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E 000 Initial Comments E 000

 A survey for compliance with CMS Appendix Z 
Emergency Preparedness Requirements, was 
conducted March 6, 7, 8, & 9, 2018, during a 
recertification survey. The facility is in compliance 
with the Appendix Z Emergency Preparedness 
Requirements.

 

F 000 INITIAL COMMENTS F 000

 On March 6, 7, 8, & 9, 2018, a recertification 
survey was completed by surveyors from the 
Minnesota Department of Health (MDH). Central 
Todd County Care Center was found to not be in 
compliance with the regulations at 42 CFR Part 
483, subpart B, requirements for Long Term Care 
Facilities. 

The facility'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.  Your electronic submission of the POC will 
be used as verification of compliance.

Upon receipt of an acceptable electronic POC, an 
on-site revisit of your facility may be conducted to 
validate that substantial compliance with the 
regulations has been attained in accordance with 
your verification.

 

F 554

SS=D

Resident Self-Admin Meds-Clinically Approp
CFR(s): 483.10(c)(7)

§483.10(c)(7) The right to self-administer 
medications if the interdisciplinary team, as 
defined by §483.21(b)(2)(ii), has determined that 
this practice is clinically appropriate.
This REQUIREMENT  is not met as evidenced 

F 554 4/13/18

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

04/03/2018Electronically Signed

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.
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F 554 Continued From page 1 F 554

by:
 Based on observation, interview and document 
review, the facility failed to ensure an assessment 
was completed to determine safe medication 
administration for 1 of 1 resident  (R7) observed 
to self administer medication through a nebulizer 
(breathing treatment). 

Findings include: 

R7's quarterly Minimum Data Set (MDS) an 
assessment dated 2/26/18, identified R7 had 
severe cognitive impairment and required 
extensive assistance to complete activities of 
daily living (ADLs).  R7's Diagnosis Report dated 
3/9/18, identified diagnoses of chronic obstructive 
pulmonary disease and congestive heart failure. 

During observation on 3/9/18, at 2:38 p.m. R7 
was seated with family member (FM)-A in FM-A's 
room, in the assisted living portion of the building.  
R7 had a nebulizer mask in place and had 
finished a nebulizer treatment as noted by the 
absence of mist. R7 then removed mask, and the 
nebulizer machine was turned off by FM-A. FM-A 
placed the mask next to the nebulizer machine on 
the table. FM-A stated the nursing staff frequently 
set up R7 with the nebulizer treatment and  
returned once the nebulizer was completed, 
adding "They're so busy."

On 3/9/18, at 2:40 p.m. trained medical assistant 
(TMA)-A returned to the FM-A's.  TMA-A stated 
she had left R7 unattended, with the nebulizer 
running to provide assistance to another resident. 

R7's Medication Review Report identified an 
order from 2/3/18, for DuoNeb Solution one vial 
four times a day for cough, shortness of breath 

 Resident R7 was assessed for 
self-administration of her nebulizer 
following staff setup and was found to be 
competent.  Primary physician gave order 
to self-administer her nebulizers based on 
assessment.  All other residents 
medications were reviewed all other 
nebulizer orders were on a PRN schedule, 
so no assessments were performed due 
to the inconsistency of usage and 
potential for error.  New residents will be 
assessed with scheduled nebulizers.  All 
other nebulizers require staff supervision.  
Self-administration policy was reviewed 
and no changes were necessary.  LPN, 
RN and TMA Staff were education on 
policy.  Audits to be performed on PRN 
nebs to monitor for supervision.  
Outcomes of the audits will be presented 
and reviewed by QAU.  Responsibility: 
DON
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(SOB), and wheezing. Additionally, the DuoNeb 
Solution was ordered  every four hours as needed 
(PRN) at night for cough. SOB, and wheezing. 

R7's medication administration record (MAR) 
from February 2018, indicated R7 had received 
the medication four times a day as ordered, with 
an additional three doses given related to 
symptoms. 
R7's current MAR for 3/1/18-3/9/18 identified she 
had received routine dosing four times per day, 
however, did not require additional dosing of 
medication. 

R7's electronic medical record lacked an 
assessment to self administer medications. 

During interview on 3/9/18, at 2:31 p.m. 
registered nurse (RN)-B stated during 
administration of a nebulizer treatment , R7 at 
times was noted to be "out of it" and did attempt 
to self remove mask, requiring redirection on two 
occasions while nebulizer was completed. 

During interview on 3/9/18, at 3:00 p.m. the 
director of nursing identified a resident should 
only be allowed to self administer medication 
after set up, after an assessment had been 
completed to determine ability and a physician 
order was obtained. 

The facility policy Self-Administration of 
Medications dated 3/15, directed staff to obtain a 
physician order for self administration of 
medication only after residents were assessed to 
have the cognitive and physical abilities to self 
administer medications. 

The facility policy Medication Administration dated 
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11/17, identified under Procedure, 4. Administer 
oral medications and remain with residents  while 
he/she takes the medication unless they have the 
order to self administer medication after set-up.

F 565

SS=E

Resident/Family Group and Response
CFR(s): 483.10(f)(5)(i)-(iv)(6)(7)

§483.10(f)(5) The resident has a right to organize 
and participate in resident groups in the facility.
(i) The facility must provide a resident or family 
group, if one exists, with private space; and take 
reasonable steps, with the approval of the group, 
to make residents and family members aware of 
upcoming meetings in a timely manner.
(ii) Staff, visitors, or other guests may attend 
resident group or family group meetings only at 
the respective group's invitation.
(iii) The facility must provide a designated staff 
person who is approved by the resident or family 
group and the facility and who is responsible for 
providing assistance and responding to written 
requests that result from group meetings.
(iv) The facility must consider the views of a 
resident or family group and act promptly upon 
the grievances and recommendations of such 
groups concerning issues of resident care and life 
in the facility.
(A) The facility must be able to demonstrate their 
response and rationale for such response.
(B) This should not be construed to mean that the 
facility must implement as recommended every 
request of the resident or family group.

§483.10(f)(6) The resident has a right to 
participate in family groups.

§483.10(f)(7) The resident has a right to have 
family member(s) or other resident 

F 565 4/13/18
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representative(s) meet in the facility with the 
families or resident representative(s) of other 
residents in the facility.
This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to ensure their responses to food 
concerns raised at the resident council meetings 
were documented and presented back to the 
council.  There were twelve residents (R36, R21, 
R22, R8, R10, R27, R17, R34, R15, R19 and 
R25) identified to have participated in resident 
council meetings in the past two months.

Findings include:

On 3/6/18, the facility provided resident council 
minutes from the past month's meetings, and a 
representative from the resident council, R10, 
gave permission for the survey team to review the 
meeting minutes.  

On 1/15/18, the resident council met and meeting 
minutes identified officers R8, R27 and R36, but 
did not list or identify other residents  in 
attendance.  The minutes indicated "Food" as an 
area of concern.  The minutes had a section 
"New Business Summary", which had five 
sections:  Current Situation; What is our Goal?; 
What needs to get done to get there?; Who will 
help us get there?; and Current Status.  Under 
the new business summary, there was no 
mention of "food."  However, the minutes 
contained a copy of a flyer inviting residents to 
attend a Resident Food Committee meeting set 
for Monday, January 29, 2018.  The agenda 
included "food temperature, likes and dislikes.  
Fall/Winter menus, new topics?"

 Dietary Manager to modify minutes to 
include action items with personnel 
assignments and outcomes to the 
meeting minutes in order to document 
actions taken to resolve dietary concerns.  
These revised meeting minutes will be 
posted in the dining areas, and will also 
be presented at the next resident council 
meeting and a standing agenda items, as 
well as at the next food committee 
meeting.  Residents regularly participating 
in food committee will be notified of 
posting of new Food Committee Meeting 
Minutes posting and review at the next 
resident council meeting.  Review of 
meeting minutes prior to posting will be 
performed by administrator.  Meeting 
minutes (including actions taken) will be 
reviewed at by the QAU.  Responsibility: 
Dietary Manager
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A document, Resident food Committee, Central 
Todd County Care Center, indicated food 
committee was held on 1/29/18, and attended by 
R27, R8, R22, R25, R10, R17, R34, R15 and 
R19.  Areas of concern included:

-pancakes still need to be improved upon. Dietary 
manager will look into purchasing a different 
brand to see if this will make a difference.
-some residents would like to see more pudding 
on the menu instead of fruit, some do not.

-food suggestions:  
-more dill pickles and bread & butter pickles with 
meals
-more pork chops, meatloaf, summer sausage, 
bigger shrimp, and BBQ ribs with bone in
-at 3 p.m. coffee socials, more cakes with frosting
--individual likes/dislikes were let known to 
kitchen staff

On 2/19/18, the resident council met with R17, 
R21, R8, R36, R17, and R10 in attendance.  In 
the new business summary section, food was 
identified under current situation, and action was 
"set up another food service meeting"; Activity 
director contact Dietary manager to set up 
meeting; Activities Director and dietary manager 
identified as responsible.  Under current status:  
On-going; expressed possible monthly buffet 
style meals.  Dietary supervisor updated in 
person on 2/19/18.  The minutes did not list or 
describe specific food complaints voiced by 
residents at the meeting, or from the food 
committee meeting, or what actions the facility 
took to address those concerns.

During the survey on 3/7/18, at 3:04 p.m. a 
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meeting was held with council members R17, 
R25, R21, R8, R27, and R10 in attendance.  R10 
stated the resident council met on a monthly 
basis, and except for the activities department, 
facility staff usually did not attend the meetings.  
When asked what concerns the council had, R17 
responded "Food!", and R25 responded, and 
stated the "food is bad."  When asked about more 
specific concerns, R8 stated some cooks did a 
better job in preparing what was on the menu.  
R25 stated a recent meal was kielbasa sausage 
that was cut up, was burnt and "it got real hard" 
and was really not edible.   R21 stated some of 
the entrees needed to be "cooked better" and 
added "but I don't have to do the dishes."  R17 
stated emphatically much food was "sent back 
and wasted."  R10 denied a lot of wasted food, 
but stated there was "inconsistency" in 
preparation of the same foods, but was unable to 
give a specific example.  R27 had no comment 
about the food. Continuing the discussion at 3:18 
p.m. R25 stated there was a food committee 
meeting where residents met with the head of the 
kitchen.  R17 stated sure they talked to us "but 
where's the report?"  R10 also stated she was a 
"writer" and they should have a follow up,  
because "how else do you measure progress?"  
During the discussion R8, R21, R10 and R17 
agreed with R25 who stated, "our beef" is that we 
had the meeting, felt it was not acted upon.  R10 
stated there was "no formal" response at the 
resident council meeting about the food issues 
raised.

When interviewed on 3/9/18, at 11:37 a.m., the 
dietary manager (DM) stated  food concerns have 
been brought up in the resident council, as well 
as from the quarterly food committee.  The DM 
stated she did not attend council meetings.  The 
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DM stated after a council meeting she will learn of 
residents' concerns, and then "I go out and talk to 
them."  The DM stated she has had numerous 
discussions about food complaints with R25, R17 
and others, and stated has spoken with those 
residents individually and offered options to meet 
their wants.  The DM stated, however, she did not 
go back to the council and share what has been 
done, for example, when residents expressed 
wanting summer sausages, more pork chops, or 
pickles on the menu more frequently.  The DM 
stated she "just made the changes."  The DM 
stated she did not report to the resident council 
the findings from the food committee, because 
many of the same people who came to that 
meeting were also on the council.  The DM also 
stated she did not have specific notes or 
documentation of what was done in response to 
residents' complaints or suggestions.  The DM 
stated she did not go back to the council with 
what has done, but added, that information 
"should be shared."
   
When interviewed on 3/9/18, at 1:13 p.m., the 
administrator stated when residents voiced 
concerns, or had complaints about food, the 
dietary manager just stepped in, talked with 
individual residents, and made the changes.  The 
administrator explained the process how the 
facility addressed concerns raised from the 
council, and stated after a meeting, department 
heads received  a copy of the minutes, and it was 
their responsibility to review and address any 
concerns. The administrator stated staff do not 
typically attend the council unless invited, and 
after a meeting, the activity director told staff if 
they had a specific "to do," like a housekeeping or 
maintenance request, they are addressed by 
staff, on a one-to-one basis. The administrator 
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stated "maybe that needed to change" and  have 
a standing agenda item to have head staff be 
present at the resident council and talk about 
specific resident concerns.  The administrator 
stated he felt food concerns were addressed, but 
what's missing was "the documentation" to show 
we have discussed and addressed it with the 
council. 

A facility policy regarding resident council, and 
responding to grievances was requested, but 
none was provided.

F 609

SS=D

Reporting of Alleged Violations
CFR(s): 483.12(c)(1)(4)

§483.12(c) In response to allegations of abuse, 
neglect, exploitation, or mistreatment, the facility 
must:

§483.12(c)(1) Ensure that all alleged violations 
involving abuse, neglect, exploitation or 
mistreatment, including injuries of unknown 
source and misappropriation of resident property, 
are reported immediately, but not later than 2 
hours after the allegation is made, if the events 
that cause the allegation involve abuse or result in 
serious bodily injury, or not later than 24 hours if 
the events that cause the allegation do not involve 
abuse and do not result in serious bodily injury, to 
the administrator of the facility and to other 
officials (including to the State Survey Agency and 
adult protective services where state law provides 
for jurisdiction in long-term care facilities) in 
accordance with State law through established 
procedures.

§483.12(c)(4) Report the results of all 
investigations to the administrator or his or her 

F 609 4/13/18
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designated representative and to other officials in 
accordance with State law, including to the State 
Survey Agency, within 5 working days of the 
incident, and if the alleged violation is verified 
appropriate corrective action must be taken.
This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to implement their abuse prohibition 
policy and report an allegation of abuse to the 
State agency within two hours of occurrence for 1 
of 1 resident (R21) reviewed for abuse 
prohibition.

Finding include:

The undated facility policy, Individual Resident 
Vulnerable Protection Plan,  indicated the facility 
"will not condone any form of resident abuse." 
The policy identified resident-to-resident abuse as 
reportable abuse, and further indicated all forms 
of abuse, including resident-to-resident abuse, 
must be reported immediately. The policy 
indicated the Administrator assumed the 
responsibility for the overall coordination and 
implementation of the abuse prevention program, 
and further that "Inquiries concerning the 
reporting of abuse to state agencies should be 
referred to the administrator."  

R21's quarterly Minimum Data Set (MDS) an 
assessment dated 2/1/18, indicated she had 
severe cognitive impairment. 

R39's quarterly MDS dated 1/11/18, indicated she 
had severe cognitive impairment. 

An undated facility Investigation Report Summary 
identified a resident-to-resident incident between 

 Administrator was educated on the 
2-hour reporting requirement for resident 
to resident abuse.  Policy was reviewed 
and modified to clarify resident to resident 
abuse reporting timeliness. Staff were 
educated on the policy changes for 
reporting abuse immediately (<2hours) for 
resident to resident abuse.  All incidents 
will be reviewed daily (Monday through 
Friday) by IDT team for compliance in 
reporting to timelines.  All abuse incidents 
and IDT team review outcomes will be 
reviewed by QAU committee.  
Responsibility:  Administrator
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R21 and R39.  The document indicated on 
12/22/17, at 6:00 p.m. R39 hit R21's hand with a 
spoon while R21 was reaching for the sugar at 
the evening meal.  R39 thought the sugar was 
hers. The report indicated staff intervened and 
there were no injuries or complaints of pain.  The 
report indicated this incident was reported to the 
State Agency the following day, on 12/23/17,  at 
5:09 p.m. or approximately 23 hours after the 
incident occurred.

When interviewed on 3/8/18, at 1:15 p.m. 
licensed practical nurse (LPN)-B recalled the 
incident in the dining room between R21 and 
R39.  LPN-B stated R21 was touching the sugar 
basket on the table, trying to get a packet out or 
look at one, and R39 felt they were hers, and R39 
hit R21.  LPN-B stated she did not witness the 
incident, that it was reported to her, and added 
that if the resident hit another resident "that would 
be abuse" and a reportable incident.  LPN-B 
stated when abuse or alleged abuse occurs, she 
would update the director of nursing and the 
family "right away," and also stated in this case, 
she reported immediately to the administrator. 
LPN-B stated we follow our "chain of command."

When interviewed on 3/8/18, at 1:22 p.m., the 
director of nursing (DON) stated there was a 
resident-to-resident alteration between R21 and 
R39, and questioned if R39 had intent. The  DON 
stated R39 reacted to R21 taking the sugar, but 
R39 "knew enough" to want to hit R21 over the 
knuckles. The DON stated that could be abuse, 
and added, that is why you investigate. The DON 
stated if there is an allegation of abuse, staff were 
trained to immediately report to the administrator 
and me. The DON stated this incident should 
have been reported immediately.
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During interview on 3/9/18, at 1:03 p.m., the 
administrator stated he took the call from the 
nurse regarding the incident an 12/22/17, 
between R21 and R29, but then did not make the 
report to the State Agency until the next day.   
The administrator stated the allegation was not 
reported within 2 hours.  The Administrator stated 
the facility's focus was to recognize abuse, and 
make sure we put something in place to prevent 
any potential abuse, and in hindsight, the nurse 
did a good job and did it right (reported it timely).  
The administrator stated the were looking at 
changing the facility procedure to have the charge 
nurse be able to enter the allegation into the 
system to report to the state, "like they already 
do" for reporting injures of unknown origin.

F 636

SS=D

Comprehensive Assessments & Timing
CFR(s): 483.20(b)(1)(2)(i)(iii)

§483.20 Resident Assessment  
The facility must conduct initially and periodically 
a comprehensive, accurate, standardized 
reproducible assessment of each resident's 
functional capacity.

§483.20(b) Comprehensive Assessments
§483.20(b)(1)  Resident Assessment Instrument.  
A facility must make a comprehensive 
assessment of a resident's needs, strengths, 
goals, life history and preferences, using the 
resident assessment instrument (RAI) specified 
by CMS.  The assessment must include at least 
the following: 
(i) Identification and demographic information
(ii) Customary routine.
(iii) Cognitive patterns.
(iv) Communication.
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(v) Vision.
(vi) Mood and behavior patterns.
(vii) Psychological well-being.
(viii) Physical functioning and structural problems.
(ix) Continence.
(x) Disease diagnosis and health conditions.
(xi) Dental and nutritional status.
(xii) Skin Conditions.
(xiii) Activity pursuit.
(xiv) Medications.
(xv) Special treatments and procedures.
(xvi) Discharge planning.
(xvii) Documentation of summary information 
regarding the additional assessment performed 
on the care areas triggered by the completion of 
the Minimum Data Set (MDS).
(xviii) Documentation of participation in 
assessment.  The assessment process must 
include direct observation and communication 
with the resident, as well as communication with 
licensed and nonlicensed direct care staff 
members on all shifts.

§483.20(b)(2) When required.  Subject to the 
timeframes prescribed in §413.343(b) of this 
chapter, a facility must conduct a comprehensive 
assessment of a resident in accordance with the 
timeframes specified in paragraphs (b)(2)(i) 
through (iii) of this section.  The timeframes 
prescribed in §413.343(b) of this chapter do not 
apply to CAHs.
(i) Within 14 calendar days after admission, 
excluding readmissions in which there is no 
significant change in the resident's physical or 
mental condition. (For purposes of this section, 
"readmission" means a return to the facility 
following a temporary absence for hospitalization 
or therapeutic leave.)
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(iii)Not less than once every 12 months.
This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to comprehensively assess the 
nutritional status using the Resident Assessment 
Instrument (RAI) process for 1 of 2 residents 
(R17) reviewed for nutrition. 

Findings include:

R17's admission Minimum Data Set (MDS) an 
assessment dated 9/27/17, identified R17 was 
cognitively intact and needed set help only to eat. 
The MDS identified a height of 72 inches with a 
weight of 191 pounds. Further it was unknown if 
R17 had gained or lost greater than 5 percent of 
his body weight in the last month or 10 percent of 
his body weight in the last 6 months. R17 had a 
therapeutic diet order. 

R17's nutritional status Care Area Assessment 
(CAA) worksheet dated 10/2/17, identified a 
comprehensive assessment was indicated as 
R17's body mass index (BMI) was to high at  25.9 
(18.5- 24.9) and R17 had received a therapeutic 
diet. The CAA identified R17's nutritional status 
as an actual problem. The analysis of findings 
included system pre-populated checks, from the 
MDS which included: R17 had an inability to 
perform ADLs (activities of daily living) without 
significant physical assistance; poor memory; 
diagnoses of depression, pain and diabetes; 
taking diuretics. The resident input section was 
blank. The CAA indicated R17's nutritional status 
would be care planned; however, no overall 
objective for the care plan was identified. No 
referrals were indicated as warranted. The CAA 
did not provide a further analysis including a 

 Education of Dietary Manager provided to 
the completion of the Care Area 
Assessment, including proper 
documentation in the medical record.  
R17 CAA was completed and 
supplementation was initiated.  During the 
assessment R17 stated that he was 
satisfied with his current weight but would 
like to try the supplements to help get 
some more nutrition. Triggered weight 
review meeting  occurred and CAA's 
reviewed for completeness for all other 
residents with comprehensive 
assessments in progress and nutritional 
status triggering.  Will also implement 
dietician review of all new residents at the 
scheduled review (monthly) to assess and 
plan for dietary interventions.  Dietary 
Manager to review applicable CAA¦s with 
RN to ensure proper documentation and 
intervention over the next quarter.  
Outcomes of dietary CAA¦s and 
interventions to be reviewed at QAU.  
Responsibilty: Dietary Manager
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review of indicators and supporting 
documentation identifying the problem, causes, 
contributing factors, strengths, needs and plan for 
the management of R17's nutritional status. 

During interview on 3/9/18, at 12:58 p.m. certified 
dietary manager (CDM) stated she was 
responsible for completing the nutritional status 
CAA's when they are triggered from the MDS. 
The CDM explained the only parts of the CAA she 
filled out was if it was an actual or potential 
problem; if they needed referrals and if the 
nutritional status was to be care planned. Further, 
she did not complete and further assessment 
within the CAA worksheet and stated she may be 
doing the CAA wrong. 

When interviewed on 3/9/18, at 1:31 p.m. the 
director of nursing (DON) stated R17's nutritional 
status CAA was not completed. Further, the CAA 
completion was important and should take into 
account the residents choices and preferences as 
well as their overall nutritional status and goals. 
The information was needed to effectively care 
plan. 

The MDS 3.0 Manual v1.15R dated 10/1/17, 
identified "The Nutritional Status CAA process 
reflects the need for an in-depth analysis of 
residents with impaired nutrition and those who 
are at nutritional risk. CAA documentation helps 
to explain the basis for the care plan by showing 
how the IDT [interdisciplinary team] determined 
that the underlying causes, contributing factors, 
and risk factors were related to the care area 
condition for a specific resident; for example, the 
documentation should indicate the basis for these 
decisions, why the finding(s) require(s) an 
intervention, and the rationale(s) for selecting 
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specific interventions. Based on the review of the 
comprehensive assessment, the IDT and the 
resident and/or the resident ' s representative 
determine the areas that require care plan 
intervention(s) and develop, revise, or continue 
the individualized care plan."

F 637

SS=D

Comprehensive Assessment After Signifcant Chg
CFR(s): 483.20(b)(2)(ii)

§483.20(b)(2)(ii)  Within 14 days after the facility 
determines, or should have determined, that 
there has been a significant change in the 
resident's physical or mental condition. (For 
purpose of this section, a "significant change" 
means a major decline or improvement in the 
resident's status that will not normally resolve 
itself without further intervention by staff or by 
implementing standard disease-related clinical 
interventions, that has an impact on more than 
one area of the resident's health status, and 
requires interdisciplinary review or revision of the 
care plan, or both.)
This REQUIREMENT  is not met as evidenced 
by:

F 637 4/13/18

 Based on interview and document review, the 
facility failed to complete a comprehensive 
reassessment using the Resident Assessment 
Instrument (RAI) process, following the initiation 
of hospice services for 1 of 1 resident (R35) 
reviewed for hospice.

Findings include:

The MDS (Minimum Data Set) 3.0 Manual v1.15R 
dated 10/1/17, identified a comprehensive MDS 
assessments included both the completion of the 
MDS as well as completion of the Care Area 
Assessment (CAA) process. Further, 

 Staff education was provided to MDS 
nurse, specifically page 2-16 of the RAI 
Manual regarding the timeliness of 
completion of Significant Change of 
Status Assessment (SCSA).  Two 
residents with SCSA were audited and 
found to be compliant.  Continue to audit 
completion dates of all SCSA�s for the 
next quarter and review outcomes at 
following QAU meeting.  Responsibility:  
DON
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comprehensive MDS's included a Significant 
Change in Status Assessment (SCSA), which 
was required when a resident was admitted to 
hospice services. The SCSA MDS and CAA 
completion date could be no later than the 14th 
calendar day after determination that a significant 
change in status occurred. 

R35's Certification of Terminal Illness dated 
2/22/18, identified a hospice start of care date of 
2/22/18. 

On 3/9/18, at 10:54 a.m. R35's SCSA was viewed 
in the electronic medical record (EMR). The 
SCSA was dated 3/5/18, and indicated the MDS 
was in progress. The summary identified the 
MDS was set for completion on 3/19/18, 11 days 
after the required completion date. The validation 
section included 46 errors and 2 warnings. The 
sign section included 531 unsigned areas with 50 
signed areas. The CAA summary section 
indicated the section was in progress. 

When interviewed on 3/9/18, at 1:57 p.m. 
registered nurse (RN)-A , who worked with the 
MDS assessments, stated she was under the 
impression the assessment reference date 
needed to be set within 14 days of a hospice 
admission. She was not aware the MDS and 
CAA's were to be completed by the 14th days of 
a hospice admission. 

On 3/9/18, at 2:03 p.m. the director of nursing 
(DON) stated R35 was admitted to hospice 
services on 2/22/18. The DON viewed the MDS 
manual and stated the the significant change 
assessment was to be completed no later than 14 
days following admission to hospice services. 
Further, R35's SCSA should have been 
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completed the day before on 3/8/18 and was not 
complete.

F 692

SS=D

Nutrition/Hydration Status Maintenance
CFR(s): 483.25(g)(1)-(3)

§483.25(g) Assisted nutrition and hydration.  
(Includes naso-gastric and gastrostomy tubes, 
both percutaneous endoscopic gastrostomy and 
percutaneous endoscopic jejunostomy, and 
enteral fluids).  Based on a resident's 
comprehensive assessment, the facility must 
ensure that a resident-

§483.25(g)(1) Maintains acceptable parameters 
of nutritional status, such as usual body weight or 
desirable body weight range and electrolyte 
balance, unless the resident's clinical condition 
demonstrates that this is not possible or resident 
preferences indicate otherwise;

§483.25(g)(2) Is offered sufficient fluid intake to 
maintain proper hydration and health;

§483.25(g)(3) Is offered a therapeutic diet when 
there is a nutritional problem and the health care 
provider orders a therapeutic diet.
This REQUIREMENT  is not met as evidenced 
by:

F 692 4/13/18

 Based on observation, interview and document 
review, the facility failed to comprehensively 
assess and implement interventions to prevent 
weight loss for 1 of 2 residents (R17) reviewed for 
weight loss. 

Findings include:

R17's admission Minimum Data Set (MDS) dated 
9/27/17, identified R17 was cognitively intact and 

 R17 has been assessed and his plan of 
care has been modified with interventions 
to maintain current weight, which he has 
stated he is satisfied.  Policy for Resident 
Weights was reviewed and revised.  Staff 
education provided to Care Coordinator 
and Dietary Manager regarding policy and 
expectation.  Weights and 
interventions/justification were reviewed 
for all other current residents and no 
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needed set help only to eat. The MDS identified a 
height of 72 inches with a weight of 191 pounds 
(lbs).  Further, it was unknown if R17 had gained 
or lost greater than 5 percent of his body weight 
in the last month or 10 percent of his body weight 
in the last 6 months. R17 had a therapeutic diet 
order. 

R17's nutritional status Care Area Assessment 
(CAA) worksheet dated 10/2/17, identified a 
comprehensive assessment was indicated as 
R17's body mass index (BMI) was to high at  25.9 
with accepted range of 18.5- 24.9 and R17 
received a therapeutic diet. The CAA identified 
R17's nutritional status as an actual problem. The 
analysis of findings included system 
pre-populated checks, from the MDS which 
included: R17 had an inability to perform ADL's 
(activities of daily living) without significant 
physical assistance; poor memory; diagnoses of 
depression, pain and diabetes; taking diuretics. 
The resident input section was blank. The CAA 
indicated R17's nutritional status would be care 
planned; however, no overall objective for the 
care plan was identified. No referrals were 
indicated as warranted. The CAA did not provide 
a further analysis including a review of indicators 
and supporting documentation identifying the 
problem, causes, contributing factors, strengths, 
needs and plan for the management of R17's 
nutritional status. 

R17's care plan dated 9/24/17, identified R17 had 
a therapeutic diet as ordered. R17 received a 
liberalized geriatric, cardiac diet with regular 
texture and thin liquids. Staff were to provide 
positive approach in support of diet regime.

R17's physician notes identified the following:

changes were necessary.  A twice 
monthly meeting will be scheduled and 
attended in order to review weight 
triggered residents and to determine 
interventions or justifications.  Meeting 
occurrences and interventions will be 
audited twice monthly for completion and 
documentation.  Audit findings will be 
reviewed at the next QAU meeting.  
Responsibility:  DON
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- H&P (history and physical) dated 9/21/18, needs 
placement in a setting where he can get care and 
"good nutrition."  No edema was noted. 

- Inpatient Discharge Summary dated 10/22/18, 
indicated a  weight of 186 lbs with 1+ pedal 
edema bilaterally. 

- Physician progress note dated 10/26/17, 
indicated R17 continued to have problems with 
his appetite.  "He does not like the food in the 
nursing home and complains about it." 
Extremities show 2 plus ankle edema

- Physician progress note dated 12/28/17, 
indicated R17's extremities showed no edema. 

On 3/6/18, at 3:31 p.m. R17 was seated in a 
stationary chair in his room, there was no edema 
in R17's lower extremities.  R17 stated he had 
lost a significant amount of weight since his 
admission to the facility in the fall. He stated he 
did not have much of an appetite and  did not like 
the food served at the facility.  R17 stated his 
usual body weight was 199 lbs.  and currently 
weighed 167 lbs.  R17 remembered a discussion 
regarding nutritional supplements; however, he 
had never received any.

R17's weights identified the following:
- 9/23/18, 191.8 lbs
- 10/23/18, 192.1 lbs
-11/23/18, 171.5 lbs
- 12/23/18, 171.8 lbs
- 1/23/18, 172.6 lbs
- 2/24/18, 169.8 lbs
- 3/9/18, 169.2 lbs
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R17's physician orders included Lasix 
(medication for fluid overload) 40 milligrams po 
daily with a start date of 11/3/17. The physician 
orders did not include any nutritional 
supplements. 
 
R17's nutrition assessments identified the 
following:

- Nutrition Assessment (Comprehensive) dated 
9/29/17, identified R17's estimated nutrients 
provided at meals to be 1800 calories (cal) a day 
with a estimated nutrient requirement of 2304 
cal's per day for a difference of 504 calories a 
day. R17 was identified as overweight.  
Admission weight was 191.8 pounds (lbs) with a 
most recent weight of 192.8 lbs on 9/25/17. The 
assessment did not list dietary related 
medications or labs. R17 had no swelling. His 
food intake was marked intake meets 76-110 
percent of planned meals as well as 26-75 
percent of planned meals. complaints about the 
tastes of many foods was marked no. The 
assessment did not include R17's goal either for 
weight maintenance or weight loss. The 
assessment lacked R17's input regarding food 
preferences.  

- Quarterly Nutritional Assessment dated 
12/28/17, identified a weight of 169.8 lbs for a 
loss of 22 lbs, indicating a 11.5 percent weight 
loss since 9/23/17. The assessment indicated 
R17's food intake was 75 - 100 percent of meals.   
The assessment did not identify why R17 had a 
22 lb weight loss; nor, any interventions to 
minimize weight loss. no referrals to the dietician 
were recommended. 
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-Progress note dated 2/27/18, identified an initial 
nutritional assessment via the registered dietician 
(RD). Current weight was 168 lbs with a weight 
history of: January 2018, 171 lbs; December 
2017, 170 lbs; November 2017, 169 lbs. The RD 
indicated R17 was "fairly" consistent with his 
weight; however, due to his edema it was not a 
great indicator for nutritional status. The 
assessment did not address R17's  admission 
weight of 191.8 lbs. The assessment did not 
address intake; however indicated he had a fair 
appetite. Further the assessment lacked lab 
results and resident input. The RD indicated "at 
this point in time not at nutritional risk", will not 
place R17 on at risk monitoring.  

On 3/8/18, at 8:19 a.m. R17 ate breakfast in his 
room. He independently ate a cereal sized bowl 
of oatmeal, which he poured some milk over. R17 
also drank 4 ounces of milk and 4 (oz) of a mixed 
juice. R17 stated he had the same meal for 
breakfast everyday and it was what he wanted. 
R17 stated at home he used to have some toast, 
but he did not request toast at the facility because 
the staff burn it. 

On 3/8/18, at 8:37 a.m. nursing assistant (NA)-A 
entered R17's room to remove his breakfast tray.  
NA-A stated the dietary department charted 
intakes on meals consumed. 

On 3/8/18, at 12:03 p.m. R17 entered the dining 
room. The menu listed on the wall of the dining 
room included: Italian meat sauce over spaghetti 
noodles, cheddar biscuits, baby carrots and 
berries. R17 had some berries at his place setting 
along with 4 oz. of juice and 4 oz of milk.  R17 
poured a 0.5 oz container of half and half over his 
berries along with a packet of sugar. At 12:15 
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p.m. R17 was served a plate of spaghetti with 
spaghetti sauce with ground burger. The plate did 
not contain baby carrots or a cheddar biscuit. R17 
stated he did not want the baby carrots or 
cheddar biscuit. R17 proceeded to remove all the 
sauce from the top of his spaghetti. R17 stated 
the sauce was "sour" and the facility did not know 
how to make anything.  At 12:30 p.m. R17 
finished his meal stating he was full. R17 drank 
100 percent of his beverages ate only the noodles 
of the spaghetti along with the berries. 

When interviewed on 3/9/18, at 11:00 a.m. NA-B 
stated R17 did not like the food the facility served. 
R17 selects from the menu what he wants. If he 
does not like the food choices he can order a 
soup and sandwich.  She stated R17 had lost 
weight since his admission and was weighed 
daily. NA-B stated the dietary staff record the 
meal intakes in the electronic medical record 
(EMR)

During interview on 3/9/18, at 12:58 p.m. certified 
dietary manager (CDM) stated R17 was not at 
risk for weight loss and the dietary staff are not 
currently monitoring his meal intakes, and only 
monitors R17's intakes during his MDS 
assessment. The CDM stated she reviewed 
weights on a monthly basis and reviewed them 
with the nurse manager, who was out on leave. 
The nurse manager though his weight loss was 
fluid related as he fluctuated about 5 lbs 
throughout the month. She stated she referred 
R17 to the dietician for review in February 2018, 
and she did not identify R17 at risk for weight 
loss. After CDM reviewed R17's admission weight 
to his current weight, along with his dislike for the 
facility meals she stated his weight loss was likely 
a combination of fluid loss as well as poor food  
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intake. 

During interview on 3/9/18, at 1:31 p.m. the 
director of nursing (DON) stated R17 was very 
picky with the foods he liked.  R17's weight loss 
was likely a combination of fluid and poor 
appetite. The dietician did do an assessment on 
2/27/18; however, she did not do a face to face 
with the resident, as she does not visit the facility. 
The DON stated it was important to get the 
residents input to accurately assess his nutritional 
status. 

On 3/9/18, at 3:42 p.m. the facility registered 
dietician had been contacted via telephone with 
no response.   

The facility policy Resident Nutritional 
Assessment dated 8/11, indicated resident needs 
would be determined by a completed 
assessment. Assessments would be completed 
on admission and quarterly, unless significant 
changes occur which was identified by the team.
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