. OF HEALTH

Protecting, Maintaining and Improvingthe Health of AIll Minnesotans

Electronically delivered
August 17, 2022

Administrator
Rochester East Health Services
501 Eighth Avenue Southeast

Rochester, MN 55904

RE: CCN: 245184
Cycle Start Date: May 27, 2022

Dear Administrator:

OnJune 17, 2022, we notified you a remedy was imposed. On August 5, 2022 the Minnesota Department of
Health completed a revisit to verify that your facility had achieved and maintained compliance. We have
determined that your facility has achieved substantial compliance as of July 11, 2022.

As authorized by CMS the remedy of:

e Discretionary denial of payment for new Medicare and Medicaid admissions effective July 2, 2022 be
discontinued as of July 11, 2022. (42 CFR 488.417 (b))

However, as we notified you in our letter of June 17, 2022, in accordance with Federal law, as specified in the
Act at § 1819(f)(2)(B)(iii)(1)(b) and § 1919(f)(2)(B)(iii)(I)(b), we notified you that your facility is prohibited from
conducting Nursing Aide Training and/or Competency Evaluation Programs (NATCEP) for two years from May
27,2022. This does not apply to or affect any previously imposed NATCEP loss.

The CMS Region V Office may notify you of their determination regarding any imposed remedies.

Feel free to contact me if you have questions.

Sincerely,

Melissa Poepping, Compliance Analyst

Federal Enforcement | Health Regulation Division
Minnesota Department of Health

P.O. Box 64900

Saint Paul, Minnesota 55164-0970

Phone: 651-201-4117

Email: Melissa.Poepping@state.mn.us

An equal opportunity employer.
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Protecting, Maintainingand Improvingthe Health of All Minnesotans

Electronically delivered
August 17/, 2022

Administrator

Rochester East Health Services
501 Eighth Avenue Southeast
Rochester, MN 55904

Re: Reinspection Results
Event ID: 519H12 and MEV712

Dear Administrator:

On August 5, 2022 survey staff of the Minnesota Department of Health - Health Regulation Division
completed a reinspection of your facility, to determine correction of orders found on the surveys

completed on May 27, 2022 and June 16, 2022. At this time these correction orders were found
corrected.

Please feel free to call me with any questions.

Sincerely,

/VL,*\? e

Melissa Poepping, Compliance Analyst
~ederal Enforcement | Health Regulation Division
Minnesota Department of Health

2.0. Box 64900
Saint Paul, Minnesota 55164-0970
Phone: 651-201-4117

Email: Melissa.Poepping@state.mn.us

An equal opportunity employer.
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Electronically Submitted
June 17, 2022

Administrator

Rochester East Health Services
501 Eighth Avenue Southeast
Rochester, MN 55904

RE! CCN: 245184
Cycle Start Date: May 27, 2022

Dear Administrator:

On May 27, 2022, survey was completed at your facility by the Minnesota Department of Health 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.

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 a pattern of deficiencies
that constituted immediate jeopardy (Level K) whereby corrections were required. The Statement of
Deficiencies (CMS-2567) is being electronically delivered.

REMOVAL OF IMMEDIATE JEOPARDY

On May 27, 2022, the situation of immediate jeopardy to potential health and safety cited at F684 was
removed. However, continued non-compliance remains at the lower scope and severity of D.

On May 27, 2022, the situation of immediate jeopardy to potential health and safety cited at F880 was
removed. However, continued non-compliance remains at the lower scope and severity of F.

REMEDIES

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

this Department to notify you of the imposition:

e Discretionary Denial of Payment for new Medicare and/or Medicaid Admissions, Federal
regulations at 42 CFR § 488.417(a), effective July 2, 2022.

e Directed plan of correction (DPOC), Federal regulations at 42 CFR § 488.424. Please see

An equal opportunity employer.
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electronically attached documents for the DPOC.

This Department is also recommending that CMS impose a civil money penalty (42 CFR 488.430
through 488.444). You will receive a formal notice from the CMS RO only if CMS agrees with our
recommendation.

The CMS Region V Office will notify your Medicare Administrative Contractor (MAC) that the denial of
payment for new admissions is effective July 2, 2022 (42 CFR 488.417 (b)). They will also notify the
State Medicaid Agency that they must also deny payment for new Medicaid admissions effective July 2,

2022, (42 CFR 488.417 (b)).

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

SUBSTANDARD QUALITY OF CARE

Your facility's deficiencies with with one or more of the following: §483.10, Residents Rights, §483.12,
Freedom from Abuse, Neglect, and Exploitation, §483.15, Quality of Life and §483.25, Quality of Care,
483.40 Behavioral Health Services, §483.45 Pharmacy Services, §483.70 Administration, or §483.80
Infection control 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, Rochester East Health Services is prohibited from offering or conducting a Nurse
Assistant Training / Competency Evaluation Programs (NATCEP) or Competency Evaluation Programs
for two years effective May 27, 2022. 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




Rochester East Health Services
June 17, 2022
Page 3

(800) 397-6124 for specific information regarding a waiver for these programs from this Department.

ELECTRONIC PLAN OF CORRECTION (ePOC)

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

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

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

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

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

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

e The date that each deficiency will be corrected.

e An electronic acknowledgement signature and date by an official facility representative.

DEPARTMENT CONTACT

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

Lisa Krebs, Rapid Response

Licensing and Certification Program
Health Regulation Division

Minnesota Department of Health
Rochester District Office

18 Woodlake Drive, Rochester MN, 55904
Email: Lisa.Krebs@state.mn.us

Office (507) 206-2728

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

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

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

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

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

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human
Services that your provider agreement be terminated by November 27, 2022 (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.

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

APPEAL RIGHTS DENIAL OF PAYMENT

f you disagree with this action imposed on your facility, you or your legal representative may request a
nearing before an administrative law judge of the Department of Health and Human Services,
Departmental Appeals Board (DAB). Procedures governing this process are set out in 42 C.F.R. 498.40,
et seg. You must file your hearing request electronically by using the Departmental Appeals Board’s
Electronic Filing System (DAB E-File) at https://dab.efile.hhs.gov no later than sixty (60) days after
receiving this letter. Specific instructions on how to file electronically are attached to this notice. A
copy of the hearing request shall be submitted electronically to:

Tamika.Brown@cms.hhs.gov

Requests for a hearing submitted by U.S. mail or commercial carrier are no longer accepted as of
October 1, 2014, unless you do not have access to a computer or internet service. In those
circumstances you may call the Civil Remedies Division to request a waiver from e-filing and provide an
explanation as to why you cannot file electronically or you may mail a written request for a waiver
along with your written request for a hearing. A written request for a hearing must be filed no later
than sixty (60) days after receiving this letter, by mailing to the following address:
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Department of Health & Human Services
Departmental Appeals Board, MS 6132
Director, Civil Remedies Division
330 Independence Avenue, S.W.
Cohen Building — Room G-644
Washington, D.C. 20201
(202) 565-9462

A request for a hearing should identify the specific issues, findings of fact and conclusions of law with
which you disagree. It should also specity the basis for contending that the findings and conclusions
are incorrect. At an appeal hearing, you may be represented by counsel at your own expense. If you
have any questions regarding this matter, please contact Tamika Brown, Principal Program
Representative by phone at (312) 353-1502 or by e-mail at Tamika.Brown@cms.hhs.gov.

APPEAL RIGHTS NURSE AIDE TRAINING PROHIBITION

Pursuant to the Federal regulations at 42 CFR Sections 498.3(b)(13)(2) and 498.3(b)(15), a finding of
substandard quality of care that leads to the loss of approval by a Skilled Nursing Facility (SNF) of its
NATCEP is an initial determination. In accordance with 42 CFR part 489 a provider dissatisfied with an
initial determination is entitled to an appeal. If you disagree with the findings of substandard quality of
care which resulted in the conduct of an extended survey and the subsequent loss of approval to
conduct or be a site for a NATCEP, you or your legal representative may request a hearing before an
administrative law judge of the Department of Health and Human Services, Department Appeals Board.
Procedures governing this process are set out in Federal regulations at 42 CFR Section 498.40, et. Seq.

A written request for a hearing must be filed no later than 60 days from the date of receipt of this
etter. 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 & Human Services
Departmental Appeals Board, MS 6132
Director, Civil Remedies Division
330 Independence Avenue, S.W.
Cohen Building — Room G-644
Washington, D.C. 20201

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.

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

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

P.0. Box 64900

St. Paul, Minnesota 55164-0900

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

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

Sincerely,

Melissa Poepping, Compliance Analyst

Federal Enforcement | Health Regulation Division
Minnesota Department of Health

P.O. Box 64900

Saint Paul, Minnesota 55164-0970

Phone: 651-201-4117

Email: melissa.poepping@state.mn.us
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On 5/24/22, through 5/27/22, a standard
abbreviated survey was conducted at your facility.
Your facility was found NOT in compliance with
the requirements of 42 CFR 483, Subpart B,
Requirements for Long Term Care Facilities.

The following complaints were found to be
SUBSTANTIATED:

151841462C (MN83324, MN83323, MN83325,
and MN83336)) at F686, F689, F690, and F725.

H51841606C (MN33421), at F686, F690 and
F725.

H51841901C (MN33134), at F725.

H518413861C (MN33422), at F686, F690 and
F725.

H513841794C (MN83660), at F684, F830, F636,
F639, F690, and F755.

The |J began on 5/17/22, when the facility failed
to Implement appropriate infection control
practices to mitigate or reduce the spread of
COVID-19 in the facility. Facility staff did not
Isolate and/or cohort COVID-19 positive residents
appropriately who had shared rooms and
bathrooms. Staff did not utilize N95 masks
appropriately, did not doff personal protective
equipment (PPE) or dispose of PPE after caring
for residents who were COVID positive, also did
not have a system in place for meal tray removal
from Covid positive rooms to prevent cross
contamination. In addition, staff were not
demonstrating appropriate hand hygiene

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 06/27/2022

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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procedures, there was a lack of available hand
sanitizer on all 3 units, and the medical records
lacked daily monitoring of residents. The |J was
iIdentified on 5/25/22, and the director of nursing
(DON), director of clinical services DOCS and the
Infection preventionist (IP), were notified of the |J
at 12:42 p.m. on 5/25/22. The immediate
jeopardy was removed on 5/27/22, at 1:35 p.m.
when the facility had implemented an acceptable
removal plan. However, noncompliance remained
at the lower scope and severity level of F,
widespread scope, no actual harm with a
potential for more than minimal harm that is not
Immediate jeopardy.

The |J began on 5/23/22, at 9:00 p.m. When the
faclility failed to provide ongoing assessment and
monitoring of R39 who was having shortness of
breath, chest discomfort, dizziness, which
ultimately resulted in cardiac arrest. The vice
president of operations (VPO), director of clinical
services (DOCS), director of nursing (DON), and
Infection preventionist (IP) were notified of the |J
on 5/25/22 at 6:02 p.m. The |J was removed on
/27122 at 1:35 p.m., but noncompliance
remained at the lower scope and severity level of
D which indicated no actual harm with potential
for more than minimal harm that is not immediate
jeopardy.

The findings constituted substandard quality of
care and an extended survey was conducted on
o/27122.

The faclility's plan of correction (POC) will serve
as your allegation of compliance upon the
Departments acceptance. Because you are

enrolled in ePOC, your signature is not required
at the bottom of the first page of the CMS-2567

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:519H11 Facility ID: 00953 If continuation sheet Page 2 of 112
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form. Your electronic submission of the POC will
be used as verification of compliance.
Upon receipt of an acceptable electronic POC, an
onsite revisit of your facility may be conducted to
validate that substantial compliance with the
regulations has been attained.
F 684 | Quality of Care F 634 7111/22

SS=J | CFR(s): 483.25

§ 483.25 Quality of care

Quality of care Is a fundamental principle that
applies to all treatment and care provided to
facility residents. Based on the comprehensive
assessment of a resident, the facility must ensure
that residents receive treatment and care in
accordance with professional standards of
practice, the comprehensive person-centered
care plan, and the residents' choices.

This REQUIREMENT Is not met as evidenced
by:

Based on observations, interviews, and record
review, the facility failed to promptly identify and
Intervene for an acute change in condition for 1
out of 11 residents (R39), when R39 was
exhibiting signs and symptoms of
cardiopulmonary distress and was left unattended
resulting an unwithessed arrest and ultimate

death. This resulted in an Immediate Jeopardy
(IJ) for R39.

The |J began on 5/23/22 at 9:00 p.m.when the
faclility failed to provide ongoing assessment and
monitoring of R39 who was having shortness of
breath, chest discomfort, dizziness, which
ultimately resulted in cardiac arrest. The vice

president of operations (VPO), director of clinical
services (DOCS), director of nursing (DON), and

This Plan of Correction is submitted
solely as required under Federal and
State regulations and statutes applicable
to long term care providers. The
submission of the plan does not constitute
an agreement by the facility that the
allegations of honcompliance or
conclusions are accurate, that the
allegations constitute noncompliance, or
that the scope or severity regarding any of
the deficiencies cited are correctly
applied. The submission of this required
Plan of Correction does not constitute an
admission or acknowledgement of
noncompliance or liability on the part of
the facility, and any such noncompliance
or liability is hereby specifically denied
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Infection preventionist (IP) were notified of the |J
on 5/25/22 at 6:02 p.m. The |J was removed on
/27122 at 1:35 p.m., but noncompliance
remained at the lower scope and severity level of
D which indicated no actual harm with potential
for more than minimal harm that is not immediate
jeopardy.

Findings Iinclude:

R39's Face Sheet dated 4/13/22, indicated R39
with diagnhoses of cardiovascular disease,
congestive heart failure (CHF), atrial fibrillation,
peripheral vascular disease (PVD), prosthetic
aortic valve, respiratory failure with hypoxia, end
stage renal disease (ESRD) and dependence on

renal dialysis, and obstructive sleep apnea
(OSA).

R39's health history and physical exam dated
4/10/22, documented R39's fourth hospitalization
for respiratory failure since late 2021 with
symptoms of shortness of breath (SOB),
tachypnea (rapid respiratory rate), and
tachycardia (rapid heart rate).

R39's Minimum Data Set (MDS) dated 5/5/22,
Indicated R39 was cognitively intact, makes
self-understood, exhibited no signs of delirium
(temporary mental state characterized by
confusion and anxiety), and required limited
assistance with bed mobillity, transferring, walking
In hallway corridors, locomotion, dressing,
tolleting, and personal hygiene. R39's MDS
iIdentifled R39 did not use oxygen.

R39's care plan dated 1/26/22, indicated R39 at
risk for nutritional status related to ESRD and
need for dialysis and ensure no significant weight

R 39 no longer resides at the facility.

Residents who experience a change in
cardiopulmonary status have the potential
to be impacted by the alleged practice.
Assessments of like residents were
completed beginning 5/26/2022 with
updates provided to medical providers
and primary contacts if needed and
updates to plan of care implemented if
needed. The Director of Nursing or
designee validated the presence of an
emergency response cart, including
oxygen and ambubag on 05/25/2022 and
ensured signs were posted in nurses
station directing staff to the location of the
emergency cart. Policy and procedures
were reviewed

The Director of Nursing or designee
provided education to licensed nurses by
05/26/2022 on monitoring residents who
experience a change in condition involving
the cardiopulmonary system.

The Director of Nursing and/or designee
will randomly audit/monitor resident
changes of condition by reviewing Point
Click Care Clinical Dashboard every shift
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changes, alteration in kidney function and to
monitor for edema in extremities and report any
Increase to physician, activities of daily living
(ADL's) self-care deficit, and had impaired
cardiovascular status related to arteriosclerotic
heart disease (ASHD), cardiac dysrhythmia's,
CHF, and PVD which included:

-assess breath sounds as necessary and report
abnormalities.

-assess productive/nonproductive cough,
SOB/exertional dyspnea, dyspnea at rest,
paroxysmal night dyspnea, or orthopnea.

-listen to patient when verbalizing concerns over
disease symptoms and address Issues raised.
-monitor oxygen saturation.

-monitor weight and report significant changes.
-observe and report headaches, flushing,
nosebleeds, nausea, and SOB.

-observe and report signs of chest pain, edema,
SOB, abnormal pedal pulse, restlessness, and
fatigue.

-observe for abnormal vital signhs and report.
-observe for changes in condition.

-observe for sensory changes to extremities such
as pain, warmth, and redness.

R39's physician orders dated 4/14/22, included
1.5 Liters (L) fluid restriction. On 4/15/22,
physician orders included full code and attempt
resuscitation/cardiopulmonary resuscitation
(CPR)- see Physician Orders for Life Sustaining
Treatment (POLST) which included use
Intubation, advance airway interventions,
mechanical ventilation as indicated. Transfer to
hospital and/or intensive care unit if indicated. All
patients will receive comfort-focused treatments.
On 5/16/22, orders indicated bi-pap on home
settings 14/8 and to document refusal if needed.

for 1 week, then twice a day, 5 days a
week, for 1 month, and then daily, 5 days
a week for 3 months starting 5/26/22.
Results of audits/monitoring will be
provided to QAPI, which may further
modify audit expectations based on
results of initial audits.

The Director of Nursing and/or desighee
will randomly audit/monitor via
competency test for licensed staff's
knowledge of educational topics listed
above: 2 licensed staff on AM and PM
shift, 1 licensed staff on NOC shift for 1
week, then 3 licensed staff per day, 3
days a week, for 1 month, and then 3
licensed staff, weekly for 3 months
starting 5/26/22. Results of
audits/monitoring will be provided to
QAPI, which may further modify audit
expectations based on results of initial
audits.
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A progress note dated 5/11/22, at 4:23 p.m.
registered dietician (RD) indicated R39 had a
weight warning of +5.0% weight gain change over
30 days with a current weight of 186.6 pounds.
RD indicated R39 triggered above weight gain
which fluctuations may be expected related to
dialysis status. RD indicated will continue to
monitor and make recommendations as needed.

A progress note dated 5/18/22, at 3:07 p.m. RD
documented a weight warning of +5.0% change
over 30 days with a current weight of 188.6
pounds and a current weight gain of +7.5%
change. R39 triggered above weight gains which
fluctuations may be expected related to dialysis
status. RD indicated will continue to monitor and
make recommendations as needed.

R39's record lacked a comprehensive analysis of
the weight gain and did not describe what type of
monitoring was Initiated and/or revision in the
care plan after the weight gain was identified.

A progress note dated 5/23/22, at 10:45 a.m.
registered nurse (RN)-C documented it was
reported to her R39 complained of sore throat
and SOB on the evening shift. RN-C checked on
R39 after getting report and asked her if she was
having any COVID symptoms like chest pain,
fever, and SOB but R39 declined. R39's
temperature was 98.7 degrees Fahrenheit (F)
and O2 saturation was 96% on room air.

R39's record did not identify R39's symptoms on
o/22/22 and 5/23/22 as reported to the evening
nurse, lacked evidence of assessment,
monitoring, intervention, and physician
notification. In addition, the record lacked
evidence of ongoing comprehensive
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assessments and consistent monitoring of
reported symptoms through 5/23/22.

R39 's electronic medical record (EMR) dated
2/24/22, at 3:47 a.m. identified 02 saturations
were 96% on room air and temperature was 98.2
degrees F. R39's record lacked any further vital
sighs and comprehensive respiratory or cardiac
assessment. The record did not identify why
R39's oxygen saturation and temp was checked
at that time.

During an observation on 5/24/22, at 6:10 a.m.
observed ambulance driving down the road with
flashing lights on and it turned into facility parking
lot and two emergency medical technicians
(EMTs) went into side door of facility. At 6:20 a.m.
observed ambulance chaser vehicle pull into
facility parking lot and a third gentleman reported
Into facility.

During an observation on 5/24/22, at 6:30 a.m.
facility staff on 2nd floor notified surveyors that a
code was happening down the hallway on 2 East.
At 6:45 a.m. observed ambulance members
packing up their equipment without taking a
resident to the hospital.

A progress note dated 5/24/22, at 7:30 a.m. RN-C
documented nursing assistant (NA)-H called her
at 5:40 am stating R39 needs help to use the
bathroom but R39 was dizzy. RN-C went to R39's
room and R39 confirmed she wanted to go to the
bathroom. R39 and NA-H helped her back in bed.
R39's O2 saturation was 88% on room air and
respirations were 22. R39 complained of SOB,
put on 2 Liters (L) of O2, O2 saturation was 93%,
and blood pressure (BP) was 156/90. At 5:45
a.m., RN-C went to call ambulance and called
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RN-E to help with printing paperwork needed to
send R39 to hospital. Paramedics arrived, did
CPR, and pronounced R39 dead at 6:40 a.m. At
/:20 a.m. RN-C called family to notify of death
and discussed with them to call facility back to
arrange for a funeral home of choice.

During an observation and interview on 5/24/22,
at 9:36 a.m. R39's room was observed cluttered
with debris from the code that occurred earlier in
morning with a white cotton bath blanket covering
the entire bed of R39. RS stated her roommate
passed away unexpectedly after having chest
pain for a while and needed to go to the hospital.

When Interviewed on 5/24/22, at 9:15 a.m.
licensed practical nurse (LPN)-A stated she
arrived for her day shift at 6:00 a.m. and noticed
RN-C and RN-E at 2nd floor main nursing desk
preparing paperwork. LPN-A stated she heard
EMS yell for code help in the hallway just outside
R39's room. LPN-A stated R39 was pulseless
and not breathing upon her arrival to room and
CPR was initiated already by EMS. LPN-A stated
EMS asked facility staff to verify R39's code
status, retrieve the crash cart and bag valve
mask from the facility.

When interviewed on 5/25/22, at 10:45 a.m.
NA-C stated NA-A ran up to 3rd floor memory
care unit on 5/24/22 at approximately 6:20 a.m.
and asked where the facility kept an ambu bag.
NA-F stated R39's death was unexpected as she
fed R39 last evening for dinner and she appeared
"fine.”

When Interviewed on 5/25/22, at 11:00 a.m. RS
stated her roommate, R39, was not feeling well
the morning of 5/24/22. RS stated R39 was dizzy
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and had chest pain. RS stated EMT's initiated
CPR immediately upon arrival to their room on
R39. RS stated she was in the room the entire
code so she overheard everything that occurred.

During an interview on 5/25/22, at 1:43 p.m.
RN-C indicated she went into R39's room on
o/24/22 at approximately 5:30 a.m. to 6:00 a.m.
after a NA-H called her for assistance to help
transfer R39 to the bathroom as she was unable
to get there by herself with her walker. RN-C
stated R39 was hypoxic(deprived of oxygen) and
demonstrating signs and symptom of respiratory
distress, tachypnea (increased breating rate),
dizziness, and later become nauseous. RN-C
Indicated she had only obtained respirations
which was 22 and 02 saturation was 88% on
room air. RN-C grabbed portable O2 tank from
the corridor and placed R39 on 2L nasal cannula
(NC) and assisted R39 to lay down in bed and
rechecked O2 saturation at 93%. RN-C stated
she did not check R39's pulse at that time. RN-C
left the room to prepare for ED transfer and did
not instruct other staff to stay in the room and
R39 was left alone. During that time, R39 coded
and became pulseless and without respirations.
RN-C stated she called RN-D from 3rd floor to
come assist with gathering hospital transfer
paperwork as RN-C said she had an emergency
on 2nd floor East hallway. RN-C stated between
the hours of 5:30 a.m. and 6:00 a.m. she went
back to room to check on R39 with the last time
having R39 attempt to sign bed hold paperwork
for facility. R39 was unable to sign her signature
at that time around 6:00 a.m. as R39 was too
symptomatic and having cardiopulmonary
distress. RN-C stated she was focused on getting
the documents ready to send R39 out for hospital
transfer. RN-C stated R39 was left unattended
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and alone and within 10 minutes R39 was
deceased upon arrival of EMS. RN-C stated EMS
had initiated CPR to R39 upon her arrival to
R39's room. EMS asked facility staff for an ambu
bag for respiratory resuscitation, more oxygen as
the portable tank was empty, and to verify R39's
code status. RN-C stated she left R39's hospital
transfer paperwork at the nurses station so she
had to run back to nurses station to find out if
R39 was a full code or not. RN-C stated the ambu
bag was not in the 2nd floor crash cart as NA-A
eventually brought it to R39's room. RN-C stated
CPR was continued until 6:40 a.m. when EMS
pronounced R39 dead. RN-C stated R39 was not
medically safe enough to be left completely alone.
RN-C stated if she could re-do the events over
again, she would have called a NA or nurse for
assistance with calling EMS and doing paperwork
while she stayed with her resident who was In
distress. RN-C stated she was unaware how to
document a medical emergency and death in the
EMR other than writing a progress note. RN-C
stated she has not received any Code Blue
training since she started working for facility, but
was CPR certified. RN-C stated Code Blue was
never activated at facility on 5/24/22.

During interview on 5/23/22, between 10:00 p.m.
and 11 p.m. RN-C stated R39's temperature and
O2 saturation was checked and was 96% on
room air; however, the medical record lacked
documentation to support this finding. RN-C
further indicated a comprehensive
cardiopulmonary assessment was not completed.
RN-C stated she received verbal report from
RN-D who reported R39 had SOB and a sore
throat.

During an interview on 5/25/22, at 4:50 p.m.
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RN-D stated R39 called out to her in hallway on
the evening shift of 5/23/22 to check O2
saturations because R39 felt shortness of breath.
RN-D stated O2 was 96% on room air, but could
not remember what her pulse was; however, R39
put her hand over her heart, stated she was not
feeling right, and took a deep breath in. R39's
medical record lacked documentation or vital
signs. RN-D stated R39 was very fatigued that
evening and requested to go to bed earlier than
normal. RN-D stated R39 wore her bi-pap
machine consistently every night and R39 placed
It on herself as she was highly independent.
RN-D stated R39 was independent with
ambulation and her 4 wheeled walker. RN-D
stated she reported the abnormal signs and
symptoms R39 complained of to her night shift
nurse RN-C. RN-D stated R39 had previous
occurrences of shorthess of breath as R39 had
multiple hospitalizations recently for respiratory
distress. RN-D indicated despite R39's symptoms
and recurrent hospitalizations further assessment
and physician notification was not completed.

During an interview on 5/25/22, at 5:00 p.m.
trained medication assistant (TMA)-B stated R39
was not feeling well the evening of 5/23/22 during
her medication pass. TMA-B stated during verbal
shift report from dayshift that she heard R39 was
complaining of SOB and congestion which facility
staff presumed may have been signs and
symptoms of Covid-19; however, R39 was
swabbed on 5/23/22 and was negative.

During an interview on 5/26/22, at 9:05 a.m. RS
stated she was upset that her roommate (R39)
had passed away on the morning of 5/24/22. RS
stated facility staff did not do CPR as they left
R39 alone. RS stated R39 was speaking to her
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and then suddenly stopped after she stated, "l
need to get to the hospital.”" RS stated RN-C was
working on hospital transfer as she kept leaving
the room. RS stated when EMS arrived to room,
R39 did not have a heart beat and she was not
breathing. RS stated EMS started CPR and
yelled for a nurse. RS stated she overheard
everything because she was in the room the
entire time and only the privacy curtain was
closed when EMS arrived. RS stated R39 had
been complaining of pain in her chest the day
prior and asked NA for something for pain;
however, the nurse never came in to speak with
R39.

During an interview on 5/26/22, at 9:32 a.m. NA-A
stated R39 had ambulance called for her on
o/24/22 due to breathing concerns. NA-A stated
she heard EMS yell for a nurse from the hallway
upon their arrival to R39's room. NA-A stated
R39's skin on her body was "yellowish-white" and
her face was "bluish-purple” upon her arrival to
R39's room. NA-A stated EMS initiated CPR prior
to facility staff arriving to R39's room. NA-A stated
R39 was alone with her roommate, RS, when
EMS showed up to facility. NA-A stated R39
normally did not have SOB, was on room air, and
wore her bi-pap every night.

During an interview on 5/26/22, at 3:49 p.m. Mayo
Clinic Ambulance assistant supervisor stated a
call was placed by facility on 5/24/22 at 6:03 a.m.
as R39 needed to be transferred to hospital for
breathing problems. Mayo Clinic Ambulance
assistant supervisor stated ambulance was
dispatched at 6:03 a.m. and enroute to facility at
same time. Ambulance arrived to facility at 6:09
a.m. and patient time to R39's room at 6:11 a.m.
He stated EMS's first assessment of R39 was
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pulseless and without respiration.

During an interview on 5/26/22, at 4:15 p.m.
emergency medical technician (EMT)-A stated
facility called ambulance for a "priority two"
transfer which means just a hospital transfer with
no lights nor siren as R39 only had shortness of
breath with no other symptoms. EMT-A was not
aware R39 also demonstrated symptoms of
dizziness, nausea, weakness, and lethargy.
EMT-A stated upon arrival to R39's room, there
were not staff in the room at the time nor to be
found in the hallway at the time of arrival up to
2nd floor hallway. EMT-A stated R39 was
unresponsive to sternal rub, lying supine on her
back in bed, no pulse, not breathing; however,
R39 was still warm to the touch upon first
assessment. EMT-A stated since they thought
they were transferring an alert and oriented
patient to the hospital, they arrived to unit without
advanced cardiac life support medications,
advanced airway interventions for breathing
support which included an oral airway. EMT-A
Immediately started chest compressions while
EMT-B put on the automatic external defibrillator
(AED) which indicated no shockable rhythm on
monitor advised. EMT-A indicated life saving
Interventions were not successful and EMT-A
stated a decision to call the death occurred at
6:40 a.m.

During an interview on 5/26/22, at 4:30 p.m. RS
stated RN-C had been in and out of room the
morning of 5/24/22 after her roommate, R39, said
she was not feeling well. RS stated the last time
RN-C was with R39 was when R39 firmly stated,
"I want to go to the hospital® when RN-C was
completing the bed hold paperwork that R39 was
unable to sign. RS stated RN-C left R39 and
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never came back to room. RS stated the next
people who came into their room were the
paramedics. RS stated R39 was acting very
unusual and knew R39 was very sick and wanted
to go to the hospital immediately.

During an interview on 5/26/22, at 4:34 p.m.
director of nursing (DON) stated expectation of
nurses to complete a full comprehensive
cardiopulmonary assessment on any resident in
distress which included: checking O2 saturations,
respiratory rate if they have respiratory distress,
listening to heart and lung sounds, applying O2
as needed, and notifying physician of change in
condition and family as needed. DON confirmed a
Code Blue was never called the morning of
o/24/22 for R39 as she would not expect her staff
to call one if paramedics are in the building. DON
confirmed EMT's Initiated CPR on R39. DON
stated if there was a medical emergency with any
resident expectation for the nurse to not leave a
resident by themselves.

During an interview on 5/26/22, at 6:16 p.m.
EMT-B stated they received a call for a hospital
transfer due to R39 complaining of SOB, EMT-B
Indicated an unawareness R39 had displayed
other symptoms. EMT-B stated they arrived to
2nd floor East wing and there were no facility staff
present. EMT-B stated R39 was found in room
alone with her roommate R5. EMT-B stated R39
was halfway lying out of bed upon arrival,
pulseless, not breathing, and in cardiac arrest.
EMT-B stated R39's O2 nasal cannula prongs
were In her nares and portable oxygen tank set to
2L; however, the tank was completely empty and
not administering any oxygen flow. EMT-B stated
R39 skin was very warm to touch yet so she had
clear clinical signs she had recently went into
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cardiac arrest. EMT-B stated he ran to hallway
and yelled for help to get nursing staff to come to
R39's room. EMT-B stated three facility staff
arrived to R39's room at the same time. EMT-B
stated he immediately gave them three things to
find as soon as possible which included: a bag
valve mask to resuscitate R39, verify code status,
and find oxygen immediately. EMT-B stated
facility staff brought in an oxygen concentrator
Instead of a portable oxygen tank which was
unable to deliver high flow oxygen to R39. EMT-B
stated they were unable to adequately ventilate
R39 until their EMT supervisor showed up in the
chase car. EMT-B stated they administered 1
milligram epinephrine and fluids, but R39
remained in a non-shockable rhythm per AED.
R39 was pronounced dead at 6:40 a.m. EMT-B
stated, "there was no reason why this patient had
to die the way she died without giving her a
fighting chance; she died alone by herself.”

During an interview on 5/2/7/22, at 9:44 a.m.
RN-E stated she was called by RN-C on 5/24/22
at approximately 5:95 a.m. to 6:10 a.m. to assist
her with hospital transfer paperwork. RN-E stated
she asked how R39 was doing and RN-C stated,
"she's stable and okay with her O2 saturation
being 88%." RN-E stated RN-C communicated
R39 was on O2 2L nasal cannula with O2
saturations at 93% after R39 laid back in bed.
RN-E stated RN-C was at 2nd floor nurses station
when she arrived to floor. RN-E stated she
printed off R39's hospital transfer paperwork and
returned to 3rd floor as the dayshift nurse, LPN-A,
was already on shift. RN-E stated that RN-C
confirmed R39 "was fine at the time and she just
wanted to send R39 to the hospital." RN-E stated
If a resident were to have a change in condition,
she would call for a NA for assistance or use the

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:519H11 Facility ID: 00953 If continuation sheet Page 15 of 112



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

PRINTED: 08/1//2022
FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

245184

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING COMPLETED

C
B. WING 05/27/2022

NAME OF PROVIDER OR SUPPLIER

ROCHESTER EAST HEALTH SERVICES

STREET ADDRESS, CITY, STATE, ZIP CODE
501 EIGHTH AVENUE SOUTHEAST
ROCHESTER, MN 535904

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 634

Continued From page 15

Intercom system in the resident's room to ask
facility staff for help.

During an interview on 5/27/22, at 12:40 p.m.
DON stated her concern regarding nurses not
noticing a change in cardiopulmonary condition
and staying with a resident who was in distress
could result in rapid decline. DON confirmed
there Is a portable phone at the nurses desk for
use. DON stated she could not remember or
confirm iIf RN-C checked R39's pulse or count
respirations.

The |J was removed on 5/27/22, at 1:35 p.m.
when It could be verified the acceptable plan of
correction was implemented which included:
-Applicable policies were reviewed

-Nursing staff were provided with re-education
regarding identification of change in condition,
cardiopulmonary assessments and
sighs/symptoms of distress, CPR, shift to shift
monitoring of resident condition when change Is
Identified, and direct supervision of residents
when displaying significant sighs and symptoms
of decline in health that could result in a code
event.

-Like residents were identified and assessed by
licensed nursing staff.

-An auditing system developed and implemented.

The facility policy titled Change of Condition of
the Resident (Observing, Recording, and
Reporting) dated December 2016, indicated to
observe, record, and report any condition change
to the physician so proper treatment can be
Implemented.

-Change of condition refers to a deviation from
the patient/resident’'s baseline in physical,
cognitive, behavioral, or functional domains. This

F 684
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change can be negative or positive. The change
of condition may be short lived or extend for a
period of time and presents as a shift from the
norm for that specific patient/resident.

-An acute change of condition refers to a sudden,
clinically important deviation from a
patient/resident’s baseline in physical, cognitive,
behavioral, or functional domains. It is clinically
Important in that without intervention, the
patient/resident may experience complications.
-Assess the resident's need for immediate
care/medical attention. (CNA'S to notify nurse,
nurse to notify supervisor, etc.) Provide
emergency care as needed.

-Do not leave resident alone. Ensure resident's
safety.

-Assess the resident and notify the attending
practitioner of the resident's condition. Compare
the resident's condition. Compare the resident's
current condition to his/her prior level of
functioning.

-Assessment, monitoring, and documentation
Include, but are not limited to the following: vital
signs, oxygen saturation, blood glucose level,
personality/behavioral/cognitive changes,
alteration in level of consciousness/ability to
respond, sensory weakness/change,
generalized/localized weakness,
gait/posture/balance change, dyspnea/irregular
breathing.

-Monitor resident's condition frequently until
stable or transported to higher level of care, if
needed.

The facllity policy titled Cardiopulmonary
Resuscitation (CPR) dated June 2017/, indicated
to restore breathing and blood circulation to
someone experiencing cardiac arrest.

-CPR (Cardiopulmonary resuscitation) that is
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done improperly or on a resident whose heart is
still beating can cause serious injury.

The facility policy titled Charting and
Documentation dated December 2016, indicated
services provided to the resident, or any changes
In the resident's medical or mental condition, shall
be documented In the resident's medical record.
-Incidents, accidents, or changes in the resident's
condition must be recorded.

F 686 Treatment/Svcs to Prevent/Heal Pressure Ulcer F 6386 7111/22
SS=H | CFR(s): 483.25(b)(1)(1)(i1)

§483.25(b) Skin Integrity

§483.25(b)(1) Pressure ulcers.

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

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

This REQUIREMENT 1s not met as evidenced

by:

Based on observation, interview, and document F-686 (H)

review the facility failed to prevent pressure ulcers

development or deterioration and promote R3, R4, R5, R11, R41, R42 & R43
healing by failing to follow physician ordered reviewed for weekly comprehensive
treatments, follow the care plan, and ensure wound assessments, wound team follow
comprehensive assessments and monitoring up, treatments, and care planning by
pressure for 7 of 7 residents (R3, R4, R11, R41, Director of Nursing and/or Designee by
R43, R42, RS) reviewed for pressure ulcers. The 07/11/22.

facility's system failures resulted in actual harm
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for 5 of 7 residents (R3, R4, R11, R41, R43)
when new ulcers developed and/or worsened.
The deficient practice has the potential to effect
all residents in the facility that are at risk for
pressure ulcers.

Findings include:

Pressure Ulcer/Injury (PU/PI) is localized
damage to the skin and/or underlying soft tissue
usually over a bony prominence or related to a
medical or other device. A pressure injury will
present as intact skin and may be painful. The
appearance will vary depending on the stage and
may be painful. The injury occurs as a result of
Intense and/or prolonged pressure or pressure In
combination with shear.

Stage 1 Pressure Injury: Non-blanchable
erythema of intact skin Intact skin with a localized
area of non-blanchable erythema (redness). In
darker skin tones, the Pl may appear with
persistent red, blue, or purple hues. The
presence of blanchable erythema or changes In
sensation, temperature, or firmness may precede
visual changes.

Stage 2 Pressure Ulcer: Partial-thickness skin
loss with exposed dermis Partial-thickness loss of
skin with exposed dermis, presenting as a
shallow open ulcer. The wound bed is viable, pink
or red, moist, and may also present as an intact
or open/ruptured blister. Adipose (fat) is not
visible and deeper tissues are not visible.
Granulation tissue, slough and eschar are not
present.

R3's admission record identified an admit date of

Center residents to have full body skin
assessments completed and if skin
Impairments present reviewed for weekly
comprehensive wound assessments,
treatments, and care planning by Director
of Nursing and/or Designee by
07/11/2022. Wound Discovery
Checklist/Packet initiated by 0/7/11/2022
that allows staff to utilize a checklist
approach to ensure proper actions are
taken for residents upon discovery of a
new wound. Wound team to be appointed,
routine day for weekly comprehensive
wound assessments to be implemented
and wound rounds to be initiated no later
than 0//11/2022. Additionally, wounds are
observed during treatments and cares
daily. Supplies for wound care were
moved to nursing units to allow easy
access for nursing staff and supplies are
Inventoried and ordered by the HR
designhee with back up by the executive
director or director of nursing.

Nursing Staff re-educated by Director of
Nursing and/or Designee skin/wound
protocols to include; identification,
documentation, comprehensive wound
assessment, treatments,and intervention

Implementation and care planning by
07/11/2022.

The director of nursing will complete
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9/3/20, with diagnoses that included apraxia
(difficulty with skilled movements even when a
person has the ability and desire to do them),
following a cerebral infarction (ischemic stroke),
and neuromuscular dysfunction of the bladder.

R3's quarterly Minimum Data Set (MDS)
assessment dated 5/12/22, indicated that R3 had
moderately impaired cognition, required
supervision with eating and locomotion, extensive
assist of one staff with all other activities of daily
living (ADL)'s, and used a walker and wheelchair
for mobility. Also noted to be frequently
Incontinent of bladder, and always incontinent of
bowel. Section M indicated R3 was at risk for
pressure ulcer development. No pressure ulcers
Identified, does note moisture associated skin
damage (MASD). Pressure reducing device for
chair and bed, nutrition/hydration intervention to
manage skin problems. Also identified
application of nonsurgical dressings other than to
feet and applications of ointment/medications
other than to feet.

R3's care plan prior to 5/26/22, lacked a focus,
goal and interventions pertaining to skin
concerns. On 5/26/22, the care paln was
updated to indicate R3 had actual skin integrity
break and/or pressure sore, chronic non pressure
wound on buttock, interventions to assess and
measure all skin integrity areas per policy,
monitor and report any new open areas, draining,
or pain to nurse immediately, provide treatment to
wound per current treatment order. Interventions
do not include, repositioning or offloading
pressure ulcers per current NP orders. R3's
tolleting care planned interventions included to
tollet upon rising, before and after meals, at
bedtime and as needed.

F 686

audits of compliance with weekly
comprehensive skin assessment for five
residents weekly for four weeks, audits of
weekly comprehensive wound
assessment for flve wounds weekly for
four weeks, and observation of completion
of wound treatments three times weekly
for four weeks. Results of audits will be
submitted to the QAPI committee for
review and recommendations.
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R3's weekly skin review dated 4/3/22, and 4/9/22,
Indicated no concerns to skin on buttocks. On
4/16/22, indicated redness to bilateral butt
cheeks.

R3's progress note dated 4/1//22, indicated R3
was developing a new pressure ulcer at the
coccyx region of her buttocks.

R3's nurse practitioner (NP) progress noted dated
4/18/22, did not indicate any sacral redness.

R3's progress note dated 4/20/22, indicated R3
had a moisture associated bilateral buttock injury.

R3's Treatment Administration Record (TAR)
dated April 2022, indicated an order on 4/30/22,
to cleanse wound on buttocks with normal saline
(NS) and pat dry. Apply hydrogel to open areas.
Cover open areas with a border foam dressing
after applying the cream.

R3's weekly skin review dated 5/2/22, indicated
redness and open moisture associated skin injury
(MASI) to sacrum.

R3's NP progress note dated 5/3/22, indicated R3
had an area to her sacral coccygeal (located near
the tailbone) that was non-blanchable, nontender,
erythema (redness). This would be indicative of a
stage 1 pressure ulcer (Intact skin with non-
blanchable redness of a localized area usually
over a bony prominence). Assessment and plan
Indicated, closely daily monitor wounds, looking
for signs and symptoms of infection and to
continue with current orders.

R3's weekly skin review, dated 5/8/22, indicated
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redness and open area, the site and type of
Impairment was not assessed.

R3's NP progress note dated 5/10/22, indicated
skin excoriations noted on bilateral buttocks, no
open lesions present. New order: apply hydrogel
to open areas on bilateral gluteal wounds, apply
3M barrier spray to surrounding skin, then cover
with a foam border dressing. Change dressing
daily and as needed if soiled. Encourage
frequent repositioning when seated on the
recliner or laying in bed.

R3's TAR for May 2022, indicated a new order on
9/11/22: cleanse wound on buttocks with NS and
pat dry. Apply hydrogel to open areas. Apply 3M
barrier spray to surrounding skin, then cover open
areas with a border foam dressing every dayshift
for skin breakdown.

R3's NP progress note dated 5/17/22, indicated
R3's wounds to her buttocks have significantly
Improved, no signs and symptoms of infection
noted today. Opened areas on right buttock have
completely scabbed over, left buttock is healing
gradually, will continue with current plan of care.
Nursing to ensure that R3's buttocks are
separated apart prior to applying foam dressing to
minimize the chances of moisture buildup.

R3's progress note dated 5/22/22, indicated when
given a bath, a stage 1 pressure ulcer noted to
COCCYX.

Review of R3's record identified there were no
further weekly comprehensive skin assessments
after 5/8/22 completed by facility registered
nurses. Review of R3's record also did not
identify root cause of the skin break down nor an
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assessment/evaluation of the effectiveness of the
care plan interventions.

During an observation and interview on 5/24/22,
6:4/ a.m. R3 was noted to be walking
Independently down the hallway towards the
dining area, with her red four-wheeled walker.

During observation and interview on 5/26/22, at
11:20 a.m. R3 was seated in her recliner in her
room. R3 was transferred to bed. RN-B changed
the dressing on R3's coccyx with no complaints of
pain. Left and right buttocks noted to be red with
open areas, the left inner buttock middle area,
measures 1.5 centimeters (cm) x 1.5 cm, distal to
this Is the second open area that measures 0.8
cm x 0.3 cm, and the top open area measures
0.2cmx 0.9 cm. RN-B did not have any border
foam available, she stated when their scheduler
quit, she oversaw ordering the supplies and they
had been out of border foam dressing for a while
now. RN-B used a border gauze dressing
Instead. RN-B verified all 3 open areas are
stage 2 pressure ulcers, and further verified she
was not aware of them. RN-B stated, "| would
expect for dressing changes to be completed as
ordered and for there to be comprehensive
weekly skin assessments to include weekly
measurements of wounds. Aides should be
reporting skin concerns and when a residents
dressing comes off.” RN-B verified that R3's
pressure ulcers had worsened.

R4's admission record identified, an admit date of
9/29/17, with diaghoses that included dementia
without behavioral disturbance, muscle wasting
and atrophy and secondary Parkinsonism.

F 686
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R4's quarterly MDS assessment dated 3/31/22,
Indicated that R4 had severely impaired cognition,
no walking, extensive assist of 2 with toilet use,
total dependence of 1 with eating, hygiene and
locomotion, total dependence of 2 with transfers
and bed mobillity, uses wheelchair for mobility.
Also noted to be frequently incontinent of bowel
and bladder. Section M indicated at risk for
pressure ulcers, no skin concerns, has pressure
reducing device for her chair and bed.
Applications of ointments/medications other than
to feet.

R4's medical doctor (MD) orders indicated the
following: 7/9/20, turn and reposition patient every
2-3 hours during the day and night. 5/11/22,
cleanse wound on coccyx with NS, pat dry. Apply
hydrogel to wound, 3M barrier spray around
wound, let dry then cover with Mepilex border
dressing and change every 2-3 days and as
needed. Initial and date dressing.

R4's care plan dated 1/11/19, indicated she was
skin integrity risk related to impaired mobillity,
coghnition, diabetes and incontinence.
Interventions included barrier cream to buttocks
as needed, encourage to reposition as needed,
float heel s as able, observe skin condition with
cares dally, pressure device on bed and chair,
skin care routinely twice a day. Does not identify
pressure ulcer.

R4's Care Sheet lacks pressure ulcer
Interventions as MD ordered, to reposition every 2
hours and not lay R4 in supine position.

R4's NP progress note dated 4/28/22, identified
R4's pressure injury of sacral region stage 2
measurements were 1.2 cmx 0.7 cm. New
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order: cleanse wound with NS, pat dry entirely,
apply hydrogel to wound, 3M barrier spray around
wound, let dry then cover with Mepilex border
dressing and change every 2-3 days and as
needed. Ensure R3 was not resting in supine
position, assist her to position from side to side.

R4's progress note dated 5/7/22, identified that
Trained Medication Aide (TMA) reported that
there was an open area on R4's coccyx. Area
cleansed, barrier cream applied and R4 was
repositioned. No apparent discomfort noted.

R4's NP progress note dated 5/9/22, identified R4
was evaluated for an open area to her coccyx.
Wound on R4's coccyx seems superficial and Is
beefy red. Pressure injury of sacral region stage
2. Measurements are 2. cm x 0.5 cm. New order:
cleanse wound with NS, pat dry entirely, cover
with foam border dressing (Mepilex border), initial
and date dressing, and change every 3 days and
as needed. Ensure R3 was not resting in supine
position, assist her to position from side to side.

R4's TAR dated May 2022, indicated on 5/11/22,
to cleanse coccyx wound with NS, pat dry
entirely, apply hydrogel to wound, 3M barrier
spray around wound, let dry then cover with
Mepilex border dressing and change every day
shift every 3 days.

R4's weekly skin review, dated 4/1/22, 4/7/22,
4/14/22, 4/28/22, and 5/21/22, all indicated no
skin impairments.

R4's record did not include comprehensive skin
assessments completed by licensed staff. Review
of R3's record also did not identify root cause of
the skin break
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During continuous observation on 5/24/22, at
6:55 a.m. R4 was seated up to the table in the
dining room holding red tubular anticontracture
cushion in both hands. At 8:22 a.m. the director
of nursing (DON) started to assist feeding R4. At:
8:44 a.m. R4 was done eating and continued to
be seated up to the table in the dining room.

During observation and interview on 5/24/22, at
9:10 a.m. NA-C and NP-A assist R4 to bed with
the sit to stand lift. R4's brief was wet and
removed, border dressing on coccyx area was
dated 5/20/22, NP-A removed the dressing.
Coccyx open area was measured 0./ cmx 0.7
cm. NP-Averified the pressure ulcer Is a stage 2,
stated the order for the dressing was to change
every 3 days and will need to be changed to
every other day with the same treatment order.
RN-B began cleansing wound with NS, R4 began
to have a bowel movement. RN-B left the room
and asked NA-C to let her know when she was
done. At 9:32 a.m. RN-B back in the room, was
not observed to wash her hands, applied gloves,
cleansed wound with NS, applied hydrogel with a
Qtip, and sprayed skin protect around the wound,
allowed to dry, and applied 6 x 6 border gauze.
RN-B stated she would normally use border foam
as ordered but stated they were out of border
foam In the facility.

During interview on 5/24/22, at 9:48 a.m. RN-B
stated RN-A put in her notice a couple weeks
ago, she used to be the third-floor unit manager.
RN-B verified that R4's dressing was dated
9/20/22, and verified it should have been changed
yesterday on 5/23/22, per MD orders. After RN-A
left they have been super short staffed, and
stated, "l think the measurements for all the
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wounds up here have kind of fallen off the board.
| think the last time her wound was measured
was May 3rd, It started out with MASD and now
has turned into a stage 2. Wound measurements
should be done weekly to determine if the
treatment plan is effective.”

During observation and interview on 5/26/22, at
10:10 a.m. R4 was transferred to the toilet with
the EZ-stand, there was no dressing noted on her
coccyx area. RN-B measured her wound which
measured 1.2 cm x 0.5 cm. RN-B verified itis a
stage 2 pressure ulcer. RN-B washed wound
with NS, hydrogel to wound, and skin prep around
wound applied, used a 6 x 6 border gauze as the
facility is still out of the foam dressings. Stated
she would normally use the 4 x 4 size. RN-B
verified R4's wound had worsened.

R11's admission record identifled an admit date
of 8/25/21, with diaghoses that included
COVID-19, respiratory failure with hypercapnia,
muscle weakness, cerebral infarction, dementia
with Lewy bodies, and hallucinations.

R11's PPS 5-day MDS assessment dated
9/18/22, indicated that R11 had severely impaired
cognition, no walking, required supervision with
eating and locomotion, extensive assist of one
with locomotion and extensive assist of 2 with
bed mobility, transfers, dressing, toilet use and
hygiene, used wheelchair for mobility. Always
Incontinent of bowel and bladder. |dentified that
R11 Is at risk for pressure ulcers, no current skin
concerns. Pressure reducing device for bed and
chair and application of ointment/medication other
than to feet.
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R11's NP progress note dated 5/12/22, did not
identify any skin issues to her buttocks.

R11's NP progress note dated 5/16/22, follow up
for incontinence associated dermatitis (a type of
MASD). R11 complained of pain/discomfort in
her groin and intergluteal area, stated it was from
her ongoing diarrhea. Nursing reported R11's
bottom Is raw or sore. Appearance appeared so
raw and erythema (red). Current plan, cleanse
patient after each incontinence and apply barrier
cream, apply hydrocortisone (corticosteroid)
cream and clotrimazole (antifungal cream) twice
daily.

R11's NP progress note dated 5/20/22, identified
a visit for COVID infection, no new orders,
diarrhea resolved 2 days ago, and skin was not
assessed. Projected date of R11 coming out of

ISolation was 5/28/22.

R11's NP progress note dated 5/23/22, identified
a follow up visit for COVID infection, identified a
pressure ulcer of sacral region measuring 2 cm X
0.5 cm, open area has good granulation tissue,
new order for sacral dressing, cleanse with NS,
pat dry entirely, apply hydrogel to wound, 3M
barrier spray around wound, let dry then cover
with Mepilex border dressing and change every
day. Initial and date wound.

R11's care plan prior to 5/26/22, lacked a focus,
goal and interventions pertaining to skin
concerns. On 5/26/22, indicated R3 has actual
skin integrity break and/or pressure sore, chronic
non pressure wound on buttock, interventions
assess and measure all skin integrity areas per
policy, monitor and report any new open areas,
draining, or pain to nurse immediately, provide
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treatment to wound per current treatment order.
Interventions do not include, repositioning or
offloading pressure ulcers per current NP orders.
Tolleting assist was not addressed.

R11's SBAR (situation, background, assessment,
response) progress note dated 5/26/22, at 2:43
p.m. R11 noted to have an open area on her
sacrum that measure 2.2 cm x 0.9 cm and an
open area on her right buttock that measures 1.1
cm X 0.6 cm. These are both superficial open
areas. Surrounding skin does look red and
irritated. Areas cleaned with NS and foam and
bordered gauze applied for protection.

R11's medical record lacked weekly skin
assessment nor include comprehensive skin
assessments completed by licensed staff. Review
of R3's record also did not identify root cause of
the skin break down nor an
assessment/evaluation of the effectiveness of the
care plan interventions.

R11's care sheet was requested and not
provided.

R11's TAR requested and not provided.

During interview on 5/26/22, at 10:13 am NA-E
was In R11's room and stated R11 had a bowel
movement, so her dressing got soiled and it was
thrown away. NA-E stated R41 does have a small
crack in her butt crease. RN-B stated there were
no current dressing orders for R11.

During observation on 5/26/22 10:18 am. RN-B
helped assist R11 to her left side while in her bed.
RN-B cleaned gluteal cleft with NS. RN-B verified
R11 has a stage 2 pressure ulcer on right side of
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buttock near fold that measures 1.1 cm x 0.6 cm,
sacralwound is 2.2 cm x 0.9 cm, and small area
of excoriation on left buttock. RN-B stated, "l will
put a gauze dressing on it for right now to cover
the area and will call MD and get an order for a
dressing."

During interview on 5/26/22, 10:20 a.m. RN-B
stated, "l would expect to do doing dressing
changes as ordered and for there to be weekly
skin assessments. Aides should be reporting
when dressings come off." RN-B verified the
pressure ulcer had worsened.

R41's admission record identified an admit date
of 5/3/22, with diaghoses that included
Alzheimer's disease, dementia with behavioral
disturbance, unilateral primary osteoarthritis of
left knee and anxiety disorder.

R41"s admission MDS assessment dated
/17122, indicated that R41 had severely impaired
coghnitive impairment, physical and verbal
behaviors occurred for 4 to 6 days and displayed
other behavioral symptoms not directed towards
others for 1 to 3 days. R41 did not walk, required
extensive assist of 1 with hygiene, extensive
assist of 2 with toilet use, dressing, transfers and
bed mobility and total dependence of 1 with
locomotion and eating. R36 was always
Incontinent of bladder and bowel and no pressure
ulcers identified. At risk for pressure ulcers,
pressure reducing device for bed and wheelchair,
application of nonsurgical dressing and
ointment/medications other than to feet.

R41's MD progress note dated 5/4/22, identified
that R41 had slept the night in his Geri chair (a
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large, padded chair that is cushioned and can
recline, that is designed to help seniors with
limited mobillity).

R41's progress note dated 5/9/22, indicated R41
had VV-shaped redness to his buttocks, no
measurement identified, barrier cream and
nystatin powder applied and covered with a
Mepilex dressing.

R41's NP progress note dated 5/10/22, identified
that R41's wife had concerns about R41 getting
pressure ulcers due to all the time spent in his
Gerl chair. Pressure ulcer stage 1 of sacral
region was noted with a picture. Did not identify a
measurement. New order to apply 3M barrier
spray to skin, air dry and cover with a Mepilex
border. Change dressing every 3 days and as
needed If solled. Initiate frequent positioning, at
least every 2 hours. Ensure to lay down after
breakfast and lunch to offload pressure.

R41's care plan dated 5/16/22, identified R41 at
risk for skin integrity condition or pressure ulcers,
related to impaired mobility, incontinence of bowel
and bladder, and nutritional deficit-malnutrition.
Interventions included: frequent repositioning,
pressure reduction chair cushion and pressure
reduction mattress, avoid friction/shearing while
repositioning and keep resident clean and dry use
barrier cream after good peri-care, also apply
proper incontinent products as indicated. apply
dressing to area as needed. Further identified
R41 to be dependent on staff for toileting and to
offer toileting upon rising, before and after meals,
activities and at bedtime.

R41's progress note dated 5/21/22, at 6:24 a.m.
Indicated R41 slept all night in his Geri chair.
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R41's progress note, SBAR dated 5/26/22, at
2:11 p.m. indicated R41 had his dressing
changed to his buttocks and a superficial open
area measuring 1.8 cm x 0.7 cm just to the left of
his sacrum. SKin surrounding the open area was
red but was blanchable. Area cleansed with NS,
foam dressing and bordered gauze applied,
please assess and determine if new orders need
to be initiated for this new finding.

R41's weekly skin review assessments were
completed on 5/4/22, 5/18/25 and 5/24/22, and
Indicated no skin concerns.

Review of R3's record also did not identify root
cause of the skin break down nor an
assessment/evaluation of the effectiveness of the
care plan interventions.

During continuous observation on 5/24/22, 6:55
a.m. R44 was noted to be well groomed and
dressed seated up to the table for breakfast. At
/.52 a.m. R41 remained seated in his Geri chair
In the dining room near the window. At 8:22 a.m.
the DON noted to be assisting R41 with eating.
At 8:44 a.m. R41 continued to be seated up to the
table in the dining room overlooking the window.
At 9:45 a.m. R41 remained seated in the same
spot looking out the window. At 10:33 a.m. R41
remained in the dining room in his Geri chair, no
one had offered to reposition or toilet R41.
Tolleting and repositioning record indicate he was
tolleted and repositioned on 5/24/22, at 5:59 a.m.
and again at 12:17 p.m. 6 hours without being
offered toileting or repositioning.

During interview on 5/24/22, at 7:06 a.m. NA-C
stated, "We are severely short staffed, | don't get
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to reposition the residents or potty them timely.
For example, R41 came here about three weeks
ago, by Monday he already had a sore on his
bottom that opened up, he literally sits in that
chair all the time."

During observation on 5/26/22, at 8:54 a.m. R41
was noted to be seated in his Geri chair in the
dining room with his breakfast tray in front of him.

During observation and interview on 5/26/22, at
11:08 a.m. NA-E and NA-J assisted R41 to the
tollet via ez-stand, RN-B assessed R41's
buttocks and noted an open area measuring 1.8
cm X 0.7 cm just to the left of his sacrum. RN-B
verified this was a stage 2 pressure ulcer. Skin
surrounding the open area was red but
blanchable. Area cleansed with NS, foam
dressing and bordered gauze applied. RN-B
stated she would contact the doctor for dressing
order, stated she was not aware he had a
pressure ulcer and verified the last mention of his
wound to buttocks was reddened on 5/9/2,2 and
verified his wound had worsened.

During interview on 5/26/22, at 11:20 a.m. NA-J
verified R41 had not been offered toileting or
repositioning since he got up in his chair at 5:39
a.m.

R43's admission record identified an admit date
of 6/7/17, with diaghoses that included Paranoid
schizophrenia, dementia with behavioral
disturbance, left knee arthritis and cervicalgia.

R43's quarterly MDS assessment dated 4/8/22,
Indicated that R43 had moderately impaired
coghnition, no walking, supervision with eating,
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extensive assist of 1 with locomotion and
extensive assist of 2 with toilet use, hygiene,
dressing, transfer and bed mobility, uses
wheelchair for mobility. Also noted to be
frequently incontinent of bowel and bladder and
no pressure ulcers identified. At risk for pressure
ulcers, pressure reducing device for bed and
wheelchair, application of honsurgical dressing
and ointment/medications other than to feet.

R43's MD orders dated 5/7/22, indicated to apply
Mepilex to coccyx area every day to prevent skin
break down. Offload from chair every 3 hours
document refusal.

R43's MD notes were asked for and not provided.

R43's care plan dated 6/21/17, identified R43 is at
risk for skin integrity break related to impaired
mobility, and bowel and bladder incontinence.
Interventions included to lay resident down in bed
after meals to offload buttocks, provide treatment
to wound per current treatment order, assess and
observe wounds for signhs and symptoms of
Infection with each dressing change, report
negative findings to the physician. For toileting
provide incontinence care/perineal care after
each incontinent episode. Use barrier cream
each time.

April 2022 skin assessments were completed
weekly and identified no skin concerns

R43's weekly skin assessments dated 5/3/22,
Identified a pink coccyx-barrier cream applied.

On 5/10/22, assessment showed reddened
coccyx applied barrier cream, 5/17/22 and
9/25/22 skin assessments do not identify any skin
concerns.

F 686
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R43's TAR dated 5/10/22, indicated an order to
apply Mepilex to coccyx area every day to prevent
skin break down every evening shift every 3 days.
Offload from chair every 3 hours document
refusal.

R43's toileting and repositioning documentation
was reviewed for 5/24/22, and was noted to have
assist at 5:599 a.m. 1:59 p.m. and 9:38 p.m.

During observation on 5/24/22, at 6:47 a.m. R43
was noted to be seated up to the table in the
dining room. At 10:33 a.m. remained seated In
the dining room was not offered toileting or
repositioning during this period of time.

During interview on 5/24/22, at 7:06 a.m. NA-C
stated, "\We are severely short staffed, | don't get
to reposition the residents or potty them timely.
For example, we have lots of pressure ulcers on
this unit within the last few weeks that just
happened because we have been running such
short staffed. There are four residents that | can
think of [R3, R4, R41 and R42]. Itis from not
enough staff so we can't reposition them, toilet
timely, several are two person transfers, and they
are all incontinent.”

During observation on 5/26/22, at 10:41 am. R43
was transferred to the toilet with an ez-stand, a
bordered foam dressing dated 5/14/22, was
found on her lower back, underneath dressing
skin was clean and intact on lower back. RN-B
was not sure why the dressing was there and
verified there were no orders for it. RN-B
assessed buttocks and found a stage 2 pressure
ulcer that measured 0.4 cm x 0.2 cm, verified it Is
stage 2 pressure ulcer and stated, "l will put
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some zinc cream on it and write up an sbar for
the doctor so we can get a dressing ordered.”

During interview on 5/26/22, at 4.01 p.m. DON
was asked when R41's first skin issue was and
DON was not aware of one. \When told DON that
R41 had a 1.8 cm x 0.7 cm, stage 2 pressure
ulcer to left upper buttock that RN-B verified and
measured. DON stated, "Our company says we
are not allowed to stage a pressure ulcer, we are
to notify the provider and they are the ones that
will diagnose it". DON could not find any
pressure ulcer in the medical record, when asked
about R3, R4, R11, R42 and R43, stated she will
have to check. DON was notified that there were
continuous observations done on 5/24/22, for R4,
R41, and R42 and they were not moved out of
their wheelchairs for almost 4 hours, not
offloaded, toileted, or repositioned. DON stated
her expectation is to offer toileting, repositioned
and offloaded per the care plan, especially when
they are at risk for pressure ulcers. DON stated
they have been short staffed since RN-A abruptly
quit. WWhen asked who took over the unit
manager for 3rd floor, DON stated, well me and
RN-B are trying to.

During interview on 5/2/7/22, at 11:08 a.m. DON
Indicated the facility has been severely short
staffed. DON stated when RN-A (who was the
third-floor unit manager) quit on 5/6/22, was when
the staffing got bad. DON stated, "\WWe have no
maintenance staff, no social worker, no unit
manager for third floor, no scheduler, and our
MDS coordinator is out with COVID, so | am
having to fill it all.™ DON verified they have not
hired a replacement for third floor manager and
verified no one has been doing the third-floor
managers job which includes the RN
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assessments, falls, wound assessments, and
care plan updating.

R42's admission record identified, an admit date
of 1/11/19, with diaghoses that included
Alzheimer's disease, dementia, and spinal
stenosis.

R42's quarterly MDS assessment dated 3/7/22,
Indicated that R42 had severely impaired
cognition, no walking, extensive assist of one
staff with dressing, extensive assist of 2 staff with
bed mobility, total dependence of 1 staff with
locomotion, hygiene and eating, total dependence
of 2 with transfers, uses wheelchair for mobility.
R42 was frequently incontinent of bladder and
bowel and no pressure ulcers identified. At risk
for pressure ulcers, pressure reducing device for
bed and wheelchair, application of nonsurgical
dressing and ointment/medications other than to
feet.

R42's NP progress note dated 5/6/22, identified
new wound measurements from 4/29/22, were
0.7cmx 0.5 cm x 0.1 cm to intergluteal cleft.
Current measurements are2.1cmx 1 cmx 1 cm
and distal pinpoint 0.3 cm 0.3cm open area. New
order Intergluteal Cleft, cleanse with normal
saline or wound cleanser. Pat dry and apply
Hydrogel to open areas and then 3 M barrier
spray to surrounding skin, then cover with foam
border dressing. Initial and date dressing.
Change every other day and PRN when solled.
Ensure skin is always dry. Ensure patient is
repositioned every 2 hours to offload pressure.

R42's NP progress note dated 5/13/22, identified
wound measurements 2.1cmx 1 cmx 1 cm and
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distal pinpoint 0.3 cm 0.3cm open area. New
order Intergluteal Cleft, cleanse with normal
saline or wound cleanser. Pat dry and apply
Hydrogel to open areas and then 3 M barrier
spray to surrounding skin, then cover with foam
border dressing. Initial and date dressing.
Change every other day and PRN when soiled.
Ensure skin Is always dry. Ensure patient is
repositioned every 2 hours to offload pressure.

R42's MD Orders dated 5/13/22, indicated,
Intergluteal Cleft, cleanse with hormal saline or
wound cleanser. Pat dry and apply Hydrogel to
open areas and then 3 M barrier spray to
surrounding skin, then cover with foam border
dressing. Initial and date dressing. Change every
other day and PRN when soiled. Ensure skin is
always dry.

R42's NP progress note dated 5/23/22, identified
wound measurements from 4/29/22 were 0.7 cm
X 0.5 cmx 0.1 cm to intergluteal cleft and 2.1 cm
X 1 cm x 1 cm and distal pinpoint 0.3 cm 0.3cm
open area. Continue with current orders and will
follow up in 1 week on 6/1/22.

R42's care plan reviewed and indicated the
potential for developing skin alterations due to
resistance with bathing and cares from
caregivers, often refuses baths and will refuse am
and pm cares, interventions included Inform the
resident/family/caregivers of any new area of skin
breakdown, monitor dressing to ensure it is intact
and adhering. Report lose dressing to Treatment
nurse, Weekly treatment documentation to
Include measurement of each area of skin
breakdown's width, length, depth, type of tissue
and exudate. For toileting the intervention is to
check resident before and after meals and prn for
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Incontinent episodes.

R42's Care sheet identified R42 needed
mechanical assist of 2 with transfers and did not
Identify repositioning and pressure ulcers.
Tolleting should be offered every am and hs and
before and after meals.

During observation on 5/24/22, at 6:47 a.m. R42
was noted to be seated up to the table in the
dining room.

During observation on 5/26/22, at 8:06 a.m. R42
was seated in her Broda chair up to the table In
the dining room.

During observation on 5/26/22, at 8:54 a.m. R42
was seated In her Broda chair dressed in blue,
has a blanket on her lap, with mask on and her
eyes closed, she Is seated up to the table.

During observation and interview on 5/26/22, at
9:33 a.m. R42 is transferred to the toilet with
EZ-stand, R42 is noted to not have a dressing on
her buttocks. RN-B measures the wound 0.3 cm
X 0.6 cm gluteal cleft wound, stage 2. RN-B
verified she was not using the correct dressing as
they had run out of supplies, verified she was
using a 4 x4 derma foam and 6 x 6 bordered
gauze.

R5's quarterly MDS dated 3/26/22, indicated RS
did not have cognitive impairment and did not
display signs of delirium (temporary mental state
characterized by confusion and anxiety) or
rejection of cares. The MDS identified RS had
diagnoses including paraplegia, diabetes mellitus
(DM), and complex regional pain syndrome. The
MDS further indicated RS required extensive
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assistance from staff for bed mobillity, toilet use,
and personal hygiene, and total dependence with
transfers and dressing. The MDS identified RS
was at risk for pressure ulcers and did not have
Impaired skin integrity.

R5's physician orders for skin care included:
-Reposition and check for dryness and change as
needed when awake every two hours (start date
2/28/20).

-Cleanse with normal saline or wound cleanser,
pat dry, apply petroleum-based barrier cream to
skin twice daily and after incontinence episodes
(start date 4/25/22).

-Right buttock: Cleanse with normal saline or
wound cleanser, pat dry. Spray surrounding skin
with 3M barrier spray, then cover small open area
with foam border dressing (Mepilex border). Initial
and date dressing. Change daily and as needed
(start date 5/2/22).

RS's bowel and bladder care plan dated 6/21/17,
Indicated RS had an alteration in elimination
related to impaired mobility, history of urinary tract
Infections, urinary incontinence, Crohn's disease,
and ileostomy. R3's goal was to be clean, dry,
and odor free daily with staff assistance. R5's
Interventions to obtain her goal included keep
resident clean and dry, use barrier cream after
Incontinent episodes, good peri-care, and apply
Incontinent products as needed. R5's ADLs
Indicated RS had impaired mobility and was not
ambulatory. The care plan directed staff to
provide daily hygiene and grooming every day
and as needed, reposition every two hours
between 5:00 a.m. and 11:00 p.m. (with
Interrupted sleep when possible). RS's care plan
iIdentified RS was at risk for impaired skin integrity
related to impaired mobility, urinary incontinence,
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and history of pressure ulcer (PU); RS's goal was
to maintain intact skin integrity. Associated
Interventions included head to toe assessments
by licensed nurse performed weekly, conduct
pressure Injury skin assessments, inspect skin
with cares and report reddened areas, rashes,
bruising and/or open areas to charge nurse,
assist with turning and repositioning every two to
three hours and per patient request (directs own
cares).

R5's record including skin
assessments/evaluations were reviewed between
4/1/22 and 5/26/22. The record consistently
lacked evidence of monitoring, accurate
comprehensive skin assessments that identified
type of wound, specific location, description of
wound and surrounding skin integrity,
measurements, causal factors, analysis of
effectiveness of interventions, and
development/implementation of new interventions
and/or care plan revision.

RS's progress note dated 4/1/22, at 5:07 p.m.
Included SBAR - Change in Condition to medical
provider which indicated R3S left buttock wound
remains open. Measuring 1.5-centimeter (cm) x 1
cm X 0.1 cm, bleeds with care. Barrier ointment
applied with incontinence care and hygiene cares.
Resident on an alternating air mattress. Consider
other treatment option for buttock wound.

R5's progress note dated 4/4/22, at 11:14 a.m.

Included SBAR indicated per provider, continue
protectant ointment on buttock and left buttock

skin breakdown with hygiene and incontinence

care.

R5's Weekly Skin Review dated 4/7/22, identified
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RS had open area on left buttock. No other
Information was provided.

RS's Weekly Skin Review dated 4/14/22, included
RS had open area on coccyx from moisture
assoclated skin damage (MASD inflammation of
the skin and erosion from prolonged exposure to
moisture and its contents). No other information
was provided.

R5's Weekly Skin Review dated 4/21/22,
identified RS had open area on left buttock from
moisture associated skin infection (MASI). No
other information was provided.

RS's record lacked skin assessment between
4/21 and 5/5/22.

RS's Weekly Skin Review dated 5/5/22, identified
RS had open area on right buttock which was
followed by weekly by wound tracker. No other
Information was provided.

RS's skin assessment dated 5/6/22, indicated RS
acquired MASI on 2/5/22 which measured 1.0 cm
X 0.9 cm x 0 cm; R5's medical practitioner was
notified that area was closed with no open skin
and to continue to monitor and apply barrier
cream as needed. It was not evident in R5's
records the open area identified on 5/5/22 was
the same one identified on 2/5/22 or if the open
area on the right buttock had improved/healed at
the time the provider was notified on 5/6/22.

RS's record lacked skin assessment between 5/6
and 5/19/22.

R5's Weekly Skin Review dated 5/19/22,
Indicated RS had redness on right buttock. No
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other information was provided.

RS's progress note dated 5/25/22, at 1:39 p.m.
Indicated the nurse was unable to complete
dressing change for right buttocks but would pass
on If able to.

RS5's Weekly Skin Review dated 5/26/22, RN-D
documented RS had redness on coccyx.

R5's TAR dated April and May 2022, identified
R5's wound care treatment to right buttocks was
not completed on 4/18/22 dayshift, 4/25/22
evening shift, 5/4/22 dayshift, and 5/20/22
dayshift.

During a continuous observation that began on
5/24/22, at 6:50 a.m. and ended at 10:50 a.m.
Included:

-At 6:50 a.m., RS observed from hallway to be
lying In bed by window behind pulled privacy
curtain.

-At 6:54 a.m., a staff member wearing royal blue
scrubs entered R5's room and heard providing
conversation to RS briefly and then proceeded to
remove crash cart from shared room.

-At 6:58 a.m., RS observed lying in bed supine.
RS stated she had not been turned/repositioned
or toileted since 5:00 a.m. RS stated her
Incontinence brief was soiled with urine.

-At 8:30 a.m., R3's head of bed (HOB) elevated
to 45 degrees when staff member delivered
breakfast tray to room. Staff member did not turn
or reposition and/or offer toileting/brief change.
-At 8:45 a.m., RS stated she has not been turned
or repositioned off her buttocks and remained In
wet incontinence brief.

-At 8:50 a.m., director of nursing entered R3's
shared room with family of R39.
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-At 9:36 a.m., licensed practical nurse (LPN)-A
administered R5's morning medications. RS
observed on an alternating pressure mattress in
bed with HOB at 45 degrees. RS stated she has
not been repositioned off buttocks or incontinence
brief changed since 5:00 a.m.

-At 10:20 a.m., nursing assistant (NA)-B
observed entering R5's room with new linens and
hospital gown. NA-B completed R5's bed bath
and changed linens and re-dressed RS with a
new gown. NA-B changed R3's incontinence brief
which was saturated with urine. NA-B stated she
had to go get the floor nurse to change R5's
treatment dressing on her buttocks as aides were
unable to complete that task.

-At 10:44 a.m., LPN-A described area as a small
reddened, opened area. LPN-A observed
cleansing R5's wound with saline bomb and clean
sterile 4x4 gauze; however, failed to apply 3M
barrier spray to area prior to applying new
Mepilex dressing to right lower buttocks/upper
thigh area. LPN stated this has been the only
open wound on RS since the MASI developed.
LPN-A was not able to articulate if the open area
was related to pressure and/or what caused the
open area. LPN-A stated RN-B documented
weekly wound measurements every Thursday on
residents. LPN-A and NA-B boosted RS up In
bed, applied pillows under right side of back and
bottom, applied pillow under heels and head, and
then elevated HOB.

-At 10:50 a.m., NA-B stated R5 was not on a
repositioning or toileting schedule and RS told
staff when she wanted to be changed or turned.
NA-B was not able to articulate R3's care plan for
turning/repositioning schedule.

During an observation and interview on 5/25/22,
at 10:59 a.m. NA-O observed completing R3's

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:519H11 Facility ID: 00953 If continuation sheet Page 44 of 112



PRINTED: 08/1//2022

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
245184 B. WING 05/27/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

501 EIGHTH AVENUE SOUTHEAST

ROCHESTER EAST HEALTH SERVICES ROCHESTER, MN 55904

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 686 Continued From page 44 F 686

bed bath and applied barrier cream to R5's
bottom prior to applying clean incontinence brief.
NA-O stated she had to go get LPN-Ato apply
new Mepilex to R5's wound on bottom; however,
NA-O returned to room and stated LPN-A was on
break. NA-O repositioned RS onto left side and
used a pillow to elevate heels. NA-O stated RS
was on every two hour reposition and toileting
schedule from 5:00 a.m. to 11:00 p.m. NA-O
stated RS did not reject cares during the day, but
RS liked to have uninterrupted sleep during the
night.

During the observation the nurse did not measure
the wounds and R35's record lacked evidence the

wounds that were observed on 5/25/22 had been

comprehensively assessed.

When Interviewed on 5/26/22, at 9:05 a.m. RS
stated her call light was on from 7:40 a.m. until
9:00 a.m. as she needed to be boosted up in bed
and had to lay Iin the same position until staff
responded. RS stated facility staff did not
check/change for toileting or reposition her every
two hours as they should. RS stated she laid In
wet incontinence brief for extended periods of
time and has complained to NA's and nurses,
however, nothing has ever gotten done about it.
RS stated staffing has been a concern even prior
to the Covid-19 pandemic at facility, however, it
had worsened since then. RS stated facility hired
pool agency staff but they did not seem to care
and the care was considerably worse when they
were on duty. RS stated she waited extended
times just to receive water to drink. RS stated the
sore on her buttocks had come and go for nearly
one year and it got red and sore.

When interviewed on 5/27/22, at 12:40 p.m. DON
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stated expectation for NA's and nurses to follow
plan of care as written and to provide
turning/repositioning/toileting as ordered. DON
stated she expected staff to have completed a
task If it was charted as completed in medical
record; DON expressed concern if staff were
falsely documenting. DON expressed reviewed
RS's record and confirmed the lack of
comprehensive skin assessments and stated
expectation for staff to follow the skin care
policies/procedures.

The facility policy titled Pressure and
Non-pressure Injuries dated 8/2/21, indicated this
center will complete a comprehensive
assessment to identify risk factors for the
development of pressure injuries and put in place
measures intended to achieve the goal of
prevention of pressure injuries in our residents.
For those residents admitted with, or who
subsequently developed a pressure Injury or
Impaired skin integrity, they will receive care,
treatment, and services that seek to promote
healing, prevent infection, and prevent further
development of pressure injuries/impaired skin
Integrity.

-A head-to-toe body evaluation will be completed
on every resident upon admission/readmission
and will be documented on the
Admission/Readmission Evaluation UDA.
-Initiate the Pressure Injury Weekly Tracker UDA
- one per wound.

-Ensure primary care physician (PCP) Is aware of
wounds/location of wounds and current treatment
orders.

-Ensure appropriate treatment orders for each
wound area, as needed.

-Ensure resident/responsible party is aware of
wounds and current treatment plan.

F 686

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:519H11

Facility ID: 00953 If continuation sheet Page 46 of 112




PRINTED: 08/1//2022

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
245184 B. WING 05/27/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

501 EIGHTH AVENUE SOUTHEAST

ROCHESTER EAST HEALTH SERVICES ROCHESTER, MN 55904

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 686 Continued From page 46 F 686

-Initiate the baseline plan of care related to
current skin status and skin risk level.

-Complete a head-to-toe skin check and
document findings on the Skin Review - Weekly
NSHC UDA.

-Assess current wounds at least every seven
days, or more frequently as needed (e.g., decline
In wound, presence of infection, wound healed). If
a wound fails to show some evidence of progress
toward healing within 2-4 weeks, the area and the
resident’'s overall clinical condition should be
reassessed. Re-evaluation of the treatment plan
Includes determining whether to continue or
modify the current interventions. Results may
vary depending on the resident's overall condition
and interventions/treatments used. The
complexity of the resident's condition may limit
responsiveness to treatment or tolerance for
certain treatment modalities. The clinicians, If
deciding to retain the current regimen, should
document the rationale for continuing the present
treatment to explain why some, or all, of the
plan’'s interventions remain relevant despite little
or no apparent healing.

F 689 Free of Accident Hazards/Supervision/Devices F 689 7111/22
SS=E | CFR(s): 483.25(d)(1)(2)

§483.25(d) Accidents.

The facility must ensure that -

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

§483.25(d)(2)Each resident recelves adequate
supervision and assistance devices to prevent

accidents.

This REQUIREMENT Is not met as evidenced

by:

Based on observation, interview, and document R33, R36, R3, R1, R24 & R41 falls and
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review the facility failed to ensure fall program
protocols were implemented resulting in system
fallure. The system failures included, failing to
ensure completed comprehensive assessments,
Identification of causal factors and probable root
cause, and development and implementation of
Interventions that would prevent and/or mitigate
the risk of re-current falls and injury. In addition,
the facility failed to complete post-fall neurological
assessments in accordance with the facility's
policy and failed to ensure interdisciplinary
Involvement process for 6 of 6 residents (R33,
R36, R3, R1, R24, R41) reviewed for falls. This
had the potential to affect all residents who are at
risk for falls residing in the facility.

Finding include

R33's admission record identified diagnoses that
Included Alzheimer's disease, dementia, selzures,
wedge compression fracture of first lumbar, and
unspecified sensorineural hearing loss.

R33's quarterly Minimum Data Set (MDS)
assessment dated 4/9/22, indicated that R33 had
moderately impaired cognition, required
supervision with eating, extensive assist of one
staff with dressing, hygiene, bed mobillity,
transfers, toileting, and walking, and used a
walker and wheelchair for mobility. Also noted to
be occasionally incontinent of bladder and
frequently incontinent of bowel, had two or more
falls with no injury. Prior quarterly MDS
assessment dated 1//7/22, identified two or more
falls with no injury.

R33's care plan dated, 7/15/21, identified R33
was at risk for falls due to history of falls and

care plans reviewed and updated if
Indicated by Director of Nursing and/or
Designee by 07/11/2022.

Residents who experience a fall event
have the potential to be impacted by the
alleged practice. A documentation review
was completed for residents who have
experienced a fall in the last 30 days,
contributing factors to the fall identified
and care plans updated if indicated by the
Director of Nursing and/or Designee by
07/11/2022. Fall Checklist/Packet initiated
by 0//11/2022 that allows staff to utilize a
checklist approach to ensure proper
actions are taken upon a fall occurring at
the center

The director of nursing or designee
provided education to nursing staff and
the Interdisciplinary Team on falls, fall
protocol, new Fall Checklist/Packet and
care planning interventions by 07/11/2022.

The director of nursing or designee will
complete audits of falls to include update
to care plan interventions on five residents
weekly for four weeks, then two residents
weekly for four weeks. Results of audits
will be submitted to the QAPI committee
for review and recommendations.
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confusion.

Interventions included, anti-tip/rollback breaks
applied to wheelchair, encourage to transfer and
change positions slowly, have commonly used
articles in reach, provide assist to transfer and
ambulate as needed, reinforce need to call for
assist, reinforce wheelchair safety as needed
such as locking breaks, and wheelchair for
distance. Most recent intervention was on 2/4/22,
was staff to assist R33 with closing the door to his
room. Care plan further identified that R33
needed assist with daily hygiene, grooming,
dressing, oral care and eating as needed, and
required one staff assist with transfers, walking
and toileting.

R33's fall records were reviewed between
5/10/22, to 5/27/22, the record identified R33 had
five unwithessed falls; three of the five fall records
iIdentifled R33 was attempting to use the
pbathroom. R33's record indicated although
constantly identified predisposing risk factors, the
record consistently lacked a comprehensive fall
assessment to determine root cause for
appropriate interventions or failed to include
appropriate interventions when the root cause
was identified. In addition, the record also lacked
evidence neurological assessments were
completed after the fall to rule out head injury In
accordance with facility policy and their was no
evidence of interdisciplinary involvement or
process.

Fall 1

R33's progress note dated 5/11/22, indicated R33
had an unwithessed fall, had slid down from his
recliner, both his arms support his body, his legs
straight in seated position, no injuries and denied
pain, vitals and range of motion (ROM) done.
Corresponding incident report identified the fall

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:519H11 Facility ID: 00953 If continuation sheet Page 49 of 112



PRINTED: 08/1//2022

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
245184 B. WING 05/27/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

501 EIGHTH AVENUE SOUTHEAST

ROCHESTER EAST HEALTH SERVICES ROCHESTER, MN 55904

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 689 Continued From page 49 F 689

occurred at 9:00 a.m., predisposing factors
Identified as confusion, and immediate action
taken included vital sighs and ROM (range of
motion) completed.

R33's Post fall assessment dated 5/11/22,
iIdentified R33 had multiple falls within the last
month; a pattern or trend was not identified. The
assessment did not identify a root cause however
had the intervention of R33's wheelchair breaks
locked, and a referral was made therapy and
maintenance. The record did not identify the
purpose of the maintenance referral for the
locked wheelchair breaks as the documentation
R33 had slid out of his recliner. R33's care plan
did not reflect revision.

Fall 2

R33's incident report dated, 5/13/22, indicated
R33 had an unwithessed fall, an unknown aide
alerted the nurse that he had heard a loud crash
was unable to get into R33's room but did get in
through an adjoining bathroom where R33 was
found sitting on the floor with his back to the door.
R33 was asked if he was trying to go to the
bathroom and he stated, yes. When asked if he
hit head, he said he didn't remember. Immediate
action taken was R33 was safely assisted from
the floor, vital signs within normal limits (VWNL),
head to toe assessment done and neuro checks
started. Predisposing factors were poor lighting,
weakness, gait imbalance, was ambulating
without assist, transferring self and using walker.

R33's Post fall assessment dated 5/13/22,
Identified the fall occurred at 3:00 a.m. R33 has
had 1-2 falls within the last month and last 3
months, multiple falls in the last 6 months; the
record include analysis for pattern or trend. The
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assessment further indicated R33 was trying to
get to the bathroom and was last seen at 2:15
a.m. In bed. R33 was confused some of the time
before the fall. The new intervention was
re-education to use the call light for assist. The
record lacked evaluation of R33's ability and/or
memory to use the call light for assistance since
the care plan prior to the fall had already
Identified "reinforce need to call for assist.”

Fall 3

R33's incident report dated, 5/13/22, indicated,
R33 had an unwithessed fall, R33 stated he was
looking for clothes to wear and was found on the
floor In his room next to his closet, with his walker
close by. The Immediate action that was taken
was R33 was assisted off the floor, no complaints
of pain with ROM, and R33 was assisted with
cares and helped into his wheelchair.
Predisposing factors were confusion, gait
Imbalance, and was looking for something.

The record did not include a post fall assessment,
lacked identification of root cause, neurological
assessments, and the care plan did not reflect
revision.

Fall 4

R33's incident report dated, 5/14/22, at 5:45 a.m.,
Indicated that R33 had an unwithessed fall, his
roommate R36 was yelling for help. When staff
entered the room, R33 was noted to be sitting on
the floor with his back against the bed and facing
the bathroom. R33 stated, | got up to go to the
bathroom, | slid and fell. R33 was assessed for
Injuries and noted to have a skin tear on the back
of his left elbow that measured 1 centimeter (CM)
X 0.5 cm, area was cleansed with nhormal saline
(NS). R33 was alert to self and situation, vital
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sighs completed and neuro checks implemented
to be wnl (within normal limits). R33 was
transferred to bed with assist of two and a
mechanical lift. Predisposing factors were
Impaired memory and was ambulating without
assist.

R33's record did not include a post fall
assessment. Even though the report identified
probable root cause was R33 was attempting to
use the bathroom, the record did reflect a
comprehensive bladder assessment or
evaluation/revision to the toileting care plan.

Fall 5

R33's incident report dated, 5/27/22, at 4:15 p.m.,
Indicated a nursing assistant found R33 on the
floor in his bathroom, no injury noted.
Predisposing factors were impaired memory,
confusion, and was he was ambulating without
assist.

The record did not include a post fall assessment.
Even though the report again indicated R33 was
found attempting to use the bathroom, the record
did not include a bladder assessment or care plan
evaluation/revision to R33's toileting plan.

During interview on 5/24/22, at 7:06 a.m. NA-C
stated, we are severely short staffed, | don't get to
reposition the residents or potty them timely. R33
falls a lot, there Is nothing that | know of that they
put in place to prevent falls for him.

During observation on 5/24/22, at 8:15 a.m. R33
noted to be lying bed with it low to the ground and
was coughing, has contact precaution signs on
his door and a PPE cart outside his room, door to
his room Is open
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R36's admission record identified R36 had
diagnoses that included diffuse traumatic brain
Injury (TBI) with loss of consciousness for a
specified duration, dementia and syncope and
collapse.

R36's quarterly MDS assessment dated 5/17/22,
Indicated that R36 had moderately impaired
cognitive impairment, physical and verbal
behaviors for 1 to 3 days. R36 required
supervision with eating, did not walk, total
dependence of 2 with transfers and extensive
assist of 2 staff with dressing, hygiene, bed
mobility, and toileting, and used a wheelchair for
mobility. R36 was always incontinent of bladder
and bowel and had 1 fall with no injury.

R36's care plan revised on 1/28/22, identified R36
was at risk for falls related to cognition, unaware
of safety needs, gait balance problems, and
history of falls. Interventions included, call don't
fall sign, wear appropriate footwear, refer to
medical doctor (MD) for follow up regarding fall
and hypotension, and have call light in reach.
Most recent intervention was on 4/26/22, was air
mattress to remain in static mode. The care plan
also identified R33 required one staff assist with
transfers and did not identify R36's level of
assistance for toileting.

R36's care sheet (abbreviated care plan aide
used by direct care staff) indicated R36's fall
Interventions included air mattress to remain in
static mode and call don't fall sign.

R36's record was reviewed between 4/15/22, to
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5/26/22, the record revealed R36 had fallen out of
bed four times and found between the bed and
the wall. R36's record although consistently
Identifled R36's predisposing risk factors the
record consistently lacked a comprehensive fall
assessment/analysis of the risk factors for
determination of root cause in order to develop
and implement immediate appropriate
Interventions to prevent and/or mitigate R36's risk
for falls. In addition, the record also lacked
evidence neurological assessments were
completed after the fall to rule out head injury Iin
accordance with facility policy. Furthermore, there
was no evidence of interdisciplinary involvement
Ol process.

Fall 1

R36's progress note dated 4/26/22, at 5:23 a.m.
Indicated R36 had an unwithessed fall, he was
found between the bed and the wall; R36 had
denied pain and no injuries were noted. The note
also Included that R36's air mattress was off and
Indicated the intervention was to check the
mattress. The corresponding incident report
identified predisposing factors were impaired
memory, weakness, transferred self, and the air
mattress was off.

Fall 2

R36's incident report dated 5/9/22, indicated R36
had an unwitnessed fall at 7:00 p.m., he was
found between the bed and the wall with the bed
In low position. (R36's medical record did not
Identify this fall had occurred.) Predisposing
factors identified as impaired memory and

weakness. [he status of the air mattress was not
Identified.

Fall 3

F 689
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R36's progress note dated 5/9/22, indicated R36
was found on the floor between the air mattress
and his bed, no injury was noted. The
corresponding incident report dated 5/9/22, at
10:34 p.m. identified R36's fall as per the
aforementioned progress note and included
R36's bed was In low position. R36's predisposing
risk factors were impaired memory and
weakness.

Fall 4

R36's progress note dated 5/26/22, at 10:14 p.m.
Indicated that R36 was found stuck in between
the bed and wall, R36 stated he hit his head
lightly.

During observation on 5/24/22, at 8:15 am, R36
was noted to be dressed and lying on his left side
with the bed in lowest position.

R3

R3's admission record identified R3 had
diagnoses that included repeated falls,
neurocognitive disorder due to vascular dementia
with behavioral disturbance, bilateral hearing loss,
expressive aphasia, and history of left femur
fracture.

R3's discharge MDS assessment dated 4/23/22,
Indicated 2 or more falls with no injury. R3's
quarterly MDS assessment dated 5/12/22,
Indicated that R3 had moderately impaired
cognition, required supervision with eating and
locomotion, extensive assist of one staff with all
other activities of daily living, (ADL)'s, and used a
walker and wheelchair for mobility. Also noted to
be frequently incontinent of bladder, always
Incontinent of bowel, no falls and received
anticoagulants.
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R3's MD note dated 5/3/22, identified R5 has a
history of falls and received apixaban (blood
thinner) for a history of pulmonary embolism.

R3's care plan dated, 9/16/20, identified R3 was
at risk for falls related to cognition, unaware of
safety needs and gait balance problems.
Interventions included ensure appropriate
footwear, have call light within reach, educate on
fall prevention measures, and complete
seated/standing exercises 1-2 times daily assist
of one Is required. Most recent intervention was
on 3///22, which directed staff to follow therapy
recommendations. The care plan dated 3/7/22
also identified R3 slid from recliner to floor. Care
plan further identified that R3 needed assist with
daily hygiene, grooming, dressing, oral care and
eating as needed and required 1 assist with
transfers.

R3's progress note dated 4/22/22 at 7:27 p.m.,
Indicated, R3 had an unwitnessed fall on 4/22/22,
at 3:10 p.m. was found in her room near the
entrance of the door. Nurse to educate R3 to use
her call light when getting up from recliner, she
was non-compliant with mobility issues and will
have one assist with ambulation. The
corresponding incident report identified the fall as
per the progress note. The report indicated R3
was trying to crawl back to her recliner. The
report identified R3's predisposing risk factors
were gait imbalance, impaired memory,
weakness, was reaching for something, and
transferring self.

R3's post fall assessment dated 4/22/22,
iIdentified R3 has had multiple falls within the last
month, last three months and last six months.
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|dentified 1 fracture related to fall in the last 6
months. The assessment indicated R3 had stated
she was looking/reaching for something;
assessment of what R3 was looking/reaching for
was not identified. The assessment also included
that R3 was last seen at 3:00 p.m.; no other
Information was documented.

Although the record identified predisposing risk
factors, the record lacked a comprehensive fall
assessment for determination of root cause In
order to develop and implement appropriate
Interventions to prevent and/or mitigate R36's risk
for falls. In addition, the record also lacked
evidence neurological assessments were
completed after the fall to rule out head injury In
accordance with facility policy.

During an observation and interview on 5/24/22
6:4/ a.m., R3 walked independently down the
hallway towards the dining area, with her red
four-wheeled walker. \While ambulating R3 was
hunched over, and her gait was not steady. NA-C
stated that R3 fell and fractured her hip awhile
back, after that she needed more assist. NA-C
verified R3 was to be stand by assist with the use
of a gait belt when ambulating. NA-C stated, "we
just don't have enough staff to do that with her, as
you can see, she just gets up and goes wherever
she wants, we just don't have the staff, and she
has fallen several times since her surgery.” When
asked what the prevention interventions were to
keep R3 from falling NA-C stated, they haven't
done anything different to keep her from falling
that | am aware of, and this is the main unit | work
on fulltime.

During observation on 5/24/22, at 8:06 a.m. R3
stood up from the chair and started walking
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unassisted out of the dining room and down the
hall with her wheeled walker. At 8:13 a.m. R3
was seated Iin her wheeled walker in her room,
eating her breakfast. At 8:14 a.m. R3 noted to
get up and walk with an unsteady gait from her
room towards the dining room with no assist. At
8:22 a.m. R3 was walking unassisted around the
unit with an unsteady gait. Staff did not intervene
and were observed helping other residents eat in
the dining area. At 8:45 a.m. R3 was seated in
her wheeled walker in her room in front of the
television.

R1's admission Face Sheet indicated R1 had
medical diagnoses that include muscle
weakness, abnormalities of gait and mobility, and
unsteadiness on feet.

R1's quarterly Minimum Data Set (MDS)
assessment dated 5/8/22, indicated R1 had
severe cognitive impairment and required
extensive staff assistance with bed mobility,
transferring, locomotion, dressing, toileting and
personal hygiene.

R1's Care Plan, printed 5/27/22, identified R1 as
at risk for falls related to gait balance problems
and history of falls. Fall prevention interventions
dated 7/13/21, included anticipate and meet the
resident's needs; encourage R1 to always call for
assistance; educate R1 on fall prevention
measures; assure R1 that calling for help is not a
bother; encourage R1 to change positions slowly
and allow time to get her bearings before
standing; ensure the R1 Is wearing appropriate
footwear-shoes; place call light within reach and
promptly answer; and R1 requires assistance with
her four-wheel walker while ambulating. The most

F 689
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recent interventions included:

- complete rounds at least every two hours and
offer toileting, ask about any needs, and remind
R1 to use the call light to obtain assistance (start
date 9/21/21)

-Bilateral assist bars to R1's bed to aid In
repositioning (start date 2/17/22)

-Place frequently used items within reach, place
scoop mattress on her bed, and to follow therapy
recommendations for transfers, mobility and
ambulation. (Start date 3/2/22)

R1's most recent fall risk assessment dated
5/2/22, indicated R1 was at moderate fall risk.

Review of the incident reports identified R1
experienced falls one fall on 5/11/22 and two falls
on 5/21/22. R1's records lacked comprehensive
assessments, did not identify root cause, and
there was not evidence the care plan had been
reviewed/revised with fall prevention
Interventions.

Incident report dated 5/11/22, at 11:08 p.m. R1
was found uninjured on the floor in her room. R1
stated she slipped off the chair.

Incident report dated 5/21/22, at 2:00 p.m. R1
was found uninjured her fall mat next to her bed.
R1 stated she does not know what happened.

Incident report dated 5/21/22, at 7:00 p.m. R1
was found uninjured on the floor in her room. R1
states