DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered
September 8, 2023

Administrator

Boundary Waters Care Center
200 West Conan Street

Ely, MN 55731

RE: CCN: 245138
Cycle Start Date: April 20, 2023

Dear Administrator:

On May 10, 2023, we notified you a remedy was imposed. On May 31, 2023 the Minnesota
Department(s) of Health and Public Safety completed a revisit to verify that your facility had achieved
and maintained compliance. We have determined that your facility has achieved substantial

compliance as of May 25, 2023.

As authorized by CMS the remedy of:

e Discretionary denial of payment for new Medicare and Medicaid admissions effective May 25,
2023 did not go into effect. (42 CFR 488.417 (b))

In our letter of May 10, 2023, in accordance with Federal law, as specified in the Act at §
1819(f)(2)(B)(iii)(1)(b) and § 1919(f)(2)(B)(iii)(l)(b), we notified you that your facility was prohibited from
conducting a Nursing Aide Training and/or Competency Evaluation Program (NATCEP) for two years
from May 25, 2023 due to denial of payment for new admissions. Since your facility attained

substantial compliance on May 25, 2023, the original triggering remedy, denial of payment for new
admissions, did not go into effect. Therefore, the NATCEP prohibition is rescinded. However, this does

not apply to or affect any previously imposed NATCEP loss.

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

Sincerely,

Tobden

Holly Zahler, Compliance Analyst
~ederal Enforcement | Health Regulation Division
Minnesota Department of Health

Phone: 651-201-4384
Email: holly.zahler@state.mn.us

An equal opportunity employer.



DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered
May 10, 2023

Administrator

Boundary Waters Care Center
200 West Conan Street

Ely, MN 55731

RE: CCN: 245138
Cycle Start Date: April 20, 2023

Dear Administrator:

On April 20, 2023, a survey was completed at your facility by the Minnesota Department(s) of Health
and Public Safety to determine if your facility was in compliance with Federal participation
requirements for skilled nursing facilities and/or nursing facilities participating in the Medicare and/or
Medicaid programs.

This survey found the most serious deficiencies in your facility to be isolated deficiencies that
constituted actual harm that was not immediate jeopardy (Level G), as evidenced by the electronically
delivered CMS-2567, whereby significant corrections are required.

REMEDIES

As a result of the survey findings and in accordance with survey and certification memo 16-31-NH, this
Department recommended the enforcement remedy(ies) listed below to the CMS Region V Office for
imposition. The CMS Region V Office concurs and is imposing the following remedy and has authorized
this Department to notify you of the imposition:

e Discretionary Denial of Payment for new Medicare and/or Medicaid Admissions, Federal regulations
at 42 CFR § 488.417(a), effective May 25, 2023.

The CMS Region V Office will notify your Medicare Administrative Contractor (MAC) that the denial of
payment for new admissions is effective May 25, 2023. They will also notify the State Medicaid Agency
that they must also deny payment for new Medicaid admissions effective May 25, 2023.

You should notify all Medicare/Medicaid residents admitted on, or after, this date of the restriction.
The remedy must remain in effect until your facility has been determined to be in substantial
compliance or your provider agreement is terminated. Please note that the denial of payment for
new admissions includes Medicare/Medicaid beneficiaries enrolled in managed care plans. Itis
yvour obligation to inform managed care plans contracting with your facility of this denial of
payment for new admissions.

An equal opportunity employer.
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This Department is also recommending that CMS impose:

e Civil money penalty (42 CFR 488.430 through 488.444). You will receive a formal notice from the
CMS RO only it CMS agrees with our recommendation.

NURSE AIDE TRAINING PROHIBITION

Please note that Federal law, as specified in the Act at §§ 1819(f)(2)(B) and 1919(f)(2)(B), prohibits
approval of nurse aide training and competency evaluation programs and nurse aide competency
evaluation programs offered by, or in, a facility which, within the previous two years, has operated
under a § 1819(b)(4)(C)(ii)(I1) or § 1919(b)(4)(C)(ii) waiver (i.e., waiver of full-time registered
orofessional nurse); has been subject to an extended or partial extended survey as a result of a finding
of substandard quality of care; has been assessed a total civil money penalty of not less than $11,292;
has been subject to a denial of payment, the appointment of a temporary manager or termination; or,
in the case of an emergency, has been closed and/or had its residents transferred to other facilities.

If you have not achieved substantial compliance by May 25, 2023, the remedy of denial of payment for
new admissions will go into effect and this provision will apply to your facility. Therefore, Boundary
Waters Care Center will be prohibited from offering or conducting a Nurse Aide Training and/or
Competency Evaluation Program (NATCEP) for two years from May 25, 2023. You will receive further
information regarding this from the State agency. This prohibition is not subject to appeal. Further,
this prohibition may be rescinded at a later date if your facility achieves substantial compliance prior to
the effective date of denial of payment for new admissions.

However, under Public Law 105-15, you may contact the State agency and request a waiver of this
orohibition if certain criteria are met.

ELECTRONIC PLAN OF CORRECTION (ePQOC)

Within ten (10) calendar days after your receipt of this notice, you must submit an acceptable ePOC for
the deficiencies cited. An acceptable ePOC will serve as your allegation of compliance. Upon receipt of
an acceptable ePOC, we will authorize a revisit to your facility to determine if substantial compliance
has been achieved. The failure to submit an acceptable ePOC can lead to termination of your Medicare
and Medicaid participation (42 CFR 488.456(b)).

To be acceptable, a provider's ePOC must include the following:

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

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

e \What measures will be put into place, or systemic changes made, to ensure that the deficient
practice will not recur.

e How the facility will monitor its corrective actions to ensure that the deficient practice is being
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corrected and will not recur.
e The date that each deficiency will be corrected.
e An electronic acknowledgement signature and date by an official facility representative.

DEPARTMENT CONTACT

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

Jennifer Kolsrud Brown, RN, Unit Supervisor

Rochester District Office

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

18 Wood Lake Drive Southeast

Rochester, Minnesota 55904-5506

Email: jennifer.kolsrud@state.mn.us

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

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

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

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable ePoC, a Post Certification Revisit (PCR), of your facility will be conducted
to validate that substantial compliance with the regulations has been attained in accordance with your
verification.

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

FAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE 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 October 20, 2023 if your facility does not
achieve substantial compliance. This action is mandated by the Social Security Act at § 1819(h)(2)(C)
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and 1919(h)(3)(D) and Federal regulations at 42 CFR § 488.412 and § 488.456.

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

APPEAL RIGHTS

f you disagree with this action imposed on your facility, you or your legal representative may request a
nearing before an administrative law judge of the Department of Health and Human Services,
Departmental Appeals Board (DAB). Procedures governing this process are set out in 42 C.F.R. 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:

Steven.Delich@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 identity 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 Steven Delich, Program Representative at
(312) 886-5216. Information may also be emailed to Steven.Delich@cms.hhs.gov.

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

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:
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Nursing Home Informal Dispute Process
Minnesota Department of Health

Health Regulation Division
2.0. Box 64900
St. Paul, Minnesota 55164-0900

This request must be sent within the same ten days you have for submitting an ePoC for the cited
deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:

https://mdhprovidercontent.web.health.state.mn.us/Itc idr.cfm

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

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.

Questions regarding all documents submitted as a response to the Life Safety Code deficiencies (those
oreceded by a "K" tag) i.e., the plan of correction, request for waivers, should be directed to:

William Abderhalden, Fire Safety Supervisor
Deputy State Fire Marshal

Health Care/Corrections Supervisor — Interim
Minnesota Department of Public Safety

445 Minnesota Street, Suite 145

St. Paul, MN 55101-5145

Cell: (507) 361-6204 Fax: (651) 215-0525
Email: william.abderhalden@state.mn.us

Feel free to contact me if you have questions.

Sincerely,

T2 nlen

Holly Zahler, Compliance Analyst

~ederal Enforcement | Health Regulation Division
Minnesota Department of Health

Phone: 651-201-4384

Email: holly.zahler@state.mn.us
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On 4/17/23 to 4/20/23, a survey for compliance
with Appendix Z, Emergency Preparedness
Requirements, §483.7/3(b)(6) was conducted
during a standard recertification survey. The
facility was NOT in compliance.

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

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

E 004 | Develop EP Plan, Review and Update Annually E 004 9/25/23
SS=C | CFR(s): 483.73(a)

§403.748(a), §416.54(a), §418.113(a),
§441.184(a), §460.84(a), §482.15(a), §483.73(a).
§483.475(a), §484.102(a), §485.68(a),
§485.542(a), §485.625(a), §485.727(a),
§485.920(a), §486.360(a), §491.12(a),
§494.62(a).

The [facility] must comply with all applicable
Federal, State and local emergency
preparedness requirements. The [facility] must
develop establish and maintain a comprehensive
emergency preparedness program that meets the
requirements of this section. The emergency
preparedness program must include, but not be
limited to, the following elements:

(a) Emergency Plan. The [facility] must develop

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 05/18/2023

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

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: OM8911 Facility ID: 00587 If continuation sheet Page 1 of 42
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E 004

Continued From page 1

and maintain an emergency preparedness plan
that must be [reviewed], and updated at least
every 2 years. The plan must do all of the
following:

* [For hospitals at §482.15 and CAHs at
§485.625(a):] Emergency Plan. The [hospital or
CAH] must comply with all applicable Federal,
State, and local emergency preparedness
requirements. The [hospital or CAH] must
develop and maintain a comprehensive
emergency preparedness program that meets the
requirements of this section, utilizing an
all-hazards approach.

* [For LTC Facilities at §483.73(a):] Emergency
Plan. The LTC facility must develop and maintain
an emergency preparedness plan that must be
reviewed, and updated at least annually.

* [For ESRD Facilities at §494.62(a):] Emergency
Plan. The ESRD facility must develop and
maintain an emergency preparedness plan that
must be [evaluated], and updated at least every 2
years.

This REQUIREMENT Is not met as evidenced
by:

Based on interview and document review the
faclility failed to ensure their emergency
preparedness program (EPP) was reviewed and
updated at least annually. This had the potential
to affect all 31 residents residing in the facility, as
well as all staff and visitors.

Findings Iinclude:

On 4/20/23, during review of EPP it was found the

E 004

1. The EPP was reviewed and revised.
2. A new review signature page was
added to the front of the EPP binder to be
used moving forward.

3. The policy for reviewing and updating
the EPP was also added to the binder.

4. A monthly audit will be conducted to
ensure updates to the EPP are made as
necessary, as well as to evaluate the
need for any additional updates.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:OM8911

Facility ID: 00587 If continuation sheet Page 2 of 42
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E 004 | Continued From page 2 E 004
facility lacked a revision date in the last year. 5. Results of these audits will be reviewed

at monthly QAPI meetings.
During interview on 4/20/23 at 4:54 p.m., the

administrator stated he had looked at the EPP
binder but had not revise it in the last year.

A policy for reviewing and updating the EPP was
requested while on survey and not provided.

F 000 | INITIAL COMMENTS F 000

On 4/17/23 to 4/20/23, a standard recertification
survey was conducted at your facility. A complaint
Investigation was also conducted. Your facility
was NOT in compliance with the requirements of
42 CFR 483, Subpart B, Requirements for Long
Term Care Facilities.

In addition to the recertification survey, the
following complaints were reviewed

The following complaints were reviewed with no
deficiency issued.

151386122C (MNO0O088681)

151381323C (MNO00091954)

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

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

F 641 Accuracy of Assessments F 641 /25123

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: OM8911 Facility ID: 00587 If continuation sheet Page 3 of 42
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§483.20(g) Accuracy of Assessments.

The assessment must accurately reflect the
resident’s status.

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview and document
review the facility failed to ensure their Minimum
Data Set (MDS) assessment was accurately
coded for 3 of 14 residents (R10, R25, R30)
reviewed for resident assessment.

Findings include:

The Centers for Medicare and Medicaid (CMS)
Long-Term Resident Facility Assessment
Instrument (RAI) 3.0 User's Manual dated
10/2019, "OBRA-required comprehensive
assessments include the completion of both the
MDS and the CAA process, as well as care
planning. Comprehensive assessments are
completed upon admission, annually, and when a
significant change in a resident's status has
occurred or a significant correction to a prior
comprehensive assessment is required.”

Section B: hearing, speech, and vision. "The
Intent of items In this section is to document the
resident's ability to hear (with assistive hearing
devices, If they are used), understand, and
communicate with others and whether the
resident experiences visual limitations or
difficulties related to diseases common in aged
persons.”

R10's quarterly MDS, dated 2/16/23, indicated
resident was severely cognitively impaired and
had diagnoses of Alzheimer's dementia and

F641 Accuracy of Assessments:
Corrective Action: The MDS for R10, R25,
AND R30 were corrected and
resubmitted.

Corrective Action as it Applies to Others:
An audit will be completed to ensure
accurate coding on the most recent MDS
for other residents with difficulty hearing,
pressure ulcers, and missing or broken
teeth
Prevent Recurrence: The MDS
coordinator will receive reeducation
regarding the RAI process and
assessment accuracy.

Date of Alleged Compliance: 5/25/2023
Ongoing Monitoring: Three random
weekly audits will be conducted to ensure
accurate coding of the MDS for hearing,
pressure ulcers, and missing or broken
teeth prior to each MDS batch
submission.

A summary of the audit results will be
reviewed by the IDT during the monthly
QAPI meeting for further
recommendations.

Monitored by: DON/Designee

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 641 Continued From page 3 F 641
SS=D | CFR(s): 483.20(q)
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Continued From page 4

major depressive disorder. Section B indicated
R10 had minimal difficulty hearing, had hearing
alds and the ability to understand others.

R10's care plan, dated 1/4/23, indicated a
problem statement for hearing impairment.
Interventions included staff placing hearing aids
In resident’s ears, ensure availability and
functioning of adaptive communication
equipment, message board, telephone amplifier,
computer, or pocket talker. Furthermore, refer to
audiology for hearing consult as needed.

R10's provider order, dated 9/9/21, indicated
resident was to have her hearing aid placed every
morning, removed In the evening, and placed in
the medication cart.

During an interview on 4/17/23 at 3:29 p.m., R10
was unable to participate in conversation as she
could not hear what was being said to her. R10
shook her head and stated she does not have her
hearing aids, stated they "disappeared".

During an observation on 4/18/23 at 3:24 p.m.,
R10 was awake and there were no hearing aids
In her ears.

R25

Section M: Skin Conditions intent: "The items In
this section document the risk, presence,
appearance, and change of pressure
ulcers/injuries. This section also notes other skin
ulcers, wounds, or lesions, and documents some
treatment categories related to skin injury or
avoiding injury. It is important to recognize and
evaluate each resident's risk factors and to
iIdentify and evaluate all areas at risk of constant

F 641
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pressure. A complete assessment of skin is
essential to an effective pressure ulcer prevention
and skin treatment program. Be certain to include
In the assessment process, a holistic approach. It
Is Imperative to determine the etiology of all
wounds and lesions, as this will determine and
direct the proper treatment and management of
the wound.”

R25's significant change MDS assessment, dated
3/19/23, indicated R25 was moderately
cognitively intact with diagnoses of diabetes
mellitus, arthritis, and Alzheimer's disease. R25's
MDS further indicated he required extensive
assistance with bed mobillity, toilet use, personal
hygiene and was non-ambulatory, frequently
Incontinent of bowel and had an indwelling urinary
catheter. R25's MDS further indicated he was at
risk for pressure ulcers but did not currently have
one.

R25's care plan, dated 6/26/22, indicated R25
required an assist of one person for bed mobility,
assist or encourage pressure relief as needed or
accepted, to follow community skin protocol, to
encourage repositioning in bed, and to get up for
meals, activities, and therapy.

During an observation on 4/19/23 at 9:55 a.m.,
NA-B and RN-A entered R25's room to assist with
toileting and repositioning. R25 stated he had
"kind of an ulcer In his rectal area, and it stings
from time to time". Mepilex on R25's coccyx is
dated 4/17/23. RN-A demonstrated the
peri-wound was blanchable, though discolored a
dusky, purple color. R25 stated it stung when the
wound was cleansed with normal saline. RN-A
measured the purple area at 6 cm by 6 cm., and
the open area at 1 cm by 2 cm. RN-A further
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stated it looked like a pressure sore to her and
noted no drainage or odor from wound. R25
requested to be on his back, RN-A encouraged

off-loading and placed a pillow as a wedge under
his left side.

R30

Section L: "Oral/Dental Status intent: This item is
Intended to record any dental problems present in
the 7-day look-back period.”

R30's significant change MDS assessment, dated
1/20/23, indicated severely impaired cognition,
and need for extensive assistance with personal
hygiene. Section L indicated no dental problems
(e.g., broken, or missing teeth).

Care Area Assessment (CAA) for dental care was
not triggered on the 1/20/23 MDS.

R30's care plan indicated a problem statement for
personal hygiene but lacked direction for
providing personal hygiene.

A progress note, dated 4/18/23, reported no
observed difficulty chewing or swallowing.

During an observation on 4/1/7/23 at 6:20 p.m.,
R30 was noted to have missing, broken with tooth
fragments and discolored teeth on the upper jaw

as observed during conversation while sitting
lower than R30.

During an interview on 4/19/23 at 11:00 a.m.,
RN-B identified responsibility for coordinating the
MDS assessments. RN-B stated she did all the
pain interviews and would ask about shortness of
breath, eating, dentures, broken or missing teeth
or dentures, glasses and hearing aids. RN-B

F 641
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recalled doing a significant change assessment,
on 1/20/23, for R30 and there were no complaints
about her teeth though RN-B had observed there

were dark colored teeth.

During an interview, on 4/20/23 at 5:17 pm, the
DON verified she would expect the MDS to be
accurate regarding things like broken teeth,
cavities, or hearing loss because it was important
for the care planning.

A policy and procedure regarding MDS and
assessments was requested but not received.

Care Plan Timing and Revision
CFR(s): 483.21(b)(2)(1)-(ii1)

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

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

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

(A) The attending physician.

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

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

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

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

F 641

F 657 9/25/23
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or as requested by the resident.

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

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview and document
review, the facility failed to ensure care plan
timing and revision was completed for 2 of 2 (R10
and R11) residents reviewed for care planning.

R11 was admitted on 6/10/21. R11's diaghoses
Included: Alzheimer's disease, glaucoma, and
macular degeneration.

R11's quarterly Minimum Date Set (MDS)
assessment dated 1/19/23, indicated R11 was
cognitively intact. R11 requires extensive
assistance from one person for bed mobillity,
dressing, toilet use and personal hygiene.

During an interview on 4/1/7/23 at 6:40 p.m., R11
stated she wanted to get up for the day after
breakfast, and if she was sleeping, she wanted
staff to wake her. R11 indicated she had told
staff, multiple times to wake her after breakfast,
but it doesn't happen. R11 said she is often left to
sleep until lunch.

R11 care conference documentation dated
1/17/23, Included a care conference for R11. R11
's daughter, the director of nursing (DON) and
S\W were In attendance. R11's daughter
requested that R11 not be left in bed In the
morning and said R11 needs to be up in the
morning.

R11's care plan as off 4/20/23, included: Activities

F 657 Care Plan Timing and Revision:
Corrective Action: The care plan for R11
was updated to include the resident’s
sleeping preferences and the care plan for
R10 was updated regarding the resident’'s
preference for hearing aids/Devices.
Corrective Action as it Applies to Others:
Other residents will be reviewed regarding
sleeping preferences and individual care
plans will be updated to reflect their
personal preferences. Other residents
with difficulty hearing will be reviewed to
ensure their care plans reflect personal
preferences regarding the use of hearing
alds/devices.

Prevent Recurrence: The policy for care
plan Reviews/Conferences was reviewed
and remains current. Licensed nursing
staff will be educated on the policy by
9/25/2023

Date of Alleged Compliance: 5/25/2023
Ongoing Monitoring: Three random
weekly audits will be conducted to ensure
Individualized care plans reflect resident
preference for sleeping, and hearing
aid/device use.

« Ox/week for 2 weeks

« 3x/week for 2 weeks

« 2Xx/week for 2 weeks

« Weekly x 4 weeks

A summary of the audit results will be
reviewed by the IDT during the monthly
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of dalily living: limited assistance for upper body
dressing and total assist for lower body. R11's
care plan lacked the preferences discussed in
care conference.

During an interview on 4/20/23 at 8:37 a.m.,
soclal worker (SW) stated members of the
Interdisciplinary team update the care plan. A
preference for when a resident gets up in the
morning would be something nursing would
update or revise on the care plan.

On 4/20/23 at 11:20 a.m., The director of nursing
(DON) verified she was aware of R11 request to
up after breakfast and not be left in bed. DON
confirmed a resident/family personal preference
Including when they prefer to get up should go on
the care plan and the care sheet.

R10's quarterly MDS, dated 2/16/23, indicated
resident was severely cognitively impaired and
had diagnoses of Alzheimer's dementia and
major depressive disorder. Section B indicated
R10 had minimal difficulty hearing, had hearing
alds and the ability to understand others.

A care area assessment (CAA), dated 11/29/22,
Indicated impairment with receptive
communication and hearing, and used a hearing
ald as a communication device.

R10's care plan, dated 1/4/23, indicated a
problem statement for hearing impairment.
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QAPI meeting for further
recommendations.
Monitored by: DON/Designee
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Interventions included staff placing hearing aids
In resident’s ears, ensure availability and
functioning of adaptive communication
equipment, message board, telephone amplifier,
computer, or pocket talker. Furthermore, refer to
audiology for hearing consult as needed.

R10's provider order, dated 9/9/21, indicated
resident was to have her hearing aid placed every
morning, removed In the evening, and placed in
the medication cart.

During an observation on 4/18/23 at 3:24 p.m.,
R10 was awake and there were no hearing aids
In her ears.

During an interview on 4/17/23 at 3:29 p.m., R10
was unable to participate in conversation as she
could not hear what was being said to her. R10
shook her head and stated she does not have her
hearing aids, stated they "disappeared".

During an interview on 4/19/23 at 1:35 p.m., R10
stated she didn't have any hearing aids yet. R10
further stated she was upset because they should
be In her ears, but they hadn't come back yet.

During an interview on 4/19/23 at 1:45 p.m.,
registered nurse (RN)-A stated she didn't believe
R10 had any hearing aids but thought the facility
may have pocket talkers (a personal sound
amplifying device).

During an interview on 4/19/23 at 1:49 p.m.,
trained medication aid (TMA)-A stated R10's
hearing aids used to be in her room but knew her
family had been taking them home with them
after they visited her because R10 would lose
them.
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During an interview on 4/19/23 at 2:45 p.m., the
director of nursing (DON) stated R10 had refused
to wear hearing aids and the DON was not sure
where they were.

During an interview on 4/20/23 at 8:19 a.m.,
soclal service designhee (SD)-A stated R10 only
had one hearing aid, and she had been using it
for a while, but it would get lost, and her daughter
was tired of dealing with it. SS-A further stated
R10 didn't like wearing the hearing aid.

The facility policy Care Plan
Reviews/Conferences dated 10/22 read "The
community will conduct a care plan
review/conference at least quarterly, and as
needed, that Is interdisciplinary, provides in-depth
review of the resident's plan of care, and provides
an opportunity for resident and resident
representative/or family discussion/input.”

The care plan policy included directive: Care
plans may be written prior to the care plan
meeting, knowing that input from resident or
family may require it to be revised.

F 661 | Discharge Summary F 661 9/25/23
SS=C | CFR(s): 483.21(c)(2)(1)-(iv)

§483.21(c)(2) Discharge Summary

When the facility anticipates discharge, a resident
must have a discharge summary that includes,
but Is not limited to, the following:

(1) A recapitulation of the resident's stay that
Includes, but is not limited to, diagnoses, course
of illness/treatment or therapy, and pertinent lab,
radiology, and consultation results.

(1) A final summary of the resident's status to
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Include items in paragraph (b)(1) of §483.20, at
the time of the discharge that is available for
release to authorized persons and agencies, with
the consent of the resident or resident's
representative.

(1) Reconciliation of all pre-discharge
medications with the resident's post-discharge
medications (both prescribed and
over-the-counter).

(iv) A post-discharge plan of care that is
developed with the participation of the resident
and, with the resident's consent, the resident
representative(s), which will assist the resident to
adjust to his or her new living environment. The
post-discharge plan of care must indicate where
the individual plans to reside, any arrangements
that have been made for the resident's follow up
care and any post-discharge medical and
non-medical services.

This REQUIREMENT Is not met as evidenced
by:

Based on interview and document review, the
facility failed to ensure a comprehensive
discharge summary was provided at the time of
discharge for 1 of 1 resident (R34) reviewed for
closed records.

Findings Iinclude:

R34's admission Minimum Data Set (MDS) dated
12/4/22, indicated R34 was cognitively intact and
needed extensive assistance with transfers,
dressing, toilet use, and personal hygiene, limited
assistance with bed mobility, and was
Independent with eating. R34's diagnoses
Included fracture of left femur, heart failure,
hypertension, difficulty walking, weakness,
dysphagia, and hearing loss.
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F 661 Discharge Summary

Corrective Action: R34 no longer resides
In the facility

Other Residents/Prevent Recurrence: The
assessment titled "SNF - Discharge
sSummary / Recapitulation of Stay” and the
policy for Resident Discharge were
reviewed and remains current. Licensed
staff will be educated on the assessment
and policy by 5/25/2023.

Date of Alleged Compliance: 5/25/2023
Ongoing Monitoring: Pre-discharge audits
will be conducted to ensure residents who
are scheduled to discharge from the
facility recelve a comprehensive
discharge summary prior to discharge.
Audits will be completed for each
discharged resident for a period of 60
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R34's progress note on 1/23/23 identified R34 days.
was discharged from the facility to his home with A summary of the audit results will be
his wife. reviewed by the IDT during the monthly
QAPI meeting for further
R34's discharge papers consisted of a form titled recommendations.
Discharge Medication Instructions dated 1/23/23, Monitored by: DON/Designhee

which indicated seven medications three of which
had a line through them. The signature line for
R34 and the nurse indicating R34's medications
had been explained and received by the facility
remained unsigned by R34 or the nurse.

During interview on 4/20/23 at 1:35 p.m., the
director of nursing (DON) stated the facility only
sends a medication list with the resident on
discharge. The facility does not send a discharge
summary or recapitulation of the residents stay.

On 4/20/23 at 3:08 p.m., registered nurse (RN)-A
stated the facility gives a resident who iIs
discharging a medication list, an appointment
card If the facility has one for the resident, and
medications depending on the resident's
Insurance type.

The facility's Discharging a Resident policy
revised 10/2022, indicated the facility would
develop and implement a discharge plan. The
facility would effectively transition the resident to
post-discharge care and reduce the factors
leading to preventable re-admission.

F 685  Treatment/Devices to Maintain Hearing/Vision F 685 9/25/23
SS=D | CFR(s): 483.25(a)(1)(2)

§483.25(a) Vision and hearing

To ensure that residents receive proper treatment
and assistive devices to maintain vision and
hearing abilities, the facility must, if necessary,
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assist the resident-
§483.25(a)(1) In making appointments, and

§483.25(a)(2) By arranging for transportation to
and from the office of a practitioner specializing In
the treatment of vision or hearing impairment or
the office of a professional specializing in the
provision of vision or hearing assistive devices.
This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview and document
review, the facility failed to ensure communication
devices were available to maintain hearing and
communication needs for 1 of 1 resident (R10)
reviewed for hearing.

R10's quarterly MDS, dated 2/16/23, indicated
resident was severely cognitively impaired and
had diagnoses of Alzheimer's dementia and
major depressive disorder. Section B indicated
R10 had minimal difficulty hearing, had hearing
alds and the ability to understand others.

A care area assessment (CAA), dated 11/29/22,
Indicated R10 had impairment with receptive
communication and hearing, and used a hearing
ald as a communication device.

R10's care plan, dated 1/4/23, indicated a
problem statement for hearing impairment.
Interventions included staff placing hearing aids
In resident’s ears, ensure availability and
functioning of adaptive communication
equipment, message board, telephone amplifier,
computer, or pocket talker. Furthermore, refer to
audiology for hearing consult as needed.

R10's provider order, dated 9/9/21, indicated

F 685 Treatment/Services to Maintain
Vision/Hearing

Corrective Action: A pocket talker was
provided for R10 and the resident’'s
provider was updated regarding the
resident’s choice of hearing devices. The
order to place hearing aids daily was
discontinued.

Corrective Action as it Applies to Others:
Other residents with difficulty hearing will
be reviewed to ensure they are receiving
the appropriate treatment and assistive
devices to maintain hearing abllities per
the resident’s choice.

Prevent Recurrence: The policy for Vision
and Hearing was reviewed and remains
current. Nursing staff will be educated on
the policy by 5/25/2023.

Date of Alleged Compliance: 5/25/2023
Ongoing Monitoring: Three random
weekly audits will be conducted to ensure
residents with hearing difficulty are
receiving proper treatment and services to
maintain hearing.

« OXx/week for 2 weeks

« 3x/week for 2 weeks

« 2Xx/week for 2 weeks

« Weekly x 4 weeks
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resident was to have her hearing aid placed every A summary of the audit results will be
morning, removed In the evening, and placed in reviewed by the IDT during the monthly
the medication cart. QAPI| meeting for further
recommendations.
During an observation on 4/18/23 at 3:24 p.m., Monitored by: DON/Designhee
R10 was awake and there were no hearing aids
In her ears.

During an interview on 4/17/23 at 3:29 p.m., R10
was unable to participate in conversation as she
could not hear what was being said to her. R10
shook her head and stated she does not have her
hearing aids, stated they "disappeared"”.

During an interview on 4/19/23 at 1:35 p.m., R10
stated she didn't have any hearing aids yet. R10
further stated she was upset because they should
be In her ears, but they hadn't come back yet.

During an interview on 4/19/23 at 1:45 p.m.,
registered nurse (RN)-A stated she didn't believe
R10 had any hearing aids but thought the facility
may have pocket talkers (a personal sound
amplifying device).

During an interview on 4/19/23 at 1:49 p.m.,
trained medication aid (TMA)-A stated R10's
hearing aids used to be in her room but knew her
family had been taking them home with them
after they visited her because R10 would lose
them.

During an interview on 4/19/23 at 2:45 p.m., the
director of nursing (DON) stated R10 had refused
to wear hearing aids and the DON was not sure
where they were.

During an interview on 4/20/23 at 8:19 a.m.,
soclal service designee (SD)-A stated R10 only
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had one hearing aid, and she had been using it
for a while, but it would get lost, and her daughter
was tired of dealing with it. SS-A further stated

R10 didn't like wearing the hearing aid.

A policy titled, Vision and Hearing, dated
September 2022 indicated residents would
receive proper treatment and assistive devices to
maintain vision and hearing abilities; the facility
would assist the resident by making appointments
and arranging transportation.

Treatment/Svcs to Prevent/Heal Pressure Ulcer
CFR(s): 483.25(b)(1)(1)(i1)

§483.25(b) Skin Integrity

§483.25(b)(1) Pressure ulcers.

Based on the comprehensive assessment of a
resident, the facility must ensure that-

(1) Aresident receives care, consistent with
professional standards of practice, to prevent
pressure ulcers and does not develop pressure
ulcers unless the individual's clinical condition
demonstrates that they were unavoidable; and
() A resident with pressure ulcers receives
necessary treatment and services, consistent
with professional standards of practice, to
promote healing, prevent infection and prevent
new ulcers from developing.

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview, and document
review, the facility failed to provide timely
repositioning to prevent worsening pressure
ulcers and the development of pressure ulcers for
4 of 4 residents (R25, R30, R6, R17) reviewed for
pressure ulcers.

Findings include:

F 685

F 686 9/25/23

F 686 Treatment and Services to
Prevent/Heal Pressure Ulcers

Corrective Action: Resident’'s R25, R30,
R6, and R17 were repositioned to off-load
pressure.

Corrective Action as it Applies to Others:
Other residents that are at risk for
pressure ulcer development, and those
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R25's significant change Minimum Data Set
(MDS) assessment, dated 3/19/23, indicated R25
had diagnoses which included diabetes mellitus,
arthritis, Alzheimer's disease, and obstructive
uropathy (when urine doesn't flow due to an
obstruction). R25's MDS indicated he was
moderately cognitively intact, required extensive
assistance with bed mobillity, toilet use, and
personal hygiene. R25's MDS further indicated he
was non-ambulatory, frequently incontinent of
bowel and had an indwelling urinary catheter.
R25's MDS indicated he was at risk for pressure
ulcers but did not currently have one.

R25's care plan, dated 6/26/22, indicated R25
required an assist of one person for bed mobility,
assist or encourage pressure relief as needed or
accepted, to follow community skin protocol, to
encourage repositioning in bed, and to get up for
meals, activities, and therapy.

Facility document, titled Care Guide dated
4/13/23, indicated R25 should be side to side as
much as possible when in bed and to encourage
R25 to get out of bed.

A faclility form entitled Weekly Skin Check Tool,
dated 3/17/23, noted no new skin Issues.

R25's provider orders indicated:

- 9/30/22 calazime cream (a cream containing
zinc oxide to form a temporary barrier against
external irritants) to denuded skin on coccyx twice
a day, notify MD with changes

- 6/24/22 circulating air mattress for resident's
bed

- 4/4/23 turn resident side to side every two hours
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with current pressure ulcers, will be
reviewed to ensure turning and
repositioning interventions are care
planned accordingly, based on individual
risk factors, to mitigate the risk of skin
breakdown and promote healing.
Prevent Recurrence: The Pressure
Ulcer/Skin Integrity policy was reviewed
and remains current. Staff will be
educated on the policy and documentation
for turning and repositioning by 5/25/2023.
Date of Alleged Compliance: 5/25/2023
Ongoing Monitoring: Visual audits will be
conducted to ensure turning and
repositioning interventions are
Implemented based on individual risk
factors and care planned interventions. 3
Random weekly audits will be conducted
based on the following audit schedule:

« Ox/week for 2 weeks

« 3x/week for 2 weeks

« 2Xx/week for 2 weeks

 Weekly x 4 weeks

A summary of the audit results will be
reviewed by the IDT during the monthly
QAPI meeting for further
recommendations.

Monitored by: DON/Designee
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- 4/9/23 right coccyx wound 2 cm x 1 cm, cleanse
with normal saline and apply Mepilex (an
absorbent polyurethane foam dressing). Change
every three days and as needed.

R25's wound assessments for April indicated the
following:

-4/4/23 Indicated a new pressure wound with ten
percent granulation tissue (new vascular tissue).
Minimal amount of drainage. Skin surrounding
wound with erythema (superficial reddening of the
skin). Current treatment is 3x3 Mepilex. Resident
rates the wound pain at a level 4. Positioning plan
Indicates staff to keep side to side as much as
will allow In bed. Was given a cut-out cushion
from OT for wheelchair.

-4/13/23 Wound number two: right side spot 0.5
cm MASD (Moisture Assoiciated Skin Damage).
Blanchable. 100% granulation, surrounding skin
Intact. notes date of onset is 4/13/23. current
treatment is Z-Guard Resident rates it as tender.
-4/13/23 Wound number one: MASD on coccyx,
onset 2/24/23, blanchable, 100% granulation. no
drainage. 1.5 cm by 1 cm surrounding skin intact.
Current treatment apply Z-Guard (a petroleum
and zinc oxide paste). on coccyx after every
tolleting. Check and change every two hours.
Encourage dalily to get out of bed into chair.
Resident rates it as tender when touched.
-4/19/23 Documented as: spot on buttock as a
pressure wound measures 2 centimeters (cm) by
1 cm wound with no drainage or odor. Some
white moisture associated skin damage (MASD)
around pink wound bed. Around the wound Is
purple blanchable tissue measuring 6 cm by 6
cm.

R25's progress note dated 4/6/23 indicated the
Interdisciplinary team (IDT) had met and
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