicated 139 residents who now reside
in the facility or who previously resided in the
facility had an open torst fund account for a tetal
of $58,820.2Y, 53 of 152 current residents had
maoney In fhe trust fund, The surety bond was not
sufficient to secure the total resident menies hald
by the facility.

Curing an intarview on 11417415, at 3:15 p.m. the
administralor verified the surefy bond was not

TFaeility getietates a roporl cach week

Bood covers Lhe resident trust fund

immediately to take immediatc action
purchasze additionat coverage.

months, After three menths the QAP

fund. Completed 12-31-201 5.

4. Thes Business (Hiee Muenager with

responsible.

affected by the alleped deficient practico.

3. 'Fhe Facility purchascd 8 new Sovety
Bund MWovernber [7, 2015, which covers
the amount it the resident trust fund, The

reparding the resident trust fnd balance.
The Business Office manager will monitor
the resident trust fimd balance each week
for three (3} months to monitor the Surety

balanee. T there is any negative balance,
the BOM wilt notify the Administrator

The results of the audits will be reparted to
the monthly QATT commmittes for three

cornrmittes will make a recommendation as

to the necd [y conlinoe 1o monitor that the
Sursiy Bond is covering the resident trust

oversighl by the Administrator will be

STATEMERT OF DEFICIERGCIES {%1) PROVIDER/SUPPLIERAGLIA {%2) MULTIPLE CONETRLCTION (LY DATE SURVEY
AMD Pl AN OF CORRECTION IOENTIFICATION MUMBER: A BUILDING COMPLETED
245227 B. WiNG 117182015
MAME OF PROAIDER OF SLIFPLIER STREET ADDRESS, CITY, GSTATE, £IP CODE
188 ST LUUIS AVENUE
BAYSHORE RESIDENCE & REHAR CTR
OULUTH, MM 55802
ixdy 1o SUMMARY STATEMENE OF DEFICIENCIES o FROVIDER'S FLAN GF CORRECTION e
FREFIX (EAZH DEFIGIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD: BE CHLIRPTFTICN
TAS REGULATORY OR LS5 IDENTIFYING INFORMATION} iz CROSE-REFERENCED: TO THE APPROPRIATE gnik
DEFICIENCTY
2. Resident have {1 tet'ltb.’;i
. Residents may bave the potential to be
F 161§ Conllnued From pags 1 F 161 . P

1o
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DEFARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTELD: 1202015
FLRM APPROVED
OME NG, 0038.0301

ETATEMEMT OF DEFIGIENCIES (X1) PROYIDER!SSUPPLIERIGLIA
AMNC PLAMN OF CORRECTION IEEMTIFICATION MUMIES!
24ERET

£42 MULTIFLE CRHN3TRUCTION #3) DATE SURVEY
e BLELLSINE COMPLETED
B, WING 141 &/2018

HAME OF PROVIDER, OF, 33PPLIER

BAYSHORE RESIDENGE & REHAB CTR

ETREET ADGRESE. CI1'Y, STATE, ZIP CODE
1831 ST LU AVENLIE
BULUTH, MN 55802

The resident has the right to personal privacy and
confidentiality of hls or her personal and clinical
recaords.

Perschnal privacy includes accommedatlons,
madical treatment, written and telephonsa
communications, persanal care, visiis, and
meetingz of famlly and resident groups, but this
does not require the facility to provide a private
room for @ach residant,

Except as provided in paragraph (£){3} of this
section, the resldent may approve or refuse the
release of persanal and clinical records o any
individual outside the facilty.

The resident's right to refuse releass of personal
and clinical records does not apply wheh the
resldeant I8 transferred to anather health care
institution; or record release is required by law.

The facility must keep confidential afl information
contained in the resident's records, regardiess of
the form gr storage methods, excapt when
relezse is reguired by transfer ko ancther
healthears institution; law, third pany payment
contract; or the resident,

el SUMMARY STATEMENT OF DEFICIENCIES e PROVIGER'S PLARK (OF CORRECEIOHN )
PREFi (EARH HEFIMENGY MUST BE FREGEDED By FULL PREFIX (EACH CORRECTVE ACTION SHOULS BE COMFLETGH
TAG REGULATORY OR L35G IDEMTIFYIRG INFORMATICHN) TAG CROSS-REFERENCED 10 THE ARFROFPRIATE D'k
DEFICERGY)
F 181 | Cantinued From page 2 F 181
sufficient o cover the resident fund balance .
The faciity policy and procedure for Resident
Trust Acccunt daled 772015, indicated a suraky
bond would be maintained on the resident trust
fund account and would be renawesd annually
F 164 | 483.10(e), 483.75(}(4) PERSOMNAL F 164
85=0 | PRIVACY/COMNFIDENTIALITY OF RECOREGE

1, Rusident #46 wasz not affected by il
the alleged delicient practice as
documented by Socizl Services,

2. All residents have the powenlial [or
being affected by the alleged
delicient peactics.

FORM SM3-2B5T[02-99) Frevious Versians Cluglete
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DEFPARTMENT OF HEALTH AMD HUMAN SERVICES
CENTERS FOR MEDICARE & MEEHCAID SERVICES

PRINTED: 1209/2015
FORM APPROVED
OB NG, 0238-0381

STATEMENT GF DEFICIENCIES i%1) PROVIDER/EUS FLIERYGLIA £33 MULTIFLE COMSTRUSTION (3 DATE SURNEY
AN PEAN OF GORRECTION IGENTIFICATION MUMEER: COMSLETED
4, BUILDFNG
246227 B.MING 1171842015
NAME OF PROVIDER OR SUPPLIER S'IREET AODRESS, CITY, STATE, ZIF GOOE
180 T LOUIE AVENUE
BAYSHORE RESIDENCE & REHAE CTH DULUTH, M 65802
ELIE SUMMARY STATEMENT OF DEFICEENCIES I FROVIDER'S PLAN OF GORRECTION )
PREFLY (EACH DEFICIENGY MUST GE PRECEDED BY FULL FREFIX {EAGH CORREGTIVE AGTION SHOULD EE CLIMFLETIN
TAG REGULATORY DR LEC IDEMTIFYTNG INFORMATICRMN) TG CROSE-REFERENCED TC THE AFFROPHIATE DaTE
CEEICIENGY
£ 164 | Confinued Fram page 3 F 164
This REQUIREMEMT is not met as evidenced ll
by:
Based on chservation, interview and documenl 3. Staff will be educated on the resident™s
review, the facility faifed ko maintain resident ! right to privacy during cares, Complated
privacy durlng a pain assessmentmedication 1218214 5,
pass for 1 of 1 resldenls (R46) reviswed for
privacy, 4, Ohservation rounds will be condueled
twa [2) times por woek Grmes B2 weeks o
Findlngs Include: tesitor Lhe facility’s system of respecting n
. ] o ) resident’s vight to privacy, Any negative
Enlﬁ % Admilssion Record [danhﬁed diagnoses that ocouTence will e addressed with the stalb |
maeluded chronic kdney disease stage 4, type 2 member immediately. The observation
diabetes, and chronie paln due to frauma, The cound docwmenlalion will be ted to
quarterly Minimum Dala Set (MDS) dated 9415, WIT D preseiie
indicated R48 was cognitively intact and received the manthly QATT committee ,fm revliew.
scheduled pain medications. The physician's After thres months, the connittes will
orders dated 11/13/15, directed <46 to receive recommend as to the necd to continue to
axycodene every four hours, as needed, for paln. monitor that the lacility demanstrates goad
_ practice on a residenls right to privacy is
On 11215, at 8:65 a.m., trained medication respeeked gt all times.
aide {ThMa43-B was observed at the madication
cart In the hallway, While standing at the cart, ||
TMA-B caled loudly, "Whal's your pain?" to R44,
wha was in his reom with the TV on. This coufd
be heard by any resident, staff or visifor whe was
in the halbway, When asked if this method of .
asking about R48's pain maintained privacy,
TMA-E replied, "l guess nof", and cantinued to
axplain £46 is hard of hearing so she had to yell.
In an interview on 11/13715, at 252 a.m., ll
registered nurse {RH)-A stated the facility
expeclad llcensed staff to ask about pain level in
privacy. RM-A conlinued she would expect the
nurss would ge inks 8 resident’s room and have
that cenversation with the resident. RN-A alzo
stated if the resident were hard of hearing, that is
&ven marg regasan for the nurse to be at the
resident's side.
FORM CRAS-2E2 TE-dd Prewiows Vareionz Oteolats Byl 107 GYR2H Farilily 10: {00
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DEPARTMENT OF HEALTH AND HUMAN SERYICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTEED: 12/08/2815
FORM APPROWED
OB MO. 0838-0381

A resident has the right to prompt efforts by the
facility to resolve grievances the resident may
have, including these with respect to the behavior
of other residents,

This REQUIREMENT is not met as evidenced
by

Based on interview and document review, the
facllity falled to ensure prempt resolution of
grisvances, and feedback to residents, for 1 of 1
residents (R42}, reviewed for grievances.

R42's Admission record Indleated diagnoeses fhat
included quadriplegis, type 2 diabetes,
depression, and anxiety. R42's quarterly
Minimum Data Set (MDS) dated 97280 5,
indicated intact cognition. The MDS also
indicated R42 required extensive ssslstance for
transfers, bed maobility, dressing, eating, toileting
and personal hyglens. R42'a care plan dated
1044013, Indicaled R42 was at risk far
in|uryiahuse due to maobility deficits, with the goal
It not become a target of abuse, retaliation or
receive injuries from anather. interventlons
includad to abserve far peychalogical, emotional
and physical side effects,

Social Services that he was not affected by
the alleged deticient praclice. Weckly
tcetings between Social Services and
resident & 42 have been initiated.

2. All residents have the potential to be
affected by the allepged defivicnl practice,

3. The Administrator and Director of Soeiul
Services reviewed and revised the Policy
regarding Resident Coneerns, the Pelicy is
revisad to include documentatioo that the
resident has been informed of the
inyeglizalion and resolution of the concern,
The Adminisiralor and Director of Social
services will review all resolutions.

STATEMENT QF DEFICIENCIES 1) PROVICER/SURPLIERIGLIA, {42) MULTIPLE CONSTRUCTION 425 DATE SURVEY
AMD PLAN OF CORRECTION IGENTIFIGATICN MUMBER: & BUILDING GOMPLETED
245227 8. WG 114182015
MARE OF PROFYIDER OR SUEFLIER STREET ADDRESS, CITY, STATE, ZIF GOOE
4601 5T LOUIS AVENUIE
BAYSHORE RESIDENCE & REHAE CTR DULUTH, MN 55802
() 1o SUMMARY STATEMENT OF DEFIGIENGIES Io FROVIDER'S FLAN OF GORREGTION it
PRESIX {ZAGH DEFICIEMGY MUST 8E PRECEDED BY FLILL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAZ REGULATORY O LEG IDEMTIFYING FORMATIOHN) TAG CROZ5-REFERENGED T THE AFPROFRIATE DeTZ
DEFICIENGY)
5. The Dircetor of Nursing/designee will be
F 154 | Continuad From pages 4 F 164 || responsible with oversight by the
Administrator, Compleled 12-31-2015,
The facillty policy on Privacy undated, reviewsd in
511, direcked staff will spaak with residants
regarding their condiions in a private area. In
addition, the facility's HIPAA and Confidentiality
policy, dated 10/14, directed staff to lower their
virice when dizcussing protected health
infermation or move o a private area.
F 166 | 483.10(0(2) RIGHT TO PROMPT EFFORTS T F 166 i o . .
$8=D | RESOLVE GRIEVANCES 1 Residesl #42 skated to the Director of

FORM CAE-Z55T{0E-09) Pravious Versleas Obsolats

Everit ID: GYQH -
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PRINTED: 120572015

DEFARTMENT OF HEALTH AND HUMAN SERVICES FORM ARFROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OB MO, 0838-0301
STATEMENT OF DEFICIENGIES (1) PROVIDERISLIPPLIERICLIA £42} MULTIPLE GOMETRUCTICN £33 DATE BURVEY
ANG PLAN OF CORRECTION INEMTIFIGATION HUMBER: COMPLETED
A BLILDING
245237 B WING, 11182015
NAME OF PRIVICER GR SUSFLIER, STREET ADCRESS, CITY, STATE, 2tF CORE

1601 BT LOUS AVENUE

BAYSHORE RES|D [
S|I0ENCE & REHAB CTR DULUTH, MN 55802

[¥d] I SUMMARY STATEMENT OF DEFICIENGIES Iz FROVIDCR'S FLAN OF CORRECTION )
FREFIX [FAGH DEFIGIENGY MUST BE PRECEDED BY FLEE PREFI {EACH CORRECTIVE AGTION SHOULD BE EILIM P ETICN
TAG REGULATORY OR LSS IDENTIEYING IMFORSAATION) TAG CROSS-REFERENCED TO THE APFROFRIATE L=
DEFIGIENCY)
I
F 166 | Continued From page & F 166
In an interview on 11/9415, at 6:03 p.m., B42

stated he has made mulliple complaints about a
specific nursing assistant (MA) being very loud at
rlght. R42 said every night this NA warks, he
gets woken up. R42 stated at the supper meal he

just left, Ihe WA didn't ask him a question directly, ll
but asked another staff perzon to ask R4z a
question. R42 stafed thls "attitude™ all started
when he made a complaint,

In the: [nterview, R42 stated the facility social
worker haz safd theyre doing something about
neise at night, but nothing has changed, R42 has
requested that a MNA not care for kim, but has

been told that the NA can't be taken off the unit "
and that if he won't have the MNA in Ris roarm, hen
his cares won't get doane. |

During the interview, R42 said he was done
coamplaining because all that happens ls mare
altitude from nuersing assistants. B42 sald that
when he recently complained, a nurse wrofe up a
brehavior icident on him and then the nurse
prachtionar asked if he wanted to re-stan
antidepressant medication. R42 stated he is
worried that if ke says anything, he’ll have to go
back on his antldepressant.

In areinderview on 1TA3ME, at 1107 &am., the
gocial servics directer (S50 stated when a :
compiaint is filed, they nolify the Direetor of | ;
Mursing and the administratar; they report ba the l

elate agency if necessany, and make sure the
resldent is safe. Ultimataly, the written complaint
comes fo the 850 and zocizl services completas
the follow-up end coardinates waork with the
appropriatz department. The S50 stated
resldents can verbally complain and staff can

FCRM GME-25a7(02-99) Preyicus Versichs Qhaicdae Everd ID: oI Facility 11 QORIG IF santinuatlen sheet Page & af 116
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PRINTED: 12/09/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERYICES OMB NGO, 0938-0301
ETATEMENT [OF DEFICIEMCIES 1) PROVIDER/SUPFLIERSLA (%2 MULTIPLE COMSTRUSTION [%3) DAYE SUIREYEY
Al PLAMN OF CORRECTICN IDEMTIFIZATICON NUMBER: CCMPLETED
E A, [AULOING
245227 B. WING 1154612015
MAME OF FROVIDER OF: SUPRLIER STREET ADRRESS, GITY, STATE, 21F SOOE

16031 5T LOUIS AVENUE

BAYSHORE RESIDENCE 8 REHAB CTR
AYS DULUTH, MN G5832

D SUMMARY STATEMENT OF DEFSGIENGHTS I PRGVIDERS PLAN OF CORRECTIGH )
PREFIX {EAGH DEFICIENGY MUST BE ARECEDED BY FULL FREFLY (EACH CORRECTIVE ACTION SHOULD BE GO T
TG REGLLATORY CR LEG EDENTIFTING INFGRMATION) TAG CROSS-REFERENCED To THE ABPROPRIATE parE
DEFHZIENCY)
F 166 | Confinued From page B F a5

write it on the grievance form. The social services
department iracks complaints and repars to
guality assurance (A} The 350 stated some
residents are care planned for maklng false
accusations about staff, but the facility still
invastigates, The facllity will care plan this only
after a pattern is idantified with a resident.

During the 11/1315, at 11:07 a.m., intensdew, the

550 stated that R42 did request to not have a

staff perzon wark with hirm, & long Bme ago,
maybe In June. The S50 stated B42 will make
these requests and then change his mind. The
MA does nat normally wark with B42, but If bwa
people are nesded the MNA will come to assist,
unless R42 "says no"

In an interview on 11118415, at 757 a.m., R42
staterd he did talk to the facilily social warker and
the Lnit's nurse manager more than ance about
his concems of [oud MA's at night. R42 stated
they did tell him they are “working on it" but he
has gotten na ather information abeout the siatus
of the grievance,

In ar interview on 1141815, at 803 a.m., 38D
stated the faciiity has a grievance process that
typically begins with completion of a complaint
farm. Resldents can report arally, but they prefer
a written complaint because it is hedter for
lracking purposes. S50 statad social services
followed up on complaints and kept a log of
congernefgrliavances. II

550 stated she had received ong cemplaint an
10¢221 5, by R42 of noise at night. 550 stated
she talked to the night nurse about the complaint.
55D stated the night NA's happened to ba
working an evening, so she talked to them about

FORM CME-25G7(02-99) Preyious Veratana Sbealste Ewvenl 1T GYOH1A Faclllty ID: GOS35 IF eontinuetion shaet Page T of 116




FRINTED: 12/09/2015

DEFARTMEMT OF HEALTH AMD HUMAMN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NG, 0838-0331
STATEMENT OF DEFICIENCIES #%1] PROVIDERISUPPLIGRIGLIA {%2) MULTIPLE COMSTRUCTION (X5} BATIE SURVETY
AHD FLAN OF CORRECTIOR HDERTIFICATION MUMBER: COMPLETED
A, BUILGIMNG
246227 B. WING Hs20s
MAME OF PROVIDER OR EUPELIER STREET ABDRESS, CITY, 3TATE, 219 COOR
1601 3T LOUIE AVENUE
BAYSHORE RESIDGEMCE & REHAR CTR
DULUTH, MH 55302
[H4y90 SUMMARY STATEMENT OF DEFIC IENCIES Io PROVIDER'S FLAN OF CORRECTION 5
PREFIX (EACH DEFICIEALY WUST AE FRECEDED BY FLILL PREFIL [E&ACH CORKECTIVE ACTION S| ICULE BF CCMPLETION
TAG REGULATORY O L5 IDENTIFYIMG IMFORMATION) TAG CRO55-REFERENCED TO THE AFFROPRLATE DATE
DEFIGIENGY)
4. All resident conceros and the resolelion
F 168  Continued From paga ¥ F 1686 | that those concorns wore presented to the
keeping noise down at night, acknowledylng that resident will be reported at the monthly
it is their day, but it is the resident's night 55D QAP meeting for (3) thres months, After
stated when she arrived in the marning, she will three months the QAPI commitice will
check in wilh the night nurse i anything was ot make 4 recommendation as to the need to
of the ordlnary, 550 stated she has not asked the . - i
. conbinue o menitor fhat the facilite Informs
night nurse about nolse level recently and they h ' Filie s q
have not audited night noise. S50 stated she had the rest ent of the mvestigarion
not received any olher complaints from R42 resolution of these concerns.
regarding noise or other concems. 5. The Dircelor ol Social Services /designes
The facifity resident congern policy, revised will i?u_m‘qpun. sible wntll.nvemght by the
5{2115, directed concerns may be written or Administrator. Completion date of 12-31-
present orally. The policy further directed all 2015,
concerns witl be investigated and resclved within ot hoerets T .
20 days, excapt in extenuating circumstances 1: RF:’ E'dﬁms d :ﬁ; n.d 90 welre ngt aj:'h;cted
that have bean explained to and are acceptable Y _t ,E a ELE, ,"nj lcient practice. .ncm ]
o the complainant. Sﬂ}rlceslms 1|I11.t|a1’:ed weeldy me&tlr{gs wilh
F 225 483.13[ﬂ]{1}{ii}'ﬁii], EG}{Z} _ 1:43 F 225 l'es%d&nt 0,1 1r:i'U Slﬂ”]’l’lu!’l’lh({]‘ﬁ will be
E5=0 | INWESTICATE/REPOAT aszigned 10 provide cares Lo resident #84,

ALLEGATIONSANDIVIDUALS

The facility must nat emplay individuals who have
been found guilty of abusing, neglecting, ar
mistreating residants by a court of law; or have
had a finding entered into the State nurse aide
registry concerning abuse, neglect, mistreatment
of residents or misapproptialion of thelr property;
and report any knowledge it has of aclions by a
court of law against an employea, which would
indicate unfitness for service as a nurse aide or
ather faclily staff to Ihe State nurse aide registry
or licensing authorties.

The facility must ensuse that afl alleged vinlations
invalving mistreatment, neglect, or abuse,
inzluding injuries of unknown source and
milsappraprlation of resident propery are repored
immediately to the administrater of the facility and

2. All residents have the potential for bejng,
allacted by the deficient practice.
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CEFARTMENT OF HEALTH AMD HUMAN SERVICES
CENTERS FOR MEDICARE & MEDHCAIE SERVICES

FRINTEDR: 12/0%204%5

FORM APPROVED

CRAB RO, 1938-0301

STATEMEMT OF DEFICIENCIES

(1) PROVIDERSSUPPLIERMGLIA

[%2) MULTIPLE COMNSTRUCSTION

[%3) DATE SLIRVEY

to ather officiale in accordance with State law
through established procedures (ingluding to the
State survey and certification agency).

The facility must have evidencs that 2l alleged
violatiohs are tharaughly investigated, and must
prevent further polential abuse while the
investigation is in progress.

The results of alt investigations must be reporfed
to the adminlstratar or hls designated
representative and to other officials in accordance
with State law (including bo the State survey and
certification agency) within & working days of the
incidant, and if the alleged violation is verified
appropriate comeclive action must be taken.

This RECIUIREMEMT is not met as evidenced
by

Based on Interview and document review, the
faclily failed to immediately report allegations of
potential mistreatment o the State Agancy (S4)
and tharoughly investigate allegations of potential
mistreatment for 2 of 3 residents (R90, RSE)
reviewed for potential mistreatment.

Findings include:

R0 stated he had besn verbally abused by a
staff member, he had reported it to the facility,
and the facility tald him they couldn't do anything
about it unless he put it in writing. -

Rad's quarterly Minirmum Data Set (MDS) dated
ar14/19, identified diagnoses that incuded
cerabral vascular accident (CWA, commonly
krown as a stroke). The MDS also identify R90

AND FLAM 0OF CORREGTIDN IDENTIFICATHIN HUMEBER: A BUILDING COMPLETED
245227 B. Wireds 1182015
HAME OF PROVIDER OR SURFLIER STREET ADDRESS. CITY, STATE, ZiF CODE
s oTR 4601 ST LOUIS AVENUE
BAYSHORE RESIDENCE & REHAEB
DULUTH, MK 55802
£y 10 SUMKARY STATEMENT OF DEFIGIENGIES I PROVIDER'S FLAN GF CORRECTION e
FPREFIX [EAGH CEFIGIENGY MUET FE PRECEDED BY FULL PREFZ {E&CH CORRECTVE AGTION ZHALLE BE 'JfJ'.1F|-§_'!|EJN
TAL REGULATCRY OR L3G IDEMTEFYING |INFORMATION) TG C.ROZS-HEFERENGED TC THE AFPROPRIATE paTE
DEFIZIEMGY)
F 225 | Continued From page 3 F 225
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DEFARTMENT OF HEALTH AMD HUMAMN SERVICES
CEMTERS FOR MEDICARE & MEBICAID SERVICES

FRINTED: 12/09/2075

FORM APPROVED

CME MO DB38-0381

STATEMENT ©F DEFICIEMNCIES
AND PLAN OF CORRESTION

[¥11 PROVIDER/ELUPPLIERIGLIN,
IDEMTIFICATION NUMBER:

246227

[X2) MULTIPEE COMETRUCTION
A, BUILDEMG

B. WMG

(%3] QATE BURVEY

COMPLETED

1118/2015

NAME OF PROVIDER OR SUPPLIER

BAYSHORE RESIDENCE & REHAB CTR

STREET ADLRESS, CITY, STATE, ZIP GODE
1604 5T LOUIS AYENUE
CULUTH, MK s5802

(41 1D
PREFI
TAG

SUMMARY STATEMENT QOF DEFICIEMCIES
{EACH DEFICIENCY MUST BE FRECEDED BY FLFLL

REGULATORY DF L5 IRENTIFTING INFORMATICN)

I FROWNGE S PLAN OF GORRECTION
FREFE (EACH CORRECTIVE ACTICHN SHCULD B
CROEE -FEFERENCGED TQ THE APPROPRIATE

ERFIGIENTYT}

]
COMPLETAOH
BATE

225

Confinued From page 9

had ne hehaviors, was continent of udne, and
renuired extensive stalf assistance with bad
mokilty, personal hygiena and toileting. The care
plan dated 4814, Indicated A0 usad a condom
catheter at night, and used the urinal with staff
assizlance every bwo hours and a8 needed.

On F1MBA 5, at 12:45 p.m. RE0 stated {a while
ago) his candom catheter had come off during
the nlght. Mursing assistant (NA)-M came into his
room, and when he asked her to |2ave the
condom catheter off, he would use the urinal, she
became angry. MA-N stated she didn't have time
to change him if he became wet {with urine). RA0
described her bahavior as loud, rude and snotty,
RO0 stated he repored NA-N's verbal abuse the
following day. On 1112045, at 12:24 p.m, family
member {F)-A slated she went with RI0 to repart
MWA-M's verbal abuse to staff Lhe foilowing day.
F-# stated they reported to registered nurse
{RM}-3, who told them a residenl’s report of
verbal abuse by a staff member must be put in
writing, or the facility was unable to do anything
about |t

O 11£120 5, at 710 2., the director of nursing
(DON) verlfied lhere was no mistreatment report
for R8s report of verbal abuse by NA-N,

O 1112M 5, at 4:30 p.m. RN-G was inlenviewsd
and stated she rerembered RE0 and F-A
reparting verbal abuse by NA-M. FN-G stated she
reported it fo the DOM, and was told sither by Lhe
DM or the social worker RO0 that F-A needed to
fiif out a grievance farm. RN-G furlher stated the
nursing assistant gnion was strong, and &
complaint had o be in written form by the
reafdent, At 5:48 p.m. EN-G stated she gave
Ran's completed grievance form (o e DON.

F 225
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DEFARTMENT OF HEALTH AME HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAIE SERVICES

FRIMNTEDR: 1232015

FORM APPROVED

OB MO 0938-0381

STATEMEMT OF CEFLCIENCIES

[y PROVIDERISUPPLIERICLIA

(2 MULTIFLE COMSTRUSTION
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on 11/128115, at 5:52 p.m. the DON was
interviewed, and stated RS0 and F-A filled aut &
grigvance form regarding afleged verbal abuse by
MA-M, The DON stated she did not report R80's
allegation of verbal abuse to the state agency,
and she did not investigate. "It was a *he said she
gaid' " the DOM verbalized, ™ have g union hera,”
and she instructed MA-N not to go into R80's
PG again.

On 1141315, at 2:10 p.m. the diractor of human
resources (HR)-| stated she did not receive a
grievance form compteted by RE0 and F-A, and
there was no documerdation i MA-M's ik
indicating any type of disciplineg regarding R20's
complaint of alleged verbal abuse. On 1141315,
al 2:16 p.m. the director of sociat services
(SiA0-B stated she did not have a grievance form
completed by RO0 and F-A.

Qn 11H3M15, at approximately 2:15 p.m. the
facility provided a copy of R90 and F-A's
grievanca form. The grievance form was dated
772915, and indicated the following: "Resident's
(zic) rang for staff on MO {might} shift to come in
as condom catheler was falling off. Staft (MA-N)
was CHA (certified nursing assistant). Resident
asked to have condem cath removed and he
wolld use urinat rest of night. Staff responded
o, | don't want you to piss the bed' and
demanded resident have condom cath put hack
ore.” The form was signed by RN-G and dafed
Tr30M 5, and the DOM and administrator wereg
netified on 71304185,

The facility policy and procedure an Abuse
Pravention Plan undated, directed the
administrator must be informed immediately of all

= = | .
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ncidents. The Abuse Prevention Pian defined
arbal abuse as the use of oral, written or
esturad language that willfully includes
isparaging or dercgatory terms ko residents or
helr famllies, The policy further directed that all
heidents are 1o he reported, documented and
Investigated internally.
3
3. Staff were inserviced on the Abuse,

9 Meglect, and Mistreatment Podicy. The
Administrator reviewed the policy and
procedure with the Director of soclal

R 06 had dlagnoses of physlalogical condition, sarvices and the DON reviewing with
uj.r».rlback pain, generalized arhritis. The quarterly them the procedures and expectations
tinimum Cata Set (MDS) datad 1019415, 5 th hi tigation. Th
dentified R95 had no cognitive Impaimmeant and or a. Iﬂm ug ITWES IEation. . €
required extensive limited assistance from ane Administrator directed the Director of
nerson for aclivilies of daily living (A0LYs. The Social Services to resume primary
MES also identified R9E a8 having o behaviors, responsibility for conducting the
RO&'s care plan dated 11410813, indicated investigation relating to any allegation
'Resident is a vulnerable Adult, at risk for of abuse , neglect or mistreatment o
infury/ablse from others due to cognitive deficils. the resident. Any alleged abuse,
F'4_'.'rtent|al for r:_elallatmn Telated Lo Elpular heglect or mistreatment will be
Dizarder. Resident also nofed to give money .
away " Also "[REE] has potential to demonstrate reporied to the proper State agencies.
verbally abusive behaviors" An applicable
pritervention to this was o give REE a8 many
chaloces as possible.
A0 Interview an 1110015, af 12:50 p.m. RIG
kaid "One fime | was abused. It was a nuorses
assistant, | was sitting on the toilet with my

waater on. She wanted o take the sweater off

nd | said no but she took it off anyway, She

actured my thumb. ¥When | told her she was
hurking rie she said 'l don't give a fuck!. ! told

veryone, she was gone as long as my thumb

Fuant M1- =i Fncjh-u | R 1] I3 pnnfinnalinn ehest Page 99 of 496
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was healing. That isn't much of a penalty for
hurting rma. Everyone that knows me know | don't
rieed tr be treated like that, |oooperate”.

A Interview on 111122015, at 1:50 pom. the
directar of nurses (DOMN) said ROE kept telling
them different events that had happenad to har .
RB86 had & "tussle” in the smoking area, a fall and
this event. The DON said no other staff received
& report. The DON =aid the mext day RA6
reported nursing assistant (MA)-T grabbed her
finger. The DCM =aid she investigated it right
away but did not have a through investipation
regarding this lsaue.

The report dated 06/30/15, indicaled "The
resident was intenviewed several times, including
by this writer. She told different stories of event
each tima. She had forgotien that she fell, ar that
the day prior to the report that anocther resident
grabbed something from that same band and that
she had complained of pain at fhe time as well,
Bruise is healing.

The staff in quastion was also interviewad by this
writer, and stated that there was no incident of
her humping or grabbing the resldent's hand. She
had hefped her remove 8 shirt, and a hit later
affered halp with cares which resident refused |
Resident has multipte ox [diagnosis] and has
besn angry that she neesds staff supenvision for
har smeking  Thers iz no findings of abhuse |n this
caze.”

Under incldent description ™1 he resident reporls
that her hand is sore, and that an aide last
evening hart her hand during cares. Employee
suspended pending investigation, and care can
changed that 2 staff he in the roomt during cares.
Investigation angeing." There iz no further
inveshgaticn.
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4. All allegations — and the investipations-
An inferview with reglstered nuree (RN)-A on of abuse, neplect and mistreatment will be
TUTHME, at 11:13 a.m. sald she {RO8) roports presented 1o the QATT monthly meeting
abuse to us regularly. RN-A said there |z a eyery munth for three {33 months o
caorralation betweaen not REEG gelting her way and monitor the thorouphness of the
making reports of abuse. ! investipaticns, Afier theee months the
Aninterview an 11172015, at 11.25 a.m. with ‘ Eiiljnir:g:;f: ;:111';15.1:][::;:3 d to monitor
sociat services (S5)-B slated she hasn't bean . ) . .
completing the vulnerahle adult (WA} repod for 9 that the facillity has properly investigated
months to a year. 55-B said it was lransitioned to and reported all alleged abuse , neglect and
nursing at that time, but in the last couple weeks OF Inistreatment.
was being transiticned back to the social services . o . .
department again. 55-B said she had nothing to 5'.Thu Dm.:m“-.m Soctal Serw:m‘:es-’demgnree
do with R98's VA report fram July or the with uverm:ght from the Administrator will
investigation. e responsible.
An intervisw with DON on 11/17/2015, at 3:01 Completien dale ol 12-31-2015.
p.m. aafd she does nat have any furlhar !
investigation of the broken finger. The DON zaid l
this is a she saidishe said and RE6 hax a lof of
dlagnoses that make her unreliahle.
A final radlology report dated 771415, indicated
"There are likely deyenerative In elislogy,
however small avelsed fracture fragment is nat
completely excluded",
A physician office visit dated 7/815, indicated
"There |s dark purple ecchymaosis present on the
thenareminence, the volar wrist, and the dorsal Il
thumb". 1, Rosidents f 96 and #00 were not
affected by the affected deficient practice.
Mursing progress notes weare reguested for this Socinl services has initiated weokly
evenf but were not recelved. meetings with Rosident #90, Two staff
F 225 | 463.13{c) DEVELOPAMPLMEMT F 228 || members will be assigned to provide cares
55=0 [ ABUSEMNEGLECT, ETC POLICIES Lo resident 96,
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The facility must develop and [miglement wiitten
poficies and procedureas that prohibtt
rlstreatment, neglect, and abuse of residents
and misappropriation of resident propery.

Thls REQUIREMENT is not met as evidenced
By

EBased on chservation, interview and document
reviaw, the facility failed to implement thelr abuae
policy ta ensure immediate repotting of
allegations of potentlal mistreatment to the Stats
Adency (SA) and thoroughly investigate
allegations of potential mistreatment for 2 of 3
residents (R20, R36) reviewesd for potenttal
rlstreatreant.

Findings include:

R90 stated he had boen verbally abused by 2
staff mambar, and the facility failed to report to
the 54, and thoraughly investigats,

The facility policy and procedure on Abuse
FPrevention Plan undated, directad the
administrator must ba informed immediately of all
incidents. The Abuse Prevention Plan defined
verhal abuse as the use of oral, written ar
gestursd language Lhat willfully includes
disparaging or derogatery ferms to residents or
their families. The pelicy further directed that all
itcidents are to be reported, documentad and
investigaled Internally.

R90'= quarterly Minimum Data Set (MOS) dated
G415, idenlified diaghoses that included
cersbral vasoular accident (CWA, commonly
known as a strokea). The MDS also ldentify RO0

2. All residents have the potential for heing
alfecled by the alleged deficient practice.

3. Staff were inserviced on the Abuse,
Muegleot, 2nd Misteeatment Policy,
Compleeed 11-18-2815, The Administrator
reviewed the Mistreatment Policy and
Pracedure with the Dizector of Nursing and
the Divector of Social Services and the
procedures and expectations for a thorough
myesligation. The Administrator divected
the Director of Soeixl Services o resume
primary responsibility for conducting the
inveatieation relating to any alleged abuse,
negleet und or mistecalment. Complered 12-
4205,

4. All allegations and the subsequent
invealigations will be presented at the
munthby (PAP] meeting for three months to
monitor that the Beulty fellowed Ha Poliey
on Mistreatment, A fker three months the
QAP committes will make 4
recommendation a2 to the need to monitor
thul the laeility has properly investipated
ard reported all alleged abuse | negleat and
of mistreatment,

5. The Dircctor of social services with
oversight from the Administeator will be
respunsible. Completion date of 12-3-20135
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had no behaviars, was continent of urine, and
required extensive staff assistanca with bad
mability, persanal hyglens and toilgting. The care
plan dated 1/8/14, indicated R90 used a condom
catheter at night, and used the urlnal with staff
assistance every bwg hours and as neaded,

O 11/10M 5, at 12:458 p.m, RE0 stated {2 whils
ago) his candom catheter had come off during
the night. Mursing asslstant (NA)-M came into his
room, and when he asked het to leave the
candom catheter off, he would use the urinal, she
became angry, MA-MN stated she didn't have time
la ehange kim if he' became wet. R0 described
her behavior as loud, rude and snotly, K90 stated
he reported MA-N's verbal abuze the following
day. On 11M12M15, at 12:24 pan. family member
i(F1-A stated she went with R20 to report NA-N's
verbal abuse to staff the following day. F-A stated
they repored to registered nurse (RN}-G, who
teld them a resident's report of verbal abuse by a
staff member must be pul in wriling, or the facllity
was Unable to da anything about il,

An 11M2M 5, at 710 a.m. the director of nursing
{DAN) verified Ihere was no mistrestment report
for RO0's reporl of verbal abuse by NA-N.

On 1171218, at 4:30 p.m. RMN-G was interviewed
and stated she rememhbered B0 and F-A
reparting verbal abuse by MA-N. RN-G statad she
reported it fo the DOM, and was tald either by the
DO or the social worker RB0 lhat F-A needed to
fill out a grievance form. RMN-G further stated the
nursing assistant union was strong, and a
camplaint had ko be in written form by the
resident. At 5:48 p.m. EN-G stated she gave
R8s completed grievance form to the DON.

J
i
|
|
I
i
i
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On 11712415, at 5:52 p.m. the DON was
Interviewed, and stated R90 and F-A filled out 2
grievance form regarding alleged verbal abuse by
MA-M. The DOM stated =he did not report R50's
allegatian of verbal abuse to the state agency,
and she did not investigate. "Itwas a 'he said she
gaid' ™ the DOM verbatized, "l have 2 union herg”
and she inatructed MA-N not to go inta RO0's
rocim again.

on 1113415, at 2:10 p.m. the director of human
resclrees (HRY- stated she did not recaive a
grievance form complated by RO0 and F-A, and
there was no documentation in NA-N'S file
indicating any type of diszipline regarding R80's
complaint of alleged verbal abuse. On 111345,
at 3,16 p.m. the director of social services
[SW)-B stated she did not have a grievance fotm
completed by RS0 and F-A.

Gn 1141315, at spprovimately 2:15 p.m. the
facitity provided a copy of RE0 and F-A's
grievance form. The gievance form was dated
7129115, and indicated the following: "Resident's
{sich rang for staff on MOC (night} shifl lo come in
as condom catheter was falling off. Staff (WA-N)
wag CNA (cerified nursing assistant), Residant
asked ta have condetn cath removed and he
wierlld use urinal rest of night. Staff responded
'no, | don't want you to piss the bad" and
dermandad resident have condarm cath put back
or." The form was signed by RN-G and dated
T/30M 5, and the DON and adminéstrator wera
nolified on ¥A30M5.

RY6 had diagnoses of physiclogical condifion, tow
back pain, genaralized arthnlls. The quarterly
Minirnum Data Set (MOS) dated $0/M9M1 5,
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identified R98 had no cognltive impairment and
required extensive limited assistance from one
persan for activities of daily living (ADLY's. The
MES also ldentifizd RSE6 as having no behaviors,

An interdew on 111015, at 12:50 p.m. R26 said
"One time | was abused. [bwas 3 nurss assistant.
| was sifting on the tollet with my sweater on, She
wanted lo take the sweater off and { satd no but
she ook it off anyway. She fracturad my thumb.
When | told her she was hurting me she said 'l
don't glve a fuck', [ told averyons, she was gone
a3 long as my Ihumb was healing. That isn't
ruch of 8 penalty for hurtlng me. Everyone that
knows me know | don't need to be lreated llke
that, [ cooperate,"

Andntervlew on 11122015, at 1,50 p.m. the
director of nurses (OHON) =aid RS kepl telling
themn different events thal happened ta her . RSS
had & tussle' in the smoking area, a fall and Ehis
event. Tha DOM said no other staff received a
report. The DOM said the next day R36 reported
nursing assistant (MNAT grabbed her finger. The
OOM said she investigated il right away, but did
not have a through investigaficn regarding this
[sestie.

The report dated 08/30M5, indicated *The
resident was interviewed several times, including
by this writer. She told different staries of event
each lima. She had forgotten that she fall, or that
the day priar o the repert that another residaent
grabbed something from that same hand and that
she had cemplalned of pain at the tims as well,
Bruise s haating.

The staff in question was also interviewed by thig
writer, and stated that there was no incident of
her burnping or grabbing the resident’s hand. Sha

(X1 1D SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF GORRECTION e
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had helped her remove a shirt, and a bit later
offerad help with cares which resident refused .
Resident has multiple dx {diagnasis] and has
been angry that she neads staff supervisian for
har smoking. Thare iz no findings of abuse in this
caga,”

Under incident deserlption "The resident reports
that her hand is sore, and that an aide last
evening hurt her hand during cares. Employes
suspended pending investigation, and care can
changed that 2 staff be In the room during cares.
Investigation ongoing." There is no further
inyestigation.

An interview on T 72018, at 11:25 a.m. with
social services (585-B who sald she hasn'l been
doing the vulnerable adudt (VA) for 8 months to &
year, She zaid it was lransitioned to nursing at
that time but in he last couple woaks was belng
transitioned back to the social services
department again. $5-B said she had nathing to
do with R9E"s WA report from July or the
investigation,

An interview with DOMN on 11172015, at 3:M
p.m. said she did not have any further
invastigation of R36's broken finger. The DON
said this is 8 she saldfshe said and R85 has a lot
of diaghosis' that make her unreliable,

A final radiclogy report dated 7115, indicated
"Thers arze likely degenerative in efology,
however small avulsed fracture fragment is not
completely excluded”.

A physiclan office visit dafed /815, indicated
"Thers is dark purple ecchymosis prasent on tha
thenareminence, tha volar wrist, and the dorsal
thumhb",
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1 Kesidene ff 2% has had no negative
Mursing progress notes were requested but were oulcomes from the alleged deficient
nol received, practice. Social Services purchased
additional items of clolthing for R49, which "
RO6's cara plan dated 11/10/13 indicated she hag shown seeeplance,
"Resident iz a vulnerable Aduf, at sk for
injuryfabuse from others due to cognitive deficits. 2. Residents who do not have the ability to
Poiential for redaiiation relzted to Bipolar Disorder. make cholces or do not have the abilily (o
Resident also noted to glve money away." Also cormniiicate likes and dishikes or needs
"[R98] has pofential to demonstrate verbally have the polentiat to be atfectsd by the
abusive behaviors.” An appiicable intervention ko allcged deficient practice.
thls was fo give R96 as many choices as
possible. 3. Residents will be assesscd which may
Inclade but nol limited (v making choices |
An interview wilh regislered nurse (RM)-4 on concerning clothing, @ooming, wame they l
11717415, at 11:13 a.m. said she (ROE) reports prelomred to be called, and or appropriate
abuss to us regularly. RN-A said there is a conversation with resident, ele. slaiT will be
mrn.;elahon betwssn RSG not gaiting her way and in-serviced on areas thal relule o dignily,
making reports of abuse. dignity related L resident care with resident
F 2411 483.13(a) DIGNITY AND RESPECT OF F241 inleruction. Rusideﬁfﬁ tinnd to have needs
83=0 | INDIVIDUALITY

The facility must promole care for rezidents in a
mannet and in an environment that maintalns or
enhances sach resident's digniy and respect in
full recagnition of hlz or her individuality,

This REQUIREMEMT is not mel as evidenced
by

Baszed on ochesrvation, interview and dooument
revlew, the facilily failed to ensure that 1 of 1
residents (R49) was dressed in 2 dignified
manner, ensuring that her back, shoulder and
legs were coverad and ensuring that her
[neontiner! preduct was not visible.

Findings include:

ot issues identified via assessmnent are
assisted to assure that needs are moel in n
dignified method. Obsereation tounds will
be cotducled twe Limos per week for 12
wooks Lo monikor that residents are
sppropriately disssed, groomed and that
staff interaction are appropeiale. Any
negative cecurrence will be addrossed
itnracdiately., Statl’ will be n serviced on
the resident’s right to be dressed in a
dignified manner and promets care lor
residents in a manner and in an
environment Lhal maintging or enhances
cach resident’s dignity and respect in full
recognitien of his or her individaality.
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STATEMENT OF DEFICIENCIES (%11 PROVIDER/ELIFPLIERICLIA
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245227
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R4%'s admissicn record indicated diagnosas that
included failure to thrive, depresslon,
restlessness and agitatlon and diabetes, R4W's
annual Minlmum Cata Set (MDS), dated 7815,
indicated R49 had severely impaired cognition,
required extensive assistance with bed mohbility,
transfers, dressing. eating, toileting and personal
hygiene, and was frequently incontinent of
bladder and boweal

On 11/9/15, at 3:46 p.m., B49 was oheerved In
the second floor dining room wearing a lap thal
snapped up the back, The shirt was not fully
snapped and F45's lower back and green
inconbinent product were visible.

on 1143015, at 12:45 p.m., B49 was silting in the
gecond floor dining reem with a tab alarm pulling
down the right side of her brown shirt cellar so
that R4%'s entlre right shoulder was visible.

When asked if R48 usually wore shirts
wif-shoulder, Mutsing Assistant {MA)-F stated,
"Mot usually”. During the oheervalion, R48 apilt
het hot chocolate on her shirt, pants and on to the
flevarr,

On 11413018, at 130 p.m., shartly after the above
nbservation, R49 was observed sitting in har
wheelchair in front of the second floor nursing
station. F4% was no longer wearlng the brown
shirt or pants, but had on a long shirt, or dress,
that snappead down the back, This piece of
clathlng only went half-way down R49's thighs,
leaving her knees and lower legs uncovered.
Because R4%s lower legs were uncovered,
knee-high nylens and @ wander guard were also
vislble.

ey SUMMARY STATEMENT OF DREFICENCIES io FROVIDER'S PLAR OF CORRECTICN ]
FREFIX (EACH DEFIGIENGY MUST BE FRECELED BY FULL AREFIX (EAEH CORRECTVE ACTION SHOULD 88 GIMFLETCN
T REGULATORY DR LS IDEMTIFY ING INFRRMATICN) TAG CROEE-REFERERCED 10 THE ARFROFRIATE D
DEFIIENEY)
F 241 | Continued From page 20 F 241

4., Observation rounds will be condneted
twa (2 tinees per week fur 12 wocks o
monitor that residents are dressed und
groomud in a dignified manner, Any
nepative oceurrence witl be addressed
inmmediately. The ohservativo round
documentation will be prosented 1o the
tnanthly QAPI commitiee for three months
w1 moniwr Lhe facility’s system of having
the resident’s dressed and procmed na
dignified manner. After three months the
(JAP] conunittee will make a
recommendation as to the need to gonkinue
to momitor that the Tacility consistemtly
practices that the residunl’s right to be
dressed and groomed; that the Racilivy
protootes care for residents i g manmer Thial
maintuing or enbances each resident’s
dignity and respect in fill recopnition to
their individualily,

5. 'The Administeator/designee will be
rospansible. Completed [2-18-2013,

FDRM GME-E5ET(02-88) Frevnoea Warsicns Obsolole ) Even B GYORIAA
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The resident has the right to choose activilies,
schedulss, and heaith care consistent wilh his
or hert interests, assessments, and plans of
care; interact with mambers of the community
both inside and outside the facility; and maks
cholces about aspects of his or har lifz in the
facility that are significant to the residant,

This REQGIHREMEMT is not met 8= evidenced
By

Based an Interview and documant review, the
facility faited to honor fraquency of bathing
choices for 1 of 3 residents (R148) reviewsd
for choices.

Findings include:

o 1158015, at 248 pom. fFamily mermher (F)-B stalzd
R14a would like to be balhed dally, and had bathed
daily pricr to admission to the facility, F-B staled he
had given this information to staf, and the facility
responded by tefling him R14§ is bathed twice a
wizek. B148 was present during the interview, and
nadded her head in agresment.

R146's Admissicn Record identified diagneses that
included Down's syndroms and aculs respiratory
failure. The Minimum Data Set (MDOS) dated
8113715, indicated R 146 had severe sogitive

decline, and required extensive assist

FORM SM5-2E67 (02551 Provicus Wersions Dbeoleta
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(X4 1D SLMMARY ETATEMENT OF DEFICIENCIES I PROVIDGSS PLAN OF CORRECTION 1E)
PREFix [EACH GEFIZIBNCY MUET BE FRECEDED EY FLLL FREFIX (EACH CORRECTIVE ACTIGN SHGLLD BE COMFLENY
TAG REGULATZRY OR LS IDENTIFYIHG INFORMATION; TAG CROSE-REFERENGED T3 THE APPROPRIATE DnTE
DEFIGIENGY}
F 241 |Continued From page 21 F 241
The facility palicy titled Cluality of Life-Dignity
dated 10/9, directed staff shall promoie,
maintaln and pratect resident privacy, inchuding
bodily privacy. 1. A family cace conlerenee was held on
F2421483.15(h) SELF-DETERMINATHON - RIGHT TO F2421 1393015 Resident ff 146 *s family would
S5=D § MAKE CHOICES like: 1wy showers per week and chanped

from prn to am shift. However, the residenl
has discharged.

2. All residents have the potenfial to be
alfected by the alleged deficient practice.

3.. The Interdisciplinary Team was
recducaled on F-242 regavding a Resident
having the right for self-determination and
choices in ther plan of care. Cosnpleled 12-
31-2015

Favilify 10 GO585
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BTATEMENT OF DEFICIENCIES (1) PROVIDERSLUPALIERICLLA {%2) KIULTIFLE CONSTRUGTION (X3 DATE BURVEY
AND FLAN OF GORRECTION IDENTIFICATICON MUMEER: 4, FLILDING COMBLETED
245227 B. WG 1113/2018
NAME CF PROVIDER OR SUPPLIER ETREET ADDRESS, CITY, STATE, 2IP CODE
1601 ST LOUIS AVEHUE
BAYSHORE RESIDENCE & REHAB CTR DULUTH, MN 55802
a3 10 SUMMARY STATEMENT OF DEFICIENGES o PROVIDER'S PLAN OF CORRECTION E)
FREFIX {EAGH DEFIG:ENGY MUST BE PRECECED BY FULL PREFIX (EACH BORRECTIVE ACTION SHOULD BE COMMLET.GN
TAG REGULATORY OR LEC IDENTIFYING IMFORRMATICHN) TAG CROSS-REFERENGED TO THE APPROPRIATE OATR
DEFICIEACY)
4. The resident’s right fow sclf-
F 242 | Continued From page 22 F 242 | determination and choiges will be discussed
with bathing. with the resident and of guardian opon each
admission, And The (oterdisciplinary Team
QOn 1117118, at @43 a.m. registered nirse will review each resident’s right Lo self-
{RN)-C stated the faciiity 2sslgned residents a determination and choices in their plan of !l
weekly bath day upan admission, and will provide pare al vach quarlerly care conference.
1or 2 I:rafﬁs a week. RM-C stated R146 was Tndtiated 12-1-2015.
bathed twice a week, however sha was unsure If
the facility had asked B146 or her family member 5. An rudit will be compleled cach month
her praference for more then ane or two balhs a far the next three months to manitor that
week, and was unsute If they asked about hier choices are offered and docrmented in the
previous bathing routing. Plan of care. Audits will be presented fo the
On 11718415, at 12:04 p.rn. the direckar of nursing monthly (JATT E[]m_nﬁLLuu lor thres months
(DON) was interviewed and stated she would and then quarterly fon the noxt yeur 4o
expact the facility honor resident choices for MuREer lhslut £ SyYSlem asSurng ,SE“.-
hathing frequency. duiurmmlaucm and resident choice is
functioming.,
The facility poticy and procedure on Cluality of Life . .
- Accammigati{:{l of Nzads dated 10408, d:;rrected 6. The Director of Social Surviees £
the resident's individual needs and preferences designee will be responsible with aversight
shall be accommodated to the extent possible, hy the Administrator. Completion date of
except when the health and safety of the 12-3 12015,
individual or ather residants would ba
endangered.
F 280 | 483.20(d)(3), 483.10(K)(2} RIGHT TO F 280
85=D | PARTICIFATE PLANNING CARE-REVISE GP
The resident has the right, unless adjudged I'Residenls #132, who was on ospice at
incompatent or othenalse found to he the tima nJ his skin fssue, 'ﬂpmf"d 722015,
incapacitated under the laws of the State, to Resident #1358, who is on Hospice has ML
participate in planning care and treatment or documentation that weight loss is
changes in care and treatment. unavoeidable:, however resident does eat
meals in her room where staff offer choices
A comprehensive care plan must be developed and encourage resident Lo cal. Resident # 61
within 7 days after the completion of the has scheduled pain medication snd
comprehensive assessment; prepared by an documeniced as effective,
irerdizciplinary team, Lhat includes the atiending
physician, a registered nurse with responsibility “
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F 280 |Confinued From page 23 F 280

for the resident, and other appropriate statff in
diselplines az determined by the resident’s needs,
and, lo the extent practicable, the participation of
the resident, the resldents farsily or [he residenl’s
legal representative; and perindically reviewed
and revised by a team of qualifiad persons after
each azzeszment,

Thiz REQUIREMENT iz not met as evidenced
by:

Based on obseration, interview and documeant
revigw, the facility failed o revised the plan of
care to include the moderate to severe pain
aszezsment for 1 of 1 {RE1) reviewsd for pain
from post tramatic head injuny regquirein
gsuryleal Interventlon and acetabulum fracturs,
In addition, dleficizn's recommendations for 1 of
4 residents (REG) reviewed for dietary concerns
and in addition, the facility did not updale the
plan of cara for 1 of 1 residents (R152) reviewed
in need of pressure ulcer prevenfion/treatnnent,

Findings include:

RE1's carg plan dated 1120115, indicated
"Potenlial far pain ¢t frelsted to] steatohepatitis
[fatty livar), ostacatthritis, disbetes, cardiac
|=sues, hlatory of CWA [cerebral vascuolar it
accident], compression fraciure in back,
dammatitis in anal area and buttacks”,

There ks no mentlon |0 the above care plan of
the post surgicsl pain ar the fractured
acetabulnm pain.

R&1's admizsion record indicated a diagnosis of

FORM SME-ZEG02-99) Feevious Werslons Ohyodzle Everd 1D SyiZHI Faility £ CO5EG If condimuation aheet Page 24 of 116




CEPARTMENT OF HEALTH AMD HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED; 1203205

FORM APPROVED

OME NO. DBE3B-0391

STATLMENT QF OFFHCEENCIES

(%1) PROVIDERSSULELIERICLIA

(2 MULTIPLE CONSTRLIGTION

%3 DATE SURVEY

atrial fibrillation, depression, hyperension,
dimbetes mellitus, coronary arery disease. RE1's
admisslon Minimum Data Set (MO 35) dated
10/29/1 5, indicated RE1 was severely cognitivaly
impaired, had no behavior problems, and felt sad
in the past seven days. The MDS identified R&1
had pain, and received pain medlcation daily, and
was at rigk of falls, and had & hislory of bwo or
micee falls without injury. and a fall with injurny,

Pain assessments datad 268415, 10223415 and
11/10815, were analyzed and R&1 went from not
being awaken from the pain In the night to being
awaken |0 the night from the pain, The pain was
rafed moderate to severe on afl. The assessment
dated 815, indicated RS1 only neading pain
medication every 3-4 days, but the two dated
1H29M5, and 11105 both indicated Jally pain
and pain medications needed.

Aninterviawr on 111122015, at 7:03 a.m. RS1 said
I'm okay but my fegs hurt.

An obeervation of RE1 on 11/12/2015, at 10:38
a.m. Iying th his bed with his knees up and a
pillow under them. When asked he rated his pain
ata 810 { on a verbal scale where 1 was no pain
and 10 was the mast pain he has ever had),

An Interview with Reglatered nurse (RN)-4 on
11/18/2015 at 4:07 p.m. stated she has seen RE1
in a lot of pain and agreed he does not hava pain
control. She said she has seen him grimace in
pain. She said all thae staff should ke using the
same pain scale and she tealized they ars not.
She will get all stafi using the same pain scale .
She zaid they do not us any non pharmaceukical
pain inferventions and they should.. She also
said she spoke with the pharmacist, he reviewsd
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RE1's medications and the medical doctor will
revigw the medications. The medlcal doctor
schaduled a pain medication because of the
facilities request. e realize since you have
been here he deesn't have good pain control and
hia pain may be affecting his relentlessness and
reqguested a reqular pain medication. His new
pain order is for oxycodane 10 mg 3 times daily,
The medical dactor also reviewead hls ather
medications. EM-A also said RE1 does not have
any behaviors,

R152 did nhot have a comprehensive care pian
developed b minkmize the risk of devalopment
and promote healing of pressure ulcers,
According fo the undated face sheet, B152 was
admiltted on 5/28/15, with metastatic
neuroendogring carcinoma, infarior vena cava
obhsfructinh and significant nutritienal deficits. A
Care Area Assessment dated B/5/15, identifiad
R152 had lhe "potential” to develop pressure
ulcers.

The care plan dated as initialed on 6/5/15,
idenfified a goal of hawlng Intact skin, The
interventions identified included following faciliky
protocols and policies and weekly treatment
documentation. There ware no individualized
Interventions in place to minimize the identified
potential for skin breakdown.

A prograss note daled 528115 revealed R152
had mepiplex on his coccyx at the lime of
admission for "preventative measures.” &
physician order dated 6M17/15, idenfified mepiplex
{foarm dresslng} to the coceyx, On 61945 a
physician order directed slaff lo place an
Dptifoamn dressing (an absorbent all in ore waound
dressing with a meisfure barrier on the outside) to
the skin breakdown an the right butiock. A
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81915, progress note identified skin breakdown
nated on the right buttock measuring 2 centlmeter
{em) by 2 om. A weakly skin assessment
completed G/20/15, identified the skin was intact
but then identified "skin broken at cocoyx” with no
further assessment, B152 expired on 7515

an 111715, at 12,55 p.m. Eegistered MNurse
{RM)-A stated there was no further care planning
for R152, RWN-A stated the care plan hadn't been
fimallzed for R1562 yet,

Cn 1171815 at 8:35 a.m. the director of nuraing
(DOM; stated she recalled R152. The DON stated
she believed R152 "naver really apened up.” The
DO stated she would have to [ook at R152%
racord and would provide additicnal information.
On 111815 at 10:00 a.m. the DON provided
copies of documentation and stated it was
“everything we have on the wounds." Upon
review of the doguments, there was no additional
information provided, Including no other care
planning content,

R168's significant change Minimum Data Set
{WDS) dated 93015, indicated R158 had
moderate cognltive Impairments. The MDS
indicated R 158 was independent with sating after
set- Up with a8 5% decline in weight [oss indicatad.
The MDS included diagnoses of cancer and
dementia.

R188's care plan dated 10/9M15, indlcated
R158 was at risk for nulrition secondary ta fluid
restrictions, weight loss and infection problems.
Interventions included:

- provide and serve diet as ordered

« manitar inlake and record svery meaf

- weigh weekly on shower day
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R158's physician orders dated 71410015, inclided
an arder for a regular diet. The physician orders
lacked an arder for a nutritional supplemeant,

R158's YWeights and Vitals Summary included
the following weights:

- 147115 118 pounde {|bs) -10% weight change
- 1026 123 Ibs -5% weight change

- 82515 1236 lbs

- 355 1344 lbs

- 1418 1356 |bs

- Bf2BM5 1335 lbs

- B/25/5 12319 Tbs

R158's meal inlake record fram 91545, 1o
11/1115, indicaled the fallowing meal Intake
parcentages:

- 31 meals at 0% -25%

- 48 meals at 26% -50%

- 55 meals at 51% - 5%
- 27 meals at TBW - 100%

The medleal record |acked evidence of 8
nutritional regssessmeant wilh a revislon o
the care plan.

On 111748, at 803 a.m. R158 was obsenved
eating in the dining roam for the braakfast meal.
158 was served hot ceraal, oggs, toast, a cup
of frozen orange juice and a cup of coffas.
During the obsenation R1%8 asked for mare
coffee and and was served a total of 3 cups
during breakfast. K158 was being encouraged fo
ezl throughout the meal and was assistad o put
iglly on her toast, staff did not offer to place
Drosvn guar o ralsins on her hat cereal, During
lhe meal R158 stated "l don't do eggs" when
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encouraged by the staff member kb eaf. The staff
memnber did not offer B 158 anything else o eat,
188 ate ¥5% of hot careal, bikes of eggs and her
ipast, leaving the erust. R158 consumed 3 cups
of eoffee, 172 of her milk and noe arange juice.
R156 stated *'ve had enough.”

On 1117485, at 1223 p.m. R158 was observed
gating independently in the dining reom for the
[uneh meal. R158 was served a cup of oranges
with whipped topping, tace hotdish, mexican carn,
B ouncas (o) of milk and & oz of coffes R158 ate
100%: of the oranges and whipped topping and
only hites of the taco hotdish and mexican corn.
F158 drank 100% of het milk and coffes, During
the nbservation R158 was busy playing with her
dining room ticket and would frequently plek up
her fork and not take a hite of food and then put
ihe fork back down, R158 then pushed herself
from the dining room table and propelled hersalf
back to her rocm via her wheelchair,

When interviewsd on 1118715, at 9:05 a.m. the
ragisterad dietician (RD) stated residents are to
ba waighed manthly at a minimum and weights
and food Intakes are reviewed manthly by the
dietician. The RD further stated if there iz a
decline in weight and food intake the residant
would be reassassed for interventlansg to prevent
further weight oss, The RD stated that R156 was
a difficult caze a2 she was on hospice care,
however stated R158 is not actively in the dying
praceas. Upon review of the RD's spreadshest
compared fo the weights in the medical record
the RD stated R158 was not Inohed at for a
declina in waight do ta the RD Inputting R158's
waight of 1238 [he dated 9/25115, a5 the
restdents weight to compare subsequent weighis
to, rather than the admission weight of 131.9 lbs

issues with care plarming,

3 IDT members and licensed staff wilk
commplete in-service on care planming
including npdares as needed for change of
status or gondition, o be completed by
1271885, Care plans will be reviewed
guarterly and discossed with resident and or
fumily, and updated as needed; care plans
gre reviewed updated as needed with any
change in condition such as, but not
exclusively, falls, skin issucs, changes In
mentation or ADL status.; the Nurse
Munagors will recheck that care plans and
care sheets are updated with above chanjzes,

. FThe BON will be responsible and report
results of nurse manager findings 1o the
(AP] commities for three months, Aller
ihree months the ourse mangers will report
amy care plan fssues oy the DON and farther
education will be pravided o staff as
noeded,

3. The Ditcctor of Mursing /desipnee will be
responsible,

Correction will be completed on or before
12-31-2015.
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The services provided or arranged by the facility
must be provided by quallfled persans in
accordance with each resident's writlen pfan of
cars,

This REQUREMEMT is not met as evidenced
by

Based on interview and document review the
facility failed to follow intervention on the care
plan to prevent prassure ulcers for 1 of 4
residents {22} reviewed for pressurs ulcers.
R22's quarterly Minimum Data Set (MDS) dated
4/25M15, indicated R22 had sevete coghitive
Impairments and required extensive assistance
wilh bed mobility and total assistance with
transfers. The MDS included diagnoses of
diabates melfiitus, hemiparesis and cerebral
palsy. The MDS indicated R22 had a stage 2
pressure wicer (partial thickness loss of dermis
prasenting as & shallow open ulcer with a red
pink wound bed, withail sleugh), that was
unhealed and was not presenl & the time of the
previcus assessmeant,

R22's care plan dated 8722415, indleated the
resident had a pressure ulcer ta lhe right
ischium (forms the lower and back part of the
hip bane), Interventions included;
- adminlster medications as ordered
- administer fraatrments as ardered and monitor
for effectiveness,
- weekly skin assessment by a8 nuras, wilh

STATEMENT F REFICIENCIES 1) PROVIDERIELFRLERICLIA {%2) MULTEPLE COMSTRUETION ) DATE SLRVEY
AND PLAN OF CORRECTION IDEMTTFICATICN MUMEEF: CGMPLETED
A, BLALDING
245227 B. WING 1171182015
MAME OF PROVIDER OR SUPFLIER STREET ALDRELE, LITY, STATE, 718 CODE
BAYSHORE RESIDENCE & REHABE CTR 1501 5T LOUIS AVENUE
DULUTH, MK 55802
{410 SUMMARY STATEMENT OF DEFICIENGIES I FROVIDER'S PLAM OF GORRECTION 8
FREFIX (EaCH DEFICIENCY MUST BE FRECEDED BY FIJIL PREFIX [EACH CORREGTIVE MITIOM SHOULD: BE CoMPLETICR
TAG RECULATORY O 1.5 [DENTIFYING INFORMATION) TS CROSE-REFERENCED TO THE ARPROPFIATE Ll
DEFIGIENGY)
F 280 | Continuad From page 28 F 280
dated #2515, The RD stated ihat she had
missed the weight in her review and shlould have 1 Resident # 22 is followed by the WCC
bean reazsessed for possible Interventions, aurse: Lhe wirund has decrensed in size and
F 282 | 483.20(k3(i) SERVCES BY QUALIFIED Fada rurnai,n% free of symptors c;f infection
§8=D | PERSONS/PER GARE PLAN | oy |

Resident has docnnented hislory of relLsing
re-pasitioning, which resulis in periodic skin
isaues. Stafl continues to encourags residest
Ly Te=pasition,

2. All residents would bo considercd wt nisk
for deficient praciice.

3. Mursing slali will e re-educated on skin
carg with emphasis oo prevention.

Cliarge nawses are placing o luntinated
card nnder the resident with mstruction to
lurn relurn b norse and keeping a log on the
uhil L Irack repesitioning,

4, MNurse manpers witl colleel ghe loygs and
present their report o the monthly QAFI
conunitlee for three months, After fhree
mwwonths the GATT committes will maks a
reconmnendation as to the necd 1o conlinue
to monitor ar develop further inleryentions
as heeded.

The Dirgetor of Mursing/desipnee will be
raapongilile

Completion date ol 12-31-2015,
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changes reponad to tha MO

- skln risk assessment, Braden [assessment for
predicating pressure ulcer risk] and Hssue
toleranice [assessment for reposifioning
schedule] quarterly and a2 needed (PRM)

- moniter nutritionat status, serve diet as ordered
- moigturlzer applied wice daily and PRM to skin,
do not rassage over bony prominences

- weight bearing assist from staff for

significant repositioning every two hours and
FEM in whealchair and bed, resident has a
history of reflsing.

- requires an altemating air matiress on his bed
and cushion in wheslchair,

R22's medical record lacked evidence of &
comprehensive skin risk assessment, to be
dane guarterly and PRI per the care plan.
R22's medical record lacked a Tizaue Tolerance
Assezament, to be done quarery and PRHN per
the care plan, The medical record [acked any
azsessments related to tigoue profusion,

R2Zs madical recerd lacked evidence of
consistent weakly skin assessments alnce
June of 2015, The following skin assessments
after June of 20 5 were dalad 71415, B18M5,
121415, and 114145,

Review of the medical recorded indicated the stage
2 presaure uleer was discovared on %215, and
measured 4.5 centlmaters (om) x 0.9 cm x a depth
of less than 0.1 cm. "Waund base was 90% red
with 10% yeltow tissue and was moist in
appaaranca, No exudate, no cdor, Surrounding
fissue intact, pink and blanched. Writer applied
feam border drassing and will seek phystclan
orders. Intetventions in place include alternating
pressure mattress and wheel chair eushion ™
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PHREFIX
Tas

SURDEATY STATEMENT OF DEHICIENCIES
[E&CH DEFICIENGY MUST BE PRECEDED GY FULL
AEGHULATIRY OR LS [DENTIFYRG IRFORMATION)

Iy MROVIDER'S FLAK OF COARECTICH Jl

PHEFI (EALH CORBECTIVE ACTICN SHOULD BE ! COMFIETION
THEG CROSE- RCFCHENCGED TO THE APPRCPAIATE 1
DERLLIEREY) :

LS

ledi -

Faa2

F2ah
SE-0

Confinved From page 31

When inlarvlswed on 11/1715, at 2118 a.m. :
reglsiered nurse (RIV)-B stated thal tha nurses de
8 guarterty Braden Scale and waelkly skin '
abservation on residents, but they do nofusea |
Tisaue Tolarance assassment and added she has |
nevar saen that fype of assassmant singa slarting |
in the facility. RN vorificd that the weekly skin
ohaarvations were not completed weakly as catc
phanned for.

When inderviewsd on 11/1715, at 2:38 p.m, BN-H

stated the facility does not use & Tissue Tolerancs
asziesment for assessing for appropriate
Irdividualized repositioning schedutes,

When interviewed on 114815, at 10:20 a.m. the
director of nursing (DON} stated that all resldents
are on a every 2 hours lepositioning schedule
and that the nurses wiilfze the Braden Scale o
determine an approprlate repositioning schedule !
for residents, Tha DOM further slated that R22
wag repositioned firnely accomrding ¥ his care :
plzn, The DOM stated the faciity does not usa &
speclfic ool 1o a3sess for tissuc profusion, The
DOM further stated that weakly skin chaervations |
should be compleied and dosurmentsd.
4832001, 483.20{e) PASRR REGQUMEMENTS
FOH W & MR :

Afacility must coordinate assessments with the
pre-admission screaning and resident reviaw
progearm undet Madicaid in part 483, subpart G {o
the maximum extent practicabls to avoid
duplicative tosting and efort.

A nursing facllity fmust not admi, an or after
January 1, 1988, any hew residents with:

F opsi

F 285
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STETEMENY OF DEFICIENGIES o DROVICEREUPFPLIERCL
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24537
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(i) Mental lness as defined in paragraph (m}2}
{[) of this aection, unless the State mental health
autharity has detarnined, basad on an
Indepehdeant phiysical and mentat evaluation
porformed by & person or enlity olher than the
Stgie mental health authority, prior fo adrission,

{A) That, because of the physical and mental
condition of the indvidual, the individusl requires
tha level of sarvices provided by a nursing facifiy;
and

{B1 I ihwe inclividual requires such level of
senvices, whether the individual requires
specialized sarvices for mantal retardafion.

{i bAental retardation, as detined In paragraph
{ra}{24(iiy of this seqtion, unlass the State mental
retardation of developmental disability authority
fhas datermined prior to admiszion--

{A) Thal, bacalise of the physical and mertal
candition of the individuad, the individual requires
the level of services pravided Ly a nursing facitity,
and

(e ¥ ihe Inedvidogl requires such leval of
senices, whethor tha individual requires
spociakized services for montal relardatinn.

i Far plvposes of thiz section:

Y() An individual s considered o have "menial
L llness" it the individual has & serfous mengal

g iliness defined at §483.1062(b(1).

¢ () Anincividual is consldered to be "memally
retatded” f ine individual ls mantally retarded a3
defined In §483.02{(0){3) or is a parsen with &
ralated condition as desciibed in 42 GFR 1008,

This RECILIBEMENT iz not met as svitddonend
by

Bagsad on Interview and document review, the
facllty fafled to assess programming needs

(Rl 10 ST ALY STATEMENT OF DEFICIFRCIES L PROVIDER'S PLAN G CORRLGT KN (G
FREFIX (EACH DEFICIEMCY MUEF Bl PRECCREE 8Y HILL FREFIx [Lacl G!ZI_I!I-_"IEGTI'L-'E ACTION BHOULD 31 ) ! mg—irm
Th AEGULATORY BF LSG IDERTIFYING INFOSMATION; TAG GROSE HEFERENCET TO THF APPHOPRIAIE | A
DL ICIEND'Y) :
-+ ot " 1. The facility did receive a
F 228 | Confinued From page 32 F 285 v

Level Hl PASSE for resident
#146 and no outside
resaurcesfinterventions
were reguired for the
resident.

2. Four residents were
identified in the facility
requiring a Levef IF PASSR.
Mone of the residents
required cutzide
resources/interventions.

3. The Administrator reviewed
the Standards for Level ||
residents reguiving
programming neecds with the
Director of 5ocial Services,
The Birector of Social

services will inciude a
specialized plan if care for all
Level il residents identified
in the Level Il PASSR
reduiring special
programming.

T
r
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based on the Leval I Preadmission Screening |
and Aesldent Review (PASHR) svaluailon for 1 of :

{ Findings inciude:

i B146's Admission Record identiiied diagnoses

1 residents (R14B6} reviewed with 4
: develnpmental disahility.

that included Down's syndrome. The care plan
dated 81715, lacked indication of active
troatmioni neads.

F148's Level I PASKR dated /1061 5, indicated
8148 had a developmental dizaldity, and
required convalaseant cara fram 8%6A 5, o
10/8F16. The Loval I FABRR fudhar idaniifiod

i specified in R148's individual servce plan, and
wolild e met while 1486 resided in the nursing
facilky.

R146 required active treatmani, and the facility
-asayUred aciive treatment needs will hava baen -

Cn 111315, the fagility was requested 1o provide
acopy of Ri48's Level 1| PASER, Onr 111715,
soclal worker {SW)-A provided o copy of R146's
Leval 11 PASRR, and stated lhe facility had |ust
recetved a copy of it frorn the courty via fax, ;
SW-A veifiied the facility had not reviewed 146' !
Level 11 FASHER previous o ihiz time. :
H
On HABAS, ol 5:24 a.m. SW-A stated the facility |
was meetlng R145's aothve treatment By having
R4 participate in the facility activity programs.
Qn $1/4 8115, at 941 am. SW-A steted it was the
county's responsibilty to ensure the facility :
recelved the Level Il PASRR, and the faciity was
currently walting far B14B6 to be assighed a
county worker. S\W-A furthet stated Ri48
parficipabes in many of the facility activities, and

£ EATCMEN T 21 BLECIENCIES 1] PHGAISE HSUEHL IR (X2 W TIR|E CONSTIIUGTION K3} DAL SUHVEY
AR AR O COHHEC TN IDEMTIFCATION MUMEER- - CURLETED
ABUNTINEG
245227 B, WiNe 11182015
FAME CF PROVTOTR SR sUPPLER STNEET ADLKLESE, SIHY, S 1Al R, ZP COpE
' 1601 ST LOWIS AVENUE
BAYSHOR E & REHAE TR
AYSHORE RESIDENCE & ¢ BULUTH, MN 55809
1y 101 SUNMARY STATEMEMT OF DEFiENCIES : i PROVIDERS PLAN OF CORRECTION i o)
PEETH EAGH DEFCEENCY KMUST BE PREGEEFEL BY FUILL FIREFT [EACH CORAECTIVE AGTEIM SHOLLD BE COMPLLTICN
TG FECLILATORY DR LSC IDEMTIFYING IWFOTHAATION) THIE CROBS-FEFERENGED TO THE APPRCPRIATE PATE
DEFICISHEY!
. An audit of all resi é
F 285 | Continued From page 33 i F 285 sidents and all new

admissions reguiring a Level 1|
screen and assed as needing special
programming will be conducted
evety month to monitor that
specialized plans of care have been
developed for these residents.

4, the audits will ke presented to the
monthly QAP committee for three
months, After three months the
QAP committee will make a
recommendation as to the need to
continue to monitor that Level ||
residents have the PASSK and
specialized care plan.

Compettion date of 12-31-2015.
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F 285 | Continued From poge 34 Faes

she gpends g lat of fime in har room.

A policy and procodure an Levet I PASER

evaluations was requested, bt not provided,
F 309 | 484.2% PROVIDE CARE/SERVICES FOR F30s
585.G . HIGHEST WELL BEING

Each resident musi receive and the facllity must
provide the neceseary care and sevicas to attain
or maintain the highest practicalde physical,
mental, and psyshosoctal well-being, in
accordance with the comprehensive assessment
and plan of care,

This REQUIREMENT e not met as ovidanced
by
Pased on abservation, interview and dopument
review, the facity faded to comprahensivaly
assess pain and implement interventicns ke
relleve moderate o zevere pain following [hnbar
{low back) and acetabuiim {ball of femir}
fractures for 1 of 1 regidents (RE1} reviewad for
palrs. This daficlont practics caused ackual harm
to RE1. in addition, the Facility falled to provide
coordingatlon of cars betweaan tho faciity and the
hosclee agenoy for 1 of 1 residents {F109)
reviewnd for hospice, The factity also failed to
provide services to a rasident as directed by the
physician for 1 of 1 residends (B143),

T

Findirgs [neiuee.

T e T T N N TR N NN N Nt Lt Tt St

F&E1s adimlseion record identified multiple
diagaosas including travmatic subdural
hematome, lumbar compression fractire and hip
fracture. HE1's admiasion htinimum Data Set
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Continued From page 38

(M3 dated 16/29415, indicaied B61 was
severaly cognitively impaired and had no behavior
prablems, The MDS identifisd RE1 had pain and
recalvad paln medication daily, and was at risk of
falls with & history of falls with Injury. The MDS
further identifted RS 1 required extensive
assistance of one staff for activities of daily living
(AQ0Ls} and had nat ambulated the past seven
days.

Fain gzsessmenls were completed 9/8/15,
10294158 and 1810715, RE] was awakened at
night from the pain. The pain was ratad moderate
to sevare an all. The most recent assessment
dated F1M0M 5, idenfified daily pain and pain
medicalicns needed.

The Care Area Assessment {CAM) dated

B2 5, indicated verbal behaviors such as
mRraning, greaning, and crying to demonstrata
pain. The characieristics, frequency and intensily
of lhe pain was not complated. RB1's care plan
dabed 117215, identified a potential for pain. The
care plan directed pain medications as crdered,
manitor for and report changes in routine or
appetite and verbalnon-verbal complaints of
paln. The care plan dld nat include any
non-pharmacologicsl inlersentions te halp
alleviate pain.

The Medication Administration Recond for 815,
9715, 10015, and 11/15 were reviewed., REB1
started recaiving oxycodons every thres hours as
neaded (PREN) on 10622015, until 114815, {during
survey) when the medication order was change to
provids pain medication at scheduwled times. The
oxycodene was given 9 times in 10115, of the 60
petential apparunities for PRW dozes, and was
given 26 times in 11415, of the 56 potenliat

Moh-Fri and the nurse managers

F309K raview any resident changes or fissues,

Any issues with follow through are
addressed with staff immediataly,
education is provided as needed.

4. The DON reports any fssues to the
QAPI monthly. After three months the
QAP committee will make a
recomimendation as to the need for
reeducation or revisions {o the
process,

Completion date of 12-31-2015.

FORA SMS-256702-99) Provieus Wertsions Obsolela

Eusnd I 3v2HH

Facay |D: ooEas If cordinuallon sheel Page 36 of +18

o s Taans s p s s a A A a AR

e et S

e T L B e I e



DEFARTMENT OF HEALTH AND HUMARN BERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 120H2015

STATEMENT OF DEFGIENCIES (%1} FROVIDER!SUPPLIERICLIA
AND PLAN OF CORRECTLN ICEMTIFICATLCN NUMBER:
245227

FORM APPROVED
OB MG, 0938-0301
(%2 MULTIPLE CONSTRUCTION (431 DATE SURVEY
o BLILOthE COMPLETED
BWING . 11182015

MNAME ©F PROWVIDER QR 3LFFLIER

BAYSHORE RESIDENCE & REHABR CTR

STREET ADDRESS, CITY, 8TATE, ZIF CODE
1507 5T LOUIS AVENUE
DULUTH, MM 65802

oppertunities for PRM deses which could have
been provided.

An pbeervation of RB1 on 1171272015, at 10.38
a.m. lying in his bed with his kness up and a
pillow under them. When asked ha rated his paln
at a 810 (a verbal pain scale where 1 was na
pain and 10 was Lhe most pain he has evar had).

An lnterview on 11915 at 1:00 pom. with physicat
therapist (BT)-A idenlified they had started sesing
RE1 10/22M5, to 1073015, and restarted 11/3M18
to current. She said when he came back fom fhe
hospital afier hlz subdural hematoma in 815, he
had orders for &l three disciplines {physical,
occupational, speech) to assess and treat him.
PT-A stated they use a Wong-Baker pain scale
(faciat pictures) with RE1 0 measure hls paln.
PT-A continued o state affer the 1052215,
referral they only saw him for eight days. They
attempted to ambulake him but he could not
ambulate. He could only ambulate 3-4 steps from
bed o chair with 8 walker, FT-A zaid, "He was in
a kot of pain cause of his back Jumbar fracture].”
The next request for therapy services was on
114315, after relurning from the hospital with the
hip fracture from anather fall. R61's ordars wera
for weight bearing as tolerated and all three
disciplines evaluated him. They trled a TENS unit
(transcutaneous efectrleal nerve stimutation) for
his pain. RE1 rated his paln &t a 10710 and you
could tell by his facial expressions if he was in
pain.

An interview on 111215, at 850 a.m. physical
therapy assistant (FTA)-A aszked RE1 to rake his
pain using the Wong-Baker faces pain scale. RE1
rated hle pain & 10M0. PTA-A said she always
utilized that pain scale, PTA-A verified he was

o SUMMARY STATEMENT [FF DEFICIENCIES I PROVIDER'S FLAN OF CORRECTION E4EY
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given pain medication at £:13 a.m.. PTA-A
tndicated she evaluated R61's wheslzhair on
11/8/15. Ehe slated 1he leg of the wheslchair was
too shorl for R8T, She could nat explain why the
leq rest had nof been adjusted for R&1. FTA-A put
R51's leg on a stool and RG1 hollered out in pain.
PTA-A told FT-Ct that his leg kept falling off the
leg rest as the log rest on the wheelchair was too
short for him, R&1 meaned and whimpered the
whole time PTA-A was moving his leg, RE1
repeatedly said "it hurts” and "ouch, such, ouch”
At 8:54 a.m. PTA-A asked RG61 what his pain level
was and ha said 10M0, PTA-A was nol able fo
cantinue the therapy en his legs s0 she used a
baltoon to play ball.

£ subsequent inlenview an 111215, at 9:02 am.
PTA-A said RE1 has not been able to move his
leg due to pain. PTA-A stated he was weight
bearlng as tolerated but can't walk due te his pain
level She said she usually walks people soconer
affer an injury but has nol walked him due to
“extreme pain." She said she didn'f ask if they
gave him sermething for pain, She said it is
important o have scheduled paln medicatlons.

Interview an 1112418, at 10111 a.m nursing
assistant (MA)-H stated RE1 cried out in pain a lot
becausa of his back and hip injury. He said the
pillow between RE1's legs in bed was because he
wouldn't stralghten his leg out, She went on to
say RB1's wheelchalr dld not fit him and the
wheelchair hurt birm. An Intervlew an 1112445, at
1038 a.m. while RE1 was lying in bed, this writer
asked RE1 ta rate his pain and he raled his pain
at an "&M0".

On 111218, at 12:45 p.m. PT-A stated her
expectalion was a resident would get a pain
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medication when they are in pain. She said RK&1
rated his pain as 10M10. PT-A said if the resident
is stilt able to move and transfer they go ahead
with therapy. PT-A said he used the zllding
board to the Mu Step but RE1 grimaced in pain.
PT-A sald there wers no ner phatmacelodical
intervenlions used for RE1's pain foday. She
didn't know why the TENS was not put on him.
FT-A said when physical therapy did an
evaluation on t1/6M15, post fall with injury, she
said they changed hls wheelchair because i
didr't fif him well. PT-A was aware his whealchair
leg didn't fit  hirn well and his leg kept sfiding oif
the leq of the wheelchair. She said they put a calf
pad in place that marning after the discusslan
with PTA-fA.

An Interview on 11713418, &t 847 a.m.
accupationat therapy (0T asked RE1 to rate
his pain and he rated it at & 64140 [ocated near his
left hip, She told him she would tel the nurse,

MA-G said on 1171315, at 2:28 p.m. that she
narmally works another hall but "l know ha is
always in pain and yelling in pain”

Aninterview on 111345, 8t 2:2% pom. trained
medicatian assistant (TMA-K said she used a
paln segle called pain AD, She said it uses
breathing, negatfive vocalization, facial
expression, body language and consolable to
determine pain leval. She didn't know what others
used to determine pain levels. The ordet was for
oxycodone 5 mg (milligram) 1 - 2 tablefs every 3
hours for paln PRM. She said if RE1 had a pain
level of 1-5 M0 she gave 1 tablet. If he had a pain
level of 6-10 M0 she give 2 tahlets.

An interview with registerad nurse (RM)-A an
1T1MBME, at 4:07 p.m. stated she has sean RE1 in

F 308
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a 1ot of pain and agreed he did not have adeguate
pain contrel. She said she has seen him grimace
in pain, RM-A stated all staff should be using the
same pain scale and they ara not. She said they
do net us any non pharmacological pain
Imterventions and "we =hould,” EM-A =tated
since sunsey sfared RE1 doesn't have good paln
cortfrol. She further staled FE1's pain may be
affecting his restlessness 6o staff requested a
regular pain medication, His new pain order is for
awyeodone 10 mg 3 fimes dally.

A progress note dafed 102415, at 1:11 am.
identified R84 was restless and climbing ouf of
bed several times, Yhen asked if he had pain
and wanted a paln plll R&1 said yes.

An obeervatlon on 11ATAE, at 905 a.m. FT-M
said the TENS unit blocks the nerve synapse.
She said it is 8 15 minute trealment. PT-k
indicated RE1 had hommible pain sorme day's,
FT-M stated therapy used a Wong Baker pain
scale. RE1 rated hls pain as " Iot" on the Baker
Wong seale before he started physical therapy
While PT-M was working with his [eft leg, RSt
was saying his right sida hurt. PT-M did not ask a
nurse if ha had his pain medication bafore
therapy and did nol apply the TENS Lnit.

An Inlerview on 11417015, at 7:55 am. RM-H
stated she didn't use a pain ecale. She just asked
the resident if their pain was mild, moderate or
savere. The last time she asked RE1 akout his
pain, he said it was moderate. She sald she wasz
not gware of any standardlzed meathod in the
facility, for pain management assessments.

Interdew wilh the DOMN on 11/18M5 at ¥:55 a.m.
idenftied RE1 was placed on some
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non-pharmacolegical interventions for pain on
11417115, "We paw that as a need for him."

A facility poiicy titled: PAIN ASSESSMENT
PROTOCOL reviewed 11/02, indicated. "I is the
policy of Bayshaore to provide for the optimum
quality of |ife for every resident. Gusfity of Life
includes Individualized management of pain.
Management of pain includes acourafe
assessment, phamacological and
non-pharmacological metheds, and physical and
psychosocial interventions.”

R108 received hosples services, and the facilify
failed to provide coordination of care,

Findings fnchede:

R108= Admizsion Record identified dlaghozes
that Included Alzheimer's disease. The quarterly
Minimmum Data Set (MDS) dated 2414015,
indicated B109 had severs cognitive impaiment,
and required axtensive to tolal assistance of skaff
with bed mability, transfers, dresslng, eatlng,
mabilily, perecnal hygiene, bathing and toileting.

B 108 began receiving hospice sanvices on
122115, for end of life services due to the
diagnpsis of Alzheimer's dizsease, The most
recant certfication by the hosploe agency was
D1 FM5, and at that time it was determined he
walld receive skilled nursing sefvices once a
week for ning weeks, and nursing assistant (R4
zervices wice & week for nlne weehs.

On 11412815, at 1:27 p.m. nursing assistant
(MAY-K was intarviewesd, and stated the hospics
MA came fo fhe faciltly bwo or thres times a week,
MA-K stated they came at different fimes of the
week, and different times of the day. NA-K stated
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the facility was unaware of when the hospice MA
was going to be at the facility to care for R109.

On TM1A7F15, at 8:36 a.m. regisfered nurge
{RM}-C was interviewed, and slated the hospice
MA schedule was “sporadic” and "they just come."
RM-G stated the facility doss not have the

heepice MA-s scheduls, and they do not call the
faclity prior to comlng out. RM-G further stated
the hospiee MA'S have thelr own gchedule, and
the facilily doss not know when they are coming.

On 114815, ab 11,57 a.m. the directar of nursing
(DN} was interviewed and stafed she assumed
the: facllity was aware of the hozplees MA vislt
schedule,

The facility policy and procedure on Hospice
Program dated 2/14, directed when a resident
partlcipates i the hospice program, a eoordinated
plan of care between the facility, hospice agency
and residentfamily will be developed.

143 did nof receive timely and accurate
aszessments of cfinleal changes wilh
comesponding physician updates as needed,
According to his admission face sheet, R143 was
admitted on 713415, with a shoert term admission
plan for rehahiltation services, The resident
dimgnosiz report dated 7H3/15, [dentified multiple
dlagnases including right below the knee
ambulation (REKA}, diahetas and hypertansion.

Admission orders for B143 on 71315, included
full code status; accucheck (Blood sugar) four
times g day, call If resuliz =250
rrilllgramsfdeciliter mgfdL or <70 mgfdL; daily
weights - if resident gains more than 3# overnight
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or 5 ar more in one week - call MO, and mulliple
rnedleations. R143's admisston weaighl was 233
pounds. R143%s gadmission Minimum Data set
dated 7/20/15, identified he needed extensive to
full assistance with cares and was moderately
canfused. In addition, it identified R143 did not
have a shortened life expectancy.

On 714415 at 12:22 pan. the Medication
Administration Record (MAR) identified a Hood
sugar {B3) of 297 mgfdl R143s daily weight was
229 pounds. There was no assessment for
hiyperglycemla (high B3} and Lhe physician was
not updated a5 ordered, R143 was oh no
medicafions to assist with blood sugar
management.

Mo weight was obtained an 711515 On
THE-17M15 R143 weighed 230 pounds, There
was no weight obtained on 7/18/15. CGn 71815

R 143 weighed 231 pounds. On 720015 no weight
was obtalned.

On FI21418 & fax was sent to the primary
physician identifying "Many abnormal values" for
labs. There was no further assessmant
information decumented ar relayed o the
physician. The physician responded indleating the
[ hemoglobin was "the anly arifics] ane”. The
physician then ordered medications changes and
ko check stoai for cocuit Blood, orthostatic blood
pressure - tell me if =20 millimeter systalic drop -
will s Rim on FR2IMS, On 72115 at 1068 pom,
F143 had a BS of 2¥7 mofdL. The physlcian was
net updated and there was no assessment for
hypearglycemia,

On 7422115 another fax was sent to the physician
identifying increazed swelling to the scratem and
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right side of penis. The daily weight had not been
ahtained and there was no assessment to
correspond with this identified problerm. At 2:00
p.m. B143 had a BS of 260 mghdlL. The physician
was hot updated and there was no assassment
for hyperglycemmia. There was no daily weight on
TI23M G, i addition an ¥/2315 at 5:51 a.m.
E143's blood pressure was 21753, His
previously documented blood pressures had
never gong above 166/80, Mo other assessment
was completed and the physician was not |
updaled. : l
Another fax was sent lo the physlelan on 72415
idantifying on 7718415 R143's weight was 2315
pounds and today was 242.3 pounds. It further
identified F143 had a neotabla increase in edema
of legs, scrotum, handsfarms. There was no
further assessment oblained or provided. On
F124/15 the physician ordered labs and
medication changes and requested the facility fax
the results of the stool ocouit and crthostatic
bfood pressures. In addition the physician ordarad
a chesl x-ray (CXR), and electrocardlogram “

(ECG), Altholgh the crders were wriiten an
7124115 they were not transcribed  until 7/258M15.
The blood for the lah work was no collected until
F2EM 5, Interview with RM-A on 1117M 5 at 1:10
p.m. revesled she did not know why the
transcription and implemeantation of the new
physician crders had been deiayed.

{in ¥12515 the EGG idantified "possible coronary
ischemia." There was no evidence the physician
was [nformed. The CXR dated Y2515 idenlified
a "pulmonary edema pattern” which was faxed (o
lhe physician an 728/M18. There was no dally
weight abtained 7/25/15. On 7f26M5 the oocull
stools came back posftive. There was no
svidence it was faxed to the physician, Although it
weas stampead "Faxed" fhe area for
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datetirmedinitials was blank. Interview with
Registered Murse (RN)-A on 11715 at 1.10 p.m.
indicated there was no indication in the record the
physician had been notified of the eooult stool
resulis. On 7G5 R143 s weight was 258.5
prunds for a total galn of paounds 25 since
admisslen on 7713145, Mo further assessments
were completed and no further physician updates
were provided,

Qn /2915 at 2:00 a.m. pragress notes identified
@ caregiver answered the call ight. He stated his
back hurt wanted to be tumed on his side. While
the caregiver was talking to the resident he
became cyanotic and untespansive. A code blue
was called and cardippulmenary resuseltation
was provided untll paramedies arrived. R143 was
determined to be expired at 3:0% a.m.

Interview with RiN-A on 11M7HMS at 110 p.m.
indicated there had been no assessmeants of
F143%s condition, Ri-A stated the physician was
not updated with the blood sugars and nothing
was being monitored for those changes. RN-A
stated the facility had begun manitaring for
hyparhypoalycamia svery shifl but that kad not
been intigted here. RA-A further stafed she
recalled the physlelan being updated on some
weights hut "just not every day.” RMN-A statad she
would have to “believe we notified him." However,
she also stated it was "unusual and suspiclous"
that thers was nothing docunmented and no
further orders had the physician been updated.
RN-A siated she remembered [R143] and was
aware of "somea of the problems but | can't say |
was updated an all of them." RN-A acknowladged
thaf as she reviewed things she would have
"gone forward and updated the physician.” She
further sald she would have sent R143 to the

F 308

1. Mo reaidends were affected by the allsed
delicient praclice of falling to coordinate
care with Hospice.

2. All Hospice residents may be aflveted by
the alleged deficient practice.

3. An inierdisciplinary meeting was held
with TTospice on 12-9-2015% regarding
coordination of care, Meetings arc
schoduled every two weels. Ilospice is
providing schedules of the nursing assistant
visits every Momday.
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41D SUMMARY STATEMENT OF DEFICIENCIES Io PRONWIDER'S PLAN OF CORRECTION 5]
FREFEX {EACH BEFICIENGY MUST BE PRECEDED BY FULE RREFIX {EACH CORRECTIVE ACTIOH S8HOULD BE COMM_ET.GH
TAG FEGULATORY OF LEC IDENTIFYING IMFORMATIOHN) TAG CROSS-REFERENGED T0 THE AFFROFRIATE fIRTF
DEFICIEHCY)
4. Mimtes of the biweekly meeting with
F 303 | Continued From page 45 F 308 | Hospice will be reviewed at the monthly
emergency roam had she received no response OQATT committes to assure coordination of
from the physician. care is continuing,
Interview with the residents physician (P)-A on 5. The Director of dMwrsing/designes iy
1411715 at 2:45 p.m. indicated he had seen respomsible.
R143 on 7i24/15, He had besn updated in R143's
weight gain and he swepectad agzcites (fluid in the [ Resident # [43 expived ¥-29-2015.
ghdominal cavity) and fluid overload, P-A further . .
indicated R143 had multiple ea-markidites and 2 .All residenis have the pulenlial t be
the facilily had not received a lof of information at alfieted by the atloged deficient practice,
the time of this resident's admission. Based on . _ X .
the rasults teceived from the tests ordered on 3 ,Lul:,e:nse stai:f willbe Im—serwced el
7124115, "things fecked terrible,” going on o say pl‘ﬂ‘-’{diﬂg services as directed by 4
F.143 had the fluld overload, ascites, and physician.
ancytopenls (deliciency of all three callular — . . .
Eﬂmpyﬂnznts oi the t:lu:n'.'uf:lilI - red cells, white cells, 4. The Fucilily w]_l | it two (2) vesident
and plafelets). P-A went on to say he believed charfs per week times iivelve :'ﬁ'r?aks ta .
R143 had bone marrow issues that wauld have monitor license staff are providing services
required very aggressive fests {o determine what as directed by a pliysictan. Any negative
the lzsues were followed by very aggressive vecerrenee will be immedialely reported o
treatment, the: Drircctor ol Mursing, These audits will
. be presented to the monthly QAP for three
When interviewsd on 11418115 at 11,36 a.m. 1he months for review and recommeications,
dirgeter of nursing {DON] stated she did not have After three months the QAPI commitice
a gualify review process for the care provided in will make o recnmmendalion 45 to the need
degth records. The DO slated when she (W eonEnue ko mom e that the license staff
reviewed a death record she reviewed for s . .
L s , . are providing services as divected by the
netifications but “since I've basn here there hasn't -
bean a gueslion of wrongful death.” The DON Pliysician.
further stated that the malority of d?éths were 3. The Dircetor ol Mursing fdesignee will be
"hesples or exXpecled” and na phyaician had aver responsilite.
gueslionad a dealh so dealh records weren't
reviewed. The DON stated R 142 was refusing Completion date of 12-31-2015
things and it was dificult to get him {o cooperale .
F 314 F483.25(c) TREATMENT/SVCS TC F3t4
58=D | PREVEMT/HEAL PREZSURE SORES
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resident, the facility must ensure that a resident
who enfers the faciity without pressure sores
does not develop pressure sores unless the
individual's clinicat condifan demonstrates that
they were unavoidable; and a resident having
pressure sores receives necessary treatment and
services o promets healing, prevent infection and
prevent new sores fram developing.

This REQUIREMENT is not met as evidenced
by

Based on observation, interview and document
review the facility failed to provide care and
services to pravent and promote heating of
pressure wieers for 2 of 4 residents (R22 and
R152) reviewsd for pressura uicars.

Findings Include:

R22's muatterly Minlmum Data Set (MDS) dated
9/25H5, indicated R2Z had severe cognitive
impairments and required extensive assistance
with bed mobility and total assistance with
transfers, The MDS included dlagnoses of
dighetes meflltus, hemiparasis and cerebral
palsy. The MD3 indicated R22 had a stage 2
pressure utcer (FPartial thickness loss of demmis
presenting as 8 shaliow open ulcer with a red
pink wound hed, without glough), that was
unhealed and was not present at the time of the
previnls assessment.

The skin Care Area Assessment (CAS} dated
2115, indicated that R22 was at risk for
developing pressure ulcers due to impaired
mkility, incontinence, needed exensive
assiztance with positionlng and had a history of
healed pressure ulcers.

A, BUILDING
245227 B WG 11/18/2015
NAME OF PROYIDER. QR SUPPLIER STREET ADDRESS, CITY. STATE. 2IF CODE
AYSHORE RESIDEMCE & REHAB CTR 1801 ST LOUIS AVENLIE
B RE &
DULUTH, M 55802
BAID SLMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION 1t
FREFLY {EACH PEFIZIENCY W#UST BE PRECEDED BY PULL PREFI {EACH CORRECTIVE ACTHAN SHRLILO BE COMA FTION
THE REGULATORY OF LG IDENTIEYING IMFORMATION: TAL £ROSS-REFERENCED TO THE APPROPRIATE A
CEFICIENCY)
Resident #22 |s followed by the
F 314 | Continued From pages 48 F 314

WCE nurse, the wound has
decreased in size, and remains
free of signs and symptoms of
infection. Resident has history
of refusing repositioning, which
resllts In occasional skin issues,
Staff continue to encourage
repositicning.

Al residents would be
considered at risk for alleged
deficient practice,

The Nursing staff were
reecducated on skin with a
focus on prevention of
development of wounds,
Charge nursas are placing a
laminated card under
residents with Instructions to
return to nurse and keeping

a kog on the Unit ta track
repositioning,

Nurse managers will collact the
logs and report to the monthly
QAP committee, After three
rmuanths the QAP committes
will make a racommendation
as to the need to continue to
monitor the repositioning
program.

The Director of
Nursing/designee with
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R22's care plan dated 822415, indicated the
resident had & pressure ulcer to the right
ischium {forms the lowear and back part of the
hip bone), inlerventions included:

- administer medications as ordered

- adminlster treatmenls as ordered and manifor
for effectiveness.

- weskly skin assessment by a nurse, with
changes repored to the MD

« 5kin risk assessment, Braden [assessmenl for
predicaling pressure ulcer risk] and fiasue
tolerance [assessment for repositicning
sohedule] guarterly and as neaded [PREHR)

- maniter nutritional status, serve diet as ordered
- maisturizer applied twice dally and PRM to skin,
do hot massage aver bony prominences

- weighl bearing assist from staff for

significant repositioning svery two hours and
FRM in wheelchair and bed, resident has a
history of refusing.

- requiras an aliernating eir mattress on his bed
and cushion in whaelchair,

R22's medical record lacked evidence of a
comprehensive skin risk assessment, 1o be
done fuarterly and FREN per the cara plan.

F22's Braden Scale dated 2225, Indicated
F22 was at a low rsk fur develeping pressure
ulcers,

F22's medical resord (aoked 3 Tissus Tolerance
Agaezzmenl, ko be done quarterty and PRMN par
the care plan, The medical record lackad any
asseeements related ta tissue profusion.

R22's medical record lacked evidence of
consistent weekly gkin assesements since June of

2045, The: following skin assessrmants after

LSTATEMENT OF DEFICIEMCIES (%1 PROMIDER!SUFPPLIERIC LIS G} MULTIFLE COMSTRUCTIM [*2] DATE SURYEY
BAC PEARE OF CORRECTION IDENTIFICATION MLUMBER: SOMPILETED
_ i, BLILAING
245227 B. WENG 111872015
MAME OF PROVIDER (R 2UPFLIER STREET ADLGRESS, CITY, STATE, ZIP CODE
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BUEUTH, MW 55802
[Xd) B SLMMARY STATEMENT OF DEFICIEMCIES (] FROVIOER'" PLAN OF CORRECTIORN [
FREFIX JEACH OEFICIENSY MLUET BE PRECEDED Y FULL FREFIX {EACH CORRECTIVE ACTION SHOULD: BE COMPLETION
ThG REGLLATORY OF. |35 SDEMTIFY ING INFOREMATICON] TAG CROSS-REFERENGED T THE SPPROFPFRIATE LATE
DEFICIEREY)
Ovearsight from the Administrator will
F 314 |Cantinued From page 47 Fald

be respensible. Completion date of 12-
31-2015,
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Continued From page 438
June of 2018 were dated 7/1/13, 81815,
10/21/15, and 11411115

Review of the medical recorded indicated the
stage 2 pressure ulcer was discovered on B/2M15,
and measured 4.5 cendimeters (cml x D5 cm x @
depth of less than 4.1 cm. "Wound base was
B0% red with 10% yellow Hssue and was moist in
appearance. Mo exudate, no odor. Sumounding
tissue intact, pink and bianched. Writer applied
foam border dressing and wilk seek physician
orders, Intarventions in place include altemating
pressure mattress and wheel chair cushion."

SkinfWound Moted charted waekly from B/22¢15-
11410/15 with required wound desclptions.

The medical record lacked any evidence of a
re-gssessment of the residents current pressurs
ufeer interventions or an analysis fo the cause of
the current pressure wlcer,

A faucwas sent to the physician on 9429715
regarding the current treatment of & foam
dressing nof staying ir place. The physician
responded and ordered a thin hydrocoloid
dressing to be changed every 3 days,

Feview of the medical record lacked evidence
that the wound or dressing with surrounding skin
were observed daily,

When interviewed on 111715, at 714 a.m.
nursing assistant (MA-D stated that R22 was io
ke repositioned avery 2 hours and needed
azsisiance to reposiion, MA-D stated that RZ22
ha= a roho cushion In hls wheelchair and an
alternating air pressure reducing mattress on his
bad. MA-D was not aware of any changeas to

F 314
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F22's care plan since the development af the
stage 2 pressure ulcer.

When interviewsd on 118715, at 2:19 a.m.
registered nurse (RN)-B stated she does the
weekly measuring and assessments of the
wolnds In the facllity. RN-B variflad R22
developed a stage 2 pressure uloer to his vight
igchium on 8722715, and the pressure dlcer has
itmproved, EN-B described that the nurses do a
quarterly Braden Scale and weekly skin
observation on residents, bul they do not use a
Tlssue Tolerance assessment and added she has
never seen that type of assessmeant since starting
in the facilily, RM-B coubd not provide
docurmentation of an analysis of why R22 had
developed a pressure a uleer. When asked what
new interventions had been Implemeanted for B22
RM-B stated Lhat she Lhaught he was sean by
therapy but after raviswing the medical record
could not provide a date or infermation regarding
any therapy RZ22 had received, RMN-B further
stated that resldentz are always care planned far
repositicning every 2 hours unless the freguenoy
I8 required to be l2ss, RN-B could not state or
pravide documentation on how R22 was
assessed for an avery 2 hour repositioning
schedule. During the interview REMN-E verifled that
the weekly skin abservations were not completed
weekly as rare planned far. RMN-B also stated thaf
all wounds are discussed in the weekly weaight
loss and skin team meeting.

RZ2's medical record lacked any documentatlan
refated ta the weighl loss and skin team meeting
disnussions,

On 11117158, at 2:38 p.m. BN-H stated the facility
does nat use a Tlasue Tolerance assessimant for

AME FLAN OF CORRESTION IBENTIFICATION NUMSER: 4 BLILDING COMELETED
245227 5, WINE 11182018
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TaG REQUEATORY R LES IDENTIFYING INFORMATION} TAG CROSE-REFERENCED T THE APPROPRLATE CATE
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assessing for appropriate [ndlvidualzed
repositloning schedules. RN-H siated Lhe facility
gets insfructions on admission from the hospital
an the repesitioning  frequency a resident needs
ar frem phystcal or ococupational therapy.

When interviewad on 11/18/18, at ¥:43 a.m. the
ooccupational therapist (0T} stated R22 was sean
from {305 thraugh 872145 prior {o the
development of the current pressure Ulcer. The
OT stated RZ2 was assessed far wheelchalr
posifioning to aid In Independent ealing. The OT
shated R22 had & cushion remaoved from his
wheelchair that had been placed on top of his
roho cushion and they adjusted the back of his
wheelchair to decrease leaning. The OT stated
she was made sware of R22's development of a
stage 2 pressure ulcer but did not pick Rim up for
therapy as thers isn't anything mare therapy
coutd do for R22, The QT further stated that the
therapy department can do pressure mapping if
reguested and ordered but they do not do routine
screening for tissue profuslon and added thal it is
& nursing assessment.

When interviewsad on 1118515, af 8:23 a.m. BEN-
C replied "That's a really good gquestion," when
asked how a resident |2 assessed for appropriate
reposltioning schedules. BRN-C raviewsd R22°s
recerd and confirmad that R22's record lacked &
comprehensive risk azsessment and tizsue
tolerance assessmant, RN-B stated she was
taught to use the Braden Scate, then confirmed
the Braden is not a comprehensive risk
assessment.

on 11815, at 230 am, R22's wound was
absarved to be & stage 2 pressure ulcer to the
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F 314 | Continued From page 51 F a4
right! ischium.

The wound bed was beefy red, without slough or
pdor. The edges of the wound were intact and the
surraunding tissue blanched, Registered nursea
(RM}B =tated the measurements had not
changed sinee 11175 when she fid her weaekly
rounds. The wound had measured 2.4 cinx 1.2
cm ¥ & depth of less than 0.1 cm.

When interviewed on 11118415, at 10:20 a.m. the
director of nursing (BON} stated that all residents
are on & every 2 hours reposilloning scheadule
and thal the nurses ufilize the Braden Scals to
determine an appropriate repositioning schedule
for residents, The DON further stated that R22
was repostioned timely sccording to his care
plan. The DON stated the facilly does nol u=e a
speacific taal o assess for tisswe profusion. The
DOM further stated weekly skin obsenvations
should be completed and decumented.,

The undated facilty Skin and Wound Manual
Indleated assesament of potential skin probilems
are completed upon admission, weekly,
readrmission and daily for high risk
patientiresideants.

Requested a polley on the pravention of pressure
ulzers and the facility did not provide one.

RA52 did not receive services to minimize the risk
of development and promote healing of pressure
ulzers. According to the undated face shest,
R152 was admitfied on HI2815, with metaskatic
neuroendocaing carcinoma, infarior vena cava
chstruction and significant nutritional deficiks, A
Carg Area Assessment dated 6515, identified
R162 had the "pofential" fo develop pressure
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uleers. The mare plan dated as initiated on G/5M15,
identified na individuatized interventions for R152
but did identify it would follow facility protocols
and policies.

A progress note dated 5P28/15 revealsd H152
had meplplex on his coceyx at the time of
admission for “preventative measures." The
Braden skin risk assessment of 5/28/15, identified
F152 to ba at Iow risk for skin breakdown. A
physician progress hote dated 672015, indicated
no skin breakdown,

A physician order dated 6/1¥/15, idantified
mepiplex {foam dressing) o the coccys - change
dressing avery 4-7 days and as neadad (PRM) -
flcat heels and remind [R152] to reposition every
2 heurs. There was no documentation in the
record to ecrrespond with the need for the new
physician's order. 0n 6M1%/15 a physician order
diracted staff io place an Optifoam dressing (an
absorbent all in ane wound dressling with a
rrcisture barrier an the autside) to the skin
breakdewn on the right buttock. A B85,
progress nota identified skin breakdown noted an
the right buttock measuring 2 centimeter (o) by
2 ¢, A weekly skin assessment completed
8f20M5,

ldentifled the skin was intact but then in a section
for ekin issues the weekly note identifiad "skin
broken at cocoy: with na furhet assessment.

There was na further wound dosumentation for
R152. R152 expired on 7/5M1E&.

On 11717418, at 12:565 p.m. Registered Nurse
(RM}-A stated there was no further
docurnentation availabla on R1%2's skin status.
RM-A further stated the facility identified a need to
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F 314 |Centinued From page 53 F 314| skin checks are completed thmely for thres
lrmprove \heir skin care and had cne of the nurses months, Cheervations rouncds will be
take speclalized wound cars training, RR-4 conducled by the nurse managers and statt
identified divelopment to momnitor that turming
the facility policy was lo complete waekly skin schedulss are being performed per the
assessments and update the practifioners as resident’s plan of care.
neadad. RMN-A stated the care plan hadn't been
finalized for R152 yet. . Audii vulcomes will be discussed at QAT

firr three momihs to determaing if further

On 111815 at 8:35 am. the director of nursing education is needed.
(OOM) stated she recalled R152, The DON slated
she believed R152 "never really opened up.” The 5. The Dircetr of Nursing/designee will be
DG further stated the dressings in place were reiponsihkc,
for "profection” dus o B152's high risk for skin
braak down. She clarified that dressings are used Completion date of [2-31-2015.
"all the time" far hesplce residents, The DOMN
stated she would have to Inok at R152's record
and would provide additicnal infermatinn. On
1111315 at 10:00 a.m. the DON provided copies
of docementation and siated € was "everything
we have an lhe weounds " The DON helisved it to
be "all the documentalion we need.” Upon review
of the documerds, there was no addilional
Informatlon provided.

F 323 [ 483.25(h} FREE OF ACCIDEMT F 323

55=) | HAZARDS/SUPERVISION/DEVICES
The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resldent receives
adequate supervision and assistance devices in
prevent accidents,
This REQUIREMENT is not met as evidenced
by:

EBased on obsepration, interview, and document
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DEFICIENC Y]
1. Resident 842 owns his own
F 323} Continued From page 54 _ ‘F 323 hed. Resident #42 was
review, the facilly fziled to ensure qnn.*uprehejnswe interviewed regarding the use
assesametts were complefed and individualized ) ) )
intesventions were developed and implemented to of the side ralls. Resident is
minimize the risk for falls for 1 of 2 residents unahle to turn self or reach
{RE1} reviewad for falls. The facilily failed to gide rails dus to diseaze and
evaluaie the causative factars of resident falls to .
determine the efficacy of eurrent Interventions SEVEre Upper Eﬁtemjw
and If new intesventions weve appropriate. The contractures. Resident states
facility's failuze resulted in an immediate jeopardy, he only uses the side rail on
witht fuztual harrq Ifhip fracture] for RG'F. fn one side of the bed and only
addition, the facility failed to ensure side ralls ith staff t assistin
wers appropriztely secured for 1 of 1 residents WILR Stail presen 355"5’ g
{R42), reviewed for side rails. with turns. The opposite side
rall was removed. which
The immediate jeopardy began on 1Dﬂ2!1§, eliminates the safety issue.
when RE1 retumed from the hospital following a . 4 "
significant fall with subdural hematorma. RA1 Resident #61 does not have a
experienced a significant change in condition side rail — only an assist bar,
full:.jf.f.ling.that hospitalization, Upop return, the with nao history of loosening.
facility failed to assess R61's multiple changes 5 The bariatric beds have been

including fall Ask in ordet o assist in developing
appropriate individualized interventions {o
minimize the risk for angaing falls. The director of
nursing {DOM) was notified of the inmediate
jeopardy (1} for RE61 on 11/12M15, at 6:23 p.m.
The immediate jecpardy was removed on
11418115, at 10:30 a.m. bt noncempliance
remained at the
which indlcated actual harm that was not
immediate jeopardy due to fractured hip.

Findings inchadsa;

F&1's admission record indicated muitiple
dizgneses including atrial fibrillatian,
hyperenslon, and dlabates melltus. Rl
experienced multiple falls, some of which resulted
in significant injury. The facility did nat evaluate
the causative factors of the fall, the efficacy of

lower scope and severity of a G,

becoming loose.

identified with side raits and
would have the potential to be
affected, however there has
never been an issue identified
with our current side rails
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FREFIX [BACH GEFICIEWCY MIUST 85 PRECEDED BY FULL PREFIX (EAGH CORREGTIVE ACTTON SHCULD BE COMFLETIZN
TAG ROGULATORY Qf LEC IDENTIFYIMNG INFORMAYILMN THG CROEE-REFERENCED TO THE AFFRCFRIATE DATE
DEFICEENCY}
F 322 |Conlinuwed From page 55 F 323

interventions and the need for additlons {o the
individualized interventions ko assiat in minlmlzlng
the rzk for angoalng falls,

RE1's guatterly Minimum Data Sel (MES) dated
#8195, idenlified he was cognitively intact and
independent when ambulating In his reom and in
the haliway. On 821415 he was admitled ta the
hospital with 2 subdural hematoma and fractured
back following a fall. RE1 retumed from the
hospital on 10/2215. R&t's MDS dated 10/28/15,
indicated RA1 was seversly cognitively impaited
and had no behavior problems. The MDS further
identified RE1 required extensive asslstance of
one staff for activities of daily living (ADLs). The
MDS alzo Identified RE1's balance during
transfers was not steady, but he was ahle to
stabilize wilhout assislance. The MDS identified
K61 had pain, received pain medleation datly,
was at sk of falls, and had a history of falls with
Injury.

RE1's Fall Care Area Azzessment (GAA) dated
1142015, indicaled R61 was at high dal far falis
with a histary of falls in the past. The Fall CAA did
net address individualized inferventions in place,
their efficacy or the need for changes. i

RE1 had multiple Fall Rlsk Aszezsments
completad, most recerdly on 111215, hawever,
they were checklists containing data which did not
comprehensively  assess RE1's fall sk to ensure
appraprate interventions were implemented. The
data gathered Indlcated RE1 was al a high risk for
faliz, had decreased coordingtion, used gssistive
devices, and had muitipie falls.

RA1's care plan initlated on 171314, indicated
he was a high risk for falls related to impaired
balance and cognition, history of CWA (cerebral
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vascular accident), incontinence, diabetes and
rultiple falls with injuries. The ldentified goal was
"The resident will be free of miner injury threugh
the review date”

RE1's care plan dated 11/80 5, identified the
following interventions: call light within reach and
Encourage use, prompt response to call lights,
ensure appropriate faotwear in use, PT as
arderad, activities for diversionfdistraction, TAB
alanm in bed and wheaichair (w/c), pressure
alamm in bed, transfer with assist of 1, gait belf
and back brace, The care plan was revised on
11/8M1 5, following multiple observations of a
motioh sansck alarm not being appropriately
implamented,

Cbsenvation on 11/15, at 5:05 p.m. ldentified
Rt lying in bed with hiz call light on the cverbed
table. The overbed table was approximately three
feat away from RE1's reach and the motion alarm
was turned off. The TAB alam was atiached to
him. Registerad nurse (RN)-M verified the
miction alarm was turned off and the calk fight was
qut of reach. RM-M turned the maotion alam on
and idendified it was not functioning. RM-M
changed the batteries and was able o get the
alarm to wark.

On 11/915, at 520 p.m. the motict: slanm was
found turned off. RN-A came in with R61's meal
tray and left the room with out tuming the alamm
on. When asked to verify the motion alam was
turned off she stated it was. RN-A further stated
the alarm was a problem as it was glways
sounding "so we dan't tirn it on all the time."

Qn 11415, 2t 5,20 p.m. RE1's motion alarm was
found to Be turned off. This was verified by RN-4,
Ri-A turned the alarm back on agait.

AND PLAN OF CORRECTION IDEMTIFICATICN NUMEER: 4 BLLDING COMPLETED
245227 BLWING _ 11MBI201E
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F 3231 Continued From page 57 Faz3 H

Review of R61's progress nofe dated B/2211 5, at
2:13 a.m. idenlified the resident self reported a
fall. R5t stated he was walking around the bed in
his reem and tripped on the baed. R61 stated he
hit his head and also complained of slight
shoulder pain.

Another progress note dated 82116, at 3:61
p.m. idertified B61 had fallen and hit his head.
R&1 was sitling on the sdge of tha bed and stafed
he hit his head. RET stated he was in the
balhroam when he f&ll and hit the back of his
head on Ihe doorknob of the batbroom door, RE1
was not utilizing his walker at the time of the fali.
REB1 complained of dizziness, ringing in ears, and
pain on palpation to back of haad. R8T stated he
was dizzy, hls legs gave aut, and he fell. The an
cafl physlclan directed ataff to monitor for any
nelrologicsl changes and increased pain to haad
or back. On ¥22/M1%5 at 715 a.m. RE1 continuad
to complained of ringing in ears, dizziness, and 2
headache, RE1 had increased back paln and was
unable to rof o $it up in bed or ambulate. His
blood pressure dropped to 84553 and pulse was
B3, RE1 was sent to the emergancy room and
was admitted with a subdural hematema (brain
blesd) and fraclured back, A progress note dated
1002215, at 1:47 p.m. indicaled RE1 returned
form the hospitat,

On 1024018, at 1:11 a.m. a medication
administration note indicated F&1 was restfess
and climbing out of bad mulliple times. R&1 was
up walking alane golng through his cleset The
alarrm was off and did not sound.

& nursing note dated 102515, at 1059 pam. _I
identified RE1 was on neurslogical checks due to |
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a fall in the marning. RE1 was up walking in the
hathway leoking for his dogs. RE1 was unsteady
ot his feet. He had 3 atanns in piace, however,
he had one alarm tucked in his pants pocket, one
afarm wrapped up in a Hanket, and the third
atarnm did not sound.

A progress note dated 1W28/15, at 6118 pom.
identified RE1 was found on the floor in the
migdie of the room. Alkthouwah RE1 had 2 TAR
alarms and a matign alarm on the floor, none of
the alarms soundsd,

The ruirsing progress note dated 10/31/15, at
822 a.m. indicated RS1 was unable to bear
weight an his right lower extremity (RLE) and
was comiplathing of pain. S{aff repored RE1
complaired on 1003015 as well. RE1 had
gignificant pain when up in the wheelchair. R61
was sent to the emergency rocm and was
admiited with a right acetabulum [headikall of the
fernur} fracture. RG1 returned {o the facility an
11345 with a plan for non-surgleal managemeant
of the hip fracture.

O 1112045, at 245 p.m. 881 was obhsarved by
the surveyor to he sitting on the foot pedals of his
wheelehalr, RE1 was In bl room with kis daar
closed. Mo alarms were sounding when he was
discovered on his fool pedals, Affer being called
to the room, LPN-A and EN-B agreed thers were
no alarms seunding and there was no call light
wilhin reach.

An ineident note dated 111215, &t 11:31 pomn.
indicated RE1 slid ouf of his wheelchair and was
being held onto by RN-B. RE1 slid out of his chair
and was not guite on the ground, BS1 stated he
wanted t go to bed, and was trying to get there

AND PLAM OF CORRECTION IDENTIFIGATION NUMBER: A GLILAING COMPLETED
245227 B. WING 1182015
MAME OF PROVIDER OR SURPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
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when he slid off his chair, RN-E and licensed
practical nurse (LFN)-A returned RE1 b bed with

the mechanicat lift.

RE1's falls were reviewed with the director of
nursing (oMY on 11/12/15, at 3:58 p.m. and Lha
DG indicated the fall of 8422115, was a slip off
the recliner with no injury, The DON stated RE1
was independent with ambulzfion &t that time so
there were no specific inlensentions for falls st
that lime.

The DON stated the noxt fall was on 9721715,
when F&1 fell in his balhraom, got himself up and
went to the zide of lhe bed. The DOM said R61
self-reporied the fall. RG1 was not using his
walker and there was no chvious injury. BS1
reported he hit the back of his haad on the
bathroom dogr knob, The DOM =stated she wasn't
sure when the TAB alarm was placed on BE1.
Cther interventions in place at that time included:
physical therapy {PT) to evaiuate, call light within
reach, appropriate foot wear, and transfer with
asslst of one, gail balt, and back brace on,

The DOM indicaled when RS fell on 10525145, at
10:20 a.m. he was found crawling toward his
rootnmata's bed, The fall was unwitnessed, The
oM stated RE1 had gripper socks on at the ime
and he was confused, The OOM Identified &
motian sensor alarm was added at that time. The
DOM Further stated belween thie fall and the one
on 10/28/18, alarms wete lha only addificnal
interventions, The DON also indicated staff was
“trying to manage his pain” as they felt the
restlessness may have been related 1o hls
difficully expressing pain.

The DO stated RE1 alsa fell on 10729415, at

AMDO PLAN OF CORRFCTION [CEMTIFICATION MLUMBER: & BLILOMG COMPLETED
245227 B WING 1171812015
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F 323 | Continued From page 59 F 323

FORM CRS-2B5T[02-99) Provious: Versions Olhsalels

Evert ID: G0l 11

Facllity |G DOSER

IF continualion shest Paga &0 of 118




FRINTED: 12/09/2015

BEPARTMEMNT OF HEALTH AMD HUNMAM SERVICES FORM APPROYED
CENTERS FOR MEMCARE & MEDICAID SERVICES QMB WO, 0938-03481
STATEMENT 0F DEFICIENGIES [¥5 PROVIDER/SUPPLIERICLIA (%2 MULTIPLE SOMSTRUCTION {X3) DATE SURVEY
&40 PLAM OF CORRECTION " IDEMTIFICATIZN NUNBER: £ BLILDING COMPLETED
245227 B, WING - 11182015
MAME OF PROVIDER OR SUPPLIER STREET ADDRESE, CiTY, STATE, ZIP CODE
BAYZHORE RESIDENCE & REHAE CTR 1601 STLOULS AVENUE
DULUTH, MN E5302
) I SLIMMARY STATEMEXNT OF DEFICIENCIES o FROMVIDER'S PLAN OF CORRECTION 5
PREFIX. [EATH DEFICIEMCY MUST BE PRECEDED B FLILL, FREFI {EACH CORRECTIVE ACTION SHOULD BE OATRLETE N
TALG REGLILATORY GR LT IDENTIFYING MFORMATION: TAG CROSE-REFEREMNCED TO THE APPROFRIATE L TE
OFFIGIENGY)
F 323 Continued From page B0 F 323

6:30 a.m. Mohe of the alams were sounding
when RE7 was found, The TAB alanm was
wrappad up in his blanket. The DOM said there
wera no new intersantions at that timea, The GOMN
stated she did not believe the hip fracture was 2
result af the fall bacause RE1 did not report the
probiem undil 2 days after the fall,

The GEH went on b say when R61 was found on
the pedals of his wheelchair an 1971205, she did
not belleve that was a fall. The BOMN stated RE1
slipped off fhe chair. However, the DON could not
expiain how RE1 slipped out of the wheetchair.
Whean asked about reviewing the specific fafl
irkervertions, the DO invited the nurse manager
cwer bo answer specific guestions.

RM-A stated after the 11412015, incident she
ptaced a pressure pad alarm in R61's wheelchair
with dycem {non-skid shest) on the top and
bottormn of the pressure pad. RM-A alzo said they
asked for & pharmacist review of REB1's
medications. & request was alsoe sent to therapy
faor a reassessmeant. RN-A was informed about
the alarms not sounding and indicated she was
niot awara there had been izsues. When asked
about an interdlsciplinary lEam comprehensive
assessment of the falls o defermine the root
cause of the falls, the efficacy of cumant
interventions and identify other interventions that
may be appropriate te minimize RE1's risk for
falls, both the DON and RN-A stated they had naot
done that.

An interview on 11/415, at 1:00 p.m. wilh physical
therapist (FT}-A identified they saw RE1 from
12215, to 104/30/15, and again 11345, to
current. PT-A said when they saw him hack in
31&, he was discharged as independant with a 4
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Confinued From page 51 :
whealad walker (W), PT-A staled when RE1
came back from the hospital following his
subdural hematema in 10/15, he had orders for
all three disgipiines (physical, occoapational, and
speech} tr azsess and treat, PT-A stated therapy
gtaff saw FA1 for eight days. Staff attempted to
ambulate him but he could not ambulate. FT-A
stated RE1 had a lot of pain due o his back
fractura. PT-A stalad the next request for lherapy
servlces was on T1£3115, after returning from the
hospital wilh the acetabulum fracture from
another fall. RE1"s orders were for weight bearing
as tolerated. Therapy staff utilized an TENS
(franscutaneous Electrical Merve Stimulation)
unit far his pain. PT-4 stated RE1 rated his pain at
& 1040 and staff could tell by RG's facial
exprassicns whan he was in pain.

& subsequent infendaw on 1112115, at 12:45
p.m. PT-A stated physical therapy did an
evalualion on 11/5M5, post fall with injury, she
said they changed hls wheelchair @t that time
because it didn't fit i well. PT-A was aware leg
kept sliding off the leg of Lhe wheelchair. She said
they put a calf pad fn place that marning.

After notifreation of the [ an 111348, updated
inlervenlions for RE1's falf care plan included Lhe
fellowing interventions. However, the
interverdions were not obeened fo be
implemented right away, or staff were not
knowiadgeable about the changes.

Antlclpate and meet the resident's neads,

O not leave the resldent unattended when up in
wic,

Follow facility fall protocal,

Haorer lift wilh assist of two staff for all transfers .
Review informaticn on past falls and atlempt to
determine cause of falis,  Record potential root

F 3323
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causes. Aller any potenfial causes if possible.
Edueate residentifamily caregivers/|TT

Provide diversion and distraction such as news,
music, socials and special events,

Offer a smack {food and drink) when restless,
states he's hungry or unable te sleep and monitor
effectivensss.

FT evaluate and treat as ordered.

The rasidant uses TAS elecironic alarm In bed
and vz, Pressure glarm in bed and wic. Dyoam
on top and bottern of pressure mat in wic.

During an inferview cn 1111315, st 8:17 a.m.
traingd medication assistant (TWMA)-K stated RE1
had one pressura alam in his chair and 2
pressurs alarm in his bed,

An abzernvation an 111315, at 10:00 a.m. B&1
was sitfing by the nurses station in the hallway
with his TAB alarm on but not in attendance at the
nearby activifizs program.

Durlng Interview on 11413115, at 11:28 a.m.
activities {A)-A said RE1 went to activities but
didn't attand much since returning from the
hospitak, A-A said they do 1;1's. She said if the
documentation identified RE1 as unavailabie, he
was usually In bed in a lot of pain or not feeling
wizll.

An interview on 11135, at 225 pam. nursing
assistant (NA-A said they did not receive repor
an any changes to RG1% care,

MA-G sald on $1/13/15, at 2:28 p.m. they waork on
the ather hall buf, "l know he is always in pain and
yalling in pain."

An Interview on 1113115, at 2:37 p.m. BN-F said

AND FLAM OF GORRECTON IREMTIFICATICH HUMBER: £ BUILDINE COMPLETED
245227 E. WG 1111812015
HAME OF FROVIDES OF SUPFLIER STREET ADDRESS, CITY, STATE, ZIF GROE
o 1501 5T LOUIS AVENUE
BAYEHORE RESIDENCE & REHAB CTR
DULUTH, MM 55802
3410 SLHAMARY STATEMENT 0F DEFICIENCIES i FROVIDER'S PLAN OF CORRECTION (e
FREFZ (EAGH DEFGIENGY MUST BE PRECEDED BY FLLY FREFIL {EAZH CORRECTIVE ACTIGH 2HBULL BE COMELETICN
T REGULATORY OR LSC IDENTIFYIMG (MFORMATION) TAG CROSS-REFERENCED T THE APPROPRIATE DATE
DEFICIENEY;
F 323 | Cordinued From page 62 F 323

FORM CMES-2EET(02-39) Frentous Weralona Opaplats

Everl ID; GYOH11

Facllty IG: 00439

Ir coniinuailen sheet Peoe &3 of {16



FRINTED: 12/0%/2(M5

DEFARTMEMNT OF HEALTH AND HUMAM SERWICES FORM APFROVED
CEMTERS FOR MEOICARE & MEDICAID SEREVICES OB MO, DO33-0351
STATEMENT OF GEFICIENCIES (%1} PRIVIDERSGUIFFLEERIGLIA (X2 MULTIFLE COMSTREICTION {#3) DATE ELURNVEY
AM0D PLAN OF CORRECTION IDEMTFICATION MUMEBER: COMPLETED
B BUILCING
246227 B WING - 11/18/2015
MAME OF FROVIDER DR SUFPLIGR STREET aBDRESS, CITY, 5TATE, ZIF CODE

1601 5T LOUIE AVENUE

BAYSHORE R c
A EZIDENCE & REHAR CTR DULUTH, NN B5802

oy I SUMMARY STATEMENT OF DEFICIENCIES 12 PROVIDER'S PLAN OF CORRECTION )
PREFIX (EAGH DEFICIENGY MUST Al PREGEPER ¥ FULI, PREFIX {EACH GORREGTIVE AGTION SHOULD BE COMPLETIOH
TAG REGULATCRY OR LEG IDENTIFYING INFORMATIONS TAG CROS3-REFEREMCED To THE APPROERIATE OWTC
DEFICIENGY)
F 222 |Continued From page 63 Fazs

Bhe was told he was an fal precautions, so he
has alarms in his chair and & TAB alamm. She was
not awarz of any new plan of care since
yastearday.

An inlerview on 1113115, at 1108 a.m. wlth
family member (FM-K indleated when RE1 fellin
September he slipped and fell in fhe bathroom,
RE1 told FM-K.  he was tired of waiting 5o long to
get help. FM-¥ stated prior o his head injury,
RE1's mind wasz clear.

An interview on 11165 at 343 p.m. NA-G
stated, "| didn't know he fell. He is in a lot of pain.
He has a back brace and is a full mechanical lift."
MWA-G furlher staled she hadn't been informead of
ahy changes in his plan of care In the last couple
days MA-G was aware he had alarms on his
chair and his bed.

During &n interview with RM-0 on 1111615, at 3:47
p.m. slated the changes in RG1's plan of care
Inzluded: alanms in e wheslchair and bed, and
when up he needs fe be In the dining reom or by
the nurses =tation. RE1 had a TAE slarm in hiz
whealchair and a pressure alarm in his bed. Thera
was education for staff of the changes and slaff
zignad after recelying the educeaticn |

Aninterview with BN-A on 13018015, at £:07 p.m,
slated ataff placed a pressure pad and and 8 TAB
alarm in his bed and wheelchair. RG1 was not o be
laft unattended whilz in the wheelchair. He is to be
engaged in activities. The pharmacist reviewsd
RG1e madicatiane and the medical doctar will a=
well, The physician ordered a schaduled a pain
madication, FM-A further stated she has sean RE1
inn 2 lot of pain and agreed he did not have
adequate pain control. She seid she
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has seen him grimace in pain, RN-A staled all
staff showld be using the sarme paln seals and
they are nat. She sald they do ot us any non
pharmacological pain interventions and "we
should." RM-& etated since survey started RE1
doesnt have good pain control, She further stated
R&1's pain may be affecting his restlessness so
staff requested a regular pain meadication. His
hiew pain arder is for edycodong 10 mg 3 times
daily.

Interview on 11MM6M5, at 428 p.m. with the DOM
indicated they changed the process of reviewing
falls {0 include a weekly 10T meeting, including
PT. toreview all high risk fall residents. The new
committes will review falls to ensurg interventions
ara in place and all of residents were reviewed for
fall rigks.

An interview on 11717415, at 5:35 a.m. &-A stabed
she had him in 3-4 activities a week, She said
R&1 will be visited 3-4 times a wesk. This plan
started an 11131 5. Before then, A-A had RE1 do
Lhings independently, now he will ave more
pianned 1:1's. The team planned to have weekly
fall meetings and she will attend these meefings.

An observation on 114117015, at 205 a.m. PT-M
was doing therapy for RE1. When he was asked
about his wheelchair leg belng too short, she
agreed and said “the right leg could be
tengthened a little." The w/c leg was langthened
at that fime.

&n interdiew on 111715, at 11:.05 a.m. NA-J said
the DN was on the unit and educated sveryone
on what to do for R61's falks.
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An interview an 111715, at 12:24 p.m. RN-4 Baid
the pharmacist and medical doctor's
recammendations regarding RE1"s falls ware in
place.

An interview cn 1111715, af 12:32 p.m. RN-F
said she had accident invesligation training when
she started but not with in the lasf couple months,

The immedlate Jeapardy that began on 10722415,
was removed an 11718115, when the facility
implemented the following interventions to
minimize the risk of falls for RE1. However,
nencomplignce remained at tha lower scope and
saverlty level of G - isolated, scope and severity
level, whish Indleated actual harm Lhat is not
immadiate jsopardy for RE1.

Actions taken to remove the 1], whish were
verifled through observalion, interview and
record revlew wers as follows:

1. Camprehensive fall ek assessment was
completed,

2. Physician crders for a Basic Metabolic Profile
(BIP) and urinalysis ware complsted,

3. Ré1 was not left alone in his room during
obzernvalions.

4. Ra1 was included in more activities and 1:1
SEE5I0NE.

5. Alarms were in place in the wheelzhair and in
bed.

8. MA care sheets were changed and signed by
the MAS,

¥, Care plan was updated,

& The medication and treattment adminlstration
records were updated as ordered,

&, The pharmacist and physician's
recommendations ware compfated as ordared.

10, Weekly |IDT meeling related lo resident falks
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weekly IOT meeting.

On 1141315 at 2:01 p.m. the DON confirmed the
undated Root Sause Analysis Authors was the falf
pravention palicy, The policy Identified, "During
the daily standup meeting falls are discussed
focusing an safeby, fall risk, fall management,
devices, care plan adjustments and updates lo
group sheets that direct the non-license staff
care." The facility policy entifled, "Alarms for Bed
and Chair' reviewed 1044 Indleated, "Alarms do
not substitute for proper care and supervision."

R42's right side rail was not secured to prevent
rmavement to the side rail.

R42's quarterly MDE dated 82515, indicated
R42 was cognifively intact and needed extensive
assistance with bed mobility, The MDS included
multiple diaghoses including quadriplegia.

R42'z care plan dated 1011715, indicated R42
used side rails as ordered by the physician for
safely while in bed and to assist with bed mabifity.
The care plan directad staff to observe for Injury
or entrapment related fo side rail use,

On 11M10ME, at ©28 a.m. and 11/12115, at 745
a.m. R42's right side rafl was not secured. Vwhen
checking for the function of the right side rail it
roved frealy up and down at an angle. When
pulling on the side rail 2 gap occurred that could
entrap a body par, creating a potential hazard to
R42.

STATEMENT OF DEFICIENGIES (411 PROVIDERSUPPLIERICEA {X2) MULTIPLE COMETRUCTIGH [¥3) DATE SURVEY
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I,
F 323 [ Continued From page 88 F 323 ) ) .
was implemented A All safety interventions [or
) i} . '2ak yTAR
11, Fal risk assessmernts will be done quarterly 135511&1115 have been added tc
with high risk residents being focused on af the for liconsed staff to assess and to

docament thel Lhozs interventions
are in place and working propecly.

1. Safety care plans have been
reviewed along with CINA cars
shepts for appropriate
interventions by 1271815,

., A new Talt assessmenl way done
for all current residents,
Completed 11713715,

N, Al residents will have a fall
assessment an gdmission or
readmission, quarterly and
lollowing any fall or significant
changs. This iz ongoing.

E. the Director ol
Nursing/designes is nokilicd
inmmediately of any fall,

¥, Interventions are reviewed and
royised as nocessary

G, THT meets Monday through
Triday assessing any new lalls,
review and reconunend
inerventions As necessary, and
will updale care plao as needed.
1I TDT meets weekly to discuss all
residents considered high risk for
[alls, care plang reviewed,
eltoctiveness discussed and
updated as needed,
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L any side raila will be checked l‘
F 323 | Continued From page 67 F 323 woekly to delerinine Lhat they
are properly attached to bed
On 11112715, at 745 a.m. Rd2 verified that the by maintenance.
right slde rail was too lsose for bim and he had 1L Mursing staff will be
reported it ko staff the day on 11411415, insuryiced on Tall, and fall
) ) _ mrevention
On 1141718, at T:21 a.m. the right side rail was
ohsenad to be tightened up. There was no longer DOM will revisw all falls and fall follow
agap. up to assuee above is compleled.
When inferviewed on 114718, at 9:24 am. MA- d. DON wilb repord to QART monthly to
[ stated Ihat the side rails becomes loose al limes determine any trends, patterns or 1350es
and when R42 reports he did not feel safe, staff with current fall policy. This will be an
put in & maintenance ticket to have it tightensed, going.
WA-D verified that the right side rail had been
tightened, but was not sure when. 3. Fhe Direeior of Morsing/designes will he
responstble. Completion date of 12-31-
When intendewad on 11717118, at 2:43 p.m. the 015,
director of maintenance (EM}-B stafed the side
rails for R42's were the correct rails for the bed.
He added, they do loszen up with use. DM-B
stated Lhe facility dees not have a process In
place fa routinely check the safety and funclion of
side rails.
The facility policy Bed Safely dated 12407,
dirseted maintenance stalf lo inspect all bed
equipmertl bo fry and prevent deathsfinjuries from
the beds and equipment including sides rails .
F 325 | 483 25() MAINTAIN NUTRITION STATUS F 325
55=0 |UNLESS UMAVOIDABLE

Based on a resident's comprahensive
assessment, the facility must ensure that a
resident -

(1} Maintains acceptable parameters of nutritional
slatus, such as body weight and protein levels,
unless the resident's clinicat condition
demonsirates that thls 18 mot possible; and

1. Bexidenl # 158 was nal alTeeted by the
ableged deficient practice, Resident is
cmerently stable, 3D haz determined that
resident’s weight loss is unavoidable relaled
lo cancer diagtoscs

2. All rexidents have the potential to be
affected by the alleped deficient practice.
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[2] Receives a therapeutic diet when there is a
nutrtional proklem.

Thiz RECHIREMENT is not met as evidenced
by:

Based on obkservation, interview and document
revlew the facility falled to recognize and act
upen & significant weight decline for 1 of 3
residents {R158) reviewed for nutrition,

Findings Inalude:

F158's significant changea Minimum Data Sat
(MD3) dated 053045, indicated R158 had
diagrnoses of cancer and demenlla. The MDS
furher identified R158 had moderate
cognitive impairmants, and was independent
with eating after set-up assistance, and a 5%
decline in weight loss was indicated.

Ri5G's DistaryfMutritional Azsesameant datad
2AM5, Indlcated R15E kad an average intake of
75% of food at meals with regular portions being
senved, The assessment alse indicated that A5G
hed visicn impainments and was a low nutrificnal
rizh at this Hime. Mutritional interventions ncluded
absere for weight changas.

F158's Mutrition Care Area Aszeszment {SAA]
dated 973019, indicated R158 was a nuiritional risk
U b g poot memory, Irabllily ta perform sclivities
af dally living without significant physical assistance
and weight loes. The goal listed on the CAA was
syrmptom relief or palhative measure and a care
plan would be developed.
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R158's care plan dated 10/815, indicaled
F.158 was at risk for nulrition secoandany to fluid
restrictions, weight loss and infection probfems.
Interventions included:

- pravide and senve diet az ardered

- manitar Intake and record every meal

- weigh weaekly on shower day

R158's physician arders dated 114 0M5, included
an order far a requiar dizt, The physician erders
lacked an arder for a nulilional supplement.

R158's Welghts and VYitals Summary Included
the following weights:

- 11715 119 pounds {bs} -10% weight changs
- IW2HE 123 1bs -5% welght change

-0/28M15 1226 Iba

- 81515 1244 |bs

- 8/M14/15 1356 Ibs

- Bf26M5 133 Ibs

- 82515 1318 |bs

R158's meal Intake record from 971545, Lo
111115, Indicated |he following meal intake
percenlages:

- 3t meals af 0% -25%

- 48 meals af 26% -50%

- Bh meals at 81% - 75%
- 27 meals at 7§% - 100%

The medigal racord lacked svidence of
a nutritional reassessment.

Cn 111715, at 8203 a.m. R158 was obsarvad
eating in the dining roam for the breakfast meal.

R 168 was earved hot cersal, eqgs, toasl, a cup of
frozen orange |ulee and & clp of coffee. Guring the
observation R158 asked for maone coffes and

STATEMENT OF DEFICIENGIES %11 PROVIDERSUPTLERTLEA {%2) MULTIPLE CONSTRUGTION {43) DATE SLRVEY
AN PLAN OF CORRECTIDN IDEMTIFICATION MUMEER: COMPEETED
. BUILDING
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and was served a total of 3 cups during
breakiast. 158 was being encoursged to eat
throughout the meal and wes assisted to put jelly
on her toast, staff did not offer to place brewn
sugar ar raisins on her kst cereal. Ouring the
meal R158 siated "l don't do eggs™ when
encouraged by the staff member to sat. The staff
membar did not offer R158 an alternative food,
K153 ate 75% of hot cereal, hites of eggs and her
toast, leaving the crust. R158 consumed 3 cups
of coffee, 172 of her milk and no orange JJice.
R1558 stated "I've had snough.”

On 1117818, at 12,23 p.m, RTS8 was absenved
gating indapendantly in the dinlng rasrm far the
lunch meal. R158 was setved a cup of oranges
with whipped topping, Llaco hotdish, Mexican corm,
B ounces {0z) of milk and & oz of coffea. R1463
ate 100% of the oranges and whipped {opping
and only bites of the taco hatdizh and hMexican
com. R158 drank 100% of her milk and coffes.
Ouring the cbservalion R158 was busy playing
with her dining room ticket and would frequently
pick up her ferk and not take a bita of food and
then put the fork back down. B1%8 then puahed
herself fram: the dining room table and propelled
herself back to her roem via her wheslzhair,

When interviewsad on 111815, at 212 a.m.
nursing assistant (NA-L stated that every meal is
docurnantad into the computer kinsk. NA-L ales
stated R158's intake is reporied to the nurss on
avery shiff for furher documentation regardless
of how much R158 ate af the meal,

When intervievred on 111815, at 8:41 a.m.
registerad nurse (RM)-C stated the disticlan
detarmined if @ nutritional supplement |s
implemenled. RN-C stated that R158 did not
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Contineed From pege 71
hawe an arder for a nutritional supplement.

When interviewed on 11718415, at 8:05 am. the
registarad distician (B stated residents ara fo
be weighed monthly at 2 minimum, and resident's
welghts and food intakes are reviewed monthly by
the disticlan. The RD furthar stated If & resldant
has a decline inweight and food inlake, the
resident would be reassessed for inkenrentions to
prevent furthar weight loss. The RO stated R158
was o difficult case, as she was on hospice cara,
however, the BD stated R 158 was not actively in
the dying process. pan review of the RO
personal spreadshest of residents weight the RD
staled R158 was nat looked at for a decline in
weight a5 the RD reported she entared R158%
starting weight as 123.5 lbs dated 928/15, The
RD stated the starting wefght should have been
her admlasion weight of 131.9 lbs dated B/25M 5.
The R stakted that she had missed the weight in
her review and should bave been reassessed for
possible interventiong.

The: facility pollcy on Weighl Assessment and
Intervention undated direcked the dietician fo
review lhe monthly weight record by the 15th of
the menth to follow individual weight trends over
time, MNegative rends will be evaluated by the
treatment team whether or nat the ariterla for
significant weight change has been met.

483, 258(mi2) RES|IDENTS FREE OF
SIGHNIFICAMT MED ERRORSE

The facility musl ensure that residents are free of
any significant medication errors.

This REQUIREMENT is not met as evidenced

F 325

F 332

3. The Registered Mietician will follow the
weight assessment and infervention
guidedines., Thiz wilt be ongoing. Registered
dHutieian will conlinue W work wilh nursing
staff regarding weight frequency and follow-
up. This will be anpoing. Weights will be
taken weeldy.

4. Rogistored diclician wilk review weiphis
weekly to detenuine any sipnificant chanpes,
and will communicate with the IL¥1 to
determine appropridie nlerventions. Will
combinue o work with Wound and weiht
committee weekly.. Repistered dietitian will
report to QAPT monthly on all significant
findings.

3. The RDddesignes will be responsihle with
oversight tromn the Administeatar,

Completion date of 12-31-2013

1. Begident 5109 hys had no 1l effecis from
alleped deficient practice.

2. All residents would be conzidered af tisk
from alleped deficient practice.

FORM CMS-25ET(0:2-98) Previcue Yerslons rbaalate
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CEPARTMENT OF HEALTH AND HUMAMN SERVICES
CENTERS FOR MEOHICARE & MEDICAID SERVICES

PRINTED: 12/09/2015

FORM APPROYVED

QB NO. 0838-0381

STATEMENT QF QETICIENGIES [¥1} FROWIDER/SLPPLIERICLIA [#E MULTIPLE COMSTRUSTION 1#3] PATE SUIRVEY
AND PLARN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
. BLELDING
248297 E. WING 11/18/2015
NARE CIF PRIYIDER DR SLFRLIER STREET ADDRESS, CITY. STATE, ZIF GODE
BAYSHORE RESIDENCE & REHABR CTR #601 ST LOUIS AVENCE
DULUTH, M EEE0Z
(4t 13 ELMMARY STATEMENT BF DEFICIENCIES o PROVIDER'S FLAN OF CORREGTION s
FREFIX {EACH DEFICIENCY MUET BE PRECEDED BY FULL FREFIX {EMGH CRRRECTIVE ACTIDN SHOLLD BE LNALETIIN
TAG REGLLATORT OR L5C IDENTIFYING INFORMATION TAG CROSS-REFERENCED TO THE APPROPRIATE Lwie
DEFICIENCT}
F 333 | Continued From page 72 F 333

by:

Bazed an interview and dacument review, the
facillty falled o ensure 1 of 1 residents (R109)
was free from & significant medication errar.

Findings inchids;

R109's Adrmisslan Record identified diagnoses
that included Alzheimer's disease, On 122114,
R108 was place on hospice sernvices for and of
life services due fo Alzheimers disease.

The physiclan's crders on 12/28/14, direcled
moarphine sulfate solufion, give 2 milligrams {mg}
by mouth every 1 hour as needed for shoriness of
breath pain (2 mg equals 0.1 milliiters [mi].

A review of R100's progress notes Indlcated fhe
following:

Cn 171115, an endry indicated per the trained
medicafion aide (TMA) and the nursing
supervisor on day shift, and after researching the
narcotics recard book, i was discoverad on
1212815, R108 received an incarrect dose of
leguid marphine. R108 was prescribed 2 mg, and
2 mg was the equivalent of 0.1 milliliters (ml).
R109 was given 2 mit, 20 times the amount
crdared.

On 11175, at 342 a.m. registered nurse
{RM)-C was inferviewed, and stafed she was not
working at that time, and was unaware of the
medication errar,

On 1T 8M S, at 11:23 a.m. the directar of nursing
{DON) was Interviewed and stafed she reviewed
medlcatinn errors at the Quality Assurance (A}
mesting. The DON was unaware of R109's
medication error,

FORM CM3-258702.80) Prevlousz Verslan: Qbsolele

Evens IO G4l

Facikly LD: gaGED
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FRIMTED: 12/08/2015

DEPARTMEMT OF HEALTH AND HURMAM SERVICES FORM APPROYED
CEMTERSE FOR MEDICARE & MEBICALID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENC IES £31) PROVIDERSLUPPLIERICLIA [% 23 MLULTIPLE CONSTRUGTION {35 DATE BLRVEY
AMD PLAM OF CORRECTIOR IDEMTIFICATION MUMSER: COMPLETED
4. BUILDENG
245227 B, WG 1141812015
rAME OF PROVIDER UR SUPFLIER STREET AODREEE, CITY, STATE, ZIP GOCE
BAYSHORE RESIDEMCE & REHAR CTR 1601 STLOUIS AVENUE
DULUTH, MM 55302
Frriys) SUNMARY STATEMENT OF GEFICIEMCIES 1o FROVIDER'S PLAM OF CORRECTION 5t
FREFIx [EALH DEFICIENDY MUST BE FRECEDED BY FULL PREFIX [EACH CORREGTIVE ACTION SHOLLD BE COMPLETION
TAG REGULATORY O LSG IDEMTIFYING INFORMATION) TAG CROS5-AEFEREMCED TO THE APFROFRIATE maTF
DEFIGIENGY)
3 .Licensed s1aft and I'MAs will complete
F 333 |Continued From page 73 F 3331 mudicalion adminislration recducalion by
12/18/15. The transeription process is
The facility was requested te provide a copy of cmrently being andited for all new
the medication error invesligation form. On admizsion and readmissions, This is on
11”?{1 %, at 12:40 p.m. the admissions apvng, Al medication emrors will be
coordinalor (AC)-H staled she was unable o find . .
_— . o reviewed by Murse Managers and [0,
the medication errer invastigabion. . . )
corrective reeducation will be dene as soon
The tacility policy and procedure on Adverse a3 roview s complete. Thig iz oogoing.
Fiupssquencas gndIMedlcatulan Errars datad 2/14, 4.. Medication emror rends and or patterns
indicated a medicalion errer is defined as the .
. L will be reported to monthly QAT
preparation or administration of drugs or . “Lhis will b o, Ih
biologicals which is not in aceordance wilh The cmnml:rte?.. 13 Wl . € ':'f] aolug. ‘The
physician's orders. The policy dirested the transcriplion process is bc?mg rcpumcdh Loy
interdisciplinary team to review the resident's the “1_““fh]}' QATT committee, This will be
rmadicalion regimen for efficacy and actual or ONECIRE,
atenliaf medication-related problems on an .
Engoing hasis : 5. The THrecror of Mursing /designee will be
FF 356 |483.30(0) POSTER NURSE STAFFING P 356/ fesponsible. Completion dute of 12-31-
S55=0§ INFORMATION 2015,
The facility must post the fallowing information
on & daily basis:
o Facilily nane.
o The current dats. 1. Na residents were affected by the alleged
o The total number and the actual hours s .
; . . deficivnt practice.
worked by the following calegories of icensed
and unlicensed nureing staff directly 2. All tesidents have the potential to be
responsible for resident care par shift: affected by the alleged deficient practice.
- Ragisterad nurses. ’
- Licensed practicaf nurses or licensed
vocational nurses (a5 defined under Skata [aw),
- Cerified nurse aides.
= Resident census,
The facility must post the nurse staffing data
epecified above on a daily basis st the beginning of
gach shift. Data must be posled as follows:
o Clzar and readable format.

FORM CRE-2567(02-080) Fravious Werslons Sbanlain

Ewont IC: G¥aH1

Fagilily 1I0: Q0589
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DEPARTMENT OF HEALTH ANMD HUMAMN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

FRINTED: $20652015
FORM APPRCVED
CME MO, 0838-0381

ETATEMEMT OF DEFICIEMCIES 1¥1] PRIMADER!SUPPLIERSCLIA
A0 PLAN OF CORRECTION IDEMTIFICATICMN MUMEER:
248227

(A3 MULTIPLE COMSTRUGCTIH (%5 OATE SURVEY
A, BUILDING COMPLETED
3 WG 1118/2015

HAME DF PROVIDER OR SUPFLIER

BAYBHORE RESIDENCE & REHAB GTR

STREET ADDRESS, CITY, STATE, IF GODE
1601 BT LOUIS AVENLUE
DL LETH, MM 65802

(% o SLIMMART STATEMENT ¥ DERICISHOHES o FROVIDER'S PLAM OF CORRECTION ]
FREFIX [EACH DEFISIENGY MUST BE PRECEDED BY FULL PREFI, (EACH CORRECTIVE ACTION SHOLLE 88 CIMELET G
TAG REGLILATORY OF L&t IDEMTFYRE INFORMATICH) TAG CROSS-REFEREMCED TO THE APPROPRIATE OATE
DEFCIENCT)
F 356 | Continued From page 74 F 356

o In & prominent place readlly acosssible to
residents and visitors.

The facility must, upon craf or written request,
make nurse staffing data available to the public
for review at a cost not to exceed the community
standard.

The facility must maintain the pested daily nurse
staffing data for a minimwm of 18 months, or as
required by State law, whichever is greater.

This REQUWREMENT is not meat as evidenced
by

Based on intepview and document review the
facility failed to ensure the nurse staff posting

included the actual howrs worked for partial shifis.

This had the potential to affect all 158 residents
residing in the facility,

Flrdings Inelude:

A review of the direct care sEaff posting and the
facility staffing schedule frem 1172015, through
111615, indicated parizal shifts were worked by
staff on 13 of 15 days. The direct care staff
prstings far each dafe did not specify the actual
hours warked durtg the partial shifts.

During an interview on 111815, at 7:41 a.m. the
directar of nursing (DON}, verified pariial shifts
were nat included on the nurse staff posting .

Fruring &n oheervation on 117948, at 12:20 pan.
the staff posting to the left of the front desk coudd
not be viewsd by anyone seated in a regalar
whaelchair.

3. The posting of actua) nursing Lhonrs was
lowerad so s do e gl a level heipht for
wheelchair residents. ITours posted inelude
actual hours worked, which include partial
ghills.

4, An audit will be conducled two (2] Himes
per week tirnes 17 weeks to monilor that
actual hours , including partial shifis are
recorded and posted on the nyse staff
posting. Audils wilk be presented to the
monthly GATT commitioe o ssur
compliance with posting of actual hours
worked.. After three months the QAT
comenillee will make a recommendation as
tor the need o continue 1o tmonilor the
posting of hors.

3. the Administrator/desiznee will be
responsible. Completion date of 12-31-
20105,

FOREM CMS-2EEF(03-35) Previous Wwaralans Jbsoleta

Ewant Dz G¥oH 1
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BEFARTMEMNT OF HEALTH AMD HUMAR SERY|CES
CENTERS FOR MEBICARE & MEDICAID SERVICES

PRINTED: 12092015
FORM APPRCAVED
OME NO. 1838-0391

The drug regimen of each resldent must be
reviewsad at l2ast once a month by a leensed
pharmacist,

The pharmacist must report any irregularities to
Llhe altending physician, and the director of
nursing, and lhese reports must be acted upon.

This REQUREMENT is not met as evidenced

by; .

EBased on intarview and document review, the
facility failed to ensure consultant pharmacist
recommendalions wers promplly addressed for
2 of & residents (R38, R109) reviewed far
unnecessary madleations.

Findings include:

R38's admission record indicatad diagnoses
that inchuded colostomy, adjusimert disorder
with mixed anxiefy and depression, diabetes,
dementia, delusional disorders, and brief
peycholic disorder. R38's quartarly Minirmum
Data Set (MOS) dafed 9711/ 5, indlcated she
had moderale cognitive Impairmerd, and
exhibited no moods or behaviors.

STATEMENT (IF GEFHHENG IES {¥1] PROVIDERSIPPLIERIGIA (#2) MULTIPLE GOMSTRUGTION [43) DATE SURVEY
ANM FLARN OF CORRECTICN IDEMTIFECATION SUMEER: ] COMPLETED
&, BLILOING
245237 B. WIFG 111812015
MAME CF PROVIDER 0R SUPFLIER STREET ADDRESS, CITY, STATE, Zl2 Cf0E
1601 5T LOLIS AVEMUE
BAYSHORE RESIDENCE & REHABR CTR
DULUTH, MN 55802
(%4118 SUMMARY STATEMENT OF DEFICIEMCIES I PROYIDER'S PEAN OF CORRECTION (4B
PREFI¥ (EACH DEFICIENGY MLUST BE FRECERED BY FULL FREFLX (EACH CORRERTIVE ACTION SHOULD BE COMPLETIEH
TAz REGULATORY OR LSS IDENTIFYING INFORMATIOMN) TG CROSS-REFEREMCED TG THE APPROPRIATE DATE
PEFICIENGT)
3. The Administrator/designes will be
F 356| Continued From page 75 F 35681 responsible.
Om 1141885, af 1:58 p.m. the DON verlfied the
staff posting was 5% inches from the flocr to
battom of staff posting, and was not at & height
that was accessible for anyone seatad ina
regular wheelchair to easily read.
F 428 (4836800 DRUG REGIMEN REVIEW, REPORT F 428
55=D | IREEGULAR, ACT ON 1. Resident #38 has had no adwverse or

il effects due to the alleged
deficient practice. Roxident #38 iy
{ess anxious and has minimal
atternpts at trying to remove her
ostomy hag with current
medications. Appelite is improved
and she is parlicipating in gefiviies,
Resident # |09 has had no adverse
ot i1l effect= due to the alleged
deficlent practice. Resident iz
clemaonstraling less grimacing, less
moaning, less arching and lasgs
minding of testh, whick has
improved his qualiny of life

2. All residents have the potential
to be affected by the deficient
practice.

FORM ShE-25502-5 Provious Viersions Obsolola

Everl I&: Gyals

Cacllity 10: OORES
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DEFARTMERMT CHF HEALTH AMD HUMAM SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 120972015

FORM APFPROVED

OMB NO. 0938-0391

STATEMEMT OF DEFICIEMCLES (%1} PROVIGE RISUPPLIERCLIA
AMD ALAN OF CORRECTION IDEMTIFICATHC:H NUMBER:

245227

(XE MUALTIFLE COMNSTRUGTION
A, BUILDHING

E. WIMNG

3 DATE SURVEY

COMPLETED

1111842015

MAME &F PROVIDER ©F SUFFLIER

BAYVSHORE RESIDENGE & REHAR CTR

STREET ARDRESS, CHTv, STATE, ZIF CO0DE
1601 5T LOUIS AVENUE
DULUTH, M BoS02

EEL TR SUREMARY STATEMENT OF REFIGIENCIES
PREFI¥ [EALH DEFICIEACY MUST BE FRECEDED BY FULL

TAd REGULATCGRY QR LEC IDEMTIF ¥ ING INFORMATICHN,

i\
PREFIX
TAQ

PROVIDER'S FLAN OF SORRECTION
EACH CORRECTIVE AGTICN SECULD BEE
CROSE-REFERENGED TO THE AFFROFRIATE
DEFIZIENGY)

[M4E)
COMPLETIGH
OATS

F 428 | Contlnued From page 78

Ra8's arder summary report, dated 11418/15,
indicated 38 received serrallne HCI (Zoloft) (an
antidepressant medication), 200 milligrams {ma}
by mauth in the matning for anxiefy with
obsessive compulsive disordar (OCG) relatad to
adjust disorder with mixed anxiety and depressad
meod; the stant date was 81514, The ander
repart alsp indicated R38 received quetiapine
furnarate (an anllpsycholic medication), 50 mg
lwice a day far parancia retated to delusional
disarder with a start date of BMEM 3. In additian,
R358's order summary indicated lorazepam (an
antianxiety medigation) 0.5 mg by mouth as
needed far anxiety related to delusional disarder
and 0.25 myg by mouth iwo times a day for anxisly
related to adjustmeant disorder with mixed anxiely
and depressed mood.

R38's care plan indlcated R3B had a behavior
problem related ta loosening her cotestomy bags
mutfiple times a day, and she exhibited hoarding
type behaviors. The cama plan alen indicated R38
had a mood problam related fa paranoia,
dementia, delusians, and cognitive impairment.
The: care plan directed staff to
ohserve/recard/report to the physician any acute
episnder or feelings of sadness, loss of pleasure
and intarest in activilies, and to have posiive
interactions with resident at Hmes ather than
when she is receiving madical care.

A BM91E, Consulfant Phamacist's Medication
Review form indicated an imegukarity regarding
RaA's sertraline (Zoloftt medication. The
irregularity comment stated: yearly risk versus
benefit analysisidocumentation |2 required for alt
peychotraple medleatinns. This medication was
last increased about 1 year ago. The comment

F 428

FOsEM CM3-2567 (02554 Provious Wersions Cbyoleds Ewant HO: GY3II1
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PEFARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEHCARE & MEDICAID SERMICES

PRIMTED: 12/0%/2015

FoRM APPROVED

CME MO 08380391

nated that R348 has a past history of focusing on
her nslomy bag. Since staring this medicalion,
that has impraved, therefore, no further reduction
i= recommeanded at this lime-atill flsk vs. benefit
analysisfdocumentation is required by CMS. The
suggested course of action was to provide & risk
versus benefit statement and clinical rationale for
continuation of the Zofoft a= ordered. A hand
wiitlen note dated 7411415, on the follow-up action
section read to defer o the consultanl
paychialrist, The signatura is not legible.

Thea 10720415, cansultant pharmacist irregularity
comment requested a risk versus benefit
statement for lhe sertraline medleation, Including
clinical rationale for conlinualion, per CHMS
guidelines. Under the follow-up or acticn taken
sachion "rajected” is circled and a 12845, hand
written note indicaled: reduction not indicatad at
lhiz Hme. Benefits currently outweigh risks. The
signature is not legible; however, inan Interview
on 1141715, at 2:07 p.m., registered nurse
(RMY-G stated that the signature is that of the
consullent psychiabist's nurse practitioner.

R3A was observed and intervlewed on 118415, at
320 p.m., siting calmiy on the edge of her bed.
R38 made eye contact, answered questions and
interacted approprlately throughaout the interview,

R385 was nbserved on 1171215, at B:55 3.m. and
again at 8:10 a.m., calmly silting in the secand
floor dining roctn with a beverage in front of her.
On 1141215, at B:52 a.m. R38 was in the
doorway of her room with 2 smile on her face.

Qn 11M2M5, at 12,24 and again at 1245 p.o.
R38 was observed |0 The dining room on
T1AEME, at 8:00 a.m. with & beverage, waiting far
breakfast to be served. On 111715, R38 was

STATEMENT GF DEFICIENGIES 1) PROVIDER/SUE PEIERICLLA (%21 MULTIELE CONSTRUGTION (%3 DATE BURVEY
4D FLAN OF CORRECTION IRENTTFIGATION MUMBER: COMPLETED
A BUILDHNG
245227 B WING 1141842015
MAME OF PROWVIDER 0R SUPFLIER STREET ADORESS, CHTY, STATE, ZEF CODE
184t &7 LOULS AVERUE
BAYSHORE RESIDENCE & REHAE CTR
DULLITH, MN BE302
£ I SUMMAFY SYATEMENT OF DEF|CIENCIES n PROVIDER'S PLAR OF CORREGTION 8}
FREFIX (EACH DEFIGIENCY MUST §E PREGEBED BY FULL PREFIX (EACH CORRECTIVE ACTIGN SHOULD BE SCAPLETION
TAG REGLLATURY OR LSL IDENTIFYING INFORMATION} TG CROS5-AEFEREMGED TO THE ARFROFRIATE LA TE
DEFICIENGY)
F 428 | Continued From page 77 F 428

TFORM CMS-266T(D2-99] Previoua Verslons THrsglele
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DEFARTHMEMNT DF HEALTH AND HUMAN SERVICES
CENTERS FOR MEBICARE & MEDICAID SERVICES

PRINTED: 12020145
FORM AFPROWED
OMB MO, 0838-0381

STATEMEMT CF DEFICIEMCIES

1) PROVIDERSSUP PESERSCLIA

(A2} MULTIPLE COMETRLUCTHIN

{3) DATE SURVEY

observed sitfing with two others at the dining
roomt table with beverages, waiting for breakiast.

In an interview on 11417715, at &:44 a.m. K38
stated =he doesn't know her medleatlon, but her
brother Is het responsible party. R38 stated she
doesn'l feel like she has any side effects from her
madications, but feels that they help her.

In an interview an 1117115, at 8:58 a.m. nursing
aselztant (MA}-J stated R38 does hoard sugar,
gewns, towels and alher Berms; R38 also pulls her
calostormny bag off. MA-J stated R385 required
set-up and stand-by assist with personal hyniene,
but is independant with other cares. NA-J alzo
stated they have not been {old to wateh far
anything else.

In an interview on T1M71E, af 200 p.m.
registered nurss (RM)-A stated the inifials on the
June 2015, medication review form are the nurss
practitioners who rounds af the facitity,

In an interview on 11417415, at 207 p.m. BN-G
stated R38 just stared visits with the consultant
psychiairist in October, RM-G stated the Junse
2015, respohse referrad R38 to this consultant
peychiatrist, who did not see R38 untll October,
RM-G stated the hand-written note in October
was from the consultant psychiatrist's nurse
practitioner, EN-G stated they (the consultant
psychiatrist and the nurse practitioner) don't type
wp 2 farmal risk versus benefit when it's
requasted fram & physician. RM-G5 also stated
they don't review it with residents.

& rounding form indicated that the consultant
peychiatrlst rounded on R38 on 10/258/15.

Pharmacist makes
recommenditions and ernatls Lo
ADON along with DO

ADON prinis off
recommendations, signs, and
distributes to appropridis turse
manafers

Murse Managars fax appropriate
recommuendations e providers or
places in rounding book fir
Eldercare and Dr. Gish vesidents,
murze Managers follow throogh on
nursing recotnmendations from
plharmacist

At recommendations are
nddreszed by provider and nursing,
# eopy is made thiz copy Is glven
back 1o ADON. Original is placed
in resident charl and copy stays
with ADON

ADON nzes the “nursing diug
topurt” ematled by consultant
pharmaeist to cheek ofT
recommendations that have come
back fronl the nurse manager and
ensures that Lhe provider reapeinse
i3 approprigle.

AHD PLAM OF CORRECTION IDEMTIFIZATION HU/MEER; 4 BLUILOING COMPLETED
246227 B WWiNG 111182015
MAME OF PROVIDER OR SUPPLIER STREET AGORESS, CITY, STAIE. ZIE CODE
BAYSHORE RESIDENCE & REHAE CTR 1601 STLOUIS AVENUE
DULUTH, KN 55802
gy I SUMMARY STATEMENT GF DEFIGIENGIES I FROVIDER'S PLAN OF CORKELTION 5
FREFI% (EACH CEFICENGY MUST BE PRECERED BY FULL FREFIX (E&CH CORREGTIVE ASTION SHOULD BE COMPLETION
A REQULATERY 05 LSC IDERTIFYING INFORMATICHN) ThLE CROES-REFERENCED TO THE ARFROBRIATE DATE
DEFIS ENCY}
3. 'The following systems will implemented ’|
F 42581 Continued From page 78 Fa428] by 12-31-2015
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PRINTED: 120872015

PEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES DMB WO, 08938-0301
ETATEMENT OF NEFICIENCIES 1) PROVIDERISUPELIERIELIA (%21 MULTIPLE COMETRUGTION [ DATE SLRVEY
AHO BLAN OF EORRECTION ADENTIRGATION NUMEER: GOMPLETED
A BUILDING
2A53AT 13, WING 11H 82015
NaMIt OF FRGYIDER OR SUPPLIER STREET ADDRESS, DITY, STATE, 2P COOE
1801 5T LOUIS AVENLE
BAYSHORE REZIDENCE & REHAB CTR
CANLUTH, MM 55802
A4y D SUMMARY STATEMENT 0F ORFICIEMNCIES ] PROVIDER'S PLAN OF CRRRECTION X5
PREM [EAGH DEFICIENTY MUST 82 PRECEDED BY FULL RREFIX (EAGH CORRECTIVE ACEICH BHOLLD B2 CCAMPLETION
TAG REGULATIRY OF LSC IRENTIFTING INFORRMATION, TAG BROSE-REFEREMCED 0 THE ARSROFRIATE DeTE
BEFICIENCTY)
F 428 | Continued From page 72 F 428
. .
In &n Interview on 11/18/15, at 10:23 a.m., the ADON and consultant pharmacist
consultant pharmacist stated he cannot account will review guestionsble respoases
and decide 1f frther clarification

far the lapse of time between June and Oclobar
when no aclion was taken. The consultant
pharmacist stated that in his aplnlen the brief risk
versus benefit on the Cotober form was an
adequate risk versus benefit and that the
peychialrist often puts a more detailed description
in his notes, which would not yai be available in
the medical recard. Ma additional information was
received from the facility.

R109 had recommendations froim the consultant
pharmaclist, and the faciity did not act upen them.

R10%'s Admlssion Record identified diagnoses
that included Alzhelmer's diseaze, anxisty
disorder, depression, hypertension, gout and
arthritis. The quarterly Minimum Bata Set (MOS5)
dated 91415, indicated R1038 had severe
cogrltive Impalrment, and required extensive to
total assistance of staff wilh bed mability,
transfers, dressing, eating, inobility, perzonal
hyglens, bathing and taileting.

R109's physlclan™s orders indicated the following:
Ativan (an antianxiely medleatlan) 1 milligram
{mg) twice a day.

Risperdal (an antipsychotic medicafion} 1 mg/ml
(miltilitery &1 mo daily.

Zoloft (an anlidepressant medication} 25 mg at
bedtimea.

Oy BI25M 5, the consultant pharmacist gave: the
following recommendation: please provide
documentation of lhe lowest effective dose for Lhe
Ativan, Rizperdal, and Zoloft as well as how these
medications Improve the residents quality of lifs.
On 1049015, R108's physician respanded with the
following: trial reduction of both Zoloft and

is needed, Phamacist will alsa
review pasl due recommoendalions
by rovicwing Lhe pending
recommendation veport with the
ATHOM, Decision will be made at
that time as to readdress wilh
provider or Medical THreetor

4. Any negative occurtence will be reported
tt the consulting pharmacist irunediately,
Any izzges with follow up with physicians
will be dizcuzsed at the munthly GATI
comnteillec. Any on grang issues with the
MT} responses the Facility will contact the
tedical Director to facilitate having the
attending plyysician respond back more
timely. Sysiem will be on going.

5. The Dircelor of Mursing'designee will be
responsible with oversight from the
Administrator, Completion dare of 12-31-
2015
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F 428 | Continued From page 50

Risperdal, Questlan effectiveness, question if
experlencing symplome. The physician's
rezponse lacked documentation of how these
medications improved R108%s quslity of life.

O 1117015, at 8:.03 a.m, registered nurse
{RN-G was Intervlewed, and stated he
consutant phatmacist comes to the facility
mortthly, and she reviews the recommendations
with himn,

On 1171845, at 11:58 a.m. the directar of nursing
[DON) was Interviewed, and etated the assistant
director of nursing reviews the consultant
pharmacist recommendations with im, and the
DN was told there was not & problem with them.

The facllity was unable lo provide a policy and
procedure on cansultant pharmacist's
recommendations.

F 431 | 483.80(1), (d), () DRUG RECORDS,

58=E | LABEL/STORE BRUGS & BIOLOGICALS

Tha facility must emplay or obtain the setvices of
a licensed pharmacist wha establishes a system
of records of recelpt and disposition of all
contralled drugs in sufficient detall to enable an
accurate reconciliation: and determines that drug
records ara in order and that an account of all
controlled drugs is maintained and pericdically
recanciled.

Brugz and biclogicats used in the facility must be
labeled in accordance with currently accepted
professicnal principles, and include the
appropriate accessory and cautionany
instructions, and the expiration date when
applicatble.

F 428

F 431

deficient practics.

1, Mo residents wore alTecled by the alleged

2. All residents have the potential for being
affected by the alleged deficient practice,

FORM ChS-2E3F02 800 Preylous Yarelons Obeolela Event ID: SaHb |

Faclity 10: ObsEa If ontinuation sheet Mage &1 of 116



BEFARTMENT OF HEALTH AND HUMAMN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

FRIMTED: 12/09/2015

FoRM APPROVED

OME MO, 0938-0381

STATEMENT ©F DEFIZIEMCIES
MO FLAN QF CRRREGTICN

1) PROVIDERSSUT FLEERICLIA
EDENTIFIGATION MUMEER:

245227

[¥2) MULTIFLE CONSTRULTION
A, BUILCIMG

E. WML

(42} OATE SURVEY

COMELETED

11182015

MAME OF PROPVIDER OR SUPFLIER

BAYSHORE RESIDENCE & REHAE CTR

STREET ADORESE, CITY, STATE, ZIF CONG
1801 8T LOWIS AVENUE
DULUTH, MN §6302

iy o
PREFIX
TAG

sLIMMARY STATEMENT OF CEFIZIENTIES
(EACH DEFICIENCY MUST 8E FRECEDED BY FuLL

REGLILATGRY OR LEC IDENTIFYING INFORMATION)

1n] PRCOWIDER'S PLAN OF CORRECTICN
PREFIX [EACH CORRECTIVE ACTICON SHOULD 86
TA&G CRKSS-REFEREMCED TO THE APPROPRIATE
DEFIGIEHGTY)

{5}
COMPLETION
DATE

F 431

Continued From page 81

In aceordance with State and Federal laws, the
facillty must store all drugs and biglogicals in
locked comparfments under propet temperalure
controls, and permit anly authorized parsannel to
have accass in the keys.

The facility must provide separately iockad,
permanently affixed compartments for storage of
controlled drugs listed In Schedule [| of the
Comprehensive Drug Abuse Prevention and
Contral Act of 1876 and other drugs subject Lo
abuse, except when the facility uses single unit
package drug distribwtion systems in which the
quantity skored is minimal and a missing dose can
be readily detected.

Thie REQUIREMENT is not met 23 evidenced
By

Based on observalion, internview and docuament
review the facility failed to ensure insulin was
stored at the required termperatures in 1 of 4
medication refrigeraters. In addition, the facility
failed to provide secarity of Insulln pens located
on the first flcor nurses station.

Findings include;

On 1171308, 2t 9:2% a.m. the Marning Light West
medicalion refrigeralor temperature was
obzerved to be 32 degrees Fahrenbel (F) oh one
themmometer and 28 degraes F on anather
thermameter. The built in freezer had a large
amount of frest build up on the outside extending
irto the refrigerator. A review of the temparature
Iog Indizaled the acceplable range was 36-46
degraes F, and the ternperature had bean within

F 431
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F 431 | Conlinued From page B2

range for the kast 13 days, The temperature lag
indicated the facility checked the medleation
refrigerator temperatures onee daily. Licensed
practleal nurae (LPMN-C verified the frost build up
and the lemperature was 32 degrees F on ona
thermometer and 28 degrees F on the other.

The manufacturer's package Insers far the
insulin stared In the  medication refrigerator
directad the following:

Unspened Mowvolog should be stored in a
refrigerator between 36 degrees F and 45
degrees F

Unopened Lanius should be stored in
refrigerator at 38 degrees F and 45 degrees F
Unopened Humulin M should be stored in the
refrigerator and should ke discarded if it has
been frozen

Unopensd Humeleg should be stared in
refrigeralor at 26 degrees F and 45 degreas F

The refrigerator contalned the following
unapened resident insulin (medication to control
diabetes) pens:

R1 ¥ lantus pens

R14Z2 3 lantus pens

Rar 1 Lantus pen and 2 Humaiog pens
R% 2 lantus pens and 12 Novoleg pens
R7 1 Humulin M pen

R1's signed physician orders dated 10414415,
inchided a diagnesis of type 2 diahetes mellifus
with diabetic peripheral angicpathy without
gangrane. The physician orders directed staff to
inject subcutanscusly 27 unils of Lantus
solution daily at bedtime,

F 431
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R142= signed physician arders dated 1110015,
included a dlaghosls of lype 2 dishates without
complications. The physician crders directed staff
to inject subcutanecusly 10 units of Lantus
solution twa times daily.

R&7's signed physician orders dated 1008/15,
Included a diagnosls of lype 2 dighetes without
complicatione. The physician orders directed staff
to inject subcutanenusly 4 units of Humalog
solution in the morning in additicn o a sliding
scale dose up 0 8 unils daily, The physician
orders also directed sfaff to Inject subcutanacusly
10 units of Lantus solution at bedtime.

R9's signed physician orders dated 11/545,
included a diagnosis of type 2 dishates mellitus
with diabetic neuropathy. The physlclan arders
directed staff ko fnject subeutanaously 10 units of
Mowvalog salution every evening with supper and
inject 17 units two fimes daily. The physician
orders alse directed staff to inject subcutaneously
10 units of Lamtus galullon every 12 hours,

RT's signed physician erders dated 11710415,
tneluded a diagnosis of type 2 diabetes mellitus
without complications. The physician orders
directed staff to inject subcutansously 20 units of
Humulin solution daily at bediime and to inject 25
unlts subeulaneausly one tima daily.

When intenviewead on 1103015, at 847 a.m.
registered nurse (RN)-B stated she will pull the
insulin from the medication refrigerator and
contact the phanmacy consuitant for instructions,

When interviewesd an 11718415, at 3:50 a.m. BEH-B
verifled the inaulin pens were destroyed and had
haen recrdered, RM-E stated that a maintenance

AD FLAN OF CORRECTION IDEME IEATION MUMBER: 4 BUILDING COMPLETER
245227 B, WING 11MBI2015
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The facility must establish and maintain an
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A0 FLAN OF CORREGTION MENTIFICATION NUMERR . BUILDING COMPLETED
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MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, BTATE, 2IF CORE
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e [0 SUMMARY STATEMENT OF DEFICIENCIES s FROVIDER'S PLAN GF GORREGTION E)
AREFI% {EACH DERCIENGY MUST AR PRECERER BY FULL PREFTY, [EACH CORRECTWE ACTION 2HOLULD BE LIPS
TAG REGULATORY OR LEC IDENTIFYING IMFORMATICN) TAG CROGS-REFERENCED TG THE APFROPRAATE uArE
DEFICIENGY)
3. The medicalion relrigerators were replace
F 431 | Cortinued From page B4 F 431 | wilh new refrigerators. ‘The License siaff
ticket has been placed for the medication were reeducated documenting refrigerator
refrigerator, temps on a daily basis; the License staff and
VWhan § . p 5 ThA A were recducated on the propoer
hen II'ItEWIE'-"-fEd on T1/18/15, at 10:20am. the storage of medicalions which included
directar of rirgsing (CON) stated that the Insulin nsuli C teted 12-18- 2015
pens were reordered and a new meadication MISULI PEns. AP o
refrigerator was on crder. Tha DON further stated 4. An audit will be conducted one 1) times
the medication refrigeraters in the facility are por week tites 12 weeks to monitor the
getting old. teltiguralor lemperatures for the proper
The lacility policy Slorage of Medications dafed gﬁrﬂgaa{? medica';:ums:lllnbthe TL"I;NEETE[WS.
4414, directed medications requiring refrigeration SEIVATLON TOULGS WILL De Loncucted ane
or temperatures between 38 degrees F and 46 (1) n.mes pet week times 12 wv.?aksr T
degraas F are kapt ina rﬁfrigeratgr with a LT elor proper Slﬂrﬂgﬂ of medications
thermometer ko allow temperature monitaring., ngluding nsulin pens by nurse managers.
On 1111245, at 8:15 a.m. Movalog and Lantus Any nepative occurtence will be addressed
insUlin pens were observed af the first floar immediately. This docrmentation will be
nuree's station, near the open door. The Movolag presented 1o the monthly (2AP] cotnmittes
insulin pan had approximately 70 units of insulin Lo moniler the proper stocage of
in it, and the Lantus |nsu1|n_pen had ) medications. After three menths the QATI
approgimataly 130 unlts of insulln n i Durlng comittes will make a recommendation as
confinucus observation from 815 a.m. through o fh d itor that the t "
8:45 a.m. the insulin pens remained on the desk, I EME ,mnj‘l ‘1 ¢ de deTpera ure
and staff and residents were passing by the open Ogs are being documatited daily.
s '
d_rmr' AL 845 a.m. rE’:glstarEd nurse (RN)-D Relgorafor temperalure foos will be
picked up both insulin pens, and stated she |eft callected weekly and placed in a three Ting
them on Lhe desk because she was going o binder. I. 1 be ] f ]
administer it after breakfast, RN-D stated it was €1 Logs will be kept Lor one year.
not "mmill practice to leave insulin pens 3 The Dircelar of Mursing' desighee will be
Hnseclred. Tospunsible with oversiahi by Lhe
On 11181 E, at 12:09 p.m. the director of nurslng Administratar.
(DO} sfated insulin pens should not be left Iying Completion date of 12-31-2015
cut unsecurad,
F 44148385 INFECTION CONTROL, PREVENT F 441
§2=F | SPREAD, LINENS
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Infection Control Program designed o provide a
safe, sanifary and comfortable environrment and
te help prevent the development and transmisslion
of disease and infection,

(a) Infection Control Program

The facilily must establlsh an Infeclion

Contrel Program under which |t -

(1) Investigates, contrals, and prevents infections
in the facility;

{2} Desides what procedures, such as isolation,
shauld be applied to an indlvldeal resldent; and

{3} Malntalns a record of incidents and corrective
actions related to infections.

(k) Preventing Spread of Infeclion

{1} When the infeclion Control Program
determines that a resident needs isolation to
prevent the spread of Infectlon, the facility
must isolate the residaint.

(£} The facility rmust prohibil empioyees with a
commuriczhle disease or infacted skin lesions
frarm diract contact with residents or thair food,
if direct eontact will lransmit the disease,

{3} The facilily must require staff to wash their
hands after each diract residant contact for
which hand washing is indicated by accepted
prifessional practice.

{c} Linang

Fersannel must handle, stare, process and
transport linens so as to pravent the spread
of infection.

Thizs REQUIREMEMT is pet met as evidencad
By
Based on observation, infenview, and document
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Cantinued From page BS

reviewr, the facility failed to implement an Infection
control surveillance plan to ldendify, document
and monitor resident Infections. I addition, the
faclity falled to ensure appropriate hand washing
and glowing practices were provided during cares
for 1 of 1 residents (R49) cbhsarved during cares.
In additicn, the facility failed to implement contact
pracautions for 1 of 1 resldents {R111) diaghosed
with methlclllin resislant staphylococous aureus
(MREA) infaction. The facility also failed to
imptemeant contact precautions for 1 of 1
residents (R85} diagnosed with
clostridium-difficite {C-Diff) Infactian. Thess
practices had the potential ko affect all 159
residents in the facility,

Findings inclade;

In an interview an 11AFME, at 247 p.m., RN-B
stated three resldents currently were currentty on
isafation precautions. RN-B stated sha hasn't
formally audited implamentation of precautions
for thesa restdenis. RN-PB stated she expacts all
staff to see the door =lgn {directing all people to
check with the nurae before eatering) and ask the
nurse what precauticns they need to take before
enkering @ rogm.

In the interview on 1175, at 2247 pom., RMN-B
stated each nursing stalion recorded what
resldents had infectiows symptoms: loose stools,
temperatures, coughing. RM-E alsc looked at
residentprograss notes daily and altendad a daily
rarning repott in order to gather information
related o potentiat infections.

FH-E stated she educated staff bo "foam in and
foam out” of rooms, 1f a resident had C-Diff, then
they are to wash their hands with soap and water

F 441
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and also put on gloves, If she saw & conearn she
would talk to individual sfaff and then et their
manag et know.

RM-B stated =he had done a full infection
prevention and control cfass at the end of
September, teaching & or & classes. IF a staff
parsen coutd not attend, they were to review a
packat of the presentation and sign off. EN-B hds
not reviewsd to daterming if zll staff have
received this educalion.

[n an inlerview on 11717715, al 3:38 p.m_, the
Cocupational Therapist (OT)-D stated the
evaluating therapist would find out during an intial
evaluation meeting with a resident if that residont
was on precautions. OF-D stated that the
infommation will "trickle down” i olther theraplsts.
OT-Ct stated if a resident became infectious while
in the facHity, nursing would inform her in soma
way and she would inform her staff the bost she
car, usually on a ohe-by-one basis,

OT-D stated there weare a lot of new therapy staff,
new to the facility and to the prefession, and there
was a fot of uncartainty around implementation of
infection precautions. OT-D sfated she had
re-educatad her staff lo wash hands, and gown
and glove prior to working with fnfected residents
in their recrn. OT-I slated therapists use
sani-wipes {a disinfectant) to wipe down all
therapy equipment and wheelchair handles when
an infectedresldent Is done with their therapy
BEESION.

I the infenview on 1117015, at 2247 pam., BH-B
advised slaff if they are just going in and out of
the room, they should put on gloves; if they are
coming in contact with any surface in the room,
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they showld also use gloves, RN-B stated
housekesping is not her area, so she dosesn't
train housekeeping staff on infecfion contral . She
stated thaf pufting a mop back on the
housekeeping cart fo use in another room showld
not be done. RN-B stated she has not done any
rasidant or infection-specific training across other
departments.

In an inferview on 1116815, ak 742 a.m.,
Maintenance (W)-4 stated housekesping staff are
te remove a seiled dust mop and get it launderad
after using it in & room with precautlans. b-A
stated staff are not 1o use the dust mop in
additional rooms.

In an irkarview on 11118145, at 5:42 a.m., RN-B
stated she reviewed all resident progress notes
daily wpon her arrival |n the facillty to detenmine if
there were any Infection contrel related issues,
RM-B stated staff were to inform her if anyone is
on antibiotic therapy. RN-B stated she gathered
informatien on rasident's with infections by
reading a dally log where nurses record resident
specifle infarmalion, a nurae manager would tell
har ar she would read it in the progress notes.

R49 did not receive complete hand hygiens
during daily cares.

R49' s admission record indicated diagnoses that
included failure to thrive, depression,
resflessness and agitation and diabetes, F49's
annua Minirmum Data Set (MDS), dated 77801 5.
indicated R49 had severely impaired cognltion,
required exienzive assiztant with bead moblly,
transfers, dressing, sating, telleting and personal
hygiene and was freguently incantinent of bladder
and bowal.
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During an ohservation of B49% cares on
11M2HM5, at 8:31 a.m., nursing assislants (MNAY-F
and MA-G were ohservad to change gloves
without uslng hand sanitizer or handwashing in
betwean glove changes.

According to MA-G, R48s incontlnent product
was saturated with uring and R449 had also had a
bowel rmovement. MA-F and NA-G took turns
cleaning BM off of R49 with disposabie wet
wipes. After cleaning R4%9's peringal area, NA-G
and NA-F took off their gloves and without
handwashing or hand sanitizer, donned new
gloves. NA-F then took a wet washofolh and
washed under R4%'s hreasts and her armpils.
MA-G fied up the garbage wilh the soilsd
incontinent product and wet wipes and placed it
on the floor. MA-G then brought a sland I into the
room, removed her gloves and used
hand-sanitizer.

In an interview on 111715, 8t 247 p.m.,
registered nurse {RM}-B stated Lhat she hasn'
moritered hand washing formally. She did do a
fewe abdits in July of 2015, but hasnt monifored
hand-washing formally.

The facility's undated nfection Prevention and
Contral Program section on Glove Use (page
43-49) specifiad hand hygiene to be complated
before donring and after removing gloves.

111 had a methiciltin resistant staphylococous
auraus (MESA) infection and ihe [aclilty did not
implement appropriate infection contaol
precautions,
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111 Admissian Recard identified diagnoses that
included methizillin resistant staphylococous
abreus infection, petipheral vascular disease, and
aneurysm of artery of a lower extremiy. R111's
admission minimum data set (MDS), dated
8/31M15, indicated he was cognitively intact and
had surgical wolnds,

An 11416715 pregress acte indicated a blister to
R111's left heel. The note continued that Lha
blister had popped with yellowlshired drainage.
The area was cleanad with wound cleaner and
applied & non-stick pad and wrapped, 111618
physician orders for wound care direcied staff lo
clean the wound, apply telfa and tegaderm
dressing daily.

Review of R111's Interagency Refemal Form
{1AR} dated B/25/15, identified MRSA as a high
priority, and present, on the first page of the form.
tn additicn the |AR indicated R11 was an a new
madication sulfamethoxazole-frimathopm {an
antibintic) for 14 days after discharge.

In an ahservation on 11919M48, at 704 am.,
R111's room had an infection controf station
cutside the room, but no sign on the doar
directing staff or vislors to check with the nurse
before entering. An obsenation on 1117715, at
G4 7 am., revealed there was still no sign an
R111's doar. BN-B had a sign put on B11's doar
oo 191715 at 10,88 a.m.

Ot 1171548, |t 7:04 a.m., nursing assistant
{MA}-H and NA-N enlered B111s room with
gloves on, but na gowns. Upon exiting the roam
at 7:80 a.m., NA-N was cheerved to use purple
{MRESA-killing) wipes to wipe down the surfaces
of the Hayer Tift.
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In an interview on 11717015, at 2:47 p.m., RH-B
stated COC guidelines were Used o determine
which isolation precaulions are put in place. She
did not know if all three af R111's wounds had
been cultured and if not, the reasoning behind
why they weren't. RM-B stated, "I'd have to
check” Mo further clarfieation was provided.
RM-B alzo staled any nurse can implement
precautions, they don't have to wait for orders

In an interview on 111815, at 8:42 am., EN-B
stated R 111 had retumed from he hospitat on
8f25M5. RMN.B sfated a= soon as she found out
R111's leg wound had Infectlon she placed the
resident on contact precautions. RM-B eonfirmed
111 was not on contact precautions from
225485, his return from the hospital, until RMN-B
Implemenlad precautions on 94/15. RN-B stated
thal the 9M1/15 documentation was for staff to use
precaufions only during wound cares.

R85 had a Clostridivm difficile {C. difftzile)
infection, and the facility did not implerment
appropriate infection control precautions.
Findings inchude:

The Center for Disease Control (COC) guidelines
far health care facilities directed the following
when caring for residents with a <. Difficile
infection; zolate patiants with ©, difficile
imtmediately. Wear gloves and gowns when
treating patients with . difflelle, even during short
visits, Hand sanifizer does not Kill C. difflelle, and
althcugh hand washing works better, it still may
nat be sufficiant alons, thus the importance of
gloves, Clean recm surfaces thoroughly cna
daily basls while {reating a patient with C. difficile
and upan pafient discharge o fransfer.
Supplement cleaning as nesdead with use of
Bleach ar ancther EPA-approved, spoere-killing
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disinfectant.

R&&" Admissinn Record identified diagnoses that
Ineluded enferacolitis dus to Glostridiurm difficile
{a spore-forming bacteria that can cause swelling
and trdtation of the large intesting, or colon. This
inflarmation, known az colitls, can cause
diarrhes, fever, and abdominal cramps).

REE's admission Minimum Data Set (MEHS)
indicated REE was cognitively intact, required
extensive assistance of wo staff for toilleting, and
was frequently incontinent of bowel. Laboratory
resulis on H24M 5, and 1001315, both identified
the presence of C. difficile in R83's stool,

On 114815, at 3:42 p.m. registerad nurse (RN}-G
wis interviewed, and stated R22 was an isolation
precautions dua to a ©, difficile infection. RN-C
stated siaff were not required to gown and glove
prior o enteting REA"S room, unless they were
coming Inta direct contact with REE's stool. BN-C
vetified H83 had loose siooks that day.

an 111015, at 7:34 a.m. nursing assistant
(ML3-L was cheerved entering RA8's roam. There
was g yeliow slgn on RBE's door; it directed "stop
contact precautions, wash hands, gown, glove,
Visitors see nurse before entering™. Qutside the
door was an iselaion cart with gowns, gloves,
masks and sanitizing wipes, NA-L had a
coffespot in her hands, knacked on the doar and
erdared RE8's raam. MA-L did not wash her
hands, or put on a gown or gloves. MA-L put the
caffespot oh a bedside table next to R8E,
Housekeeper (H)-A then entared RE8's room, and
did not wash her hands, or gown ar glove. H-A
had a dry mop, and procesded to diy mop the
flogr, NA-L proceedad to make RE8's bed. H-A
left the room without washing her hands, and
ptaced the dry mop onto the housekeaping cart.
MA-L teft the room withowt washing her hands,
and had = coffeepot in ker hands when she left

STATEMENT F DEF|CIENCIES (%13 FROVIDER'SUPELIERIZLIA %23 MULTIPLE COMNSTRUSTION 3 DTG FURVEY
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the room. MA-L was interviewed and s{ated she
did net gown or glove when she wenl Into R85=
room, because she just brought Rim fresh coffes,
and made his bed, MA-L stated she had not
washed her hands when lsaving the room, she
Was on het way to do that now, H-A was
interviewed and stated she did nat gown or glove
when going inte R88's room, but she did use an
alcohol hased sanitizer when shea |efl the raom. At
7567 a.m., H-A was ohserved with the dry mop still
oh her housekesping cart. H-4 stated she was
supposed [o take the soiled dry mop off har her
cart, and replace i with a clean one, but sha had
nof done this vel.

On 1114085, at 1205 a.m. trained medication
alde {TMAY-E was interviewed, and statad R848
did nat have a dedicated stethoscope,
thermameter or blond pressure cuff, Thia-A
stated if these were used on RER, staff should
clean them off with 2 disinfectant.

an 11H0ME, at 10,08 a.m, RH-B was
intensiewed, and -stated =he was the nurse
responsible for the facilify's infectlan contral
pregram. RM-B stated there was an isolation car
qutside of R&&"s door, and she would expect stalf
to wash thelr hands with scap and water, not just
usging an alcehsl based hand sanitizer when
entering and leaving Lhe room. RM-B stated sha
wotld expect nursing and housekesping staff
entering RB8's room to have a "minimum™ of
gleves on, and she has asked them to gown and
glove prior to entering the room, hut "they don't."
RM-E confirmed she had not doneg audils o
determine wheather ar Aot staff were wearing
gowns and gloves, or perfarming praper hand
hygiene when entering R8s room. RM-B further
stated the facility did not provide R88 with
dedivated equipment at this time, it 1= something
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they should be daoing, and the facility will starf {o
de it soon. RN-B stated if staff were using Lhe
Bfpod pressure cuff, stethoscope and
thermameter on REE, they should be cleaning the
equipment with a sanitizing wipe, but she hasn't
aducated them on it yet.

In an gbservation on 11110M5, at 10:29 a.m.,
cerifled neeupational therapist assistant (COTA)
was nbsenved entering R88's room with a
clipboard. Thae COTA did not gown or glove upon
room antry, hut did apply hand sanitizer. The
GOTA did not tauch anything, but did uze Lhe door
handle to cloge the doar upon exil. The COTA
did nat wash ar sanitize her hands after axiting
the room. The COTA stafed that she would take
the clipboards o use in ather rooms.

On 1112M85, at 7:14 a.m. RN-B was interviewed,
and stated the sanitizing wipas on the isolation
cart oufside of R88's room did not kill spores.

The facility pelicy and procedure on Clostridium
Difficite undated, directed staff io wash hands
with saap and water, alechal gels or handiubs are
not effective In removing or killing the spores .
When possible, non-critical care equipment
should be dedicated to the patient with C. difficie.
Based on interview and document review, the
facility failed to ansure Tubercutosis (TE)
screaning, including a twe-step tuberculin skin
test (TST} (8 skin test to assist in identifying if an
individual had been exposed 1o TB or was
infected with TE}, and & TB baseline symptem
soreening was completed upon employment and
prior o providing caras for 3 of 10 direct care
staff, Thig had the potential ta affect all 159
residents residing in the facility.

Findings include;
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The CBC Guidelines for Preventing the
Transmission of Mycobacteriom Tuberculosis in
Health-Care Selting, 2005 (MMWR) diractad all
health care workers must receive a baseline TB
sereening upon hire, The screening must include
an azseszment of the employaes risk factors for
TE, and any current TE symptoms, & iwo-step
TET (tubercuin skin test) or a single interferen
gamma release assay (IGRAL or a chest x-ray
results must be maintained in the employee
record.

A revlew of employee {uberculosis (TBY screening
and employee list indicated the following:

* MWA-N was hired 31413, The first-slep
tuberculln skin test TST was adminizlered that
day. The second TST was nat adminlstersd untll
30013, The second-step TST was
administerad late,

* MA-Q was hired 10/27/14. The first-step TST
was administered on 6£3/15 and the second TST
was administered 6015, The bazeling
symptom seraenlng was completed on 6515,
The screening was not prior to the starf date.

* WA-E was hired 13/15M5. The first-step TET
was adminlstered on 101515 NASG did not
receive a second-step TST. The baseline aymptorm
soresning was completed on 101515,

* MA-M was hired on 10/26/15. The first-step
TST was administered on 10/26/15. The second-
stepp TST had not been administered, The
baseline symptom scregning was completed on
126/ 5.

* NA-P was hired on &M17711. The first-step T3T
wag administerad on 51711 The sacond-step TST
had not been administered at thal time.

Another cne-step TST was adminisiered on

F 441
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6M17HE The baseline symptom screening was
corngleted on 51711,

* MA-Q was bired o 12/268M2. The first-step
TET was adminiskered on 102414, The
second-step was administered on 1217414,
The baseline symptom screening was undated.
Tha T8 screening was not completed at the
time of hire,

* MA-R was hired an 10014413, The first-step
TST was administerad on 10811713, There was
no documentation of the second-step. NA-R
received anather ong-step TST on GMM5. The
second-step TST was read & days after
atminislration, the TST is to be read 48-72 hours
after administration. The baseline symptem
screening was completed on 104141135 and
G115,

* MA-T was hired on 104261 5. NA-T had
received a TST on 82115, priar o employment
at facility. The first-step TST was administered
an 1042641 5. The baseline syrmptem screaning
was completed on 102615,

* MA-1) date of hire was listad as 772318 There
were no TST's ar baseling symptom screening
daone for this date. There wene 2 previous one-
sfep TST results; one dated 11410, and the
other dated 12/2/14. A baseline sympiom
scresning was completed with each TST.
A was hired 120307, A one-step TET was
administered 10/24/1 4. Another ohe-atep TST
was adminiatersd GHGM9. A bassling symptom
screaning was complgtad with each TST.

Curing &n interview 11/183/15, at 830 a.m.,
registared nursa {RN)-B stated the ermployee rmust
have a negative TST before they san wark with
residents, and the sacond-step should be given
within 21 days after the first, BM-B vearified some
of the new employess must have their

1, Mo rusidents wore affected by the
alleped deficient practice.

2. All residents have the potential i
be affected by the alleged deficient
praclice.

3. Staff will be in- seryieed on the Facility's
Ynfection control Policies and Procedures,
which includes the implementation of
isofulion precantions and ensnring complete
hand washing, The Slafl Developraont
Anfection Contro] Courdinalor will
implement infection control precautions per
CDC gnidelines in a timely manner. And
upoh uedtaisgion or readinission. or with any
cinTent resident i precuulions are warrantied.

A, Observation rounds will be conducted Lwa
{2} times per week times 12 weeks to
monilr the facildy®s infection program to
include 1solation precautions and eomplets
Liand washing, Any negative voeorrence wilk
be addressed imumediately.
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E ENVIRON

The facllily must provide a safe, functional,
sanilary, and comfartable envirchment far
residenlts, staff and the public,

This REEQUIREMENT iz nol met as evidenced

by

Based on observation, internview and documenl
review, the facility failed to ensure resident rooms
wara wall rmaintzined for 8 of 15 resident rocme
{romms 127, 143, 151, 152, 160, 210, 212, 257 In
addiilon, the facility fziled {0 ensure a wheselchair
was properly maintained for 1 of 1 residents
(R125 reviewsd for environmental concerns,

Flndings lnchide:

On 11MFH5, at 2:59 p.m. 3 tour of the facilily was
compleled with the dirgetor of malntenance
(Onik-8 and the environmental director (EDp-A
During the tour, the following reem maintenance
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The resubts of the abservation rounds will
F 441 | Continued From page 97 F 441 | be presented to the monthly QAP
TET= repoated because they were late having gommitles 10 review and makw
thelr second-slep TST administered, RN-B recommendations. Atter three months the
stated the employes is given a form that directs QAT comnmittee will make a
Lhem ;"_Iher“ f:‘lEiﬂ' HE'?;';D '3‘:';”‘3 b:‘:k E'}_Ihﬂ‘r to reconunendation as to the need o continue
ave e lirsi-step read, or have the 1o menitur the facility wide infection
second-step TST adiministered. RN-B stated she ¥
\ conlro] propram,
followed up with human rescurces.
o . J. The Dhrector of Mursing/designee will bo “
The undated facility palicy a.nl;f procedure If':"r rezponaible with oversight by Lthe
Tuberculosls Contral Plan directed all qualified Aclminislrator
appicants far emplaymenl would be screened ) ’
using a two-step TST or 8 bleod test for Completion date of 12-31-2015
tuberculosiz,
F 465 | 483.700h) F 463
$%=E | SAFEFUNCTIONAL/SANITARY/COMFORTABL

1. Resident eounm™s § ||
121,143,151,159,160,210,2£2,257 and the
whueelchair n voom 129 were repaired,
painted and or fixed to reflect a ot
homelike environment.

2. All tesident roums haye the potential for
nil having 3 honelike environment,

FCRM SME-2EH02-30) Provious Wersicns Obsolchs
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ETATEMENT GF DEFICIENGIES (%1} PROVIDERSUPPLIERCLIA [z MULTIFEE EORSTRUCTION £(2) DATE SURVEY
AND PLAN OF CORFECTICH IERTIF AT MUMBER: COMPLETED
£, BUILDHNG
245227 B. WING 1171812015
NAME DOF PROVIDER OR SUPPLIER STREET ADDRESS, G, STATE, ZIP GOOR
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DULUTH, MM 55802
(4} 1L SLIMMARY STATEMENT OF DEFICIENGIES Iz PROVIDER'S PLAN OF CORFECTION %51
FREFIX [EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORFEGTIVE ACTRN SA0ULD EE G4 PLESIIN
THG REGULATORY DR LEG IDENTIFYING INFORMATION; Th LROG5-REFERENCED T THE ARPROPRIATE LaTe
DEFICIENST
F 465 | Continued From page 88 F 465

and wheelchair concerns wara identified and
confirmed by both OM-B and ED-A,

Raam (REM} 121 had twe 2 inch (i) gouges wikh
sharp edges in the vinyl doorknob guard behind
the main daoor,

RM 1435 bathroom had multiple scratches on the
rim af the toilet. The caulking af the base of the
tellet was cracked, peeled and difty, There were
four dime sized chips in the fited wall in the
bathroom, The huilt in closet had § in. feng gazh
exposing the paricleboard on the baftom right
COrner.

RM 1518 caulking at the base of the toilst was
cracked, pealed and dirly. The hathroom alse had
g strong urine zmell.

R 180 caulking at the base of the toilet was
cracked, pealed and dirly,

Ent 150's bathroom sink has three cracks in the
parcelain.

RM 210" bathroam floor had yellow staining
arcling the base of the toilet, O was observed in
the corners behind the toilet and below the sink.
Thers ware also dark splatters on the wall and
flaor mear the loilst.

R 212'e private room lacked a privacy curtain.

B 257s tiled bathroocm floer had an area
approximately 3 in, x 3 in. that was fillad with
cement.

3. The facility utilizes the Threet Supply

1o alerl the Maintenanes department of

attention., An audic of ten {0 vesidon
tooms will be conducted each week for |2

teflect a more humelike environment. Awy
item or ttems needing repair, puinting or
fixing will be addressed immediately, This

the monthly QAP commilled moothly for
three {3} and quarterly theveafter for one
year to agsure 4 svster of maindaining the
rusidend rooms in a homelike environment.

“lels" system, which allows all departments

Texident rooms, resident environment and or
the resident’s cguipment that need repair or

wecks o assure the rootns ave maintained to

sysiem will be ongoing throughout the vear,
The resialts ol the andig will be presented to

FORM GME-286T{02-99) Proviows Versions Obsolels
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F 465

F 454
Se=F

Continued Froin page 99
R128's wheelchair's right-sided arm support was
worn through the fop fayer exposing the cushion,

After the lour on 11/17HE, at 3:33 pm. DM-B
stated he has not been currently parfarming
routineg maintznance rounds in the resldent rooms
since the ED-A started working in the facilily.
ED-A staled that he rounds every room in the
tacilily monthly, however his checklist did not
include maintenance speclfic tasks to look for and
document far follow up. OM-B stated the facility
doas not ave any room maintenance pollcles
aside frum housekeeping,

The farillty polley "Resident Restroom Cleaning"
directed housekespers to sweep, dust and mop
the entire fleer, moving any items that may be in
the balhroom. The facility did not provide a polley
on maintainence of resident's rooms, resident's
etivironment or residenl's equipment.

453, 75{ep2)-(3) NURSE AIDE WORK > 4 MG -
TRAIMINGZOMPETENGY

A facility must not use any Individua] warking in
the facility as a nurae aide for more than 4
menths, on a full-time basis, unless thal individual
[= competent to provide nursing and nursing
refated services; and that individual has
campleted a training and competency evaluation
program, or a competency evaluatlon program
approved by the Stake as meeting the
requirements of §§483.151-453.154 of [his parl;
ar that individual has been deemed ar deterrmined
competent as provided in §483 1580{=) and (b},

A facility must not use on a temporary, per digm,
leased, or any basis other than a perrmanest
employae any Individual who does not mest the

F 485

F 484

5. The Dircetor of Maintenance/desipnes
with oversight by the Administrator will be
responsible.

Completion date af 12-3 12015,

1. Mo residents were affected by the alleperd
deficient practice.

2. All of the nawsing assislanl cvaluations
have been completed, Completion date of
12-30-2015
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STATEMENT OF DEFICIEMCIES (%1) PROVIDERGURFLIERACERA
AMD FLAM OF CORREGTICN IDENTIFICATION MUMEER.:
245227

(¥2) MULTIPLE CONSTRUCTION (X%5) BATE SURVEY
CORAPLETED

. BUILDING

8. WING 11/18f2015

HWAME OF PROVIDER OR SUFPFLIER

BAYSHORE RESIDENCE & REHAR GTR

STREET ADCRESS, CITY, STATE. ZIP GODE
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requirements in paragraphs (e}{23(i) and (I} of
this section.

Mursg gides do nat include those individuals who
furnish services to residents only as paid feading
assistants as defined in §488.301 of this chapier.

Thizs RECQUIREMENT Is nat met as evidenced
by

Baszed on interview and document review the
facility failed to ensure performance reviews
were completed for all nursing assistants in the
past 12 months. This had the potential to affect
all 158 residents reslding in the facility.

Flndings nchede:

A& review of 15 employee files Indicated the
following emplovees did not have
performance reviews completed in the past 12
ranths: Mursing assistant (MA)-0, NA-C, NA-
M, MA-Z, NA-R, NA-C, NAY, and MAW.

During 2n interview on 1171815, at 8:04 a.m.
the human resources director {HRD)-| stated no
Ma performance reviews were completed in the
past year. Tha HRD-| stated the last reviews
ware done in 2013, by the pravious company.

During an intarview on 111815, at 12:06 p.m.
the HRD- verified no performance revisws were
dane In 2014, and that the gvaluation dates found
in the employee fles ware most likely accurate.
MRD stated the expectation 18 that the
performance reviews are done yearly.

) I SUMMARY STATEMENT OF NEFIGIENCIES o FROVICER'S PLAN OF CORREGTION s
FREFLY {EAGH DEFIGIENCY MUST BE PRECEDED BY FLLL PREFIX {EACH CORRECTIVE ACTICGN SHOULD BE LML 113,
TAG REGULATORY GF LSS LDENTIFYING INFORMATIZN) TAG CRGSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY}
F 484 |Continued From page 100 F 404

3. The Administrator reviewed the federal
roguirements and the Standards of the Stale
of hdinmesola with the Director of Nursing
and the Divector of Human Resources
regarding the requirement ol hursing
assisluils having an annual evaluation, Al
the hegimming of each month, TR will send
ot an evahealion form and a list of the
CNA anniversary dates [ur that month, It
wiil be the expectations that the Unil
Managers complete the evaluation by the
end of that month.

4, An andit will be completed monthly for
thees {37 mnonths, then quarterly For one
vual 1o asswre evaluaticns ave comploted por
the Sate of Minnesota standard, Theses
audits witl e presceled 1o the monthly
QAPT committse to munitor ihe system of
annual evaluations are being completed.

[FORM CMS-2587(02-88) Freviows Versions Crhanlete

Evant 13: EydH 14
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FORM AFPROVED
OMB NG, 0538-03891

A farillty must not use any individual who has
worked less than 4 months as a nurse aida in that
facility unless the individual ls a full-time
employaa in a State-approved training and
compotency evaiuation program; has
demonstrated competence through satisfactory
parlelpallon In a Siate-approved nurse aide
fraining and competency evalualion program or
competency evaluation progeam; or has been
deemed or determined competent as pravided In
§§483.150(a) and (h),

This RECHIREMENT is nat met a= evidenced
by

Based on intervisw and document review, Lhe
facility failed {0 ensure new employees receive
appropriate erlentalion and training prior ta
providing direct care to resldents, This has the
potential to affect all 159 residents residing in the
faclity.

Findings include:

A review of employee tralning Indicated nursing
assistant (MNAFM, MA-AL, and NA-G had not
received new emplayee crientafion. The
employes list indicated MNA-W was hired on
10/26/M5, and the schedule indicated she had
been providing direct cares. NA-A8 was hired on
a5, and the sehedule Indleated he has been
providing direct cares, MNA-GS was hired on

1. Mo residents were aifected by the alleped
delivient practice,

2. Mo residents were affected by the allewed
delicient practice,

STATEMENT GF DEFICIEMCIES {¢1) PROVIDERISUPPLIERIGLIA (%2 MULTIPLE CONETRUCTION (%3 DATE SURVEY
ARD PLAN OF CORRECTION ICENTIFICATION NUMaEs: COMPLETED
A BUILOIMNG
245227 B. WG 11/18/2015
MAME 0F PROVIDER OF SUBPLIER STREET AUBRELE, TITY, STATE, ZIP GIHIE
1667 5T LOUIE AVENUE
BAYSHORE RESIDENCE & REHAE CTR
OULEITH, MH S5802
[y 1T SUNMARY STATEMENT OF DEFIGIEMGIES 1y FROWIDER'S FLAN OF CORRECTICH g
PREFIX (EACH GEFIEIEMS Y MUST BE FPRECEDED BY FUELE FREFRX {EACH CORRECTIVE AGTION 5 IOULD BE COMPLETIIN
TA REGULATGERY OR LSC IDEMTIFYING IMFORMATICH) AL GROSS-REFEREHCED TO THE AFFROPRLATE DATE
DEFICIENGY)
3. The Mrector of Mursing /desience and
F 494 | Continued Fram page 1017 F 484 | the Dircolor of Human Besovurces! desigues
witl be responsible with oversight by the
A policy and procedure for performance reviews Adrinistentor,
was not provided.
F 495 [ 483.75(eH4) NURSE AIDE WORK < 4 MO - F 4g5] Completion date of 12-3]-2015.
85=F | TRAIMNING/COMPETENCY

FOREM CME-ZE5T{N2-00 Provious Warsiora Cthenlate
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CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/09f2015

FORM APFROVED

OME M B838-0381

STATEMENT GF DEFICIFNCIES $91) PROVIDERSSUFPHERICLIA £%2) MULTIPLE COMSTRUGTICH {X3} DATE SURVEY
AND PLAR OF CORRECTION IDERTEFLOATION MUMEER: A BRI DIRES COMFLETRD
245227 B.WING 117182015
MAME OF PRIVIDER DR SURFLIER, ETREET ADORESS, CITY, STATE, ZIP CAOLE
E RESIDEMCE & REHAB CTR 1601 STLOUS AVENUE
BAYSHORE RES DULLTH, MM &EBDZ
i) o SUMSARY STATEMENT 0F DEFICIENCIES Io PROVIDER'S PLAN 0F CORRECTION s
PREFIX {EACH UEFICIENSY MUST BE FRECEDED BY FLLL FREFIX {EACH CORRECTIVE ACTICH EHOULD BE COMELETION
TAG REGLLATORY OR LT IDENTIFY ING INFORMATION TAG CROSS-REFEREMCER 70 THE ARPROFRIATE DRTE
DEFICIERNE™Y }
3. Employees have received the appropriate
F 495 | Continued From page 102 F 4951 orentation and training prior to providing
10418715, and the schedule indicated she had direct care to residents.. All new staff have
been providing direct cares. NA-T was hired on received the appropriate orientation prior Lo
10/28/15, and the schedule indicated he had be assigned to care for statf, Completed 12-
been providing direct cares. 30-2015
During an interview on 1101815, at :30 a.m, 4, An audit of persennal files will be
registered nursa (RN}-B verified NA-M, conducted one (1) time per weck times 12
NA-AANA-G, and NA-T had not attended new weeks, then monthly for one year to monitor,
employes oentation and were scheduled to Lhal all new staff have had the appropriate
attend 12/9/15, RN-B stated new employees . . . .y .
. . . ) orientation prior w prividing direct care.
receive some information in their packet from
human resourcas (HR) when they start, _RN-EI These audits will be presented to the
':gs ;’ﬁ EEI!.U re 1'_';”‘:‘ ";':C';m ztmntth:yr "etc";'ﬁ from inonthly QAPI committes to veview und
PR VBINEE Sne Nad not ecucated e ausure u sysiem of asswing new employees
abave MAS regarding abuse pravention, . . . \
. . . are the appnopriste oricntalion prior to
damentia, or resident rights, - .
providing divect carc,
During an interviesw an 111815, at 12:08 p.m. the 5. The Director of Staff Development
HR director (HRE)- stated new employees . . . . .
i : ) . Jdesignee witl be responsible with oversight
recefved Information regarding payroll, job From the Adrministal
description, code of conduct, and resident rights, em e AMmULISTEST.
privacy, and related employment information. Conmletion dute of 12-31-2015.
HRD-| verified Nés do nat receive Information P
regarding abuse preventlon or detnentia. HRD
stated the nurse educator does orientation
monlhly, but they are hiting MNAE faskar than
educationfarientation is held.
Tha New Employes Orientation Tralning indicated
Abusze and Negledt, Infection prevention and
eontrol, and dementia were to be included in tha
arientation.
A facility pelicy and procadure for new employees
arlentatlen was not provided.
F 498 | 483 75(el5)-(7) NURSE AIDE REGISTRY F 456
S5=F | VERIFICATICHN, RETRAIMING

L. Mo residents wore allected by he alteged

Apfiriant Aractics

FORM Gal5-2BGT[03-99) Previcws Wersions Obsalele
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FORM ARPROYED

OB MO, 0538-0391

ETATEMENT OF BEFICIEMZIES
AMDPLAM OF CORRECTION

(£1) PROVIDERSSUPPLIERACLIA
IDENTIFICATION NUMBER:

£ MULTIPLE CONSTRUGTION

%) DATE SURVEY

COMPLETED

Before allowing an individual o serve as a nurse
aide, a facility must receive raglsiry verifloation
that the individeal has met competency avaluatian
requirements unless the individual is a full-time
employes in a training and competency
evalualleh program approved by the Slate; ar the
individual can prove that he ar she has recently
successiully completed & tralnlng and
compatency evaluation program or cormpetency
evaluation program approved by the State and
haz not yet been includsd in the registry.
Facllities must follow up to ansure that such an
individutal actually becomes registerad.

Before allowing an individual fo sense a2 a nuree
aide, a facility must sesk information from every
Stale reglstry established undar sactions 1818{a}
(2)(A} or 1910{e}{2)A} of the Act the facility
balievas will include information an the sdividual.

H, since an individual's most recent completion of
a training and competency evaluation program,
there haz baen a confinuous period of 24
consecilive monthe durlng none of which the
individual provided nussing or nursing-relaied
sarvices for monetary compensation, the
individual must complete a new fraining and
competency evaluation program or & new
competency evaluation program.

This REQUIREMENT is not mel as evidencad
by:

Baszed an [nterview and document review, the
facillty failed to ensure the facility verified current
cerfificationfregistration of & mursing asststant
wheo provided direct care fo residents. This had
tha potenlial to affact all 158 residents residing in

the facilify.

. BLILDING
245227 B. Wik 11/18/201E
HAME JF FROVIDER OR SUFPLIES STRLERT ADDRESS, CITY, STATE, ZIP CODE
1601 ST EOUIS AVYENLUE
BAYSHORE RESIDENCE & REHAE CTR
DULUTH, MN 55802
[#e) [ SUMMARY STATEMEMT OF DEFICIEWCIES 1N PROWIDER'S FLAM OF DORRECTION 150
FREFIX {EAGH DRFIGIENGY MUST BE PREGEDELD: B FLLL EREFIX (EACGH COREECTIVE ACTICN EHCULD BE COMFLETICH
Tz AEGHLATORY OR LSC ICEMTIFYING dWFORMATICMN) TAG CROSE-REFEREMCED T4 THE AFFEQFRIATE TATE
GEFICIEMNEY )
F 456 | Contineed From page 103 F 4596

FoRM CMES-256Y(02-98) Frevlaus Warslons Dhaolse Event 1D GYOHT:

Fxszllley I1Ey: 00358
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STATEWEMT F DEFICIENTIES (%17 FROWIDERSLPELIERCLIA 81 MULTIPLE CONZTRLICTIMN ) DATE GUEYEY
ARG PLAN OF GRERECTION IGEMTIFICATION MUMBER.: A, BUILTIG _ COMPLETED
245227 £ WENG 1144812015

NARWE OF PREYIDER OR SUPFLIER

BAYSHORE RESIDENCE & REHAR CTR

STREET ADDRESS, CITY. STATE. ZIP GODE
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A 1D SUNMARY STATEMENT IF GEFICIENCIES L] PROWIDER'S FLAH OF CORRESTION 5}
PREFLY {EACH DEFICIENTY MUST BE PRECEDED BY FULL FREFIX (EACH CORRECTIVE AGTIGH SHELLD BE COMPI ETIN
TAG REGULATORY OF, LSS IBENTIFYING NFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE L=
DEFICIENGY)
F 496 | Continued From page 104 F 498

Findings inchide:

The facillty provided a list of all nursing assistants
warking in the facility and who ware on the state
reqistry. Mursing assistant {NA}-M was not
included on the list provided by the faclity that
was cheacked with the registny,

A review of lhe schedules, indicated NA-M began
waorking with residents on 11/28M5, and worked
with anather MA until 10431715, NA-M was on the
scheduls independently ane to two ghifts 14 of 18
days befween 10/31/15, and 11/18M185.

Curirg an interview on 1141815, at 7.41 am. the
director of nursing (DOM) stated she was nat sure
how often the MA reglstry is checked,

Dwering &n interview on 1141845, at 12:16 p.m. the
human resource director (HRD}-| verified MNA-M
was not on the nursing assistant registry and her
cartification had lapsed. HRD-] stated MA-W had
been warking as a nursing assistand in the facility,
HRD-| verified & registry check was not done priar
tn employment for MA-M.

During an intetview on 1171843, at 1:368 pom. the
LOM varified she was unaware that NA-W's
registrafion/ceriificatlon was not current until that
marning. DOM-F verified MA-KM had been
working as a nursing aasistant in the facility and
had not been under direct supervision 0% of
the time,

During an interview an 111815, at 1:48 p.m.
Ma-I verified she had been working a8 a nursing
asglstant at the faciity and had provided cares to
residents while waorking independently and

2. All residents have the potential ¢ he
aflected by the practice.

3, WA=M s correntl with ber certification.
All nursing assistant cerlilications have
bean verified as cusment.

4. An audit will be conducted each memth
for threo (3} months and then quarterly for
one vear to moniter that all nuesing assistant
certifications are current, The results ol the
audits will be presented to the monthly
QAP commites to assure that no nersing
assistant is allowed to provide dircet care to
a resident withowt a cument cerlificalion.

FORM GM3-2567[02-00) Frovious Versions Qfsolete:

Event I0: EroH1:
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STATEMENT OF DEFICIENGIES (%3} PROVIDERFSUPPLIERCLIA
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245227

{22 MULTIFLE COMSERUCSERDMN (%3 DATE SURVEY
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The facility must ensure that nurse aides are ahle
tn demansirate competency in skills and
technigues necessary to care for residentz’
needs, a5 identified through resident
assezsments, and described in the plan of care,

This REQUIREMENT iz not met as evidenced
by

Based on interview and decument review, the
facility failed to ensure staff received mandatory
annual education and the appropriaie hours of
educaticn to mainiain the nureing assistant
cerlifications. This had the patential o affect al|
169 residents residing in the facility.

Findlngs Inelude:

Bruring & review of employee tralning hours for 17
nursing assistants (MNA), 7 of the amployees had
been hired in the past year and had received or
were schaduled {0 receive new employes
grientation. The remaining NAs had been
employed at the facilily for greater than 12
months, and had recsived the: followlng hours af
training since 1718

* NAYY had received 4.5 hours, including abuse
prevention/reparting and general training, Mo
dementia, infection prevention or control, residant
fights, privacy fraining, o ather mandatory

40 SUMMARY STATEMENT OF DEFICIENCIES o PROWIDER'S FLAN OF CORRECTION !
FREFFL [EACH DEFIGIENCY MLJST BE FRECEDED BY FULL PREFIX {EACH CRRRECTIVE AGTION BHOULT R SOMPLETION
TAG REGULATORY OR L3C IDENTIFYING INETHMATION) TAG CROSE-REFEREMCED TS THE ARPROPRIATE EATE
DEFIZIENGT)
5. 'Fhe Lireclor of Human
F 488 | Continued From page 105 F 488 ] resourcesidesignee will be responsible with
unsupervised. oversight from the Administrator,
The facility was unable to provide a policy and Completion dale of 12-31-201 5.
procedure for ensuring staff certiffcation and
licenslng prior o emplayment,
F 498 | 433.75()) NURSE AIDE DEMOMSTRATE F 498
58=F | COMPETENCY/CARE MEEDS

1. Mo realdents wors alTected by the abloped
delicient praclice.

FORM Ci5-2587 (0893 Prewiors Werslons Obaalee
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training was received.

* NA-Y had received 7.5 hours, including abuse
preventionfreporting and general training. Mo
dementia, infection prevention or contral,
resident rights, or privacy tralning, or other
mandatary tralning was received.

* MA-Z had received 1.0 hours, did not
include mandatory training, such as abusea
preventionfreporting, demeantia, infection
prevention or cantrol, resident rights, privacy
training, o ather mandatary baining.

* M&-0 had received 3.5 haurs, including abuse
preventionireparting, infection prevention. Mo
dementla, resident fghts. o privacy lraining, or
alher mandatory fraining was receivar,

*MA&-R had recelved 1.8 hours, including abuse
preventlan and reparting. Mo dementia, infection
prevenlion or contral, resident rights, privacy
training, or other mandatory training was
recaived,

*MA-Ct had received 5.0 hours, did nol
include mandatary teaining such as abuse
prevention/reporting, demantia, infection
prevention or contrad, resident rights, privacy
training, or other mandatory tralnlng.

*MA-P had received 8.5 haurs, Ineluding
abuse preventiondreporting. Mo dementia,
infection pravention or control, resident rights,
privacy fraining. or other mandatory training
was received.

* MWA-C had received 5.5 hours, Ineluding
ahuse preventionfreparting. Mo dementia,
Infectlon prevention or cantrol, resident rights,
privacy fraining, or other mandatory training
was received,

* WA-N had received 3.0 hours, did nat
include mandatary training such as, abuse
preventionfreporting, dermeantia, Infection
prevention or control, residant rights, privacy
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training, or ather mandatory Lralning.

* MA-E had recetved 5.5 hours, Including abuse
prevention/reperting and infection prevention and
contral. Mo dementia, resident rights, privacy
training, or othar mandatery training was
recaived.

During an interview on 1H18/15, at 741 a.m. the
dizector of nursing {DON} stated a new electronic
training will be starfing soon. The DO stated it
iz hard to axpoct the staff to attend training when
they are at work, so with the eloctronic training,
Lhey wifl ke able to do |t 2t home and will get paid
far that,

Ehrring an interview on 1141815, at 8:30 a.m.
registered nurse (RM}-B verified the staff listed
above had not recejved 12 haurs of mandakary
training since &t least 17115 RN-B was unaware
of the previous training received. RMN-E siated
the MNAs ware to receive 12 hours of training
yvearly, BN-B was not sure of the mandatony
content of the training, but had a list that sha was
unable to locate. RW-B stated the NAs have
bean offered over 22 hours of education Lhis year,
and had been offered several opportunities
throughout the year to ebtain their 12 hours,
RM-E stated she provided the nurse managers
with the status of each employes and thelr
fraining. RM-B verlfled Ihat she had rot follvwed
up an the staties for gach employees. RMN-B staled
viulnerable adult training was offered in March,
and the staff compleled an educational packet
with this information. [f the employes missed the
training, they had ko do the make-Up packet, if
the employes had done the packet, It would have
been included in Lhe hours reported. RM-E staled
they are planning to dea electronic training and
that will be aszlgred o each staff,

2. All residents hiave the potential to be
affectad by the alleged dolicient pruclics.

3. Nursing assislanls have received theiv 12
houn mandatory framning.

4. An audit o will be completed sach month
for three (3) momthys Lhen guarierly for one
FUUT Ly 48KUTe 4Ny TUTsing assistant
reyuiring their 12 hour of mandatory
education [n a twelve month period of 1ime
will have cotnpleted their mandalory
trainingfedueation,
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5. The Direclor of Staff
F 488 | Continued From page 108 F 458 | Mevelopment/designes will be responsible
with oversight by the Administrator.
& facility polley for staff education was requesled
but not provided. {Completion date of 12-3[-2015,
F 3001483 75{hy QUTSIDE PROFESSIONAL F 500
§3=C | RESCURCES-ARRANGEAGRMMNT

If the facility does not employ a qualified
professional person to furnish a specific service
te be providad by the fagility, the faclity must
have that zervice furnished to residends by 8
parsan af agency oulside he facility under an
arrangement described in section 1551 {w) of tha
Act or an agreement described in paragraph {h}
{2 of this sectlon.

Arrangements as described in section 183 Tw) of
the Act or agreements pertaining ko services
fumished by outside resources must spacify in
writing that the facility assumes respensibiliey for
ahtaining servicas that meet professional
standards and principles that apply io
professionals providing services in such a facility;
and the timeliness of the services,

This REQUIREMENT ls nat met as evidenced
by

Based on interview and document review, the
facility failed to ensure the contract with physical
therapy, ccoupational therapy, and speech
therapy was currant. This had the poterdial to
affect all 168 residents residing in the facility.

Findings includs;
The Therapy Senvices Agreement for physical

therapy, ccoupational therapy, and speech
therapy services dated 7#1/13, was between the

L. No residents were affected by the alleged
deficient practice.

2. All residents may have the potential to be
affected by the praclice,

3. Anapdated contracl lur Thorapy was
obtained by 12-1-20153

4. All contracts wilk be reviewed quarterly
dl the (PAP] comnittee to monitor that
pomtracks remain imely and opdated. On

soing,
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Continued From page 108
previovs owner of the facilily and the therapy
provider.

Dwrring an intetview on 111815, at 12:81 pom.
the administrator veriffed the contract would haye
to he updated. The administrator stated he would
expect contracts would have bean updated with
the change in cwnership, The administrator
slgted Ihere had been no break |0 service for the
residants residing in the facility.

A paliey for contract renewals was not provided .
483.7501(1} ADMINISTRATION

The facilily must provide ar obtain laboratary
senvices o mest the needs of its resfdents. The
facility is responsible for the quality and timeliness
of the senvices.

This REQUIREMENT is not met as evidenced
by:

Based on Intervlew and document review the
facility Tailed to ensure the contract for laboratary
Bervices was current, This had the potential {o
affect alf 159 residents residing in the facility.

Findings inchude:

The facility did not have a signed contract for
laboratory services. The laboratory provider did
submit a letter of agreement dated 12/23M13, for
sanvices o be provided for the facilily. The letier
of agreement was sighed by the laboratory
provider onty, and not by the facility.

Curing an interview on 1141815, at 12:51 p.m.
the administrator verlfied the conlract would have

3. The Administrator/designes will be
F&00} respunsible,

Coropleted 12-31-2015.

F &02

1 Mo residents were affected by the alleged
deficient practice

2. All rezidents may have the potenlial Lo be
affecled by the allssed dolicienl practics,

3. The Tabovatury contracts have been made
currend.
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The: facllity must pravide or obiain radiclogy and
other diagnestic sernvices to meet the needs of its
residents. The facility is responsible for the
guality and timeliness of the services.

This REQUIREMERMT iz not mef as evidenced
by

Based on interview and documeant review, the
facility failed to ensure the contract for radiclogy
services were current. This had the potential to
affect all 152 residents residing tn the facility.

Findings inchede:

Tha kmaging and Radiaglogy Service Agresment
dated 12f2/00, was bebveen a previous owner of
the facility and the radialogy providar.

During an intenview on 11,1815, at 12:51 pam.
the administratar vetified the contract would have
to be updated. The administrator statad he wauld
expect confracts would have been updated with
the: change In swnership. The administrator
algted there had been na break in service for tha
residants residing in the facility.
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A BLILDING
245337 B, WIHG 1M B2 E
MAXIE OF FROYIDER R SLPALER STREET ADCRESE, CITY, STATE, ZIF CODE
CE & REHAB CTR 1601 5T LOLIS AVENUE
BAYSHORE RESIDEMCE & REHA, DUELTH, MN 55802
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TAG RESULATORY OR LSC IDENTFYING NFIRMATIGH) TG CROSE-REFERENCED TC THE APRROPAIATE DATE
DEFFGIENGY)
4, The Tghuratory conteact will be reviewed
F 502 | Continued From page 110 F5U2| guarterly in the QAPT commillew 1o monitor
to he updated. The administrater stated he would the date of the contract, On poing,
sxpact contracts would have been updated with
the change in pwnership. The adminlstrator 5. The Administraler designee will be
shated there had been no break in service for the responsible,
residents residing in the facitity. .
Cormpletion date of 12-31-20 5.
A policy for contract renewals was requested and
hort prcided.
F 508 | 453.75{kH 1) PROVIDEOBTAIN F 508
§5=C | RADIOLOGY/PHAGHNOETIC SVCE

1, Mo residents were affected by the alleged
deficient practice.

2, All residends have the potential to be
affected by the alleged delicient practice.

3. The Radiology contract has made current,

4. 'I'he radiolozy contract will be reviewed
guarierly at the QAP commitiee o moniter
the date of the conlracl, On going,

3. The Adminismator/designes will be
responsible.

Completion dale ol 12-31-2015,
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F &08 | Condinued Fram page 111 F a3
A polley for contract renswals was not provided | |
F 514 |4B83.75(1) RES F 514 ,
S5=F | RECORDS-COMPLETE/ACCURATE/ACCESSIE L. No residents werc affected by the alleged
LE defivien] practies.
The facility must maintain clinical racerds on each 2. All resm_em’:s h:averthe potential fo be
resldent in accordance with accepted professional affected by the practice.
standards and praclices that are complete; 3. The phurmacy consullant reports will
accuralely documented; readlly aceesslble; and be individualized and filed i the
systematically organized. m":] efm 1W11 Halizedl and ted
residents chari.
The clinical record must contain sufficient 4. An sudit will be complcied cach month
Information to identify the resident; a record of the f{;r thres (3) months o monitor the
residenl’s assessments; the plan of care and h b L2 nalHEs B Tonitor dhe
services provided; the resufls of any FArEey ‘:an“lmm reports .
preadrmission screening conducted by the State; frecommendations hiave been filed in the
and progress notes. resident’s chart. 'L'hese andirs will be
presstiied o the monthly QAP commillee
ot three months, After three months the
This RESUIREMENT is not met as evidenced QATT committes will tuake o
by: recommendation as to the need to continne
Basad on interview and record review, the facility to mouitor that the Consuitant pharmacy
failed to ensure accurate medical recards wers reports arc being filed in the residents’
campleted for § of & residents (R15, R38, RE1, chari
R76, R109) reviewed for manthly phamaclst ’
raviaws. 5. The Trvecter of Mursing/desipnee will be
. . responsible with cversight from the
Fll'ldlngs inzlude; Administrator.
R13%'s quarerly Minimum Data Sst (MD3) dated Completion date of 12-31-2015. Il
811115, incfuded diaganses of digbstes mellitus
and demenlia, The MDS indicaled R15 had been
taking insulin, diurefics, antipsychotic and
antiznxiety medications,
R1t3's had an admission date of 10/M5/15, the
pharmacy consultant verlfleatian of medlestion
review for Gotober 2015, was not filed in B15's
FCORM CMG-2bsDe-ii) Presicos \arsiona Obzolets Buenit IG: GOl 141 Facllily 10: OO0SER If conbnualan shoc Page 182 of 16
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AR
COMPLETEIH
plind

F 514 |Continuad From pags 112
chart.

R36%s admission MOS datad 1062615, Included
diagnoses of diabetes meliitus and demeantia.
The MDS indicated R385 had been taking insulin
and antipsychatic medications.

R348 had an admisslon date of £/1/13, the
pharmacy consultant verification of medleatinn
rewiew for January, February, March, April,
May, June, July, August, September and
Qctober 2015, ware not Alzd in B38's chart.

RE1's adrission MDS dated 10/28/15, Included
diagnoses of depression, The MDS indicated RGt
had been taklng an antldepressant medication,

E51 had an admission date of 411713, the
phamacy consultant verification of medication
review for January, February, March, April,
May, Jurs, July, Suguest, Septermnber and
Oetober 2015, were not filed in R38's charnt,

R7&'s quarierly MDS dated 81315, included
diagnoses of dementia. anxiaty diserder,
depression and post traumalic stress
disorder, The MDS indicated R7E had been
taking antipsychotic medications.

R7& had an admlssion date of 1041508, the
pharmacy consultant verification of medication
review for January, February, March, April,
May, June, July, August, September and
Cotober 2015, were not filed in R38's chart.

R103's quarterly MDS dated 914015, included
diggnoses of anwiety dizarder, depression,
darnentiz and a psycheotic diserder. The MDS
indicated R109 had taken aniipsychotic,

F&14
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1. Mt residents were aftected by the alleged
F 514 | Conlinued From page 113 F 514 | deficient practice.

antlankiety and arfidepressant medications.
Y d 2, All residents hawve the potential (o be

EAM had an admission date of 11411714, the alTected by the practice.
pharmacy consultant verification of medicalion

review for January, Fabruary, March, April, May,
June, July, August, Sepiember and October i
2015, wara not filed in R38's chart. residents char,

4, An audit will be completed cach month |
for three {3) months to manilor Lhe l
pharmacy consultant reports

3. The pharmacy consultant roporls will
now be individualized and [tled in the

During interview on 11018015, at 944 a.m. Iha
assistant director of nursing (ADON) stated Lhe
pharmacy consultant had started a new process

with the Detober 2045, pharmacy constltant's frecommuendations have been filed in the
medication review verifizatlan forms, The farms resident’s chart, These audits will be

ware now individualized by resident and they _ presented o the monthby AP] commiilee
warg kept in the ADOMN's office i & file, it Im an for three motiths,

Individual resident's madical racord. The ADOM

further stated that the pharmacy consultant's 3. The Dircelnr o Nurging/designee will be
medicafion review verlfieation farms wera respentsihle with oversight from the

previously sent via e-maill and were act filed in the Advanistrater.

residant's madical record, The ADOMN verlfied she Il
had to contact the consultant pharmacist to Completion date of 12-31-2013,

provide documentatfon of the medication ,
review's prior to Ocofober of 2015, ;

A policy on medical records was reguested and
not recelved.
F 518 | 4B3.75(n} TRANSFER AGREEMENT WITH F 5149

35=C | HOSPITAL

In accardance with section 1861() of the Act, the ||
facillty {ather than a nursing facility which is

tecated in & Slate on an Indlan rezervation) must 1. Nov residents wore affected by the alleged
have in effect a written fransfer agreement with . '
) o rachce,
ene or mara hospilals approved for participation :
under the Madicare and Medicaid programs that 2. All residents have the polential to be
reazcnably assures that residents will be affected by the practice

transferred from the facilily to the hespital, and
ansurad of imely admission to the hospital when

I
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Confinued Fram page 114

fransfer is medically appropriate, as determined
by the attending physician; and medical and other
information needed for care and treatrnent of
residants, and, when the transferring facility
deerns it approprlate, for determining whather
sueh residents can be adequately cared for in @
less expensive setling than sither the facilily or
the hospital, will he exchanged hetween the
Insthulions.

The facility is considered {0 have a fransfar
agreement in effect if the facility has attempted in
good fatth to enter indo an agreement with =
hospital sufficiently close fo the facillty to make
transfer feasible.

This REQUIREMENT is not met as evidenced
by

Bazed on interview, and document review, the
facility failed to ensure a transfer agreement with
at least ane haspital was current. This had the
potenfial {o affect all 15% residents residing in the
facility,

Findings include:

The Transfer Agreement between the facility and
a hoapital dated 5/24/15, was balween & previous
owner of the facillty and hospifal provider,

During an inderview an 1171845, at 12:51 p.m. the
adminlstrator varifled the contract would have to
be updated. The administrator stated he would
expect contracts would have been updated with
the change in ownership. The administrator
stated thera had baan no break In setvice for the
resldents residing in the facilfy.

F &1d
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F 818 | Continued From page 115
A policy for contract or agreement renewsals was
not provided,

F319| updated. ‘Ihese will he reviewed quarterly

3. The hospital transfer agrecment has been

to foeniloer compliance, On going,

4, The Administrator fdesiznec will be !
responsible. l

Completion date of 12-31-2015.
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K 000 [ INITIAL COMMENTS K 000
FIRE SAFETY

THE FACILITY'S POC WILL SERVE AS YOUR
ALLEGATION OF COMPLIANCE UPON THE
DEPARTMENT'S ACCEPTANCE. YOUR
SIGNATURE AT THE BOTTOM OF THE FIRST
PAGE OF THE CMS-2567 FORM WILL BE _
USED AS VERIFICATION OF COMPLIANCE. \(/

UPON RECEIPT OF AN ACCEPTABLE POC, AN
ONSITE REVISIT OF YOUR FACILITY MAY BE
CONDUCTED TO VALIDATE THAT 4
SUBSTANTIAL COMPLIANCE WITH THE /
REGULATION HAS BEEN ATTAINED IN ‘1'
ACCORDANCE WITH YOUR VERIFICATION.

A Life Safety Code Survey was conducted by the
Minnesota Department of Public Safety, State
Fire Marshal Division. At the time of this survey ED
Bayshore Health Center was found not in

substantial compliance with the requirements for qEC ElV
participation in Medicare/Medicaid at 42 CFR,
Subpart 483.70(a), Life Safety from Fire, and the
2000 edition of National Fire Protection
Association (NFPA) Standard 101, Life Safety
Code (LSC), Chapter 19 Existing Health Care. VNBEPT, OF PUBLIC SAFETY

STATE FIRE MARSHAL DIVISION

PLEASE RETURN THE PLAN OF
CORRECTION FOR THE FIRE SAFETY
DEFICIENCIES (K TAGS) TO:

Healthcare Fire Inspections
State Fire Marshal Division
445 Minnesota St., Suite 145
St. Paul, MN 55101-5145, OR

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE P (X6) DATE

Don Babhitt — Administrator 12.150ms  AULOAGE 0("7@7/"/,{/

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be ex’cused;{mm correctiff§ providing it i€ determined that

other EaTe'gUa’i‘(ﬁTJTﬁ?idé"'SUﬁicient"pl‘ﬁtéﬁﬁtil‘ﬁo‘ the patients. (See’ instructions.) Except for nursing homes, the findings sta ibove are disciosable 90days
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.
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THE PLAN OF CORRECTION FOR EACH
DEFICIENCY MUST INCLUDE ALL OF THE
FOLLOWING INFORMATION:

1. A description of what has been, or will be, done
to correct the deficiency.

2. The actual, or proposed, completion date.

3. The name and/or title of the person
responsible for correction and monitoring
to prevent a reoccurrence of the deficiency

Bayshore Health Center is a 2-story building with
a no basement. The original building was
constructed in 1969 with an addition in 1978. The
original building buildings and additions are all
Type Il (111) construction, therefore, the facility
was inspected as one building.

The building is fully fire sprinkler protected. The
facility has a complete fire alarm system with
smoke detection in spaces open to the
corridor, that is monitored for automatic fire
department notification.

The facility has a licensed capacity of 139
beds and had a census of 108 at the time of
the survey.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
245227 EXTE 11/12/2015
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DULUTH, MN 55802
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (*5)
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 DAIE
DEFICIENCY)
K 000 Continued From page 1 K 000
Or by email to:
Marian.Whitney @state.mn.us
or
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K 000 Continued From page 2 K000

The requirement at 42 CFR Subpart 483.70(a) is
NOT MET as evidenced by:

K 029r| NFPA 101 LIFE SAFETY CODE STANDARD K029
SS8=D
One hour fire rated construction (with 3 hour
fire-rated doors) or an approved automatic fire
extinguishing system in accordance with 8.4.1
and/or 19.3.5.4 protects hazardous areas. When
the approved automatic fire extinguishing system
option is used, the areas are separated from
other spaces by smoke resisting partitions and
doors. Doors are self-closing and non-rated or
field-applied protective plates that do not exceed
48 inches from the bottom of the door are
permitted. 19.3.2.1

1. The soiled utility room door 175A and
the 1 Center door were both repaire

2. The doors were repaired by 12-1-2015.

——_—-—-'-"//

3. Environmental rounds were initiated on
12-14 2015 to monitor our process for
assuring all doors in the Facility
function pmper]g, Rounds will'be
conducted two (2) times per week times
12 weeks to monitor compliance.

4. The results of the documentation will be
presented to the monthly QAPI
committee for review and
recommendations. .

5. The Director of Maintenance will be
responsible with oversight by, the
Administrator.

This STANDARD is not met as evidenced by:
Based on observations and staff interview, it was
revealed that the facility has failed to provide
proper protection for 2 of several hazardous
areas located throughout the facility in



accordance with NFPA Life Safety Code 101
(00) section 19.3.2.1. This deficient conditions
could in the event of a fire, allow smoke and
flames to spread throughout the effected
corridors and areas making them untenable,
which could negatively affect the exiting
capabilities for residents, staff and visitors.

Findings include:

On facility tour between 2:00 PM to 5:00 PM on
11/12/2015, observation revealed, that Soiled
Utility rooms 175A and in 1 Center did not

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: GYQH21 Facility ID: 00589 If continuation sheet Page 3 of 7



PRINTED: 12/09/2015

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 01 - MAIN BUILDING 01 COMPLETED
245227 B. WING 1112/2015
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)
K 029 Continued From page 3 K 029
| positively latch into the frame.
This deficient condition was verified by the
Maintenance Supervisor.
K 067/ NFPA 101 LIFE SAFETY CODE STANDARD K 067
§55=D|

Heating, ventilating, and air conditioning comply
with the provisions of section 9.2 and are installed
in accordance with the manufacturer's
specifications.  19.5.2.1, 9.2, NFPA 90A,
19.5.2.2

This STANDARD is not met as evidenced by:
Based on observations and an interview, it was
revealed that the facility is using the corridors as
part of the air distribution system to provide make-
up air for the sleeping rooms' bathroom exhaust,
throughout the building which is not in accordance
with NFPA 90A. This deficient practice could allow
the products of combustion to travel far from the
fire origin and negatively affect all residents, staff
and visitors by restricting their means of egress in a
fire situation..

Findings include:

On facility tour between 2:00 PM to 5:00 PM on
11/12/2015, it was revealed during the review of the

The smoke and fire damper f¢
subsequent documentatiQn wi
n 12-1-2015
ce record/doct

complete
The mainfe
will be presented to the mont
committee for review.

The Director of Maintenance

responsible with over sight from the

Administrator.

esting and
as

imentation
hly QAPI

will be




facility's fire and smoke damper test/inspection
documentation and interview with the Maintenance
Supervisor, that the facility could not provide any
documentation for the smoke and fire damper
testing at the time of the inspection.
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K 067| Continued From page 4 K 067
This deficient condition was verified by the
Maintenance Supervisor.
K 147|NFPA 101 LIFE SAFETY CODE STANDARD K147
S8=C

Electrical wiring and equipment is in accordance

with NFPA 70, National Electrical Code. 9.1.2

This STANDARD is not met as evidenced by:
Based on observation and interview with the staff
the facility was not limiting storage near electrical
devices in accordance with NFPA 70 (99),
National Electrical Code. This deficient practice
could negatively affect the safety of residents,
staff and visitors of the facility.

Findings include:
On facility tour between 2:00 PM to 5:00 PM on
11/12/2015, observations revealed that in Room

253 the facility failed to limit the use of extension
cords.

This deficient condition was verified by the

Maintenance Supervisor.

3. This documentation will be

4. The Director of Maintenance

tmoved from room 235 by
12-1-2015.

Observation rounds will be
ucted two (2) times per
week times 12 weeks to
monitor the facility follows
its policy of restricing the
use of extension cords in
resident rooms.

presented to the monthly
QAPI committee for review.

will be responsible with
oversight by the
Administrator.




K 154/ NFPA 101 LIFE SAFETY CODE STANDARD K154
§8=D
Where a required automatic sprinkler system is
out of service for more than 4 hours in a 24-hour
period, the authority having jurisdiction is notified,
and the building is evacuated or an approved fire
watch system is provided for all parties left
unprotected by the shutdown until the sprinkler
system has been returned to service. 9.7.6.1
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K 154 | Continued From page 5 K 154

1. The Automatic Fire System out|of Service
Policy or the “Fire Watch” Poli :f/ was
revised and updated per the regulations by

¢ Director of Maintenance. Completed
12-1-2015, .z )

2 > and-Eife Safety policies will be
reviewed at the monthly QAPI committee
for three (3) months.

3. The Director of Maintenance will be
responsible with oversight by the
Administrator.

This STANDARD is not met as evidenced by:
Based on a record review and staff interview, the
facility has failed to provide a complete and
acceptable written policy containing procedures to
be followed in the event that the automatic fire
sprinkler system has to be placed out-of-service
for four or more hours in a 24 hour period. This
deficient practice could affect the facility's ability
for early response and notification of a fire and
would affect the safety of all residents, visitors
and staff.
Findings include:
On facility tour between 2:00 PM to 5:00 PM on
11/12/2015, during a review of available
documentation and an interview with the
Maintenance Supervisor, it was found that the
facility could not provide a complete automatic
fire sprinkler system out of service policy.
This deficient condition was verified by the
Maintenance Supervisor.

K 155 NFPA 101 LIFE SAFETY CODE STANDARD K 155

8§S8=D

Where a required fire alarm system is out of
service for more than 4 hours in a 24-hour period,




the authority having jurisdiction is notified, and the
building is evacuated or an approved fire watch is
provided for all parties left unprotected by the
shutdown until the fire alarm system has been
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returned to service. 9.6.1.8

1. The Automatic Fire System out of
Service policy or “Fire Watch” policy
was revised and updated per the
regulations by the Director 0"/,\
Maintenance. Completed 42-1-201

2. Fire and Life Safety policies Lwﬂl be
reviewed at the monthly QAPI
committee for three (3) months.

3. The Director of Maintenance| will be
responsible wit oversight by the

Administrator.

This STANDARD is not met as evidenced by:
Based on a record review and staff interview, the
facility has failed to provide a complete and
acceptable written policy containing procedures
to be followed in the event that the automatic fire
alarm system has to be placed out-of-service for
four or more hours in a 24 hour period. This
deficient practice could affect the facility's ability
for early response and notification of a fire and
would affect the safety of all residents, visitors
and staff.

Findings include:

On facility tour between 2:00 PM to 5:00 PM
on 11/12/2015, during a review of available
documentation and an interview with the
Maintenance Supervisor, it was found that the
facility could not provide a complete automatic
fire alarm system out of service policy.

This deficient condition was verified by the



	gyqh12.pdf
	PCR1539
	origpcrcertltr_ohfc&hlth
	hlth2567POC
	Orighlth2567b
	origlsc2567b
	S5227026 
	F5227025 
	orighlth2567
	Green card NH

	gyqh13.pdf
	PCR1539
	948ltr
	origpcr2certltr
	orighlth2567B
	S5227026




