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

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL ID:  VKFY
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00792
C&T REMARKS - CMS 1539 FORM STATE AGENCY REMARKS

CCN: 24-5427

An extended survey was completed at Bethesda Nursing Home Pleasantview on May 8, 2013 and deficiencies were found, the
most serious at a scope and severity level (S/S) level of L.

The health surveyors identified an immediate jeopardy (1J) situation on May 3, 2013 involving deficiency F225 and F226.
The 1J was abated on May 8, 2013.  Also at the time of the survey, conditions were found in the facility that constituted
Substandard Quality of Care (SQC) to resident health or safety at F225 (K) and F226 (L)

As a result of the survey findings, we imposed State Monitoring effective May 29, 2013 and we recommended enforcement
remedies to CMS RO and CMS RO imposed the following remedies on their letter dated July 3, 2013:

- Federal Civil Money Penalty of $7,450.00 per day for five days beginning May 3, 2013 and continuing through May 7,
2013

- Federal Civil Money Penalty of $200.00 per day beginning May 8, 2013

- Discretionary DOPNA effective July 22, 2013

- Mandatory DOPNA effective July 22, 2013

The facility was also subject to a two year loss of NATCEP, effective May 8, 2013 due to the extended survey.

A Health PCR was completed on July 24, 2013 and a LSC PCR was completed on July 12, 2013. The LSC PCR found all
deficiencies corrected but the Health PCR found three deficiencies uncorrected at a S/S level of E and identified two new
deficiencies at a S/S level of D.

As a result of the health PCR, state monitoring will remain in effect and we recommended to CMS RO the following and CMS
RO concurred:

- Federal Civil Money Penalty of $7,450.00 per day for five days beginning May 3, 2013 and continuing through May 7,
2013 will remain in effect

- Federal Civil Money Penalty of $200.00 per day beginning May 8, 2013 will remain in effect

- Discretionary DOPNA effective July 22, 2013 will remain in effect

- Mandatory DOPNA effective July 22, 2013 will remain in effect

The facility was also subject to a two year loss of NATCEP, effective May 8, 2013 due to the extended survey.

A second health PCR was completed on September 10, 2013 and the facility was found in substantial compliance, effective
August 30, 2013.  As a result, we discontinued state monitoring effective August 30, 2013. We also recommended the
following action to the CMS RO and CMS RO concurred:

- Federal Civil Money Penalty of $7,450.00 per day for five days beginning May 3, 2013 and continuing through May 7,
2013 will remain in effect

- Federal Civil Money Penalty of $200.00 per day beginning May 8, 2013 will remain in effect

- Discretionary DOPNA effective July 22, 2013 was discontinued effective August 30, 2013

See attached CMS-2567B from the September 10, 2013 revisit.
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MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans
CCN 24-5427 February 6, 2014

Ms. Michelle Haefner, Administrator
Bethesda Nh Pleasantview

901 Southeast Willmar Avenue
Willmar, Minnesota 56201

Dear Ms. Haefner:

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 August 30, 2013 the above facility is certified for:
123 Skilled Nursing Facility/Nursing Facility Beds

Your facility’s Medicare approved area consists of all 123 skilled nursing facility beds located in rooms
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.

Please contact me if you have any questions.

Sincerely,

Shellae Dietrich, Program Specialist

Program Assurance Unit

Licensing and Certification Program

Division of Compliance Monitoring

Minnesota Department of Health

P.O. Box 64900

St. Paul, MN 55164-0900

Telephone #: (651) 201-4106  Fax #: (651) 215-9697

cc: Licensing and Certification File

General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *
www.health.state.mn.us
For directions to any of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer



MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

September 16, 2013

Ms. Norma Brendle, Administrator
Bethesda Nursing Home Pleasantview
901 Southeast Willmar Avenue
Willmar, Minnesota 56201

RE: Project Number S5427023

Dear Ms. Brendle:

On May 24, 2013, we informed you that the following enforcement remedy was being imposed:
» State Monitoring effective May 29, 2013. (42 CFR 488.422)

On July 3, 2013, the Centers for Medicare and Medicaid Services (CMS) informed you that the
following enforcement remedies were being imposed:

* Discretionary denial of payment for new Medicare and Medicaid admissions effective
July 22, 2013

* Federal Civil Money Penalty of $7,450.00 per day for five days beginning May 3, 2013
and continuing through May 7, 2013

Also, the CMS Region V Office notified you in their letter of July 3, 2013, 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 May 8, 2013.

This was based on the deficiencies cited by this Department for an extended survey completed on May
8, 2013 that included an investigation of complaint numberH5427017 and H527019 . The most
serious deficiencies were found to be widespread deficiencies that constituted immediate jeopardy
(Level L) whereby corrections were required.

On July 24, 2013, the Minnesota Department of Health completed a Post Certification Revisit (PCR) to
verify that your facility had achieved and maintained compliance with federal certification deficiencies
issued pursuant to an extended survey, completed on May 8, 2013. We presumed, based on your plan
of correction, that your facility had corrected these deficiencies as of June 28,m 2013. Based on our
visit, we determined that your facility had not corrected the deficiencies issued pursuant to our
extended survey, completed on May 8, 2013. As a result of the revisit findings, we notified you that the

General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *
www.health.state.mn.us
For directions to any of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer



Bethesda Nursing Home Pleasantview
September 16, 2013
Page 2

Category 1 remedy of state monitoring would remain in effect.

On August 9, 2012 , this Department recommended to the CMS Region V Office the following actions
related to the imposed remedies in their letter of July 3, 2013:

* Discretionary denial of payment for new Medicare and Medicaid admissions effective
July 22, 2013 remain in effect

* Federal Civil Money Penalty of $7,450.00 per day for five days beginning May 3, 2013
and continuing through May 7, 2013 remain in effect

On September 10, 2013, the Minnesota Department of Health completed a PCR to verify that your
facility had achieved and maintained compliance with federal certification deficiencies issued pursuant
to a PCR, completed on July 24, 2013. We presumed, based on your plan of correction, that your
facility had corrected these deficiencies as of June 28, 2013. Based on our visit, we have determined
that your facility has corrected the deficiencies issued pursuant to our PCR, completed on July 24,
2013. As aresult of the revisit findings, the Department is discontinuing the Category 1 remedy of
state monitoring effective August 30, 2013.

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

* Discretionary denial of payment for new Medicare and Medicaid admissions effective
July 22, 2013 be discontinued August 30, 2013

* Federal Civil Money Penalty of $7,450.00 per day for five days beginning May 3, 2013
and continuing through May 7, 2013

The CMS Region V Office will notify you of their determination regarding the imposed remedies.

As we notified you in our letter of May 24, 2013, 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 May 8, 2013.

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.



Bethesda Nursing Home Pleasantview
September 16, 2013
Page 3

Feel free to contact me if you have questions.

Sincerely,

Cotloon Seaeh

Colleen Leach, Program Specialist
Licensing and Certification Program
Division of Compliance Monitoring
PO Box 64900

Saint Paul, Minnesota 55164-0900

Telephone: (651)201-4117  Fax: (651)215-9697
Enclosure

cc: Licensing and Certification File



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
245427 B. Wing 9/10/2013
Name of Facility Street Address, City, State, Zip Code
BETHESDA NH PLEASANTVIEW 901 SOUTHEAST WILLMAR AVENUE
WILLMAR, MN 56201

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  F0225 08/30/2013 ID Prefix F0226 08/30/2013 ID Prefix  F0309 08/30/2013
Reg. # 483.13(c)(1)(ii)-(iii), (c)(2) - Reg. # 483.13(c) Reg. # 483.25
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix F0329 08/30/2013 ID Prefix F0428 08/30/2013 ID Prefix
Reg. # 483.25(1) Reg. # 483.60(c) 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
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:
State Agency BE/sd 09/16/13 29245 09/10/13
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
5/8/2013 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO

Form CMS - 2567B (9-92) Page 1 of 1 Event ID: VKFY13
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DEPARTMENT OF HEALTH AND HUMAN SERVICES CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL ID:  VKFY
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00792
C&T REMARKS - CMS 1539 FORM STATE AGENCY REMARKS

CCN: 24-5427

An extended survey was completed at Bethesda Nursing Home Pleasantview on May 8, 2013 and deficiencies were found, the
most serious at a scope and severity level (S/S) level of L.

The health surveyors identified an immediate jeopardy (1J) situation on May 3, 2013 involving deficiency F225 and F226.
The 1J was abated on May 8, 2013.  Also at the time of the survey, conditions were found in the facility that constituted
Substandard Quality of Care (SQC) to resident health or safety at F225 (K) and F226 (L)

As a result of the survey findings, we imposed State Monitoring effective May 29, 2013 and we recommended enforcement
remedies to CMS RO and CMS RO imposed the following remedies on their letter dated July 3, 2013:

- Federal Civil Money Penalty of $7,450.00 per day for five days beginning May 3, 2013 and continuing through May 7,
2013

- Federal Civil Money Penalty of $200.00 per day beginning May 8, 2013

- Discretionary DOPNA effective July 22, 2013

- Mandatory DOPNA effective July 22, 2013

The facility was also subject to a two year loss of NATCEP, effective May 8, 2013 due to the extended survey.

A Health PCR was completed on July 24, 2013 and a LSC PCR was completed on July 12, 2013. The LSC PCR found all
deficiencies corrected but the Health PCR found three deficiencies uncorrected at a S/S level of E and identified two new
deficiencies at a S/S level of D.

As a result of the health PCR, state monitoring will remain in effect and we recommended to CMS RO the following and CMS
RO concurred:

- Federal Civil Money Penalty of $7,450.00 per day for five days beginning May 3, 2013 and continuing through May 7,
2013 will remain in effect

- Federal Civil Money Penalty of $200.00 per day beginning May 8, 2013 will remain in effect

- Discretionary DOPNA effective July 22, 2013 will remain in effect

- Mandatory DOPNA effective July 22, 2013 will remain in effect

The facility was also subject to a two year loss of NATCEP, effective May 8, 2013 due to the extended survey.

See the CMS-2567B and CMS-2567 from these revisits.

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



MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

Certified Mail # 7011 2000 0002 5143 5155
August 9, 2013

Mr. Douglas Dewane, Administrator
Bethesda Nursing Home Pleasantview
901 Southeast Willmar Avenue
Willmar, Minnesota 56201

RE: Project Number S5427023, H5427017, H5427019

Dear Mr. Dewane:

On May 24, 2013, we informed you that the following enforcement remedy was being imposed:
e State Monitoring effective May 29, 2013. (42 CFR 488.422)

On July 3, 2013, the Centers for Medicare and Medicaid Services (CMS) informed you that the
following enforcement remedies were being imposed:

e Discretionary denial of payment for new Medicare and Medicaid admissions effective
July 22, 2013

e Federal Civil Money Penalty of $7,450.00 per day for five days beginning May 3, 2013
and continuing through May 7, 2013

e Federal Civil Money Penalty of $200.00 per day beginning May 8, 2013

e Mandatory denial of payment for new Medicare and Medicaid admissions effective July
22,2013 (42 CFR 488.417 (b))

This was based on the deficiencies cited by this Department for an extended survey completed on May
8, 2013 that included an investigation of complaint number H5427017 and H5427019. The most
serious deficiencies were found to be widespread deficiencies that constituted immediate jeopardy
(Level L) whereby corrections were required.

On July 24, 2013, the Minnesota Department of Health completed a Post Certification Revisit to verify
that your facility had achieved and maintained compliance with federal certification deficiencies issued
pursuant to an extended survey, completed on May 8, 2013. We presumed, based on your plan of
correction, that your facility had corrected these deficiencies as of June 28, 2013. Based on our visit,
we have determined that your facility has not obtained substantial compliance with the deficiencies
issued pursuant to our extended survey, completed on May 8, 2013. The deficiencies not corrected are
as follows:

General Information: (651) 201-5000 * TDD/TTY:: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *
www.health.state.mn.us
For directions to any of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer



Bethesda Nh Pleasantview
August 9, 2013
Page 2

e F0225 -- S/S: E -- 483.13(c)(1)(i1)-(iii), (c)(2) - (4) -- Investigate/report Allegations/individuals
F0226 -- S/S: E -- 483.13(c) -- Develop/implement Abuse/neglect, Etc Policies
F0309 -- S/S: E -- 483.25 -- Provide Care/services For Highest Well Being

In addition, at the time of this revisit, we identified the following deficiencies:

e F0329 -- S/S: D -- 483.25(l) -- Drug Regimen Is Free From Unnecessary Drugs
F0428 -- S/S: D -- 483.60(c) -- Drug Regimen Review, Report Irregular, Act On

The most serious deficiencies in your facility were found to be a pattern of deficiencies that constitute
no actual harm with potential for more than minimal harm that is not immediate jeopardy (Level E), 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 July 3, 2013:

e Discretionary denial of payment for new Medicare and Medicaid admissions effective July
22, 2013 will remain in effect

o Federal Civil Money Penalty of $7,450.00 per day for five days beginning May 3, 2013 and
continuing through May 7, 2013 will remain in effective

e Federal Civil Money Penalty of $200.00 per day beginning May 8, 2013 will remain in
effect

e Mandatory denial of payment for new Medicare and Medicaid admissions effective July 22,
2013 (42 CFR 488.417 (b))

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.

As we notified you in our letter of May 24, 2013, in accordance with Federal law, as specified in the
Act at Section 1819(f)(2)(B)(iii)(1)(b) and 1919(f)(2)(B)(iii)(1)(b), your facility is prohibited from
conducting Nursing Aide Training and/or Competency Evaluation Programs (NATCEP) for two years
from May 8, 2013.

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.



Bethesda Nh Pleasantview
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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:

Brenda Fischer

Minnesota Department of Health
Midtown Square

3333 West Division, Suite #212
Saint Cloud, Minnesota 56301

Telephone: (320) 223-7338
Fax: (320) 223-7348

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 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.
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.
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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:

* Optional denial of payment for new Medicare and Medicaid admissions (42 CFR 488.417 (a));
* 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 November 8, 2013 (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:
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Nursing Home Informal Dispute Process
Minnesota Department of Health
Division of Compliance Monitoring
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/ltc_idr.cfm

You must notify MDH at this website of your request for an IDR or 1IDR 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,
T vlowk_ Twvicodtf

Mark Meath, Program Specialist

Program Assurance Unit

Licensing and Certification Program

Division of Compliance Monitoring

P.O. Box 64900

St. Paul, Minnesota 55164-0900

Telephone: (651) 201-4118 Fax: (651) 215-9697
Email: mark.meath@state.mn.us

cc: Licensing and Certification File 5427r1_13.rtf
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MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

Certified Mail # 7011 2000 0002 5143 5155
August 9, 2013

Mr. Douglas Dewane, Administrator
Bethesda Nursing Home Pleasantview
901 Southeast Willmar Avenue
Willmar, Minnesota 56201

RE: Project Number S5427023, H5427017, H5427019

Dear Mr. Dewane:

On May 24, 2013, we informed you that the following enforcement remedy was being imposed:
e State Monitoring effective May 29, 2013. (42 CFR 488.422)

On July 3, 2013, the Centers for Medicare and Medicaid Services (CMS) informed you that the
following enforcement remedies were being imposed:

e Discretionary denial of payment for new Medicare and Medicaid admissions effective
July 22, 2013

e Federal Civil Money Penalty of $7,450.00 per day for five days beginning May 3, 2013
and continuing through May 7, 2013

e Federal Civil Money Penalty of $200.00 per day beginning May 8, 2013

¢ Mandatory denial of payment for new Medicare and Medicaid admissions effective July
22,2013 (42 CFR 488.417 (b))

This was based on the deficiencies cited by this Department for an extended survey completed on May
8, 2013 that included an investigation of complaint number H5427017 and H5427019. The most
serious deficiencies were found to be widespread deficiencies that constituted immediate jeopardy
(Level L) whereby corrections were required.

On July 24, 2013, the Minnesota Department of Health completed a Post Certification Revisit to verify
that your facility had achieved and maintained compliance with federal certification deficiencies issued
pursuant to an extended survey, completed on May 8, 2013. We presumed, based on your plan of
correction, that your facility had corrected these deficiencies as of June 28, 2013. Based on our visit,
we have determined that your facility has not obtained substantial compliance with the deficiencies
issued pursuant to our extended survey, completed on May 8, 2013. The deficiencies not corrected are
as follows:

General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *
www.health.state.mn.us
For directions to any of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer
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e F0225 --S/S: E -- 483.13(c)(1)(ii)-(iii), (c)(2) - (4) -- Investigate/report Allegations/individuals
e F0226 -- S/S: E -- 483.13(c) -- Develop/implement Abuse/neglect, Etc Policies
F0309 -- S/S: E -- 483.25 -- Provide Care/services For Highest Well Being

In addition, at the time of this revisit, we identified the following deficiencies:

e F0329 -- S/S: D -- 483.25(1) -- Drug Regimen Is Free From Unnecessary Drugs
F0428 -- S/S: D -- 483.60(c) -- Drug Regimen Review, Report Irregular, Act On

The most serious deficiencies in your facility were found to be a pattern of deficiencies that constitute
no actual harm with potential for more than minimal harm that is not immediate jeopardy (Level E), 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 July 3, 2013:

e Discretionary denial of payment for new Medicare and Medicaid admissions effective July
22,2013 will remain in effect

e Federal Civil Money Penalty of $7,450.00 per day for five days beginning May 3, 2013 and
continuing through May 7, 2013 will remain in effective

¢ Federal Civil Money Penalty of $200.00 per day beginning May 8, 2013 will remain in
effect

e Mandatory denial of payment for new Medicare and Medicaid admissions effective July 22,
2013 (42 CFR 488.417 (b))

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.

As we notified you in our letter of May 24, 2013, 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 May 8, 2013.

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.
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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:

Brenda Fischer

Minnesota Department of Health
Midtown Square

3333 West Division, Suite #212
Saint Cloud, Minnesota 56301

Telephone: (320) 223-7338
Fax: (320) 223-7348

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 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.
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.
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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:

* Optional denial of payment for new Medicare and Medicaid admissions (42 CFR 488.417 (a));
* 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 November 8, 2013 (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:
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Nursing Home Informal Dispute Process
Minnesota Department of Health
Division of Compliance Monitoring
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/ltc_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 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,
T Vient  TVicatf-

Mark Meath, Program Specialist

Program Assurance Unit

Licensing and Certification Program

Division of Compliance Monitoring

P.O. Box 64900

St. Paul, Minnesota 55164-0900

Telephone: (651) 201-4118 Fax: (651) 215-9697
Email: mark.meath @state.mn.us

cc: Licensing and Certification File 5427r1_13.rtf
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conducted on July 22, 23, and 24, 2013, for \\
deficiencies issued as a result of the survey and U\
complaint Investigation of H5427017 and \ \
-H5427018 on May 8, 2013. As a result of this
post cartification revisit survey deficisncies were
relssued. .
{F 225} | 483.13(0)(1)()- (i), ()2} - (4) {F 225} o
§s=E | INVESTIGATE/REPORT The facility will ensure that all alleged 8/30/2013
ALLEGATIONS/ANDIVIDUALS violations involving mistreatment,
The facility must not employ individuals who have neglect, or abuse including injuries of
been found gullly of abusing, neglecting, or unkr}qul Source are 1:eported to the
mistreating residents by a court of law; or have administrator immediately and to the
had a finding entered into the State nurse aide state agency per policy.
registry concerning abuse, neglect, mistreatment Residents R86, R69, R124, R118, and
of resldents or misappropriation of their property; . L
and report any knowledge it has of actions by a R%2? have ]:}ad bn,nses of unknown
court of law against an employee, which would origin fully .mvestlgated and reported to
indicate unfilness for service as a nurge aide or the appropriate state agencies per
other facility staff to the State nurse alde reglstry policy,
‘orlieensing autharifiae. Residents R78, R40, R122, R99,
The facility must ansure that all alleged violatlons and R3 had reports submitted to
invelving mistreatment, neglect, or abuss, the state agency and have now
including injurtes of unknown source and had a thorodgh investigation
misappropriation of resident property are reported
Immadiately to the administrator of ihe facility ang completed. .
to other officials in accordance with State law . Policy and procedure for abuse
through established procedures (including o the \0 prevention has been reviewed
State survey and certification agency). x\ )
_ ) and is current. Management staff
The facility must have svidence that all alleged and professional nurses have
viclations are thoroughly investigated, and must been re-educated on conducting a
prevent furiher potential abuse while the X v . s s
investigation is in progress. full investigation when injuries
of unknown origin are found.
ORATORY DIREGTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {0) DATE
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follovdrp the date of survey whether or net a plan of correction is provided. For nursing homes, the atiove findings and plans of correction are disclosable 14
days followlng e date these documents are made avafable o the facllity. IF deficiencies are cited, an approved plan of coiraciion Is requisile to continued
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DEFICIENGY)
Training regarding investigation when
{F 225} | Continued From page 1 {F 225} injuries of unknown origin are found as

The resulls of all investigations must be reported
ta the administrator or his designated _
representative and lo other officials in accordance
with State law {including to the State survey and
certification agency) within & worklng days of the
incident, and if the alleged violation Is verified
appropriate corrective action musi be taken.

This REQUIREMENT ig not met as evidenced
by: .

Based on Interview and document raview, the
facility falied to ensure allegations of abuse,
mistreaiment and bruises of unknown origin were
thoroughly invastigated and reported to the state
agency for 5 of 5 residents (R86, R69, R124,
R118, and R129) reviewed who had busies of
unknown origin. )

In addition, the facility failed fo ensure reports
submitted to the stale agency includad a
thorough investigation andf or were reported
immediately lo the state agency for 5 of 9 reports
made to the state agency for residents R78, R40,
R122, R99, and R3.

Fiﬁdings include:

R86 had a bruise of unknown origin identified by
the facility which was not thoroughly Investigated
or reported to the state agency.

R86 had diagnosls of senlle dementia. The
quarterly Minimum Data Set (MDS) dated
5/24/13, identified R86 had severe cognitive
impairment and required extensive assistance
with imost aclivitles of daily living (ADL's),

R86's care plan dated July 2013, indicated, “staff

well as behavior management will be
completed for nursing staff by 8/30/13.
lCMS Dementia training consists of 6
modules — we are currently training all
nursing staff on module 1 and this
training will be completed by
8/30/2013. The rest of the modules will
be completed on a monthly schedule
over the nex{ 5 months,

Assistant Administrator or designee will
be responsible for auditing all files for
administrator notification and
completion of full investigation and
reporting to OHFC per policy. All files
will be audited x1 month, then random
audits of 3 files will be conducted
weekly x 3 months, Audit results will
be reported to QA committee and action
plans developed as needed.

R86 « An incident report was completed
and submitted on 8/6/2013. Staff
members working in the Memory Care
Unit where R86 resides were
interviewed. Investigation report was
completed and submitted on 8/13/2013.
Resident does have a history of
bruising; '
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of chair when sitfing down. . '
S Walker, New interventions were
A facility resldent injury/ incident report form implemented including monitoring and
dated 7/10/13 indicated R86 had “bruise on right documenting when staff members
calf' maasuring 3 om (centimeters) x 3 cm and 2 lobserve resident hit his arms, hands,

busfes on his left thigh measuring 8 cm x dem
and one measuring 3 cmi x 2 cm and one on his
left calf measuring 3 em x 1 cm. The explanation

legs, etc. on objects as well as
monitoring and documenting whenever

was "Injuries are consistent with being pinched/ staff members observe resident being
bumped on chalr. Staff has seen him bump into combative by noting how he is
a chan: when he has come to.su for meals ant‘i combative. A behavior assessment was
from sitting down hard in chair." The repori did done ident on 8/12/2013 — th
not include any staff Interviews or names of staff '01' resiaent on . . ¢
who had worked with R86 In the past several behavior assessment includes a list of
days to determine if ihe bruising came irom. : interventions for staff to attempt to

o ' utilize when R86 becomes combative.
During interview on 7/23/13 at 10:00 a.m., Maintenance department was notified

registered nurse (RN)-A stated R86's bruising did . .
not match the explanation regarding the resident on 8/13/2013 to requiest for resident’s
sitling down in the chair *hard.” She also verified bed to be evaluated.

the bruising of unknown crigin for R86 was not
thoroughly Investigated and did meet the
definition of a reportable bruise of unknown
origin. RN-A stated this was not reported to the
stale agency.

The adminisirator submitted an ‘emall as part of
1heinvestigation. On7/10/13 at 1:50 p.m. the
administrator sent an email to the nurse who filled
out an incident report including, *l don't have
enough information on this. Multiple bruising with
one being quite large neads more investigation.
Did we abserve rasident bump chair? If so, doss
that explain all bruising on bath legs and thigh?..."
The nurss respanse in the email on 771013 at
1:56 p.m. indicated, "Yes staff has seen him
bump into chairs when going to sit down for

FORM CIMS-2667(02-09) Previous Versions Obsolete Event 1D: VKFY12 Faciity 10: 00792 If continuation sheet Page 3 of 68




PRINTED: 08/09/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES ’ FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES COMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPUER/CLIA (X2 MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING CQM?LETED
: R
245427 B. WING 07/24/12013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

801 SOUTHEAST WILLMAR AVENUE

BETHESDANH PLEASANTVIEW
HES . WILLMAR, MN 65201

4} D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X8)
PREFIX (EAGH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX - {FACH CORRECTIVE AGTION SHOULD BE COLPLETION ~
TAG REGULATORY OR LSCIDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
{F 228} | Continued From page 3 {F 225}

meals and yes it does explain all of them. He has
bumped into a chair when he has went to sit and
has come from both sides.”

Although the facility identified R86 had multiple . s
bruises of unknown origin, the facility did not ) '
complete a thoroughly investigation or report it to

the state agency.

R69 had multiple bruises of unknown origin L

identified by the facility which was not thoroughly R69 - An incident report was completed

Investigated or reported to the state agency. ?nd submitted on 8/15/2013.
nvestigation report is being completed.

R89 had diagnoses ncluding dementia. The .

quarterly MDS dated /10/13 identified R69 had Direct care staff members who worked

severe cognltive Impairment and was with Rf;mqent 69 in th'f’ days' prior and

independent with all activities of daily living. day of incidents were interviewed by

Assistant Administrator or interim
DON. Training regarding
investigation when injuries of unknown

R69's care plan dated July 2013, did not identify
the resident had any physical aggression.

A Resident injury/ incident report form dated origin are found as well as behavior
7/10/13 indicated R69 "had a blue fading brulse 7 management will be completed for

cm x 9 ¢m to left butteck, mulfiple (6) red/ purple nursing staff by 8/30/13. CMS '
brulses to right forearm (0.5 cm and 0.8 cm), Dementia training consists of 6 modules
soab to right knee measuring 1 em x 0.8 ecm." . . .

The explanation of how the Injury occurred was — we are currently training ali' nursing
"Bruise to left buttock occurred from fall on staff on module 1 and this training will
7/6/13- see IPN (Interdisciplinary progress notes). be completed by 8/30/2013. The restof
Scab to right knee and bruises to forearm are : the rriodules will be completed ona

consistent with recent behaviors- hitting and

kicking out at staff throwing walkers; see IPN monthly schedule over the next 5

notes 7/9/13." The investigation did not include months, Resident died at facility on
any staff interviews nor did it include who was 8/10/2013,

working with the resident when she was

cornbative.

REO's 1PN notes dated 7/5/13, Indicated “At 1400
resident was found sitting.on her tuttocks at the
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foot of the recliner with her pressure alarm under
her, she stated that she was trying fo get from her
recliner to wheelchalr and slipped on the floor.”

R69's IPN notes daled 7/9/13 at 11:54 a.m.
indicated "Resident was up In wheelchair at
change of shift this morning. She was hitting out
af staff saying 'vou cant tell me what to do.”
Resident was also kicking at housekeeper and
yelling at her te get out of the housekeeping
supply room..."

Another Resident injury/ incidant report form
dated 7/15/13 for R69 indicated the resident had
Yon the left amm a few small bruises throughout
forearm with & 1.5 ¢m x 1.5 cm mid forearm
bruise which are consistent with recent behaviors,
including hitting and kicking out at staff, throwing
walkers and scooting along in her wheelchair and
bumping into things. On her back side she
continues with her large 10 cmX 7 cm on left
buttock from her fall on 7/5/13 along with 2 1 cm
x 1 cm bruise above this one on her inner back of
left thigh measuring 2 cm x 4 ¢m). Has one bruise
on right hip/ thigh area measuring 4 cm x 2 e,
Conslstent with her fall on 7/6/3 or from
transferring self onto the toilel." The staft
interviews indicated RN-C "feels these back slde
bruises are from her fall. This writer toileted
resident and right hip/ thigh brulse is consistent
with sitting on toilet and wheelchair too close and
hitting the edge of it."

During Interview on 7/23413 at 10:00 a.m. RN-A
stated R69's bruises were not reported to the
state agency. RN-A verified a resident being
"combative” Is not a explanation for brulsing and
this should have been reported.

{F 225)
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During interview on 7/24/13 at 8:40 a.m.
administrator stated R89 brulsing was not
reported because R69 stated she bumps into
things all the.time. She also stated she balieved
RB9's brulses were explainable bacause of her
being combative and a recent fall. Tha
administrater was notifled by email of this _
incident.

Although R69 had multiple bruising which could
not be explained, and the regident had severe
cognitive impairment and was recently
"combative" with cares, the facility did not
thoroughly investigate or report the incldenis to
the state agency. ‘

R124 recelved bruising from belng combative
with cares and bruising of her wrists while being
held down by staff. The facility did not complste a
thorough investigation or report tha Injury to the
slate agency.

R124 had diagneses Including Alzheimer's
disease and psychosis. The significant change
MDS daled 5/10/13 tdentified the resident had
severe cognitive impairment and was an
extensive assist with all ADL's.

R124's care plan dated July 2013, indicated R124
tiad target behaviors of crying, weepiness, telng
angry at other resldents, and refusing care and
medications. However, the plan of care did not
identify R124 had any behaviors of being
combative.

A Resident Injury/ Incident report form dated
7/6/13 indlcated R124 had bruising on anterior of
right wrist measuring 2 cm x 2 cm and a bruise
on posterior of right hand measuring 7.5 cmx 4.5

R124 - An incident report was
completed and submitted on 8/13/2013.
Investigation report is being completed.
Training regarding investigation when
injuries of unknown origin are found as
well as behavior management will be
completed for nursing staff by 8/30/13.
CMS Dementia training consists of 6
modules — we are currently training all
nursing staff on module 1 and this
training will be completed by
8/30/2013. The rest of the modules will
be completed on a monthly schedule
over the next 5 months. Direct care staff
members who worked with Resident
124 in the days prior and day of incident
were interviewed by Assistant
Administrator or inferim DON.
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The two alleged perpetrators were
{F 225} Continued From page 8 {F 225} linterviewed and re-educated by Interim
cm. The description of the cauge of the bruising DON on 8/19/13 and 8/20/13 on
was "Resident was being combative and resistive : : : :
with cares on overnight with toileting. Staff Resident R.lghts, neve?r hol.dlng l‘ESI..del_ltS
holding residents wrists from hurling herself and down, and 1nd1v1f:luahz.cd n;ltervennons
staff.” The investigation did not include any staff and care for dealing with difficult
interviews or identify staff members who was behaviors, A behavior assessment was
working with R124 and was "holding the residents done for resident on 8/19/13.
wrists." ‘ ‘
During interview on 7/23/13 at 10.00 a.m. RN-A
stated she felt R124's bruising was explainable
because R124 had been combative and staff had
sald they needed to hold her wrists to do cares.
RN-A verified the investigation was not complete
as it did nof include any staff interviews nor did
R124 being combative explain why sha should
have brulsing. -
During interview on 7/24/13 at 8:40 a.m. the
adminisirator stated staff should not be holding
residents wrists to do cares, but, the facllity feit
like the brulsing was explainable so they did not
need to report It. The administrator recelved an
email ragarding the bruise of unknown origin on
7613,
Although the facility identified staff had to hold
R124's wrists to do ¢arés and she had bruising
related to it; the facility did not thoroughly
investigate or report it to the state agency.
| R118 had brulsing of unknown origin which the
facllity did not thoroughly Investigate or report to
tie stale agancy.
R118 had diagnoses including dementia. The . L ;
quarterly MDS dated 4/12/13 ldentifled the R118 1 tAg ll}((:;del}:l)t r%:o&.‘t wa;n 3/2013
resident had severe cognitive impairment and comp -e < . and su In.l ¢ .on ’
needed extensive assistance with all activities of Investigation report is being complefed.
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Direct care staff members who worked
{F 225} | Confinued From page 7 {F 228} with Resident 118 in the days prior and

dally living.

R118's care plan dated July 2013 indicated the
resident has a history of skin tears to hands and
arms and bruising. '

“The facility provided two Resident Injury/Incident

report forms for R118, both dated 7/15/13 with
the same time of 8:30 p.m. One of the reporis
indicated the resident had purple bruising to right
arm as follows: 8 om x4 cm on top of hand, 2
cm x 1 om on wrist, 2 cmyx 1 cm on forearm.
Purple brulse to left shin 1 cm x 4 em, and brown
brulse to right shin 3emx 1.5 cm. The
investigation was brulsing to right forearm
cccuired from bumping arm on wheelchair.
Bruising to left and right shin occurrad from
residents legs touching appropriate area during
use of standing . An email sent to the
administeator dated 711713, 2 days after the
incident report was filled out, indicated "transfer
was observed and done correcHly; resident legs
do touch as they need to for correct use of fift..."

The second Resident injuryfincident report forms.
for R118 dated 7/15/13 at 8:30 p.m. indicated the
resident had ieft arm skin tear and brulses. The
incldent oceurred "left arm on lap and forearm
was under arm rest and when she pulled arm out
skin tear occurrad due to bruise already there and
fragiie skin.

The IPN note dated 7/15M13 indicated "while staff
was gelting resident ready for bed she found a
skin tear on left upper forearm that measures 7
¢m long that curves et the bottom towards the
elbow. The area had fresh blood and arm had

"been oniap and forearm was under arm rest...

Thers Is a large bruise on upper forearm to slbow

day of incident were interviewed by
Assistant Administrator or Interim
DON. No staff members reported
witnessing any staff member being
rough with resident, While bruising is
still unknown, it is suspected by
interviews that hand and-arm bruising
occurred from resident frequently
placing hands and arms under the
wheelchair arm rest. 1t appears R and L
shin bruising oceurred from using PAL’
lift. Transfer has been observed by RN.
Training regarding investigation when
injuries of unknown origin are found as
well as behavior management will be
Icompleted for nursing staff by 8/30/13.
CMS Dementia training consists of 6 -
modules - we are currently training all
mursing staff on module 1 and this
training will be completed by
8/30/2013, The rest of the modules will
be completed on a monthly schedule
over the next 5 months,

20 randoin resident transfer audits
consisting of any transfer using a
transfer belt or mechanical lift including
8 day shift, 8 evening shift, and 4 night
shift will be completed weekly by LPN
or RN staff for 4 weeks. Results will be
reviewed to the QA committee and
additional action plans developed as
heeded.
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that is irregular in shape and tha inside edgse Is
where the skin 1gar is. The bruise measures ™10
cm x5 cm. Multiple small .2 em x 5 cm bruise
surrounding larger bruise... Resident also has
multiple bruising ali purple in color on right arm: 8
cm x4 cm top of hand, 2 cm x 1 cm wrist, 2 cm x
1 ¢m forearm. left shin 1 om X 4 cm purple bruise.
Right ahin 3 om x 1.5 om brown brulse..." The
investigation does not include any staff inferviews
nor does not Identify on the second report why
R118 had multiple small brulsing which was not
explained.

During interview on 7/24/13 at 8:40 a.m. the
administrator stated she felt this one "was pretty
straight forward." She stated R118 had a history
of having fraglle skin and bruising is "expected”
with R118. '

Although the facility identified R118 had multiple
brufsing which could not he explained, the facility
falled to a complete a thorough investigaticn and
the state agency was not nofified. )

R129 had bruises of unknown origin identified by
the facility which was not thoroughly investigated
or reporied to the state agsncy. '

R129 had diagnoses of Alzheimer's disease,
psychosis and anxiety. The quarterly (MDS)
dated 7/12/13 indicated she was cognitively
impalred and needed extensive assistance with
(ADL)'s.

R129 - An incident report was
completed and submitted on 8/13/2013,
Investigation report is being completed.
Resident R129 is currently admitted to
Meeker Memorial Hospital Behavioral
Services due to severe behavioral
COTNCErns.
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Per care plan, resident has poor vision,
{F 226} | Continued From page 9 {F 225} when up in wheelchair she frequently
R12¢' cutrent plan of care dated July 2013 bumps into tables, desks, or residents’
Indicated she had moodibehavior Issues was ob whee! chairs causing bruising to lower
a secured memory care unit. Ths current plan of . - )
care also indicated that she curses, hits, kicks Arms. Du‘efc‘; care. staffmen}bers who
and pushes. R129's care plan further states she worked with Resident 129 in the days
has skin impalrment related to decreased mability prior and day of incident were :
ﬁn'd Wr?ak!“ﬁs_s- 1:1 ?9 has Pt:"’; Vis“’"; \;'h?“b:lp in interviewed. No staff members reported
ar wheelchair she frequently bumps into tables, s : : .
desks or residents wheelchairs causing bruises to Wltnesmgg an}Z staffmen.lber bemg
lower arms. rough with resident, Resident receives
: ASA daily which can increase the
A facllity resident injury/incident report form dated severity of bruising. When resident
on her right elbow, 3 cm x 2 ¢m bruise on le P ‘s )
am, 1 c’ﬁl X1 cm braise on left hand, 2 cm x 1.5 will include offering resident to wear
cm bruise to top of right hand and 2 ¢m x 1 cm long sleeves and/or Dermafit for .
bruise on her fight hand. the explanatlon for the protection of her arms. Training
bruise indicated "resident has poor vision. She rggarding jnvesﬁgation when inju_ﬁes of
does wander in her wheelchair and she runs and unknown origin are found as well as
bumps herself and hands and arms on abjects. behavi twill b
She also has been combative hitting, scratching, CRAVIOT management wil! be
desiroying belongings." The intervention was completed for nursing staif by 8/30/13.
"will reproach her with putting the dermafit CMS Dementia training consists of 6
{protective clothing) on arms and she does modules — we ate currently training all
remove the dermafit and to wear fong slesves.” nursing staff on module 1 and this
The report indicated the administrator was s .
noliflad but the state agency was not notified. training will be completed by
8/30/2013. The rest of the modules will
Review of R129's progress note dated 7/4/13 be completed on a monthly schedule
indicated at supper resident became agitated, gver the next 5 months,
she was, "Yelling at staff and refused her
medications stating she doesn't need that shit
and to get away from her, She was also asking
were the door was to gef cutside. She was going
into other residents rooms. She stated she would
smash the window fo get out. After supper she
was wondering the dining area running into
whealchairs and {ables."... At 5:45 p.m. she was
given Alivan {antlanxiefy medleation) 1 myg
Fom.mhis-zss%(uz-es) Praviaus Verslons Obsolete Event iID:VKFY42 Facifty ID: 00792 It continuation sheet Page 10 of 68
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(miligram) intramusculardy (IM); writer had to hold
her arms down while LPN {llcensed practical

-nurge ) gave the shot due 1o her swearing, hitting
and scratching...”

During interview 7/23/13 at 11:09 a.m., with the
Nurse Consultant (NC)-A who stated that R129
does have behaviors and wili hit the walls, arm of
chair and strike out. The NC further stated the
staff snould not be holding the residents down.
The NC verified as part of the investigation they
did not look into the staff holding R129's hands
down as the cause of the bruising. The NG
further stated they should have investigated
further,

Although R128 had multiple brulsas on her arms
and hands noted after her hands were hald down
to receive Ativan IM, the facility falled to
thoroughly investigate the cause of the bruising.

R78 had an incident of staff neglect with
transferring. The state agency was not notiffied
immediately nor was a thorough investigation
completed thatincluded staff names,

R78 had diggnosss Including dementia and
hip/joint pain. The quarterly MDS daled 5/3/13,
identified the resident had severe cognitive
Impairment and needed extensive assistance with
ADL's.

R78's care plan dated July 2013, identified R78
required extensive aaslst of two staff with a gait
belt or a PAL or hoyer lift, depending on the
resident strength and pain level that day.

The facl!iiy submitted an incident report to the the

R78 - Both NA-F and NA-H had been
educated regarding Safe Patient
Handling policy and were re-educated
on following this policy as well as
individualized resident care planning,
Corrective actions were completed with
both NAs on 7/21/13. R78 will be r¢-
evaluated for transfer ability, 20
random resident transfer audits
consisting of any transfer using a
transfer belt or mechanical lift including
8 day shift, 8 evening shift, and 4 night
shift will be completed weekly by LPN
or RN staff for 4 weeks. Results will be
reviewed to the QA committee and
additional action plans developed as
needed.
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state agency dated 7/21/13 identifying on 7/20/13
“two staff members were assisiing resident to
transfer from her racliner to her wheelchair,
Resident began to fall and was lowered to the
floor by staff. Abrasion present fo residents right
side caused by rubbing against seat of wheelchair
during fall. No transfer belt used during transfer."
Although the incident occurred on 7/20/43, this
was not reported fo the state agency uniil

7/21/13, one day after the Incldent.

The investigative report dated 7/21/13 submitted
to the slate agency regarding R78 indicated,
..."Cara plan was not being followed, as no
transfer beli was belng used with transfer.” The
investigation did not identify who the staff
member was but indicated "Corrective action
Included a verbal warning for both staff members
prasent at the time of the fall.."

During interview on 7/24/13 at 8:40a.m. the
facility administrator stated she was unsure who
the two staff members that were not transferring
R78 according to the plan of care of 7/20/13. She
verified this was not reporied Immediately to the
state agency, It was reporied the next day.

During interview on 7/24/13 at 9:45 a.m. the
administrator stated the staff who did not transfer
R78 according to the plan of cars on 7/20/13 wes
Identified by {unknown) nurse as nursing
assistant (NA)-F and NA-H,

Education and corrective aclion was requested

for NA-F and NA-H buf was net provided by the
facllity.

R40 was identified by the facllity as experiencing -

{F 228)
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R40 - Staff members that were working
{F 225} Continued From pags 12 {F 225} \with R40 at the time around the incident
staff neglect at the facllity on 7/3/13, Although the have been identified and were

facility reported this {o the stats agency, the
investigation was Incomplete as there were no
staff Interviews or staff identified who had been

interviewed. CNA staff members were
re-educated on TAB/pressure alarm use,

working with R40. [nterim DON or designee will complete
10 random audits on TAB/pressure
R40 had diagnoses including Alzheimer's alarm checks per week x 3 weeks,

disease. The quarterly MDS dated 4/12/13, : :
identified the resident had severe cognitive Audit }'esults will l.)e rep orted to ?A d
impaimment and needed extensive asslstance with committee and action plans develope
allADL’s. as needed.

R40's care plan dated July 2013 indicated the
regident was at risk for falls and the resident had
& pressure atarm to bed and a body pillow and
concave mattress while In bed. '

The initial report to the state agency dated 7/3/13
identified R40 "was found on floor by her bed at
8:40 a.m. 7/2/13. Resident was incontinent of
howel and bladder." There was no-further
Information on the initial report.

The investigative report submitted to the state
agency on 7/9/13, 6 days after the initial report
indicated, "Care plan stated TAB alarm and
pressure alarm to be used while in bed, Cara
plan interventions ware not being followed as the
pressure alarm was found to be unplugged when
[R40] was found on the flGor by her bed... Staff
was Interviewed and information was inconciusive
as to if the pressure alarm was plugged In the
evening before or when it bacame unplugged.
Evening staff did state they had the TAB alarm
¢lipped to [R40] when she went to bed but not
sure of the pressure alarm... Nursing staff from
day shift interviewed and reported [R40] removes
TAB alarm and that it also was not sounding
when she fall nor was the prassure alarm. The

4
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TAB alarm was attached when night staff left at
6:30 a.m. but not sure of the pressure atarm...
Staif on all shift will be re- educatad."

During interview on 7/24/13 at 8:40 a.m. the
administrator stated there was no further
investigation available related to which staff were
interviewed or what staff were caring for R40 at
the time of the neglect. The administrator verified
the investigative report was submitted on 7/9/13,
6 days after the initial report.

Education for staff regarding the 7/3/13 neglect
inclient with R40 was requested but not provided.

The facility submitted three reports to the state
agency regarding neglect and possible abuse by
MNA-E for residents R122, R99, and R3. Howevar,
the facliity did not submit a thorough investigation
regarding the past allegations and patiern of
alleged mistreatment by NA-E.

R122 quarterly MDS dated 5/31/13 identified the
resident had moderate cognitive impairment and
needed axtensive asslstance with all ADL's.

A Incident report was submilied to the state
agency regarding R122 on 5/4/13. The incident
details indicated the resident and wife stated that
NA-E "is mean, he makes me [ay in bed rather
than sit in recliner, he wants te put me in my
wheelchair when | want to sit in my recliner and
he lies fo me about the time.” The date the
Incldent occurred is "unknown.”

The investigative report submitted to the stafe
agency regarding the Incldent with R122 and

NA-E dated 5/10/13, 6 days after the Intiat report.
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R122 - Tracking system has been
implemented to identify name of
carcgiver that is involved in each
resident incident in order to determine if]
a pattern with a certain caregiver is
occurring with incidents. Resident was
intetviewed. NA-E did resign from the
facility on 7/3/2013. '
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The investigation indicated, NA-E stated "R122
préfars to stay in his recliner until after §:00 p.m...
when planning his ime and attempting to meet all
of his residents needs, there ware times he had
to assist [R122] to his wheelchair at 4:45 p.m...
[NA-E] went on to tell writer, | would never hurt
my residents... residents interviewed...” Muliiple
residents were interviewed and the response
regarding NA-E was "He is quick to answer calt
light” "[NA-E] Is careful with transfers." The
report did not identify that NA-E had a pattern of
allegations of mistreatment made by two other
resident R99 and R3.

R89 annuat MDS dated 4/26/13 Identified the
resident had no cognitive impairment and needed
extensive assistance with ADL's.

A facliity incident report dated 5/6/13 regarding
R98 indicated the resident stated "that one alde
throws me into bed and stated this happsned in
the day and evening..." The alleged perpetrator
was identified as NA-E.

The Investigative report submitted on 579413
ragarding R89 indicated NA-E "work parformance
has been positive. - residents interviewed...”
Multiple residents were interviewed and the
response regarding NA-E was "He is quick to
answer call light” "[NA-E] is careful with
transfers,” There was nothing in the investigation
regarding the other allegations of naglact and
maltreatment made by R99 and R3.

NA-E was interviewed and does not remember
anyincident as described by R89. There was
nathing in the investigative report regarding the
other allegations made by R122 and R3.

R99 - Tracking system has been
implemented to identify name of
caregiver that is involved in each
resident incident in order to determine if]
a pattern with a certain caregiver is
occurring with incidents.” Resident was
interviewed. NA-E did resign from the
facility on 7/3/2013.
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R3 quarterly MDS dated 8713 Identified the
resident had no cognitive impairment and needed
extensive assistance with ADL's.

R3 reported allegations of staff maliraatment
from NA-E and aninvestigative report was
submitted to the state agency on 6/4/13. The
incldent delails on the report to the state on
6/4713 indicated "During survey, [R3] informed
surveyor that a staff person was rough with her
during cares. She also staled that she had ]
reported this at her last care conference...” The
survey was exited on 6/8f13 and this was not
reported to the state agency until 6/4/13.

The investigative report submitted to the siate
agency dated 6/7/13 ndicated, R3 "informed a
surveyor a staff person was rough with her...
Wiriter Interviewed [R3] on 6/4/13 and she does
recall informing the surveyor that NA-E was
rough... she stated he just doas things

fast... Multiple residents were interviewed and the
response regarding NA-E was "Ha Is quick to
answer call light." "[NA-E] Is careful with
transfers.” NA-E was inferviewad and does not
remember any incident as described by RS9,
There was nothing in the investigation regarding
the pattern of allegations of neglect and
maltreatment made by R99 and R3.

Although the facility reported allegations of
possible naglect and abuse regarding NA-E with
residents R122, R99, and R3; the facillly did not
complete a thorough Investigation regarding the
history of abuse and neglect-accusations for
NA-E.

NA-E resigned from the facliity 7/3/13.

{F 225}

R3 - Tracking system has been
implemented to identify name of
caregiver that is involved in each
}esident incident in order to determine if]
a pattern with a certain caregiver is
loccurring with incidents. Resident was
interviewed. NA-E did resign from the
facility on 7/3/2013.
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{F 226} | 483.13(c) DEVELOPAMPLMENT
$s=E | ABUSE/NEGLECT, ETC POLICIES

The facility must deveiop and implement written
policies and procedures that prohtbit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

This REQUIREMENT I8 not met as evidenced
by:

Based on Interview and document review, the
facility failed to ensure the facility policy was
followed regarding investigating and reporting
allegations of abuse/mistreatment and bruising of
unknown origin for 5 of 5 resident with brulses of
unknown origin reviewed, R86, R69, R124, R118
and R129,

In addition, the facility failed fo ensure the abuse
policy was followed regarding submitéing reports
to the state agency which included a thorough
investigation and/ or reporting immediately to the
state agency for 5 of 9 reports reviewed that were
sont {o the state agency for residents R78, R40,
R122, R99, and R3.

Findingsinclude:

The facility Abuse Prevention Policy/ Procedure
dated 5/71 3 indicated "All alleged violations of

-1 mistreatment, neglect, abuse, Injury of unknown
origin, and misappropriation of resident property
will be reported Immediately to the Administrator,
OHFC (slate agency)... All alleged mistreatment,
- | abuse, neglect, injurtes of unknowrn origin... will
be investigated by doing the following...
Immediately report allaged incident to
administrator. Gomplete a resident incldent/
injury report form and submit report to state

{F 226} The facility will develop and implement |8/30/13
written policies and procedures that
prohibit mistreatment, neglect, and
abuse of residents and misappropriation
of resident property.
Residents R86, R69, R124, R118, and
R129 have had bruises of unknown
origin fully investigated and reported to
the appropriate state agencies per
policy. _
Residents R78, R40, R122, R99,
and R3 had reports submitted to
the state agency and have now
had a thorough investigation
completed.
Policy and procedure for abuse
prevention has been reviewed and is
current, Management staff and
professional nurses have been re-
" leducated on conducting a full
investigation when injuries of unknown
origin are found.
Training regarding investigation when
injuries of unknown origin are found as
well as behavior management will be
completed foi nursing staff by 8/30/13.
MS Dementia training consists of 6
odules — we are currently training all
ursing staff on module 1 and this
aining will be completed by
8/30/2013. The rest of the modules will
e completed on a monthly schedule
over the next 5 months.
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agency. Interview involved staff, co-workers of
involved staff. Interview Involved resident, other
residents. Interview any witnesses...The facillty
will electronically submit a full investigative report
of the findings 1o the state agency within five
working days... The report shall lnclude the
following Information as available; Name of
vulnerable aduit. Name and address of alleged
perpetrator or staff responsible for incident,
including job title, social security number, date of
birth, length of employee, any prior incidents of
maltreatment..." The definition of injury of
unknown source on the policy was, "An injury
should be classified as injury of unknown origin or
source when both the following conditions are
met: The source of the Injury was not observad
by any person or the source of the injury could
not be explained by the resident and the Injury is
suspicious becauss of the extent of the injury or
the location of Injury {eg. the injury is located in
an area not generally vulnerable to frauma) or the
number of injuries observed at one particular

_peint in time or the incident of injuries over time...

Physical abuse: Includes hitling, slapping,
pinching, scratching, spitfing, holding roughly, elc.
it also includes controlling behavior through
corporal punishment."

R8&6 had a bruiss of unknown origin Identified by
the facility which was not thoroughly investigated
or reported to the state agency per facllity policy,

R86 had diagnoses of senile dementia. The
guarterly minimum data set (MDS) dated 6/24/13
Identifled the resident had severe cognilive
impairment and required extensive assistance
with most activities of daily living (ADL's).

R8d's care plan dated July 2013, indicated "staff

Edministrator notification and

“completion of full investigation and

reporting to OHFC per policy. All files
will be audited x1 month, then random
audits of 3 files will be conducted
weekly x 3 months. Audit results will
be reported to QA committee and action
plans developed as needed.

R86 - An incident report was completed
and submitted on 8/6/2013. Staff
members working in the Memory Care
Unit where R86 resides were
interviewed, Investigation report was
completed and submitted on 8/13/2013.
Resident does have a history of
bruising;
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{F 228} | Continued From page 18

will assist [R86] with sitting down in
chair-requently will hit his thigh and calf on arms
of chair when sitting down."

A facility resident injury/ incident report form
dated 7/10/13 indicated R86 had "brulse on right
calf measuring 3 cm 3 c¢m and 2 busies on his left
thigh measuring 8 cm x 4cm and one measuring
3 cm x 2 cm and one on his left calf measuring 3
om x 1 cm. The explanation was "Injutles are
consistent with belng pinchedf bumped on chair.
Staff has seen him bump Into a chair when he
has ¢come to sit for meals and from sitting down
hard In chair.” The report did not include any staff
interviews or names of staff who had worked with
the resident in the past several days.

During interview on 7/23/13 at 10:00 a.m.
registerad nurse (RN)-A stated R86's brulsing did
not match the explanation regarding the resident
sitting down in the chair "hard.” She also verified
the bruising of unknown origin for R88 was not

‘thoroughly investigated and did meet the
definition of a reportable bruise of unknown
orlgin. RN-A stated this was hol reported to the
state agency per facility polley.

The administrator submitted an ematl as part of
the investigation. On 7/10/13 &t 1:50 p.m. the
administrator sent an emall to the nurse wha filled
out an incident report stating, "I don't have
enough information on this. Multiple bruising with
one being quite large needs more invesiigation.
Did we cbserve resident bump chair? If so, does
that explain all bruising on both legs and thigh?..."
The nurse response in the email on 711013 at
1:68 p.m. indicated, "Yes staff has seen him
bump into chairs when going to sit down for

meals and yes it does explain all of them. He has

he is ambulatory in the Merry Walker
{F 226}land has been observed by multiple staff
members to bump his arms, hands, legs,
ete. on objects while in the Merry
Walker. New interventions were
implemented including monitoring and
documenting when staff members
observe resident hit his arms, hands,
legs, efc. on objects as well as
monitoring and documenting whenever
staff members observe resident being
cotnbative by noting how he is
combative. A behavior assessment was
done for resident on 8/12/2013 — the
behavior assessment includes a list of
interventions for staff to attempt to
utilize when R86 becomes combative.
Maintenance department was notified
on 8/13/2013 to request for resident’s
bed to be evaluated.
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bumped into & ¢hair when he has went to sit and
has come from both sides.”

Although the facility identified R86 had muitiple
bruises of unknown origin, the facility did not

complete a thoroughly investigation or report it to .

the state agency per facility policy.

R69 had multiple bruises of unknown origin
Identified by the facility which was not thoroughly
Investigated or reporied to the state agency per
faciity policy.

R69 had diagnoses including dementia. The
quarterly MDS dated 5/10/13 identifted the
resident had savere cognitive impairment and
was indepsndent with 2ll activities of daily living.

R69's care plan dated July 2013, did not identify
the resident had any physical aggression,

A Resident injury/ incldent report form dated
7/10/13 indicated R69 "had a blue fading bruise 7
om x 8 cm o left buttock, multiple () redf purple
bruises to right forearm (0.5 cm and 0.8 cm),
scab to right knee measuring 1 cmx 0.8 cm.”
The explanation of how the injury occurred was
"Brulse to left buttock occurred from fall on
7/5/13- see IPN (interdisciplinary notes). Scab to
tight knee and bruises to-forearm are consistent
with recent behaviors- hitling and kicking ouf at
slaff/ throwing walkers; see IPN notes 7/8/13."
The investigation did not incliude any staff
interviews nor did it include who was wdrking with
the resident when she was combative.

Another Resident injury/ incldent report form
dated 7/15/13 for R69 indicated the resident had
"on the left arm a few small bruises throughout

R69 - An incident report was completed
and submitted on 8/15/2013.
Investigation report is being completed.
Resident died at facility on 8/10/2013.
Direct care staff members who worked
with Resident 69 in the days prior and
day of incidents were interviewed by
Assistant Administrator or interim
DON. Training regarding =
investigation when injuries of unknown
origin are found as well as behavior
management will be completed for
mursing staff by 8/30/13. CMS

- we ate curreritly training all nursing
istaff on module 1 and this training will
be completed by 8/30/2013. The rest of
the modules will be completed on &
monthly schedule over the next5
months,

Dementia training consists of 6 modules|

© FORM CMBE-26687(02-08) Previeus Versions Obsolete

Event 10: vkFY12

Fasilty [D; pa792

I con!muaﬁoﬁ gheet Page 20 of 68




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

PRINTED: (8/09/2013
FORM APPROVED
OMB NQ. §938-0391

STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIERICLIA
AND PLAN OF CORREGTION IDENTIFICATIONNUMBER:

245427

(X2) MULTIPLE CONSTRUGTION
A. BUILDING

B. WING

{X3) DATE SURVEY
COMPLETED

R
07/24/2013

NAME CF PROVIDER OR SUPPLIER

BETHESDA NH PLEASANTVIEW

STREET ADDRESS, CITY, STATE, ZIP CODE
901 SOUTHEAST WILLMAR AVENUE
WILLMAR, MN 66201

-

(x4) 1D
PREFIX
JAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY ORLSG IDENTIFYING INFORMATION}

D PROVIDER'S PLAN OF GORRECTION

%5}
PREFIX . {EACH GORRECTIVE AGTION SHOULD BE COMPLETION
TAG  CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFIGIENCY)

{F 226)

Cantinued From page 20

forearm with & 1.5 cm x 1.5 cm mid forearm
bruise which are consistent with recent behaviers,
including hitting and kicking out at staff, throwing

| walkers and scooting along in her wheelchair and

bumping into things. On her back side she
continues with her large 10 cm x 7 cm on left
buttack from her fall on 7/6/13 along with a 1 cm
% 1 cm bruise above this one on her inner back of
left thigh measuring 2 cm x 4 cm. Has one brulse
on right hip/ thigh area measuring 4 cmx 2 cm.
Conslstent with her fall on 7/6/13 or from-
transferring seif onto the toliet.” The staff
interviews indicated RN-C "feels these back side
bruises are from her fall. This wriler toileted
resident and right hip/ thigh bruise is consistent
with sitting on teilet and wheelchair too close and:
hiiting the edge of it."

During interview on /23713 at 10:00 a.m. RN-A
stated R69's bruises were not reported o the
state agency per facility policy. RN-A verified a
resident being "combative" is not a explanation
for bruising and this should have been reported
and investigated.

During Interview on 7/24/13 at 8:40 a.m.
administrator stated R69 bruising was not .
reported hecause the resident stated she bumps
into things all the time. She also siated she
believed R69's bruises were explainable because
of her baing combative and a recent fall. The
administrator verified this was not reported to the
state agency par facility policy.

Although R68 had multiple bruising which could
rtot be explainad, and the resident had severe
cognitive impairment and was recently
*combative® with cares, the facility did not
thoroughly investigate or report the incidents to

{F 226}
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the state agency per facllity policy.

R124 received bruising from being combative
with cares and staif was holding the residents
wrists. The facility did not complete a thorough
investigation or report it fo the state agency per
facility policy.

R124 had diagnoses Including Alzheimer's
disease an psychosis. The significant change
MDS dated 6/10/13 identified the resident had
severé cognitive impairment and was an
extensive assist with all ADL's,

R124's care plan dated July 2013 indicated R124
had target behaviors of crying, weepiness, being
angry at other residents, and refusing care and
medications.. However, the plan of care did not
Identify R124 had any bshaviors of being
combative,

A Resident injury/ incldent report form datad
7/6/13 indicated R124 had bruising on anteriar of
right wrist measuring 2 cm x 2 cm and a bruise
on posterior of right hand measuring 7.5 cm x 4.5
cm. The description of the cause of the bruising
was "Resident was being combative and reslstive
with cares on overnight with teileting. Staff
holding residents wrists from hurting herself and
staff.” The investigation did not include any staff
interviews or what staff was working with R124
who was "holding the residents wrists.”

During Interview on 7/23/13 at 10:00 a.m. RN-A
stated she felt R124's bruising was explainable
becatise the resident had been combative and
staff had said they needed to hold her wrists to do
cares. RN-A verified the investigation was not
coemplete as it dld not include any staff interviews

R124 - An incident report was
completed and submitied on 8/13/2013.
Investigation report is being completed,
All nursing staff will be educated on
behavior management including
appropriate, individualized
interventions, Direct care staff
members who worked with Resident
124 in the days prior and day of incident:
were interviewed by Assistant
Administrator or interim DON, The
two alleged perpetrators were
interviewed and re-educated by Interim
[DON on 8/19/13 and 8/20/13 on
Resident Rights, never holding residents
down, and individualized interventions
and care for dealing with difficult
behaviors. Training regarding
investigation when injuries of unknown
origin are found as well as behavior
management will be completed for
nursing staff by 8/30/13. CMS
Dementia training consists of 6 modules
— we are currently training all nursing
staff on module 1 and this training will
be completed by 8/30/2013, The rest of
the modules will be completed on a
monthly schedule over the next 5
months.

FORM CMS-2587(02-99) Previcus Varsions Obsclota

Evenl [DIVHFY {2

Faciity ID: CO792

If continuaticn sheet Page 22 of 66




' : . PRINTED: 08/09/72013
DEPARTMENT OF HEALTH AND HUMAN SERVICES : 'FOTRM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA (¥2) MULTIPLE CONSTRUCTION ' (X3) DATE SURVEY

AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A. BULDING . COMPLETED
R

: 245427 B. WING 07/24/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STAYE, ZIP COUE
201 SOUTHEAST WILLMAR AVENUE
WILLMAR, MN 56201

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 REGUIATORY OR LEG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THEAFPROPRIATE DATE

DEFICIENGY)

BETHESDA NH PLEASANTVIEW

{F 226} | Continusd From page 22 : , {F 226}
nor did R124 belng combative explaln why she
should have bruising. RN-A verified this shoutd
have been reported fo the state agency and the
Investigation was not complete.

During interview on 7/24/13 at 8:40 aum. the
administrator stated staif should not ba holding
residents wrists 1o do cares, but, the facllity felt
like the bruising was explainable so they did not
need to report it. '

Although the facility Identified staff had to hald
R124's wrists to do cares and she had brulsing
related to it; the facility did not thoroughily
Investigate or report it to the state agency
according to facility policy. '

R118 had bruising of unknown origin which the
facility did not thoroughly investigate or report to
the state agency per facility policy.

R118 had diagnoses Including dementia, The
quarterly MDS dated 4/12/13 identified the
resident had severs cognitive impalrment and
was an extensive assist with all activities of daily
fiving, '

R118's care plan dated July 2013, indicaled the
resident has a history of skin tears to hands and
arms and bruising.

The facilily provided two Resident injuryfincident .
report forms for R118, both dated 7/15/13 vith R118 - An incident report was

the same time of 8:30 p.m. One of the reports completed and submitted on 8/13/2013.
indicated the resident had purple brulsing to right Investigation report is being completed.
arm as follows: 8 cm x 4 cm on top of hand, 2 Staff members working during the

emx 1 emonwrist, 2 cm x 1 ¢m on forearm. . . s s
Purpls bruise to left shin 1 em x 4 m, and brown timeframe of the incident will be

bruise ta right shin3¢m x 1.5 cm. The inferviewed for further details.
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Direct care staff members who worked

{F 226} | Continued From pags 23 {F 226} iwith Resident 118 in the days prior and
Investigation was bruising to right forearm day of incident were interviewed by
occurred from bumplng arm on whesichalr, Assistant Administrator or Interim
Bruising to left and right shin occurred from ) ‘
residents legs touching appropriate area during D,ON' No staff members rep orte.d-
use of standing lit. An ematl sent fo the witnessing any staff member being
administrator dated 7/17/13, 2 days after the rough with resident, While bruising is
Incident report was filled out, indicated “transfer still unknown, it is suspected by
was observed and done correctly; resident legsﬁ interviews that hand and arm bruising
do touch as they nead {o for corract use of fift... ,

occurred from resident frequently
The second Resident injury/incident report forms placing hands and arms under the
for R118 dated 7M5/M3 at 8:30 p.m, indicated the wheelchair arm rest, It appears Rand L
resident had left amm skin tear and brulses. The shin bruising occurred from using PAL
incident occurred "left arm on lap and forearm .
was under arm rest and when she pulled arm out hﬂ', 'I_‘ransfer h%S be.en _Ob,s er\_'ed by RN.
skin tear occurred dus to bruise already there and Training regarding invéstigation when
fragite skin. The IPN note dated 7/116/13 injuries of unknown origin are found as
indicated "while staff was getling resident ready well as behavior management will be
for bed she found a skin tear on left upper completed for nursing staff by 8 /30/13.
forearm that measures 7 cm long that curves at CMS Dementia trainine consists of 6
the bottom towards the elbow. The area had 8 s
fresh blood and arm had been on lap and forearm modules — we ate currently training all
was under arm rest... Thers is a large brulss on nursing staff on module 1 and this
upper forearm to elbow that is irreguiar in shape training will be completed by ,
and the inside edge is where the skin tear is. The 8/30’2013 The rest of the mOdU.lBS will
bruise measures 10 ¢m x 5 om. Multiple smail .2 )
cm X .5 cm brulse surrounding larger bruiss... be compfeted ona monthly schedule
Resident also has multiple bruising all purple in over the next 5 months.
color on right arm: 8 cm x 4 cm top of hand, 2 om
X 1 cm wrist, 2 cm x 1 cm forearm. left shin 1 ain
x4 ¢m purple brulse, Rightshin3emx1.6em
brown bruise..." The invastigation does not
Include any staff interviews nor does it include
why on the second report the resident had
mulliple small bruising which was not explained.
During Interview on 7/24/13 at 8:40 a.m. the
administrator stated she fait this one "was pretly
straightforward.” She stated R118 had'a history
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of having fragile skin and bruising is "expected”
with R118,

Although the facility identiffied R118 had multiple
brulsing which could not be explalned, the facility
failed to ensure a complete investigation was
completed or the state agency was notified per
facility policy.

R129 had bruises of unknown origin identifled by
the facility which was not thoroughly investigated

‘| or raparted to the state agsncy per facillty policy.

R129 had diagnoses of Alzheimer's disease,
psychosis and anxiety. The quarterly {(MDS)
dated 7/12/13 indicated she was cognitively
impaired and needed extensive assistance with
(ADL)'s. -

R129's current plan of care dated July 2013
indicated she had mocdfbehavior issuies was on
& secured memory care unit.  The current ptan of
care also indicated that she curses, hits, kicks
and pushes. R129's care plan further states she
has skin impalment related to decreased mobility
and weakngss. R129 has poor vision, when up in
her wheelchair she frequently bumps Into tables,
desks or residents wheelchairs causing brulses to
lower arms,

A facility resident injury/incident report form dated
715M3 indicated R29 had 2 2.5 cm x 2 ¢m bruise
on her right elbow, 3 cm x 2 em bruigs on left
am, 1 cm x 1 cm bruise on left hand, 2¢m x 1.5
cm bruise o fop of right hand and 2 ¢m x 4 cm
bruise on har right hand.- the explanation for the
bruise indicated “resident has poor vision. She
does wander in her wheelchair and sha runs and
bumps herself and hands and arms on objects.

R129 - An incident report was
completed and submitted on 8/13/2013,
[nvestigation report is being completed.
Resident R129 is currently admitted to
Meeker Memorial Hospital Behavioral
Services due to severe behavioral
concerns. Per care plan, resident has
poor vision, when up in wheelchair she
frequently bumps into tables, desks, or
residents’ wheel chairs causing bruising
to lower arms. Direct care staff
members who worked with Resident
129 in the days prior and day of incident
were interviewed. No staff members
reported witnessing any staff member
being rough with resident. Resident
receives ASA daily which can increase
the severity of bruising, When resident
returns to facility, new interventions
will include offering resident to wear
long sleeves and/or Dermafit for
protection of her arms.

Training regarding investigation when
injuries of unknown origin are found as
well as behavior management will be
completed for nursing staff by 8/30/13.
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She alzo has baen combative hitting, scratching,
destroying belongings." The intervention was
"will reproach her with putting the dermafit
{protective clothing) on arms and she doss
remove the dermafit and to wear long sleeves,
The report Indicated the administrator was
notified but the state agaency was not nofified.

Review of R129's progress note dated 7/4/13
indicaled at supper resident became agitated.
she was yelling at staff and refused her med's
stating she doesn’t need that shit and to get away
from her. She was also asking were the door
was to gei culside. She was going into other
residents rooms. She stated she would smash
the window to get out. After supper she was
wondering the dining area running into
wheelchairs and tahles."... At 5:45 p.m. she was
given Alivan {antianxiety medication) 1 mg
{milligram) inframusculardy (IM); writer had to hofd
her arms down while LPN (licensed practical
nurse ) gave the shot due to her swearing, hitting
and scratching."...

During interview 7/23/13 at 11:08 a.m., with the
Nurse Consuliant (NC) who stated that R128
doas have behaviors and will hit the wells, arm of
chair and strike out. The NC further stated the
staff should not be holding the residents down.
The NC verified as part of the investigation they
did not lock into the staff holding the residents

*| hands down as the causs of the bruising. The
NC further stated they should have investigated .
further.

Although R128 had multiple bruises on her arnis
and hands noted after her hands ware held down
.| to receive Ativan IM, the facility failed to

thoroughly investigaie the cause of the bruising or

CMS Dementia training consists of 6

{F 226} modules — we are currently training all
Eursing staff on module 1 and this

aining will be completed by

8/30/2013. The rest of the modules will

be completed on a monthly schedule

over the next 5 months.

FORM CMS-2567(02-29) Pravious Vessions Obsolsle Event 1D; VIKFY12

Facdity ID: 00762 i coniinuation sheel Page 28 of 88




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/08/2013

report it fo the state agency according to facility
policy. '

The facility did not report staff neglect in
transferring R78 to the state agency immediately
or submit a thorough investigation which included
the staff names according to facility policy.

R78 had diagnoses Including dementia and
hipfoint pain. The quarterly MDS dated 5/313
identified the resident had severe cognitive
impairment and needed extensive assistance with
ADL's.

R78's care plan dated July 2013, identified R78
required extensive assist of two staff with a gait
belt or a PAL or hoyer liff, depending on the
rasident strength and pain level that day.

The facility submitted an incident report to the the
state agency dated 7/21/13 identifying on 7/20/13
"two staff members were assisting resident to
transfer from her recliner to her wheelchalr,
Resident began to fall and was loweret to the
floor by staff. Abrasion present to residents right
side caused by rubbing against seat of wheslchair
during fall. No transfer helt used during transfer.”
Although the incident accurred on 7/20/13, this
was not reported until the next day, 7/21/113.

The investigative report dated 7/21/13 submitled
to the state agency regarding R78 indicated,
..."Care plan was not bging followad, as ne
transfer belt was being used with transfer." The
investigation did not Identify who the staff was but
indicated "Corrective action included a verbal
warning for both staff members present at the

time of the fall..”
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R78 - Both NA-F and NA-H had been
educated regarding Safe Patient
Handling policy and were re-educated
on following this policy as well as
individualized resident care planning.
Corrective actions were completed with
both NAs on 7/21/13. R78 will be re-
evaluated for transfer ability, 20 random
esident transfer audits consisting of any
transfer using a transfer belt or '
mechanical lift including 8 day shift, 8
evening shift, and 4 night shift will be
completed weekly by LPN or RN staff
for 4 weeks. Results will be reviewed
to the QA committee and additional
action plans developed as needed.
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During interview on 7/24/13 at 8:40a.m. the
facitity administrator stated she was unsure who
the two staff were not transferring R78 according
to the plan of care of 7/20/13. She verified this
was not reported immediately to the state agency,
it was reported the next day.
Durlng interview on 7/24/13 at 9:45 a.m. the
administrator stated the staiff who did not fransfer
R78 according io the plan of care on 7/20/13 was
identified by (unknown) nurse were NA-F and
NA-H. ’ -
Education and correctiva action was requested
for NA-F and NA-H but was not provided.
R40 was {dentified by the facility as experiencing R40 - Staff members that were “rorkjng
?;ifﬁgii‘gg;agli‘ﬁ;alg'i';y O? ":"3" 13. A;“:g:gh the with R40 at the time around the incident
i rte e state agency, . .
Investigation was incomplete as there were no have ’f?een identified and were
staff inlervisws or staff identified who had been interviewed. CNA staff members were
working with the residsnt per facility policy. re-educated on TAB/pressure alarm use.
~d0 had i uding Alzhelmar Interim DON or designee will complete
ad diagnoses including Alzhelmers 10 random audits on TAB/pressure
disease, The quarterly MDS dated 4/12/13 v check on £ 3/p ,
identified the restdent had severa cognitive arm CECKS pf:%r WEEK X 5 Weeks.
impaimmant and needed extensive assistance with Audit results will be reported to QA
all ADLs. . committee and action plans developed ’
as needed.
R40's care plan dated July 2013 indicated the
resldent was at risk for falls and the resident had
a pressure alarm to bed and a body pillow and
concave matiress whils in bed.
The Initial report fo the slale agency dated 7/3/13 -
identiffed R40 "was found on floor by her bed at
8:40 a.m. 7/3/13, Resldent was incontinent of
bowel and bladder," There was no further
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Continued From page 28
information on the Initial report.

The Investigalive report submitted 1o the siate
agency on 7/9/13, 6 days after the initial report
indicated, "Care plan stated TAB slarm and
pressure alarm to bs used whils in bed. Care
plan [nterventions were not being followsd as the
prassure alarm was found {o be unplugged when
[R40] was found on the floor by her bed... Staff
was interviewed and information was incenclusive
as to if the pressure alarm was plugged in the
evening before or when it becama unpiugged.
Evening staff did state they had the TAB alarm
clippsd to [R40] when she went to bed but not '
sure of the pressure alarm... Nursing staff from
day shift interviewed and reported [R40] removes
TAB alarm and thal it also was not sounding
when she feil nor was the pressure alarm. The
TAB alarm was attached when night staff left at
6:30 a.m, bul not sure of the pressure alarm...
Staff on all shift will be re- educated.”

Buring interview on 7/24/13 at 8:40 a.m. the
administrator stated there was no further
investigaiion available related to which staff were
interviewed or what staff was caring for R40 at
the time of the neglect. The administrator verified
the investigative report was submitted on 7/9/13,
6 days after the intial report.

Education for staff regarding the 7/3/13 neglect
Incldent with R40 was requested but not provided.

The facility submitted thrae reports to the state
agency regarding neglect and possible abuse by
NA-E for residents R122, R99, and R3. Howaver,
the facility did not submit a thorough invesfigation
regarding the past allegations of allegations of
mistreatment by NA-E.

{F 226}
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R122 quarterly MDS identified the resident had
moderate cognitive impairment and needed
extensive assistance with all ADL's,

A Incident report was submitted o the state
agency ragarding R122 on 5/4/13. The incident
detalls indicated the resident and wife stated that
NA-E "is maan, he makes me lay in bed rather
than sit in recliner, he wants to put me in my
wheelchair when [ want to sit in my recliner and
he lies 1o me about the time.” The date the
incident occurred is "unknown."

The investigative report submitled to the state
agency regarding the Incident with R122 and
NA-E dated 511013, 6 days after the inifial report.
The investigation indicated, NA-E stated "R122
prefers to stay in his recliner uniil after 5:00 p.m...
when planning his time and attempting to meet all
of his residents needs, there were times he had
1o assist [R122] to his wheelchalr at 4:45 p.m...
[NA-E] went on to tell writer, | would never hurt
my resldents... residents interviewed...” Multiple
residents were interviewed and the response
regarding NA-E was “He is quick to answer call
light." "[NA-E]is carsful with transfers.” There
was nothing in the investigation regarding the
other allegations of neglect and maltreatment
mads by R29 and R3.

R98 annual MDS dated 4/26/13 identified the
resident had no cognitive impairment and needed
extensive sssistance with ADL's.

A facility incident report dated 5/6/13 regarding
R99 indicated the resident stated “that one aide
throws me into bed and stated this happsned in

R122 - Tracking system has been
implemented to identify name of
caregiver that is involved in each
resident incident in order to determine if]
a pattern with a certain caregiver is
occurring with incidents. Resident was
interviewed. NA-E did resign from the
facility on 7/3/2013,

RS9 - Tracking system has been
implemented to identify name of
caregiver that is involved in each

resident incident in order to determine if]
pattern with a certain caregiveris
ceurring with incidents. Resident was
interviewed., NA-E did resign from the
acility on 7/3/2013.
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the day and evening..." The alleged perpetrator
was identified as NA-E, The investigative repori
submitted on 5//13 regarding R98 indicated
NA-E "work performance has been posifive.
residents interviewed...” Multiple residents were
interviewed and the response regarding NA-E
was "He s quick 1o answer cali light™ "[NA-E] is
careful with transfers.” There was nothing in the
investigation regarding the other allegations of
naglect and malireatment made by RS0 and R3.
NA-E was interviewed and.does not remember
any Incldent as described by R89. There was
nothing in fha investigative report regarding the

‘| other allegations mads by R122 and R3. The

facility policy indicated the report should inciude
other allegations of alleged staff malireatment
with other restdents. :

R3 quariery MDS dated 6/7/13 identified the
rasident had no cognfiive impairment and naedad
extensive assistance with ADL's.

An investigative report submitted regarding
allegations of staff malireatment from NA-E for
R3 was submitted to the state agency on 64113,
The incident detalls on the report to the state on
6/4H1 3 indicated "During survey, |R3] informed
surveyor that a staff person was rough with her
during cares. She also stated that she had
reporied this at her last care conference...” The
survey was exited on 5/8M13 and this was not
reported until 6/4/13.

The Invastigative report submitted to the state
agency dated 6/7/13 indleated, R3 "informed &
surveyor a staff person was rough with her...
Writer interviewed [R3] on 6/4/13 and she does
recalt informing the surveyor that NA-E was
rough... she stated ha just does things

{F 226}

R3 - Tracking system has been
implemented to identify name of
caregiver that is involved in each
resident incident in order fo determine if]
a pattern with a certain caregiver is
accurring with incidents. Resident was
interviewed. NA-E did resign from the
facility on 7/3/2013. '
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fast...Multiple residents were interviewed and the
rasponse regarding NA-E waa "He is quick to
enswer call light.” "[INA-E] is careful with
transfers.” There was nothing in the investigation
regarding the other allegations of neglect and
maltreatment made by RS9 and R3,
NA-E was interviewed and does nof ramember
any incident as described by R89. There was -
nothing In the investigative report regarding the
other allegafions made by R122 and R89.
Although the faciiity reported allegations of
possible neglect and abuse regarding NA-E with
restdents R122, R99, and R3; the facility did not
complete a thorough investigation regarding tha
history of abuse and neglect accusations for
NA-E, )
NA-E resigned from the facility 7/3/13.
{F 300} | 483.25 PROVIDE CARE/SERVICES FOR {F 309} All residents will receive nccessary carc 8/30/13
sa=¢ | HIGHEST WELL BEING 3 : )
and services to attain the highest
Each resldent must receive and the facility must practicable physical, mental and
provide the necessary care and services fo atfain psychosoeial well—being,
ormai?tardlhe high&”f Pmﬂl‘[‘a;"e physical, Resident R129 is currently admitted to
mental, and psychosoclal well-being, in R - .
accordance with the comprehensive assessment Meel.(er Memorial Hospital thaworal -
and plan of care. Services due to severe behavioral

This REQUIREMENT is not met as evidenced
by:

Based on interview and document review, the
facility failed to comprehensively assess, monitor
and provide appropriate intervantions for 5 of 5
residants (R86, R124, RE9, R128 and R115)
reviewed, who resided on the memory care unit

concerns.
esident R86 did have had a behavior
rofile assessment and new care plan
interventions added to care plan and
AR assignment sheet, Residents R124
d R115 will have a behavior profile
ssessment completed and new care
lan interventions will be added to the
are plan and NAR assignment sheet.
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and who displayed inappropriate behavior.

Findings include:

R86 displayed inappropriate behavior of hitling,
kicking, and biting during routine cares, the facility
falled to attempt {o identify the cause of these
behaviors, faflad to attempt to determine what
helps to de-escalate R86's behavlors, and fatled
to direct staff on how to care for him when he has
these behaviors.

R86's diagnosis included dementia with conduct
disturbance. The quartardy Minimum Data Sat
dated 5/31/13, Indicated RB6 had severs
cognifive impairment, showed inattention,
disorganized thinking, had physical behaviors
directed towards others, and rejected cares, R88
was frequently incontinent of bladder, and
occaslonally incontinent of bowel, and required
extensive assistance from staff for totleting and
hygiene. R86's behavioral symptoms care area
assessment (CAA) dated 11/20/12 included,
*Behavior impaimment d# [due to] progressive
dementia with severe cognitive impairment with
decislons poor/supervision required AEB [as
evidenced by] wandering, agitation, and resisting
cares."

R86's care plan dated July 2013, included
"Mood/Behavlor impairment r/t dementia with
sevare cognitive impalrment, communication
Impairment, dx [diagnosis] of disturbance of
conduct. Target behaviors: yelling, wandsring,
helligerent with cares, refusing cares.” A goal
was fisted as; "[R86] will feel safe and secure
within the MCU [memory care unit], Interventions
included "Place in secured memory unitand

review need for placement at quarterly care

- [R69 died at facility on 8/10/2013.

{F 309} |A new behavior management process
policy and procedure had been
developed to include weekly behavior
meetings to review behaviors and the
effectiveness of new interventions.
Training regarding investigation when

- linjuries of unknown origin are found as
well as behavior management will be
completed for nursing staff by 8/30/13.
|CMS Dementia training consists of 6
modules — we are currently training all
nursing staff on module 1 and this
training will be completed by
8/30/2013. The rest of the modules will
be completed on a monthly schedule

. over the next 5 months,

Seven residents have been identified by
the IDT as having behaviors that affect
themselves or others such as yelling,
hitting out, resisting cares; these seven
residents have had behavior assessments
completed and new, individualized
interventions have been added to their
care plan and NAR assignment sheets.
If any other residents begin exhibiting
behaviors that are harmful to themselves;
or others, the team will complete a
behavior assessment. The IDT meets
daily to discuss incidents, falls, and
‘changes in behavior and this is how the
team will identify the residents needing
behavior assessments going forward.
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conference. Administer Seroquel fan
antipsychotic medicalion] and Ativan [an
antianyiety medication] for target
behaviars...Allow time for [R&6] to verbalized his
feelings and concerns. 1:1 [one on one] attention
from staff as nesded. Redirect when wandering,
divert to activities if able.. Whenif combative with
any cares, leave alone (if safe) and re-approach
later.”

R88&'s Behavior Occurrence Flow Sheet for July 1
though July 24, 2013 showed 26 occurrences of
“resists/combative.” Al occurrences showed they
were "upsetfing/disruptive to others," the cause
was listed as "unknowniunpredictable" or "direct
carefprovider.” Interventions provided included
"calin reassurance, structured activity/group, one
on one's, leave (if res [residant] safs) re-approach
when res calm, attempt w/different caregiver orto
toilet. The effeclivensss of these interventions
included decreased in Intensityfimproved; or
behavior continued,

R85's June 2013 Behavior Occurrence Flow
Sheet showed 32 episodes of being
rasistive/combative with similar interventions and
outcomes. ’

R86's May 2013 Behavior Occurrence Flow sheet
showsd 45 episodes of being resistive/combative
also with similar interventions and outcomnas.

R86' 1PN (interdisciplinary progress notes)
includead the following:

6/5/13 "[R86] has a history of bruises to his lower
ams. Frequently [R86] s reslstiveand
combative with cares in the evening. Staff do
need to hold his arms to protect themselves from

X410 SLIMMARY STATEMENT OF DEFICIENCIES [»] PROVIDER'S PLAN OF CORRECTION s}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFLX [BACH CORRECTIVE ASTION SHOULR BE COMPLETION
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' DEFIGIENCY)
IDON and DSS or designee will be
{F 309} | Continued From page 33 {F 309} responsible for auditing for behavior

plans and follow-through on new
interventions and completion of
behavior flow sheets. Audits will be
completed on 5 of these weekly for 4
weeks, then monthly for 3 months.
Audit results will be reported to the QA
commiitee and additional action plans
developed as needed.
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getting hurt and also prolect [R86] and get the
cares done.”

6/7/13 "Resident was resistive and combative
with HS cares. Reskdent was attempting fo hit,
kick, hite and knock staff ovar when staff was
petting him washed up for bed. 3 staff assist with
cares. Staff was holding onto his wrists o keep
him from hurting himself and staff, Resident did
hit his ieft knuckles on the sliding bathroom door.
Resident kicked out al staff when they lald him
downin bed."

6/12/13 "Resident was combative and resistive
with HS cares this evening. 3 assist to get
resident washed up for bed. Staff held his wrist
farm getting punched and from hurling himself.
Rasldent was kicking, stomping on staffs feet,
attempting 1o push staff over, attempting fo bite
staff...Resident did hit his back on the back of the
toilet.”

6/18/13 "Resident became combative and
resistive with his bath this evening. Resident was
hitting and kicking out, attempling to am weestle
and bite staff. Staff reporied that he hit his Rt
fright] hand on the side of the baihiub.”

6/19/13 "CNA [certified nursing assistant]
reported skin to be clear and intact at bath time
this evening...[R86] was slightly combative right
away and then was kicking and hitling-watch for
bruising.”

7M1 3 "Resident was combatlve and resistive
with HS cares. He was hitting out, stomping on
staff's feet, kicking out at staff, attempting to bite
and knock staff over and digging nails into staff's
wrists. Resident refused to let staff change [s

[sic] shirt for bed. When staff would attempt to

{F 308)
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remove hig shirt he would straighten his arm.
When sfaff got him over to hed, he continued to
kick and hit out. Resident bumped his back on
tha back of his toflet a few times.”

712113 "Resident was combative and resistive
with his shower this evening. Staffreported that
resident was hitling, punching and kicking out at
staff. Staff was holding his hands to keep him
form [sic] hurting himself and staff. Will watch for
bruising.”

716113 "Resident has been showing mores signs
of repetitious self agitation, rubbing his arms, side
ofhis head, and grinding of his testh... Watch for
bruising on his arms from him bumping them,

also his hair on left temple has broken off due to
him rubbing it.”

717113 "Resident was resistive with HS {bediime]
cares this evening. Resident was not letling staff
put T-shirt on for bed. Staff was evenifually able
to get the shirton.”

7/10/13 *While getting resident ready tha CNA
{cerlified nurse aide) reported fining brulses on
his R [right] calf measuring 3 cm [centimeters] X

by 3 cm, on 2 on his L leff] thigh one measuring

8 cc [sic) X 1 cm. Bruises are conslstent with
buimping his leg on the chair. RN was nofified
atong with &ll other parties.

711213 "Resident was resistive with am [moming]
cares. Hitting, pushing, trying to bite staff, and
was grabhing staffs fingers and trying to bend
them backwards.”

7/13/13 "Residant was hitting, kicking, and trying

to bite staff, took 4 staf to hold him while trying to

" {F 309)
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change his dirly pad. Watch for bruising on
hands and arms.”.

711613 "Resident was resistive and combative
with his bath, Residant was hitling and kicking at
staff, Three staff assisted.”

7117113 "Behaviors present that require MCU
placement include: increased wandering,
repetilive compulsive movements, active
pariicipation in specialized activity programming
and resisiive with cares requiring 3-4 staif fo
assist him."

During inferview on 7/23/13 at 1:20 p.m. nursing
assistant (NA)-A stated R86 "can be very
combative, we try to radirsct him, talk to him, if
that doesn't help we call in more staff, we have to
hold him in order to get the cares dene.” When
asked where they hold him at, NA-A stated on his

handsiwrists, this is o keap us from “gstiing hit.",

Puring interview on 7/23/13 at 2:00 p.m., the

| trained medication aide (TMA)-B stated R85

becomes combative with cares, so they usually
have 34 staff take care of him, so that he doesn't
hit staff or hurt himself, they have to hold his
arms down, will hold him by the hands, R86 will
pull hands back, twist them rying to get out of the
grip so he can hit again, ’

During interview on 7/23/13 at 2:08 p.m,, NA-B
stated R86 can become combative with cares,
*we have to get more people if we can't get him fo
calm down, we have {o hald onto his hands to
keap from geiting hit." NA-B stated holding enio
him, doas not calm him down, but the cares can
be complated then.
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During interview on 7/23/13, at 2111 p.m., NA-C
stated, R86 will start to hit and "you have o get
more help to hold him so we can get the cares
done.” NA-C stated the cares are important and
ifreslsting, "we do what we have to get them
cared for." Having 3-4 staff member hold onto
R86 for cares does not calm him down, but they
can get the caras done for him.

During interview on 7/24/13, at 8:35 a.m. NA-D
stated, "if staff are real patient with [R86], he will
gettle down, have 1o leave him in a safe place
and re-approach later, and he will usually
cooperate,” NA-D stated it takes R86 a long time-
{o process Information, so need to tell him what
you are going to do with him, give him time to
“digest” the information. "He needs to bs
approached really calinly, he needs short
commands, tone of voice makes a big
difference.” At 10:00 a.m. NA-D provided further
information, stafing the approach with R86 "needs
to be cheerful, calm, giving him time to absorb
what you are going to help him with, if his jaw
tightens/witches, he Is getting agitated and you
need to back off and come back later, maybse
make his bed, just give him time, and then he will
usually cooperate." NA-D indicated there have
been times when R86 has had soited pants and
tries to walk around the unit with a soiled bottom
and no pants, and have had to get 2 staff to hold
him, while 2 mors wash him up and gst a pad and
pants on him quickly. But typically, i staff
approach him right, he won't have the behavilor
problems. ’

During interview on 7/24/13 at 9:37 a.m., NA-|
stated a couple of weeks ago we were trying to
tollet R86 we had to have several staff hold his
armms so we could toilet him. He was lrying to hit
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us he was holding and squeezing another staff
members hands.

During interview with registered nurse (RN)-A on
7/24/13, at 9:45 am. RN-A stated sha had heen
trying to work with staff just this weak, on
erisuring residents who are being combative are
left alone, as long as they ars safe, and
re-approach fater. Staff should not e holding
down residents to care for them. For R86, staff
should leave him in a safe place, re-approach, or
try a different care giver. When asked why 3-4
caregivers would bs praviding care, RN-A stated
sha was not sure why that many caregivers would
be nacessary, as this may agitate him further.
RN-A verified she had not consulted with direct
care staff, or the Behavior Occurrence Flow
Sheel(s) to detennine what approaches work
best to prevent R86 from becoming combative, or
what approaches might calm him down. RN-A
further stated R86 does have frequent bruising
from hls combative behaviors. RN-A siated the
facility's pharmacy consuliant had told her
recantly the care planned approaches for each
rasident needead to be individualized for what
warks vith each resident, but she had not done
that yet. RN-A agreed that staff had not been
directed ont how to manage R86's behaviors of
hitting, kicking, biting, or hew to prevent them, as
this had not been determined, nor care planned

| for R88. Staff has regular training on how {o

manage combative behavior through Health Care
Academy.

The dementia training summary provided by the
facilities Consultant Nurse (CN) on 7/24/13, at
10:40 a.m, for the Health Care Academy training
which all employees are required fo complete,
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indicated on page 12, "If the dllentis combative
or viofent, stand to their side and oul of thair
reach. You may need {o gst assistance from
other siaff. Howaver, you should remember that
{oo many people may be overwhalming in itself to
the client.” The program also gave tips on how to
avoid a resident's "catastrophic reaction,” and
potential causes.

During Interview with the sccial service director
(8SD) on 7724713, at 10:15 a.m. she stated R86
has multiple behaviots, combative with cares,
compulsive things such as rubbing/scratching
self; wandering and pacing. SSD agreed R88's
assessment had not included potential causes of
these behaviors and R86's care plan did not
direct staff on how to prevent or deal with R86's
behaviors, other than re-approach, which $5D
agreed, staff should be leaving him alone, as long
as he is safe and re-approach him, but
sometimes it is necessary fo get cares done and -
then it takes 34 staff to care for him. SSD stated
one staff would hold each hand, and two would
get his cares done. SSD was aware this was
tiappening, but had not come up with any way to
prevent R86 from having behavior problems, nor
had she attempted to determine how 1o cars for
R86 when he did have behavior problems. S8
stated this was nursing's responsibility.

Even though R86 had ongolng behavior
problems, the facility fafled to attempt any
identification of causes, potential Interventions fo
prevent behavior problems or how to handle them
if they occurred. R86 was regularly cared for by
3-4 staff persons to hold onto him, so that cares
could be performed, while he continued to resist,
and R88 frequently sustained bruising during

these episodes. NA-D, who regularly cared for

{F 308}
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R88, had Ideas on how to approach R86 to
prevent escalation of behaviors, but NA-D had
not been consuited so that these approaches
could be used by all staff in caring for R08.

A facility policy on management of resldent
behavior issuas was requested, but not provided
by tha facility.

R124 displayed Inappropriate behaviors of being
resistive and combative with care’s and the facility
failed to attempt to determina how to prevent the
behaviors from occurring, or provide dirsction to
staff on how to manage the behaviors whan they
did occur.

R124’s diagnosis included Alzhelmer’s disease.
The significant change MDS dated 5/1113,
identified R124 had severe cognilive impairment,
showad inattenfion and disorganized thinking,
was short tempered and easily annoyed, R124
had physical behaviors directed toward others
which interfered with resident care. These
hehaviors had worsenad since the previous
assessment dated 2/21/13. R124 required
extensive assistance with most activities of daily
living {ADL's). The behavior CAA dated 5117113
included "Has needed mora cuses and reminders
during ADL's and gets upset with staff when they
try to redirect her during cares."

R124's cars plan dated July 2013, included
"Mood/Behavior impairment 1/t Alzhaimer's
Disease with moderate cognitive Impairment,
slight communication impairmant, new
environment. Target Behaviors: crying,
waepiness, being angry at other residents,

refusing cares and meds." The goal for R124
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was listed as; "Resident will fael/secure within
MCU Imemory care unif]. Resident will continue
to be easily re-directed during wandering."
Interventions fisted included; secured memory
unit; allow time to verbalize needs, staff to chart
on moad/behavior, if unable to redirect her,
monitor/supervise whereabouts. Re-approach as
neaded. "Monitor behavier of playing in BM
fbowel movement] and wandering...Update
MD/CNP {physician or nurse praciitioner] as
necessary.” The care plan failed to address
R124 was combative with cares.

R124's Behavior Occurrence Flow Shest for July
1 through July 24, 2013, indicated
"combaltive/resistive w/ [with} cares occurred 28
fimes." The cause of the behavior was fisted as
unknown or direct care. Interventions included;
calm reassurancs, distraction/rediraction, assist
with tatks,cusing, reorientation, or toileting. The
resuits of the intervention were listed as either
resumed behavior within § minutes, decreased
Intensityfimproved, or behavior continued.

R124's June 2013 Behavlor Occurrence Flow
Sheet indicated 209 occupancies of this behavior
on the night shiff, interventions listed were the
same, but they were never effsctive. Tracking for
R124 belng combative or resistive with cares did
not bagin until May 23, 2013 and had 48
occupancies all on the night shift for the rest of
the month. Interventions had either decreased
intensity or the behavior continued.

R124's IPN included the following:
5/15/13 "Four 1 cm purple bruises noted to -

residents right upper arm, medial side; consistent
with extra assistance needed to get resident out
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of bathtub last evening following her bath. LPN
reports that CNA needed assist to get resident
out of the bathtub last evening, LPN assisted on
right side, Bruising is consistent with the extra
assistance nesded.”

5/23/13 "Resident was resistive and combatlve
with tofleting this shift. She was pushing staff,
grabbing and pulling on staffs clothing and
digging nails into staff skin."

B/24/13 "Resident was resistive and combative
with ¢cares, pushing at staff and digging her nails
into staff akin."

62113 "Residant was resistive and combative
with tolleting. She was hitting and pushing staff.
Resident was unable o he rediracted.”

8/12/13 "[R124] was silting at thee dinner table
tortight waiting for her meal, wheh another
resident came up to her and was talking and
patling her on the arm. [R124] got upset and
pushed herself away from the {able and slapped
the other resldent on the L side of the faca by the
eye."

6/18/13 "Resident became resislive when staff
was aftempling to take vitals for her bath this
evening. She had grabbed to thé blood pressure
cuff cord and startad to pull onit. Staff
re-approached her later and she started to push
staff backwards, saylng "No, No", Shethen
reached aver to the resident sitting next to her in
the recliner and was pushing on her feet.”

8/18/13. Bruise on L [left] ';m'st 3x1.75cm and
brulse on R upper arm 2 x 1.5 cm. [Resident
name] has becoma very resistive with cares

{F 309
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during the night, has to be toileted d/t {[due to] bed
and clothing being soaked. Also s resistive with
baths. She hits and pushes staff. [R124] is
unable to talk and beceme angry at both staff and
residents at times. She is kept at a distance from
certain residents di [R124] striking out at them.
Bruises are likely from combativeness with
cares.”

6120113 “[R124] has bruisers on both arms noted
at bath time.." .
6/22/13 "Resldent was resistive with toileting,
pushing at staff." '

6/27/13, "Bruises that were charted on 6/20/13
were incorrect. [R124] had brulse on L uppar arm
and R wrist.”

8/28/13 "[R124] does have
hehaviors-combative-rasistive with care (daily-
many fimes a day)."

| 7/8/13 "Resident was resistive and combative

with toileting, hitting at staff.”

7/6M13 “Staff reported that resident had bruises
on there [sic] Rthand. Resident was combative
and resistive on over night cares. Resident was
hitting out at staff. Staff was holding her wrists

- | frorn her huring herself and staff this morning.

Bruise 1 is on the anterior of Rt walst {thumb
side}. Measures 2 x 2 cm. Bruige 2 on posterior
of Rt hand. Measures 7.5 x 4.6 cm.”

7114113 "Husband did calt back and he was
informed of bruises and he states that he doss
grab her arms to help her stand up.”

{F 309}
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7114/13 "When [R124] husband was notified of
bruisss to her arms he stated he may have
caused the brulses by holding her upper amm to
help her get out of her chair.”

TH7M3 "[R124] is resistive with cares.”

During interview on 7/23713, at 1:20 p.m. NA-A
stated the afternoon shiff has more trouble with
R124 having behavior problems, R124 has been
cooperative with cares on the day shift.

During interview con 7/23/13, at 1:50 p.m. TMA-A
stated If R124 staris "making a fuss,” TMA-A will
leave her alone and iry to approach later, this
usually helps. -

During interview on 7/23/13, at 2:08 p.m. NA-B
stated If R124 gets combative, she will get
additional help to hold her, so that cares can be
completed.

During interview on 7/23/13, at 2:11 p.m. NA-C
stated usually it helps to leave R124 alone if she
gels combative and then re-approsach later,
somatimes if you have to get the cares done, NA-
C wili get more help to hold her so cares can be
completed.

During interview on 7/24/13 at 11:30 2.m. RN-A
stated she dld not knovs the cause of R124's
resistive/combative behavior, she had not
consulted with the direct care staff on what
precipitates R124's anger, or what works o calm
R124. RN-Ahad noted R124 had been mostly
combative on the night shift and had just in the
last week started an overnight incontinent brief,

g0 that staff would not need to interrupt R124 very

often at night due fo a wet bed. RN-A had not

{F 309}
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addressed when R124 becomes combative
during other cares, or during a bath. In addition,
staff had not instructed husband on proper
transfer lechniques, or supply him with a transfer
belt to avoid bruising R124 when he transfers her,
so that he does nct need o pull on her arms.

R69 exhibited physical hehaviors towards staff
and olher residents, which the faclity failed to
assess for what precipitates behaviors, or direct
slaff on how to handle behaviors when they
oceur,

Reég's diagnosis included dementia without
behavior disturbances. R69's quarterly MDS
dated 5/16/13, indicated severe cognitive
impairment, had no hehavior problems and
performed ADL's with only set up assistance from
staff. The Behavioral Symptoms CAA dated
7/18/13 included “During the reference perod,
resident also had behaviors that including [sic]
hitting/stapping &t staff, self-transfarring,
yelling/screaming, wandering.®

Re9's care plan dated July 2013, included
"Potential for moodibshavior impairment /it
history of anxiousiworrisome behaviors f.e,
worrying about iaundry not being dons &
becoming vpset about it, pacing, asking frequent
questions, looking for lost newspapers, etc.”
RB69's goal was listed as [R69] will be calm and
comfortable within her surcoundings.”
Interventions for staff included, to adminlster an
antianxiety medication, redirect, and placement in
sacured unit. The care plan did not address any
physical behaviors R69 displayed directed
towards others.

R69's Behavlor Cecurrences Sheet(s) Indicated

{F 309}
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fracking for "Resistive, Refusing ADL's" had
started June 25, 2013 and recorded 60 episcdes
bebwean June 25 and July 23, 2013.
Interventions off the check list included calm
reassurancs, one to ong, distraction/redirection,
remove fo quiet place, toilet, or off foodHluids.
‘The results of the interveniions were mainly
ineffective.

R69's |PN Included:

6/23/13 "Res [resident] started acting restless
and agitated around supper time...setting off bed
atarm muitiple times, is getting up and down up
and down. At 20:10 [9:10 p.m.] Staff go into
room to talk to res to see what she neads but this
justincreases agitation and when staff iry fo
approach 1¢s she yells at them and hits siaff”

717113 "She went out front door x 3 and not aasily
redirecied. She swung at staff with her fist and
hit her. She grabbed hold of the door and
wouldn't let go."

7/813"12:30 a.m, resident set off alarms lrying
to self-iransfer. Toileted and started being
conmbative when aide tried pulling clothes up and
transfer back to bed. Upset with door open,
alarms, wanting to go home and started
scereaming. Brought out fo nurses statlon and
west end dining area. Refused food, attempled
Ativan [antianxiety medication] and resident spit it
out, Possible bruising due to ramming her
wheelchair and kicking and hitting staff and
furniture.”

713 “Restdent was up in wheel chair at
change of shift this am. She was hitting out at
staff saying, "you can't tell me what to do."
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Resident was also kicking at housekeeper and
yelling at her..."

7H0/13 "Resident was given a PRN [as needed]
Ativan at 1:00 a.m. for wandering, self
transferring, and pushing af staff while they were
toileting her."

T10/13 " bruises to forearm are consistent with
recent behaviors, including hitting and kicking out
at staff and throwing walkers."

7M2/13 "Resident was very combative and
agitated on the PM shift. Behavlor has been
gscalating over the last month. Tonight at dinner
resident was upaet and hitfing the NA and
screaming out...She was given her PRN Ativan.

7/13f13 "...at 9;30 PM she started grabbing at
another residents legs while siting by the bird
sanctuary.

71513 The note described multiple bruises on
arms, hips, buttocks and thighs, "Scab and
bruises are consistent with recent behaviors,
including hitling and kicking out at staff and
fhrowing walkers; see IPN dated 7/9/13 and from
her fall on 7/5M3.."

7/16/13 The IPN indicated a move to the memory
care unif. "She pulled hard on one of the kitchen
staff shirt, frying to get her to take her out of here.
She grabbed a staffs wrist, was pulling it down
toward her and then twisted her wrist and finger,
she ran into another staff with her wheelchali.”

72113 "Resident was kicking another resident
foot before lunch.”

{F 309}
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During interview with registered nurge (RN)-A on
7124113 at 9:45 am., RN-A had stated R69 was
new to the memory care unit. R69 hed been
treated for a possible urinary tract infestion, staff
were golng to see if that helped with her
behaviors, but it did nol. No ofhier attempts were
made te determine cause of the behaviors, orto
determine what may work to prevent them. RN-A
had not updated R89's ¢are plan to inciude
physical behaviors. -

R129 had behaviors of hitling, kicking, pushing
during routine cares, the facility failed to attempt
to Identify the cause of these bshaviors, and
failed to attempt fo determine what helps to
de-escalate R129's behaviors and failed to direct
staff on how to care for her.

R129 diagnoses included Alzheimer's disaase,
psychosls, anxiety and dementia, The yuarterly
{MDS) dated 7/12/13, indicated she was
cognitively impaired and needed extensive
assistance with (ADL)'s, The MDS further
indicated she had physical and behavioral
symptoms, verbal symptoms and that she
wandered daily. R129's behavioral symptoms
CAA dated 4/12/13, inciuded "...[R129] frequently
wanders around the secured MCU and it does
intrude on the privacy or aclivity of others. Target
behaviors: disrobing, yelling, hiiting, aimless
wandering, tearing up incontinent pads, cursing,
rudeness, bumping into other resident’s,
scratching staff and combativeness, with cares
and rejection of cares...if unable to rediract
behavior, ensure her safety and leave her alone,
repreach [slc] at a later tims.”

R128's current physician orders dated July 1,

{F 308}
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2013, included Ativan 1 milligram (mg) oral or
inframuscularly {IM) every twelve hours as
neaded for anxiety and agitalion.

R129's care plan dated July 2013, indicated
moodfbehavioral issues due to Alzheimer's
dementia with behavior disturbance. Requires
placement on securad memory care unit. The
care plan goal indlcated R129 will adjust to
nursing home placement. The interventions
included to administer Trazadone
{antidepressant), Buspar (freat anxety) and
Gabapentin (for anxiety). The care plan also
indicated for staff to monitor target behaviors,
crying, shredding, disrobing, negatism, hitting,
kicking and pushing. The care plan further
indicated to have staff inform her whan she hears
people in hall, television and talking with her that
they are her neighbors, allow resident fo sleep
unil 10:00 a.m. to 11:00 a.m., do not refer her as
being in nursing heme. The care plan did not
address the use of Ativan, :

During abservation 7/24/13, at 9:00 a.m. R129
was observed to be on the memory care unit by
the nurges desk no behaviors were observed.

R129's Behavior Ocourrence Flow Sheet for
May, June & July 2013 indicated the following:

May 2013: Kicking, hitting, pushing, disrobing,
and shredding dld not oceur.

Negaltive- occurred 20 times cause was listed as
unknown and Interventions calm reassurancs,
one to one and return to room. The resulis
indicated decreased intensityimproved behavior.

June 2013:
Kicking- occurred 11 fimes, cause listed as
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unknown, intetventions calm reassuranee |
structured activity/group, one o ons, distraction,

'| remove to quite place, assist with tasks, modify

environment, leave if safe reproach when
resident calim, toilet, return to room offar fead and
fluld object to hold. The resulis of the
interventions weare not resistive.

Hitting- occurred 10 times. cause unknown,
interventions calim reassurance , structured
activity/group, one to one, distraction, remove to
qulte place, assist with tasks, modify
environment, leave if safe reproach when
resident calm, toilet, return to room offer foed and
fluid object to hold. The results of the
interventions were behavior continued.

Pushing- ocourred 15 times, The causeis
unknown. the Interventions were calm
reassurance, structured activity/group, one to
one, distraction, remove to quite place, assist with
tasks, modify environment, leave if safe reproach
when resident calm, toilet, return to room offer
food and fluid object to hold,

Negative- occurred 46 times cause all listed as
unknown. The interventions fried were calm
reassurance , structured activity/group, one to
one, distraction, remove to quite place, assist with
tasgks, modify environment, leave if safe reproach
when resident calm, toilet, return to room offer
food and fluid object to hold. The results were
resumed behavior with in 15 minutes to
decreased intensity and Improved.

Disrobing and shredding did not occur.

July 1st thru July 24th 2013:

Kicking- occurred three times, cause listed as
altered routing, visitor or othar resident, the
interventlon indicated staff left resident alone and
reproached when resident calm and attempt with

different caregiver, The result behavior

{F 309}
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continued,

Hitting- oceurred 18 times, cause listed a direct
care or provider, interventions reassurance
structured activity/group, one to one, distraciion,
remove to quite place, assist with tasks, modify
environment, |savs if safe reproach when
rasident calm, toilet, return to room offer food and
fluid object to hold.

Pushing- cccurred 13 times cause listed as direct
care provider interventions calm reassurance ,
structured activity/group, che o one, distraction,
removs to quite place, assist with tasks, modify
environment, leavs if safe reproach when
resident calm, tollet, return to room offer food and
fluid object to hold. Results were behavior
continued.

Negative- occurred 38 times. The cause was
listed as unknown. The interventions calm
reassurance , structured activity/group, one {o
one, distraction, remove to quite place, assist with
tasks, madify environment, leave if safe reproach
when resident calm, {oilet, refurn to room offer
food and fiuid objectto hold. Resulis were
behavior continued,

Disrobing and shradding did not oceur,

R129's Interdisciplinary progress notes included
the following:

6/22/13- resident was wanting to go home, staff
provided one io ane, Afivan 1mg IM was given.
6/25M13- staff noted a bruise on R120's wiist and
arms, resfdent wanders in her wheelchair and
bumps her hands and arms on tables, chairs
island , med cart and wall.

6/27/13- resident increasingly anxious as shiit
progressed, attempted to give as needed Ativan
and resident refused,

6/28/13-Resident went to Center for Senior
Behavioral Healih- Meeker Memorial 11/28/12.

{F 309)
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Residents behavlors started Increasing again.
On 2/2013 physican ordered Ativan 1 mg every
12hrs for severe agitalion. Physican here and he
also wrote order to give Ativan IM as needed.
6/30/13- resident up wandering, bumping inte
things,

7/1113- resident bumping into things.

7/4/13 at 7:56 p.m. - rasident becoming
Increasingly agltated, going into other residents
rooms, trying to destroy belongings. Stafi
attempted to redirect all attempts failed, Writer
gave Atlvan IM . .
7/4/13 at 8:39 p.m.- Resldent was given Ativan
IM &t 5:45 p.m. had to hoid her hands down whife
LPN gave the shot due to har swearing, hitting
and scratching.

7/5M3- noted bruises on right hand and wrist and
left hand.

7/9713- resident was wandering in her wheelchair
running and bumping into things hitting her legs,
hands and arms on chairs, tables and island.
7M1/M13- Attempted PRN Ativan X3 with no
success. |M Ativan given at 5:30 p.m. behaviars
were increasing she was wandering and
bumping Into many items.

7M3M13- resident was yelling and wanting to go
home. Redirection was difficult as needed Ativan
IM was glven at 4:55 p.m.. Resident refused to
eaf supper.

7/14/13- Resident started yelling refused to let
staff change her clothes.

7/15/13- Resident was upset and agitated this am
Ativan 1mg given at 7:20 am..

7/156/13 at ©:40 a.m.- Resldent up wandering and
she has been running into objects.

7116/13- Resldent started behaviors early
afternoon with running Inte deors and other
residents. Unable to redirect and wanting to go
heme. Resident was given Ativan at 4 p.m.

{F 309}
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7/19/13- At 640 a.m., resident has been very
agitated. She kept sitting up on the edge of her
bed sstting off her alarm. Difficult fo redirect.
Ativan tmg IM was given also one fo one staff
intervention was used.

7/19/13 at 9:52 a.m.- Resident continues to he
upsetl and yalling and swearing she ripped off the
metal of the heat register in the bathroom and
wanting to break the window so she ¢an go home
she has been throwing things at the window.
Difficult to redirect. She dld receive a 1.5 om skin
tear. Called certified Nurse Practittoner for new
order for Ativan 1mg x 1 stat. Ativan IM was
given per order. She continues to yell, swear,
pound on the end of B-hall door and and was
grabbing at the housekeeping cad, one to one
staff interventions used.

7/2113- Resident started escalating behaviors
with unable lo redirect. Ativan 1 mg given at 4
p.m.

7/22/13- noted brulse on left wrist, right arm and
top right hand.

7/2213- Resident yelling at slaff altempted Ativan
1 mg x3 at 2 p.m. and refused so It was wasted,
Ativan IM 1mg given at 2:30 p.m. and removed
tier from the area with others to settle her done.
One on one done until 6 p.m. in Her own bedroom
7/23/M13- resident up in common area af the
change of shift, she was restless, agitated and
wanting to go home. Ativan 1 mg given at 11
p.m. '

During Interview 7/24/13 at 9:37 a.m. with NA-|
who stated when he notices behaviors he tries ta
sit with the residents, sometimes there behaviors
are s$o0 bad we have 1o hold their hands down so
they don't get hud, | try to talk to them and
explain to them where they are. "Last Friday
[R129] was out of conirol and we had to hold her
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hands down. On Monday this week she was
yelling at us telling us te get her out of her house.
Around 2:30 p.m., there was four staff in her
room some were holding her hands and some
trying to hold her still so we could give her a
shot” a

During interview 7/29/13, at 9:00 a.m. the facility
Pharmacy Consultant stated, that she was at the
facility last week and specifically informed the

; nurse manager that they need to identify the

; cause and specific interventions for each
residents behaviors and that it was not being
done on the memory care unit.

Although R128 had ongoing behavior problems,
the facility failed to afternpt any identification of
causes, potential interventlons to prevent
behavior problems or how to handle them if they
cccurred. There was several times staff had to
hold her hands down in attempt to her Ativan IM
when R129 was agitated.

R1185 diagnosis included dementia. The annuat
MDS dated 6/14/13, identified the resident had
severe cognitive impalrment, was an extensive
assist with all activities of dalily living (ADL's), and
had behaviors of rejection of care 1-3 days in the
7 day lock back period.

R115 behavioral CAA dated 6/14/13 indicated the
rasident had targst hehaviors of yelling, banging
walker on walls and glass doors, hitfing,
combativeness, and refusing cares.

R115 care plan dated July 2013, indicated the
resident had behaviors of trying to leave without
auiherization, wandering, hitting and yelling, The
care plan did not identify the resident was

{F 309}
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resistive with cares nor did It identify how o .
approach resident if resistive with cares.

During cbsarvation of R116 on 7/23/13, at 946
a.m. R1156 was in a merri-walker walking around
the memory care unit. No behaviors were
observed. '

Review of R118's facllity Interdisciplinary
progress Notes (JPN) included:

6/16/13- "Staff reperts that resident was resistive
and combative with cares. He was hitting,
grabbing and swearing with cares this a.m.”
6/20/13-"Resident was yelling, swearing and
grabbing at staff thls morning.”

6/23/13- "NA reported that resident was resistive
and combative during cares this moming. NA
was frying to wash residents peti area and
resident started to swear, yell, and hit out at NA."
6/28/13- “Resident was combative with morning
ADL's, swearing af staff."

6/28/13- "Staff reporis that resident was swearing
with cares this a.m."

7/6/13-"Resldent was yelling and swearing at
staff this moming when getling ready for the day.
Resident told staff to get the hell out of here."
7/8/13- "Staff rgporis that resident was resistive
with toileting this a.m."

711/13-"Staff reports that resident was resistive
and combative with cares this a.m. Hewas
yelling, swearing, telling siaff he is going to kill
them and was kicking at staff. After cares he was
more cooperalive.

7/156/13- "NA reports that resident was yelling,
swearing, and attempting to hit at the NA during
cares this a.m.

7/16/13- "Resident was combative with a.m.
cares, yelling, swearing, and hitting out at staff,
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He wanted to stay In bed. Nursing assistant (NA)
washed him up, got him dressed and then laid
him down again,”

7/20M3- "Resident was cormnbative with a.m.
cares today yelling, swearing, and hitling out at
staff.

7/21113- "Resident was resislive with a.m. cares,
yelling, swearlng, and calling staff names.”
7/23H3- "Resident has baen more sleepy this
a.m. He ate no breakfast he was sleeping in his
wheslchair at breakfast table.”

The most recent summary of R115's current
psychotropic medications and behaviors dated
6/28/13 in the 1PN notes indicated fhe following:
"Currently [R115] recelves the following
psychaotropic medications:

Trazadone 80 mg every HS (hour of sleep).
Saroquel 12.5 mg svery HS.

Targel behaviors include: trying to leave without
authorization, yelling/ screaming {2 days in June),
hitting {2 days in June), cursing and swearing (9
days in June), and urinafing in appropriate places
{0 days in June). Staff administers Trazadone
per MD {Doctor) orders and monitor for
effectiveness.,.”

During interview on 7/24/13, at 9:65 a.m. NA-F
stated R116 can be combative with moming
cares because "he doesn't fike to get up in the
marning" but NA-F stated "once you get him up
he's pretty good.” NA-F stated staff usvally gets
R115 up around 6:30 a.m,, although soemetimes
the staff will leave him slaep until 8:30 a.m. and
then it seems like R115 Is "not as upset about
getting up.* NA-F was unsure why staff woke
R115 up so early in the morning.

During interview on 7/24/13, at 12:16 p.m. LPN-A
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stated the NA's often report 1o her about R115
being combative with moming cares. LPN-A was
not aware if staff was waking R115 up in the
morning, but stated they should walt for him to
wake up on his own before attempting cares.

During interview on 7/24/13, at 12:20 pam. NA-A
stated she wakes R115 up around 7:00 a.m.

NA-A stated R115 becames combative “when

he's not ready to get up in the morning." NA-A
stated if R115 is not ready to get up in the
marning staff will get him dressed and washed up
and then put him back in bed under the coversto
sfeep a little longer.

During interview on 7/24/13, at 12:25 p.m. RN-A
stated she does monthly summarles of resident
behaviors, aithough she did not look at specific
times of day for R115. RN-A verified many of
R11& behaviors are with morning cares, and this
should be assessed to possibly decrease R115

_behaviors.

The facility did not provide any further information
regarding policy's or assessments for R115 when
asked. |

483.25()) DRUG REGIMEN IS FREE FROM
UNNECESSARY DRUGS

Each resident's drug regimen must be freg from
unnecessary drugs. An unnecessary drug ls any
drug when used in excessive dose (including
duplicate therapy); or for excessive duratior; or
without adequate monitoring; or without adequate
Indleations for its uss; or in the presence of
adverse consequences which indicate the dose
should be reduced or discontinued, or any
combinations of the reasons above.

{F 309}

F929 All residents drug regime will be free 8/30/13

from unnecessary drugs, An
unnecessary drug is any drug when used
in excessive dose (including duplicate
therapy); or for excessive duration; or
without adequate monitoring; or without
pdequate indications for its use; or in the
presence of adverse consequences which)
indicate the dose should be reduced or
discontinued;
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Based on a comprehgnsive assessment of a
resident, the facilily must ensure that residents
who have not used antipsychotic drugs are not
given these drugs unless antipsychotic drug
therapy is necessary to treat a speciflc condition
as diagnosed and decumeanted in the clinical
record; and residents who use antipsychotic
drugs receive gradual dose reductions, and
behavioral interventions, unless clinically
conlralndicated, in an effort to discontinue these
drugs,

This REQUIREMENT is not mst as evidenced
by:

Based on interview and record review, the facilily
failed to identify speficlc parameters for giving
oral or IM (intramuscularly) Ativan (antianxiety
medication} for behaviors or provide
non-pharmacological interventions for 1 of 1
residents {R129) reviewed who recelved IM
Ativan for hehaviors,

Findings include:

R129 diagnoses Included Alzheimer's disease,
paychosis, anxiely and dementfa. The quarterly
Mintmum Data Set {MDS) dated 7/12/13,
indicated severe cognitive impaltment and
needed exiensive assistance with (ADL)'s. The -
MOS further indicated she had physical and
behavioral symploms, verbal symptoms and that
she wandered daily. R128's behavioral
'|'symptoms CAA dated 4/12/13, included "...

[R128] frequently wanders around the secured

or any combinations of the reasons

F 329:above.

Resident R129 is currently admitted to
Meeker Memorial Hospital Behavioral
Services due to severe behavioral
concerns.

A new behavior management process
policy and procedure had been
developed to include weekly behavior
meetings to review behaviors and the
effectiveness of new interventions
including non-pharmacological
interventions,

Training regarding investigation when
injuries of unknown origin are found as
well as behavior management will be
completed for nursing staff by 8/30/13.
~ [CMS Dementia training consists of 6
modules — we are currently training all
nursing staff on module 1 and this
training will be completed by .
8/30/2013, The rest of the modules will
be completed on a monthly schedule
over the next 5 months.

Seven residents have been identified by
the IDT as having bebaviors that affect
themselves or others such as yelling,
hitting out, resisting cares; these seven
residents have had behavior assesstnents
completed and new, individualized
interventions have been added to their
care plan and NAR assignment sheets.
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: If any other residents begin exhibiting
F 329 | Continued From page 59 F 329 behaviors that are harmful to themselves]

MGU and it doss intrude on the privacy or aciivity
of othera, Target behaviors: disrobing, ysiling,
hitling, aimless wandering, tearing up incontinent
pads, cursing, rudeness, bumping into other
resident's, scratching staff and combativeness,
with cares and rejectlon of cares...!f unabis to
redirect behavior, ensune har safety and leave her
alone, reproach [slc] al a later time."

R129's physician orders dated July 2013,
included an order for Afivan (antianxiety) 1
milligram (mg) oral or intramuscularly (M) every
twelve hours as needed for anxiety and agitation
wilh an origination date of 5/22/13. The order did .
not spacify when {o give orally versus iM Ativan,

R129's progress notes dated 6/28H 3, indicated
R129 went to the Center for Senjor Behavioral
Heatth- Megker Memorial on 11/28/12. Residents
behaviors started increasing again. On 2/20/13
physican ordered Afivan 1 mg every 12 hrs for
savere agitation, physican here and he also wrote
order {o give Alivan IM as needed in May 2013,
The progress note did not give staff parameters
of when to administer oral madicafion versus IM
Ativan, -

Review of residents medication administration
record (MAR) for June and July revealed the
following:

June 2013-R129 received oral Ativan thrae times
and R129 received Ativan IM three times,

July 2013- R129 received oral Ativan eight times,

'| and Ativan IM six times.

R129's Behavler Occurrence Flow Sheet for
May, June & July 2013 indicated the following:

or others, the team will complete a
behavior assessment. The IDT meets
daily to discuss incidents, falls, and
changes in behavior and this is how the
tearn will identify the residents needing
behavior assessments going forward,
DON and DSS or designee will be
responsible for auditing for behavior °
plans and follow-through on new
interventions and completion of
behavior flow sheets. Audits will be
completed on 5 of these weekly for 4
weeks, then monthty for 3 months,
Audit results will be reported to the QA
committee and additional action plans
developed as needed.
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May 2013 .

Kicking, hitting, pushing, distobing, and shradding
pad did not cccur, Negalive- aocurred 20 times
cause was listed as unknown and interventions
calm reassurance, one fo one and ratum to room,
The results indicated the behavior had
dacreased, intenstly Improved behavlor.

June 2013:

Kicking- oceurred 11 mes, cause listad as
unknown, intarventions calm reassurance ,
structured activity/group, one te one, distraction,
remova to quite place, assist with tasks, modify
environment, leave if safe reproach when
resident calm, tollet, return to room offer food and
fluid object to hold, The results of the
interventions were not resislive.

Hitting- occurred 10 fimes. cause unknown,
interventions calm reassurance , struciured
activity/group, one 10 one, distraction, remove to
quite place, assist with tasks, modify
environment, leave if safe reproach when
resident calm, toilet, return to room offer focd and
fluid object to frold. The resuits of the
interventions were behavior continued.

Pushing- cccurred 15 times. The cause is
unknown. the Interventions were calm
reassurance , structured activity/group, one to
one, distraction, remove to quite place, assist with
tasks, modify environment, leave if safe reproach
when resident calm, {oilet, return to room offer
food and fluid object to hold.

MNegative- occurred 46 times cause all listed as
unknown. The Interventions tried were calm
reassurance , sfructured activity/group, one to
one, distraction, remove to quite place, assist with
tasks, modify environment, leave if safe reproach
when resident calm, toilet, return to room offer
faod and fluid object to hald. And the results
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Continued From page 61

were resumed behavior with In 16 minutes to
decreased intensity and Improved.,

Disrobing and shradding did not occur.

July 1st thru July 24th 2013:

Kicking- occurred three times, cause listed as
altered routing, visitor or other resident, the
intervention indicated staff left resident alone and
raproached when resident calm and atternpt with
different caregiver. The result hehavior
coptinued.

Hitling- occurred 18 times, cause listed 8 direct
care or provider, interventlons reassurarice ,

- structured adtivity/group, one to one, distraction,

remove (o quile place, assist with tasks, modify
environment, leave if safe reproach when
rasident calm, toilet, retumn to room offer food and
fluid object te hold,

Pushing- occurred 13 times causs fisted as direct
care provider interventions calm reassurance ,
structured activity/group, one to ons, distraction,
remove to quite place, assist with tasks, modify
environment, leavs If safe reproach when
resident calm, toilet, return to room offer food and
fluid object to hold. Resulls were behavior
continusd,

Negalive- occurred 38 times. The cause was
listed as unknown. The interventions calm
reassurance , structured activity/group, one to
one, distraction, remove to quite place, assist with
tasks, modify environment, leave if safe reproach
when resident calm, teilet, return to room offer
food and fluid object fo hold. Resulis were the
hehavior continued.

Disrobing and shredding did not ccour in July.

During interview on 77243, at 12:05 p.m.,
registered nurse (RN)-A on the memory care unit
stated, "we try to give [R129] Ativan oral first, if

F 329
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she gets really destructive and wont take it, we
give-her Ativan IM. | talked fo the nurse
practittoner to do something different we tried
everything. We currently don'thave psych
invoived with her and behaviors have escalated
since June. Her behaviors got so bad 7/19/13

we had to give her Ativan stat IM just a few hours
after she received Ativan IM.” RN-A then stated
they do not have parameters when to give Ativan
IM or oral,

During interview on 7/24/13, at 1:00 p.m. the
facllity consultant nurse {CN} verified the orders
do not Indicate when to give Ativan oral or IM and
should have. The CN siated the staff give the
oral and assuming if the behaviors get out of
sontrol they probably glve the medication In i -
form. The CN further stated they should look into
aftempting to do something before her behaviors
get so bad that they have to give the madication
in the IM form and verified they have not locked
into the cause of R129's behaviors and should
have. '

During interview 7/29/13, at 9:00 a.m. the facility
Pharmacy Constiltant stated that she was at the
facility last week and specifically Informed the
nurse manager that they need to ideniify the
cause and specific interventions for each
residents behaviors and that it was not being
done on the memory care unit. The pharmacy
consultant aleo stated the staff shouid not be
holding the residents hands down to give Ativan
IM and they should have parameters in giving oral
or IM medications.

483.60(c) DRUG REGIMEN REVIEW, REFORT
IRREGULAR, ACT ON

F 329

F428
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The drug regimen of each rosident must be
reviewed & least once a month by a licensed
pharmacist.

The pharmacist must report any iregularitias to
the attending physician, and the director of
nursing, and these reports must be acted upon.,

This REQUIREMENT is not met as evidenced
by: :

Based on document review and interview the
consultant pharmacist failed te inform the facility
they needed to identify specific parameters of
when to administer Ativan IM {intramuscularly) or
oral, further more the consultant pharmacist also
failed to identify the facllity need for identifying the
-| vause of her behaviors for 1 of 1 residents (R128)
who recsived IM Ativan.

R129 had diagnoses of Alzheimer's disease,
psychosis, anxiely and dementia. The quarieriy
{MDS) dated 7/12/13 indicated she was
cognitively impaired and neaded extensive
assistance with (ADL)'s. The MDS further
indicated she had physical and behavioral
symptoms, verbal symptoms and that she
wandered daily. ’

R129's current physician orders indicates that she
receives Ativan 1 milligram (mg) orat or
intramuscularly {IM) every fwelve hours as
needad for amxdely and agitation dated 5/22/13,
The order did not indicate if the medication
should be given oral or IM or provide specific
parameters as to which one to give.

F428be reviowed at least once a month by a

The drug regimen of each resident must 8/30/13

licensed pharmacist.

The pharmacist must report any
irregularities to the attending physician,
and the director of nursing, and these
reports must be acted upon. '

esident R129 is currently admitted to

eeker Memorial Hospital Behavioral
ervices due to severe behavioral
oncerns.

11 other residents with orders for IM

tivan have had these orders
discontinued and behavior plans are
being implemented per assessment.

If PRN psychotropic medications have
not been used in the past 3 months, they
have been discontinued by the medical
provider.

DON and Consultant Pharmacist have
met and discussed need to review for
unnecessary drugs, proper reasons for
use, and parameters for use. All
pharmacist recommendations will be
followed up on by the DON or
designee,
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Review of R129's progress noles dated 6/28/13
indicated R129 went to Center for Senior

Behavioral Health- Mesker Memorial on 11/28M12.

Residents behaviors started increasing again.
On 2/20/13 Dr. Fugtestad ordered Afivan 1 mg
avery ‘12hrs for severs agitation. Dr. Fuglestad
hare and he also wrote order to give Ativan IM as
needed in May 2013, The progress note did not
indicate when to give the oral medicationor IM.

Review of rasidents medication administration
record (MAR) for June and July revealed the
follawing:

June 2013-R129 recsivad oral Ativan three times
and R129 received Ativan IM three times.

July 2013- R129 received oral Ativan eight {imes,
and Ativan IM six times.

Review of the consuitant pharmagcist reviews
indicated R128's medications were reviewed
5120113, and 6/18/13, and indicated no potential
problem or irregularity was idenfified and no
medicatlon regimen review report (MRR) was
written. The pharmacist reviewed R129
medications on 7/2313, and Indicated ho
potential problem orirregularity was identified and
no medication regimen raview report (MRR) was
written. The pharmacist did indicate Alivan
increased and was used 12 times from 7/1 to
7/22113.

During Interview 7/28/13 at 9:00 a.m., with the
facility Consultant Pharmacist stated that she was
at the facility last week and specifically Informed
the nurse manager that they need to ideniify the
cause and specific intarventions for each

completed monthly for 3 months.
Audits will entail looking for
parameters for use, appropriate
diagnosis and appropriate target
behaviors. Case managers or designee
arc responsible for completing these
audits. Audit results will be brought to
the QA committee and action plans
developed as needed.
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F 428 | Continued From page 64 F 428 on psychotropic medications will be
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restdents behaviors which was not being
completed on the memeory care unit (MCU}. The
pharmaoy consultant also stated the staff should
not be holding R129 hands down to glve Ativan
IM and they should have parameters in giving oral
or IM medications.

Although there was no parameters for glving
Ativan oral or IM and the facility facked identifying
the cause of R129 behaviors the consultant
pharmacist failed to address this concern.

v
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(LD 245427 (L3) BETHESDA NH PLEASANTVIEW
1. TInitial 2. Recertification
2.STATE VENDOR OR MEDICAID NO. (L4) 901 SOUTHEAST WILLMAR AVENUE 3. Termination 4 CHOW
(L2) 516240800 (L5) WILLMAR, MN (L6) 56201 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) 01 Hospital 05 HHA 09 ESRD 13 PTIP 22 CLIA
6. DATE OF SURVEY 05/08/2013 (L34) 02 SNF/NF/Dual 06 PRTF 10 NF 14 CORF
. - . FISCAL YEAR ENDING DATE: (L35)
8. ACCREDITATION STATUS: o (L10) 03 SNF/NF/Distinct 07 X-Ray 11 ICF/TIID 15 ASC
0 Unaccredited 1 TIC 04 SNF 08 OPT/SP 12 RHC 16 HOSPICE 09/30
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:
T X Program Requirements 2. Technical Personnel 6. Scope of Services Limit
o ®: Compliance Based On: - -
ompliance based Un: __ 3. 24HourRN 7. Medical Director
12.Total Facility Beds 123 (@1®) 1. Acceptable POC ___ 4 7-Day RN (Rural SNF) __ 8. Patient Room Size
__ 5. Life Safety Code __ 9. Beds/Room
13.Total Certified Beds 123 @17 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 1ID 1861 (e) (1) or 1861 (j) (1): (L15)
123
(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:
Jessica Sellner, HFE NEII 06/20/2013 Colleen B. Leach, Program Specialist 06/25/2013
(L19) (L20)
PART II - TO BE COMPLETED BY HCFA REGIONAL OFFICE OR SINGLE STATE AGENCY
19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL 21. 1. Statement of Financial Solvency (HCFA-2572)
RIGHTS ACT: 2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)
1. Facility is Eligible to Participate 3. Both of the Above :
2. Facility is not Eligible _—
(L21)

22. ORIGINAL DATE 23. LTC AGREEMENT 24. LTC AGREEMENT 26. TERMINATION ACTION: (L30)
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DEPARTMENT OF HEALTH AND HUMAN SERVICES CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL ID:  VKFY
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00792
C&T REMARKS - CMS 1539 FORM STATE AGENCY REMARKS
CCN: 24-5427
Page #2

An extended survey was completed at Bethesda Nursing Home Pleasantview on May 8, 2013 and deficiencies were found, the
most serious at a scope and severity level (S/S) level of L.

The health surveyors identified an immediate jeopardy (1J) situation on May 3, 2013 involving deficiency F225 and F226.
The 1J was abated on May 8, 2013.  Also at the time of the survey, conditions were found in the facility that constituted
Substandard Quality of Care (SQC) to resident health or safety at F225 (K) and F226 (L)

As a result of the survey findings, we are imposing State Monitoring effective May 29, 2013 and we are recommending the
following enforcement remedies to CMS RO:

A Civil Money Penalty (CMP) effective May 8, 2013 for the deficiency cited at F225

- A CMP effective May 8, 2013 for the deficiency cited at F226

Optional DOPNA effective July 8, 2013 (60 days rather than 90 days)

Discretionary Termination of the provider agreement effective October 8, 2013 (Five months rather than 6 months)

Please note the facility is also subject to a two year loss of NATCEDP, effective May 8, 2013 due to the extended survey.
Please refer to the CMS 2567 along with the facility's plan of correction.

Post Certification Revisit to follow.

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



MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

Certified Mail # 7011 2000 0002 5148 2944
May 24, 2013

Ms. Michelle Haefner, Administrator
Bethesda Nursing Home Pleasantview
901 Southeast Willmar Avenue
Willmar, Minnesota 56201

RE: Project Number S5427023, H5427017 and H5427019
Dear Ms. Haefner:

On May 8, 2013, 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 May 8, 2013 extended survey the Minnesota
Department of Health completed an investigation of complaint number H5427017 and H5427019.

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 widespread
deficiencies that constituted immediate jeopardy (Level L) whereby corrections were required. A copy
of the Statement of Deficiencies (CMS-2567) is enclosed. In addition, at the time of the May 8, 2013
extended survey the Minnesota Department of Health completed an investigation of two complaints
number H5427019 and H5427017 that were found to be substantiated.

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;

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 §

General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *
www.health.state.mn.us
For directions to any of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer



Bethesda Nursing Home Pleasantview

May 24, 2013

Page 2
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 May 8, 2013, 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:

Brenda Fischer, Unit Supervisor
Minnesota Department of Health
3333 West Division, #212

St. Cloud, Minnesota 56301

Telephone: (320)223-7338
Fax: (320)223-7348

NO OPPORTUNITY TO CORRECT - REMEDIES
CMS policy requires that facilities will not be given an opportunity to correct before remedies will be
imposed when immediate jeopardy has been identified. Your facility meets this criterion. Therefore,

this Department is imposing the following remedy:

» State Monitoring effective May 29, 2013. (42 CFR 488.422)
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In addition, the Department recommended the enforcement remedy listed below to the CMS Region V
Office for imposition:

* Civil money penalty for the deficiency cited at F225. (42 CFR 488.430 through 488.444)

Civil money penalty for the deficiency cited at F226. (42 CFR 488.430 through 488.444)

The CMS Region V Office will notify you of their determination regarding our recommendations and
your appeal rights.

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, Bethesda Nursing Home Pleasantview is prohibited from offering or conducting a
Nurse Assistant Training / Competency Evaluation Programs (NATCEP) or Competency Evaluation
Programs for two years effective May 8, 2013. 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
NATCERP 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
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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.

A written request for a hearing must be filed no later than 60 days from the date of receipt of this letter.
Such a request may be made to the Centers for Medicare and Medicaid Services (formerly Health Care
Financing Administration) at the following address:

Department of Health and Human Services
Departmental Appeals Board, MS 6132
Civil Remedies Division

Attention: Oliver Potts, Chief

330 Independence Avenue, SE

Cohen Building, Room G-644
Washington, DC 20201

A request for a hearing should identify the specific issues and the 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. You do not need to submit records or other documents with your hearing
request. The Departmental Appeals Board (DAB) will issue instructions regarding the proper submittal
of documents for the hearing. The DAB will also set the location for the hearing, which is likely to be
in Minnesota or in Chicago, Illinois. You may be represented by counsel at a hearing at your own
expense.

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
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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:

* 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.

FAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE SECOND OR FIFTH
MONTH AFTER THE LAST DAY OF THE SURVEY

If substantial compliance with the regulations is not verified by July 8, 2013 (two 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 optional denial of payment 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 optional denial of payment is in addition to any remedies that may still be in effect as of
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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 October 8, 2013 (five 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
Division of Compliance Monitoring
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/ltc_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 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.

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:

Mr. Patrick Sheehan, Supervisor
Health Care Fire Inspections
State Fire Marshal Division

444 Cedar Street, Suite 145

St. Paul, Minnesota 55101-5145

Telephone: (651) 201-7205
Fax: (651) 215-0541
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Feel free to contact me if you have questions.

Sincerely,

Cotloon Joae

Colleen Leach, Program Specialist
Licensing and Certification Program
Division of Compliance Monitoring
PO Box 64900

Saint Paul, Minnesota 55164-0900

Telephone: (651)201-4117  Fax: (651)215-9697
Enclosure

cc: Licensing and Certification File



ADDENDUM TQ PLAN OF CORRECTION-
Provider dentification Number 245427
BETHESDA NH PLEASANT VIEW 901 Southeast Willmar Avenue

Willmar, MN 56201

F 155 Page 1 addition:

Beginning the week of June 24, 2013, residents/family members will be assured at care conferences that
they hiave a right to refuse any care and/or treatment they may wish to. If a resident refuses, it will be
documented in the IPN, plan of care and the refusal wil! be honored. During the interview audit, one of
the questions is, "Have you ever refused any care or treatment and if so what happened?” Asof June
18, 2013 during the interviews no resident has identified that they have refused care or treatment or
that they had wanted to,

F 157 Page 6 addition:

The DON will monitor the 24 hour boards daily, Monday through Friday and RN charge nurse will
monitor them on weekends to assure that physiclans/physlcian extenders and family members are
notlfied per Bethesda Pleasant View policy and procedure.

F225 Page 14 addition:

Incident/fall/unknown Injury reports are reviewed by the falls team daily Monday through Friday. The
administrator or deslghee reviews reports daily and Is responsible for compliance with regulaticn
requirements, :

F 226 Page 74 addition:

R137: An Incident report was completed and submitted on 5/30/2013. Investigation report was

completed and submitted on 6/3/2013,




F353 Page 131 addition:

R133/74: On Bethesda's roster received from MDH, there is no R133 listed; according to Bethesda's
roster, this resident is listed as R74. R133/74: An incldent report was completed and submitted on
6/10/2013. Investigation report was completed and submitted on 6/13/2013.

F441 Page 148 additiom

Infection control is being monitored daily Monday through Friday for compliance and is currently being
audited by DON/ADON at least weekly.

F496 Page 156 addition:

Nursing assistant registry was reviewed to ensure compliance.

Date of correction change to June 28, 2013,

Administrator Signature: _m&ﬁ‘w‘@m_ Date:__{p -:90" ’5
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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
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F 000 | INITIAL COMMENTS F 000} preparation, submission and
implementation of this Plan of Correction
The facility's plan of correction (POC) will serve does not constitute an admission of or
gs youtr alietglation oftcompll\la,nce qpontthe ‘h agreement with the facts and conclusions
epartment's acceptance. Your signature at the ; e
bottom of the first page of the CMS-2567 form will set for.th " t‘he s.tatzment 9:‘ deficiencies.
be used as verification of co'mpllance. All deficiencies listed on this 2567 are
under appeal. This Plan of Correctionis
Upon receipt of an acceptable POC an on-site prepared and/or executed as a means to
revisit of your facility may be conducted to continuously improve the quality of care,
validate that substantial compliance with the to comply with all applicable state and
regutations has been attained in accordance with :
o federal regulatory requirements and
your verification. : o ;
constitutes the facility’s allegation of
A standard recertification survey was conducted compliance.
that went into an extended survey, along with a
complaint Investigations were completed at the
time of the survey. An investigation of compiaint
H5427017 and H5427019 were completed and All Comp|eti0n dates are 6/28/113
both were substantiated during this survey.
Deficiencys had been issued as a result of the
substantiated findings at F225, F226, F353,
F441, :
F 155 | 483.10(b)(4) RIGHT TO REFUSE; FORMULATE F 155]8py respects the rights of residents to 7/8/2013
Ss=D| ADVANCEDIRECTIVES refuse treatment. On admission residents
The resident has the right to refuse treatment, to are given a booklet entlt{ed., Your Rights.
refuse to participate in experimental research, Rights are also discussed with them. Each:
and to formulate an advance directive as month, during resident council, one/two
specifled in paragraph (8) of this section. rights are reviewed with examples.
The facili t comply with the requirement &\O Employees are oriented to resident rights
ity must comply w e ents ) .
specified in subpart | of part 489 of this chapter \}%‘ At new emplqyee general o‘r |en.tat|on and
related to maintaining written policies and annu.alty.‘ Resident, R177, died in the
procedures regarding advance directives. These p}y hospital in November 2012.
requirements include provisions to inform and Staff will be re-educated June 3,4, and 5,
provide written information to all adult residents by the DON and ADON and 6™ by the NHA
concerning the right to accept or refuse medical \%( about the residents’ right to refuse care
or surgical treaiment and, at the individual's and/or treatment. For staff who are
[ABORATORY DIRECTOR'S OR PROVIDER/SIPPLIER REPRESENTATIVES SIGNATURE TITLE {X6) DATE
. A
YNl liss Lr %w ol i bh~S5~/3

Any deficlency statement ending with an asterigk/ {*) denotes a deficiency which the Institution may be excused from correcting providing itIs determined that
other safeguards provide sufficlent protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are dlsclosable 90 days
following the date of survey whether or not a plan of correctfon Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made avallable to the facillty. If deficlencles are cited, an approved plan of correction s requisite to confinued

program participation.

FORM CMS-2667(02-99) Previous Versions Obsolete

Event ID:VKFY11

Facility [D: 00792

If continuation sheet Page 1 of 157
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F 155 | Continued From page 1

option, formulate an advance directive. This
includes a written description of the facility's
policies to implement advance directives and
applicable State law.

This STANDARD is not met as evidenced by:
Based on document review and interview, the
facilities failed to ensure 1 of 1 resident's family
(R177) had the right to refuse specific
pharmacological interventions.,

Findings include:

R177 was administered Ativan (a medication

used to treat anxiety) after the family specifically -

told the facility they did not want this medication
ussed as R177 had taken this medication in the
past with adverse reactions.

R177 had diagnosis that included dementia
without behavioral disturbance, senlle and pre-
senite organic psychotic condition and
adjustment disorder with depressed mood. The
admission minimum data set (MDS), dated
10/8/12, Identified R177 as severely cognitive
impaired with episodes of verbal aggression,
which put the resident as risk for injury and
interfered with personal carss, involvement in
activilles and social interaction, she wanders
using a wheelchair and needed extensive
assistance of one facility staff for all her personal
cares.

According to nurse's progress notes, {on the day

F 165 attend an independent study tool wilt be

utilized. Staff receiving specific
information about a resident refusal are to
report it to the nurse, who then makes sure
the clinical manager is aware and
documents as appropriate. An interview
audit will be completed with 5 residents
per week by sacial services staff for 8
weeks. Resulits will be reported to the QA
committee for further direction with the
NHA accountable for action items. The
social services director will be responsible
to monitor that residents will have the
right to refuse. The NHA is responsible for
compliance with resident rights.

FORMCMS-2867(02-99) Previous Verslons Obsolste
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of her admission), " family " was contacted
regarding R177's agitation The documentation
noted the family reported resident had received
Alivan at the previous long term care facllity and "
this had the opposite affect on her".

According to a progress note of 11/13/12, R177
was very upset and a physician was contacted.
An order for lorazepam (Ativan) 1 mg every 8
hours, either orally or IM (intramuscular Injection)
thru 11/15/12 was received. R177 was given this
medication on 5:00 p.m on this date.

On 6/2/13 at 3:41 p.m. during a telephone
interview R177's famlly member (FM)-A stated
the facility contacted a physician, obtained an
order for Ativan, and administered this medication
to R177 without consulting with any family
members or honoring their request of no Ativan.
FM-A stated they told the facility on the day of
R177's admisslon that Ativan had been used at
the prior long term care facility with opposite
affects and they did not want if given {o her
mother.

During an interview on 5/6/13 at 2:55 p.m.,
registered nurse care manager (RN)-B stated she
was unaware of the family request regarding the
use of this medication. She reported that when a
staff receive information like this from a family, a
note should be placed in the front of the medical
chart or on the medication administration record
(MAR). RN-B indicated that during the admission
process, staff did not document this family's
request in either place. She further stated that if
staff had documented this family's request, it
would have been honored and the resident would
not have received this medication.

FORM CMS-2667{02-99) Previous Versions Obsclefs Event ID; VKFYi1
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A facility must immediately Inform the resident;
consult with the resident's physictan; and if
known, notify the resident's legal representative
or an interested family member when there is an
accident involving the resident which resuits in
injury and has the potential for requiring physiclan
intervention; a significant change in the resident's
physical, mental, or psychosocial status (i.e., a
deterioration in health, mental, or psychosocial
status in either life threatening conditions or
clinfcal complications); a need to alter treatment
significantly (i.e., a need to discontinue an
existing form of treatment due to adverse
consequences, or to commence a new form of
treatment); or a decision to transfer or discharge
the resident from the facility as specified in
§483.12(a).

The facility must also prompfly notify the resident
and, if known, the resident's legal representative
or interested family member when there is a
change in room or roommate assignment as
specified In §483.15(e)(2); or a change In
resident rights under Federal or State law or
regulations as specified in paragraph (b)(1) of
this section.

The facility must record and periodically update
the address and phone number of the resident's
legal representative or interested family member.

This REQUIREMENT is not met as evidenced
by:

Based on interview, and doecument review the
facliity failed to ensure that a physicians were

members and physicians when there has
been an accident, a significant change in
the resident’s physical, mental or
psychosocial status, and a need to alter
treatment significantly. Nurse practitioner
saw R122 on 5-10-13. She reduced
metoprolol to 25 mg with orders to
monitor and inform her of vital signs; upon
review of the data she then reduced the
dose to 12.5 mg on May 13, 2013, The
physician visited 5-15-13 and made no
further changes. No further episades of
syncope or fainting have occurred. Staff
will be educated on when to contact the
physician and/or physician extender on
June 3, 4 and 5. The policy/procedure for
when to notify the physiclan has been
reviewed and revised.

Vital signs are taken by NA’s and LPN’s and
are to be reported to the RN If they are not
within normal limits. Staff will be educated
on 6-3, 4, and 5 by the DON and ADCON and
on 6-6-2013 by the NHA on these
expectations. All other resident vital signs
have been reviewed by the clinical
managers and appropriate actions were
taken: re-take the vital signs and/or
contact the physiclan. The pressure ulcer
protocol was reviewed and revised.
Specific attention was paid to addressing
the location, staging, size, exudates, pain,
description of wound bed and wound
edges, supplies to be utilized, and a
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notified of changes in a residents condition which
Included fainting spells during fransfers, abnormal
vital signs and development of a pressure ulcer
for 1 of 1 residents (R122) who had a change In
condition that needed physician intervention.

Findings include:

R122 since 12/07/2012, had experienced several
episodes of passing out while using the standing
mechanical (PAL) lift, had vital signs outside of
the normal parameters, and devsioped a
pressure ulcer on 3/29/13. R122 physician was
never notified of these changes in R122
condition.

R122 had diagnosis including hypertension and
heart disease. R122's quarterly minimum data
set (MDS) dated 3/1/13 identified the resident had
moderate cognitive impairment, needed
extensive assistance with all activities of dally
living, was totally dependent on staff for all
transfers, and did not have any skin concerns or
pressure ulcers.

R122's medical record, interdisciplinary progress
notes (IPN) Identified the following episodes of
R122 "passing out” when using a mechanical
(PAL) lift for transferring.

12/7/12- "Family is aware that he does have a
spelt and 'pass out' when in lift; PLEASE assist
him to meet his toileting needs..."

1/21/13- "This afternoon staff had resident
standing in standing PAL lift. Theywere
changing his pad. He had a spell. His face got
red and his body went faint. Staff put him down

F 157

specific protocol to follow. The DON is
responsible for wound care management.
The documentation for any/all other
pressure ulcers has been addressed. Audits
of the documentation for each resident
with a pressure ulcer will occur weekly for
4 weeks. Policy/procedure reviewed and
revised for outlier vital signs. The results
will be reported to the QA committee for
further direction on frequency and
number of audits/week.
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on toilet and he came to." No vital signs were
documented on 1/21/13.

1/26/13- ..."Attempted to lift resident in standing
PAL lift...resident went unresponsive while in the
lift. Resident was transferred into recliner and
became responsive." No vital signs were
docurnented on 1/25/13.

3/6/13- "Family is aware that he does on occasion
have a spell and pass out when in the {ift.”
3/26/13- "Resident had an unresponsive episode
at 0700 while in PAL lift, he turned purpte in color
then went very pale and gray in color and his
eyes were rolled back in his head. This writer
sternum rubbed him for about one minute when
he responded to his name, however, he would
not open his eyes and look at staff that was in
room with him at the time. Once he did start
responding he was then lifted with the PAL again
to get his incontinent product on him and he has
been resting well since." No vital signs were
documented on 3/26/13.

4/12/13- "Resldent went unresponsive while staff
had him in the PAL lift during cares, resident was
sat down right away in his wheelchair and
responded after one minute." Vital signs staff
had taken were charted as pulse 43 and biood
pressure 113/59,

During interview on 5/8/13 at 10:30 a.m.,
registered nurse clinical manager (RN)-A stated
that neither the physician had not been notified of
R122 "passing out" on the mechanical standing
lift. RN-A stated she had called the nurse
practitioner (NP) today to make her aware of
R122 fainting spells and that the NP would be
seeing R122 'tomorrow.! RN-A verifisd the
physician should have been notified after every
fainting speil.
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R122's also had various vital signs that were out
of the normal range for individuals. The Mayo
Clinic identifies a "normal blood pressure is
120/80" and "heart rate (pulse) can range from
60-100 beats per minute. If your pulse is
consistently lower or higher and have symptoms
of dizziness or lightheadedness you are fo
consult your physician." In review of R122's
current physician orders, dated 4/2013, identified
the following medications were ordered:

Metoprolol tartrate 50 mg twice a day for
hypettension (high blood pressure).
Lisinopril/ HCTZ 10/12.56 mg sveryday for
hypertension. )
Lasix 40 mg twice a day for edema (swelling).
Zaroxylin 2.5 mg daily for edema.

Upon review of R122's vital signs charted in Care
Tracker under "Resident Vitals Chart" indicated
the following:

2/26/13- Blood pressure (B/P) 95/57 pulse (P) 45.
The B/P and pulse were not rechecked to ensure
they were accurate or if the B/P and pulse
improved,

3/5/13- P-49. There was no recheck of this
reading.

3/12/13- B/P-55/96. P-41. There was no recheck
of this reading.

3/15/13- B/P- 53/99. P-44. There was no
recheck of this reading.

3/19/13- B/P- 97/55. P-46. There was no
recheck of this reading.

3/26/13- P-45, There was no recheck of this
reading.

F 187
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4/12/13- P43. There was no recheck of this
reading.

4/16/13- B/P- 100/57. P-45, There was no
recheck of this reading.

4/23/13- B/P-T76/38. P-46. There was no
recheck of this reading.

4/30/13- B/P- 92/54, P-49. There was no
recheck of this reading.

During interview on 5/7/13 at 1:00 p.m., Nursing
assistant (NA)-O stated that the nursing
assistants do the vital signs and if they are out of
range they are suppose to report them to the
nurse in charge. NA-Q was unaware of R122
having out of range vital signs (blood pressure
120/80, pulse 70-90).

During interview on 5/7/13 at 1:05 p.m. licensed
practical nurse (LPN)-A stated if a blood pressure
or pulse is "out of range" the NA's should be
reporting the vital signs to the nurse so it can be
closely monitored, and are to be reported to the
physician, LPN-A stated the nurses do not check
the vital signs the NA's do on the residents, but it
is the it is responsibility of the NAs to report to the
nurse if there are vital signs is an out of range.
LPN-A acknowledged that R122's current
medications can effect blood pressure and pulse,
but was unaware of R122's past abnormal vital
signs.

During interview on 5/7/13 at 1:15 p.m. RN-A
reviewed the vital signs charted for R122 and
stated the vital signs should have been
rechecked, reported to the nurse, and R122's
physician notified. RN-A stated when the
physician or NP visits the resident, the vital sign
review is completed from the most recent vital

F 157
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slgns obtained. RN-A verified that R122's medical
record lacked evidence that the abnormal vital
slgns were not followed up on or reported to the
physician.

Upon review of R122's interdisciplinary progress

| notes (IPN) identified the foliowing pressure

ulcers:

3/29/13-"Coccyx is red. Applied as needed
calmoseptine. Notified RN.

3/31/13- "Resident has red open area on his
bottom. Calmoseptine cream applied. Will
continue to monitor."

3/3113- "Resident was repositioned every 2
hours and Calmoseptine was applied to his open
area on his bottom..."

4/1/13- "Resident has two open areas on bottom.
One on right upper buttocks and one on left upper
buitocks, Stage one with no drainage. Staff have
been applying Calmoseptine to area dally with
cares, however, they have not minimized.
Assisted staff with cleansing buttocks area.
Applied skin barrier prep. Letdry. Applied
Calmoseptine over both open areas. Applied
Mepilex dressings, one to each open area."
4/11/13- "Per RN request leave residents bottom
wound/ sore open to air dry. Please apply calmo.
Will continue to monitor.”

5/1/13- "Resident continues to have two open
areas on bottom. One area on right buttocks
close to butt crease is stage two with no
drainage. It appears smaller in area than
previcusly recorded... Left area of buttocks is
healed and is a stage 1 with a pinpcint stage two
present close to butt crease, no drainage."

Review of the Interdisciplinary Progress notes
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RN-A documented on the pressure ulcers on
5/3/13 indicate, "In April it was noticed he had a
stage one/ stage two pressure areas on his
holtom near his butt crease. The treatment
followed out wound protocol... currently there is a
stage one o the right buttocks that measures 4
centimeters (cm) x 3 cm with a stage two center
near the crease that measures 0.3 em x 0.3 cm,
The left buttocks has a stage one near the crease
that measures 3 cm x 3 cm and a stage two in
the center which measures 0.2 cm x 0.2 cm.
There is redness and purple colored skin noted
on bottom..."

During interview on 5/7/13 at 11:50 a.m. RN-A
stated although staff were aware of R122's
pressure ulcer at the end of April, the physician or
nurse practitioner were not notified about the
pressure ulcers untlt 5/3/13 (about one month
after the facility identified R122 had a pressure
ulcer). RN-A verified staff should have notified
the physician immediately of any new open areas
for residents.

The facility policy titled Pressure Ulcer Treatment
Policy and Procedure dated 2/23/04 instructed,
"The physician or nurse practitioner will be
notified of all new wounds, when there is a
significant change in a wound, and when a wound
is not healing... "

483, 13(c)(1)()-(iii), (c)2) - (4)
INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS

The facility must not employ individuals who have
been found guilty of abusing, neglecting, or
mistreating residents by a court of law; or have
had a finding entered into the State nurse aide

F 157

F 225

BPV staff report alleged violations involving| 7/8/2013
mistreatment, neglect, or abuse, including
injuries of unknown source and
misappropriate of resident property
immediately to the administrator. The
alleged violations are thoroughly
investigated, and further potential abuse
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registry concerning abuse, neglect, mistreatment investigation are reported to the
of residents or misappropriation of their property; administrator or his designee and to other
and report any knowledgs It has of aqtlons bya officials in accordance with state law. The
court of law against an employee, which would . ‘
indicate unfitness for service as a nurse aide or vulnerable adult abuse policy and .
other facility staff to the State nurse aide registry procedure was reviewed and revised. The
or licensing authorifies. investigative report form was revised, Staff
, . was trained on May 8 and 9", and on
The facllity must ensure that all alleged violations iune3, 4, 5 by the DON and ADON and on
involving mistreatment, neglect, or abuse, June 6 by the NHA. The “staff
including injuries of unknown source and - Y o
misappropriation of resident property are reported questionnaire’ documents are the notes of
immediately to the administrator of the facility and staff being interviewed about abuse and
to other officials in accordance with State taw neglect,
through established procedures (including to the
State survey and certification agency). Audits will be conducted by interviewing 10
The facility must have evidence that all alleged staff per week for 8 weeks on reporting
violations are thoroughly Investigated, and must requirements of the Vulnerabie Adult
prevent further potential abuse while the abuse act. DON and ADON will each
investigation is in progress. conduct 5 interviews of staff on what to do
. . in various situations weekly for four weeks.
The results_ c_>f all fnvestlgatlon.s must be reported Auditing of 5 investigative reports each
to the administrator or his designated :
representative and to other officials in accordance week will be done by the NHA and SSD for
with State law (including to the State survey and 4 weeks and then two per week for 4
certification agency) within 5 working days of the weeks. This audit is for completeness and
Incidentz and if the aﬂeged violation is verified appropriate reparting. Audits of CNA tone
appropriate corrective action must be taken. of voice, appropriateness of conversation
and location will occur by DON. Results will
he reported to the QA committee, The
This REQUIREMENT is not met as evidenced DON is responsible to assure investigations
by are done, the NHA is responsible to assure
fBa‘?tedfgi?eigtt%r‘gﬁgJ?:daﬁ%?llém:t?c:rzg\ﬂ?:t;;gz that the investigations are complete and
acili , :
negleycr:t, and injuries of unknov%n origin were have been reported as required by
thoroughly investigated and immediately reported state/federal laws.
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to the administrator and State Agency (SA) as
required, for 17 of 30 residents, (R122, R3, R43,
R57, R55, R137, R128, R&7, R10, R180, R5,
R179, R39, R181, R59, R75, and R117) for
whom allegations of abuse and/or neglect were
reviewed; and failed to ensure injuries of
unknown origin were thoroughly investigated and
reported to the SA for 16 of 35 residents (R115,
R19, R177, R8, R86, R109, R15, R51, R68, R98,
R128, R10, R4, R37, R120 and R67)in the
sample who were reviewsd with injuries of
unknown origin. '

The lack of identification, investigation, resident
protection, and reporting constituted immediate
jeopardy for R122, R3, R43, R57, R55, R137,
R128, R67, R10, R5, R39, and R117 who
currently reside in the facility,

The administrator {A)-L, the director of nursing
(DON), and the director of social work (LSW)-A
were notified on 5/3/13 at 1:41 p.m., of the
immediate jeopardy to the health and safety of
the residents at a pattern level (K). The systernic
failure of identification, investigation, resident
protection, and reporting incidents of potential
abuse/neglect, had the potential to affect most
residents in the facility.

The facllity inftiated an 1J removal plan which
inciuded revision of the abuse pravention plan
and training provided to all staff, on each shift,
prior to any direct resident contact, The facility
also conducted training for residents in the facility
including education on identification of resident
neglect and abuse, who to report to, and a review
of resident rights in the facility. In addition, direct
care staff, licensed nursing staff, and unit

statement of deficiencies.

found opposite the resident specifics in the
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managers were interviewed and were able to
explain their responsibliities for Identification of
incldents of potential mistreatment; internal
reporiing; resident protection, investigation; and
external reporting as defined in the facility'’s
revised abuse prevention plan. The immedtacy
was removed on 5/8/13 at 3:20 p.m., and the
scope and severity was reduced {o no actual
harm with a potential for no more than minimal
harm, pattern.

Findings include:

R122 who was a current resident, told staff a
nursing assistant {NA) was rough with him and he
did not want that nursing assistant (NA) fo take
care of him. The facility did not investigate
R122's allegation of the NA heing rough with him,
and the NA continued to provide care for the
resident.

R122's quarterly minimum data set (MDS) dated
3/14/13 indicated moderate cognitive impairment.

During interview on 4/29/13 at 3:05 p.m., R122
stated a NA is "very rough” with him. R122 stated,
"he swings me back and forth and pushes me
around. i've got a swollen hip and it hurts me."
R122 said he'd fold the NA he hurt and it was fog
rough, and said the NA had responded, "just
never mind, you are OK." R122 said he'd told the
nurses he didn't want the nursing assistant to
take care of him anymore and the nurse had told
R122 they would take care of it. However, R122
stated the NA still takes care of him and the
nurses "didn't do anything about it." R122
identified the NA who is rough with him as NA-A.

Training on the vulnerable adult abuse act,
bill of rights and Elder Justice Act occurred
in March of 2013 for all staff. Training
occurred on May 8 and 9% on the revised -
vulnerable adult abuse act and the bill of
rights. Residents 122, 3, 43, 57, 55, 137,
128, 67, 10, 180, 5, 179, 39, 181, 59, 75,
and 117 each had a report and
investigation completed. Any
changes/recommendations to their plans
of care are listed below:

R122-Interviews of the resident, NA-A and
other NA's were completed. NA-Aisnot
assigned to this resident; however, may
assist with two person transfers with the
resident’s permission, Care and transfer
audits of 35 people at random occurred for
4 weeks; now it will continue at 25 per
week for 4 weeks. Care and transfer audits
were completed by nursing staff. Datais to

be reported to the QA committee for
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Review of R122's Facility Progress Notes
indicated the following:

4/10/13- "Resident was very upset this early
evening and wanted to talk to this writer. When
this writer arrived in his room he stated that he
did not want the male NA working with him
tonight or in his room because 'heis aliarand |
don't trust him, he lies about me.' This writer
explain that someone else would be working with
him and that this writer would take care of that for
him...it was explained to both the resident and
wife that this would be investigated and thaf the
director of nursing (DON) and assistant director
of nursing (ADON) would be notified.”

During another interview with R122 on 4/30/13 at
3:40 p.m., R122 stated he had put his call light on
over an hour ago te go to the bathroom. R122
stated when NA-A came in to assist him to the
bathrcom R122 had told NA-A fo "just forget it"
hecause he did not want NA-A to take care of
him. The resident stated he was going to try to
wait to see if any other staff coufd help him. After
an hour, he stated he was unable to wait to go to
the bathroom any longer, so had turned on his
call light again for assistance. R122 stated when
NA-A came In again, he (the resident) asked isn't
there "anyone else here who could help me?"
R122 sald NA-A had responded, "nope, | am the
only one here." R122 said, "He hurts me heis so
rough with me. He knows | don't want him to
come in here, hut he just keeps coming in."

During interview on 4/30/13 at 3:55 p.m., NA-A
stated he knew R122 did not want him {o take
care of him anymore, but stated they were short
staffed and he had to care for him because it was
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"his hall" of residents to care for. NA-A verified
R122 had put his call light on earlier in the day
and confirmed that when he'd answered the call
light, the resident had told him to "just forget it."
NA-A stated when he went back an hour later to
respond to R122's call light, the resident had
asked if there was anyone else {o assist him to
the bathroom. NA-A stated he'd told R122 there
was no other staff available. NA-A stated he
worked full-time and this was his usual hall of
residents to care for. NA-A also confirmed he
transferred "many residents" who were supposed
to be a transfer of two, by himself. NA-A stated
other staff did so as well hecause the facility is
"short staffed and there Is no one else o assist
with transfers."

During interview on 4/29/13 at 6:06 p.m., licensed
practical nurse (LPN)-B stated if there was
reported abuse he would "talk to the resident first"
to see if it was "valid." LPN-B stated he was
aware R122 did not like NA-A, but really didn't
know why. LPN-B stated he had not reported this
to anyone because "everyone already knows it."
He verified NA-A continues to care for R122.

During interview on 5/1/13 at 12:30 p.m., family
member (FM)-G stated she had talked to a nurse
and had asked that NA-A no longer provide cares
for R122 as NA-A is "rough with him [R1223."
FM-G stated the nurse had told her she would
"take care of it" however, FM-G said NA-A
continues to care for R122 "often.”

During interview on 5/7/13 at 11:50 a.m., the
DON stated she was aware R122 thought NA-A
was "rough” with him. The DON also stated she'd
reminded NA-A to provide R122 cholces. The
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DON was unable to provide any documentation of
any investigation into R122's concerns. There
was no documentation that the DON had spoken
to R122 more about his concerns, nor
conversation with NA-A. [n addition, the DON
verified the resident’s concern had not been
reported to the administrator or SA,

Although the facility was aware R122 accused
NA-A of being rough with him and did not want
the NA to provide cares for him, the facility did not
investigate his concerns, nor remave NA-A from
providing R122's care.

R122 had also informed staff he was neglected at
night because some staff refused to take him to
the bathroom and told him to go to the bathroom
in his brief instead.

Review of R122's facllity Progress notes revealed
the following:

4/10/13- Resident's wife stated, "Staff needs to
get him up to the toilet or give him a urinal when
he states he has to go and not tell him to 'wet
yourseif'."

During interview on 4/30/13 at 3:29 p.m., R122
stated, "If [ ask to go to the bathroom at night they
usually tell me to just poop or pee in my pants.
They tell me to just go in my pants and they will
clean it up fater. | teli them | don't want to but they
tell me it's ok, just go ahead.” R122 stated it
really made him feel bad and it hurts his "bottom"”
when he has to sit in a wet/sciled pad.

During interview on 5/7/13 at 11:50 a.m., the
DON stated she was aware of the accusations
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R122 made regarding the night shift telling him to
go to the bathroom in his pad instead of taking
him to the bathroom. The DON verified she had
not conducted any formal investigation nor
documented such, but stated she "reminded night
shift" to take residents to the bathroom upon
request. The DON verified asking a resident to go
to the bathroom in their pad and refusing to assist
them to the bathroom would be considered
neglect. The DON verified on 5/713 at 11:50
a.m., this allegation of potential neglect had not
been reported to the SA or the administrator.

R3 a current resident, reported a staff member R3 Report/investigation completed. NAR

had been rough with her which was not cares for resident very infrequently with
investigated or immedlately reported to the resident permission. Staff training oceurred

administrator or the SA. May 8 and g DON/ADON will hold

R3's annual MDS dated 3/21/13 indicated she nservices on June 3, 4, 5, and the NHA on
was cognitlvely intact. During interview on 5/3/13 June 6 to include resident rights,
at 2:00 p.m., R3 stated that there was a guy who vulnerable adult abuse and transfers.

works at the facility who could at times be rough
with her during cares. R3 stated she had
reported this at her last care conference to the

Nursing staff have/will audit thirty-five
residents care/transfers for 4 weeks, 25

care conference team, and does not know if residents will be audited for the next 4
anything has been done about it. R3 identified the weeks. Audits of staff (nursing staff do)
staff member who was rough with her as NA-FF, knowing when/what to repart will be done
R3 stated NA-FF still cares for her regularly, R3 with 5 employees weekly for 8 weeks.

also stated she was suppose to be transferred
with assist of two, but often only one staff
transferred her because of no other staff being
avatlable to assist.

Results will be reported at QA. QA will
determine continued frequency and need.

Review of the facility’s interdisciplinary progress
notes (IDP} dated 3/20/13 indicated a Care
Conference was held on 3/13/13. The IDP note
did not address that R3 had informed staff that
NA-FF was rough with her. Review of the
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-| NA-FF baing rough was never investigated, or

facility's incident reports and Vulnerable Adult
reports, did not address R3 concern regarding
NA-FF being rough with her. R3's allegation of

reported te the administrator or SA as directed
by the facility's policy.

R43 a current resident, reported a nursing
assistant had been rough with her.

R43's quarterly MDS dated 2/1/13, indicated R43
was cognitively intact, had clear speech and was
able to communicate her needs without any
problems. The MDS indicated R43 had no
specific behaviors or any symptoms of delirium,
but required extensive assistance from one staff
for all her personal cares.

R43 was interviewed on 5/7/13, at 11:00 a.m.,
and reported several months ago a nursing
assistan{ had been rough with her in preparation
of a shower and during the shower. R43 reported
the nursing assistant was rough taking off her
clothes and that she'd asked the NA, "will you be
nicer to me?" R43 indicated the nursing assistant
seemed to get so upset that "she left me sitting in
the shower room, by myself, without any
clothing.” R43 also reported this nursing
assistant had showered her since the incident,
but there had been no further rough treatment.
R43 stated it made her nervous whenever this
nursing assistant worked with her and she did not
like it. She stated she had not told anyone about
these feelings, as she didn't want the staff to get
mad at her.

A phone interview was completed with FM-AA on
5/7/13 at 11.03 a.m. FM-AA reported R43 had

R43, NA terminated. Plan of care reviewed
and revised. Staff received training on the
Vulnerable Adult Abuse act, resident rights,
and the Eider Justice Act in March 2013,
Staff were inserviced on respect and
dignity on May 8 and 9", Resident rights
Land vulnerable aduit abuse act training will
occur on June 3, 4, 5 for nursing staff the
NHA will train all other staff on June 6™,
Social services will interview 5 residents
per week for 8 weeks with data reported to
the QA committee for further direction.
The NHA is responsible for compliance,

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

Event ID; VKFY11

Facility ID; 00792

If continuation sheet Page 18 of 157




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

PRINTED: 05/24/2013

FORMAPPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
245427 B. WING 05/08/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
901 SOUTHEAST WILLMAR AVENUE
BETHESDA NH PLEASANTVIEW
WILLMAR, MN 56201
(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 COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 225 | Continued From page 18

volced concern regarding the rough treatment
she was glven by a nursing assistant when was
heing undressed in preparation for a shower, and
also during the shower, FM-AA said she'd talked
to the facility about this and as a result of the
report, had been told the identified staff person
would not bathe or provide other services to her
mother.

The initial report of this incident was reported to
the State agency on 2/11/13 and the investigative
report was filed with the state agency on the
same day. The corrective action taken to prevent
recurrence of this incldent inciuded the nursing
asslistant was not to bathe R43 alone; the nursing
assistant was to have another nursing assistant in
the room. The reported nursing assistant was
identified as NA-J.

The nurses’ progress note dated 2/11/13,
indicated FM-AA had been told the nursing
assisiant's behavior was "unacceptable” and the
nursing assistant would be appropriately
reprimanded. The progress note indicated
FM-AA requested this nursing assistant never
work with her mother (R43) again.

A random review of nursing assistants who
provided care to R43 was completed by reviewing
the documentation in Care Tracker (an electronic
system that allows staff to document services
provided to residenis). NA-J documented she
had provided cares to R43 on 3/26/13, even
though NA-J was not supposed to provide care
for R43.

An interview with registered nurse (RN)-A was
completed on 5/7/13 at 11:34 a.m. RN-A
reported she was not aware of FM-AA’s request
that NA-J not work with R43. in addition, RN-A
reporied she was unaware of any reported
problems with NA-J or the corrective action,

F 225
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which specified if NA-J showered R43, a second
staff person was to be in the room, RN-A
indicated she was unaware there were any
restrictions with NA-J and which residents she
worked with. RN-A reported NA-J continued to
work with R43 as needed, which could include
giving R43 a shower, RN-A verified she should
have been made aware of this situation.

The facility had submitted a report to the SA on
3/12/13, (complaint number H5427019),
regarding muitiple allegations of abuse and
neglect that had been observed by NA-K on the
East side of the nursing home. These allegations
were not thoroughly investigated or immediately
reported fo the SA and administrator as directed
by the facility's policies.

The 3/12/13 complaint H5427019 report indicated
the following:

"On 3/6/13 writer was made aware of allegations
made by [NA-K] regarding mistreatment of
residents... adminisirator (A)-E was informed...
NA-K made the following accusations. She
worked on the floor as a NA for 3-4 days, which
was her training period... A NA said | am so f--
-ing sick of taking care of you to a resident.
When a resident fell, a NA was told to allow the
resident to remain on the floor until vitals could be
done; the NA said i frickin don't have time to wait
and picked the resident up and put her in bed.
She [NA-K] also said NA's would sit at the nurses'
desk and turn off the audible call light and would
not take care of the resident with the light on.
Also, a NA was trying to force a resident to eat by
trying to push a spoon into her mouth, NA-K said
it appeared to hurt the resident. NA-K also said
that NA's would use one person transfers when
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they were suppose to use two staff. These
residents were dropped into bed as a resuit...
Related to these incidents, NA-K did not continue
to work here."

The Investigative report submitted to the State
agency (OHFC -office of health facility
investigations) on 3/12/13, (6 days after the
original comptfaint) included:

"Potential issues were focused on the East end of
the nursing home so current residents who
resided on the East end were interviewed atong
with some West end residents, seme of which
previously resided on the East side... 35 current
residents werse interviewed, some of which do
have dementia. No specific or substantiated
reports from residents that they are being
mistreated by staff. 30 staff members were
interviewed, mostly current employees and some
past employees. Some staff alleged that other
staff were neglectful and mistreated some
residents. It has not been substantiated that any
resident was injured, their ability affected, or
lifestyle altered. After our initial interview with
current and former staff, many names were
named as people of interest... DON and ADON
met with primarily East end evening nursing staff
on 3/8/13. Staff were given direction on
appropriate resident care... Staff are informed of
importance to report any suspected or witnessed
abuse immediately. It was alarming to hear that
staff are not reporting concerns immediately per
thelr education...” The investigation submitted to
the SA also identified staff ware offered, and were
to attend, a session on vulnerable adult reporting
on 32212, 3/27/12, or 3/28/12. Inthe
investigation submitted to the SA dated 3/12/13,
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facility for only a short time and could not

Continued From page 21

the facility did not identify any staff they had
spoken to regarding other concerns, the resident
who'd allegedly fallen was not identified, and
there was no indication any further investigation
had been conducted related to NA-K's
allegations.

During interview on 5/1/13 at 11:15 a.m., the
DON and L.SW -A stated NA-K worked at the

remember specific names of employees or staff.
The DON and LSW-A stated they were unsure
who had specifically investigated NA-K's
allegations. They were also unable to provide
documentation of any investigation regarding the
resident who'd allegedly fallen and been picked
up and put into bed by a (unknown} NA, LSW-A
stated NA-K only worked for "a couple days" and
the facility should have investigated to see which
residents had fallen during NA-K's shart
employment to determine if the allegation was
valid. The DON stated In regards to the
allegations made by NA-K, the facility did a staff
education for the East end nursing staff regarding
resident care, as well as interviewed around 30
staff and residents on the East end of the
building. The DON also verified the "4 sessions
that were offered, and staff were to attend, on
vulnerable adult reporting” had actually been
conducted in 2012, not 2013; there was no
mandatory retraining of staff to do these sessions
again regarding the allegations and refraining of
staff. The DON stated If staff had done this
training in the last year, they would have been
unable to do it again as the computer system
where the education is completed only allows
staff to do this once per year. The DON and
LSW-A verified the staff and residents were not

F 225
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interviewed directly regarding the allegations of
mistreatment made by NA-K or from further staff
Interviews alleging abuse, but rather were asked
general questions such as "Have you ever
noticed staff being verbally or physically abusive
on the East end?" The DON and LSW-A stated
their human resources staff (HR)-J, who mainly
did the interviewing and corrective action write
ups for employee files, was currently on leave
from the facility and was not able to be
interviewed during the duration of the survey.
The DON stated she was not invaclved in the
investigations, employee corrective actions, or
any monitoring of employees because staff had
expressed concern she may shown favoritism
because she (the DON) had a family member
working for the facility during that time period.

During interview on 6/2/13 at 10:565 a.m., A-E
stated he'd spoken with NA-K regarding
allegations of staff mistreatment to residents but
verified he had not followed up or conducted any
investigations. A-E stated the alleged incidents of
staff mistreatment were related to "staff
dynamics" and how the "staff works together."
A-E stated it appeared their staff had a2 "mean
girls" club and he continued {o refer to the staff as
"vipers," meaning he felt the staff were not getting
along and were making accusations against each
other regarding mistreatment and neglect.

SW-A provided her written conclusion dated
3/25/13, of the alleged incidents and the
investigation of the allegations. "After NA-K and
NA-LL reported their concerns we decided to
interview East end staff and residents. From staff
Interviews many allegations were made by staff
regarding care provided by other staff. Some of
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‘the accusations were reported to state agency

and investigations were conducted... Given the
perceived negative working environment by the
East end staff, being unhappy and angry with
many of their co-workers, it was difficult to
determine whether all of the allegations were
truthful. Residents were also interviewed in a
effort to determine whether residents had been
mistreated or felt fearful. The resident interviews
were mostly positive. Some of staff allegations
were followed up on with staff through disciplinary
action process, Through these meetings it was
determine that further reporting to MDH
{Minnesota Department of Health) did not need to
ocour. Staff were educated and disciplined
regarding allegations. Of the staff allegalions
regarding some of the named residents it was
determined that no resident was actually injured,
their abilities affected, or lifestyle altered, Again,
much of what was shared points to a
dysfunctional staff culture rather than any
substantive resident abuse."

According to the report submitted to the SA on
3/6/13, regarding H5427019, the facility indicated
they'd interviewed various residents and staff on
the East end of the nursing home regarding
allegations of abuse and neglect. The facility
provided information from the interviews and
investigations they'd completed as follows:

RESIDENT INTERVIEWS:

R57's a current resident's, quarterly MPS dated
3/14/13 indicated she had moderate cognitive
impairment.

R57's- resident interview questions dated 3/2013

Staff interviewed. Resident calls out

R57. Report and investigation completed.

“owie” during cares no matter how gentle
staff are. Resident responses are not
related to situation, for example: says,
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questioned the resident, "Have you ever been
treated roughly by staff." The resident answered,
"Sometimes.” There was no further interview
done or investigation regarding this response
from the resident.

During interview on 5/1/13 at 11:40 a.m., SW-A
stated she was not sure who completed this
interview with R57 but verified there was no
investigation or follow up for the resident's
response.

R55's a current resident's, quarterly MDS dated
3/1/13, indicated she had severe cognltive
impairment,

R55's resident inferview questions dated 3/2013,
asked the resldent "Do you ever feel afraid
because of the way you or some other resident is
treated?" R55 responded, "Sometimes at night
when I'm alone because | can't lock my door and
keep it closed." There was no further interview or
investigation regarding R55's response.

During interview on 5/2/13 at 10:53 a.m., the
DON stated this was falked about at care
conference and R55 was not "afraid," she just
wanted her door closed so she didn't have to
worry about other restdents coming into her room:.
The DON stated there was no documentation of
this nor was there any further investigation.

R137 current resident, had a quarterly MDS dated
4/4/13, indicated he was cognitively intact.

R137's resident interview questions dated 3/2013,
indicated when asked, "Have you ever been
freated roughly by staff?" The resident

midst of the interview, Behavior log
started 5-30-13. Pain monitoring initiated.
Tyelenol QID initiated.

R55. Interviewed spouse. Resident has
memory loss. BPV placement due to
elopements at home. Resident wanted the
door locked at home so she couldn’t get
out. Was on memory care unit and
distressed with other residents wandering.
She was moved to long term care, can and
does close her door and has adjusted well,

R137. Reportfinvestigation completed.
NAR no longer works here. Resident is not

consistent in recall of events.
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responded, "One moved too fast; shakenup a
liftle." R137 was also asked, "Has staff yelled or
been rude to you?" R137 responded, "One staff
member a couple times when getting up.” There
was no further interview or investigation regarding
R565's responses.

Buring interview on 5/2/13 at 10:53 a.m., SW-A
stated she had not heard of the accusation R137
made regarding a staff member who had yelled at
him and "shaken him up." SW-A stated SW-B
must have completed this investigation and not
followed up on it. SW-A verified thers was no
investigation nor was there any further
clarification from the resident regarding the
accusations of staff yelling at him or moving too
fast with him.

R128 a current resident, had a quarterly MD3
dated 2/14/13 indicated he was cognitively intact.

R128's resident interview questions dated 3/2013,
identified when asked, "has staff yelled or been
rude to you?" The resident responded, "May
have happened; 'questioned why | did what | did
and | didn't feel that was appropriate." There
were no follow up questions asked of R128, and
there was no investigation.

R128, who was considered to be cogitatively
intact per the quarterly MDS dated 2/14/13, was
interviewed on 5/3/13 at 2:30 p.m. R128 reported
af times, the night nursing staff are very abrupt
and rude when they wake him up at 3:00 a.m. or
4:00 a.m. to check for continence. R128 stated
at times he feels they are harsher than they need
tobe.

F 225

R128. Report/investigation completed.
Interviewed other residents on same unit.
No abuse suspected. Social services staff
to interview 5 residents each week for 8
weeks about resident rights with data
reported to the QA committee for further
direction.
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During Interview on 5/2/13 at 10:53 a.m., LSW-A
stated she had not heard of the accusation R128
made regarding night shift being rude to him,
LSW-A verified there was no investigation nor
was there any further clarification from the
resident regarding the accusations of staff
behaviors of being abrupt, rude or harsh.

STAFF INTERVIEWS:

A staff questionnaire completed by an unknown
NA dated 3/11/13 included, "Have you witnessed
any verbal or physical abuse to any resident on
the East end?" The unknown NA had responded,
"Your [residents] going to have to wait until next
shift comes; between 6- 6:30 a.m. during report; if
BM {bowel movement) feel they have to wait until
next shift and then forget to tell next shift." There
was no further interview or investigation of this
allegation of resident neglect.

During interview on 5/2/13 at 11:15 a.m., the
DON and LSW-A stated they had not followed up
with any staff or residents regarding the alleged
incident.

A staff questionnaire completed by NA-D dated
3/7113 indicated, "Have you witnessed any verbal
or physical abuse to any resident on the East
end?" NA-D had rasponded a resident "needed a
hoyer [lift], the resident said they wanted to walk
so a NA put the walker in front of them and told
them to walk. The resident sald 'l can't walk.'

Per NA-D the (unknown) NA was taken off that
day." There was ne further interview or
investigation of this allegation of resident neglect;
nor was the alleged NA perpetrator identified in
this questionnaire.
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During Interview on 5/2/13 at 11:15 a.m., the
DON stated the supervisor had "checked into this
incident" and spoken to NA-D. The DON stated
the administrator was not notified of the incident,
nor was the state agency contacted regarding the
above incident. The DON verified she helieved
the resident was R67, however, stated she had
not spoken to the resident or the alleged staff,
NA-B (identified by DON), regarding this
allegation of neglect and had no written
investigation of the alleged incident. R67's was a
current resident and their quarterly MDS indicated
she had moderate cognitive impairment.

A staff questionnaire done by TMA-A dated
3/11/13, indicated she had reported to the nursing
department a situation that had occurred between
R6&7 and NA-B, "told R67 to 'walk then' since she
insisted she could. Really needs hoyer...
informed ADON and she talked to NA-B." There
was no further investigation of this incident nor
any interviews with the resident,

During Interview on 5/2/13 at 11:15 a.m., the
DON confirmed there had been no investigation,
and stated the administrator had not been notified
of the incident, nor was the State agency
contacted.

A staff questionnaire done by NA-A dated 3/8/13,
indicated he "Knows there's issues on East end;
didn't say specifics but said 'waters a littte thicker
over there'." There was no further interview or
investigation regarding this statement.

During interview on 5/2/13 at 11:15a.m., the
DON and LSW-A stated they had not followed up

F 225

R67. Report/investigation completed.
Staff interviewed and validated NA-B

account. Resident is cognitively impaired..
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with NA-A regarding the statement he made and
they did not know what it meant.

A staff questionnaire completed by the ADON
dated 3/8/13 indicated, "Have any of your
coworkers talked about any verbal or physical
abuse they or anyone else may have done to a
resident?" The ADON had responded,
"Yes...Verbal... behind resident's back. Resident
'shit themselves'." There was no further interview
or investigation of the statement, and the resident
nor employee were identified in the above
alleged incident.

During interview on 5/2/13 at 11:15 a.m., the
DON stated she was not aware of the above
alleged Incident.

A staff questionnaire done by RN-A dated 3/11/13
indicated, "Have any of your coworkers talked
about any verbal or physical abuse they or
anyone else may have done to a resident?"
RN-A had responded, "NA's talking loudly and
becoming more frustrated." RN-A also indicated
a resident had told her she was left in the shower
by staff, and it had been reported to OHFC; she
stated the ADON Investigated. RN-A also had
multiple complaints of staff using cell phones and
observing a employee texting while sittingon a
resident bed while the resident was using the
hathroom. There was no further interview or
investigation of these statements.

During interview on 5/2/13 at 11:15 a.m,, the
DOCN stated she had not spoken to RN-A
regarding her Interview or the complaints
described in the staff questionnaire.
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A staff questionnaire completed by RN-B dated
3/7/13 asked, "Have you witnessed any verbal or
physical abuse to any resident on the East end?"
RN-B had responded, "Sometimes get after girls
for not doing proper care; brush teeth, washing
face." There was no further interview or
investigation of this statement and neither the
residents, nor employee were identified,

During interview on 5/2/13 at 11:15 a.m., LSW-A
and the DON stated the questionnaire completed
by RN-B was not followed up on and there was
no other information available regarding any of
allegations,

A staff questionnaire completed by NA-GG on
3/11/13 indicated, "R10 fell during a transfer with
NA-C; NA-C came back to desk to eat and then
laughed as she told the nurse {resident's namelj
fell; didn't find nurse right away." R10 whois a
current resident, their quarterly MDS dated
4/1/13, indicated she had severe cognitive
impairment,

During interview on 5/2/13 at 11:15 am., the
DON and LSW-A stated R10 had failen and
verified the incident had not been reported to the
State agency as the facility had determined there
was no neglect or mistreatment which occurred.

The facility provided an interdisciplinary progress
{IDP) note (which the facility identified as their

R10. Fall was reported by former
employee and allegedly occurred months
go. Interview/investigation completed.
taff training on transfer compliance.
are/Transfer audits on 35 residents for 4
eeks and 25 residents for 4 weeks being
one. Side rails removed from bed as she
needs 1-2 persons to assist with bed
mobility on 12/18/12. Staff to utilize lift
heet, allegro pad and the resident to
reposition. Brakes are to be on during
ransfers and re-positioning, Staff directed
0 be more careful and move slower when
dressing, transferring, turning in bed, try

investigation of the fall) for R10 dated 12/20/12, not to surprise her to help prevent
regarding the fall which happened when NA-C bruising.
was caring for the resident. The note identified
the following:
Resident slid out of shower chair at 6:50 p.m.
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.The DON also provided an Employee Corrective

Continued From page 30

Staff was unhooking straps to lift sling when
resident leaned forward and grabbed the lift bar
and pulied herself forward. Resident started to
slip to the floor; staff assisted resident to the
ground...Resident does have a 2 cm (centimeter)
long abrasion to the left side of her head...
Bruising may happen to her coccyx area and the
posterior side of legs bilaterally due to hitting the
floor and legs of the lift... Resident proceeded fo
have bed bath..."

After review of the |DP, during interview with the
DON on 5/2/13 at 11:15 a.m., the DON verified
the 12/20/12 progress note indicated R10 was
being transferred with anly one staff; although the
resident is suppose to be transferred with two
staff. There was also nothing documented
regarding the allegation of NA-C not notifying the
nurse right away of the fall. The DON stated this
incident should have been investigated and
reported to the SA and the administrator, which it
was not.

Action Notice dated 3/20/13 for NA-C which
indicated, "Resident [R10] fell during a iransfer
and you went to the nurses' station to eat. You
failed to find a nurse right away. When you were
telling the nurse about the resident fall, you were
laughing.” The DON stated an employee
corrective action is done for all employees, even
if the allegation is nof substantiated.

A staff questionnaire (undated and unsigned)
indicated that R179 had complained about NA-D
because she would turn off the call light and walk
out; then come back with an attitude...crying
resident {unknown]- burns on hands- crying

F 225

investigation another resident was n

from falls at home. She was admitte

R179. Resident was not burned. During

to have gauze bandaging on both hands
land up her arms due to multiple skin tears

oted

d with
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because of NA-D; not sure why." The resident
who was crying was unnamed, and there was no
follow up te the reference of the burns on hands,

During interview on 5/2/13 at 11:15 a.m., the
DON and LSW -A stated they were unaware of
this statement regarding a resident with "burns on
hands" and could not provide the name of a
resident who had burnt themselves in the facility.
The DON indicated R179 had been talked to
regarding the allegations of NA-D turning off her
call light, however the DON had no documented
investigation of the incident, and it had not been
reported to the administrator, The DON stated
HR-J had issued an Employee Corrective Action
to NA-D. The Employse Corrective Action form
dated 3/14/13 Included, "You have been
witnessed belng frustrated with a resident. You
turned off the resident light and waltked out and
then went back into room with an attitude.” The
DON was unable to clarify what "an attitude”
referred to and stated they'd felt there was no
rasident neglect or mistreatment occurring so this
Incldent had not been reported to the SA. The
DON verified there was not a thorough
investigation including employee and/or resident
interviews regarding the allegation, R172 did not
have an MDS available to identify cagnition,

A staff questionnaire completed by NA-E on
3/7/13 indicated, NA-HH and NA-Il "changed R5
and hit her on the bum." R&'s who was a current
resident, quarterly MDS dated 1/24/13, indicated
the resident had severe cognitive impairment.

The facility submitted a report to the state agency
regarding RS (above) on 3/13/13, 6 days after
they were made aware of the allegation. The

ere completed. Resident

discharged 11-27-12. NA denied turning
off the call light, Staff training about
vulnerable adult abuse, resident rights, and
the Elder Justice Act occurred in March
2013.; May 8 and 9 and again June 3,4, 5
and 6", Call light audits will occur 15 times
per week for 4 weeks by the NHA and
pager/cell phone audits by the DON will
occur 10 times per week for 4 weeks. Date
will be reported to QA committee for
further direction.

RS. Interviewed, Resident made various
scattered comments which had nothing to
do with the alleged incident. Unable to
determine if the “hit to the bum” occurred
Social services to interview and ask about a
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F 225 Continued From page 32 F 225 |Data to be reported to QA for further

facility investigative report submitted on 3/13/13,
indicated the following: "HR-J completed staff
interview with NA-E on 3/7/13 ... During inferview
NA-E stated that she heard resident R5 had said
that 'blonde girls hit her.".. and changed her and
hit on the bum..." The facility indicated as part of
their investigation they spoke with R5 regarding
the incident but she did not have any complaints
about staff mistreatment and made remarks
which did not make sense. The facility indicated
"DON, ADON met with primary East end evening
nursing staff on 3/8/13- staff were given direction
on appropriate resident care." On 3/25/13 the
state agency requested additional information
from the facility regarding the report on R5. The
state agency requested, "Were other residents
interviewed as part of your Investigation? Did
other residents voice any concerns regarding
their care? Was other staff interviewed? Did
staff indicated they had withessed any
mistreatment by other staff?" The ADON replied
on 3/25/13, "35 current residents were
interviewed, some which do have dementia. No
specific or substantiated reports were received
from residents that they are/ were being
mistreated by staff. 30 staff members were
interviewed, mostly current employees and some
past employees. Some staff alleged that other
staff were neglectful and mistreated some
residents but this was not reporied to have baen
witnessed, just that they had heard about it. All
allegations received through these interviews
were filed with [state agency]."

The facllity interview with R5 on 3/14/13, did not
ask R5 about the alleged incident of 'blonde girls
being mean' or 'changing and hit on the bum';’
The resident was asked generic questions about

direction.
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care in general at the facility. Although the facility
submitted a report to the state agency, they did
not complete an investigation which included
interviewing other staff and residents about R5's
allegations. In addition, the further information
submiited to the state agency upon request did
not include specific allegations which were made
by staff and observed which the facility policy
directed the facility to complete.

A staff questionnaire completed by NA-E on
3/7/13 indicated, They "Heard [NA-F] hit R180;
Resident grabbed her and she punched his
arm...staff joked around about catheter
equipment witnessed backfiow...would silence
[residents] alarms and not answer theirs or
anyone else's call lights...Reported abuse to
nurse on staff..." R180 did not have an MDS
available to identify cognition.

The facility submitted an OHFC report regarding
the aliegation of R180 being hit in the arm by
NA-F. The facility investigative report submitted
to the SA indicated, "After our initial interview with
current and former staff, many names were
named as people of interest, Due to short time
period of employment, together with the passage
of time (May 2012}, one of the complainants
{(NA-K} could not recall the alleged perpetrators
names but stated she would know them if she
saw them again. We have just completed out
investigation and are still sorting through our
notes to determine whether any individuals stand
out as abusive perpetrators. In the investigative
process it was Identified that an employee heard
a resident may have been hit by a NA. The
named resident died in March of 2012, There
was one incident report of named resident having

R180. Investigation/report completed. Resident died
3-19-13, East side staff provided with training on
Vulnerable Adult Act, resident rights and care
axpectations by DON and ADON. In addition to the
above, all staff completed Vulnerable Adult Abuse
iAct, Resident Rights and Elder Justice Act training in
the Health Care Academy in March 2013. Vulnerahle
adult abuse act and resident right training occurred
May 8 and 9. Nursing staff will have training June 3,
4, 5 and all other staff on June 6™ by the NHA on
resident rights, and vulnerable adult abuse. Social
services staff will interview 5 residents weekly for 8
weeks, Data will be reported to the QA committee
for further direction.
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.and quit turning on lights...staff would talk dirty in

a bruise to his hands during this time period, it
was determined hands were bumped while in
wheelchalr causing bruise to appear. No other
reports of injury/ bruising to resident.”

Although the facility submitted a report to the SA
regarding the allegation, the investigation did not
identify the alleged perpetrator, although the
employee was initially identified as NA-F. The
facility did not complete any further staff
interviews regarding the alleged accusation of
R180 being hit on the arm. Although the facility
stated "many names were named as people of
interest,” there were no names submitted nor
was there any investigation the facility could
provide regarding this statemenit.

A staff questionnaire completed by NA-JJ dated
3/8/13, indicated, "snippy comments made to
R57; 'here's your drink and | got to go; staff
approach to resident." There was no further
investigation of this statement nor was the staff
person identified who made these remarks to
R57.

During interview on 5/2/13 at 11:16 a.m., the

DON and LSW -A verified these allegations were
made but there had been no investigation ,
completed. R57's quarterly MDS dated 3/14/13,
indicated the resident had moderate cognitive
impairment,

A staff questionnaire completed by NA-G dated
3/11/13 Indicated, "[NA-R] verbally inappropriate
to R39; she's not the only person fo take care of

from of R181 to get him to talk dirty.” The facility
had submitted a report to OHFC regarding this

R57. Report and investigation completed,
Resident calls out “owie” during cares, no
matter how gentle the care giver is.
Resident intersview responses and
comments do not fit the situation, for
example: says, “get those darkies out of
my room” in the midst of the interview.
Behavior log initiated. Tyelenol QID with a
pain log has been initiated.

R39. Report/investigation completed.
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accusation on 3/13/13, regarding R181, 2 days
after the facility was aware of the incident. The
investigative report submitted to OHFC indicated
the foliowing:

"Throughout the ¢ourse of our Internal
investigation, a number of occurrences of alleged
abuse have surfaced... It has not been
substantiated any resident was actually injured,
their abilities affected, or lifestyle altered. indeed,
much of what we discovered polints in the
direction of a dysfunctional employment culture
rather than any substantive resident abuse
issues... Human resources (HR)-J completed
staff interview with NA-G on 3/11/13... During the
interview, NA-G stated 'staff would talk dirly in
frant of him {R181] to get him to talk dirty. This
supposed allegation would have occurred
sometime before 7/4/12 when R181 died. Due to
these supposed allegation, DON and ADON met
with East end evening nursing staff on 3/8/13-
staff were given direction on appropriate resident
care..."

Although the facility submitted the alleged verbal
abuse to the SA regarding R181, the facllity had
not completed, or submitted, a thorough
investigation including interviews done with staff
members, nor was It clear whether NA-G had
been interview to provide names regarding staff
who had been talking dirty to R181. R181 did not
have an MDS available.

During interview on 5/2/13 at 11:16 a.m., the
DON and LSW-A staled there had been no follow
up or investigation regarding the allegation of
NA-R being verbally inappropriate to R39.
Although R39's was a current resident and her

interviewed other residents about NA-R
with no complaints. NA-R resigned.

R181. Report/investigation completed.
Deceased 7-4-12, DON and ADON met
with evening staff on unit. They addressed
Mulnerable adult abuse act, resident rights
and care expectation. All staff completed
Health Care Academy programs on
Vulnerable adult abuse, residents rights
and Elder Justice Act in March 2013.
Training in vulnerahle adult abuse act and
resident rights occurred May 8 and 9.
MNursing staff will be re-educated on
vulnerable adult abuse, resident rights and
care expectations on june 3, 4, 5 and the
NHA will educate all other staff on June 6™,
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quarterly MDS dated 4/4/13 indicated she was
cognitively intact, the DON verified she had not
spoken to R39 or NA-R regarding the allegations
of verbal abuse towards R39; nor had she
reported the allegation to the administrator or SA
as indicated by facility policy.

A staff questionnaire completed by RN-B dated
3/8/13, indicated another resident "said a couple
of (unknown} NA’s complain about R10 always
having to pee...R10 daughter said she'd
overheard NA's complain they have 13 residents
and they just can't do it anymore.” The
questionnalre asked If CM-B had ever gone to the
nursing department to report abuse. CM-B had
answered, "Yes; emailed DON regarding the
complaint above." When asked if she was aware
if the report was investigated or If she received a
response from the nursing department she
responded, "Never answered or responded with
her follow up; do you think she reads her emails!"

During interview on 5/2/13 at 11:00 a.m. DON
stated she remembers "hearing" about this
complaint but believed the "talk” was coming from
another resident who roomed next to R10; so the
‘other resident’ (unknown) was complaining about
how often R10 was complaining, not the staff,
Howaver, there was no documented
investigation, interviews, or follow up regarding
this allegation. R10's quarterly MDS dated 4/1/13
indicated she had severe cognitive impairment.

A staff questionnaire completed by LPN-G dated
3/8/13, indicated "Don't appreciate verbal
communication {o residents; baby talk; short
staffed; short lipped." LPN-G indicated she'd had
concerns a few months ago; "resident with a
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bloody nose; picked up tissue don't have time."
This is all the questionnaire indicated. There was
no resident named nor was there any follow up of
what LPN-G was referring to.

During interview on 5/2/13 at 11:15 a.m., the
DON and LSW-A verified there had been no
follow up or investigation regarding the
allegations made by LPN-G, and there had been
no follow up interview with LPN-G.

A staff questionnaire completed by NA-F dated
3/8/13, indicated an unknown NA, "Would argus
with {R180]; would scream at each other... heard
‘one girl' was walking a resident while texting and
resident aimost fell..” NA-F indicated she had
reported resident abuse to the nursing
department and “was blown off. | couldn't take
sesing my residents not cared for..." There is no
further investigation of the above incidents. R180
did not have an MDS available for review.

Although this questionnaire was dated 3/8/13,
during Interview with the DON and LSW-A on
5/2/13 at 11:15 a.m., they stated they were
unaware of this allegation. They verified there
had been no investigation conducted, the
administrator had not been notified, and there
had been no report made to the SA, regarding
NA-F's allegations.

A staff questionnaire completed by NA-KK dated
3/11/13, indicated she had witnessed neglect,
"doing the bare minimum not positioning/
checking/ changing...call lights not in reach; don't
put on toilet, just meant to change rather then put
on tollet; turned off ¢all light without doing cares;
don't do peri care; hide in resident's room, texting

F225

R180. Resident died on 3/19/12,
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white feeding residents...I'm quitting because my
ethical standards are very high and | can't stand
to see what's happening..." Although there are
several staff names written on the side of the
questionnaire, there was no investigation or follow
up regarding these accusations, nor was there
any follow up staff interviews conducted regarding
the staff identified.

During interview on 5/2/13 at 11:15 a.m,, the
DON and LSW -A stated there had been no
Investigation, nor additional interviews conducted
regarding NA-KK's accusations of resident
neglect. The DON and LSW-A verified they had
not spoken to NA-KK regarding the allegations.

An undated staff questionnaire completed by NA-
LL, indicated the NA had gone to the DON about
staff misireatment to residents but "[DON] got
bent out of shape and told to go to nurse (LPN or
RN supervisor); never camfortable going back to
DON..." Witnessed abuse; "R69...NA-B
screaming at him because resident keeping her
late; R59 also talked to nurse; R59 scared...NA-B
throws people into bed and yells at them while
getting ready..." R59's quarterly MDS dated
11413, indicated he was cognitively intact. R59
no longer resides in the facility.

During interview on 65/2/13 at 11:15 a.m., the
DON stated she believed the allegation was
referring to a situation which had occurred
between NA-B and R59 'months ago.' The DON
stated she had no formal investigation, nor had
there been a report made to the SA, but the DON
stated NA-B had told her "she would never do
this" to R59. The DON stated she had spoken to
R59 and felt R59 "would have told me" if there

DON recalls numerous conversations in
which she re-directed staff to talk to the
nurse or case manager on their unit. She
instructed them that those persons could
take care of the issue the staff raised and if
they didn’t follow through staff should
come back to her. Some staff did not like
being re-directed.

R59. Reportfinvestigation completed.
Removed NA-B from schedule while
investigation was being conducted.
Corrective action taken with NA-B, May 3
and 4 before staff began work they
received training on the revised Vuinerable
Adult Abuse act, counseling on teamwork,
positive staff interaction, taking time with
residents, empathy and considering each
residents cognitive ability when providing
care. Nursing staff Inservices held June 3,

4, 5 and for all other staff on June 6 by the
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were any concerns of abuse, However, the DON
was unable to provide any documentation of an
investigation of this incident. LSW -A verified this
silegation should have been reported to the SA
immediately, then investigated.

During interview on 5/2/13 at 11:15 a.m., A-E
stated he was not aware of any.of the allegations
of staff mistreatment and abuse which came from
the staff and/ or resident interviews from March
2013.

The facllity provided several other submitted
alfegations of resident misireatment which had
been submitted to the state agency. The reports
indicated the following:

R75 had allegations of neglect. R75's quarterly R75. Report/Investigation completed.

MDS dated 1/1/13, indicated he was cognitively Nursing department training on facility
intact, policy regarding warm packs onJune 3, 4,

' and 5, Nursing staff are
The faciiity submitted a report to the state agency conducting/conducted Care/transfer audits

for R75 dated 11/8/12, with incident details

including, "Staff reported that resident has a for 35 residents per week for 4 weeks and

blister on his inner thigh. Resident reported that then 25 residents per week for 4 weeks will
staff applied warm pack to resident's [eft leg that be done, Data will be reported to QA for
was too hot. Resident now has a blister/ redness further direction.

on his left inner thigh." No “alleged pearpstrator”

was known.

The facility’s investigative report submitted to the
SAon 11/15M12 (7 days after the incident)
indicated, "On 11/7/13 resident was noted to have
redness and a blister within the red area on his
left inner thigh. Blister was thought to have been
caused by a warm pack that was applied to
resident's left thigh per his request to help with
pain control. Care plan interventions were being
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followed when the incldent occurred. Internal
investigation revealed that resident and his
daughter felt that the warm pack was the cause
of the blister. In talking with staff, they report the
resident does request warm packs. Staff also
reported that resident has requested that staff
make the warm pack hotter. This information
was obtalned from nursing assistants that work
with resident and they are considered a credible
source. As siated prior, the resident sustained a
biister on his 1eft inner thigh which has not
affected his abilities or lifestyle. An alleged
perpetrator has not been identified. Al staff have
been instructed on facility policy regarding warm
packs to attempt to prevent recurrence of the
incident.”

The facifity also provided the Resident Incident/
injury Report Form dated 11/7/13, which the
facility had not sent to the SA as part of their
investigation. An attached note from the nurse,
which appears to have been addressed to A-L
and the DON dated 11/7/12 at 9:32 p.m,,
indicated R75 "Family noted a 3 cm long blister
on his left thigh this evening that came from warm
packs the resident has been requesting recently.”

Although the facllity submitted a report of the
incident regarding R75's blister to the SA, the
report was made 11/8/12 (the next day), and the
facility did not submit complete results of the
investigation including names of staff who were
interviewed, whether the resident had used a
warm pack in the previous days, whether a
resident interview had been completed regarding
when and who placed the warm packs, or
identification of how staff was warming up and
using the warm packs.

F 225
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‘During interview on 5/1/13 at 10:15 a.m. the DON

and LSW-A verifled the Investigation results
submitted to the SA were not complete. The DON
also verified she was not aware of whether there
had been any staff training regarding the proper
use of warm packs following this incident, SW-A
stated R75 was no longer in the facility but had no
cognitive problems while a resident.

R117, a current resident, had experienced a fall

related to alleged neglect of care, R117's annual
MDS dated 1/17/13 indicated he was cognitively
intact.

The facility submitted an incident report to the SA
regarding R117 dated 12/14/12, "R117 was being
fransferred from the tollet to his wheelchair when
he fell- he was heing transferred with one staff,
but his care plan is to use two staff with assist. "
The facility's investigative report submitted on
12/17/12, indicated "On 12/14/12, [R117] was
being tolleted and was finished, so [NA-1) was
going to transfer him from the toilet back to his
wheelchalr when... his leg buckled and he fell-
she was transferring him by herself and did not
have a second person to assist, therefore care
plan interventions were not being followsd when
the incident occurred. R117 sustained no injuries
during this fall...NA-l is aware of care plan, and
was again made aware of the care plan as well
as signed a corrective action.”

During interview on 5/1/13 at 10:15 a.m., the
DON and L8W-A stated they were not aware of
the above incident which had been submiited to
the SA. However, the facliity provided an
Employee Corrective Action Notice for NA-! dated

F 226

R117. Report/Investigation completed. NA
terminated. Training on the plan of care
and foliowing the plan and transfers,
Transfer/care audits are to be done on 35
residents for 4 weeks and then 25 residents
for 4 weeks. Data to be reported to the QA
committea meeting for further action,
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12/14/12 indicating, "Transferred resident by
herself he is a two person assist with transfers.
He fell to the floor in his bathroom." The
corrective action form was completed by HR-A.
The DON and SW-A were unable to identify
whether NA-I had received any additional
education as identified in the investigative report
submitted to the SA 12/17/12, which Indicated
that NA-l had been re-educated to the resident’s
plan of care. The DON stated that if NA-l had
been educated, the education should have been
keptin NA-I's file which would have been
completed by nursing and not by HR-A. Although
the facility reported the alleged neglect of health
care to the SA, thers were discrepancies in the
investigation report regarding the employee’s
re-education following the incldent.

R57 made allegations of neglect. R57's quarterly
MDS dated 3/14/13 indicated she had moderate
cognitive impairment.

The facility submitted an incident report to the
state agency dated 10/11/12 indicating R57
"Reported that staff moved her call light out of
reach while she was in bed. She was told to stop
yelling and then staff told her If she needed to use
the bathroom she'd have to do it where she was
hecause she wasn't getting up. She said she felt
closed in with the room door shut and no way to
get up and out of the room." The facility
investigative report dated 10/16/12 submitted to
the state agency indicated..."Staff believes RG7
had to wait about 6 minutes for two staff people to
return to assist with her request, Staff reports
that R57 did become upset when she had to wait
for them... The following day, 10/11/12, writer was
asked by R57's son to come to her room. He told

responses were unrelated to the
discussion, for example, she would

room. Frequently calls out ‘owie’.
Behavior log initiated. Tyelenol QID
initiated with a pain log initiated.

R57. Report and investigation completed.
Resident was not interviewable. Her

say,”Get that darkie out of my room”,
There were no persons of color in the

4
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writer she was very upset about care she had
received. This writer spoke with her... The alleged
perpetrator is a NA (un-named)... When R57
reported this incident to writer...R57 had reported
another incident with this NA... This AP {(alleged
perpetrator) will not be scheduled to work with
R&7 and encouraged not to enter her room
without a co-worker,” On 10-16-12 the state
agency requested more information from the
facility asking to provide the AP's name and
asked if any other residents interviewed or asked
if they had concerns regarding the AP's cares?
The facility response identified the NA as
NA-MM...."No other residents were interviewed.
Staff working with NA-MM were interviewed and
reported R57's call light was answered by the AP
who informed the resident she needed assistance
to reposition her...The other staff person reported
she believed R57 walted between 5 and 7
minutes for two staff people to return to her room.
Neither the AP nor the other staff person made
mention of R57 yslling out or that her room door
was closed.”

During interview on 5/3/13 at 11:15 a.m., the
DON stated she was not involved in the
investigation of the alleged incident with R57 and
NA-MM. She stated it appeared the investigation
was not "complete” as none of the staff who were
reported to be interviewed were named, nor was
there any record of which staff was interviewed.
There was also no interview with NA-MM. The
DON stated NA-MM was still working af the
facility and was not being monitored {o ensure
she no longer worked with R57. Although the
facility reported the allegation to the SA, a
thorough investigation was not completed and did
they ensure NA-MM did not work with R57, even

F 226
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| allegations.

though R57 was upset by NA-MM actions.

During Interview on 5/2/13 at 11:15 am., A-E
stated back in January 2013, NA-LL had made
"accusations" of resident mistreatment by staff.
A-E stated nothing was done at that time, or
reported, hecause of the "staff dynamics.” A-E
said he'd felt the accusations were all part of the
"mean girls club" with staff accusing other staff of
resident mistreatment to get them in trouble.
There was no documentation of these allegations
made by NA-LL in January. Then the facility
received allegations of abuse and neglect from
NA-K in March 2013. Many of the allegations that
NA-K identified were "the same" as the concermns
identified by NA-LL, so at that time A-E decided it
would be best to lock into some of the

Although the facility was aware of multiple
allegations of resident abuse and neglect. The
facllity failed to thoroughly investigate and/or
report these allegations to the administrator and
SA as indicated in their policy. Also, the
investigations which the facllity did submit o the
SA, were not comprehensive to ensure the SA
had all the information to make a determination
whether resident abuse and/or neglect had
occurred, or whether further investigation needed
to be completed by the SA. The facility had no
system in place to ensure staff knew who to
report allegations of resident abuse and neglect
to, and the facility was unable to verify who was
responsible to ensure all allegations were
completed and that staff accused of resident
mistreatment would be monitored.
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The Bethesda Homes Resldent Incident/Injury
Report Form Evaluations, identified the following
injuries of unknown origin which were not
thoroughly investigated, and/or reported to the
administrator and state agency immaediately:

R118's quarterly MDS dated 3/28/13 indicated
severe cognitive impalrment and required
extensive assistance from staff with most
activities of dally living {ADLs)

R115 incident/injury report noted a bruise on
12/10/12, measuring 8 centimeters (cm) X 6 cm
on the top left hand, 4 cm X 2 cm between the
third and fourth finger of the [eft hand, 4 cm X 4
cm on right arm and a 6 cm X 4 ¢cm bruise on the
left buttock. The incident report indicated the staff
were unstre when the bruises occurred, did not
determine the source of injury, no staff were
interviewed, and there was no observation of
cares to determine if the bruises could have been
aresult of care received.

R115 incident/injury report noted to have bruises
on 2/20/13, measuring 2 cm X 2 ém on left
forearm, 5 cm X 2.5 cm on right outer elbow and
2 cm X 2 cm on the back of the right elbow. The
incident report indicated the staff were unsure
when the bruise occurred, did nof determine the
source of the injury, no observation of cares to
determine if bruises could have been a result of
care received nor were the resident or staff
interviewed.

Although the facility was aware of R115's injury of
unknown origin the facility did not thoroughly
investigate or immediately notify the SA.

resident with bruising. Incident reports are
reviewed at the daily Falls meeting.
Training on May 8 and 9 on the vulnerable
adult abuse act included bruises of
unknown origin. Nursing staff training on
June 3, 4, 5 and for all other staff on June
6™ by the NHA will include Vulnerable
adult abuse act and bill of rights. March
2013 all staff completed vulnerable aduit
abuse, resident rights and Elder Justice Act
training via Health Care Academy.

Random audits by the nursing staff for
cares and transfers of 35 residents each
week for four weeks and 25 residents each
week for four weeks will occur. Results will
he reported to the QA committee who will
determine continued auditing needs.

R115. Resident utilizes a Merry Walker for
ambulation. Frequently bumps into walls,
chairs anything. Receives aspirin therapy.
Sleeve protection in place.
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R18's quarterly MDS dated 2/21/13 indicated
severe cognitive Impairment and required
extensive assistance from staff with most ADLs.

R19 incident/infury report noted bruises on
4/28/13 measuring 7 cm X 6.5 cm fo right hand
and 3 cm X 1.3 om to right forearm and 5 cm X
3.5 cm to left forearm. The Incident report
Indicated R19 was unable to answer questions on
how it happened or if she had brulses.
Furthermore, the report indicated staff was
unsure when the bruises occurred, did not
detsrmine the source of the injury, no
observation of cares to determine if bruises could
have been a result of care recsived, and no staff
interviews were completed.

R19 incident/injury report noted a bruise on
3/13/13 measuring 6 cm X 10 cm on her left
upper arm. The incident report indicated the staff
were unsure when the bruise occurred but that
the bruise was consistent with R19 leaning
towards the left in her wheelchair against the arm
rest. The report did not determine the source of
the injury, no observation of cares were
conducted to determine if the bruise could have
been a result of care received, nor was the
resident or staff interviewed.

R19 incident/injury report noted multiple bruises
on 3/1/13 measuring3cm X 2cmand 2.8cm X 3
cm on right forearm, fwo bruises measuring 0.5
cm X 0.5 cm on the left forearm, two more
measuring 1.5cm X2cmand1.56cm X 1.5¢cm
further up the same left arm, 2.5 cm X 4 cm
bruise on top of left hand. The incident report
indicated the staff were unsure when the bruises
occurred, that the resident rolls self in bed and

May 29, 2013, Resident moves about in
bed a great deal, Side rail assessment done
on 5/30/2013 and removed the same date.
5/30/13 sleeve type arm protection in
place. Audits of staff reporting of
Vulnerable adult abuse Issues will he
conducted on 10 employees weekly for 8
weeks. Staff training on vulnerable adult
abuse, resident rights, and Elder Justice Act
occurred on Health Care Academy in March
2013. Vulnerable aduit abuse and resident
right training occurred on May 8 and 9.
Nursing staff will be trained on June 3, 4, 5,
and all other staff on June 6 by the NHA on
vulnerable adult abuse and resident rights.
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has bilateral side rails which she hits cn
occasions and indicated the resident denied any
staff being rough. No staff interviews wers
completed.

R19 incident/injury report noted a bruise on
2/17/13 measuring 2.1 em X 7 cm on her lower
back. The incident report indicated staff were
unsure when the bruise occurred, did not
determine the source of the injury, but through
staff interviews note that when staff do not use
portable lift {PAL), R19 "quickly” trles to transfer
into wheelchair, hitting the arm rest with her hips
or back. The resident was marked as not
interviewable.

R19 incident/injury report noted a bruise on
1/14/13 measuring 3.5 cm X 2.0 cm on her right
breast. The incident report indicated the staff
were unsure when the bruise occurred but that it
is consistent with when staff tald her down in bed
and resident rolled and hit her chest on the
middie bar of the side rall. No resident or staff
interviews were completed.

R19 incident/injury report noted bruises on 1/4/13
measuring 2.5 cm X 1.5 cm on right forearm, 4.0
cm X 2.0 cm and 5.0 cm X 3.0 cm bruises on left
side of back and abdomen area. The incident
report indicated staff were unsure when the
bruise occurred, that the bruises are consistent
with R19 not sitting up straight in the wheelchair
and hitting her side on the arm rest and that R19
dented staff or family being rough with her. No
observation of cares were conducted to
determine if the bruise could have been a result
of care received and no staff interviews were
completed.
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R19 incident/injury report noted a bruise on
11/18/12 measuring 5 cm X 6.5 ¢cm on left upper
thigh. The incident report indicated staff were
unsure when the bruise occurred. Staff was
interviewed "thought it is possible resident
bumped her thigh when she was transferring"”,
and that although the R19 was not able to be
interviewed, the report indicates "she does not
recall anyone being rough with her, does not
recall bumping, pinching, scratching herself”. No
observation of cares were conducted to
determine if the bruise could have been a result
of care received and no further investigation was
completed.

R19 incident/injury report noted multiple bruises
on 11/12/12 measuring 2 cm X 0.5 cm on left
shoulder, 2 cm X 1 ¢cm on left hand below her
wrist and 5.5 cm X 2 cm on left arm above wrist,
The incident report indicated staff were unsure
when the bruise occurred, but that the bruises on
her wrist were consistent with resident hitting arm
on hedside table and side rail on bed. It further
indicated staff did not determine the source of the
shoulder injury and that that the resident stated "l
scratch my arms or shoulder every now and then”
and denied staff or family were being rough with
her. No observation of cares ware conducted to
determine if the brulse could have been a result
of care received and no staff interviews were
completed.

Although the facility was aware of R19's multiple
instances of brutses of unknown origin, the facility
did not thoroughly investigate or immediately
notify the SA.
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R177's admission MDS dated 10/15/12 indicated
maoderate cognitive impalrment and required
extensive assistance from staff with most ADLs.

R177 incidentfinjury report noted a scratch and
bruises on 11/26/12, measuring 12 cm (scratch)
and 3 cm X 1 cm bruise on left buttock, 1 cm X 1
c¢m and 2.5 cm X 2 ¢m to right buttock, and a
light bruise to back of left thigh. The incident
report indicated staff was unsure when the
bruisesfscraich occurred and the bruise on the
left thigh was from her cushion in her wheelchair
and the others were consistent from transfers
from staff. No observation of cares were
conducted to determine Iif the bruise could have
been aresult of care received and no staff
interviews were completed.

Although the facility was aware of R177's bruises
of unknown origin, the facility did not thoroughly
investigate or immediately notify the SA,

R8's significant change MDS dated 1/25/13
indicated severe cognitive Impairment and
required extensive assistance from staff with
most ADLs.

R8 Incldent/injury report noted brulses on 1/11/13,
measuring 2 cm X 1 cm on upper outside of left
arm, 1.5 ocm X 1 cm on upper inside of left arm
and 2.5 cm X 2 ¢m on right shin, The incident
report indicated that although staff was unsure
when the brulses occurred they stated arm
hruises weare from hitting her side rails while in
bed and shin bruise was from hitting her leg on
hier wheelchair. R8 was deemed non
interviewable, no staff was interviewed.

died there.

R8. Side rail assessment compieted 5-30-
13. Use is appropriate and continues,
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Although the facility was aware of R8's brulses of
unknown origin, the facility did nof thoroughty
investigate or Immediately notify the SA.

R86's quarterly MDS dated 2/28/13 indicated
severe cognitive impairment and required
extensive assistance from staff with most ADLs.

R86 incident/injury report noted a bruise on
11/20/12. The incident report indicated "a large
yellow/purple bruise" on the outside of the right
arm but had no measurements of sizs, the staff
were unsure when the bruises occurred and that
R86 was often resistive to cares and attempted to
wrestle staff member "1-2 weeks ago™. No
observation of cares were conducted to
determine if the bruise could have been a result
of care received nor was the resident or staff
interviewed.

R86 incident/injury report noted a bruise on
4/16/13, measuring 5.5 cm X 4 cm on the left
arm. The incident report indicated the staff were
unsure when the bruises occurred and that R86
was often combative with cares. No observation
of cares were conducted to determine if the
brutse could have been a resuit of care received
nor was the resident or staff interviewed,

Although the facility was aware of R86's bruise of
unknown origin, the facllity did not thoroughly
Investigate or immediately notify the SA.

R109's quarterly MDS dated 3/14/13 indicated
severe cognitive impairment and required
extensive assistance from staff with most ADLs.

R108 incident/injury report noted a bruise on

R86, Resistive to cares routinely, bruising
helieved to occur during cares, Sleeve
protection applied, resident will not keep
them on, Nurses are conducting
Careftransfer audits on 35 residents for 4
weeks, and for 25 residents for 4 weeks.
Data reported to QA committee for further
action needed.

R109. Forcefully seats self in chairs, on
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10/30/12, measuring 12 cm X 3 cm on her back.
The incident report indicated the staff were
unsure when the bruises occurred, but assumed
source of injury to be when an aide reported
R109 sat down hard and hit her back on the top
of toilet. R109 was not interviewable, there were
no additional staff interviews.

Although the facility was aware of R109's bruises
of unknown origin, the facility did not theroughly
investigate or immediately notify the SA,

R15's quarterly MDS dated 12/7/12 indicated
severe cognitive impairment and required
extensive assistance from staff with most ADLs.

R15 incident/injury report noted bruises on
11/23/12, measuring 3 cm X 2.5 cm and 3.5 cm X
4.0 cm on left hand, 2.3 ¢m X 2.3 cm on left wrist
and 3.4 cm X 3.2 cm on right hand. The incident
report indicated the staff were unsure when the
brulses occurred, and did not determine the
source of injury but that R15 was combative prior
to 11/23/12. No observation of cares were
conducted to determine if the bruise could have
bean a result of care received nor was staff
interviewed.

Although the faciflity was aware of R15's bruises
of unknown origin, the facility did not thoroughly
investigate or immediately notify the SA.

R51's quarterly MDS dated 1/17/13 indicated
severe cognitive impairment and was totally
dependent on staff with all ADLs.

R51 incident/injury report noted a skin tear and
bruise on 12/28/12, measuring 6 cm X 2.9 cm

R15. Resident had history of punchi
and hitting staff. He was resistive to

R51, Deceased 3-22-13.

measuring bruising. He died 1-16-13.

ng,
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skin tear on left forearm and a 7.1 cm X 5.4 cm
bruise surrounding the area. The Incident report
determined the source of Injury was from staff
hoosting resident up in the chair and sliding the
lift sheet up. No resident or additional staff
interviews were completed.

Although the facility was aware of Rb1's bruises
of unknown origin, the fagility did not thoroughly
investigate or immediately nofify the SA.

R68's quarterly MDS dated 2/7/13 indicated
severe cognitive impairment and required
extensive assistance from staff with ADLs.

R68 Iincident/injury report noted a bruise on
4/22/13, yellow in color on the right frontal mid
thigh. The incident report indicated staff were
unsure when the bruise occurred, no
measurements for the bruise and that it was
consistent with "resistiveness with cares" during a
shower. No observation of cares were conducted
to determine if the bruise could have been a
result of care receivad. No staff or resident
interviews were completed.

Although the facility was aware of R68s bruises of
unknown origin, the facliity did not thoroughly
investigate or immediately notify the SA.

R98's quarterly MDS dated 2/21/13 indicated
severe cognitive impairment and required
extensive assistance from staff with ADLs.

R98 incident/injury report noted to have a bruise
on 11/28/12, measuring 1.5 cm X 1.0 cm on right
inner thigh. The inctdent report indicated the staff
were unsure when the hruises occurred but

R68. Resident is resistive to cares. This

bruising incident occurred while resisting a
shower. The time of his shower will be
changed to mornings and re- evaluated.
Nursing staff conducting Care/transfer
audits on 35 residents for 4 weeks and 25
residents for 4 weeks, Data reported to QA
committee for further action.

R98. Bruising believed to be caused by the

Merry Walker strap. Now, only
occasionally uses Merry Walker.
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presumed the bruise was consistent where her
incontinent pad is at times. No observation of

‘ cares were conducted to determine if the bruise

could have been a resuit of care received. The
resident and staff were not interviewed.

Although the facility was aware of R98s bruises of
unknown origin, the facility did not thoroughly
investigate or immediately notify the SA.

R128's quarterly MDS dated 2/14/13 indicated he
was cognitively intact and required extensive
assistance from staff with most ADLs.

R128 Incldent/injury report noted to have a bruise
on 9/8/12, measuring 1.6 cm X 2.4 ¢m slightly to
the right of buttock creasse. The incident report
indicated the staff were unsure when the bruises
occurred but noted the bruise was a result from
bumping into the siderails on his bed during a
transfer with a PAL fift. No additional interviews
with staff were completed.

Although the facility was aware of R128's bruises
of unknown origin, the facility did not thoroughly
investigate or immediately notify the SA.

R128 incident/injury report noted to have muitiple
bruises on 10/30/12, measuring 2.3 cm X 2.3 cm
and 1.5 cm X 1.6 cm fo lower right arm, 2.2 cm X
2.0 cm and 1.5 cm X 2 cm to lower left arm and
"large bruise" to top of left hand. The incident
report indicated staff was unaware when the
brulses occurred, did not determine the source of
injury and did not interview the resident or staff.

R128. Side rail assessment completed on
5/2/2013, Appropriate and continues to
use them. Ambulates with a wheel chair,
and bumps into objects routinely. Has
sleeve type arm protection.
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Although the facility was aware of R128s bruises
of unknown origin, the facility did not thoroughly
investigate or immediately notify the SA.

R10's who was a current resident's quarterly MDS
dated 4/1/13 indicated severe cognitive
impairment and was totally dependent on staff
with most ADLs.

R10 incidentfinjury report noted six bruises on
both arms on 11/28/12, measuring 1.0cm X 2.5
cm and 2.0 ¢m X 2.0 cm on upper right arm, 1.0
cm X 2.5 cm bruise by left elbow, 2.0 cm X 3.0
cm below left elbow, 1.5 cm X 2.0 cm on left
forearm and 3.0 cm X 1.0 cm bruise on lower left
forearm. The incident report indicated the staff
were unsure when the bruises occurred and that
bruising is consistent with where the lift sheet les
with transfers. Staff was reminded to be careful
with transfers, however no staff inferviews were
completed.

Although the facility was aware of R10's multiple
bruises of unknown origin the facility failed to
conduct a thorough Investigation or immediately
notify the SA.

R10 Incident/injury report noted bruises on
1/1313, measuring 4 cm on top of right hand, 2
cm X 3 cm by right thumb, 2 cm circle from left
thumb to top of left hand. The incident report
indicated a family member brought the bruises to
the attention of staff because they were unfamiliar
to her and she had not been notifled. The report
also indicated staff were unsure when the bruises
occurred and stated that bruises were "consistent

R10. Re-arranged room. Side rails
removed 12/18/2012. Recliner removed
from room. Tried sleeve arm protection,
did not work due to arm swelling. Padded
wall by bed with a fall mat. Nursing staff
are conducting Care/transfer audits on 35
residents for 4 weeks and 25 residents for
4 weeks. Data to be reported to QA
committee for further direction.
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with where table is in dining room or where
bedside table is". No observation of cares were
conducted to determine if the bruise could have
been a resuit of care received. The resident and
staff were not interviewed.

Although the facility was aware of R10's multiple
bruises of unknown origin the facility fafled to
conduct a thorough investigation or immediately
notify the SA,

R4's quarterly MDS dated 1/17/13 indicated
severe cognitive impairment and required
extensive assistance from staff with most ADLs.

R4 incidentfinjury report noted bruises on 8/3/12,
measuring3cm X 1.5cmand 1.5cm X2 cm on
right hand and a 2.5 cm X 1.5 cm bruise on the
right hand and wrist. The incident report indicated
the resident was combative during his shower
hitting his hands against a wall, however there
was no Iinvestigation nor staff interviews
completed,

Although the facility was aware of R4’s bruises of
inknown origin, the facility did not thoroughly
investigate or immediately notify the SA.

R37's quarterly MDS dated 2/14/13 indicated
severe cognitive impairment and required
extensive assistance from staff with all ADLs,

R37 incident/injury report noted bruises on 8/3/12
measwring 1 cm X 1 cm on upper right wrist and
a 0.5 cm X 0.5 cm on left inner wrist. The incident
report indicated that she was resistive with cares
on 7/30/12 during her shower. R8 was unable to

R4. Deceased 2-12-13. Was combative
with cares as well as resistive, Hit wall with
his hand,

R37. Resists cares and showers. Won't
keep sleeve type arm protection on.

FORM CMS-2687(02-89) Previous Verslons Chsolete Event ID: VKFY11

Facllity 1D: 00792

if continuation sheet Page 56 of 157




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

PRINTED: 056/24/2013

FORMAPPROVED

OMB NO. 0938-0321

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN GF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
245427 B. WING 05/08/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
901 SOUTHEAST WILLMAR AVENUE
BETHESDA NH PLEASANTVIEW ‘
WILLMAR, MN 56201
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 225 Continued From page 56 F225

respond when questioned. No staff was
Interviewed.

Although the facility was aware of R37's bruises
of unknown origin, the faciiity did not thoroughly
investigate or immediately notify the SA.

R120's quarterly MDS dated 3/21/13 indicated
severe cognitive impairment and required
extensive assistance from staff with most ADLs.

R120 incident/injury report noted fo have bruises
on 8/19/12, measuring 3.5 cm X 5.0 cm on chest
and a2 9 cm X 13 cm on her right hand. The
incident report indicated the staff was unsure
when the bruises occurred, the source of the
injury and no staff was interviewed.

Although the facility was aware of R120's bruises
of unknown origin, the facility did not thoroughly
investigate or immediately notify the SA.

R67's was a current resident and their quarterly
MDS dated 1/24/13 indicated moderate cognitive
impairment and required extensive assistance
from staff with most ADLs.

R87 Incldent/injury report noted to have a bruise
on 1/8/13, measuring 8.8 cm X 3.3 cm on left side
of abdomen. The incident report indicated the
staff were unsure when the bruises occurred, but
that the source of injury was a result of getting
skin pinched in PAL belt. No further staff
interviews were completed.

R120. Receives aspirin daily. Was

Deceased 5-16-13.

ambulating at that time with a walker,
when she sat the walker was in front of her
and she may have hit her chest on it.
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R87 incident/injury report noted to have multiple
brulses on 8/2/12, measuring 0.9 cm X 1.1 cm on
left forearm, 0.5 cm X 0.8 ¢m on fop of right
hand, 1.0 cm X 0.8 cm on right elbow, 0.9 cm X
0.9 cm on right deltoid, 0.6 cm X 1.0 cm on left
buttocks. The incident report indicated the staff
were unsure when the bruises oceurred, did not
determine the source of injury, did not observe
cares {o determine if the bruise could have been
a result of care received. No staif was
interviewed.,

Although the facility was aware of R67's bruises
of unknown origin, the facility did not thoroughly
investigate or Immediately notify the SA,

During interview on 5/1/13 at 11;15 a.m. SW-A
and DON stated all the above reports were
complete; the facility had no further investigation
of the injuries of unknown origin. SW-A stated
the "nurses” bring all bruising investigations to a
staff Monday meeting and the facility reviews the
bruising reports. SW-A and DON could not
remember specifically reviewing the above
injuries of unknown origin, but did verify the
investigations were not complete and they did
meet the definition of injury of unknown origin and
should have been reported to the SA.

The facility's Abuse Prevention Policy/Procedure
dated 3/26/12, included the following:

"The facility wilt report all alleged incidents of
neglect, abuse, or exploitation according to state
and federal regulations. The DON, ADON, case
managers, and/ or social services will do a
thorough investigation of the possible neglect or
abuse cases, taking the appropriate action

F 225
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providing protective and/ or counseling services
as needed (prevention mechanism)...The facility
will report all alleged inctdents of neglect, abuse,
or exploitation according to state and federal
regulations. All staff in all depariments are
required to report to nursing immediately any
suspected abuse, injuries and/ or other incidents.
Nursing will evaluate any suspected abuse or
physical injury that cannot be explained in
accordance with state and federal regulations and
will reportimmediately to the administrator, MDH
(8A),.."

F 226 | 483.13(c) DEVELOP/IMPLMENT F 226 BPV has developed and written policies
85=L | ABUSE/NEGLECT, ETC POLICIES and procedures that prohibit

mistreatment, neglect, and abuse of

The facility must develop and implement written residents and misappropriation of resident
policies and proceduras that prohibit

mistreatment, neglect, and abuse of residents property: The policies anf:l proc.edures
and misappropriation of resident property. were revised. Staff were inserviced on May
8 and 9 about vulnerable adult and

resident rights. June 3, 4, 5 and 6" staff
will receive training on vuinerable adult

This REQUIREMENT is not met as evidenced abuse and resident rights. The DON is

by: . : I

Based on interview and document review, the responsible for the investigationof
facllity failed to develop and implement an abuse unknown injuries as well as other potential
prohibition policy which required and instructed abuse situations. DON/ADON will

staff to complete a thorough investigation of any audit/interview 10 staff weekly on

alleged abuse, neglect and/ or injuries of reporting requirement of the vulnerable

unknown origin, This directly affected 17 of 30

residents, (R122, R3, R43, R57, R55, R137, adults abuse act. Social services staff wili

R128, R67, R10, R180, R5, R179, R39, R181 interview 5 residents a week for 8 weeks
R59, R75, and R117) who had allegations of and report data to the QA committee for
abuse, and neglect reviewed. In addition, the further direction.

facility failed to ensure bruises of unknown origin
were thoroughly investigated and reported to the
administrator and State Agency (SA) for 16 of 35
residents (R115, R19, R177, R8, R86, R109,
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R15, R51, R68, R98, R128, R10, R4, R37, R120
and R67) in the sample who were reviewed with
bruises of unknown origin.

The failure to develop and/or implement an abuse
prevention plan which instructed staff on how to
protect residents in the facility against potential
abuse and neglect, constituted an immediate
jeopardy for R122, R3, R43, R57, R55, R137,
R128, R67, R10, R5, R39, and R117 who
currently resided in the building. The systemic
failure to report and thoroughly investigate
incidents of potential abuse/ neglect, employees’
lack of knowledge on how to report allegations of
mistreatment and neglect, the undeveloped
abuse prevention policy, and the systemic
breakdown of the facility's inability to identify who
was in charge of investigating and/or reporting
allegations of resident mistreatment and or
neglect, had the potential to effect all 118
residents currently residing in the facility.

The administrator {A)-E, the director of nursing
(DONY}, and the director of social services (LSW)
-A were notified on 5/3/13 at 1:41 p.m., of the
immediate jeopardy to the heaith and safety of
the residents at a widespread level (L). The
facility Initiated an IJ removat plan which included
review and revision of the abuse prevention plan
and fraining to alf staff on each shift prior to any
direct resident contact, The facility also provided
education to residents in the facility about abuse,
neglect, who to report to, and resident rights in
the facility. Direct care stalff, licensed nursing
staff, and unit managers were interviewed and
ware able fo explain their responsibility for
identification of incldents of potential
mistreatment; internal reporting; resident
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protection, investigation and external reporting.
The immediacy was removed on 5/8/13 at 3:20
p.m., and the scope and severity was reduced to
no actual harm with a potential for no more than
minimal harm, widespread.

Findings include:

The facliity's Abuse Prevention Policy/Procedure
dated 3/26/12, included the following:

"The facility will report all alleged incidents of
neglect, abuse, or exploitation according to state
and federal regulations. The DON, ADON, case
managers, and/ or social services will do a
thorough investigation of the possible neglect or
ahuse cases, taking the appropriate action
providing protective and/ or counseling services
as needed (prevention mechanismy}...The facility
will report all alleged incidents of neglect, abuse,
or exploitation according to state and federal
regulations. All staff in all departments are
required to report to nursing immediately any
suspected abuse, injuries and/ or other incidents.
Nursing will evaluate any suspected abuse or
physical injury that cannot be explained in
accordance with state and federal regulations and
wilt report immediately to the administrator, MDH,
and CEP... The DON, ADON and SS will met to
review reported incldents as needed. An
investigation form witl be completed and a report
submitted within five working days...The facility
will electronically submit a full investigative report
of the findings to the Minnesota department of
health within five working days... The report shall
include the following information as available;
Name of vulnerable adult. Name and address of
alleged perpetrators... any prior incidents of

F 226
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maltreatment. Cause of reported injury. Details
of facllity investigation... Action taken to prevent
recurrence of incident... Protection of vulnerable
adult: All attempts will be made by [facility] to
prevent further abuse/ neglect of residents by
implerhenting the following actions...Staff o
resident abuse: In the event of a withessed
eplsode of abuse or an allegation of abuse that
seems likely to have occurred, the staff person
involved will be immediately suspended from his/
her job assignment until the investigation is
complete...If appropriate, employees of this
facility who have been accused of resident abuse
may be reassigned to non-resident care duties
unti! the result of the investigation have been
reviewed by the administrator...All employees of
facility are mandated reporters of any suspected
abuse or neglect of a vuinerable adult, A
comptlaint/ concern may be filed by any facility
employee, resident, or family member... All staff
are required to report to a charge nurse
immediately and nursing will immediately notify
administrator..,."

The policy did not indicate who was responsible
to ensure all allegations of resident abuse/
neglect were reported, and investigated. The
policy also indicated "Nursing will evaluate any
suspected abuse or physical injury that cannot be
explained in accordance with state and federal
regulations and will report immediately to the
administrator, MDH, and CEP... " The policy did
not define injuries of unknown origin; nor did it
instruct staff on what to do if an injury of
unknown origin was discovered. The policy also
lacked staff direction on what to do if they
suspected maltreatment of resldents, as well as
who it should be reported to and who was

F 226
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responsible for investigation.

R122 a current resident, reported nursing
assistant (NA)-A was rough with him and he did
not want that NA-A taking care of him. The
facility did not investigate R122's allegation of
NA-A being rough, and did not report the
allegation to the administrator or SA as directed
by the facility’s policy. NA-A continued to care
for R122 despite R122 complaints.

R122's quarterly minimum data set (MDS) dated
3/14/13 indicated moderate cognitive impairment.

During interview on 4/29/13 at 3:05 p.m. R122
stated a NA-A Is "very rough" with him. R122
stated, "he swings me back and forth and pushes
me around. 1've got a swollen hip and it hurts
me." R122 said he'd told the NA he hurt and it
was too rough, and said the NA had responded,
"just never mind, you are OK." R122 stated he
told the nurses that he did not want NA-A to take
care of him anymore and they told R122 they
would "take care of it." However, R122 stated
NA-A still takes care of him and the nurses "didn't
do anything about it."

Review of R122 Facility Progress Notes indicated
the following notes:

4/10/13- "Resident was very upset this early
evening and wanted to talk to this writer. When
this writer arrived in his room he stated that he
did not want the male NA [NA-A] working with him
tonight or in his room because 'he is a fiar and |
don't trust him, he lies about me.' This writer
explain that someone else would be working with
him and that this writer would take care of that for

Training on the vulnerable adult abuse act,
bill of rights and Elder Justice Act occurred
in March of 2013 for all staff. Training
occurred on May 8 and 9™ on the revised
vulnerable adult abuse act and the bill of
rights. Residents 122, 3, 43, 57, 55, 137,
128, 67, 10, 180, 5, 179, 39, 181, 59, 75,
and 117 each had a report and
investigation completed. Any
changes/recommendations to their plans
of care are listed helow:

R122-interviews of the resident, NA-A and
other NA's were completed. NA-Ais not
assigned to this resident; however, may
assist with two person transfers with the
resident’s permission. Nursing will audit
Care and transfer audit of 35 people at
random occurred for 4 weeks; now it will
continue at 25 per week for 4 weeks. Data
is to be reported to the QA commiitee for
further direction,
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him...it was explained to both the resident and
wife that this would be investigated and that the
director of nursing (DON} and assistant director
of nursing (ADON} would be notified.”

During another interview with R122 on 4/30{/13 at
3:40 p.m., R122 stated he had put his call fight on
over an hour ago to go to the bathroom. R122
stated when NA-A came in to assist him to the
bathroom R122 had told NA-A to "just forget it"
because he did not want NA-A to take care of
him. The resident stated he was going to try to
wait to see if any other staff could help him. After
an hour, he stated he was unable to waitto goto
the hathroom any longer, so had turned on his
call light again for assistance. R122 stated when
NA-A came in again, he (the resident) asked isn't
there "anycne else here who could help me?"
R122 said NA-A had responded, "nape, | am the
only one here." R122 sald, "He hurts me he is so
rough with me. He knows | don't want him to
come in here, but he just keeps coming in."

During interview on 5/1/13 at 12:30 p.m., family
member (FM)-G stated she had talked to a nurse
and had asked that NA-A no longer provide cares
for R122 as NA-A is "rough with him [R122]."
FM-G stated the nurse had told her she would
"take care of it" howaver, FM-G sald NA-A
continues to care for R122 "often."

During interview on 5/7/13 at 11:50 a.m., the
DON stated she was aware R122 thought NA-A
was "rough” with him. The DON also stated she'd
raminded NA-A to provide R122 cholces. The
DON was unable to provide any documentation of
any investigation into R122's concerns. There
was no documentation that the DON had spoken
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-1 just told him to go to the bathroom in his brief,

to R122 more about his concerns, nor
conversation with NA-A. The DON verified NA-A
continued to care for R122, and stated NA-A was
not being monitored to ensure he was not treating
other residents roughly. In addition, the DON
verifled the resident's concern had nof been
reported to the administrator or SA.

R122 also told staff he was neglecied at night as
staff would not take him to the bathroom; they

Review of R122's facility Progress notes revealed
the following:

4/10/13- Residents wife stated, "Staff needs to
get him up to the toilet or give him a urinal when
he states he has to go and not tell him to 'wet
yourself'."

During interview on 4/30/13 at 3:29 p.m., R122
stated, "If | ask to go to the bathroom at night they
usually tell me to just poop or pee in my pants.
They tell me to just go in my pants and they will
clean it up fater. | tell them | don't want to but they
tell me it's ok, just go ahead." R122 stated it
really made him feel bad and it hurts his "bottom"
when he has to sit in a wet/soiled pad.

During interview on 5/7/13 at 11:50 a.m., the
DON stated she was aware of the accusations
R122 made regarding the night shift telling him to
go to the bathroom in his pad instead of taking
him to the bathroom. The DON verified she had
not conducted any formal investigation nor
documented such, but stated she "reminded night
shift" to take residents to the bathroom upen
request. The DON verified asking a resident to go
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to the bathroom in their pad and refusing to assist
them to the bathroom would be considered
neglect.

The DON verified during interview on 5/713 at
11:50 a.m., that this allegation of potential neglect
had not been investigated thoroughly, reported to
the administrator, or reported to the SA In
accordance with the facility's policy.

. th
R3 a current resident, reported a staff member R3 Staff training occurred May 8 and 57,

had been rough with her and the facility had not Inservices on June 3, 4, 5, and 6 included
investigated or Inmediately reported to the resident rights, vulnerable adult abuse and
administrator or SA as directed by the facility transfers. Thirty-five residents

policy. care/transfers have been audited for 4

waeks, 35 residents care/transfers will be

R3's annual MDS dated 3/21/13 indicated she udited for the next 4 weeks and 25

was cognitively intact. During interview on 5/3/13

at 2:00 p.m., R3 stated there-is a male nursing residents will be audited for the next 4
assistant (NA)-FF attimes can be rough during weeks. Results will be reported at QA. QA
cares. R3 stated she reported this at her last will determine continued frequency and

care conference to the care conference team and
does not think anything had been done regarding
her accusation. R3 stated NA-FF still provided
cares for her even though she reported NA-FF of
being rough,

need.,

Review of the facility's interdisciplinary progress
notes (IDP) dated 3/20/13 indicated a Care
Conference was held on 3/13/13. The IBP note
did not address R3 had informed staff that NA-FF
was rough with her. Review of the facility's
incident reports and Vulnerable Adult reports, did
not address R3's concerns regarding NA-FF
being rough with her. R3's allegation of NA-FF
being rough was never investigated, or reported
to the administrator or SA as directed by the
facility's policy.
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R43 a current resident, alleged a nursing
assistant was rough with her. This allegation was
not thoroughly investigated or reported to the
administrator or state agency as directed by the
facility policy.

R43's quarterly MDS dated 2/1/13, indicated R43
was cognitively intact, had clear spesch and was
able to communicate her needs without any
problems. The MDS indicated R43 had no
specific behaviors or any symptoms of delirium,
but required extensive assistance from one staff
for all her personal cares.

R43.was interviewed on 5/7/13 at 11:00 a.m. and
reported an incident that occurred several months
ago, when a nursing assistant had been rough
with her In preparation of a shower and during the
shower. R43 reported the nursing assistant was
rough taking off her clothes and that she'd asked
the NA, "will you be nicer to me?" R43 indicated
the nursing assistant seemed to get so upset that
"she left me sitting in the shower room, by myself,
without any clothing." R43 also reported this
nursing assistant had showered her since the
incident, but there had been no further rough
treatment. R43 stated it made her nervous
whenever this nursing assistant worked with her
and she did not like it. She stated she had not
told anyone about these feelings, as she didn't
want the staff to get mad at her.

A phons interview was completed with FM-AA on
5/7113 at 11:03 am. FM-AA reported R43 had
voiced concern regarding the rough treatment
she was glven by a nursing assistan{ when was

F 226

R43, NA terminated. Plan of care reviewed
and revised. Staff received training on the
Vulnerable Adult Abuse act, resident rights,
and the Elder Justice Act in March 2013,
Staff were inserviced on respect and
dignity on May 8 and 9", Resident rights |
and vulnerable adult abuse act training will
occur on June 3, 4, 5 for nursing staff and
on June 6" for all other staff by the NHA.
Social services will interview 5 residents
ner week for 8 weeks with data reported to
the QA committee for further direction.
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being undressed in preparation for a shower, and
also during the shower. FM-AA said she'd talked
to the facility about this and as a result of the
report, had been told the Identified staff person
would not bathe or provide other services to her
mother.

The nurses' progress note dated 2/11/13,
indicated FM-AA had been told the nursing
assistant's behavior was "unacceptable™ and the
nursing assistant would be appropriately
reprimanded. The progress note indicated
FM-AA requested this nursing assistant never
work with her mother (R43} again.

The facility's initial report of this incident was
reported to the SA on 2(11/13, and the
investigative report was filed with the SA on the
same day. The corrective action taken to prevent
recurrence of this incident indicated the nursing
assistant was not fo bathe R43 alone, and the
nursing assistant was to have ancther nursing
assistant in the room. The reported perpelrator
was [dentified as NA-J.

A random review of nursing assistants who
provided care fo R43 was completed by reviewing
the documentation in Care Tracker (an electronic
system that allows staff to document services
provided to residents). NA-J documented she
had provided cares to R43 on 3/26/13, even
though NA-J was not supposed to provide care
for R43.

An interview with registered nurse {(RN)-A was
completed on 5/7/13 at 11:34 a.m. RN-A
reported she was not aware of FM-AA's request
that NA-J not work with R43. In addition, RN-A
reported she was unaware of any reported
problems with NA-J or the corrective action,
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which specified if NA-J showered R43, a second
staff person was to be in the room. RN-A
indicated she was unaware there were any
restrictions with NA-J and which residents she
worked with. RN-A reported NA-J continued fo
work with R43 as needed, which could include
giving R43 a shower. RN-A verified she should
have been made aware of this situation.

The facility submitted a report to the state agency
on 3/12/13 Identifled as complaint number
H5427019, regarding multiple allegations of
abuse and neglect that were observed by NA-K
on the east side of the nursing home. These
aliegations were not thoroughly investigated or
immediately reported to the state agency and
administrator as directed by the facllity policy.

The 3/12/13 complaint H5427019 report indicated
the following:

"On 3/6/13 writer was made aware of allegations
made by [NA-K] regarding mistreatment of
residents... administrator (A)-E was informed...
NA-K made the following accusations. She
worked on the floor as a NA for 3-4 days, which
was her training period... A NA sald | am so f--
-ing sick of taking care of you to a resident.

When a resident fell, a NA was told to allow the
resident to remain on the floor until vitals could be
done; the NA said | frickin don't have time to wait
and picked the resident up and puf her in bed.
She [NA-K] also sald NA's would sit at the nurses'
dask and turn off the audible call light and would
not take care of the resident with the light on.
Also, a NA was trying to force a resident to eat by
trying to push a spoon into her mouth, NA-K said
it appeared to hurt the resident. NA-K also said

F 226
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that NA's would use one person transfers when
they were suppose to use two staff. These
residents were dropped into bed as a result...
Retated to these incidents, NA-K did not continue
to work here."

The Investigative report submitted to the SA
(OHFC -office of health facility investigations) on
3/12/13, (6 days after the original complaint)
included:

"Potential issues were focused on the East end of
the nursing home so current residents who
resided on the East end were interviewed along
with some West end residents, some of which
previously resided on the East side... 35 current
residents were interviewed, some of which do
have dementia. No specific or substantiated
reports from residents that they are being
mistreated by staff. 30 staff members were
inferviewed, mostly current employees and some
past employees. Some staff alleged that other
staff were neglectful and mistreated some
residents. It has not been substantiated that any
resident was Injured, their ability affected, or
lifestyle altered. After our initial interview with
curfent and former staff, many names were
named as people of interest... DON and ADON
met with primarily East end evening nursing staff
on 3/8/13. Staff were given direstion on
appropriate resident care... Staff are informed of
importance to report any suspected or witnessed
abuse immediately. |t was alarming to hear that
staff are not reporting concerns immediately per
their education...” The investigation submitted to
the SA also identified staff were offered, and were
to altend, a session on vulnerable adult reporting
on 3/22/12, 3/27/12, or 3/28/12.
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In the investigation submitted to the SA dated
3/12113, the fagility did not identify any staff they
had spoken to regarding other cancerns, the
resident who'd allegedly fallen was not identifled,
and there was no Iindication any further
investigation had been conducted related to
NA-K's allegations.

During interview on 5/1/13 at 11:15 a.m,, the
DON and LSW-A stated NA-K worked at the
facllity for only a short time and could not
remember specific names of employees or staff,
The DON and LSW-A stated they were unsure
who had specifically investigated NA-K's
allegations. They were also unable {o provide
documentation of any investigation regarding the
resident who'd allegediy fallen and heen picked
up and put into bed by a (unknown) NA, LSW-A
stated NA-K only worked for "a couple days" and
the facility should have investigated to see which
residents had fallen during NA-K's short
employment to determine if the allegation was
valid. The DON stated in regards fo the
allegations made by NA-K, the facfiity did a staff
education for the East end nursing staff regarding
resident care, as well as interviewed around 30
staff and residents on the East end of the
building. The DON also verified the "4 sessions
that were offered, and staff were to attend, on
vulnerable adult reporting” had actually been
conducted in 2012, not 2013; there was no
mandatory retraining of staff to do these sessions
again regarding the allegations and refraining of
staff. The DON stated if staff had done this
training in the last vear, they would have been
unable to do it again as the computer system
where the education is completed only allows
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staff to do this once per year. The DON and
LSW-A verified the staff and residents were not
interviewed directly regarding the allegations of
mistreatment made by NA-K or from further staff
interviews alleging abuse, but rather were asked
general questions such as "Have you ever
noticed staff being verbally or physically abusive
on the East end?" The DON and LSW-A stated
their human resources staff (HR)-J, who mainly
did the interviewing and corrective action write
ups for employee files, was currently on leave
from the facility and was not able to be
interviewed during the duration of the survey.
The DON stated she was not involved in the
investigations, employee corrective actions, or
any monitoring of employees because staff had
expressed concern she may shown favoritism
because she (the DON} had a family member
working for the facility during that time period,

During interview on 5/2/13 at 10:55 a.m., A-E
stated he'd spoken with NA-K regarding
allegations of staff mistreatment to residents hut
verified he had not followed up or conducted any
investigations. A-E stated the alleged incidents of
staff mistreatment were related to "staff
dynamics" and how the "staff works together.”
A-E stated it appeared their staff had a "mean
giris" club and he continued fo refer to the staff as
"vipers," meaning he felt the staff were not getting
along and were making accusations against each
other regarding mistreatment and neglect.

According to the report submitted to the SA on
3/6/13, regarding H5427019, the facility indicated
they'd interviewed various residents and staff on
the East end of the nursing home regarding
allegations of abuse and neglect. The facility
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provided information from the interviews and
investigations they'd completed as follows:

RESIDENT INTERVIEWS:

R57's a current resident's, quarterly MDS dated
3/14/13 indicated she had moderate cognitive
impairment.

R57's- resident interview questions dated 3/2013
questioned the resident, "Have you ever been
treated roughly by staff." The resident answered,
"Sometimes." There was no further interview
done or invesfigation regarding this response
from the resident,

During interview on 6/1/13 at 11:40 a.m., SW-A
stated she was not sure who completed this
interview with R57 but verified there was no
investigation or follow up for the resident's
response.

R55's a current resident's, quarterly MDS dated
3f1/13, indicated she had severe cognitive
impairment.

R55's resident interview questions dated 3/2013,
asked the resident "Do you ever feel afraid
hecause of the way you or some other resident is
treated?" R56 responded, "Sometimes at night
when I'm alone because | can't lock my door and
keep it closed.” There was no further interview or
investigation regarding R55's response,

During interview on 5/2/13 at 10:53 a.m., the
DOCN stated this was talked about at care
conference and R55 was not "afrald," she just
wanted her door closed so she didn't have to

R57. Staff interviewed. Resident calls out
“owie” during cares no matter how gentle
staff are. Says, “get those darkies out of
my room”. Pain is medicated with
Cymbalta and QID Tylenol for one week.
Pain log initiated June 3, 2013.

Behavior log started 5-30-13.

R55. Interviewed spouse. Resident has
memory loss. BPY placement due to
elopements at home, Resident wanted the
door locked at home so she couldn’t get
out, Was on memory care unit and
distressed with other residents wandering.
She was moved to long term care, can and
does close her door and has adjusted well,
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| R137's resident interview qUesttons dated 3/2013,

worry about other residents coming into her room.
The DON stated there was no decumentation of
this nor was thiere any further investigation.

R137's acurrent resident, quarterly MDS dated
4/4{13, indicated he was cognitively intact.

indicated when asked, "Have you ever been
treated roughly by staff?" The resident
responded, "Cne moved too fast; shaken up a
lithe." R137 was also asked, "Has staff yelled or
been rude to you?" R137 responded, "Cne staff
member a couple times when getting up.” There
was no further interview or investigation regarding
Rb65's responses,

During interview on 5/2/13 a{ 10:53 a.m., SW-A
stated she had not heard of the accusation R137
made regarding a staff member who had yelled at
him and "shaken him up." SW-A stated SW-B
must have completed this investigation and not
followed up on it. SW-A verified there was no
investigation nor was there any further
clarification from the resident regarding the
accusations of staff yelling at him or moving too
fast with him.

R128 a current resident's, quarterly MDS dated
2/14/13 Indicated he was cognitively intact.

R128's resident interview questions dated 3/2013,
identified when asked, "has staff yelled or been
rude to you?" The resident responded, "May
have happened; 'questioned why | did what | did
and | didn't feel that was appropriate.” There
were no follow up questions asked of R128, and
there was no investigation,

direction,

R128. Report/investigation completed.
Interviewed other residents on same unit.
No abuse suspected. Soclal services staff
to interview 5 residents each week for 8
weeks about resident rights with data
reported to the QA committee for further
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R128, was interviewed on 5/3/13 at 2:30 p.m.
R128 reported at times, the night nursing staff are
very abrupt and rude when they wake him up at
3:00 a.m. or 4:00 a.m. to check for continence.
R128 stated at times he feels they are harsher
than they need to be.

During interview on 5/2/13 at 10:53 a.m., LSW-A
stated she had not heard of the accusation R128
made regarding night shift being rude to him.
LSW -A verified there was no investigation nor
was there any further clarification from the
resident regarding the accusations of staff
behaviors of heing abrupt, rude or harsh.

STAFFINTERVIEWS:

A staff questionnaire completed by an unknown
NA dated 3/11/13 included, "Have you witnessed
any verhal or physical abuse to any resident on
the East end?" The unknown NA had responded,
"Your [residents] going to have to wait until next
shift comes; between 8- 8:30 a.m. during report; if
BM (bowel movement) fee! they have to wait until
next shift and then forget to tell next shift." There
was no further Interview or investigation of this
allegation of resident neglect.

During interview on 5/2/13 at 11:15 a.m., the
DON and LSW-A stated they had not followed up
with any staff or residents regarding the alleged
incident.

A staff questionnaire completed by NA-D dated
3/7/13 indicated, "Have you witnessed any verbal
or physical abuse to any resident on the East
end?” NA-D had responded a resident "needed a
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hoyer {lif], the resident said they wanted to walk
s0 a NA put the walker in front of them and fold
them to walk. The resident said 'l can't walk.'
Per NA-D the (unknown) NA was taken off that
day." There was no further interview or
investigation of this allegation of resident neglect;
nar was the alleged NA perpetrator identified in
this questionnaire.

During interview on 5/2/13 at 11:15 a.m., the
DON stated the supervisor had "checked into this
incident" and spoken to NA-D. The DON stated
the administrator was not nolified of the incident,
nor was the SA contacted regarding the above
incident. The DON verified she believed the
resident was R67, however, stated she had not
spoken to the resident or the alleged staff, NA-B
(identified by DON), regarding this allegation of
neglect and had no written investigation of the
alleged incident. R67's quarteriy MD'S indicated
she had moderate cognitive impairment.

A staff questionnaire done by TMA-A dated
31113, indicated she had reported to the nursing
department a situation that had occurred between
R67 and NA-B, "told R67 to 'walk then' since she
Insisted she could. Really needs hoyer...
informed ADON and she falked o NA-B." There
was no further investigation of this Incident nor
any interviews with the resident. R67's was a
current resident, and their quarterly MDS
indicated she had moderate cognitive
impairment.

Durlng Interview on 5/2/13 at 11:15 a.m., the
PON confirmed there had been no investigation,
the administrator had not been notified of the
incident, nor was the State agency contacted.

F 226

R67. Report/investigation completed,
Staff interviewed and validated NA-B
account. Resident is cognitively impaired.
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A staff questionnaire done by NA-A dated 3/8/13,
indicated he "Knows there's issues on East end;
didn't say specifics but said ‘waters a little thicker

over there'." There was no further interview or
investigation regarding this statement.

During interview on 5/2/13 at 11:15 a.m., the
DON and LSW-A stated they had not followed up
with NA-A regarding the statement he made and
they did not know what it meant.

A staff questionnaire completed by the ADON
dated 3/8/13 indicated, "Have any of your
coworkers talked about any verbal or physical
abuse they or anyone else may have done to a
resident?" The ADON had responded,
"Yes...Verbal... behind resident's back. Resident
'shit themselves'." There was no further interview
or investigation of the statement, and the resident
nor employee were identified in the above
alleged incident.

During interview on 5/2/13 at 11:156 a.m. the DON
stated she was not aware of the above alleged
incident nor was this reported to the adminisirator
or state agency,

A staff questionnaire done by RN-A dated 3/11/13
indicated, "Have any of your coworkers talked
about any verbal or physical abuse they or
anyone else may have done to a resident?"

RN-A had responded, "NA's talking foudly and
becoming more frustrated." RN-A also indicated
a resident had told her she was left in the shower
by staff, and it had been reported to OHFC; she
stated the ADON investigated. RN-A also had
multiple complaints of staff using cell phones and

F 226
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observing a employee texting while sitting on a
resident bed while the resident was using the
hathroom. There was no further Interview or
investigation of these statements,

A staff questionnaire completed by RN-B dated
3/7/13 asked, "Have you witnessed any verbal or
physical abuse to any resident on the East end?"
RN-B had responded, "Sometimes get after girls
for not doing proper care; brush teeth, washing
face." There was no further interview or
investigation of this statement and neither the
residents, nor employee were identified.

During interview on 5/2/13 at 11:15 a.m., LSW-A
and the DON stated the questionnaires
completed by RN-A and RN-B were not followed
up on, and there was no other information
available regarding any of allegations.

A staff questionnaire completed by NA-GG on
3/11/13 indicated, "R10 fell during a transfer with
NA-C; NA-C came back to desk to eat and then
laughed as she told the nurse [resident's name]
fell; didn't find nurse right away." R10 was a
current resident and their quarterly MDS dated
4/1/13, indicated she had severe cognitive
impairment.

During Interview on 5/2/13 at 11:15 a.m., the
DON and LSW-A stated R10Q had fallen and
verified the incident had not been reported to the
State agency as the facllity had determined there
was no neglect or mistreatment which occurred.

The facilily provided an interdisciplinary progress
(IDP) note (which the facility identified as their
investigation of the fail) for R10 dated 12/20/12,

R10. Fall was reported by farmer

Staff training on transfer compliance
Nursing staff will/are conducting

Care/Transfer audits on 35 residents
weeks and 25 residents for 4 weeks.

12/18/12. Staff to utilize lift sheet, a

are to be on during transfers and re-

employee and allegedly occurred months
sago. Interview/investigation completed,

rails removed from bed as she needs 1-2
persons to assist with bed mobility on

pad and the resident to reposition. Brakes

positioning. Staff directed to be more
careful and move slower when dressing,
transferring, turning In bed, try not to
surprise her to help prevent bruising.

for4
Side

llegro
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regarding the falt which happened when NA-C
was caring for the resident. The note identified
the following:

"Resident slid out of shower chair at 6:50 p.m.
Staff was unhooking straps to lift sling when
resident leaned forward and grabhed the lift bar
and pulled herself forward, Resident started o
slip to the floor; staff assisted resident to the
ground...Resident does have a 2 cm (centimeter)
long abrasion to the left side of her head...
Bruising may happen o her coccyx area and the
posterior side of legs bitaterally due to hitting the
floor and legs of the fift... Resident proceeded to
have bed bath..."

After review of the IDP, during interview with the
DON on 5/2/13 at 11:15 a.m., the DON verified
the 12/20/12 progress note indicated R10 was
heing transferred with only one staff; although the
resident is suppose to be transferred with two
staff. DON stated this incident should have been
investigated and reported to the SA and the
administrator, which it was not.

A staff questionnaire (undated and unsigned)
indicated that R179 had complained about NA-D
because she would turn off the call light and walk
out; then come back with an atfitude...crying
resident [unknown]- burns on hands- crying
because of NA-D; not sure why." The resident
who was crying was unnamed, and there was no
follow up to the reference of the burns on hands.

During interview on 5/2/13 at 11:15a.m., the
DON and LSW-A stated they were unaware of
this statement regarding a resident with "burns on
hands" and could not provide the name of a

R179. Resident was not burned. During
investigation another resident was noted
to have gauze handaging on both hands
and up her arms due to multiple skin tears
from falls at home. She was admitted with
the gauze handaging and the NA mixed up
the residents. The report and Investigation
were completed. Resident discharged 11-
27-12. NA denied turning off the call light.
Staff trafning about vuinerable adult abuse,
resident rights, and the Elder Justice Act
occurred in March 2013.; May 8and 9 and
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resident who had burnt themselves in the facility.
The DON indicated R179 had besn talked to
regarding the allegations of NA-D turning off her
call light, however the DON had no documented
investigation of the incident, and it had not been
reported to the administrator. The DON stated
HR-J had issued an Employee Corrective Action
toc NA-D. The Employee Corrective Action form
dated 3/14/13 included, "You have been
witnessed being frustrated with a resident. You
turned off the resident light and walked out and
then went back into room with an altitude." The
DON was unable to clarify what "an aftitude"”
referred to and stated they'd felt there was no
resident neglect or mistreatment occurring so this
incident had not been reported to the SA. The
DON verified there was not a thorough
investigation including employee and/or resident
interviews regarding the allegation. R179 did not
have an MDS available to identify cognition.

A staff questionnaire completed by NA-E on
3/7113 indicated, NA-HH and NA-ll "changed R5
and hit her on the bum." RS was a current
resident and their quarterly MDS dated 1/24/13,
indicated the resident had severe cognitive
impairment.

The facility submitted a report to the state agency
regarding R5 (above) on 3/13/13, 6 days after
they were made aware of the allegation. The
facility investigative report submitted on 3/13/13,
indicated the following: "HR-J completed staff
interview with NA-E on 3/7/13 V... During interview
NA-E stated that she heard resident RS had said
that 'blonde girls hit her.'.. and changed her and
hit on the bum..." The faciity indicated as part of
their investigation they spoke with R5 regarding

the NHA will occur 15 times per week for 4
weeks and pager/cell phone audits will
occur 10 times per week for 4 weeks. Data
will be reported to QA committee for
further direction,

R5. Interviewed. Resident made various
scattered comments which had nothing to
do with the alleged incident. Unable to
determine if the “hit to the bum” occurred.
Social services to interview and ask about a
“hit to the bum”. Social services to
interview 5 residents per week for 8 weeks.
Data to be reported to QA for further
direction,
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the incident but she did not have any complaints
about staff mistreatment and made remarks
which did not make sense. The facility indicated
"DON, ADON met with primary East end evening
nursing staff on 3/8/13- staff were given direction
on appropriate resident care." On 3/25/13 the
state agency requested additional information
from the facility regarding the report on R5. The
state agency requested, "Were other residents
interviewed as part of your investigation? Did
other residents voice any concerns regarding
their care? Was other staff interviewed? Did
staff indicated they had witnessed any
mistreatment by other staff?” The ADON replied
on 3/25/13, "35 current residents were
interviewed, some which do have dementia. No
specific or substantiated reports were received
from residents that they are/ were baing
mistreated by staff. 30 staff members were
interviewed, mostly current employees and some
past employees. Some staff alleged that other
staff were negleciful and mistreated some
residents but this was not reported to have been
witnessed, just that they had heard about it. All
allegations received through these interviews
were filed with [state agency]."

The facility interview with R5 on 3/14/13, did not
ask R5 about the alleged incident of 'blonde girls
being mean' or ‘changing and hit on the bum';'
The resident was asked generic questions about
care in general at the facility. Although the facility
submitted a report to the state agency, they did
not complete an investigation which included
interviewing other staff and residents about R5's
allegations. In addition, the further Information
submitted o the SA upon request did not include
specific allegations which were made by staff and
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ohserved which the facility policy directsd the
facility to complete.

A staff questionnaire completed by NA-E on
3/7/13 indicated, They "Heard [NA-F] hit R180;
Resident grabbed her and she punched his
arm...staff joked around about catheter
equipment witnessed backfiow...would silence
[residents] alarms and not answer thelrs or
anyone else's call lighis...Reported abuse to
nurse on staff...” R180 did not have an MDS
available to identify cognition,

The facitity submitted an OHFC report regarding
the allegation of R180 heing hit in the arm by
NA-F. The facllity investigative report submitted
to the SA indicated, "After our initial interview with
current and former staff, many names were
named as people of interest. Due to short time
period of employment, together with the passage
of fime (May 2012), one of the complainants
(NA-K) could not recall the alleged perpetrators
names but stated she would know them if she
saw them again. We have just complsted out
investigation and are still sorting through our
notes to determine whether any individuals stand
out as abusive perpetrators. In the investigative
process it was identified that an employee heard
a resident may have been hit by a NA. The
named resident died in March of 2012. There
was one Incident report of named resident having
a bruise to his hands during this time period, it
was determined hands were bumped while in
wheelchair causing bruise to appear. No other
reports of injury/ bruising to resident.”

Although the facility submitied a report to the SA
regarding the allegation, the investigation did not

R180. Investigation/report completed.
Resident died 3-19-13, East side staff
provided with training on Vulnerable Adult
Act, resident rights and care expectations
by DON and ADON. In addition to the
above, all staff completed Vulnerable Aduit
Abuse Act, Resident Rights and Elder
Justice Act training in the Health Care
Academy in March 2013. Vulnerable adult
abuse act and resident right training
occurred May 8 and 9. Nursing staff will
have training Juned, 4, 5 and all other staff
on June 6 by the NHA on resident rights,
and vulnerable adult abuse, Social services
staff will interview 5 residents weekly for 8
weeks. Data will be reported to the QA
committee for further direction.
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identify the alleged perpetrator, although the
employee was initially identified as NA-F. The
facility did not complete any further staff
interviews regarding the alleged accusation of
R180 being hit on the arm. In addition, although
the fagility stated "many names were named as
people of interest," there were nc names
submitted nor was there any investigation the
facility could provide regarding this statement.

A staff questionnaire completed by NA-JJ dated
3/8/13, indicated, "snippy comments made fo
R57, 'here's your drink and | got to go; staff
approach to resident.” There was no further
investigation of this statement nor was the staff
person identified who made these remarks to
R57.

During interview on 5/2/13 at 11:15 am., the
DON and LSW-A verified these allegations were
made but there had been no investigation
completed, also these allegations were not
reported {o the state agency or administrator as
directed by the facility policy. R57 was a current
resident and their quarterly MDS dated 3/14/13,
indicated the resident had moderate cognitive
Impairment.

A staff questionnaire completed by NA-G dated
3/11/13 Indicated, "[NA-R] verbally inappropriate
to R39; she's not the only person to take care of
and quit furning on lights...staff would talk dirty in
from of R181 to get him to talk dirly." The facility
had submitted a report to the SA's OHFC
regarding this accusation on 3/13/13, regarding
R181, 2 days after the facility was aware of the
incident. The Investigative report submitted to
OHFC indicated the following:

R57Investigation and report completed,
Resident calls out “owie” during cares, no
matter how gentle the care giver is. During
the interview, R57 responses have nothing
to do with the discussion, for example,
says, “get those darkies out of my room”,
Tylenol Q1D initiated along with behavior
and pain logs.

R39. Report/investigation completed,
Resident interviewed with no complaints.
Interviewed other residents about NA-R
with no complaints. NA-R resigned.
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"Throughout the course of our internal
investigation, a number of occurrences of alleged
abuse have surfaced... It has not been
substantiated any resident was actually injured,
their abilitles affected, or lifestyle altered. Indeed,
much of what we discovered points in the
direction of a dysfunctional employment cuiture
rather than any substantive resident abuse
issues... Human resources (HR)-J completed
staff interview with NA-G on 3/11/13... During the
interview, NA-G stated "staff would talk dirty in
front of him {R181] to get him fo talk dirty, This
supposed allegation would have occurred
sometime before 7/4/12 when R181 died. Dueto
these supposed allegation, DON and ADON met
with East end evening nursing staff on 3/8/13-
staff were given direction on appropriate resident
care..."

Although the facility submitted the alleged verbal
abuse to the SA regarding R181, the facility had
not completed, or submitted, a thorough
investigation including interviews done with staff
members, nor was it clear whether NA-G had
been interviewed to provide names regarding
staff who had been talking dirty to R181. R181
did not have an MDS available.

During interview on 5/2/13 at 11:15 a.m., the
DON and LSW-A stated there had been no follow
up or investigation regarding the allegation of
NA-R being verbally inappropriate to R39. R39's
was a current resident and their quarterly MDS
dated 4/4/13 indicated she was cognitively intact,
fhe DON verifled she had not spoken to R39 or
NA-R regarding the allegations of verbal abuse
towards R39; nor had she reported the allegation

R181. Report/investigation completed.
Deceased 7-4-12. DON and ADON met
with evening staff on unit. They addressed
Vulnerable adult abuse act, resident rights
and care expectation. All staff completed
Health Care Academy programs on
Vulnerable adult abuse, residents rights
and Elder Justice Act In March 2013,
Training in vuinerable adult abuse act and
resident rights occurred May 8 and 9.
Nursing staff will be re-educated on
vulnerable adult abuse, resident rights and
care expectations by the DON and ADON
on June 3, 4, 5 and all other staff by the
NHA on June 6.
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to the administrator or SA as indicated by facility
policy.

A staff questionnaire completed by registered
nurse (RN)-B dated 3/8/13, indicated another
resident "sald a couple of (unknown} NA's
complain about R10 always having to pes...R10
daughter said she'd overheard NA's complain
they have 13 residents and they just can't do it
amymore." The questionnaire asked if CM-B had
ever gone to the nursing department fo report
abuse, CM-B had answered, "Yes; emailed DON
regarding the complaint above." When asked if
she was aware if the report was investigated or if
she received a response from the nursing
department she responded, "Never answered or
responded with her follow up; do you think she
reads her emails!" R10's quarterly MDS dated
4/1/13 indicated she had severe cognitive
impairment.

During Interview on 5/2/13 at 11:00 a.m. DON
stated she remembers "hearing" about this
complaint but believed the "talk" was coming from
another resident who roomed next to R10; so the
‘other resident’ (unknown) was complaining about
how often R10 was complaining, not the staff.
However, thers was no documented
investigation, interviews, or follow up regarding
this allegation. This allegation had not heen
reported to the administrator or SA in accordance
with facifity policy.

A staff questionnaire completed by LPN-G dated
3/8{13, indicated "Don't appreciate verbal
communication to residents; baby talk; short
staffed; short lipped.” LPN-G indicated she'd had
concerns a few months ago; "resident with a
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bloody nose; picked up tissue don't have time,"
This s all the questionnaire indicated. There was
no resident named nor was there any follow up of
what LPN-G was referring to.

DPuring interview on 5/2/13 at 11:15 a.m., the
DON and LSW-A verifled there had beén no
follow up or investigation regarding the
allegations made by LPN-G, and there had been
no follow up interview with LPN-G. In additlon,
they verified this allegation had not been reported
to the administrator or SA as directed by facilily

policy,

A staff questionnaire completed by NA-F dated
3/8/13, Indicated an unknown NA, "Would argue
with [R180}; would scream at each other... heard
‘one girl' was walking a resident while texting and
resident almost fell.." NA-F indicated she had
reported resident abuse to the nursing
department and "was blown off. [ couldn't take
seeing my residents not cared for,.." Thereis no
further investigation of the above incidents. R180
did not have an MDS available for review.

Although this questionnaire was dated 3/8/13,
during interview with the DON and LSW-A on

5/2/13 at 11:15 a.m., they stated they were

unaware of this allegation. They verified there
had been no investigation conducted, the
administrator had not been notifted, and there
had been no report made to the SA, regarding
NA-F's allegations.

A staff questionnaire completed by NA-KK dated
3/11/13, indicated she had witnessed neglect,
"doing the bare minimum not positioning/
checking/ changing...call lights not in reach; don't
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put on toilet, just meant to change rather then put
on toilet; turned off call light without doing cares;
don't do peri care; hide in resident's room, texting
while feeding residents...I'm quitting because my
ethical standards are very high and | can't stand
to see what's happening..." Although there are
several staff names written on the side of the
questionnaire, there was no investigation or follow
up regarding these accusations, nor was there
any follow up staff interviews conducted regarding
the staff identified.

During inferview on 8/2/13 at 11:15 a.m,, the
DON and LSW-A stated there had been no
investigation, nor additional interviews conducted
regarding NA-KK's accusations of resident
neglect. The DON and LSW-A verified they had
not spoken to NA-KK regarding the allegations,
the administrator had not been notified, and no
report to the SA had been made,

An undated staff questionnaire completed by NA-
LL, indicated the NA had gone to the DON about
staff mistreatment to residents but "[DON] got
bent out of shape and told o go to nurse (LPN or
RN supervisor); never comfortable going back to
DON..." Wilnessed abuse; "R59...NA-B
screaming at him because restdent keeping her
late; R59 also talked to nurse; R59 scared...NA-B
throws people into bed and yells at them while
getting ready..." R569's quarterly MDS dated
1/4/13, indicated he was cognitively intact, R59
no longer resides in the facility.

During interview on 5/2/13 at 11:15 a.m., the
DON stated shs believed the allegation was
referring to a situation which had oceurred
between NA-B and R59 'months ago.! The DON

RS9. Report/investigation completed.
Removed NA-B from schedule while
investigation was being conducted.
Corrective action with NA-B. May 3 and 4
before staff began work they received
training on the revised Vulnerable Aduit
Abuse act, counseling on teamwork,
positive staff interaction, taking time with
residents, empathy and considering each
residents cognitive ability when providing
care, Inservices by DON and ADON June 3,
4, 5 and the NHA on June 6 on vulnerahle
aduit abuse and resident rights. Social
services will interview 5 residents weekly
about resident rights, the data will be
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stated she had no formal investigation, nor had
there been a report made to the SA, but the DON
stated NA-B had told her "she would never do
this" to R59. The DON stated she had spoken to
R59 and felt R59 "would have told me" if there

‘were any concerns of abuse. However, the DON

was unable to provide any documentation of an
investigation of this incident. LSW-A verified this
allegation shouild have been reported to the SA
immediately, then investigated. The DON
verified the administrator was not aware of this
accusation,

During interview on 5/2/13 at 11:15 a.m., A-E
stated he was not aware of any of the allegations
of staff mistreatment and abuse which came from
the staff and/ or resident interviews from March
2013,

The facility provided several other submitted
allegations of resident mistreatment which had
been submitted to the state agency. The reports
indicated the following:

R75 had allegations of neglect. R75's quarterly
MDS dated 1/1/13, indicated he was cognitively
intact.

The facility submitted a report to the state agency
for R75 dated 11/8/12, with Incldent details
including, "Staff reported that resident has a
blister on his inner thigh. Resident reported that
staff applied warm pack to resident’s left leg that
was oo hot. Resident now has a blister/ redness
on his left inner thigh." No "alleged perpetrator”
was known.

The facility's investigative report submiited to the

R75. Report/Investigation completed.
Training on facility policy regarding warm
packs by DON and ADON on June 3, 4, and
5™, Nursing staff conducted/conducting
Care/ftransfer audits for 35 residents per
week for 4 weeks and then 25 residents
ner week for 4 weeks. Data will be
reported to QA for further direction,
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SA on 11/15/12 (7 days after the incident)
indicated, "On 11/7/13 resident was noted to have
redness and a blister within the red area on his
left inner thigh. Blister was thought to have been
caused by a warm pack that was applied to
resident's left thigh per his request to help with
pain control, Care plan interventions were being
followed when the incident oceurred. Internal
investigation revealed that resident and his
daughter felt that the warm pack was the cause
of the blister. In talking with staff, theyreport the
resident does request warm packs. Staff also
reported that resident has requested that staff
make the warm pack hotter. This information
was obtained from nursing assistants that work
with resident and they are considered a credible
source. As stated prior, the resident sustained a
blister on his left inner thigh which has not
affected his abilities or lifestyls. An alleged
perpetrator has not been identified. All staff have
been instructed on facility policy regarding warm
packs to aftempt to prevent recurrence of the
incident."

The facllity also provided the Resident Incident/
Injury Report Form dated 11/7/13, which the
facility had not sent to the SA as part of their
investigation. An attached note from the nurse,
which appears to have been addressed to A-L
and the DON dated 11/7/12 at 9:32 p.m.,
indicated R75 "Family noted a 3 cm long blister
on his left thigh this evening that came from warm
packs the resident has been requesting recentiy."

Although the facility submitted a report of the
incident regarding R75's blister to the SA, the
report was made 11/8/12 (the next day), and the
facllity did not submit complete results of the

F 226
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investigation including names of staff who were
interviewed, whether the resident had used a
warm pack in the previous days, whether a
resident intervisw had been completed regarding
when and who placed the warm packs, or
identification of how staff was warming up and
using the warm packs,

During interview on 5/1/13 at 10:15 a.m., the
DON and LSW-A verified the investigation results
submitted to the SA were not complete. The DON
also verified she was not aware of whether there
had been any staff training regarding the proper
use of warm packs following this incident. SW-A
stated R75 was no longer in the facllity but had no
cognitive problems while a resident,

R117, a current resident, had experienced a fall

related to alleged neglect of care. R117's annual
MDS dated 1/17/13 indicated he was cognitively
intact,

The facility submitted an Incldent report to the SA
regarding R117 dated 12/14/12, "R117 was being
transferred from the toilet to his wheelchair when
he fell- he was heing transferred with one staff,
hut his care plan Is to use two staff with assist. "
The facility's investigative report submitied on
12/17M12, indicated "On 12/14/12, [R117] was
heing toileted and was finished, so [NA-1) was
going to transfer him from the toitet back to his
wheelchair when... his leg buckled and he fell-
she was transferring him by herself and did not
have a second person to assist, therefore care
plan interventions were not being followed when
the Incident occurred. R117 sustained no Injuries
during this fall...NA-l is aware of care plan, and
was again made aware of the care plan as well

R117. Report/investigation completed. NA|
terminated. Training on the plan of care
and following the plan and transfers,
Nursing staff conducting or are conducting
transfer/care audits 35 residents for 4
weeks and then 25 residents for 4 weeks,
Data to be reported to the QA committee
meeting for further action.
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as signed a correclive action.”

During interview on 5/1/13 at 10:15 a.m,, the
DON and LSW-A stated they were not aware of
the above incident which had been submitted to
the SA. However, the facility provided an
Employee Corrective Action Notice for NA-I dated
12/14/12 Indicating, "Transferred resident by
herself he Is a two person assist with transfers.
He fell to the floor in his bathroom." The
corrective action form was completed by HR-A.
The DON and SW-A were unable to identify
whether NA-1 had received any additional
education as identified in the investigative report
submitted to the SA 12/17/12, which indicated
that NA-1 had been re-educated to the resident’s
plan of care. The DON stated that if NA-I had
been educated, the education should have been
kept in NA-I's file which would have been
completed by nursing and net by HR-A. Although
the facility reported the alleged neglect of health
care {o the SA, there were discrepancies in the
investigation report regarding the employee's
re-education following the incident.

R57 a current resident, made allegations of
neglect. R57's quarterly MDS dated 3/14/13
indicated she had moderate cognitive
impairment.

The facility submitted an incident report to the SA
dated 10/11/12 indicating R57 "Reported that
staff moved her call light out of reach while she
was in bed. She was told to stop velling and then
staff told her if she needed to use the bathroom
she'd have to do if where she was because she
wasn't getting up. She said she felt closed in with
the room door shut and no way to get up and out

R57. Report and investigation completed,
Nursing staff training on May 8 and 9
included call light placement. That training
also included appropriate responses to
residents, Nursing training onJune 3, 4,
and 5 included responding to call lights.
NHA administrator will audit 15 call lights
each week for 4 weeks. Resident is not
reliable during interviews. Her responses
have unrelated comments interspersed
with the topic of the conversation. Data
will be reported to QA for further action.
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of the room."

The facility investigative report dated 10/16/12,
submitted to the SA indicated..."Staff believes
R57 had to walt about 6 minutes for two staff
peaple to return to assist with her request, Staff
reports that R57 did become upset when she had
to wait for them... The following day, 10/11/12,
writer was asked by R57's son to come to her
room. He fold writer she was very upset about
care she had received. This writer spoke with
her... The alleged perpetrator is a NA
{un-named}... When RE7 reported this incident to
writer...R57 had reported another incident with
this NA... This AP (alleged perpetrator) will not be
scheduled to work with R57 and encouraged not
to enter her room without a co-worker.” On
1011612, the SA had requested more information
from the facllity asking to provide the AP's
{alleged perpetrator) name and asked if any other
residents interviewed or asked if they had
concerns regarding the AP's cares? The facility
response identified the NA as NA-MM and
included...."No other residents were interviewed.
Staff working with NA-MM were interviewed and
reported R57's call light was answered hy the AP
who Informed the resident she needed assistance
to reposition her...The other staff person reported
she believed R57 walted belween 5 and 7
minutes for two staff people to return to her room.
Neither the AP nor the other staff person made
mention of R57 yelling out or that her room door
was closed."

During interview on 5/3/13 at 11:15 a.m., the
DON stated she was not involved in the
investigation of the alleged incident with R57 and
NA-MM. She stated it appeared the investigation

F 226
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was not "complete" as none of the staff who were
reported to be interviewed were named, nor was
there any record of which staff was interviewed.
There was also no interview with NA-MM. The
DON stated NA-MM was still working at the
facility and was not being monitored to ensure
she no longer worked with R57. Although the
facllity reported the allegation to the SA, a
thorough investigation was not completed and did
they ensure NA-MM did not work with R57, even
though R57 was upset by NA-MM actions.

During interview on 5/2/13 at 11:15 a.m., A-E
stated back in January 2013, NA-LL had made
"accusations” of resident mistreatment by staff,
A-E stated nothing was done at that time, or
reported, because of the "staff dynamics." A-E
said he'd felt the accusations were all part of the
"mean girls club” with staff accusing other staff of
resident mistreatment {o get them in trouble.
There was no documentation of these allegations
made by NA-LL in January. Then the facility
received allegations of abuse and neglect from
NA-K in March 2013. Many of the allegations that
NA-K identified were "the same" as the concerns
identified by NA-LL, so at that time A-E decided it
would be best to look into some of the
allegations.

The facility failed to ensure injuries of unknown
origin were thoroughly investigated and reported
to the State Agency {SA} and administrator.

The facility abuse policy dated 3/26/12, did not
define injures of unknown origin; nor did it instruct
staff on what to do If a injury of unknown origin
was discovered. '

F 226

Incident reports were completed for each
resident with bruising. Incident reports are
reviewed at the dally Falls meeting,
Training on May 8 and 9 on the vulnerable
adult abuse act included bruises of
unknown origin. Training by the DON and
ADON June 3, 4, 5 and by the NHA for all
other staff on June 6™ will include
Vulnerable adult abuse act and hill of

FORM CMS-2567(02-99) Pravious Verslons Obsolsfe Event ID: VKFY11

Facility [D: 00792 If continuation sheet Page 93 of 157




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 05/24/2013

FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULT#PLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
245427 B. WING 05/08/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
901 SOUTHEAST WILLMAR AVENUE
BETHESDA NH PLEASANTVIEW :
WILLMAR, MN 56201
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTICN (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)
rights and Elder Justice Act training via
F 226 | Continued From page 93

determine the source of injury, there were no

Review of the Bethesda Homes Resident
Incident/Injury Report Form Evaluations, from
August 2012 thru May 2013 were reviewed and
the following was noted:

R115's quarterly MDS dated 3/28/13 indicated
severe cognitive impairment and required
extensive asslstance from staff with most
activities of dally living (ADLs)

R115 incident report noted bruises on 12/10/12,
measuring 8 centimeters (cm) X 6 cm on the top
left hand, 4 cm X 2 cm between the third and
fourth finger of the left hand, 4 cm X 4 cm on right
arm and a 6 cm X 4 cm bruise on the teft buttogk,
The incident report indicated the staff were
unsure when the bruises ocourred, did not

observation of cares to determine if the bruises
could have been a result of care received and no
staff were interviewed. Aithough the administrator
and DON were notified on 12/10/12, it was not
reported immediately to the state agency (SA) as-
directed by the facility’s policy. The facility
investigation indicated resident "has been
resistive and combative with cares", "bumps into
things when up in Merry Walker", and bruise on
buttock was explained "7 from sitting down hard
or bumping his buttock”. There was no further
investigation of the incident.

R115 incident report noted bruises on 2/20/13,
measuring 2 crm X 2 cm on left forearm, 5 cm X
2.5 cm on right outer elbow and 2 cm X 2 cm on
the back of the right elbow. The incident report
indicated the staff were unsure when the bruise
occurred, did not determine the source of the
Injury, no observation of cares were completed to

F 226 Health Care Academy. Nursing staff
will/have conducted audits for cares/
transfers of 35 residents each week for
four weeks and 25 residents each week for
four weeks will occur, Results will be
reported to the QA committee who will
determine continued auditing needs.

R115, Watks in Merry Walker, Frequently
bumps intc walls, chairs anything.

Receives aspirin therapy. Sleeve protection
in place. Audits of sleeve protection use
will occur by DON three times a week for
four weeks. Results will be reported to
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F 226 | Continued From page 94 F 226
determine if bruises could have heen a result of |
care received nor were the resident or any staff
interviewed about the injury. Although the
administrator and DON were notified on 2/20/13,
it was not reported immediately to the SA as
directed by the facllity’s policy. The facility
investigation indicated the resident is known to
run into tables, counter tips and chairs when up
walking in Merry Walker. There was no further
investigation of the incident.
R19's quarterly MDS dated 2/21/13 indicated R19.Wheel chair armrest padding applied
severe cognitive impairment and required May 29, 2013. Resident moves about in
extensive assistance from staff with most ADLs. bed a great deal, Side rail assessment
219 Incident ot roted & bru 428113 completed 5/30/2013, side rails removed
incident report n a bruises on an.
measuring 7 cm X 8.5 cm to right hand and 3 em same d?te.' > 3;0 13 Zieeve t\I(pIe arm
X 1.3 ¢m to right forearm and 5 cm X 3.5 cm to protection in place. Staff training on
left forearm. The incident report indicated R19 vulnerable adult abuse, resident rights, and
was unable to answer questions on how it Elder Justice Act occurred on Health Care
happened or if she had bruises. Although the Academy in March 2013. Vulnerable adult
?ﬂvlg?fgﬁt:g:r?g d?gﬁ:’;;g{‘;g’?se"g :’258/ 13, abuse and resident right training occurred
directed by the facility’s policy. The facllity on May 8 and 9. Nursing staff training on
investigation indicated "there is no IPN notes, 24 June 3, 4, 5, by DON /ADON and by the
hour notes or behavior charting mentioning any NHA on June 6, 2013, for all other staff on
bruising or a possible cause of the bruises". No vulnerable adult abuse and resident rights.
staff interviews or further investigation of the DON will conduct abuse/neglect interview
Incident was completed. audits three times per week with nursing
staff. Audits of wheel chair arm padding
R19 incident report noted a bruise on 3/13/13 will occur three times a week for four
measuring 6 cm X 10 cm on her left upper arm. weeks by the DON, Audit results wiil be
The incident report indicated the staff were reported to the QA committee for further
unsure when the bruise occurred, did not action.
determine the source of the Injury, no observation
of cares were conducted to determine if the
bruise could have been a result of care received,
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nor was the resident or staff interviewed,
Although the administrator and DON were notified
on 3/13/13, It was not reported immediately to the
SA as directed by the facility’s policy. The facility
investigation indicated the bruise was "consistent
with ieaning towards the left in her wheelchalr and
leaning against the arm rest". There was no
further investigation of the incident.

R19 incident report noted multiple bruises on
3MA3measuring3cm X2cmand 2.5¢cm X 3
cm on right forearm, two bruises measuring 0.5
cm X 0.5 cm on the left forearm, two more
measuring 1.5em X2cemand 1.5cm X 1.5 cm
further up the same left arm, 2.5 cm X 4 cm
bruise on top of left hand. The incident report
indicated the staff were unsure when the bruises
occurred, no staff interviews were completed.
The form identified the administrator and DON
were notified on 3/2/13, one day after the bruise
of unknown origin was discovered, the incident
was not reported Irmmediately to the SA and while
the bruise on the top of the resident's hand was
explained to be from a blood draw 2/26/13, the
report indicated resident "is active and is capable
of bumping her arms on her wheelchalr, siderails
and grab bars In the bathroom". There was no
further investigation of the incident completed.

R19incident report noted a bruise on 2/17/13
measuring 2,1 cm X 7 cm on her lower back.
The incident report indlcated staff were unsure
when the bruise occurred, and the resident was
marked as not interviewable. Although the
administrator and DON were nofified on 2/17/13,
it was not reported immediately to the SA as
directed by the facility's policy. The facility

F 226
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investigation indicated the resident sometimes
"quickly” tries to transfer info the wheelchair,
hitting the arm rest with her hips or back. There
was no further Investigation of the incident
completed.

R19 incident report noted a bruise on 1/14/13
measuring 3.5 cm X 2.0 cm on her right breast.
Althocugh the administrator and DON were notified
on 1/14/13, it was not reported immediately to the
SA as directed by the facility’s policy. The facility
investigation indicated "when staff [aid her down
in bed, resident rolled and hit her chest on middle
bar of the side rail". No staff or resident
interviews were completed, or further
investigation of the bruising even though the
bruising was located on her breast.

R19 incident report noted bruises on 1/4/13
measuring 2.5 cm X 1.5 cm on right forearm, 4.0
cm X 2.0 ¢m and 5.0 cm X 3.0 cm bruises on left
slde of back and abdomen area, The incident
report indicated staff were unsure when the
bruise occurred, no observation of cares were
conducted to determine if the bruise couid have
been a result of care received. Although the
administrator and DON were notified on 1/4/13, it
was not reported immediately to the SA as
directed by the facility's policy. The facllity
investigation indicated the bruises are "consistent
with resident hitting arms on bedside table and
not sitting up straight in the wheelchair and hitting
her side on the arm rest". No staff interviews
were completed, or further investigation was
completed to determine possible cause.

R19 incident report noted a bruise on 11/18/12
measuring 5 cm X 6.5 ¢cm on lsft upper thigh. The
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incident report indicated staff were unsure when
the bruise occurred, Staff was interviewed
"thought it is possible resident bumped her thigh
when she was transferring”, and that although the
R19 was not able to be interviewed, the report
indicates "she does not recall anyone being rough
with her, does not recall bumping, pinching,
scratching herself”. No ohservation of cares were
conducted to determine if the bruise could have
been a result of care received. Although the
administrator and DON were notifled on 11/18/12,
it was not reported immediately to the SA as
directed by the facility’s policy. No further
investigation of the incident was completed.

R19 incident report noted multiple bruises on
11/12/12 measuring 2 cm X 0.5 cm on left
shoulder, 2 cm X 1 cm on left hand below her
wrist and 5.5 cm X 2 cm on left arm above wrist.
The incident report indicated staff were unsure
when the bruise occurred, no chservation of
cares were conducted to determine if the bruise
could have been a resuit of care received and no
staff interviews were completed. Although the
administrator and DON were notified on 11/12/12,
it was not reported immediately to the SA as
directed by the facility's policy. The facility incident
report indicated the bruises on her wrist were
consistent with resident hitting arm on bedside
table and side rail on bed and further indicated
staff did not determine the source of the shoulder
injury. No further investigation of the incident was
completed.

R177's admission MDS dated 10/15/12 indicated
moderate cognitive impairment and required
extensive assistance from staff with most ADLs.

died there.

R177. Deceased, hospitalize 11-28-12 and
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R177 incident report noted a scratch and bruises
on 11/26/12, measuring 12 cm (scratch) and 3
cm X 1 cm bruise on left buttock, 1 cm X 1 cm
and 2.5 cm X 2 cm to right buttock, a light bruise
to back of left thigh. No observation of cares were
conducted to defermins if the bruise could have
been a result of care received., Aithough the
administrator and DON were notified on 11/26/12,
it was not reported immediately o the SA as
directed by the facility's policy. The facllity
investigation indicated that although staff was
unsure when the bruises/scratch cccurred, the
bruise on left thigh was from her cushion in her
wheelchalr and the others were consistent from
transfers from staff. No staff interviews and
further investigation of the incident was
completed.

R8's significant change MDS dated 1/25/13
indicated severe cognitive impairment and
required extensive assistance from staff with
most ADLs.

R8 incident report noted bruises on 1/11/13,
measuring 2 cm X 1 cm on upper outside of left
arm, 1.6 om X 1 cm on upper inside of left arm
and 2.5 cm X 2 ¢m on right shin. Although the
administrator and DON were notified on 1/11/12,
{t was not reported immediately to the SA as
directed by the facility's policy. The facility incident
report indicated that although staff was unsure
when the bruises occurred, the arm bruises were
from "hitting her side rails while in bed" and shin
bruise was from "hitting her leg on her
wheelchair". No staff interviews and further
investigation of the incident was completed.

using them,

R8. Side rail assessment completed 5-30-
13. Side rail use appropriate. Resident still
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| unsure when the bruises occurred, the resident

RB6's quarterly MDS dated 2/28/13 indicated
severe cognitive impairment and required
extensive assistance from staff with most ADLs.

R86 incident report noted a bruise on 11/20/12,
The incident report indicated "a large
yellow/purple bruise” on the outside of the right
arm but had no measurements of size. No
observation of cares were conducted to
determine if the bruise could have been a result
of care received nor was the resident, Although
the administrator and DON were notified on
11/20/12, it was not reported immediately to the
SA as directed by the facility's policy. The facility
incident report indicated that although staff was

was often resistive to cares and aftempted to
wrestle staff member "1-2 weeks ago". No staff or
resident interviews or further investigation was
completed.

R86 incident report noted a bruise on 4/16/13,
measuring 5.6 cm X 4 e¢m on the left arm.
Although the administrator and DON were notified
on 4/16/12, it was not reported immediately to the
SA as directed by the facility's policy. The
incident report indicated the staff were unsure
when the bruises occurred, but noted it was from
"being combative with HS cares". No staff or
resident interviews were completed, or further
investigation of the incident was conducted.

R109's quarterly MDS dated 3/14/13 indicated
severe cognitive impalrment and required
extensive assistance from staff with most ADLs.

R109 incident report noted a bruise on 10/30/12,
measuring 12 cm X 3 cm on her back.Although

R86. Resistive to cares routinely, bruising
believed to occur during cares, Sleeve
protection applied. Nursing staff are
conducting/conducted Care/transfer audits
on 35 residents for 4 weeks, and for 25
residents for 4 weeks. Data reported to QA
committee for further action needed.

R109, Forcefully seats self in chairs, on
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the administrator and DON were notified on
10/30/12, it was not reported immediately to the
SA as directed by the facility's poficy. The incident
report indicated the staff were unsure when the
bruises occurred, but "assumed" the source of
injury to be when an alde reported the resident
sat down hard and hit her back on the top of
toilet. No additional staff interviews or further
invesfigation of the incident was completed.

R15's quarterly MDS dated 12/7/12 indicated
severe cognitive impairment and required
extensive assistance from staff with most ADLs.

R15 incident report noted bruises on 11/23/12,
measuring 3 cm X 2.5 cm and 3.5 cm X 4.0 cm
on left hand, 2.3 cm X 2.3 cm on left wrist and 3.4
¢m X 3.2 cm on right hand. Although the
administrator and DON were nofified on 11/23/12,
it was not reported immediately fo the SA as
directed by the facility's policy. The incident report
Indicated the staff were unsure when the bruises
occurred, and did not determine the source of
injury but that the resident was combative prior to
11/23/12. No additional staff interviews or further
investigation of the incident was completed.

R51's quarterly MDS dated 1/17/13 indicated
severe cognitive impairment and was totally
dependent on staff with all ADLs.

R51 Incident report noted a skin tear and bruise
on 12/28/12, measuring 6 cm X 2.9 cm skin tear
on left forearm and a 7.1 cm X 5.4 ¢cm bruise

F 226

and hitting staff. He was resistive to
measuring bruising. He died 1-16-13

R51. Deceased 3-22-13.

R15. Resident had history of punching,
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surrounding the area. Although the administrator
and DON were notified on 12/28/12, it was not
reported immediately to the SA as directed by the
facility's policy. The incident report determined
the source of injury was from staff boosting
resident up in the chair and sliding the lift sheet
up. No further staff Interviews, observations of
care or further investigation of the incident was

completed.

R68's quarterly MDS dated 2/7/13 indicated R68. Resident is resistive to cares. This
severe cognitive impairment and required bruising incident occurred while resisting a
extensive assistance from staff with ADLs, shower. Showers will be changed to

mornings and re-evaluated, Nursing staff

R68 incident report noted a bruise on 4/22113, are conducting/conducted Care/transfer

yellow in color on the right frontal mid thigh. No auC!"S on 35 residents for 4 weeks and 25
observation of cares were conducted to residents for 4 weeks. Data reported to QA
determine if the bruise could have been a result committee for further action,

of care received. Although the administrator and
DON were notified on 4/22/13, It was not reported
immediately {o the SA as directed by the facility's
policy. The incident report indicated the bruise
was consistent with "resistiveness with cares”
during a shower, No staff or resident interviews
ware completed, or further investigation was
completed.

R98's quarterly MDS dated 2/21/13 indicated
severe cognitive impalrment and required
extensive assistance from staff with ADLs,
R98. Bruising believed to be caused by the
Merry Walker strap. Now, only

R98 incident report noted a bruise on 11/28/12, occasionally uses Merry Walker.

measuring 1.5 cm X 1.0 cm on right inner thigh.
No ohservation of cares were conducted to
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determine if the bruise could have been a result
of care received. Although the administrator and
DON were notified on 11/28/13, it was not
reported immediately to the SA as directed by the
facility's policy. The incident report indicated the
staff were unsure when the bruises occurred but
presumed the bruise was consistent where her
incontinent pad is at times. No staff interviews or
further investigation was completed,

R128's who was a current resident, quarterly
MDS dated 2/14/13 indicated he was cognitively
intact and required extensive assistance from
staff with most ADLs.

R128 incident report noted a bruise on 9/8/12,
measuring 1.6 cm X 2.4 cm slightly to the right of
buttock crease. Although the administrator and
DON were notified on 9/8/13, it was not reported
immediately to the SA as directed by the facility's
policy. The incldent report indicated the date and
time of injury was unknown, but was "a result
from bumping into the sideraits on his bed" during
a transfer with a PAL {ift. No additional interviews
with staff, or further investigation was completed.

R128 incident report noted muitiple bruises on
10/30/12, measuring 2.3cm X 2.3 cm and 1.5 cm
X 1.8 cm to lower right arm, 2.2 cm X 2.0 cm and
1.5 om X 2 cm to lower left arm and "large bruise"
to top of left hand. The incident report indicated
staff was unaware when the brulses occurred, did
not determine the source of injury. Although the
administrator and DON were notified on 10/30/12,
it was not reported immediately to the SA as

F226

R128, Side rail assessment completed. Use
is appropriate and he continues fo use
them. Ambulates with a wheel chair, and
bumps into objects routinely. Has sleeve
type arm protection on, Nursing do Sleeve
protection audit three times a week for 4
weeks. Data reported to QA committee for
further action,
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directed by the facility's policy. The facility
Investigatlon noted "bumps his arms on the table
and other objects frequentty". No interviews with
staff or further investigation was completed.

R10's quarterly MDS dated 4/1/13 indicated
severe cognitive impairment and was totally
dependent on staff with most ADLs.

R10 incident report noted six bruises on both
arms on 11/29/12, measuring 1.0 cm X 2.5 cm
and 2.0 cm X 2.0 cm on upper right arm, 1.0 cm
X 2.5 cm bruise hy left elhow, 2.0 cm X 3.0 cm
below left elbow, 1.5 cm X 2.0 cm on left forearm
and 3.0 cm X 1.0 cm bruise on lower left forearm.
Although the administrator and DON were notified
on 11/29/12, it was not reported immediately to
the SA as directed by the facility’s policy. The
facility investigation indicated resident "has a
history of bruising to her arms and hands from
bumping them on the hedside table, side rails,
from lift sheet during fransfers”. No staff
interviews or further Investigation was
completed.

R10 incident report noted bruises on 1/13/13,
measuring 4 cm on top of right hand, 2 cm X 3
cm by right thumb, 2 cm circle from left thumb to
top of left hand. No observation of cares were
conducted to determine if the bruise could have
been a result of care received. The form identified
the administrator and DON were notified on
1/14/13, one day after the bruise of unknown
origin was discovered by a family member, the
incident was not reported immediately to the SA,

F226

R10. Re-arranged room. Side rails
removed 12/18/2012. Recliner removed
from room. Tried sleeve arm protection,
did not work due to arm swelfling. Padded
wall by bed with a fall mat. Nursing staff
conducted/conducting Care/transfer audits
on 35 residents for 4 weeks and 25
residents for 4 weeks. Data to be reported
to QA committee for further direction.
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and facllity investigation indicated the bruises
were "consistent with where table is in dining
reom or where bedside table is", there were no
staff interviews or further investigation completed.

R4's quarterly MDS dated 1/17/13 indicated
severe cognitive impairment and required
extensive assistance from staff with most ADLs.

R4 incident report noted bruises on 8/3/12,
measuring 3 cm X 1.5cmand 1.5 cm X2 cm on
right hand and a 2.5 cm X 1.5 cm bruise on the
right hand and wrist, Although the administrator
and DON were notified on 8/3/12, it was not
reported immediately to the SA as directed by the
facility's policy. The facility incident report
indicated the rasident was combative during his
shower hitting his hands against a wall, however
there was no staff interviews or further
investigation completed about the incident.

R37's quarterly MDS dated 2/14/13 indicated
severe cognitive impairment and reqguired
extensive assistance from staff with all ADLs.

R37 incident report noted brulses on 8/3/12
measuring 1 cm X 1 cm on upper right wrist and
a 0.5 om X 0.5 cm on left inner wrist. The incident
report indicated thaf she was resistive with cares
on 7/30/12 during her shower, R8 was unable to
respond when questioned. Although the
administrator and DON were notified on 8/3/12, it

F 226

R4. Deceased 2-12-13, Was combative
with cares as well as resistive. Hit wall with
his hand.

R37. Resists cares and showers. Tried _
sleeve type arm protection; will not keep
them on.
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was not reported immediately to the SA as
directed by the facility's policy. The facility
investigation indicated resident was resistive with
cares on 7/30/12 during her shower. There were
no staff was interviewed or further investigation of
the incident.

R120's quarterly MDS dated 3/21/13 indicated
severe cognitive impairment and required
extensive assistance from staff with most ADLs,

R120 incident report noted bruises on 8/19/12,
measuring 3.5 cm X 5.0 ¢m on chest and a 9 cm
X 13 em on her right hand. The incident report
indicated the staff was unsure when the bruises
occurred or the source of the injury. Although the
DON was notified on 8/19/12, it was not reported
immediately to the administrator or o the SA as
directed by the facility's policy. The facility
Investigation indicated "resident has been
wandering the halls and throughout the unit this
shift". There were no staff interviews or further
investigation completed.

R67's who was a current resident, quarterly MDS
dated 1/24/13 indicated moderate cognitive
impairment and required extensive assistance
from staff with most ADLs.

R67 incident report noted a bruise on 1/8/13,
measuring 8.8 cm X 3.3 cm on left side of
abdomen. Although the administrator and DON
were notified on 1/8/13, it was not reported

R120. Receives aspirin daily. Was

Deceased 5-16-13.

ambulating at that time with a walker,
when she sat the walker was in front of her
and she may have hit her chest on it.
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immediately to the SA as directed by the facility's
policy. The facility investigation indicated resident
skin was pinched in PAL belt. There were no staff
interviews or further Investigation completed
about the bruising.

R67 incident report noted multiple bruises on
8/2/12, measuring 0.9 cm X 1.1 cm on left
forearm, 0.5 cm X 0.8 ¢cm on top of right hand,
1.0 cm X 0.8 ¢m on right etbow, 0.9 cm X 0.9 cm
on right deltoid, 0.6 cm X 1.0 cm on left buttocks.
Although the administrator and DON were notified
on 8/2/12, it was not reported immediately to the
SA as directed by the facility's policy. The facility
investigation indicated the resident bumps her
arms all the time. There were no staff was
interviewed nor further investigation of the
incident as directed by the facility's policy.

During interview on 5/1/13 at 11:15 a.m., the
DON and SW-A stated all the above reports and
Investigations of bruising were complete and
there was no further investigation conducted, The
SW-A stated the "nurses” bring all bruising
investigations to a Monday staffing meeting, and
the staff review the bruising reports. However,
the DON and SW-A could not remember having
reviewed the above bruises of unknown origin.
Following review of the investigations, they
verified the Investigations were not complete, and
that these bruising of unknown origin should have
been reported to the administrator and SA
according to facility policy.

483.15(a) DIGNITY AND RESPECT OF
INDIVIDUALITY

The facility must promote care for residents in a
manner and in an environment that maintains or

F 226

F 241

P

BPV promotes care for residents in a
manner and in an environment that
maintains or enhances each resident’s
dignity and respect in full recognition of his
r her individuality. The case manager
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F 241 Continued From page 107 F 241 responsible for a plan to assure that R43 is 7-8-2013
enhances each resident's dignity and respect in not left in the dining room alone. The
full recognition of his or her individuality. clinical manager and evening supervisor
will audit the dining room 5 times per week
This REQUIREMENT is not met as evidenced for 4 weeks to assure the plan is being
by: followed. Results will be reported to the
Based on interview and documentation review, 0A committee, DON and ADON will
the facility failed to provide care for 1 of 1 resident conduct training on dignity June 3,4, 5,
(R43) in a dignified and respectful manner with and the NHA will be responsible for
regards to the resident's personal preference. . f .
training on June 6. Case manageris
Findings include: responsible to assure R43 is not left alone
: in the dining room. Social services will
R43 reported she is being left in the dining room, interview R43 weekly for four weeks about
alone at least once per week and she did not like her dining experience. Results will be
this. She reported it is lonely and it makes her ; ;
feel sad to be left there by herself, discussed with case manager weekly and
changes made as needed. Data reported
The resident was admitted to the facility on 9/12 to QA committee for further action. The
with diagnoses of osteoarthritis (chronic arthritis, NHA is responsible for compliance with
unspecific arthropathies (disease of the joints), resident rights.
congenital anomalies of the heart with congenital
mitral insufficiency and adult failure to thrive.
A quarterly minimum data set (MDS) was
completed on 2/1/13 noted R43 was cognitively
intact. The MDS indicated she wore a hearing
aid and glasses, had clear speech and was able
to communicate her needs without any problems.
She had no specific behaviors or any symptoms
of delirium. She needed extensive assistance
from one staff for all her personal cares and her
primary means of fransportation was the
wheslichair or walker. She was totally dependent
on one staff for all her locomotion.
A phone interview was completed with a family
member (FM)-AA on 5/7/13 at 11:03 am. FM-AA
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reported she came to see R43 at about 8:45 p.m,
on a Sunday night, approximately 5 or 6 months
previous. She found R43, sitting in the dining
room, by herself and she was crying. FM-AA
indicated R43 told her, she had been left all alone
and that she could not get any help to get back to
her room. FM-AA indicated that a dietary ald was
in the dining room at the time but R43 reported
the dietary aid did not pay attention to her,
FM-AA indicated she talked to some nursing
assistants who were working that evening and
they admitted to her they had forgotten R43 in the
diningroom.

R43 was interviewed on 5/7/13 at 11:00 a.m. and
reported she had been left alone in the dining
room by staff several times. She indicated this
OCCUrs on a regular basis about once a week.
She stated she felt lonely and sad when this
happened and was unsure why but told staff how
she felt when this happened.

An interview with nursing assistant (NA)-CC and
NA-EE at 11:20 a.m. on 5/7/13 was completed.
Both NA's reported they were aware that R43 did
not like to be the last resident in the dining room
as the resident had talked to them about this.

An interview with registered nurse care manager
(RN-A) was completed on 5/7/13 at 11:34 am.
RN-A reported she was not aware of R43's
request, nor was she aware of the reported
incldent. RN-A indicated she should have been
told about this by the nursing assistants and a
plan for ensuring R43 was not left alone in the
dining room should be part of her plan of care,
She indicated it was currently not in her care plan.
483.15(b) SELF-DETERMINATION - RIGHT TO
MAKE CHOICES

Fa41

F 242
correction. Thank you.

Please see top of page 110 for the plan of
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The resident has the right to choose activities,
schedules, and health care consistent with his or
her interests, assessments, and plans of care;
interact with members of the community both
inside and outside the facility; and make choices
about aspects of his or her life in the facility that
are significant to the resident,

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and document
review, the facility falled to ensure 1 of 2 residents
reviewed for choices, (R122), was allowed to
sleep where he chose according to previous life
routines.

Findings include:

R122 quarterly minimum data set (MDS) dated
3/1/13 indicated the resident had moderate
cognitive impairment and was an extensive assist
with all activities of daily living (ADL's).

During observation on 5/1/13 at 8:00 a.m. R122
was observed laying in his bed sleeping.

R122's current plan of care dated April 2013
identified R122 "sleeps in recliner often, refuses
to lay in bad."

R122's current nursing assistant care sheets
dated 5/1/13 instructed staff resident "aliowed fo
be in recliner as much as he wants; patient to be
offered option of change of position every 2
hours.”

R122's current physician orders dated May 2013

to choose activities, schedules, and health
care consistent with his or her interests,
assessments, and plans of care; interact
with members of the community both
inside and outside the facility; and make
choices about aspects of his or her life in
the facility that are significant to the
resident. Data about choice is collected on
admission, annually and with significant
change. The data is utilized in the
development of the resident’s plan of care.
R122 s asked where he prefers sleep.
Any such requests will be honored,
communicated on the 24 hour report,
documented in the chart, noted on
resident’s plan of care and the NA care
assignment sheet as done for R122, All
staff were trained via Health Care Academy
on Vulnerable Adult Abuse, Resident rights
and the Elder Justice Act. Staff were
trained May 8 and 9 on Vulnerable Adult
abuse and resident rights. Nursing staff
were trained on June 3, 4, 5 all other staff
on June 6 by the NHA about vulnerable
adult abuse and resident rights. All staff
are trained on the bill of rights in new
employee general orientation and
annually. Quarterly nursing department
meetings will have a standing agenda item
of resident rights, The NHA is responsible
for compliance with resident rights policies

- fand procedures, Staff will continue to

collect data on resident cheices and
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~ staff will interview 5 random residents
F 242 | Continued From page 110 F 242 pach week for 8 weeks about resident

Instructed "Patient to be allowed to be in recliner
as much as he wants; Patlent need to be offered
option of change of position every 2 hours..."
This order has an original order date of 1/27/12.

During interview on 4/30/13 at 3:40 p.m. R122
stated the evening staff does not et him sleep in
his recliner at night. The resident stated he had
"always" slept in his recliner as it is more
comfortable, but the staff tells him he needs to
get off his bottom so they make him lay down In
bed at night. R122 stated he tells the staff he
does not want to lay in bed, but they make him
lay down.

During interview on 4/30/13 at 3:55 p.m. nursing
assistant (NA)-A stated R122 often wanis to
sleep in his recliner, but NA-A stated he telis the
resident he needs to lay in bed to get pressure off
his "bottom."

During interview on 5/1/13 at 8:00 a.m. registered
nurse clinical manager (RN)-A stated R122 does
have a physician order which instructs staff the
resident can be up in the recliner as much as he
chooses. RN-A stated staff should be offering
the resident the choice to lay in bed; but not
making him fay in bed.

During interview on 5/1/13 at 12:30 p.m. family
member (FM)-G stated she had told staff "many
times" R122 can sleep in the recliner if he
chooses; they had even obtained a physician
order to allow the resident to sleep in the recliner,
but staff still lays him In bed at night even when
R122 tells them not to.

Although R122, a family member, and a physician

rights.

rights. Data will be reported to QA
committee for further direction. NHA is
responsible for compliance with resident
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F 242 | Continued From page 111 F 242
order made staff aware of the residents wishes to
sleep in the recliner in the evening; the facility
failed to allow R122 a choice regarding where he
wished to sleep.
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309 .
$8=p | HIGHEST WELL BEING BPV provides the necessary care and 7-8-13
services to attain and maintain the highest
Each resident must receive and the facitity must practicable physical, mental and psycho-
provide the necessary care and services to attain social well-being, in accordance with the
or maintain the highest practicable physical, comprehensive assessment and the plan of
mental, and psychosocial well-being, in
accordance with the comprehensive assessment care for each resident. R122 was seen by
and plan of care. the NP on May 10, 2013, metoprolol orders
decreased from 50 mg to 25 mg with
orders to monitor vital signs and inform
, NP. Subsequently, the dose was reduced
g;.is REQUIREMENT is not met as evidenced to 12.5 mg on May 13, 2013. May 15,
Based on interview, and document review the 2013, the resident’s physician saw him and
facility failed to ensure a physictan was nofified of made no further changes. There have been
changes in a residents condition which included no further episodes of lightheadedness,
fainting spells during transfers and abnormal vital The policy and procedure for notifying
signs for 1 of 1 residents (R122) who had a families and physicians has been reviewed
change in condition. . :
and revised. The policy and procedure for
Findings include: vital sign outlier’s has been reviewed and
revised. Staff training will occur June 3, 4,
R122 since 12/07/2012, had experienced several and 5th about vital sign monitoring and
epis?]deg 0‘; P;:iinﬁ Ot'}t ‘ghi,!? lus'ing thetstlgndi?g expectations of reporting to the clinical
the normal paramelars, and doveloped manager, notifying physicians/physician
pressure ulcer on 3/29/13. R122 physician was Exteq@ers, families about changes in
never notified of these changes in R122 ondition. The 24 hour report tool has had
condition. MD notification and family notification
added to it. Consulting pharmacist will be
R122 had diagnosis including hypertension and | iven access to care tracker in order to
heart disease. R122's quarterly minimum data itor vital si ded. C
set (MDS) dated 3/1/13 identified the resident had monitor vita 5'%“5 as needed. a'se .
manager to review all residents vital signs.
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moderate cognitive impairment, needed
extensive assistance with all activities of daily
living, was fotally dependent on staff for all
transfers, and did not have any skin concerns or
pressure ulcers.

During interview on 5/1/13 at 12:30 p.m. family
member (FM)-G stated she was aware R122 had
passed out in the lift before and thought it could
be happening because only one person is
transferring the resident in the lift, and the
resident had to spend more time being "held" up
by the lift and he "loses his breath and faints.”
FM-G stated she had not spoken to the physician
or nurses why R122 was passing ouf white using
the [ift.

During observation on 5/8/13 at 11:07 a.m. R122
was being transferred by the PAL mechanical |ift
with nursing assistant (NA)-M and NA-N. When
R122 was raised up during the transfer, his arms
were shaking while holding onto the handles, and
his foes were just touching the platform of the
standing lift. His fest were swaying, not applying
any weight while in the mechanical lift. NA-M and
NA-N verified R122 was not 'standing’, his fest
were just touching the platform of the lift. Both
NA's stated R122 has "passed out” on the lift
when lifting him, which NA-N stated R122 would
"...lose his breathe."

During interview on 5/8/13 at 1:35 p.m., R122
stated he believed he passes out when on the
standing lift because the staff raise him so high
and he is just "hanging there." He indicated when
he passes out it happens more often when there
is only one staff transferring him with the standing
lift because it takes longer and he had to "hang"

F 300
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tonger in the lift.

R122's medical record, interdisciplinary progress
notes (IPN) identified the following episodes of
R122 "passing cut” when using a mechanical
(PAL) lift for transferring.

12/7/12- "Family is aware that he does have a
spell and 'pass out' when in lift; PLEASE assist
him to meet his toileting needs...”

1/21/13- "This afternoon staff had resident
standing in standing PAL lift. Theywere
changing his pad. He had a spell. His face got
red and his body went faint. Staff put him down
on toilet and he came t0." No vital signs were
documented on 1/21/13.

1/25/13- ..."Attempted to lift resident in standing
PAL fift...resident went unresponsive while in the
lift. Resident was transferred into recliner and
became responsive." No vital signs were
documented on 1/25/13.

3/6/13- "Family is aware that he does on occasion
have a spell and pass out when in the lift."
3/26/13- "Resident had an unresponsive episode
at 0700 while in PAL lift, he turned purple in color
then went very pale and gray in color and his
eyes were rolled back in his head. This writer
sternum rubbed him for about one minute when
he responded to his nams, however, he would
not open his eyes and look at staff that was in
room with him at the time. Once he did start
responding he was then lifted with the PAL again
to get his incontinent product on him and he has
heen resting well since." No vital signs were
documented on 3/26/13.

4/12/13- "Resident went unresponsive while staff
had him in the PAL lift during cares, resident was
sat down right away in his wheelchair and

F 309
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responded after ons minute." Vital signs staff
had taken were charted as pulse 43 and blood
pressure 113/59,

During interview on 5/8/13 at 10:30 a.m.
registered nurse clinical manager (RN)-A stated
the physiclan or-nurse practitioner {NP) had not
been aware of R122 passing out on the standing
lift. She stated she had called the NP today to
make her aware of R122 passing out spells on
the lift and she was going to see R122 fomorrow.'
RN-A verified there had been no assessment to
ensure R122 was safe to use the standing PAL
lift since admission in 2011. In addition, RN-A
was unable to locate any orthostatic blood
pressures dons on R122 since admission in 2011
and verified it was "facility policy' every resident
should be getting orthostatic blood pressures
checked monthly. RN-A stated with R122
passing out on the standing lift, orthostatic blood
pressures should have been checked as well as
vital signs should have been monitored when the
resident passed out on the lift; however, she was
unable to provide vital sign readings from when
the resident had passed out on the standing lift.

R122's also had various vital signs that were out
of the normal range for individuals. The Mayo
Clinic identiftes a "normal blood pressure is
120/80" and your "heart rate (pulse) can range
from 60-100 beats per minute. If your pulse is
consistently lower or higher than this and have
symptoms of dizziness or lightheadedness you
are to consult your physician." In review of R122's
current physician orders, dated 4/2013, identified
the following medications were ordered:

F 309
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Metoprolal tartrate 50 mg twice a day for
hypertension (high blood pressure).
Lisinopril/ HCTZ 10/12.5 mg everyday for
hypertension.

Lasix 40 mg twice a day for edema (swelling).
Zaroxylin 2.5 mg dally for edema.

Upon review of R122's vital signs charted in Care
Tracker under "Resident Vitals Chart" indicated
the fotlowing:

2/26/13- Blood pressure (B/P) 95/57 pulse (P) 45.
The B/P and pulse were not rechecked to ensure
they were accurate or if the B/P and pulse
improved.

3/5/13- P-49. There was no recheck of this
reading.

3/12/13- B/P-585/96. P-41. There was no recheck
of this reading.

3/15/13- B/P- 53/99, P-44, Therewas no
recheck of this reading.

3/19/13- B/P- 97/55. P-46. There was no
recheck of this reading.

3/26/13- P-45. There was no recheck of this
reading.

4/12/13- P43. There was no recheck of this
reading.

4/16/13- B/P- 100/57. P-45. There was no
recheck of this reading.

4/23/13- B/P-76/38. P-46. There was no
recheck of this reading.

4/30/13- B/P- 92/54. P-49. There was no
recheck of this reading.

During interview on 5/7/13 at 1:00 p.m., Nursing
assistant (NA)-O stated the nursing assistants do
the vital signs and if they are out of range they
are suppose to report them to the nurse in

F 308
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| During interview on 5/7/13 at 1:05 p.m. licensed

Continued From page 116

charge. NA-O was unaware of R122 having out
of range vital signs.

practical nurse (LPN)-A stated if a blood pressure
or pulse is "out of range" the NA's should be
reporting the vital signs to the nurse so it can be
closely monitored, and are to be reported to the
physician. LPN-A stated the nurses do not check
the vital signs the NA's do on the residents, but it
is the it is responsibility of the NAs to report to the
nurse If there are vital signs is an out of range.
LPN-A acknowledged that R122's current
medications can effect blood pressure and pulse,
hut was unaware of R122's past abnormal vital
signs.

During interview on 5/7/13 at 1:15 p.m. RN-A
reviewed the vital signs charted for R122 and
stated the vital signs should have been
rechecked, reported to the nurse, and to the
physician. RN-A verified the abnormal vital signs
were not followed up on or reported to the
physician. RN-A stated when the physician or NP
visits the resident, the vital sign review is done off
the most recent vital signs obtained, they don't
always see all the vital signs that were done for
the fast month,

During interview on 6/7/13 af 3:20 p.m. facility
pharmacist (P)-| stated she was not aware of
R122's out of range vital sign readings. She
stated she does not have access to care tracker
where the vital signs are charted. P-I stated she
reviews the last physician note regarding vital
signs and they have all been within normal range.
P-1 stated she would expect the facitity would

F 309
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F 309 | Continued From page 117 F 309
notify her if there were concerns with abnormal
vital sign readings. P-I also stated the
medications R122 is currently on would greatly
effect the blood pressure and pulse and these
should be monitored closely.
The facility policy, entitled: Vital Sign Policy and
Procedure (dated 1/07) instructed, "Vital signs will
be monitored weekly and as needed. Licensed
Practical Nurses or trained nursing assistants are
responsible for obtaining vital signs. All vital sign
results will be reported to the nurse.”
F 314 | 483.25(c) TREATMENT/SVCS TO F 314 B8PV, based on a comprehensive 7/08/2013
88=D | PREVENT/HEAL PRESSURE SORES assessment of a resident, ensures that a

Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
who enters the facility without pressure sores
does not develop pressure sores unless the
individual's clinical condition demonstrates that
they were unavoidable; and a resident having
pressure sores receives necessary treatment and
services to promote healing, prevent Infection and
prevent new soras from developing.

This REQUIREMENT is not met as evidenced
by

Based on observation, interview, and document
review, the facility failed to adequately monitor
and assess pressure ulcers for 1 of 2 residents
{R122) in the sample who had a pressure uicer.

Findings include:

R122 qguarterly minimum data set (MDS) dated
3/1/13 identified the resident was moderately

resident who enters the facility without
pressure sores does not develop pressure
sores unless the individual's clinical
condition demonstrates that they were
unavoidable; and a resident having
pressure sores receives the necessary
treatment and services to promote healing,
prevent infection and prevent new sores
from developing. Resources were
contacted to assist in the development of a
wound system to include product line
selection and when to utilize each product;
monitoring of pressure ulcers which would
include location, staging, size, exudates,
pain, description of wound bed and wound
adges. Weekly wound rounds will occur,
Training is scheduled for June 13, 2013 for
nurses on the wound protocol, R122
pressure uicer documentation and IPN was
lcompfeted on May 3, 2013; family and MD
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May 3, 2013; family and MD notified as of
F 314 | Continued From page 118 F 314 may 3, 2013, Follow up with the CNP on

cognitively impalred, was an extensive assist with
all activitiss of dally living (ADL's}, and had no
pressure ulcers.

During cbservation on on 5/2/13 at 9:20 a.m. with
registered nurse clinlcal manager (RN}-A R122
had a pressure areas on the buttocks. RN-A
pointed out two small open areas on R122's left
and right buttocks and stated she thought they
appeared "better,” although she was unable to
verify the last time she had seen R122's pressure
ulcers. RN-A stated she had nothing to currently
measure the pressure uicers with, but both the
areas (one on the left bultocks and one on the
right buttocks) appeared to be stage one
pressure ulcers, and she would return "ater in the
day to measure them" and then document the
measurements in the interdisciplinary progress
notes (IPN). ‘

Upon review of R122's IPN identified the following
notations:

3/29/13- "Coccyx is red. Applied as needed
calmoseptine. Notified RN. '
3/3113- "Resident has red open area on his
bottom. Calmoseptine cream applied. Will
continue to monitor.”

3/31/13- "Resident was repositioned every 2
hours and Calmoseptine was applied to his open
area on his bottom..."

4/1/13- "Resident has two open areas on bottom.
One on right upper buttocks and one on left upper
buttocks. Stage one with no drainage. Staff have
been applying Calmoseptine to area daily with
cares, however, they have not minimized.
Assisted staff with cleansing buttocks area,
Applied skin barrier prep. Let dry. Applied

5/5/13 for further treatment advisement.
Response from MD regarding treatment an
5/7/13. Single use measuring tools are on
the treatment carts. DON will audit
charting weekly on each resident who has g
pressure sore and assure wound/skin
rounds are completed weekly for 8 weeks.
Audit results will be reporied to the QA
committee monthly. DON is responsible
for implementation of on-going wound
program.
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Calmoseptine over both open areas. Applied
Mepilex dressings, one to each open area.”
4/11/13- "Per RN request leave residents bottom
wound/ sore open to air dry. Please apply calmo.
Wil continue to monitor.”

5/1/13- "Resident continues to have two open
areas on bottom. One area on right buttocks
close to butt crease is stage two with no
drainage. |t appears smaller in area than
previously recorded... Left area of buttocks is
healed and is a stage 1 with a pinpoint stage two
present close to butt crease, no drainage.”

The facility did not complete ongoing weekly
monitoring of R122's pressure ulcer that included
location, staging, size, exudate, pain, description
of wound bed and wound edges,

On &/2/13 RN-A documented a note of the
observed pressure ulcer with the surveyor. The
5/2/13 noted indicated, "In April it was noticed he
had a stage onefstage two pressure areas on his
bottorn near his butt crease. The treatment
followed out wound protocol... currently there is a
stage one to the right buttocks that measures 4
¢m X 3 cm with a stage two center near the
crease that measures 0.3 cm x 0.3 cm. The left
buttocks has a stage one near the crease that
measures 3 cm x 3 cm and a stage two in the
center which measures 0.2 cm x 0.2 cm. There
is redness and purple colored skin noted on
bottom..."

Durlng Interview on 5/7/13 at 11:50 a.m. RN-A
stated staff were aware of R122's pressure ulcer
at the end of April, but did net notified the
physician or nurse practitioner about R122's
pressure ulcers untll 5/3/13. The facility followed

F 314
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their wound protogol (about one month after the
facility identified R122 had pressure ulcers). RN-
A verified they should have notified the physician
about the pressure ulcer, to determine
if the treatment was effective or if they wanted to
change the treatment. RN-A verified there was no
consistent {(weekly) monitoring of the pressure
ulcer characteristics that identified location,
staging, size, exudate, pain, description of wound
bed and wound edges.
The facility policy fitled Pressure Ulcer Treatment
Policy and Procedure dated 2/23/04 instructed,
"The physician or nurse practitioner will be
notified of all new wounds, when there is a
significant change in a wound, and when a wound
is not healing... assess the ulcer and document
appropriately.”
F 323 | 483.25(h) FREE OF ACCIDENT F 323 BPV assures that the resident environment [7-8-13
§8=D | HAZARDS/SUPERVISION/DEVICES remains as free of accident hazards as is
. ) possible; and each resident receives
Thg facility must ensure that the regldent adequate supervision and assistance
environment remains as free of accident hazards . .
as Is possible; and each resident receives devices to prevent accidents. The falls
adequate supervision and assistance devices to policy and procedure was reviewed and
prevent accidents. revised. Falls incident report form was
reviewed and revised. Falls incident
reports are to be completed for an
observed fall or unobserved fall. All falls
This REQUIREMENT is not met as evidenced are reviewed by the datly (Monday through
by: Friday] falls committee for completeness of]
Based on observation, interview, and document the report, analysis and for any other
review the facility failed to comprehensively recommendations to the plan of care. The
assess falls for 1 _of 5 residents (R78) who were Safety Risk Data Assessment is completed
at risk for falls, failed to ensure safe transfers for dmissi d terly. Each fall is
2 of 2 residents (R122, R3) who needed on admission and quarterly. Each fa
‘logged’ onto the form. The ADON is
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assistance with transferring to prevent potential
accident hazards.

Findings include:

R78's annual minimum data set (MDS) dated
2/1M13 identified R78 had severe cognitive
impairment, needed extensive assistance with all
transfers, and was unable to walk. R78's current
plan of care dated April 2013 identified R78 was
at risk for falls. The interventions included caltl
light available at all times, have ohbjects within
reach, bed in low pasition, tabs alarm in
wheelchair, and pressure alarm in bed.

R78 was observed on 5/1/13 at 11:50 a.m. sitting
in her wheelchair in the dining room with a hoyer
sling underneath her with a persenal (tabs)
alarms, (an alarm that would notify staff if R78
moved), clipped to the upper part of the back of
her swéatshirt.

Review of R78's interdisciplinary progress notes
(IPN} revealed the following:

4/17/13 at 9:54 p.m.- "Resident fell this evening
around 9:20 p.m. Resident attempted fo self
transfer from wheelchalr to bed. Resident was
found on floor with back to the ground. Resident
did receive a skin tear to the left elbow measuring
1 cm x 1 cm, skin was still intact and retracted
back to normal position... Resident with left hip
pain, was able to move leg up and down, no
bruising at this time. Family not notified do to the
late hour and doctor not updated...”

4/18/13 at 12:46 a.m.- "Resident complaining,
crying with left hip pain, holding her hand on her
hip and periodically pulling up stating her nerve

with information about each fall a resident
experiences. The spread sheet is used at
the falls committee to assist with analysis.
Nursing staff training onlJune 3, 4, 5 and
for all other staff on June 6 by the NHA to
include the falls incident report changes,
necessity to follow resident care plans and
the use of the falls spread sheet. Falls
committee meeting will occur daily
{(Monday through Friday) to review all
incident reports from the time of the
nrevious meeting. DON is responsible to
assure that the falls incident reports are
complete, and the Safety Risk Data
Assessment is updated with each fall.
Transfer methods are determined by the
case managers with assistance from
physical therapy as needed. Two person
transfers or various mechanical devices are
used for resident/staff safety. This will be
re-iterated in the staff training. Nursing
staff are/have conducted auditing of
care/transfers 35 times per week for 4
weeks and 25 times per week for 4 weeks,
Results will be reported to the QA
committee wha will determine the ongoing
auditing plan.
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was making her do that, Crying 'what can | do it
hurts so much." Phone call placed to emergency
room and recaived an order from triage nurse to
send over via ambulance for evaluation of left hip
pain from recent fafl."

4/18/13 at 2:52 a.m.- "Emergency room stating
resident fractured her left hip and is on her way to
St. Cloud hospital."

The facility provided a Falls Incident Report
regarding R78's fall on 4/17/13 which included the
investigation of the fall. The investigation
indicated the current interventions which had
been in place to prevent falls were call light in
reach, call light on, anti-slip material, transfer belt,
side rails, tab alarm, pressure alarm, hody pillow,
hi/ lo bed, bed by wall. The Investigation
indicated the resident fell when trying to self
transfer from the wheelchair to bed, and the
resident hiad her call light on. The interventions
which were immediately put into place were
"assessed for Injury and put inte bed; gave pain
medication." The fall investigation was signed off
by the director of nursing (DON}, administrator
{A)-E, and the licensed practical nurse (LPN)-G
who was working when R78 fell. The investigation
did not include If the tab alarm was sounding, any
interviews with staff, nor did it identify if any new
interventions should be Implemented to decreass
R78 risk of falling.

Review of the Safety Risk Data Assessment
dated 4/21/13, indicated the fall interventions
included tab alarm bed and chair, side rails, bed
against wall, pressure alarm bed, grab bar in
bathroom, and hif low bed. The "safety
interventions and/or environmental modifications
implemented” were "Fell, tried to transfer self,

F 323
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More frequent checks."

During interview on 5/6/13 at 12:05 p.m. LPN-A
stated she had "heard" about R78's fall and the
facility was short staffed that evening. LPN-A
stated another staff member told her an aide had
basn in R78's room prior to the fall, and told the
resident she would come back to put her fo bed,
but never came back. The resident had been
sitting there waiting to go to bed and "she (alde)
never came back 50 she Just transferred hersslf"
and fell.

During interview on 5/6/13 at 2:45 p.m. NA-L
stated she was working when R78 fell on 4/17/13.
NA-L stated she went in the residents room to
check on R78's rcommate and then saw the
resident laying on the floor. NA-L stated the tabs
alarm was not sounding because R78 was able to
unclip her own tabs alarm and it was not hooked
up to her at the time of the fall. NA-L stated "l
always told [R78] not to unclip hier tabs alarm; she
did it all the time.” NA-L stated no one had ever
interviewed her about R78's fall and what had
happened. NA-L stated the night R78 fell they
were short one NA that evening, and she was
working down that hallway herself.

During interview on 5/7/13 at 12:05 p.m. DON
stated she did the investigation of R78's fall. She
"thought" she had interviewed the NA warking
with R78 on 4/17/13 at the time of the falf,
however, she was unable to provide any
documentation of the fall Investigation or
interviews completed with any staff regarding R78
fall to determine if there was a pattern or other
interventions to help decrease R78 risk of falling.

F 323
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During interview on 5/8/13 at 10:00 a.m. clinical
manager (CM)-A stated the facility had not
Implemented any new interventions to be put Into
place for R78 to prevent further falls. CM-A
verified an investigation was not completed after
R78 fall on 4/17/13 to determine if other
interventions could be implemented to decrease
R78 risk for falls. CM-A was not aware R78 was
able to remove the clip tab alarm and she had not
spoken to any of the staff who were worklng the
evening of 4/17/13 when R78 fell.

Review of the facllity policy titled Falls Policy
dated 1/2013 instructed staff "The
interdisciplinary team, including the physical
therapist, will review falls on a weekly basls at the
waekly falls committee meatings... Afalls
investigation worksheet will be completed by the
LPN/TMA at the time of each fall and appropriate
interventions will be impfemented immediately to
try to prevent additional falls." The policy also
instructs staff to determine if the plan of care was
being foliowed during falls, and if it is not it is to
be reporied to the state agency. However, the
facility did not do a investigation to determine if
the residents current plan of care was in place
and being followed.

R122 was not transferred as directed by the care
plan to prevent potential accidents and injury.

R122 quarterly minimum data set (MDS)} dated
3/1/13 identifled R122 had moderate cognitive
impairment, needed extensive assistance with all
activities of dally living, and was totally dependent
on staff for all {ransfers.
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R122's current plan of care dated Aprit 2013
identified R122 was an extensive assist of two
with a standing PAL lift for all transfers.

During observation on 4/30/13 at 3:55 p.m.
nursing assistant (NA)-A was observed coming
out of R122's room alone with the standing PAL
lift. NA-A stated he had just taken R122 to the
bathroom using the standing lift. NA-A verified
R122 was suppose to be an assist of two staff,
howaver, the facility was short staffed and there
was no other staff to assist with the fransfer so he
did it alone. NA-A stated he "usually” transfers
R122 alone with the standing PAL lift as there is
no other staff availahle to assist.

During interview on 5/1/13 at 12:30 p.m. family
member (FM)-G stated she is at the facllityon a
daily hasis in the afternoon. She was aware
R122 had fainting spells in the past using the
standing lift and believed it happened more often
when there was "only one staff doing the transfer"
with the standing lift. FM-G verified she had
observed "many times" when only one staff
transfers R122 using the standing ift.

During observation on 5/8/13 at 11:07 a.m. R122
was being transferred by the PAL mechanicai lift
with nursing assistant (NA)-M and NA-N. When
R122 was ralsed up during the transfer, his arms
were shaking while holding onto the handles, and
his toes were just touching the platform of the
standing lift. His feet were swaying, not applying
any weight while in the mechanical lift. NA-M and
NA-N verified R122 was not 'standing’, his feet
were Just touching the platform of the lift,

During interview on 5/8/13 at 10:30 a.m. clinical
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manager (CM)-A stated she was not aware R122
was being transferred with only one staff member
and verified the resident needed extensive
assistance of two staff with all transfers.

During interview on 5/8/13 at 11:20 p.m. physical
therapist (PT)-F stated if R122 was not bearing
any weight he needed to be reassessed. He
continued to state any resident who uses a
standing (PAL) lift needs to be able to bear wsight
for a safe transfer with this device. PT-F verified
the therapy department had not seen R122 since
2011,

Upon review of the undated PAL Lift Policy and
Procedure instructed staff "The PAL lift Is a
mechanical lifting device that is meant to be used
to provide safety for both residents and staff...
Using the PAL lift requires two staff to assist."

Although R122 was assessed to be an extensive
assist of two for transfers with the standing PAL
lift, the facility was transferring the resident with
only one staff member. Also R122 was not
bearing any weight even though he was using a
mechanical standing lift in which he must be
bearing weight.

R3 was not transferred as directed by the care
plan to prevent potential accidents and injury.

R3 had diagnosis including spinal cord injury with
paraplegia. R3's annual minimum data set (MDS)
dated 3/21/13 indicated she was ajert and
orientated and needed assist of two with
transfers. R3's current plan of care dated 3/25/13
indicated that she is alert and orientated and
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transferred with a mechanical lift (hoyer) and
assist of two staff.

During interview on 5/3/13 at 2:00 p.m., R3
stated that there has been several times that
NA-FF has transferred her with only assist of one.
R3 stated this happens because they are short of
staff and NA-FF has told her if the staffing
doesn't get better he is going to quit.

483.30(a) SUFFICIENT 24-HR NURSING STAFF
PER CARE PLANS

The facllity must have sufficlent nursing staff to
provide nursing and related services to attain or
maintain the highest practicable physical, mental,
and psychosocial well-being of each resident, as
determined by resident assessments and
individual plans of care.

The facility must provide services by sufficient
numbers of each of the following types of
personnel on a 24-hour basis to provide nursing
care to all residents In accordance with resident
care plans:

Except when waived under paragraph (c) of this
seclion, licensed nurses and other nursing
personnel.

Except when waived under paragraph {c) of this
section, the facllity must designate a licensed
nurse to serve as a charge nurse on each tour of
duty.

This REQUIREMENT is not met as evidenced
by
Based on observation, interview and document

F 323

F 353 gpy provides sufficient nursing staffing to  [7-8-13

provide nursing and related services to
attain or maintain the highest practicable
physical, mental and psychosocial well-
being of each resident, as determined by
resident assessments and individual plans
of care. To assist in providing sufficient
staffing new technological efforts are being
tried (May 29 and 30 placed on web) to
recruit nurses and NA's (as well as any
other open position on the campus}. Ads
were placed May 30 and 31 to come out in
early June. Contacts were made to include
positions available in area church
publications. Incentive programs to entice
current staff to pick up shifts were
implemented. Time limited recruitment
honus’ were implemented., All efforts will
be evaluated by the Recruitment and
Retention committee for efficacy.
Schedules will be posted with open shifts,
so staff know what shifts are avallable to
pick up.
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review, the facility falled to provide adequate
staffing to ensure residents received required
assistance with activities of daily living during
resident interviews and review of the Resident
Council minutes. These concerns were voiced by
6 residents (R122, R26, R133, R3, and R24) out
of 118 residents who currently reside in the
facility.

In addition, 8 of 8 family members (FM-G, FM-
BB, FM-M, FM-CC, FM-H, and FM-AA)
interviewed had concerns about perscnal cares
not heing performed due to a lack of staff..

Additionally, 19 staff (LPN-B, NA-V, TMA-B, NA-
Q, TMA-C, NA-H, NA-A, NA-GG, NA-C,

LPN-A, RN-D, LPN-E, NA-HH, NA-II, NA-U,
NA-T, LPN-F, RN-B, NA-M), interviewed;
expressed they were unable to care for residents
propetly due to insufficient staff,

Findings include:

A complaint was reported to stae agency on
1/11/13 (H5427017) of the memory care unit at
the facllity being short staffed especially on
weekends and on 3/12/13 (H5427019) of facility
staff being observed turning the audible part of
the call light off at the nursing stations and not
answering the call light. In addition, it was
reported some residents who required two person
transfers were being transferred by one staff.
These allegations were validated during the
survey 4/29 thru 5/8/13.

R122's quarterly minimum data set (MD3) dated
3/14/13 indicated moderate cognitive impairment.
R122 was inferviewed on 4/30/13 at 3:40 p.m.

F 353 DON is responsible for maintaining
adequate staffing. DON will attend
resident council to explain BPV plans for
hiring staff, All staff will be trained and
expected to answer call lights by the DON/
DON ot June 3, 4, 5 and by the NHA/DON
on June 6",

Nursing staff will be expected to wear and
utilize pagers to assist in responding to call
lights. Cell phones are not to be on ‘the
person’ of any staff (except administrator,
and the DON and ADON when they are on
call). Cell phones on the person of an
employee must be approved by the person
in charge of the building. Job fair to be held
for all open positions on June 19 at the
facility. Audits of who responded to call
lights will occur 20 times each week for 8
weeks by the NHA. Pager and cell phone
audits will occur 10 times per week for 4
weeks by the DON. Data will be reported to
the QA committee for further direction.

R122. Staff trained in safe patient
handling. Emphasis on plan of care states
two person transfer or two persons with
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mechanical lift, then two persons must be
F 383 | Continued From page 129

and stated when he asks to go to the bathroom at
night staff told him they don't have time to take
hir to the bathroom and tell him to "poop or pee"
in his pad. R122 stated about a month ago he
put his call light on for help but the staff kept
coming in and turning it off without helping him.
He stated he started to scream for help, but finally
just gave up because no one would help him

R26 significant change minimum data sst (MDS),
completed on 1/4/13 indicated R26 was
cognitively intact. R26 was interviewed initially on
4/29/13 at 3:45 p.m. R26 voiced concern
regarding facility staffing and staffing turnover.
She reported that staff change all the time and
there had been four occasions when the new staff
placed her call light out of her reach and she was
unable to call for help. -She reported being aware
that she was not to ambulate by herself as she
had a history of falls but feels due to staff
shortage she had no option but to take herself o
the bathroom.

R26 was interviewed on a second occasion on
5/7/13 at 4:05 p.m. and again verified she was
very concerned about shortage of nursing staff.
She reports there are times when two staff are to
help her and there is only one.

R133 quarterly MDS completed on 1/18/13
indicated she was cognitively intact. R133 was
interviewed on 4/30/12 at 9:27 a.m. She reported
that did not feel the facility had enough staff.
Indicated that will have to wait a long time to get
some help just to use the bathroom. She also
indicated for two days (day shift) the week prior,
only one nursing assistant worked on her wing of
the facility, R133 stated she told staff had "called

F 353 involved. Nursing auditing 35
care/transfers per week for 4 weeks, then
25 per week for 4 weeks. Call light audits
of 15 per week for 4 weeks by the NHA. All
|ciata will be reported to QA for further
action needed.

R26. Call light audit 15 times each week for
4 weeks, Nursing training on June 3, 4, and
5 included appropriate call light response
and placement, Data reported {o QA for

. ffurther direction.
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in" for the shifts and they were not replaced. She
reported that the staff person tried to do the best
she could but at one point, four resident call lights
were on and the "yellers were yelling." She
indicated that she felt it was impossible for the
staff to work alone on her wing and provide
adequate care to the residents. She Indicated the
nursing assistant was red in the face and
sweating during the shifts and " felt really bad for
her." She also stated, " | toid her just to sit on
my bed and rest a few minutes before she had a
heart atiack."

R133 was interviewed again on 5/5/13 at 1:30
p.m. and repeated her concerns regarding
staffing shortage. She stated "I pay good money
to be here and they should have more staff.”
R133 reported the primary reason, she was at the
facllity was due to problems with balance. She
reported she was aware she was to have staff
with-her whenever she gets up, walks or goes to
the bathroom. She reports urinary urgency at
times and when she knows staff are short, will
take herself to the bathroom, which she knows
increases the chance of falling. She denied any
incident of falling at the facility but reported that
had fallen prior to her admission. She also reports
she had episodes of being Incontinent of urine as
staff did not respond fo her call light quickly
enough. R133 Indicated she felt very angry at the
management of the facility for not ensuring
enough staff to care for the residents.

R3 complained of short staffing and not being
transferred according to her plan of care because
of insufficient staffing.

R133. No resident identified as 133.

R3. Training on transfers occurred May 8
and 9. Training on transfers occurred on
June 3, 4, and 5. Care/transfer audits
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R3 had diagnosls including spinal cord injury with
paraplegia. R3's annual minimum data set (MDS)
dated 3/21/13 indicated she was alert and
orientated and needed assist of two with
transfers, R3's current plan of care dated 3/25/13
indicated that she was alert and orientated. The
care plan also specified that R3 was to be
transferred with a mechanical lift (Hoyer) and
assistance of two staff.

During an interview on 5/3/13 at 2:00 p.m., R3
stated there had been several times NA-FF had
transferred her by herself, R3 then stated "this
happens because they are short of staff and NA-
FF has told her if the staffing doesn't get better
he is going to quit." R3 did state she has not
reported this to the facility but then stated "they
know the staff are only using one staff to
transfer.”

R24 was interviewed on 5/7/13 at 3:10 p.m. R24
voiced she was very concerned about the short
staffing of the facllity. He reported that it seemed
like it was quite frequent that nursing assistants
were expected to work a wing of the facility by
themselves, which was not possible. He reported
the facility has a lot of turnaround and just can't
seem {o keep enough staff. He indicated some
staff leave as they don't get paid enough and go
elsewhere. R24 reported 5 out of 7 days; there
were not enough nursing assistants on his wing.
He reported he had talked to the Director of
Nurses about his concern about staffing and felt
the facility was not doing enough to retain nursing
assistants. R24 also reported he had fallen in the
past, when he attempted fo transfer himself to the
bathroom and there were no nursing assistants
around. Stated "I just could not wait any longer

F 353 Two persons are to used whenever a
mechanical lift is the designated transfer,
afe patient handling training occurred on
H of the training dates as well, Calllight
audits will occur 15 times each week for 4
weeks with the data reported to the QA
committee for further direction,

R24. Resident is self transferring. Nursing
care/transfer audits for 35 residents each
week for 4 weeks occurred, then 25
residents for 4 weeks. Call light audits 15
tires each week for 4 weeks, Data to be
reported at QA committee for further
direction.
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for help." He also reported episodes of urinary
incentinence as the staff were busy with other
residents and could not help him in time and he
wet himself. R24 indicated this made him mad
and angry.

There were 6 of 8 family members interviewed
that identified concerns about personal cares not
heing performed due to a lack of staffing.

During interview on 5/1/13 at 12:30 p.m. FM-G
stated the facllity Is often short staffed. FM-G
stated her family member is supposed to have
two people transfer him with the mechanical
standing lift for safety, but she had observed
"many" times only one staff transferring him with
the lift because of the lack of staff,

A phone interview was completed 5/2/13 at 3:41
p.m. with FM-BB. FM-BB reported that her family
member was no longer at the facility but was on
the memory care unit in October and November
of 2012. FM-BB reported she was very
dissatisfied with the services that had been
provided. She indicated she had observed staff
transferring residents without the use of a transfer
beit. She also felt the facitity was very much in
the business to make money and were not overly
concerned about the care of the residents. She
reported the nurses on the memaory care unit
seemed to be short and could not provide quality
careg to the residents. She also reported that her
family and other residents had episodes of
urinary incontinence, primary as there were not
enough sfaff to respond quickly enough to the
call light FM-BB stated her family had fallen while
in the facility when she tried to get out of bed on
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her own. FM-BB stated luckily she did not get
hurt, FM-BB also reported she had noticed her
family member had a fot of bruising and felt this
was related to staff being so rushed due to
shortage. FM-BB indicated, she was at the
facility as much as she could as she felt she
needed to be there to make sure her family was
getting the care she needed.

During interview on 5/3/13 at 8:30 a.m. FM-M
stated the facility is very short staffed. She stated
because of the short staffing, staff is inconsistent
and the care provided to the residents is not
adequate as they don't know the residents.

During interview on 5/3/13 at 1:42 p.m. FM-CC
wanted to voice concern regarding staffing.
Indicated she will visit her family member in the
afternoon to ensure she is at the facility over a
meal as her mother needs to be fed and a lot of
times there are not enough staff to feed the
residents their meals. She voiced concerns
regarding how long it took for call lights fo be
answered and reported that it took at least 20
minutes for the staff to respond. FM-CC reported
that a lot of times, staff are working 16 hour shifts
and voiced concern regarding this. She also said
the faciiity does not seem to be able to keep good
staff and the morale of the nursing staff is
“terrible" and is worried on the impact of this with
the care of her mother.

During interview on 5/6/13 at 3:20 p.m. FM-H
stated the facility is very short staffed. She stated
one evening her family member did not get their
8:00 p.m. medications until 10:30 p.m. because
there was not enough staff to give the residents
their medications. FM-H also stated when she
comes to visit her family member, residents will
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ask her If she is able to help them to the
bathroom as they can't get help from staff to go
and they can't walt any longer,

FM-AA was interviewed on 5/7/13 at 11:03 a.m.
FM-AA reported felt the facility was very short of
nursing staff. She reported that will have to wait a
long time for someone to respond to her mother's
caltlight, She also reported an incident where
her family member had been left afone in the
dining room, about 5-6 months previous. She
indicated the nursing assistants had told her that
her family member was forgotten. FM-AA
blamed nursing shortage for the staff forgetting
her family member in the dining room. She also

reported she came to see her family about 6:45

p.m. on a Sunday night about 5 or 6 months
previous and found her sitting in the dining room,
by herself crying. FM-AA indicated her family
member fold her, she had been left all alone and
that she could not get any help to get back to her
room. FM-AA indicated a dietary aid was in the
dining room at the time but her famlly reported
the dietary aid did not pay attention to her.
FM-AA indicated she talked to some nursing
assistants who were working that evening and
they admitted her mother had been forgotten in
the dining room.

There were 19 staff members interviewed;
exprassed concerns as they were unable to care
for residents properly due to insufficient staffing.

During interview on 4/29/13 at 6:06 p.m. LPN-B
stated the facility had "quite a turn-over" in staff in
the last several months. LPN-A stated the
nursing assistants {NA) are "always" short
staffed, and the memeory care unit will often have
one trained medication assistant (TMA)
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responsible to give medications for the whole
unit, which makes it difficult to get the residents
their medications according to their schedule.

During an interview on 4/29/13 at 6:25 p.m., NA-V
reported the last year, "it (staffing)has gotten real
bad, people are getting burnt out, we can't get
new hires and as soon as we get them, another
one quits.” NA-V stated she does see a
difference in staffing levels between shifts, during
the day there are eight aides, nurse managers,
administrative desk staff and on evenings there
are only 7 aides on for the entire east wing. NA-V
further stated she does not feel there is enough
time to complete all the cares for the residents.

During interview on 4/29/13 at 6:44 p.m, TMA-B
stated the facility is short staffed "on a normal
basis." She stated at times she Is the only TMA
to give medications to two halls of residents,
when core staffing is supposed to be one TMA or
LPN for each haliway to pass medications.
TMA-B stated the weekends are very short
staffed for the NA's, so it Is very difficult to get all
of the resident cares done on the weekend.

During interview on 4/29/13 at 7:00 p.m. NA-Q
stated the NA's "are always short staffed;
especially on the weekends." NA-Q stated she
does her best to do cares for the residents, but
can't possibly "keep an eye on all the residents.”
She stated she is often by herself down a hallway
and she has to transfer residents who are a two
person transfer by herself because there are no
staff available to assist with transfers.

During Interview on 4/29/13 at 7:05 p.m. TMA-C
stated in the last two or three months a lot of staff
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have quit. TMA-C stated the facility is "always"
short staffed, especially on the weekends. He
stated the memory care unit is usually at least two
NA short on the weekends, according to the
facility's core staffing requirements.

During an interview on 4/30/13 at 11:30 a.m.,
nursing assistant (NA)-H reported she felt very
short of staff. She reported they (the staff) work
short a lof of the time. Indicated that the wesek
prior, worked on a wing by herself and needed to
get the residents up, dressed for the day, fed
breakfast/lunch and respond to residents asthey
requested. She indicated she was responsible for
approximately 14 residents and also expected to
help other nursing assistants if needed. She
reported a staff person had "called in" and they
were not replaced. She also reported the day
prior to this interview, she was il and had "called
in" and was not replaced and so the other
nursing assistants had to work short. NA-H
reported that weekends were "really bad" as
staff almost always worked short. She indicated
that residents know when they are short as they
see us working so hard and they also ask, who Is
working the wing. She reported when working
short, she has been told to "slow down" by the
residents. NA-H admitted to using a PAL lift
{personal stand lift) by herself when she was
aware the facility’s policy is to be used by 2 staff,
She also reported that she had transferred two
nerson assists independently as she could not
find any other staff. Stated she will get "written
up" if she gets caught doing this but stated "what
am | supposed to do?" NA-H has brought
staffing concerns to management personal but
they tell us they are trying to hire staff but they
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have been saying this for a long time and nothing
happens.

During interview on 4/30/13 at 5:40 p.m. NA-A
stated the facility is very short staffed. He stated
"all" the NA's need to transfer residents alone,
regardless if the residents are supposedto be a
two person transfer. He stated he worries about
the "girls" in the memory care unit as they are
small and transferring "these big men" without
assistance. NA-A stated he believed falls and
accidents have happened as a direct result from
being short staffed, however, he was unable {o
give specific details. NA-A verified he had just
transferred R122; who was an extensive assist of
two, on the standing lift (PAL) by himself as there
was "no other staff available to help."

During an interview on 5/1/13 at 11:00 am.,
NA-GG reported felf staffing was an issue for the
facility. Admitted she would transfer a two person
assist by herself at times when she was not able
to find other staff to assist her, Also reported she
would transfer residents by herself when using
the PAL lift. NA-GG acknowledged the facility’s
policy's were to have two staff to fransfer
residents using this plece of equipment but
reported she did not feel she had any other
option. She acknowledged she would get
reprimanded if the facllity found out. Also
reported she felt there were more falls and
unexplained bruising on residents as staff are so
rushed. NA-GG reported she was unable to
identify any specific resident or incident.

During interview on 5/1/13 at 2:50 p.m. NA-C
stated the facility is always short staifed and the
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only way they ever have enough staff is if another
NA is willing to pick up a shift.

During interview on 5/2/13 at 8:10 a.m. LPN-A
stated the facility is short staffed and it can be
“frustrating" to try to get all of the resident cares
done. LPN-A stated she was aware NA's had to
transfer residents who were supposed {o be a two
person transfer by themselves. She stated if the
NA's don't have another person to help them, and
there is only one nurse passing medications,
"there is no other choice" regarding transferring
residents with only one staff when they are
assessed to be a two person transfer for safety.

During an interview on 5/5/13 at 12:45 p.m., with
RN-D reported that a resident had failen the night
previous. She indicated this resident had fallen
previously and acknowledged the facility's short
staffing probably was a factor in the falls. She
reported there are not enough staff to watch
resident's and ensure the resident's safety.

During an interview on 5/3/13 at 1:15 p.m.,
licensed practical nurse {LPN)-E stated staffing
had been a significant issue for the past year at
the facility. She reports there are times the wings
of the facility are staffed by only one nursing
asslistant, especially on weekends. Indicates that
staff shortages ocour when staff "call in" and are
not replaced and at times, the schedule "is short"
(not enough staff scheduled). Indicated each
wing at the facility does have residents, who are 2
person assists and when only one staff member
is working, it is aimost impossible for safe
transfers, LPN-E Indicated she was aware at
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times, residents are heing transferred with a PAL
lift with only one staff, which is against facility
policy. LPN-E was unable to remember any
specific incident but stated "knows it happens.”
LPN-E also reported it seemed like more
residents were falling and having more bruising
than previously when there were more staff at the
facility.

During an interview on 5/6/13 at 1:40 p.m. NA-HH
voiced concern regarding facility staffing. She
reported working short at times at the facility and
residenis do not get the care they should be
given. She also acknowledged transferring 2
person transfers by herself and using the PAL lift
by herself, which she knows is wrong.

During interview on 5/5/13 at 1:40 p.m, with NA-
HH, NA-U, NA-Il, NA-T, NA-GG and

NA-H, a discussion was completed regarding call
light response. The nursing assistants reported
they are to wear a beeper, which will alert them to
a call light sounding. They indicated they are able
fo disengage the besping sound with this beaper,
They reported they have been instructed not to
disengage the beeping sound but acknowiedge
not following this guideline. In addition, they do
acknowledge, that at times, they will turn off the
call light in resident's rooms, without responding
fo resident's request. They also acknowledged
telling the resident "wili be back as soon as they
can fo help them" and they do try to respond as
quickly as possible but sometimes, don't get back
to the resident as fast as they would like. They
also reported there have been occasions, when
they have forgotten about the resident's request
and the resident had to put the call light on for the
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second time.

During an interview on 5/6/13 at 1:55 p.m., LPN-F
reported concerns regarding staffing, especially
on the Memory Care unit. LPN-F reported she
was "tired of working so short." She indicated
the Memory Care unit has three staff short during
the weekend as two of the shifts were scheduled
short and one of the staff “called in" and this
person was not replaced. She indicated due to
the staffing shortage, she is responsible to
administer all medications and do all the
treatments on both wings of the Memory Care
unit. She reported management staff have been
talked to many times without any resolution of the
staffing issue. She indicated she loves working
with the residents but does not feel they are
getting the care they deserve. Due to the staff
shortage, she called her daughter, who is not
employed by the facility but does work in health
care, to come to the facility this morning and dish
out resident's breakfast, Stated "we just did not
have enough staff to do it all this morning.”

During an interview on 5/6/13 at 8:45 a.m.
registered nurse (RN)-B reported she felt the -
facility was understaffed. Indicated felt the
Memory Care unit was the shortest in staffing
compliant and frequently worked short, RN-B
reported that when staff are short on the memory
care unit, residents would not get their weekly
bath and walked as care planned. Stated there is
just not enough staff to get it all done. RN-B also
reported at times staff are very rushed with
resident cares and therefore, the residents do not
get as much attention as they should get, She
has also had families complain about staffing and

FORM CMS-2567(02-89) Previous Verslons Obsolete

Event 10: VKFY11 Facility [D: 00792 If continuation shest Page 141 of 157




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

PRINTED: 05/24/2013

FORMAPPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
\ND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
245427 B. WING : 05/08/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
901 SOUTHEAST WILLMAR AVENUE
BETHESDA NH PLEASANTVIEW
WILLMAR, MN 56201
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES 5 PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRCPRIATE DATE
DEFICIENCY)
F 353 | Continued From page 141 F 353

reported to her that nursing assistants are
forgetting to put in resident's teeth, hearing aids
or glasses,

During interview on 5/8/13 at 11:05 a.m. NA-M
stated the facility is "always short staffed." She
stated there "are many times" when she had to
transfer a resident who is a two person fransfer
alone. NA-M stated there is not enough help to
get another person to assist with a {ransfer and
the cares need to be done, NA-M also stated
staff is instructed to turn resident call lights off "as
soon as possible." She stated staff will go in and
turn call fights off, and then tell the resident they
will come back to help when they can. She
verified at times this can be over 20 minutes
before they can return to help the resident.

Resident council meeting minutes ware reviewed
from March 2012 to April 2013.

In August, September and November concerns
were raised regarding staff turning call lights off
and saying "Il be right back", but not returning.
The activity director (AD) who attended the
meetings filled out a Resident Council Response
Form (RCRF) on 8/31/12 and 9/28/12 outiining
the issue and gave it to the DON. The November
30, 2012 councll notes indicated the “issue has
been raised several times and nursing is aware"
and the DON as well as the administrator will be
alerted again.

During an interview on 5/3/13 at 8:32 a.m., AD
stated the residents have brought up the issue of
walting a long time for help after they put their call
lights on three times since August of 2012, She

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

Event I:VKFY11 Facility 1D: 00792 If continuation sheet Page 142 of 157




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

PRINTED: 05/24/2013

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTICN (X3} DATE SURVEY
\ND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
245427 B. WING 05/08/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
BETHESDA NH PLEASANTVIEW 901 SOUTHEAST WILLMAR AVENUE
WILLMAR, MN 56201
(X4) ID SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 8E ,COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 353 | Continued From page 142 F 353

stated when issues are brought up she will fill out
a RCRF and give it to appropriate department
manager to address. AD states in August 2012
she completed a RCRF stating "numerous
complaints of long waits to have call light
answered (no specific times), staff coming into
room and turning call light off, and telling resident
"will be right back." She reported that residents
who attended Resident Council reported the staff
“do not get right back" and at times forget they
need to respond to the call light. AD reported she
gave a written complaint from the resident council
members to the director of nurses (DON) in
August and when no response was recelved; she
resubmitted the concern again in September, AD
stated the staffing issue was again brought up in
November 2012 and as she had not gotten any
response from the DON, she sent an email to the
facility's administrator. AD was unable to provide
documentation as to the fesdback or message
received from the administrator as their email
system crashed and all email messages were
lost,

During an interview with the schedule coordinator
(SC) on 5/8/13 at 2:30 p.m., she acknowledged
the facility was shorf twenty two (22) positions
specifically one registered nurse, three licensed
practical nurses, and eighteen (18) nursing
assistants. She also reported there have been
times when the two week schedule had been
posted with holes in them (no staff coverage).
She indicated she would attempt to fill in these
holes but some of the time, there were no staff to
fill them and then the wings would work short.
She also reported that when a staff person
“called in," she would try to replace them with a
staff person, who would work an extra shift. She
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indicated that some of the time, no staff would
agree to work the extra shift and then the wing
would work short. SC reported when schedules
were posted short or she was unable to find a
staff to cover an open shift, she did inform the
DON of this,

During an interview with the DON on 5/7/13 at
2:40 p.m., the DON reported she felt there were
enough staff to provide a safe environment for
residents. She also acknowledged at times, the
wings do work short and she Is informed of when
this occurs. She also acknowledged being
Informed when the nursing schedule Is posted
with open shifts.

During an interview with the Administrator on
5/8/13 at 10:05 a.m., she acknowledged the
nursing depariment does have staffing issues.
She indicated she was not aware staff were
working shifts with less than core numbers or the
schedule was being posted with open shifts.

Based on interview, and document review the
facility failed to ensure that a physicians were
notified of changes in a residents condition which
included fainting spells during transfers, abnormal
vital signs and development of a pressure ulcer
for 1 of 1 residents (R122) who had a change in
condition that needed physician intervention.
Refer to F157 for additional information.

Based on interview and documentation review,
the facility failed to provide care for 1 of 1 resident
{R43} in a dignified and respectful manner with
regards to the resident's personal preference.
Refer to F241 for additional information.
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Based on observation, interview, and document
review the facility failed to comprehensively
assess falls for 1 of & residents (R78) who were
at risk for falls, failed to ensure safe transfers for
2 of 2 residents (R122, R3) who needed
assistance with transferring to prevent potential
accident hazards. Refer to F323 for additional
information,
F 371 1 483.35(i) FOOD PROCURE, F 37118PV stores, prepares, distributes and 5-30-2013
SS=F | STORE/PREPARE/SERVE - SANITARY , Prepares,

The facility must -

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

{2) Stare, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced
by:

Based on ohservation, interview and document
review, the facllity falled to maintain safe
dishwashing temperatures in a manner o prevent
the potential spread of food borne iliness for 117
of 118 residents who currently resided in the
facility and received food/ffluids from the facility
kitchen,

Findings include:

During the initial tour of the kitchen on 4/29/13 at
1:35 p.m. with dietary aide (DA)-E, staff was
ohserved utilizing the high temperature dish
machine which registered the final rinse at 178

serves food under sanitary conditions, On
April 30, the dishwasher was inspected and
had blown a fuse. Fuse replaced April 30,
2013, with appropriate temperatures since,
The policy and procedure for when to use
alternative sanitizing has been reviewed
and revised, Dishwasher temperatures are
logged three times per day. The food
service director or designee will check the
temperature audits for temperature
compliance a minimum of three times
weekly for 30 days and no less than once
weekly going forward. Staff were trained
on the new policies and procedures on
iviay 30, 2013. Food service director is
responsible to assure all dishes, utensils
and etc are sanitized.
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degrees Fahrenheit (F). Review of the April
dishwashing temperature log recorded three
times per day, indicated 12 [ow rinse
termperatures ranging from 163-178 degrees F
between April 2-26, 2013 with 43 time slots
having no temperaturss recorded, 88% of the
rinse temperatures in a two day period (April 24-
286, 2013) were consistently lower than 180
degrees F. No temperatures for either wash or
rinse were recorded between April 27-29, 2013 at
time of survey.

During an interview on 4/29/13 at 1:35 p.m. with
DA-A stated the rinse temperatures were low and
Ecolab was called today to fix the dishwasher.
DA-A stated they recerd the temperature that is
on the dish machine, but "don't know why | didn't
today". DA-A and DA-B offered no other
information when asked what they should do
when the dish machine temperafures were low,

During an interview on 4/29/13 at 1:50 p.m., the
dietary manager, (EM)-A stated she was made
aware today of the final rinse temperatures not
being hot enough and a call had been placed to
Ecolab on Friday, Aprit 28, 2013 by another
manager ahout the temperaiures. DM-A stated
when the temperatures are low they use Eco-San
in the final rinse. Staff will put 1/3 cup In the rinse
compartment and check with a chemical strip the
parts per million (ppm} after every three frays.
DM-A verified there was no record that either
temperatures or the chemical strip identifying the
ppm had been taken since 4/27/13, stating |
don't know why they didn't record temperatures or
strips”.

During an inferview on 4/29/13 at 3:50 p.m., the
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Ecolab representative (ER) stated he did not
receive a work order until today (4/29/13). ER
connected his computer to the Ecolab system
(detergent and rinse compartments) that was
attached to the dish machine to access data that
Includes temperatures. ER stated In March the
dish machine registered 100% of rinse
temperatures at 180 degrees or higher and that
April 24th is first time an issue came up. Data
indicated that on April 24, 2013 only 24% of the
temps met the 180 degree F rinse guideline, April
25- 29%, April 26- 27%, April 28- 35% and as of 4
p.m. on April 29, only 22% of the rinse
temperatures were at or above 180 degrees. ER
stated if the machine temperatures are low he
was told the facliity uses 1/3 cup Eco-Sanitizer in
the rinse compartment for every 3 trays and
further stated that they then should be verifying
the effectiveness by checking the ppm on
chemical strips.

During an interview on 4/29/13 at 4:50 p.m.,
DA-C stated "if the dish machine is beeping, they
go to "the book" and do what it telis us to do, such
as changing or filling the white detergent
centainer”, DA-C and DA-D both stated they were
not sure what to do if the dish machine
temperatures were low. DM-A stated she was
surprised that they did not know what to do.

During an interview on 4/29/13 at 4:55 p.m., DM-
B stated "l called Ecolab on Friday, | should have
followed up on it, but | did not". On Friday she
was aware the Ecolab unit was beeping, but did
not go back to ook af what the problem was.
DM-B verified it is protocol to use the sanitizer at
times when the dish machine temperatures are
low, but did not tell staff to use the Eco-Sanitizer

F 371
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all weekend, DM-A opted to use disposable
dishware for the supper meal.

During an interview on Interview on 5/1/13 at 1:28
p.m., DM-A verified she does not have a policy
for using the Eco-8an solution when dish
machine temps are low nor does she have a
dishwashing policy. DM-A verified that the system
needed o be changed.

483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

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

{a) Infection Control Program

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

(1) investigates, controls, and prevents infections
in the facility;

{(2) Declides 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.

{(b) Preventing Spread of Infection

(1) When the Infection Controt Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isclate 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 facllity must require staff to wash their

F 371

F 441

BPV has established and maintains 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. The program investigates,
controls, and prevents infections in the
facility; decides what procedures, such as
isolation should be applied to an individual
resident; and maintains a record of
incidents and corrective actions related to
infections. Policies, procedures have heen
reviewed and revised. A policy for
culturing of prolonged eye infection has
been developed. Each resident will be
assigned his/her own glucometer. It will be
terminally cleaned upon death or
discharge. The handwashing policy for
nursing staff has been reviewed and
revised. Policy/procedure for eye infectons
and eye cultures were reviewed and
revised. The DON will be responsible for
monitoring/auditing infections and |
assuring facility practices have been -
followed. Infection data/analysis will be

7-8-2013
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hands after each direct resident contact for which

hand washing is indicated by accepted
professional praciice.

{c)Linens

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

This REQUIREMENT s not met as evidenced
by

Based on observation, interview and document
review the facility failed to ensure the infection
control program included tracking, trending, and
analysis of resident and employee infections
which would assist in determining a potential
outbreak. This affected 4 of 15 residents (R109,
R68, R177 & R137) on the B wing who had "pink
eye" and could potentially affect 120 residents,
who currently reside in the facility.

In addition, the facility failed to ensure infection
control practices were followed regarding hand
hygiene, use of gloves and cleansing of the
glucoss testing equipment for 1 of 2 resident
(R106) ohservation of giucose monitoring which
had the potential to affect 31 residents at the
facility, who had blood glucose monitoring and
Insutin Injections.

Findings include:

The facility infection control program did not
include fracking, trending, and analysis of
resident and employee infections, which affected
4 of 15 residents (R109, R88, and R177) who

Additional training will be scheduled,

R109. Infection resolved and has not
recurred.

R68. Infection resolved and has not
recurred.

R177. Resident died at the hospital on
11/28/12,

R137. Infection resolved and has not
recurred.

Residents hands are washed pre and post
meals on memory care.
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resided on the B wing of the facility.

During an interview on 5/2/13 at 3:41 p.m. with a
family member (FM)-BB. She reported there had
been an outbreak of " Pink Eye " on the B wing
of the Memory Care unit and her family member
(R177) "got it". She voiced she was very upset
ahout this as felt the facility did not address the
spread of this infection,

On 5/6/13 at 8:15 a.m. registered nurse care
manager (RN-B) stated there was an outbreak of
"Pink Eye" on the B wing of the Memory Care unit
in from November to December 2012, She was
unsure how these infections were tracked and did
not know what the facility’s reporting mechanism
for infections, other than urinary tract infections.
RN-B stated there were four residents (R1009,
R68, R177 & R137) who all resided on the B wing
that were treated for conjunctivitis (pink eye)
infection.

Review of the facllity Infection Control summary
report for the last quarter of 2012 indicated in
October, one eye Infection was detected but the
location was not identified. November, 2012 there
was one eye infection, but no location identified.
December 2012, two eye infections were
identified but no location given.

Review of R109, R68, R177 and R137 record
identified the following:

R109 was initially treated for conjunctivitis,
starting on 10/21/12 as had pus from one eye and
conjunctiva redness to the left eye. She received
Ofloxacin 0.3% eye drop (used to treat bacterial
infections of the eye) twice per day for five days.
According to the nurses ' progress noted from
10721712 to 10/24/12, the residents left eye
continued to be red and mattery, On 10/28/12,
her family voiced concern about R109's eye still
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being red and on 10/29/12 Ofloxacin 0.3% was
restarted and administered four times per day for
an additional five days. This medication was
again ordered on 11/16/12, for an additional week
due to confinued redness and mattery discharge
from the left eye. On 12/26/12, the resident's
family again voiced concern regarding the
continued redness of the eye. A nurses'
progress note, wrilten 12/26/12, noted "continues
to have redness noted to her sclera and redness
also to the area surrounding her eye. Resident
continues to itch area throughout the day. Sheis
not able to communicate if she is experiencing
eye pain." The Ofloxacin 0.3% was restarted on
12/27/12 and the resident received her last dose
on 1/1/2012. No cultures of the eye drainage was
completed throughout the multiple treatments of
conjunctivitis,

R68 was treated for conjunctivitis, using Polytrim
eye drops (a medication used to treat bacterial
infections such as conjuncfivitis) in each sye
three times per day for seven days. R68's -

| physician was contacted on 11/9/12 about R68

having mattery discharged from both eyes with a
reddened and irritated sclera. The physician
notification, also reported another resident In the
same area was recently treated for "pink eye.”
R177 was treated for conjunctivitis on 11/9/12,
when a physician was faxed requesting R177 be
treated as the resident had mattery discharge
from both eye and her eyes were reddened with
irritated sclera. The 11/9/12 fax noted that
another resident in the same area had a recent
episode of "pink eye." The physician ordered
Ciprofioxacin 0.3% ophthalmic solution eye drops
(a medication used to treat bacterial infections
such as conjunctivitis} to both eyes four times
dally for five days. A nurse's progress note,

F 441
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dated 11/15/12, indicated R177's eyes were still
red and R177 continued to rub them. An order
was received on 11/16/12 to restart the
Ciproftoxacin 0.3% ophthalmic solution to both
eyas for 7 days, ‘
R137 was treated for puffy and red eyelids on
12/10/12 but was not on the B wing of the facility.
There was no indication if any of the staff from B
wing had worked with R137 for possibie cross
contamination from the residents on the B wing.
in addition, the report identified nursing assistant
(NA)-FF was ill on 12/25/12 with "pink eye."
There was no indication if NA-FF had contact with
residents on the B wing of the facility, also this
lliness was not identified on the facility's monthly
report of infections.,

The facility’s Infection CGontrol Program Summary
policy, last revised on 1/23/2009, indicated a
major element of the program was a system for
detection, investigation and contro! of facility
outbreaks of infectious diseases, which was not
done. The Surveillance policy, last reviewed on
3/2/12, directed staff to analyze clusters andfor
significant increase in the rate of infections.
Surveiltance was to consist of data collection,
determination of the presence of an infection, and
evaluation, analysis and interpretation of the data.
Survelllance was to include information on
infections in personnel as well as residents.

The undated facility policy Conjunctivitis Policy &
Procedure directed all members of the health
care team to encourage resident to not touch or
rub their eyes if conjunctivitis is noted and to
assist resident with frequent hand washing,
Staffs were to wash before and after resident
care and in between resident care procedures
and after removing gloves. The facility did not
montor for adherence to their policy or Standard
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Precautions related to the eye infections even
though there was a pattern of eye infections on
the B wing of the facility.

An interview with the assistant director of nurses
(ADON), who was identified as coordinator of the
Infection Controtf program for the facility, was
completed on 5/6/13 at 11:30 a.m. She stated
she was aware of the eye infections on the B
wing and a staff member, who also had an eye
infection but stated there were no investigation,
analysis or additional interventions were
implemented even though this was identified.

An interview with the director of nurses (DON)
was completed on 5/7/13 at 12:30 p.m. The DON
reported that no additional training or monitoring
was done as result of the eye infections.

The facility multi-use glucometer was not properly
sanitized after and between resident use to
minimize the risk of blood borne pathogens
{(infections). In addition, the nursing staff falled to
follow the policy pertaining to hand sanitizing and
the use of gloves during an injection.

R106 was observed at 7:30 a.m. on 5/1/13, with
licensed practical nurse (LPN)-D testing R106's
blood sugar level with the facility's multi-use
Assure Platinum glucometer, LPN-D cleaned
R106's finger with an alcohol wipe, preparsd the
glucometer with a testing strip, pricked R106's
finger with a lancet and obtained blood on the
testing sirip. After reading the resuits of the
glucose testing, LPN-D proceeded to prepare to
inject R106 with her morning dose of insulln
(Novolog flex pen 70/30). LPN-D wiped the
resident's abdomen with an alcohel swab and
then fanned the area with her hands to increase
the dry time of the alcohol swab. She then
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injected R106 with 47 units of Novolog 70/30 into
the resident's abdomen. LPN-D did not wear
gloves, wash or sanitize her hands throughout
this observation,

After the insulin was injected, LPN-D carried the
Novolog flex pen and the glucometer to the
medication cart. She proceeded to place two
squirts of Purell hand sanitizer into her hands and
rubbed her hands vigorously. She then placed
the glucometer into her hands and rubbed the
glucorneter with the residual Purell hand sanitizer
in her own hands. LPN-D reporied they clean the
glucometer In this manner between residents.
She also stated " they (facility's administrative
staff) want us to use this other stuff to clean the
machine " but reported she felt it is toxic and
hard on her hands. She then left the medication
cart and went to the nurses’ station, She was
heard to say "Where is that stuff”, She then
returned to the medication cart with a contalner of
Super SaniWipes which she identified as a
germicidal and the soluiicn that the facility wanted
her to use to clean the glucometer. LPN-D stated
"l use it at the end of the day o wipe the top of
my medication cart and will then | wipe the
glucometer off " .

The above observation was discussed with LPN-
D at 7:50 a.m. and stated she forgot to

sanitize or wash her hands prior to testing R106's
blood glucose. In addition, she stated she should
have worn gloves to inject the Insulin and during
blood glucose testing.

The ahove observation with the DON was
completed on 5/3/13 at 11:15a.m. The DON
verified the policies regarding glucometer testing,
giucometer cleaning, and hand hygiene had not
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been followed.

The manufacture's for Purell hand sanitizer
indicated the hand sanitizer solution was only
used to "clean hands only."

The manufacture’s recommendation for cleaning
the Assure Platinum glucometer specified thata
dilution of 1 mi of housshold bleach {5-6%
sodium hypochlorite solution) in 9 mt of water be
used and in accordance to center for disease
control (CDC) guidelines, the manufacture
recommended the Assure Platinum meter be
cleaned in this manner between resident tests in
a multi-resident setting.

The facility policy Blood Glucose Testing, last
reviewsd on 1/2013, directed staff to wash the
resident's hands with soap and warm water and
dry thoroughly, which was not dene. The policies
also directed staff to clean and disinfect the meter
between each resident by using an alcohol
sponge to remove heavy soil from glucose meter
and then use a germicidal wipe and thoroughiy
wet the surface. The surface must remain visibly
wet for two minutes and then to let the meter air
dry. This policy was not followed.

The facility policy Standard Precautions, revised
3/2/2012, directed staff to wash hands before and
after resident care and that singe use gloves
were to be worn for all contact with body
secretions and excretions, which included blood.
This policy was not followed.

The faciity policy Procedure For Subcutaneous
Injections, last reviewed June, 2012 directed staff
to wash thelr hands and glove prior to prior to
administering the medication and after the
syringe has properly been disposed of, to remove
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the gloves and wash their hands again. This
policy was not followed. ‘_
F 496 | 483.75(e)(5)-(7) NURSE AIDE REGISTRY F 496 hpy ’ )
. assures NA’s are on the NA regist 7/8/2013
VERIFICATION, RETRAINING . gistry  17/8/
sS=D before allowing them to serve as a nurse

Before allowing an individuai to serve as anurse
aide, a facility must receive registry verification
that the individual has met competency evaluation
requirements unless the individual is a full-time
employee in a training and competency
evaluation program approved by the State; or the
individual ¢an prove that he or she has recently
successfully completed a training and
competency evaluation program or competency
evaluation program approved by the State and
has not yet been included in the registry.
Facilities must foliow up to ensure that such an
individual actually becomes registered.

Before allowing an individual to serve as a nurse
alde, a facility must seek information from every
State registry established under sections 1819(e)
(2}(A) or 1919(e)(2)(A} of the Act the facility
believes will include information on the individual,

if, since an individual's most recent completion of
a training and competency evaluation program,
there has been a continuous period of 24
consecutive months during none of which the
individoal provided nursing or nursing-related
services for monetary compensation, the
individual must complete a new tralning and
competency evaluation program or a new
competency evaluation program.

This REQUIREMENT is not met as evidenced
by:

aide. During the interview process, a call is

" Iplaced to the registry and a fax is received

to verify that the individual has met the
competency evaluation requirements, NA-
H last verified date of employment was 4-
27-13. This information was received on
May 9, 2013. Every six months the state
registry sends a list of employees on the
registry. BPV will compare that list with
the list.of active and terminated NA's. If
there are discrepancies, they will be
addressed at that time. The results of the
comparison will be reported to'the QA
committee, The DON is responsible to
assure all NA's are on the registry.
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Based on interview and document review, the
facility failed to ensure nursing assistant registry
was current for 1 of § nursing assistants (NA-H)
reviewed.

Findings include:

During an inferview on 5/7/13 at 10:05 a.m., the
DON indicated NA-H was current on the nursing
assistant registry and there was a mix-up with the
names she needed to "straighten out."

Upon further review on 5/9/13 at 1:20 p.m. of
documentation submitted by the DON, the
nursing assistant registry was contacted and
indicated that NA-H's registry certificate had
expired on 1/3/10.

During an interview on 5/9/13 at 1:40 p.m., the
administrator (A)-F stated she was not aware that
NA-H's certificate had expired and she was taken
off the schedule. A-F stated the DON was
responsible to check the NA registry every year
when an employee receives a performance
review and "somehow it got missed."

Review of the facility policy "Abuse Prevention
Policy/Procedure” revised 5/7/13 indicates
"checking with the appropriate licensing boards
and registries."”
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INITIAL COMMENTS

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
CMS-2567 FORM WILL BE USED AS
VERIFICATION OF COMPLIANCE.

UPON RECEIPT OF AN ACCEPTABLE POC,
AN ON-SITE REVISIT MAY BE CONDUCTED
TO VALIDATE THAT SUBSTANTIAL
COMPLIANCE WITH THE REGULATIONS HAS
BEEN ATTAINED IN ACCORDANCE WITH
YOUR VERIFICATION.

A Life Safety Code Survey was conducted by the
Minnesota Department of Public Safety, Fire
Marshal Division. At the time of this survey,
Bethesda Pleasant View Main Building was found
not in compliance with the requirements for
participation in Medicare/Medicaid at 42 CFR,
Subpart 483.70(a), Life Safety from Fire, and the
2000 edition of National Fire Protection
Assoclation (NFPA) Standard 101, Life Safety
Code (LSC), Chapter 19 Existing Health Care.

PLEASE RETURN THE PLAN OF
CORRECTION FOR THE FIRE SAFETY
DEFICIENCIES TO:

HEALTH CARE FIRE INSPECTIONS
STATE FIRE MARSHAL DIVISION
444 CEDAR STREET, SUITE 145
ST. PAUL, MN 55101-5145, or

LABORATOR

K000

Y DIRECTOR'S OR PROVIDzSUPPjER REPRESENTATIVE'S SIGNATURE

SR |

=CELY

=l
NE-

TITLE (%8) DATE

-

Any deficlency statement ending with an asterisf({'} 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 avallable to the facllity. If deficlencies are cited, an approved plan of comection is requisite to continued

program particlpation.
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By e-maiil to:
Barbara.lundberg@state.mn.us
and
Marian.Whitney@state.mn.us

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 fitle of the person
responsible for correction and monitoring to
prevent a reoccurrence of the deficiency.

The facility was inspected as 2 separate
buildings:

Bethesda Pleasant View Main Building is a
1-story building with a partial basement. The
building was constructed at 5 different times. The
original building was constructed in 1979 and was
determined to be of Type V(111) construction. In
1994, an addition was added to the west of C
Wing that was determined to be of Type 11(000)
construction. In 1999, an addition was added to
the east of G Wing that was determined to be of
Type 11{000) construction.,

The facility is being down graded to a partially fire
sprinklered protected facility due to K56 sprinkler
coverage deficiency.

K000
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Stairways, elevator shafts, light and ventilation
shafts, chutes, and other vertical openings
between floors are enclosed with construction
having a fire resistance rating of at least one
hour. An atrium may be used in accordance with
8.256. 198.3.1.1.

This STANDARD is not met as evidenced by:
Based on observations, the facility has failed to
maintain vertical opening protection as required
by NFPA 101 - 2000 edition, section 19.3.1.1.
This deficiency could allow the products of
combustion to migrate readily between two levels
of the facility an negatively affect all residents,
staff and visitors in the event of an emergency.

Findings include:

On facility tour between 9:30 AM to 12:30 PM on
04/30/2013, it was cbserved that the soiled linen
chute room located adjacent to the west nurses
station is a walk-in style of chute room that is
opsn to the lower level linen chute termination
room. it was also noted that the door to this

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
245427 B. WING 04/30/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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DEFICIENCY)
K 000 | Continued From page 2 K 000
The facility has a fire alarm system with smoke
detection in the corridors that is monitored for
automatic fire department notification. The facllity
has a capacity of 123 beds and had a census of
118 at the time of the survey.
The requirement at 42 CFR, Subpart 483.70(a) is
NOT MET as evidenced by: o /"—\
K 020 | NFPA 101 LIFE SAFETY CODE STANDARD Kk 020| The door latch to the soiled linen chyfie|5-9-13
88=D room was replaced on 5-9-13. It latghes

securely. No other door latches requite
replacement at this time, During |
maintenance rounds door latches.
Environmental services director is
responsible.

Kick plate was installed on May 9, 2013
to the outer door of the soiled linen
chute room.

)
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K 020 | Continued From page 3 K020
soiled linen chute room did not positively latch
and tightly fit in the frame and that it also had a
greater than 1/4 of an inch gap around the door
knob that also did not fit tightly into the door.
These deficient conditions that are affecting the
soiled linen chute room's door do not allow it to
provide the required vertical opening protection
between the lower level chute termination room
and the main level of the facility.
This deficient practice was verified by the
Maintenance Staff Member (LR).
nggi NERAYGLHE S SHERHCORES TANDARD K029 /The penetrations listed in numbers 1,2 |7-8-13

One hour fire rated construction (with % 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
pemmitted. 19.3.2.1

This STANDARD s not met as evidenced by:
Based on observations, the facility has failed to
provide proper protection for several hazardous
areas located throughout the facility in
accordance with NFPA Life Safety Code 101
(2000 edition) section 19.3.2.1. The following
deficient practices could affect residents, staff
and visitors as smoke and fire in this rooms could

2013,

iand 3 below were filled to restore
integrity to the fire wall on May 9,

Ttem 4, A bid was received and

ccepted to install a damper. The work
is scheduled for 6-13-13. All required
dampers will be in place as of that date.

Item 5. Each end of the open duct vent
will be fire damped per HVAC
recommendations. A bid was received
and accepted. The work is scheduled
for 6-13-13.

Environmental Services director is
responsible for compliance of K029,
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enter the corrldor meking it untenable.
Findings include:

On facility tour between 9:30 AM to 12:30 PM on
04/30/2013, observation revealed the following
deficient conditions affecting several hazardous
areas throughout the facility,

1. A penetration was found around a section of
plastic "PEX" tubing that was located in the
corridor wall of the main boiler room that is not
sealed with approved Intumescent calking,

2. Several penetrations were found around the
pipes above the door located in the corridor wall
of the Kkitchen's dry storage room located on the
lower level that are not sealed with approved
intumescent calking,

3. There were 4 vertical penefrations found
around the pipes that are leading to the kitchen
that is located above the lower level kitchen dry
storage room that are not sealed with approved
intumescent calking,

4, There is an open duct vent that is not
equipped with a fire/smoke damper located
above the door of the storage room that is on the
lower level next to the boiler room, and

8. There is an open duct vent that is not
equipped with a fire/smoke damper located
above the door of the kitchen's dry storage room
that is on the lower level of the facility.
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K 029 | Continued From page 5 K029
These deficient practices were verified by the
Malntenance Staff Member (LR).
K 047 | NFPA 101 LIFE SAFETY CODE STANDARD K047 |, . ;
i Bid received and accepted to add an exit| 7-8-13

Exit and directional signs are displayed In
accordance with sectlon 7.10 with continuous
illumination also served by the emergency lighting
system. 12.2.10.1

This STANDARD is not met as evidenced by:
Based on observation, the facility has failed to
correctly position 1 of several operational exit
signs that marks the means of egress path in
accordance with NFPA Life Safety Code 101
(2000 edition), Sec. 7.10.5.2. This deficient
practice could negatively affect 12 of 38
residents, staff and visitors, if the lack of properly
positioned exit signs could misdirect and
prevented a means of egress from being utllized
in a timely manner in an emergency situation.

Findings include:

On facility four between 2:30 AM to 12:30 PM on
04/30/2013, it was observed that the exit sign
located on the lower level outside of the
classroom by the south exit is located such that it
will direct Individuals to exit into a courtyard that is
sealed off from the public way. The directional
arrows equipped on the exit signs should be
utilized to direct the individuals to the horizontal
exit door which is located 10 feet further up and
to the right in the egress corridor that does lead to
the public way .

sign to the horizontal exit door which is
located 10 feet further up (from the
lower level outside the classroom by the
south exit) and to the right in the egress
corridor that does lead to the public
way. Work is scheduled to be done on
6-10-13. Environmental service
coordinator is responsible to assure
compliance with K047.
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If there is an automatic sprinkler system, it is
installed in accordance with NFPA 13, Standard
for the Installation of Sprinkler Systems, to
provide complete coverage for all portions of the
bullding. The system Is properly maintained in
accordance with NFPA 25, Standard for the
Inspection, Testing, and Maintenance of
Water-Based Fire Protection Systems. Itis fully
supervised. There is a reliable, adequate water
supply for the system. Required sprinkler
systems are equipped with water flow and tamper
switches, which are electrically connected fo the
building fire alarm system. 19.3.5

This STANDARD is not met as evidenced by:
Based on observations, the automatic sprinkler
system is not installed and maintained in
accordance with NFPA 13 the Standard for the
Installation of Sprinkler Systems (99). The failure
to malntain the sprinkler system in compliance
with NFPA 13 (99) could allow a delayed
activation of the fire sprinkler system and could
affect the residents, visitors and staff of the
facility.

Findings Include:

On facility tour between 9:30 AM to 12:30 PM on
04/30/2013, it was observed that the following
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This deficient practice was verified by the
Maintenance Staff Member (LR).
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056 | Items were removed from the lower  17-8-13
SS=F level west stairwell that were within 18

inches of the sprinkler deflector.
Maintenance staff, while on rounds will
monitor areas to assure no items exceed
the 18 inch limit in the building,
Environmental services director is
responsible.

A sprinkler bid was received and
laccepted. The work was completed
fune 4, 2013.
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deficient conditions were found affecting the fire
sprinkler system:

1. The fire sprinkler head located in the lower
level west end stairwell has storage that is

located within 18 inches of the sprinkler deflector,

and

2. The facility failed to ensure that the fire
sprinkler system provides complete coverage for
the spaces located below the 48 inch wide HVAC
duct work located in the storage room located on
the lower level next to the hoiler room.

These deficient practices were verified by the
Maintenance Staff Member (LR).

245427 B. WING 04/30/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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|
K 000/ INITIAL COMMENTS K000

i Surveyor: 27200
FIRE SAFETY |

|

A Life Safety Code Survey was conducted by the ‘
Minnesota Department of Public Safety, Fire
Marshal Division. At the time of this survey,
Bethesda Pleasant View New Additions Building

| 2 was found not in compliance with the
requirements for 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 18 New Health Care.

The facility was inspected as 2 separate
buildings:
Bethesda Pleasant View New Additions Building
| 2 is a 1-story building with basement. The ,
| building was constructed at 2 different times. The|
Memory Care Unit was added in 2005 to the west |
and connected B & C Wings and was determined |
' to be of Type 11(000) construction. The second | |
addition was added to the north in 2010 and was |
determined to be of Type 11(000) construction.

The facility is sprinklered throughout and has a

fire alarm system with smoke detection in the

corridors that is monitored for automatic fire

department notification. The facility has a

capacity of 123 beds and had a census of 118 at |
[ the time of the survey.

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

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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