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N OO0 INITIAL COMMENTS N 000

Relicensure and complaints surveys
#2025001274 and #2025001894 were conducted
from to . The complaints were not
substantiated, but Kissimmee Nursing &

itation Center had deficiencies found at
the time of the visit.

N 071} 59A-4.108(1), FAC Components of Care Plan NO71
88=D
{1) Each resident admitted to the nursing home
facility must have a plan of care. The plan of care
must consist of:
{a) Physician’s orders, diagnosis, medical history,
physical exam and rehabilitative or restorative
potential.
{b) A prefiminary nursing evaluation with

ician's orders for i iate care,
upon admission.
{c) A compiete, comprehensive, accurate and
reproducible assessment of each resident's
functional capacity which is standardized in the
facility, and is completed within 14 days of the
resident's admission to the facility and every
twelve months, thereafier. The assessment must
be:
1. Reviewed no less than once every 3 months;
2. Reviewed promptly after a significant change,
which is a need to stop a form of treatment
because of adverse consequences {e.g., an
adverse drug reaction), or commence a new form
of freatment to deal with a problem, in the
resident's physical or mental condition; and,
3. Revised as appropriate to assure the
continued accuracy of the assessment.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record Preparation and/or execution of this plan
review, the facility failed to revise and implement does not constitute admission or

appropriate interventions including the provision agreement by the provide of the truth of
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of adequate supervision fo prevent for2of 4
residents reviewed for . of a total sample of
59 residents, (#3 and #51).

Findings:

1. Review of resident #3's medical record
revealed she was originally admitted to the facility

on and readmitted from a short-term,
acute hospital on . Her diagnoses
included o of L type 2

. ‘e B hearing
loss, and

Review of the quarterly Minimum Data Set (MDS)
assessment with Assessment Reference Date
{ARD) of revealed resident #3's
} score of 3 out
of 15, which indicated severe
. . The MDS assessment showed
resident #3's hearing was highly | ,and
her visionwas | . She required supervision
for eating, and substantial assistance from steff
for toileting, lower body .+ Upper body
. putting onftaking off footwear, and
personal hygiene. She was dependent on staff for
showers. The MDS assessment revealed
resident #3 required supervision or touching
assistance for roliing left and right, sit to lying,
lying to sitting, and to wheel up to 150 inthe
ir. She required i i
for sit o stand, chairbed-to-chair transfer and
from a bed to chair (or wheelchair), toilet transfer
and tub/shower transfer. Walking was "not
attempted due to medical condition or safety
concerns.” She was frequently of
. Since the previous MDS assessment,
she had cne  with no injury.

Review of resident #3's comprehensive care plan
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the facts alleged or conclusions set forth
on the statement of deficiencies. This plan
of correction is prepared and/or executed
solely becauss it is required.

(a) Immediate action{s) taken for the
resident(s) found to have been affected
include:

New  risk evaluations were
completed for Resident #51 to reflect
accurate information, and their care plans
and Kardex's were updated to reflect
accurate  risk assessments, with
appropriate and individualized
prevention interventions implemented.
Resident #3 is no Jonger residing at the
facility.

(b) Identification of other residents having
the potential to be affected was
accomplished by:

All Residents who have had a
have the potential to be affected.

The MDS Coordinator and Unit
Managers conducted a facility-wide audit
of  risk assessments and care plans for

- . residents with a
score of 12 or less to identify any
discrepancies.

(c) Actions takenfsystems put into place
to reduce the risk of future occurrence
include:

Starting on alt Direct Care
staff (RNs, LPNs, and C.N.A.S) staff will
receive mandatory training regarding
review and use of Care Plan/Kardex prior
to providing care to Residents. This
education will also be completed upon hire
and at least annually. All Direct Care staff
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revised on revealed a focus of risk for will be in-service by . Any Direct
. interventions included to . and Care staff not in-serviced by this date wilt
meet the resident's needs and encourage her to be in-serviced prior to their next scheduled
use the call light for assistance as needed. A care shift. We have no Agency staff currently.
pian for cognition revised on directed All newly hired Direct Care staff will be
staff fo "Cue, reorient and supervise as needed." in-service by the ADON during their
A care plan for a behavior problem related to orientation.
.. ininappropriate places specifically the Starting on ali Licensed
trash can was initiated . The nurses (RNs and LPNs) and MDS staff on
interventions directed staff to offer and escort the the proper completion of  risk
resident to the toilet frequently and to remove the assessments, individualized care
trash container from her room/area. A planning, and the importance of ensuring
communication problem due to a language interventions are documented in the
barrier care plan revised revealed Kardex. All Licensed nurses (RNs and
resident #3 spoke Spanish and had hearing loss. LPNs) and MDS staff will be in-service by
. Any Licensed nurses (RNs and
Review of resident #3's medical record revealed LPNs) and MDS staff not in-serviced by
the following Change in Condition Evaluations: this date will be in-serviced prior o their
with injury, bump on forehead next scheduled shift. We have no Agency
* intheleft , and . staff currently. All newly hired Licensed
* with no injury nurses (RNs and LPNs) and MDS staff will
be in-service by the ADON during their
Review of the investigation Worksheet for orientation.
the on revealed resident #3's
daughter was with the resident at the time of the (d) How the corrective action(s) will be
. The form showed the  occurred in the monitored to ensure the practice will not
pathroom and the resident required supervision. recur:
The Recommendations/Interventions included The Director of Nursing or Designee
assisting the resident to the bathroom after will review a sample of five residents:
meals, ensure the call light was within reach, risk evaluations, care plans and Kardex'is
educate the family to ask for help toiteting, and weskly for four weeks, then monthly for
checks. three months to ensure continued
compliance,
Review of the investigation Worksheet for Any discrepancies identified will be
the on revealed resident #3's was corrected immediately, and trends will be
leaning forward to pick something up from the addressed through additional staff training
floor. The form indicated resident #3 required or process adjustments.
supervision. The form included the number of Findings will be reported in the
in the last 30 days was 2 and in the past monthly QA/QAP! meeting for further
31-180 days she had two . Abump on the review and action as needed for a
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forehead was noted. The nurse statement minimum of 3 months.
included she called the physician and resident #3
was sent to the hospitat for evaluation. (e) Date of compliance

Review of the following Risk Evaluation form
revealed resident #3 scored below 10 on
The Risk Evaluation form read, "Total score
of 10 or ABOVE represents HIGH RISK, Initiate a
Risk Care Plan for High Risk
Components/Factors {i.e. . Unsteady Gait,
)regardless of resident not
scoring a 10 or above.” The form showsd
resident #2 was ambuiatory and . The
questions, "Walking, turning around and facing
opposite direction and moving on and off toitet”
was answered as "Not steady, but able to
stabilize withoul staff assistance.” Her vision was
incorrectly marked as adequate .

Review of a Progress Note dated

revealed resident #3 was discussed during the
Patient at Risk (PAR) meeting. The note read,
"Resident continues to be monitored and
educated on using cali lights to ask for assistance
..." Another Progress Note entered on

included "New intervention: Reinforce to resident
to call for assistance fo include things on
the floor.” A Progress Noted dated read,
"Despite advising the resident to stay herself in
bed for safety and call for assistance the resident
does not follow instruction and many times in the
frequent rounds the resident has been found
standing, walking and making her bed.” A

Progress Note dated included resident #3
"consistently does not utilize call light as.
instructed." A Progress Note dated read,

".. . The resident did not use the call bell to call
for assistance.”

On at 4:04 PM, resident #3 was observed
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lying in bed on her right side, with ,  closed. A
dark purple and light green was noted on
her left forehead, measuring approximately 8 x 6
centimeters. There was a trash can next to her
bed, and the call light was on the bed rail,

On at 10:20 AM, resident #3 was
observed sifting on her wheelchair washing her
in the bathroom sink. When asked in
Spanish what happened to her , she smiled
but did not answer. She was wearing slippers.

On at 10:21 AM, Certified Nursing
Assistant (CNA) J entered resident #3's room.
CNA J stated resident #3  a few days ago.
CNA J stated resident #3 was hard of hearing,
wore - but said they did not work. She
shared resident #3 needed supervision.

On at 10:52 AM, during a telephone
interview, resident #3's daughter explained her
mother suffered from . She mentioned it
had become "very dangerous” lately because she
fiked going to the bathroom by herself. She
shared her mother had recently in the
pathroomand  again a few days later.
Resident #3's daughter said her mother "cannot
see well, is legally . can see shadows, is
hard of hearing on both , and not even with
" [can she} understand. She does not

speak English. She is declining.” She stated her
mom was sent fo the hospital after the last two

. She indicated she was visiting her mom
whenshe  in the bathroom, but she did not
hurt herself. She recalled a couple of days fater,
she was called because her mother was sent to
the hospital with a "big hematoma” on her |
She stated her mom told her she poked her |
and she noticed her mom's ., was and
black and biue. She explained she was told the
AHCA Form 3020-0001
STATE FORM L] K2P211 f continuation shees 5 of 41




PRINTED: 04/24/2025

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
[o3
35960940 e — 02/28/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
2511 JOHN YOUNG PARKWAY NORTH
KISSIMMEE NURSING & REHABILITATION CENTER
KISSIMMEE, F1. 34741
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
N.071; Continued From page 5 NO71

second time her mother  she bent over fo get
something from the floor, forward and hit
herself on the table. She shared the

showed an hematoma outside the . She
stated she usually did not visit during the day, but
her sister and herself visited mostly during dinner
to ensure her mother was taken to eat. She
shared her mother used fo participate in activities,
enjoyed coloring books but she had declined "a
lot." She indicated when she attended Care Plan
meetings, she “always mentioned concerns about
the availability of someone fo care for her.” She
mentioned her mom often refused showers and
could go up 2 weeks without a bath, but she
received it from CNA H because “she is very
patient with her, and she talks her into it."
Resident #3's daughter stated her main concern
washer . She said she felt the CNAs did not
check on her mother often. She stated her mom
would get up unassisted and would not use the
call ight. She indicated the CNAs should do
rounds and checked on her often because her
mother "“still think she can do things” by herseif.

On at 3:08 PM, CNA H stated there was
a strong odor of in the room because
resident #3 on the trash can and on the
floor. She explained resident #3 vision and
hearing were | . She shared resident #3
liked to “fix everything by herseff, fixes the bed."
CNAH stated resident #3's |, iooked like
someone hit her but she tended to get too close
0 things to see them and that was "probably what
happened fo her." She stated they tried fo place
floor mats next to resident #3's bed but resident
#3 removed them while she pointed to a floor mat
located behind the of the bed. She
explained she checked on resident #3 every time
she finished caring for each of her residents
because resident #3 fiked to fix her drawers and

AHCA Form 3020-0001
STATE FORM L KaP21t i coninuastion sheet 6 of 41



PRINTED: 04/24/2025

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
[o3
35960940 e — 02/28/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
2511 JOHN YOUNG PARKWAY NORTH
KISSIMMEE NURSING & REHABILITATION CENTER
KISSIMMEE, F1. 34741
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
N.071; Continued From page 6 NO71

wanted to do things by herself.

On at 1:12 PM, the General &
Restorative Unit Manager (UM} stated were
discussed every morning during clinical meetings
by the Interdisciplinary Team (IDT). She explained
the IDT reviewed the incident report, looked for
any type of injuries, and discussed any new
interventions required after reviewing the care
plan. She indicated any new interventions were
added by the MDS Coordinator attending the
meeting. She mentioned resident #3's
mentioned on was because of her  on
. She stated resident #3  againon
white attempting to reach out for
something and was sent ouf to the hospital. She
indicated resident #3 required frequent checks.
When asked what frequent checks meant, she
explained it was "to put ,  on the resident but
no specific time frames" were required. She
indicated a new intervention to offer toileting after
meals would show up in the Kardex (care plan
used by CNAs).

On at 11:56 AM, Registered Nurse (RN)
A stated she was not working when resident #3

but explained the resident was monitored
frequently, every 15 minutes by the CNA and
nurses, She indicated resident #3 required
one-staff assistance to transfer but the resident
transferred herself at times and she did not use
the call fight. She mentioned resident #3 was
disoriented, and could not foliow instructions. She
shared resident #3's hearing and vision was

and aithough she did not walk, she tried

to get up from her wheelchair. RN A stated
resident #3 required supervision "all day long"
and a safe environment to avoid

Review of resident #3's comprehensive care plan
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did not include resident #3 required frequent, 15
minutes checks,

On at 1:25 PM, MDS Coordinator L.
shared the interventions from the risk
management report after the included

assistance with activities and monitor for
changes. She stated the care plan was updated
on toinciude | ., foscreen
and resident and family education. She
mentioned the intervention after the  on

was to offer resident #3 a reacher and
educate her on use. She said she was surprised
with the intervention because resident #3 had

and her was very low. MDS

Coordinator L. validated interventions for frequent
supervision or to offer toileting after meals were
not included in the care plan.

On at 1:50 PM, the Director of Nursing
{DON) explained during clinical meeting they
reviewed the Investigation Worksheet and
witness statements, came up with a root cause
for the and interventions to prevent future

. She indicated any interventions they decided
would be updated to the care plan if not already
there. She read the intervention included on the
IDT note dated . "Reinforce to resident io
call for assistance to include things on the
floor” and validated it was not appropriate for this
resident due to her cognition. She mentioned
resident #3 needed frequent checks at least
every 15 minutes, She mentioned resident #3
needed to be in a highly visible area to be closely
observed by CNAs and nurses 1o prevent

2. Review of resident #51's medical record
revealed she was originalty admitted to the facility
on and readmitied from a short-term,

AHCA Form 3020-0001
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acute hospital on . Her diagnoses
included , > B
and

Review of the guarterly MDS assessment with
ARD of revealed resident #51's
score of 3 out of 15, which indicated severe

- . . The MDS assessment
showed no rejection of care necessary to obtain
goals for her health and well-being. Resident #51
required set-up for eating and substantial
assistance from staff for oral hygiene and upper
body - The MDS assessment showed
she was dependent on staff for toileting, showers,
{fower body . putting on/taking off
footwear, and personal hygiene. The MDS
assessment revealed resident #3 required
substantial assistance from staff for sit to lying
and lying to sitting. She was dependent on staff to
rolt left and right in bed, sit to stand,
chair/bed-to-chair transfer, toilet transfer and
tub/shower transfer, Walking was "not attempted
due to medical condition or safety concerns.” She
required supervision or touching assistance to
wheel 50 to 150 in the wheelchair. She was

always of and . Since
the previous MDS assessment, she had two
with no injury.

Review of resident #51's comprehensive care

plan revised on revealed a focus of risk

for related to attempt to get up unassisted,
. gait/balance problems,

and unaware of safety needs. Interventions

included .\ . and meeting the resident's
needs and dycem {non-slip, ) to wheelchair. A
care plan for | cognition revised on

directed staff to "Cue, reorient and
supervise as needed.”
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Review of resident #51's medical record revealed
the following Change in Condition Evaluations:

- resident found on the floor in the TV
room lying on her left side and . on the left
side of the forehead, Resident sent to the hospital
for evaluation and treatment.

- . with no injury

Review of the following Risk Evaluation form
revealed score below 10.

- score of 4. The question if resident had
any since admission or prior assessment
was answered No.

- - score 9. The question if resident had

any since admission or prior assessment

was incorrectly answered No. Ambutatory and
were selected.

Review of the investigation Worksheet for
the on revealed resident #51's
unwitnessed oceurred on the hallway/TV room
at 8:35 PM. The question, "Did resident require
supervision?" was answered "No." The resident
was using a wheelchair. Number of inthe
fast 30 days was 1 and number of in the past
31-180 days was 2. Resident #51 did not sustain

an injury. A Intervention Strategies sheet was
attached and listed 51 possible interventions to
reduce the risk of |, but none were selected.
Review of the investigation Worksheet
dated revealed resident #51's  was
again in the TV room area when the unwitnessed
oceurred. . wasselected as a

behavior at the time of this . The question, “Did
resident require supervision?" was answered TV.
The resident was using a wheelchair. Number of
in the last 30 days and number of in the
past 31-180 days was left bank. Resident #51 did
not sustain an injury. APost-  Analysis/Review
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form revealed risk factors of poor safety
awareness, history of aggression, and
worsening in the evening. The analysis included
supervision and read, "Encouraged 1o be in
commeon area per plan of care for closer
supervision due to poor safety awareness.” The
possible contributing factors mentioned evening

{ changes. The interventions fo prevent
reoccurrence included increased supervision
during late afternoonfevening hours, behavioral
interventions such as music , ., sensory
activities and environmental modifications in the
afternoon/evening.

Oon at3:17 PM, CNA H recalted 2 or 3
Saturdays ago at approximately 8:00 PM resident
#51 was in the TV area with other residents. CNA
H stated she went to discard solled linens in the
soited utility room and when she retumed resident
#51 had from her wheelchair. She shared
some time ago the facility used chair alarms, but
staff were told they could not use chair alarms
any longer. She indicated she found those helpful
because staff ran when they heard the alarms.
CNA H stated resident #51 used to hit the walis
and the physician prescribed a cream to place on
her which was helpful, but she did not think
resident #51 was getting it any longer. She
shared resident #51's behaviors changed a lotin
the evenings, as she was a "sundowner” and did
not remember anything. She indicated the

resident was transferred with a but
she thought resident #51 stood up and on her
right side.

On at 1:36 PM, the General &

Restorative Unit Manager (UM) stated resident
#51's care plan included the use of a dycem
when she was in the wheelchair. A few minutes

NO71

later, at 1:53 PM, while resident #51 was sitting in

AHCA Form 3020-0001
STATE FORM

Ll K2P21t

I contination sheet 11 of 41




Agency for Healih Care Administration

PRINTED: 04/24/2025
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING: COMPLETEDR
c
35960940 B.WING 02/28/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2511 JOHN YOUNG PARKWAY NORTH
KISSIMMEE NURSING & REHABILITATION CENTER
KISSIMMEE, FL 34741
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE

N.071] Continued From page 11

her wheelchair, the UM checked under the
. and the sides of her seat
cushion and stated she could not see the dycem.

On at 1:57 PM, Occupational .
{ )M stated dycem was used under the
wheelchair cushion to prevent sliding.

On at 1:59 PM, CNA H recalled resident
#51 had a dycem when she was in another room.
She said she was "not sure who threw it away”
because she had not seen the dycem recently.
She mentioned the last ime she saw the dycem
was a month or $0 ago, She indicated she had
not mentioned to anyone about not seeing the
dycem because resident #51 was currently
working with . . S0 they would review the
wheelchalr and provided a new one if needed.
CNA H indicated the dycem was not in resident
#51's wheelchair and repeated she did not see it
today or any day this past week. When asked to
show the safety/  interventions in resident #1's
Kardex {plan of care), CNA H accessed it
electronically. She pointed out the safety
information, interventions or dycem did not
appear on the Kardex. She stated she only used
the computer to document the care she provided
the residents.

On at 4:35 PM, the Director of
Rehabilitation confirmed resident #51 was
currently on case load since . She

indicated she participated in the clinical meetings.
She stated if an intervention for the use of dycem
was identified, she placed it in the wheelchair.
She explained once the dycem was provided fo
the resident, it would be nursing's responsibility to
continue placing it in the wheelchair. She shared
if nursing needed another dycem for a resident,
nursing needed 1o Iet her know.

NO71
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Review of the Evaluation & Plan of Treatment
for Certification Period of -

revealed treatment approaches included
wheelchair management training. The goals
included ability to reposition herself while seated
in the wheeichair and increase |, sitting
balance to facility upright posture. The current
referral indicated resident #51 was referred to
dueto  from the wheelchair. History of

was answered, "No." Her prior level of function
revealed resident was dependent with ADL
management except feeding and was dependent
with mobility and transfers using a .
Her safety awareness was identified as "intact.”
The clinical impression read, "Patient exhibits
new onset of decreased | alignment and
decrease in strength." The notes did not
reference the use of a dycem.

Review of Treatment Encounter Note(s) from

to included training repositioning
in wheelchair fo patient and caregiver, training to
nursing on positioning and in wheelchair and
locking |, rests info place. The note dated

included instruction to “patient in proper
body mechanics, safety precautions and self
care/skin checks specifically, in order to increase
functional mobility skills and increase safety and
decrease need for assistance with partial
carryover demonstrated during training, due to
safety awareness and patient's comprehension
skills.”

On at 12:03 PM, RN A stated

prevention interventions for resident #51 included
close/frequent supervision, every 15 minutes,
She indicated resident #51 participated in
activities or stayed in the TV room where the staff

NO71

kept"an , "on her. She stated nurses, CNAs
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and ., would be responsible to ensure the

dycem was on resident #51's wheelchair before
the resident was transferred to it. She indicated
she did not recall if the dycem was in her
wheelchair today, She mentioned resident #51
was working with

On at 12:23 PM, CNA N stated today
was the first day by herseif on her first
assignment. She explained she had a 2-day
orientation then shadowed on the floor for 3 days.
She shared she received report about her
assigned residents this momning. She indicated
she did not recall reviewing the Kardex during her
training. She stated she did not recall seeing a
dycem in resident #51's wheelchair when she
was transferred this mormning. CNAN asked, "Is
the resident supposed to have it?"

On at 12:56 PM, MDS Coordinator L
validated interventions included in the
investigation packet were not all included in the
care plan. She reviewed the care plan and stated
she saw offering the resident afternoon naps and
1o keep in in a common area for supervision. She
stated she was surprised the increased
supervision intervention was not there. She
indicated "everyone" knew resident #51 and
“everyone" kept"an , "onher.

On at 3:43 PM, the DON explained once
a investigation was completed, the MDS
Coordinator attending the meeting added new
interventions to the care plan. Later on at
2:10 PM, the DON stated the UM was
responsible for communicating with the CNAs
before they started their assignments. She
indicated her expectation was the nursing staff

o any new interventions to each
other and the care plan was updated with the
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appropriate inferventions,

Review of the policy titled Accidents and
Supervision reviewed on read, "The
facility shall establish and utilize a systematic
approach o address resident risk and
environmental hazards to minimize the fikelihood
of acci " The guideli i potential
hazards and risks would be documented and
communicated across all disciplines. The
implementation of interventions included
communicating the interventions to all relevant
staff, documenting interventions, and ensuring
the interventions were put into action. The policy
revealed the facility would provide adequate
supervision to prevent accidents. The form read,
"Adequacy of supervision: Defined by type and
frequency. Based on the individual resident’s
assessed needs and identified hazards in the
resident environment.”

Review of the policy titled Comprehensive Care
Plans revised on read, "it is the policy of
this facility to develop and implement a
comprehensive person-centered care plan for
each resident, consistent with resident rights, that

includes ol and
1o meet a resident's medical, nursing, and mental
and . needs that are identified in the

resident's comprehensive assessment.” The
guidelines revealed the care planning process
included an assessment of the resident's
strengths and needs, incorporating the resident's
personal and cultural preferences in developing
goals of care. The form read, "Qualified staff
responsible for carrying out interventions
specified in the care plan will be notified of their
roles and responsibilities for carrying out the
interventions, initially and when changes are
made.”
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N 072 59A-4.109(2). FAC; Comprehensive Care Plans NO72

88=D
59A-4.108 FAC

{2) The nursing home licensee develop a
comprehensive care plan for each resident that
includes measurable objectives and timetables to
meet a resident’s medical, nursing, mental and
L, needs that are identified in the
comprehensive assessment. The care plan must
describe the services that are to be furnished to
attain or maintain the resident’s highest
practicable physical, mental and social
well-being. The care plan must be completed
within 7 days after completion of the resident
assessment.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to ensure an
individualized comprehensive care plan was
implemented for 1 of 1 resident reviewed for

safety precautions, (#92); and for 1 of 2
residents reviewed for communication, (#56), of a
total sample of 59 residents.

Findings:

1. Areview of the medical record revealed
resident #92 was admitted to the facility on
with diagnoses that included
(fluid on the oo,
, speech

{ )
disturbances, and

Preparation and/or execution of this plan
does not constitute admission or
agreement by the provide of the truth of
the facts alleged or conclusions set forth
on the statement of deficiencies, This plan
of correction is prepared and/or executed
solely because it is required.

(a) Immediate action{s) taken for the
resident(s) found to have been affected
include:

For Resident #32, the pads
were placed per the Resident's care plan,
Resident #92 was reassessed {0
ensure alt precautions were

properly implemented.
CNA Q was re-educated on the
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The Minimum Data Set (MDS) Annual

with an date interventions, especially for residents with
{ARD) of revealed resident #92 had a .
) that For Resident #56, the care plan was

could not be conducted as the resident was rarely
or never understood.

Areview of the resident’s medical record revealed
current comprehensive care plans with a focus on

relatedto | | .
Interventions included medication as
ordered and padding fo side rails.

On at 3:10 PM, resident #92 was lying in
bed but the rails of the bed were not padded for
safety in case of .On at 10:02
AM, assigned Certified Nursing Assistant (CNA)
Q verified the resident's unpadded rails. CNAQ
stated she did not know why the pads were in the
corner of the room and not on the bed. She did
not know who put them there.

On at 10:04 AM, the and
Restorative Unit Manager stated.the bed rails
were only padded at night because that was
when the resident got agitated.

On at 4:31 PM, the Director of Nursing

stated she expected the staff to review resident’s
care plans and implement the listed interventions.

2. Resident #56 was initially admitted fo the

facility on and readmitted from an acute plans with focus on Residents with
care hospital on . Her diagnoses included andfor limited English
P . thataffects the lower haif of proficiency.

the body), . {skin ) Starting on ali Direct Care
major | ,and . . staff (RNs, LPNs, and C.N.A.8) will

importance of following care plan

updated to reflect the resident's Primary
tanguage of Spanish with intervention of
utilizing an interpreter as indicated.

(b) Identification of other residents having
the potential to be affected was
accomplished by:

All Residents with a diagnosis of

and Residents who do
not speak English proficiently have the
potential to be affected.

A facility-wide audit of all residents
with was conducted to
ensure appropriate interventions were
care planned and in place

MDS Coordinator conducted an audit
of all residents with fimited English
proficiency to ensure their communication
needs were appropriately care planned.

(c) Actions taken/systems put into place
to reduce the risk of future occurrence
include:

Nurse leadership team, including
Director of Nursing, Assistant Director of
Nursing, Unit Managers, and MDS Nurses
received in-service training on by
Regional Nurse on the requirement for
comprehensive Resident Centered care

receive mandatory training importance of

following individualized care plan
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Review of the MDS quarterly assessment with
Assessment Reference Date of
revealed resident #56 had a

score of 15 out of 15 which
indicated intact cognition. The MDS assessment
noted her primary language was Spanish, and
she wanted an interpreter to communicate with a
physician or health care staff. The section
revealed resident #56 experienced social
isclation often. The MDS assessment showed
resident #56 had lower extremities |
and was dependent on staff for toileting, shower,
personal hygiene and putting on/off footwear. She
was always of and

Review of resident #56's care plan did not include
a focus on communication, resident's primary
language or her desire for an interpreter to
communicate with a doctor or health care staff,
as indicated by the MDS assessment.

On at 12:08 PM, interview with resident
#56 was conducted in Spanish. She explained
she recently had a problem with a nurse who
gave her a medication that was discontinued and
another medication she refused to take. She
shared she took one pill out and tried to explain to
the nurse in "her little English" that medication
was discontinued 2 weeks prior. She added she
showed the nurse another pilt she only wanted to
take every other night. She explained during the
conversation one pit  on the floor and the
nurse picked it up from the floor and placed it

in her cup. Resident #56 stated she asked
the nurse why she did that and that she was not
supposed fo place a pill that on the floor
in her cup. The resident indicated when she
requested 1o speak with a supervisor, the nurse
got agitated and raised her voice at her. The
resident stated a supervisor did not visit her that
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interventions, ensuring safety
interventions are in place for
precautions per plan of care, and on
communicating with Residents with limited
English proficiency per plan of care to
include use of Propio 1 Interpreter Line. Al
Direct Care staff will be in-service by

. Any Direct Care staff not
in-setviced by this date will be in-serviced
prior to their next scheduled shift. We
have no Agency staff currently. All newly
hired Direct Care staff will be in-service by
the ADCN during their orientation.

(d) How the corrective action(s) will be
monitored o ensure the practice will not
recur:

The Director of Nursing or designee
wilt conduct weekly audits of 5 Residents
with or Limited English
Proficiency for four weeks, then 10
monthly for at least three months, to
ensure care plans are accurately
implemented and followed.

Any discrepancies found will result in
immediate correction and staff
re-education.

Audit results will be reviewed in the
facility's monthly Quality Assurance and
Performance Improvement (QAPI)
meetings.

(e) The compliance date is
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night, she cried and could not sleep. She
mentioned she preferred to be cared for by
Spanish speaking staff and had communicated
her choice previously to the staff.

On at 12:30 PM, Licensed Practical
Nurse (LPN) | stated she was "very familiar" with
resident #56. She shared she had never had any
problems with this resident as she communicated
with her in Spanish. She indicated she had
instructed resident #56 to let staff or management
know whenever she experienced any issues. LPN
| shared resident #56 usually waited for her to
share her concerns because she felt comfortable
with her.

On at 1:17 PM, MDS Coordinator L
indicated when a resident's prirary language was
not English, she added a communication care
pian. She shared she knew resident #56 for as
jong she had lived in the facility. She shared
resident #56 could say a few words in English
and could understand English better than she
could speak it. She explained when she talked
with resident #56, the resident would let her know
o get someone to translate when they could not
understand each other. MDS Coordinator L
looked through resident #56's care plan, including
resolved focus areas and interventions and
validated there was not one for commurication.
She indicated one should have been created. She
stated they reviewed the care plan every quarter
and resident #56 attended the meetings which
were held in her room. She shared there was
always someone in the meeting who spoke
Spanish. MDS Coordinator L reviewed the
quarterly MDS assessment dated and

resident #56 exp her desire
to have an interpreter when communicating with
physicians or health care staff.
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Review of the policy titled Comprehensive Care
Plans revised on revealed, "It is the policy
of this facility to develop and implement a
comprehensive person-centered care plan for
each resident, consistent with resident rights, that
includes objectives and t

1o meet a resident's medical, nursing, and mental
and, | " needs that are ideniified in the
resident's comprehensive assessment.” The
guidelines revealed the care planning process
included an assessment of the resident's
strengths and needs, incorporating the resident's
personal and cultural preferences in developing
goals of care.

Class il

N 101 400.141(1)(), FS; 59A-4.118(2), FAC Resident N 101
88=D | Medical Records

A00. 141D FS

Keep full records of resident admissions and
discharges; medical and general health status,
including medical records, personal and social
history, and identity and address of next of kin or
other persons who may have responsibifity for the
affairs of the resident; and individual resident
care plans, including, but not limited to,
prescribed services, service frequency and
duration, and service goals. The records must be
open to agency inspection. The licensee shall
maintain clinical records on each resident in
accordance with accepted professional standards
and practices, which must be complete,
accurately documented, readily accessible, and
systematically organized.
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59A-4.118(2) FAC

Each medical record must contain sufficient
information to clearly identify the resident, his or
her diagnosis and treatment, and results.

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to accurately document
the administration of medications in the
Medication Administration Record (MAR) for 1 of
3 residents reviewed for |, of a total sample of
59 residents, (#18).

Findings:

Review of resident #18's medical record revealed
he was readmitted to the facility on with
diagnoses including type 2 )

s ,and
of

Review of resident #18's Minimum Data Set
{MDS) quarterly assessment with Assessment
Reference Date (ARD) of revealed a

( } score of B
which indicated he was . . The
MDS assessment noted rio rejection of evaluation
or care necessary to obtain his goals for health
and well-being.

Review of resident #18's medical record revealed
a care plan for acute/ R related fo

process and general discomfort revised
on - The interventions directed nurses to
administer per orders and to
“Monitor/document for side effects of |
medication.”

Review of resident #18's physician orders
revealed an order for 325 milligrams (mg)
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Preparation andfor execution of this plan
does not constitute admission or
agreement by the provide of the truth of
the facts alleged or conclusions set forth
on the statement of deficiencies. This plan
of correction is prepared and/or executed
solely because it is required.

(a) Immediate action{s} taken for the
resident(s) found to have been affected
include:

Resident # 18 assessed for, . No
.. Notified physician and advised to
discontinue order.

(b) Identification of other residents having
the potential to be affected was
accomplished by:

All Residents receiving ,
medication have the potential to be
affected.

An audit was conducted for afl
current Residents receiving , meds to
ensure the | assessment was
completed and the | medication
administration was documented.

{c) Actions taken/systems put into place
to reduce the risk of future occurrence
include:

Starting on all Nursing staff
{RNs, LPNs) will receive mandatory
Education for all nurses on accurately
documenting of prm medications on the
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dated . The order instructed the nurses to
give 2 tablets every 6 hours as needed for |

On at 12:07 PM, resident #18 complained
of | on his left . He stated his | jevel
was 10 out of 10 while holding his left with
his right . He mentioned he told the nurse
but had not received anything for the |

On at 12:09 PM, Certified Nursing
Assistant (CNA) J entered the room becauss the
call light was on and told resident #18 she
informed the nurse. When asked how long ago
she informed the nurse, CNA J answered about §
minutes ago.

On at 12:11 PM, Registered Nurse (RN)
D entered the room with a medication cup in her
. RN D informed resident #18 she brought
himtwo forhis, . CNAJentered the
room at 12:15 PM and assisted RN D to sit
resident #18 up and he took the two pilis.
Resident D did not assess his | level or
{ocation of the |
Review of the MAR for . revealed
was documented as administered once

on and on . There was no
documentation in the MAR of the | given by
RNDon

Review of resident #18's progress notes
revealed no note entered on by RND
regarding his | orthe given.

On at 11:11 AM, RN D stated she did not
work the day before ( ) and could not now
recalt why she did not document the | as
given on
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MAR. All Nursing staff will be in-service by

. Any Nursing staff not in-serviced
by this date will be in-serviced prior to their
next scheduled shift. We have no Agency
staff currently, All newly hired Nursing staff
will be in-service by the ADON during their
orientation.

(d) How the corrective action(s) will be
monitored to ensure the practice will not
reosCuUr:

DON, Unit managers or designee will
observe 2 nurses medication
administration of 2 residents 3 times a
week for 2 weeks then 2 nurse's
medication administration for 2 residents
once a week for (3) months to ensure
compliance.

Audit results will be reviewed by the
Risk Management/Quality Assurance
Committee until such time consistent
substantial compliance has been achieved
as determined by the committee.

(e) The date of compliance is
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On at 12:00 PM, the General &

Restorative Unit Manager (UM) shared her
responsibilities included ensuring documentation
was completed by the nurses. The UM stated
she did notsee | documented as given on

. She indicated accurate documentation
was important, it was the expectation and
“Nursing 101."

On at 2:53 PM, the Director of Nursing
stated she expected nurses fo document
medications administered and their effectiveness
accurately.

Review of the facility’s policy entitled Charting and
Documentation revised in read, "All
services provided to the resident, progress
toward the care plan goals, or any changes in the
resident's medical, physical, functionat or

L. . condition, shall be documented in
the resident's medical record. The medical record
should facilitate communication between the
interdisciplinary team regarding the resident’s
condition and response o care." The form listed
the information to be documented in the medical
record, including medications administered.
"Documentation in the medical record will be
objective . . , complete and accurate.”

Review of the facility's policy tited Medication
Administration revised on revealed
licensed nurses were to sign the MAR after
administration of the medication. The form
indicated for "medications requiring vital signs,
record vital signs onto the MAR."

Class #Hl
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88=D 1 Liberties & Choice

(1) Al licensees of nursing home facilities shalt
adopt and make public a statement of the rights
and responsibilities of the residents of such
facilities and shall treat such residents in

ac with the provisk of that
The statement shall assure each resident the
following:

{a) The right to civil and religious liberties,
including knowledge of available choices and the
right to independent perscnat decision, which will
not be infringed upon, and the right fo
encouragement and assistance from the staff of
the facility in the fullest possible exercise of these
rights.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to promote dignity in
dining for 1 of 4 residents reviewed for dignity, of
a total sample of 59 residents, (#51).

Findings:

Review of resident #51's medical record revealed

she was initially admitted to the facility on

with diagnoses including ‘s )
vand

Review of resident #51's Minimum Data Set
quarterly assessment with Assessment
Reference Date of revealed a
score of 3 out of 15,
which indicated severe ., B
On at 3:23 PM, Certified Nursing
Assistant (CNA) H explained the interventions in

Preparation andfor execution of this plan
does not constitute admission or
agreement by the provide of the truth of
the facts alleged or conclusions set forth
on the statement of deficiencies. This plan
of correction is prepared and/or executed
solely because it is required.

(a) Immediate action{s} taken for the
resident(s) found to have been affected
include:

CNA H was counseled regarding the
inappropriate ... and provided

on
resident dignity and respectful
communication.

(b) Identification of other residents having
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place fo assist resident #51. During the
conversation, CNA H described resident #51 by
saying, “she is a feeder." CNA H affirmed that
was the term used to refer to the residents who
required assistance eating. CNA H asked,
"Should we not call them like that?" Later, on

at 1:58 PM, CNA H repeated, "She is a
feeder" while pointing to the eating section of the
Kardex {plan of care) describing the care for
resident #51,

On at 8:05 AM, the Director of Nursing
stated CNAs should not refer to resident as
“feeders." She acknowledged using those terms
as, "A dignity issue."

Review of the CNA Competency form signed by
CNAH on revealed she passed the
required competencies for her job. The form
fisted Dignity and Individuality and read, "JCNA]
maintains and enhances a patient's self-worth.”

Review of the facility's policy titled
Promoting/Maintaining Resident Dignity revised
on revealed an intent o protect and
promote resident rights and to treat each resident
with respect and dignity.

Class il
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the potential to be affected was
accomplished by:

All Residents who require assistance
during meals have the potential to be
affected.

Residents with a score 12 and
over were interviewed by the Social
Services Staff and Administrator to
determine if they have experienced or
witnessed any undignified language or
treatment.

(c) Actions taken/systems put into place
to reduce the risk of future occurrence
include:

Starting on all staff will receive
mandatory fraining on resident rights,
dignity, and person-centered

ication, with a focus on respectful

language. All staff will be in-service by

. Any staff not in serviced by this
date will be in serviced prior to their next
scheduled shift. We have no Agency staff
currently. All newly hired staff will be
in-service by the ADON during their
orlentation.

(d) How the corrective action(s) will be
monitored to ensure the practice will not
recur:

The Director of Nursing (DON}) or
designee will conduct 5 meal service
audits weekly for 1 month, then 10
monthiy for at least two additional ronths,
to ensure staff are promoting dignity.

Findings from audits will be reviewed
in the facility's Quality Assurance and
Performance Improvement meetings, and
corrective actions will be taken as needed.

Compliance monitoring will continue
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until sustained improvement is
demonstrated, as determined by QAP
oversight.
(e) Date of compliance
N 201} 400.022(1)(}), FS Right to Adequate and N 201

$8=0 Appropriate Health Care

{1) The right to receive adequate and appropriate
health care and protective and support services,
including social services; mental health services,
if available; planned recreational -activities; and

1 tic and rehabilitative services i

with the resident care plan, with established and
recognized practice standards within the
community, and with rules as adopted by the
agency.

This Statute or Rule is not met as evidenced by:
Based on record review, and interview, the facility
failed to have ongoing communication and
collaboration with the facility regarding

Preparation andfor execution of this plan
does not constitute admission or
agreement by the provide of the truth of

. care and services for 1 of 1 sampled
residents who receive L .12y and
failed to provide an ongoing program of activities
to meet the needs and interests of 1 of §
residents reviewed for activities, (#58}, of a total
sample of 59 residents.

Findings:

1. Review of resident #12's medical record
revealed an admission date of . His
Quartery Minimum Data Set dated
indicated a Brief Interview of Mental Status score
of , which indicated moderate
. His diagnoses included: -
, dependence on ,and

the facts alleged or conclusions set forth
on the statement of deficiencies. This plan
of correction is prepared and/or executed
solely because it is required.

(a) Immediate action{s} taken for the
resident(s) found to have been affected
include:
The Unit Manager contacted the
. provider to obtain Resident #12's
updated treatment records, including
recent fab results, treatment schedules,
and any noted concerns.
Resident #12's care plan was
reviewed and updated to reflect current
. care needs, including
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unspecified with unspecified severity,
without behavioral disturbance.

Review of resident #12's medical record revealed

physician's orders dated for .
to occur on Monday, Wednesday, and Friday at
Center #1.

Review of resident #12's medical record revealed
no documentation of communication having
occurred between staff from .. Center #1
and the facility nursing staff from to

On at 2:30 PM, the South Subacute Unit
{8SU) Unit Manager {UM) said that she expected
the facility's . Communication Record to be
completed by the facility's nursing staff and for
the form to be sent with the resident when he
attendeda |, treatment at . Center
#1. She said nursing staff should then review the
form from the . center upon his return, and
include it into his medical record. The UM verified
there were no . Communication Records
nor any other communication documentation with

Center #1 in the resident’s paper medical
record maintained on the Unit.

A few minutes later on at 2:40 PM, the
S$SU UM continued that if the .
Communication Record was not returned from

. Center #1 then she expected resident
#12's assigned nurse to calt . Center#1
upon resident #12's retum or by the next day to
receive an update on resident #12's condition.
The UM described information needed by the
facility included vital signs, level, lab
values, or medications provided during the

. session, and nurses should then obtain
the previous . Communication Record on
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communication protocols between the
faciity andthe |, provider.
(b) Identification of other residents having
the potential to be affected was
accomplished by:

All residents receiving ,  have
the potential to be affected.

A facility-wide audit was conducted to
identify all residents receiving

and assess the adequacy of

communication and documentation related
to their . care,

(c) Actions taken/systems put into place
to reduce the risk of future occurrence
include:

Starting on all Licensed staff
(RNs and LPNs,), including unit
managers, received educationon
care coordination, proper documentation,
and the importance of interdisciplinary
collaboration. All Licensed staff (RNs and
LPNs,), including unit managers will be
in-service by . Any Licensed staff
(RNs and LPNs,), including unit managers
not in-serviced by this date will be
in-serviced prior to their next scheduled
shift, We have no Agency staff currently.
All newly hired Licensed staff (RNs and
LPNs,), including unit managers will be
in-service by the ADON during their
orientation,

(d) How the corrective action(s) will be
monitored to ensure the practice will not
recur:

The Director of Nursing or designee
wilt conduct weekly audits of all |
resident's records for one month, ensuring
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the next treatment.
On at 8:07 AM, telephonicatly spoke with
Clinical Manager #1 of , Center#1and he
stated that the facility used to send a binder for
communication to be documented in but he hasn't
seen that "in awhile”. He sald resident #12 has
been receiving . services with them
since . . He recalls speaking with
facility staff, but not after every | session.
On at 8:27 AM, telephonically spoke with
Clinical Nurse #1 of Center #1 who said
he has spoken with a facility staff person when for
example they call to say resident #12 arrived late
for his session. He confirmed facility nurses did
not call him after every session for an update on
resident #12's post freatment condition. He
recatied that in the past six months resident #12
had been late to one scheduled session. He
stated that the facility used to send a binder that
ications would be inand
returned with resident #12 to the facility but it had
been six months or more since he had seen that
binder nor any other kind of communication
document. He described that sometimes it was
difficut to get in touch with resident #12's nurse at
the facility. He explained that the front desk would
transfer his call but there would be no response
after the transfer or he would have to leave a
message with the front desk.

On at 1:25 PM, the Assistant Director of
Nursing {ADON) said that communication with
resident #12's facifity was important to
coordinate care for him-such as to know if there
waere any changes in his condition during the
session or any post session follow-up. She said if
the Communication Record was not

returned from Center #1 she would

accurate documentation and proper
communication with providers,
followed by monthly audits of 3 .,
resident's records for an additional three
months.

Audit results will be reviewed in the
facility's Quality Assurance and
Performance Improvement (QAPI)
meetings, with corrective actions taken as
needed.

Compliance monitoring will continue
until sustained improvement is
demonstrated, as determined by QAP
oversight.

(e) The date of compliance is
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expect the facility's nurse to call ., Center
#1 after the session and document any updates
in his condition in his facility medical record or call
and request the . Communication Record
0 be faxed to the facility. The ADON verified
there was no documentation from fo

of the .. Communication Records
in his electronic medical record nor was there
documentation that facility nurses called
Center#1post |,  treatment for the
information.

2. Resident #58 was admitted to the facility on
with diagnoses including 's

NN , and open-angle

with findings.

The Minimum Data Set (MDS) Annuat

with an date
of , revealed resident #58 had a
of , which
indicated mild . The MDS

revealed that resiﬂent #58 'was visually |
and required large print in newspapers and books
but not regular print.

A review of the resident’s comprehensive care

plan revealed the resident's activities should be

compatible with physical and mentai capabilities,

such as large print holders, if the resident lacked
strength and task segmentation.

On at 9:52 AM, Activity Aide R was
observed as they entered resident #58's room,
handed the resident a red bag, and left the room.
The resident opened the bag and removed the
items. The bag contained a regular print sudoku
puzzle book and a coloring book, Resident #58
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as she ined she could

not see what was in those books. She stated, "I
cannot see in these books; my ,  are no good,
and glasses do not help." There was no other
activity for resident #58 at that time,

On at 9:45 AM, resident #58 was
observed standing holding onto the door of her
room; there were no activities going on for her,

On at 9:33 AM, resident #58 was
observed along with the Activity Director. The
resident was sitting on the bed, and no activity
was ongoing. The resident stated she gave the
books to the lady, pointing to the room mate, lying
in bed B. The Activity Director acknowledged that
the suduko book and coloring book the resident
received for the activity did not meet the
resident's needs. Resident #58 should have
received large print books compatible with her
physical and mental capabilities,

Review of the facility's Assessment dated

. revealed, "The care required by the
resident population using evidenced-based,
data-driven methods that consider the types of

, conditions, physical and behavioral

health needs, . overall acuity,
and other pertinent facts that are present within
that population, consistent with and informed by
individual resident assessment."

Class il

N 917, 400.147(8), S Report , Neglect, & N917
S8=D
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{8) \ neglect, or | must be
reported to the agency as required by 42 C.F.R.
s. 483.13(c) and to the department as required by
chapters 39 and 415,

This Statute or Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to report allegations of

and neglect to the State Agency (SA) and.
protect the resident during the investigation for 1
of 2 residents reviewed for , of a total
sample of 59 residents, (#56).

Findings:

Review of resident #56's medical records
revealed she was originally admitted to the facility

on and readmitted from a short-term,

acute hospital on . Her diagnoses

included , o L . thataffects the

fower haff of the body), .. {skin
), major | ,and

Review of resident #56's Minimum Data Set
{MDS) quarterly assessment with Assessment
Reference Date of revealed a

score of 16 out of 15
which indicated intact cognition. The MDS
assessment noted her primary language was
Spanish, and she wanted an interpreter to
communicate with a doctor or heatth care staff.
The section revealed resident #56
experienced social isolation often. The MDS
assessment noted rejection of evaluation or care
necessary to obtain goals for health and
well-being from 1 to 3 days. Resident #56 had
iower extremities | and was dependent
on staff for toileting, showers, personal hygiene,
and putting on/off footwear. She was always

Preparation andfor execution of this plan
does not constitute admission or
agreement by the provide of the truth of
the facts alleged or conclusions set forth
on the statement of deficiencies. This plan
of correction is prepared and/or executed
solely because it is required

(a) Immediate action{s) taken for the
resident(s) found fo have been affected
include:

Upon identification of the deficiency,
the facility immediately self-reported the
allegation to the State Agency.

The accused nurse was removed from
the schedule pending an investigation.

Resident #56 was assessed by social
services to ensure emotional and physical
well-being. Supportive interventions,
including psych services and reassurance,
were provided.

(b) ldentification of other residents having
the potential to be affected was
accomplished by:

All Residents have the potential to be
affected.

Areview of grievances for the last 80
days was conducted by the
interdisciplinary Team, which included the
Administrator, Social Services, DON,
RVP, and Regional Nurse to determine if
any other allegations of or neglect
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of and

On at 12:06 PM, an interview was
conducted with resident #56 in Spanish. Resident
#56 explained she had been a resident of this
facility for over two years. She shared a recent
problem with a nurse who, during the night
medication pass, brought her a medication that
had been di i and another i
she wanted to fake every other night, She stated
the pills were brought in a cup. She explained she
took the discontinued pill out of the cup and told
the nurse that medication was discontinued two
weeks before. She shared that nurse only spoke
English and she spoke very litle English, so she
tried her best to explain she was not taking that
pill and pointed to another in the cup explaining
she had told nurses before she only wanted to
take it every other night. She indicated while she
was taiking to the nurse one of the pills on the
floor and the nurse picked the pill from the floor
and placed it in her cup with the other
medications. Resident #56 stated she asked the
nurse why she placed the pilt from the floor in her
cup and that she was not supposed to do that,
The resident explained she asked the nurse for a
supervisor. She indicated the nurse was visibly
agitated and raised her voice at her. Resident
#56 showed a picture she had of the two pills.
One pill was white and elongated and the resident
stated that was 80 milligrams {mg).
The other medication was a yellow and blue
capsule which the resident indicated was used to
treat . She explained she told the

, nurse practitioner she no longer
wanted to take it, and it was discontinued. She
stated she took the medications in the cup that
night except for the 2 pills which she kept. She
stated the nurse asked to return the 2 pills she
did not take, and she told the nurse she would not
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had been unreported or inadequately
investigated. Any identified concerns were
immediately self-reported and addressed.

(c) Actions taken/systems put into place
to reduce the risk of future ocourrence

include:
The Coordinator and Director
of Nursing were educated on by

the RVP on reporting requirements
utitizing FHCAs Decision Tree.

Starting on all staff will receive
mandatory training on identification,
mandatory reporting, and investigation
protocols. All staff will be in-service by

- Any staff not in-serviced by this
date will be in-serviced prior to their next
scheduled shift. We have no Agency staff
currently. All newly hired staff will be
in-service by the ADON during their
orientation.

(d) How the corrective action(s) will be
monitored o ensure the practice will not
recur:

The Administrator or designee will
conduct audits of five grievances per week
for two months, followed by ten grievances
per month for a minimum of three
additional months, to ensure appropriate
reporting and implementation of protective
actions.

Results of the audits will be reviewed
in the facility's Quality Assurance and
Performance Improvement (QAP1)
meetings, with corrective actions
implemented as needed.

(e) The date of compliance is
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return the pills to her until she spoke with a
supetvisor. She indicated the nurse left the room
and did not bring or calf a supervisor. She
mentioned she felt and disappointed because
she expected a different attitude from the nursing
personnel. She indicated after the nurse left her
room, she overheard the nurse yelling ata
resident in another room. Resident #56 stated
that night she cried and could not asleep. She
indicated the worst happened the next morning,
She recalled she spoke with MDS Coordinator L
early the next mormning and asked her to get
someone who spoke Spanish and could translate
what she wanted to share. She stated MDS
Coordinator L brought someone who spoke
Spanish, and she explained what happened the
previous night. She stated MDS Coordinator L
notified the management about the incident. She
mentioned shortly after she spoke with MDS
Coordinator L., the Director of Nursing (DON}
came to her room screaming at her and calfing
her a liar because, according to her, the
discontinued medication was not in the
medication cart. She indicated the DON came in
with the night nurse and each one insulted her
and asked her for the pills she kept. Resident #56
stated she told them she would not return the pilis
because that was her evidence and without it, she
would have no proof of what happened. She
mentioned she could not eat all day, and she was
nervous and upset. She shared after that
encounter, she called the state's Department of
Children and Families (DCF), and a DCF
investigator visited her the same day. She
indicated after she showed the pills to the DCF
Investigator, who took pictures of the pills, she
handed them o Licensed Practical Nurse {LPN} |
She stated she told the DCF Investigator the
DON and the nurse yelled at her and were
disrespectful to her. She shared she had called

N9
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DCF a few weeks prior fo report concerns about
other residents who did not get personal care alf
day and a DCF Investigator visited the facility at
that time and spoke to those residents directly.
She shared she was "now Jabeled as
problematic.” She also shared an incident with a
Certified Nursing Assistant (CNA) who did not
change her for hours and she was wet and
uncomfortable. She indicated on that occasion, a
male nurse came to her room around 9:00 PM
and after explaining the situation to him, he asked
the CNA to change her but the CNA responded
she was not assigned to resident #56. She
indicted the male nurse had to find another CNA
to change her. She stated after the CNA changed
her, the Night Supervisor told her she did not
have an assigned CNA, she was not a priority at
the facility, and the priority was her roommate.
She shared she preferred Spanish speaking staff
to ensure there was no miscommunication. She
also shared Registered Nurse (RN} P, the nurse
who gave the wrong medication and yelled at her,
was assigned to her again even though she was
told by the DCF investigator that she had told the
facility the nurse could not get close to her again,
She mentioned she had told a Spanish speaking
staff she did not want that nurse assigned to her
again. She shared RN P came o her room a few
days after the pill incident and asked for her

. tocheck her . She stated she
told RN P to teave her room because she was not
supposed fo be there again. She stated RN P left
the room and made a gesture toward her as
she left the room. She sald that made her cry.
She mentioned she was afraid RN P would give
her the wrong medication or do something to her
in retaliation. She said, "The staff knows how to
retaliate to residents who speak up." She shared
she had been told by staff on more than one

N9

occasion let me take good care of you so you do
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not call DCF or the State. She stated she had
made new friends at the facility and would hate to
separate from them as she had no family near
her otherwise, she would have requested to be
transferred to a different facility,

Review of the Reportable Log from

to . on the first day of survey
did not reveal or neglect allegations
reported by resident #56.

Review of DCF reports showed they visited
resident #56 at the facility on .
and

Review of resident #56's Progress Notes
revealed a note entered as a late entry on
by RN A dated which read, "On Friday
. { did not touch the resident to
do anything for her because she did refused my
service while | was by the resident door. | called a
coworker from medicat record, the coworker
translate for me, then | called the supervisor, the
supervisor was the one taking care of her.”

On at 1:36 PM, the Administrator (NHA}
stated the DON and her were the

coordinators. The surveyor reported the
allegations of verbal/emotional from
resident #56 to the NHA. The NHA stated no one
had yelled at resident #56. The NHA shared
resident #56 was admitied before she came o
the facility. She shared since resident #56 applied
for Medicaid and lost her Social Security
penefits, she was "mad" and often complained
about the food and care. She indicated resident
#56 would complain o the State if she did not get
what she wanted and accused staff. She
mentioned she had "done multiple reportable and
grievances on her," The NHA said resident #56

AHCA Form 3020-0001
STATE FORM 520 KaP21t 1 continvation sheet 35 of 41



PRINTED: 04/24/2025

FORM APPROVED
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICUIA {X2)} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETER
[o3
35960940 e — 02/28/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
2511 JOHN YOUNG PARKWAY NORTH
KISSIMMEE NURSING & REHABILITATION CENTER
KISSIMMEE, F1. 34741
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
N-917| Continued From page 35 N917

“got mad and complained about no one changing
her." She stated she interviewed "everyone.” The
NHA shared resident #56 had a concern with
medications and kept two pills and "She
constantly says she is calling the state.” The NHA
confirmed DCF "came out for her" last week. She
stated the DCF Investigator mentioned it was
about medications and not being changed. The
NHA said "That would not be neglect, she didn't
use the work neglect.” She recanted her
statement and added she did not "fee! the time
frame would be neglect” because the CNA told
resident #56 she would come at 8:00 PM to
change her and the CNA said she was there 10
or 15 minutes late. She added, “if itwas 1to 2
hours wait for care, she would have reported it.”
She stated she would start reporting every time
DCF came to the facility. She recalled DCF was
there twice, but the DCF Investigator did not
mention anyone yelling at resident #56. She
mentioned she would find out who translated for
the DON when she spoke with resident #56, She
stated a reportable was done on for
another resident and resident #56. Later at 2:04
PM, the NHA asked if resident #56 mentioned the
DON was yelling as well as the nurse because
she “would have to suspend her and do the
reportable.” She showed she submitted a
reportable on when DCF came to the
facility for ancther resident. She then confirmed
there was no report submitted for resident #56's
allegation of and neglect this month.

On at 9:04 AM, resident #56 indicated no
one transtated for her when the DON and RN P
were yelling to her. She repeated about three
days later after the incident, she was again
assigned RN P after telfing them she did nof want
that same nurse assigned to her. She stated the
Specialized Subacute (SSU) Unit Manager (UM}
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took over for RN P that day and gave her
medications.
On at 1:563 PM, the NHA said she "has
been handiing for a while.” She shared she

had a grievance from resident #56 on

about a CNA being 15 minutes late and them
offering resident #56 a private room because she
fiked to keep her room at 60 degrees, and they
have people wanting fo leave out of her room for
that reason. She explained on morning
she complained about the pilt being dropped and
the nurse tried to give her the pill. She stated
DCF came a couple of hours after that, but it was
not about the pill. She recalled the DCF
Investigator asked questions about resident #58,
requested a sheet and went to inferview the
resident. She stated she did not submita
reportable to AHCA because she “did not know
what DCF came here about.” The NHA showed
the Notice to Subjects form left by DCF, which
showed a report number and the names and
phone numbers for the DCF Investigator and
supervisor.

On at 12:30 PM, LPN 1 stated she was
"very familiar" with resident #56 and "have never
had any problems with this resident.” She shared
she had instructed the resident to let staff or
management know if she had any issues, but the
resident preferred to wait for her to share her
concerns. LPN 1 said, "She is an easy to take
care of resident.” She expiained she received
report from RN P on that resident #56
alleged a medication was dropped on the floor
and she gave her a medication that was
discontinued. She stated resident #56
complained about RN A that morning and
mentioned she did not want RN A fo take care of
her again. LPN | stated resident #56 showed the
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pills she kept and gave them to her after she
spoke with the DCF investigator. LPN | explained
she had translated for the DON and RN A in the
room with resident #56 and RN Acalled LPN I a
fiar, but she was transiating, not accusing her.
She shared RN A said someone must have given
the resident those medications to get her in
trouble. She explained while translating in the
room for the DON and RN A, resident #56 was
crying and wanted to get out of bed. She recalied
RN A spoke to resident #56 with "an attitude,
accusing the resident she was lying." She stated
RN A denied the medication was dropped on the
floor and stated she discarded the medication the
resident refused. She stated she asked RN Ato
ieave the room because of the "disrespectful
tone” used toward resident #56. She indicated the
DON told the resident she would investigate her
concerns. LPN { stated the DON was already in
resident #56's room before she got there to
translate and the resident was "already agitated"
by the time she arrived. She recalled on

she told ini ion resident #56

they not assign RN P to care for her again.

On at 117 PM, MDS Coordinator L.
shared she performed daily visits to her assigned
residents for "mock survey" which included
resident #58's room. She recalled resident #56
called her into her room early one morning
because she was upset with the nurse assigned
to her. MDS Coordinator L stated resident #56
asked her fo let the NHA know but explained it
was approximately 6:30 AM and she spoke with
the Night Supervisor instead. She shared she
could tell resident #56 was upset, not crying, "just
frustrated, angry.” She stated LPN | translated
for her and the Night Supervisor when resident
#56 shared what happened during the night. MDS
Coordinator L reflected she had "never had
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problems with (resident #56) at all in the many
years together."

On at 9:13 AM, during a telephone
interview, the DCF Investigator confirmed she
visited resident #56 last week, She explained
every time DCF came to a facility they discussed
the allegations with the facility representative
during their entrance conference. She recalled
mentioning to the NHA resident #56's report
about the supervisor "screaming” at her.

On at 3:19 PM, the DON stated the Night
Supervisor called her at around "6:00 something”
on to report the incident with resident

#56. She recalled she talked to resident #56 that
morning and asked the resident what happened,
She recounted resident #56's complaint about a
pilt that was dropped on the floor and showed her
the two pills, the one dropped to the floor and one
that was discontinued. She stated she told
resident #56 to give her a moment to talk fo the
nurse and left the room to investigate what
happened. The DON indicated she spoke with
RN A and confirmed the discontinued medication
was not in the medication cart. The DON
mentioned after speaking with the nurse, she
retumned to resident #56's room with RN A and
LPN I. The DON stated RN A denied resident
#56's allegation and was upset when she started
asking questions, while resident #56 was crying.
She indicated LPN | transiated while consoling
resident #56. The DON instructed RN Ato write a
progress note.

On at 5:50 PM, the SSU UM confirmed
she took over the care of resident #56 one day
iast week when the resident did not want RN P,
her assigned nurse. She stated she had not done
the assignment.
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said at her “former building they did not report the
DCF visits.” She indicated she was told DCF
reported their visits fo the SA and was not given a
directive by this company. She stated she did not
remember anything about her conversation with
the DCF investigator on except he
mentioned resident #56 had an issue with food
and she sent the Dietary Manager to speak with
the resident. She stated the DCF investigators
did not share the allegations, only requested
paperwork which she provided, and when they
came she was not told, "half of the times" what
their visits were about. She said she reported

and neglect "for almost everyone.” When
asked why RN P was allowed to continue working
on untif the end of her shift after they
were made aware of the allegation of

by resident #56, the NHA responded that
when she realized RN P was involved in the
incident she was suspended. The NHA shared
when they identified they had assigned the same
nurse 1o resident #56 last week, she was
switched to the UM, Later at 4:05 PM, the NHA
explained the DON was suspended on
and brought the next day because she "was
able to rule out quickly” she did not yell at
resident #56.

The facility's policy . Neglect and

N , implemented and
reviewed/revised on revealed how to
pravent, identify, investigate, protect residents

and repert allegations, The guidelines mentioned
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On at 2:43 PM, the NHA repeated the
DCF investigator did not inform her of the reason
of her visit on . She confirmed DCF visited
the facility but it was not in reference to
resident #56, She stated she did not remember a
visit from DCF fo resident #56 on . She
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the facility would designate an Prevention
Coordinator who was responsible for reporting
allegations or suspected , neglect, or

. to the state survey agency and other
officials in accordarice with state law. The
facility's policy instructed facifity staff on the
investigation of different types of alleged
violations, and read, "identifying and interviewing
ail involved persons, including the alleged victim,
alleged, | , witnesses, and others who
might have knowledge of the allegations; . . .
Providing complete and thorough documentation
of the investigation.”

Class Hll
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F 000 INITIAL COMMENTS F 000

Recertification survey was conducted in
conjunction with complaint surveys #2025001274
and #2025001894 from to . The
complaints were not substantiated, but
Kissimmee Nursing & Rehabifitation Center was
not in compliance with 42 CFR Part 483 and 488,
requirements for Long Term Care Facilities.

F 550 | Resident Rights/Exercise of Rights F 550
$8=D | CFR(s): 483.10(a)(1}2)(b)(1)(2)

§483.10(a) Resident Rights.

The resident has a right to a dignified existence,
If- ination, and ication with and

access to persons and services inside and

outside the facility, including those specified in

this section,

§483.10(a)(1) A facility must treat each resident
with respect and dignity and care for each
resident in a manner and in an environment that

i orent of his or
her quality of life, recognizing each resident's
individuality. The facility must protect and
promote the rights of the resident.

§483.10(a)(2) The facility must provide equal
access to quality care regardiess of diagnosis,
severity of condition, or payment source. A facility
must establish and maintain identical policies and
practices regarding transfer, discharge, and the
provision of services under the State plan for all
residents regardless of payment source.

§483.10(b) Exercise of Rights.

The resident has the right to exercise his or her
rights as a resident of the facllity and as a citizen
or resident of the United States.

LABORATORY DIRECTOR'S OR PRO JER ' TITLE X6} DATE,
Electronically Signed 12025

Any deficiency statement ending with an asterisk (") denotes a deficiency whioh the institution may be excused from correcting providing it s 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 ot 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 faciity. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation,
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§483.10(b){ 1} The facility must ensure that the
resident can exercise his or her rights without
interference, coercion, discrimination, or reprisal
from the facility.

§483.10{b}2) The resident has the right to be
free of interference, coercion, discrimination, and
reprisal from the facility in exercising his or her
rights and to be supported by the facility in the
exercise of his or her rights as required under this
subpart.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review, the facility failed to promote dignity in
dining for 1 of 4 residents reviewed for dignity, of
a totatl sample of 59 residents, (#51).

Findings:

Review of resident #51's medical record revealed

she was initially admitted to the facility on

with diagnoses including 's '
Land e

Review of resident #51's Minimum Data Set
quarterly assessment with Assessment
Reference Date of revealed.a

score of 3 out of 15,
which indicated severe .\
On at 3:23 PM, Certified Nursing
Assistant (CNA) H explained the interventions in
place to assist resident #51. During the
conversation, CNA H described resident #51 by
saying, "she is a feeder.” CNA H affirmed that
was the term used to refer to the residents who
required assistance eating. CNA H asked,

agreement by the

include:

inappropriate

Preparation andfor execution of this plan
does not constitute admission or

provide of the truth of

the facts alleged or conclusions set forth
on the statement of deficiencies. This plan
of correction is prepared and/or executed
solely because it is required.

(a) Immediate action{s) taken for the
resident(s) found to have been affected

CNA H was counseled regarding the

.. and provided

communication.

accomplished by:

affected.

ion on

resident dignity and respectful
(b) Identification of other residents having
the potential to be affected was

All Residents who require assistance
during meals have the potential to be
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"Should we not calt them like that?" Later, on Residents with a score 12 and

at 1:59 PM, CNA H repeated, "Sheis a
feeder” while pointing to the eating section of the
Kardex {ptan of care} describing the care for
resident #51.

On at 8:05 AM, the Director of Nursing
stated CNAs should not refer to resident as
"feeders." She acknowledged using those terms
as, "A dignity issue.”

Review of the CNA Competency form signed by
CNAHon revealed she passed the
required competencies for her job. The form
fisted Dignity and Individuality and read, "C.N.A.
maintains and enhances a patient's self-worth.”

Review of the facility's policy titted
Promoting/Maintaining Resident Dignity revised
on revealed an intent to protect and
promote resident rights and to treat each resident
with respect and dignity.

over were interviewed by the Social
Services Staff and Administrator to
determine if they have experienced or
witnessed any undignified language or
treatment.

(c) Actions taken/systems put into place
to reduce the risk of future occurrence
include:

Starting on all staff wilt
receive mandatory training on resident
rights, dignity, and person-centered
communication, with a focus on respectful
language. All staff will be in-service by

. Any staff not in serviced by this
date will be in serviced prior to their next
scheduled shift. We have no Agency staff
currently. Alf newly hired staff wilt be
in-service by the ADON during their
orientation.

{d) How the corrective action(s) will be
monitored to ensure the practice will not
recur:

The Director of Nursing (DON) or
designee will conduct  meal service
audits weekly for 1 month, then 10
monthly for at least two additional months,
to ensure staff are promoting dignity.

Findings from audits will be reviewed
in the facility's Quality Assurance and
Performance improvement meetings, and
corrective actions will be taken as
needed.

Compliance monitoring will continue
until sustained improvement is
demonstrated, as determined by QAP1
oversight.
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(e) Date of compliance
F 552  Right to be Informed/Make Treatment Decisions F 552
$S=D | CFR(s): 483.10(c){1)(4)(5)

§483.10(c) Planning and Implementing Care.
The resident has the right to be informed of, and
participate in, his or her treatment, including:

§483.10(c){1) The right to be fully informed in
fanguage that he or she can understand of his or
her total health status, including but not limited to,
his or her medical condition.

§483,10{c)(4) The right to be informed, in
advance, of the care to be furnished and the type
of care giver or professional that will furnish care.

§483.10(c)(5) The right to be informed in
advance, by the physician or other practitioner or
professicnal, of the risks and benefits of proposed
care, of freatment and treatment alternatives or
treatment options and to choose the alternative or
option he or she prefers.

This REQUIREMENT is not met as evidenced
by:

Based on interview, and record review, the
facility failed to notify emergency contact and
Power of Attorney of changes in medication for 1
of 1 residents reviewed for notification of
emergency contact, of a totat sample of 59
residents, (#20).

Findings:
Resident #20 was admitted to the facility on

with diagnoses including |, |, ,
( % , ., and . following

include:

Preparation and/or execution of this plan
does not constitute admission or
agreement by the provide of the truth of
the facts alleged or conclusions set forth
on the statement of deficiencies. This plan
of correction is prepared and/or executed
solely because it is required.

{a) Immediate action{s) taken for the
resident(s) found to have been affected

The responsible party for Resident
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{ ) affecting left
non-dominant side, type 2 )
, adjustment with
mixed , and depressed and
personat history of . The

Admission Record contained essential
information including resident #1's selected
emergency contacts with their associated
telephone numbers. The document listed the
resident's son as emergency contact #1 and the
healthcare Power of Attorney. Resident #1's
daughter was emergency contact #2.

The hospital transfer form dated
that resident #20 required a surrogate when
making healthcare decisions and his
status was alert, but disoriented and could not
follow simple instructions.

Reviewofa, | , consult from

revealed resident #20 was alert and oriented fo

self only. He believed he was "in the dome and

waiting for his bus" at the time of the evaluation.
The resident was unable to participate in a

reveated

< ion. He had poor }
and insight as well as | short and
long-term memory.

A social service progress note on

revealed resident #20's son, who was his
healthcare surrogate/POA, was contacted to
discuss the resident’s discharge plan due to the
resident having a

{ } score of which suggested severe

Review of hospital discharge paperwork from
revealed a physician's order for |
DR 125 milligrams {mg) capsules with

#20 was notified of the | dosage
adjustment and current medication regime
for |

(b) ldentification of other residents having
the potential to be affected was
accomplished by:

All Residents have the potential to be
affected.

Areview of all recent medication
changes over the past 14 days was
conducted to ensure responsible parties
were notified as required.

{c) Actions taken/systems put into place
to reduce the risk of future occurrence
include:

Starting on all Licensed staff
{RNs and LPNs) will receive mandatory
training on the requirement/policy to notify
residents and/or responsible parties of
medication changes and the facility's
Netification of Changes Policy, ensuring
clear expectations for timely
documentation, All Licensed staff will be
in-service by . Any Licensed staff
not in serviced by this date will be
in-service prior to their next scheduled
shift. We have no Agency staff currently.
Alt newly hired Licensed staff will be
in-service by the ADON during their
orientation.

(d) How the corrective action(s) will be
monitored to ensure the practice will not
recur:

The Director of Nursing or designee
will conduct audits of medication changes
Monday thru Friday for 2 weeks, then 10
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for | DR 125mg, 2 tablets by
three times a day with a start date of

paperwork.

reading "change

reflects this change.

types of

(retrieved from
www.drugs.com/ | on )

On
health POA revealed the

family's notification. He explained the

timing schedule that the family felt was

capsules (250mg) in the morning at 9:00 AM, 4
capsules (500mg) at lunch time at 2:00 PM, and
4 capsutes {5600mg) at bedtime at 9:00 PM for

Review of resident #20's Electronic Medication
Administration Record (EMAR}) revealed an order

atg

AM. Resident #1 received the 9:00 AM dose on
as was ordered at that time then the
order was corrected by the physician to read
250mg in the morning and 500mg at lunch and
bedfime as reflected in the hospital discharge

Review of resident #20's physical chart revealed
a handwritten physician order sheet dated
order to
750mg every 12 hours with a diagnosis of

. . .." This order was given over the phone by
the Medical Director's PA. The order was
received by the Unit Manager of the Specialized
Subacute Unit (SSU). Resident #20's EMAR

is a medication used fo treat various
by affecting chemicals
in the body that may be involved in causing

at 6:00 PM, resident #20's son and
medication
his father was discharged from the hospitat on
was changed by the facility's physician without the

at the hospital had worked out a dosing and

monthly for three months, o ensure
responsible party notifications are
completed and documented.

Any instances of non-compliance wilt
result in immediate re-education and
corrective action.

Audit results will be reviewed during
the facility's monthly Quality Assurance
and Performance Improvement meetings.

(e) Date of Compliance
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appropriate, Resident #20's son said the family
visited daily and the change in the medication
affected their father's alertness and ability to
patticipate in | -
On at 4:40 PM, the Unit Manager (UM) of
the Specialized Subacute Unit (SSU) revealed the
change in resident #20's | was made to
try and taper the medication. She acknowledged
they did not notify resident #20's son of the
change in meducanon The UM stated she could
not find ing a ion to
family of the | change in the resident's
clinicat record.
Facility policy titled Notification of Changes
rewsed indicated when a resident was
of making isions the
would make any decisions that had to be made.
F 554 Resident Self-Admin Meds-Clinically Approp F 554
$8=D | CFR(s): 483.10(c)(7)

§483.10(c)7) The right to seif-administer
medications if the interdisciplinary team, as
defined by §483.21(b)}(2)(ii), has determined that
this practice is clinically appropriate.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review, the faciiity failed to ensure a resident was
evaluated for safe self-administration of
medications for 1 of 2 residents reviewed for
choices, of a otal sample of 59 residents, (#5).

Findings:

Review of resident #5's medical record revealed
she was initially admitted to the facility on

agreement by the

Preparation and/or execution of this plan
does not constitute admission or

the facts alleged or conclusions set forth
on the statement of deficiencies. This plan
of correction is prepared andfor executed
solely because it is required.

(a) Immediate action{s) taken for the
resident(s) found to have been affected

provide of the truth of
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and readmitted from a short-term, acute hospital
on . Her diagnoses included
, lymphedema, and

Review of the Minimum Data Set (MDS) quarterly

with Date of

reveaied resident #5 had a
score of 15 out of 18

which indicated intact cognition. The MDS
assessment noted rejection of care necessary to
obtain goals for her health and well-being
oceurred 4 to 6 days, but less than daily, during
the look- period.

On at 11:06 AM, resident #5 was
observed in bed with a medication cup containing
various pills on her bedside table, along with a
breakfast tray. There was no staff present in the
room at that ime. A few minutes later, Registered
Nurse (RN) D entered the room and asked
resident #5 to please take her medications
because she could not leave them for her to take
fater. Resident #5 took the pills and returned the
empty medication cup to RN D,

Review of resident #5's medical record did not
reveal a physician order or plan of care for
self-administration of medications.

On at 11:1t1 AM, RN D stated she had
never left medications at bedside before. She
indicated the medications in resident #5's cup
included 2 tablets of | , and one of each of
the folfowing Softener,

and . for a total of 6
pills. RN D said resident #5 “"always wants to
keep the meds.” RN D validated she stepped out
of the room and left the medication with resident

include:

The nurse ensured that Resident #5
took medications provided.

The physician was netified of the
incident, and no negative oufcomes were
identified.

The nurse involved was re-educated
on proper medication administration
practices, including the requirement to
observe the resident taking medications
and ensure proper documentation.

(b) ldentification of other residents having
the potential to be affected was
accomplished by:

All Residents have the potential fo be
affected.

{c) Actions taken/systems put into place
to reduce the risk of future occurrence
include:

Starting on all Licensed staff
{RNs and LPNs) will receive mandatory
training on medication administration
policies, emphasizing the prohibition of
leaving medications unattended. All
Licensed staff will be in-service by

. Any Licensed staff not in serviced
by this date will be in-service prior to their
next scheduted shift. We have no Agency
staff currently. All newly hired Licensed
staff will be in-service by the ADON during
their orientation.

{d) How the corrective action(s) wili be
monitored to ensure the practice will not
recur:

The DON or designee will conduct
weeldy audits of medication administration
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#5 as she had not yet taken the medication. RN D
explained she had not mentioned to the Unit
Manager (UM) or Director of Nursing (DON)
resident #5's request fo keep her medications
and take them later herseff. She descibed how
she stepped out of the room to ensure her
medication cart was locked. RN D said,
"Everybody knows about her. She wants {o keep
all her meds; she wants to take time and that is
why we give her meds last.”

with 2 nurses for at least 2 Residents 3
times a week for 2 weeks, then at least 8
Residents monthly for three months to
ensure adherence to the policy.

Any non-compliance identified will
result in immediate re-education and
corrective action.

Audit findings will be reviewed during
the facility's monthly Quality Assurance
and Performance Improvement (QAP1)

On at 12:46 PM, the General &
Restorative Unit UM stated it was acceptable to
leave medications at bedside, "as long as the
resident is coherent and there is no A
She shared she "has personally done the same
the thing” but not at this facility. The UM stated
RN D went to the room and collected the
cup. The UM said, "You cannot force the patient
to take the pills right that second.” When asked
about the facility’s policy for medications left at
bedside, she responded she did not know if there
was "a process {o it here.”

On at 2:53 PM, the DON stated she
spoke with RN D who validated she turned her

and left resident #5 with the cup of pilis. The
DON validated RN D was not supposed to leave
medications in resident #5's room without being
present when she took them. The DON stated a
nurse could not leave any medications at bedside
and must witness when the resident took the
medication.

Review of the facility’s policy titted Resident
Self-Administration of Medication revised on

revealed an intent "to support each
resident's right to self-administer medication.”
The policy read, "A resident may only

meetings.

(e) Date of compliance
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self-administer medications after the facility's
i isciplinary team has i which
i may be self- ini safely.”

The policy guidelines included each resident was
offered the opportunity to self-administer

icath during routine by the
interdisciplinary team and the resident's
preference would be documented on the
appropriate form and placed in the medicat
record.
Reporting of Alleged Violations
CFR(s): 483.12(b)(5)iNANBYC)1)(4)

§483.12(c} In response to allegations of N
neglect, , or mistreatment, the facility
must:

§483.12(c){1) Ensure that all alleged violations
involving ,neglect, | or
mistreatment, including injuries of unknown
source and misappropriation of resident property,
are reported immediately, but not later than 2
hours after the allegation is made, if the events
that cause the allegation involve or result in
serious bodily injury, or not later than 24 hours if
the events that cause the allegation do not involve

and do not result in serious bodily injury, to
the administrator of the facility and to other
officials {including to the State Survey Agency and
adult protective services where state law provides
for jurisdiction in long-term care facilities) in
accordance with State law through established
procedures.

§483.12{c)(4) Report the results of all
investigations to the administrator or his or her
designated representative and to other officials in
accordance with State law, including to the State

F 554
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Survey Ageney, within 5 working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.
This REQUIREMENT is not met as evidenced
by:
Based on observation, interview and record
review, the facility failed to report allegations of
and neglect to the State Agency (SA)and
protect the resident during the investigation for 1
of 2 residents reviewed for , of a fotal
sample of 59 residents, (#56).

Findings:

Review of resident #56's medical records
revealed she was originally admitted to the facility

on and readmitied from a short-term,

acute hospital on . Her diagnoses

included, | _ {, that affects the

lower half of the body), ., {skin
), major | ,and

Review of resident #56's Minimum Data Set
{MDS) quarterly assessment with Assessment
Reference Date of revealed a

score of 15 out of 15
which indicated intact cognition. The MDS
assessment noted her primary language was
Spanish, and she wanted an interpreter to
communicate with a doctor or health care staff.
The section revealed resident #56
experienced social isolation often. The MDS
assessment noted rejection of evaluation or care
necessary to obtain goals for health and
well-being from 1 to 3 days. Resident #56 had
iower extremities and was dependent
on staff for toileting, showers, personal hygiene,
and putting on/off footwear. She was always

Preparation and/or execution of this plan
does not constitute admission or
agreement by the provide of the truth of
the facts alleged or conclusions set forth
on the statement of deficiencies. This plan
of correction is prepared and/or executed
solely because it is required

(a) Immediate action{s) taken for the
resident(s} found to have been affected
include:

Upon identification of the deficiency,
the facility immediately self-reported the
allegation to the State Agency.

The accused nurse was removed
from the schedule pending an
investigation.

Resident #56 was assessed by social
services to ensure emotional and physicat
well-being. Supportive interventions,
including psych services and
reassurance, were provided.

(b) Identification of other residents having
the potential to be affected was
accomplished by:

Al Residents have the potential to be
affected.

Areview of grievances for the last 60
days was conducted by the
Interdisciplinary Team, which included the
Administrator, Social Services, DON,
RVP, and Regional Nurse to determine if
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of and

On at 12:06 PM, an interview was
conducted with resident #56 in Spanish. Resident
#56 explained she had been a resident of this
facility for over two years. She shared a recent
problem with a nurse who, during the night
medication pass, brought her a medication that
had been di i and another i
she wanted to fake every other night, She stated
the pills were brought in a cup. She explained she
took the discontinued pill out of the cup and told
the nurse that medication was discontinued two
weeks before. She shared that nurse only spoke
English and she spoke very litle English, so she
tried her best to explain she was not taking that
pill and pointed to another in the cup explaining
she had told nurses before she only wanted to
take it every other night. She indicated while she
was taiking to the nurse one of the pills on the
floor and the nurse picked the pill from the floor
and placed it in her cup with the other
medications. Resident #56 stated she asked the
nurse why she placed the pilt from the floor in her
cup and that she was not supposed to do that,
The resident explained she asked the nurse for a
supervisor. She indicated the nurse was visibly
agitated and raised her voice at her. Resident
#56 showed a picture she had of the two pills.
One pill was white and elongated and the resident
stated that was 80 milligrams {mg).
The other medication was a yellow and blue
capsule which the resident indicated was used to
treat . She explained she told the

, nurse practitioner she no longer
wanted to take it, and it was discontinued. She
stated she took the medications in the cup that
night except for the 2 pills which she kept. She
stated the nurse asked to return the 2 pills she

any other allegations of or neglect

had been unreported or inadequately

mveshgated Any identified concems were
if-reported and

(c) Actions taken/systems put into place
to reduce the risk of future occurrence
include:

The Coordinator and Director
of Nursing were educated on by
the RVP on reporting requirements.
utilizing FHCAs Decision Tree.

Starting on all staff witt
receive mandatory training on
identification, mandatory reporting, and
investigation protocols. All staff wili be
in-service by . Any staff not
in-setviced by this date will be in-serviced
prior to their next scheduled shift. We
have no Agency staff currently. Al newly
hired staff will be in-service by the ADON
during their orientation.

(d) How the corrective action(s) will be
monitored to ensure the practice will not
recur:

The Administrator or designee will
conduct audits of five grievances per
week for two months, followed by ten
grievances per month for a minimum of
three additional months, to ensure
appropriate reporting and implementation
of protective actions.

Results of the audits will be reviewed
in the facility's Quality Assurance and
Performance improvement (QAP1)
meetings, with corrective actions
implemented as needed.
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did not take, and she told the nurse she would not
return the pills to her until she spoke with a
supervisor. She indicated the nurse left the room
and did not bring or call a supervisor. She
mentioned she felt and disappointed because
she expected a different attitude from the nursing
personnel. She indicated after the nurse left her
room, she overheard the nurse yelling at a
resident in another room. Resident #56 stated
that night she cried and could not  asleep. She
indicated the worst happened the next morning.
She recalled she spoke with MDS Coordinator L.
early the next morhing and asked her to get
someone who spoke Spartish and could translate
what she wanted to share. She stated MDS
Coordinator L. brought someone who spoke
Spanish, and she explained what happened the
previous night. She stated MDS Coordinator L.
notified the management about the incident. She
mentioned shortly after she spoke with MDS
Coordinator L, the Director of Nursing (DON}
came to her room screaming at her and calfing
her a liar because, according to her, the
discontinued medication was not in the
medication cart. She indicated the DON came in
with the night nurse and each one insulted her
and asked her for the pills she kept. Resident #56
stated she told them she would not return the pilis
because that was her evidence and without it, she
would have no proof of what happened. She
mentioned she could not eat all day, and she was
nervous and upset. She shared after that
encounter, she called the state's Department of
Children and Families (DCF), and a DCF
investigator visited her the same day. She
indicated after she showed the pills to the DCF
Investigator, who took pictures of the piils, she
handed them to Licensed Practical Nurse {LPN) I
She stated she told the DCF Investigator the

(e) The date of compliance is
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DON and the nurse yelled at her and were
disrespectiul to her. She shared she had called
DCF a few weeks prior to report concerns about
other residents who did not get personal care all
day and a DCF Investigator visited the facility at
that time and spoke to those residents directly.
She shared she was "now labeled as
problematic.” She also shared an incident with a
Certified Nursing Assistant (CNA) who did not
change her for hours and she was wet and
uncomfortable. She indicated on that occasion, a
male nurse came to her room around 8:00 PM
and after explaining the situation to him, he asked
the CNA fo change her but the CNA responded
she was not assigned to resident #56. She
indicted the male nurse had to find another CNA
to change her. She stated after the CNA changed
her, the Night Supervisor told her she did not
have an assigned CNA, she was not a priority at
the facifity, and the priority was her roommate.
She shared she preferred Spanish speaking staff
to ensure there was no miscommunication. She
aiso shared Registered Nurse (RN} P, the nurse
who gave the wrong medication and yelled at her,
was assigned to her again even though she was
told by the DCF investigator that she had fold the
facility the nurse could not get close to her again.
She mentioned she had told a Spanish speaking
staff she did not want that nurse assigned fo her
again. She shared RN P came to her room a few
days after the pilf incident and asked for her

. tocheck her . - She stated she
told RN P to feave het room because she was not
supposed {o be there again. She stated RN P left
the room and made a gesture toward her as
she left the room. She said that made her cry.
She mentioned she was afraid RN P would give
her the wrong medication or do something to her
in retaliation. She said, "The staff knows how to
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retaliate to residents who speak up.” She shared
she had been told by staff on more than one
occasion let me take good care of you so you do
not call DCF or the State. She stated she had
made new friends at the facility and would hate to
separate from them as she had no family near
her otherwise, she would have requested o be
transferred to a different facility .

Review of the Reportable Log from
to . on the first day of survey

did not reveal or neglect allegations
reported by resident #56.

Review of DCF reports showed they visited
resident #56 at the facility on .
and

Review of resident #56's Progress Notes
revealed a note entered as a late entry on
by RN A dated which read, "On Friday
R 1 did not touch the resident to
do anything for her because she did refused my
service while { was by the resident door. i called a
coworker from medical record, the coworker
translate for me, then | called the supervisor, the
supervisor was the one taking care of her."

On at 1:36 PM, the Administrator (NHA}
stated the DON and her were the

coordinators. The surveyor reported the
allegations of verbal/emotional from
resident #56 to the NHA. The NHA stated rno one
had yelled at resident #56. The NHA shared
resident #56 was admitted before she came to
the facility. She shared since resident #56 applied
for Medicaid and lost her Social Security .
benefits, she was "mad" and often complained
about the food and care. She indicated resident

F 609
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#56 would complain to the State if she did not get
what she wanted and accused staff. She
mentioned she had "done multiple reportable and
grievances on her." The NHA said resident #56
“"got mad and complained about no one changing
her.” She stated she interviewed "everyone.” The
NHA shared resident #56 had a concern with
medications and kept two pills and "She
constantly says she is caliing the state.” The NHA
confirmed DCF "came out for her" last week. She
stated the DCF investigator mentioned it was
about medications and not being changed. The
NHA said "That would not be neglect, she didn't
use the work neglect.” She recanted her
statement and added she did not "feet the time
frame would be neglect” because the CNA told
resident #58 she would come at 8:00 PM fo
change her and the CNA said she was there 10
or 15 minutes late. She added, "ifitwas 1to 2
hours wait for care, she would have reported it."
She stated she would start reporting every time
DCF came o the facility. She recalied DCF was
there twice, but the DCF Investigator did not
mention anyone yelling at resident #56, She
mentioned she would find out who franslated for
the DON when she spoke with resident #56, She
stated a reportable was done on for
another resident and resident #56. Later at 2:04
PM, the NHA asked if resident #56 mentioned the
DON was yelling as well as the nurse because
she "would have to suspend her and do the
reportable.” She showed she submitted a
reportable on when DCF came to the
facility for another resident. She then confirmed
there was no report submitted for resident #56's
allegation of and neglect this month.

On at 9:04 AM, resident #56 indicated no
one transtated for her when the DON and RN P
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were yelling to her. She repeated about three
days later after the incident, she was again
assigned RN P after teling them she did not want
that same nurse assigned to her. She stated the
Specialized Subacute (SSU) Unit Manager (UM)
tock over for RN P that day and gave her
medications.

On at 1:53 PM, the NHA said she "has
been handling for a while.” She shared she
had a grisvance from resident #56 on

about a CNA being 15 minutes late and them
offering resident #56 a private room because she
fiked to keep her room at 60 degrees, and they
have people wanting to leave out of her room for
that reason. She explained on morning
she complained about the pilt being dropped and
the nurse tried to give her the pill. She stated
DCF came a couple of hours after that, but it was
not about the pill. She recalled the DCF
Investigator asked questions about resident #58,
requested a sheet and went to interview the
resident. She stated she did not submit a
reportable to AHCA because she "did not know
what DCF came here about.” The NHA showed
the Notice to Subjects form left by DCF, which
showed a report number and the names and
phone numbers for the DCF Investigator and
Supervisor,

On at 12:30 PM, LPN | stated she was
"very famitiar" with resident #56 and "have never
had any problems with this resident.” She shared
she had instructed the resident to let staff or
management know if she had any issues, but the
resident preferred to wait for her to share her
concerns, LPN | said, "She is an easy to take
care of resident.” She explained she received
report from RN P on that resident #56

FORM CMS-2567(02-99) Previous Versions Obsolete.

Event ID:KZP21

Eaciity 10: 35960940

I continuation sheet Page 17 of 71




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES (Xt) PROVIDERISUPPLIERICLIA
AN PLAN OF CORRECTION IDENTIFICATION NUMBER

PRINTED: 04/24/2025
FORM APPROVED
OMB NO. 0938-0391

106011

{X2} MULTIPLE GONSTRUGTION
A BUILDING

8 WING

(X3} DATE SURVEY
COMPLETED

[
02/28/2025

NAME OF PROVIDER OR SUPPLIER

KISSIMMEE NURSING & REHABILITATION GENTER

KISSIMMEE, FL 34741

STREET ADDRESS, CHTY, STATE, ZIP CODE
2511 JOHN YOUNG PARKWAY NORTH

x4y 1D
PREFIX
TAG

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

PROVIDER'S PLAN OF CORRECTION

D x5
PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
ATE

TG CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENGY)

F 609

Continued From page 17

alleged a medication was dropped on the floor
and she gave her a medication that was
discontinued. She stated resident #56
complained about RN A that morning and
mentioned she did not want RN A to take care of
her again. LPN | stated resident #56 showed the
pills she kept and gave them to her after she
spoke with the DCF investigator. LPN | explained
she had translated for the DON and RN A in the
roorm with resident #56 and RN A called LPN ta
liar, but she was fransiating, not accusing her.
She shared RN A said someone must have given
the resident those medications fo get her in
trouble. She explained while translating in the
room for the DON and RN A, resident #56 was
crying and wanted fo get out of bed. She recalled
RN A spoke to resident #56 with "an attitude,
aceusing the resident she was lying." She stated
RN A denied the medication was dropped on the
floor and stated she discarded the medication the
resident refused. She stated she asked RN Ato
leave the room because of the "disrespectful
tone” used toward resident #56. She indicated the
DON told the resident she would investigate her
concerns. LPN | stated the DON was already in
resident #56's room before she got there to
translate and the resident was "already agitated"
by the time she arrived. She recalled on

she told ini fon resident #56

they not assign RN P to care for her again.

On at 1:17 PM, MDS Coordinator L
shared she performed daily visits to her assigned
residents for "mock survey" which included
resident #56's room. She recalled resident #56
called her into her room early one morning
because she was upset with the nurse assigned
to her. MDS Coordinator L stated resident #56
asked her to let the NHA know but explained it

F 609
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was approximately 6:30 AM and she spoke with
the Night Supervisor instead. She shared she
could tell resident #56 was upset, not crying, “just
frustrated, angry." She stated LPN i franslated
for her and the Night Supervisor when resident
#56 shared what happened during the night. MD$
Coordinator L reflected she had "never had
problems with (resident #56) at all in the many
years together.”

On at 9:13 AM, during a telephone
interview, the DCF Investigator confirmed she
visited resident #56 last week. She explained
every time DCF came to a facility they discussed
the allegations with the facility representative
during their entrance conference. She recalled
mentioning to the NHA resident #56's report
about the supervisor "screaming” at her.

On at 3119 PM, the DON stated the Night
Supervisor called her at around "6:00 something”
on to report the incident with resident

#56. She recalled she talked to resident #56 that
momning and asked the resident what happened.
She recounted resident #56's complaint about a
pill that was dropped on the floor and showed her
the two pills, the one dropped to the floor and one
that was discontinued. She stated she told
resident #56 to give her a moment fo talk to the
nurse and left the room to investigate what
happened. The DON indicated she spoke with
RN Aand confirmed the discontinued medication
was not in the medication cart. The DON
mentioned after speaking with the nurse, she
returned to resident #56s room with RN A and
LPN i. The DON stated RN A denied resident
#56's allegation and was upset when she started
asking questions, while resident #56 was crying.
She indicated LPN | transiated while consoling
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resident #56. The DON instructed RN Ato write a
progress note.

On at 5:50 PM, the SSU UM confirmed
she took over the care of resident #56 one day
iast week when the resident did not want RN P,
her assigned nurse. She stated she had not done
the assignment.

On at 2:43 PM, the NHA repeated the
DCF investigator did not inform her of the reason
of her visit on . She confirmed DCF visited
the facility but it was not in reference to
resident #56, She stated she did not remember a
visit from DCF to resident #56 on . She
said at her “former building they did not report the
DCF visits.” She indicated she was told DCF
reported their visits to the SA and was not given a
directive by this company. She stated she did not
remember anything about her conversation with
the DCF investigator on except he
mentioned resident #56 had an issue with food
and she sent the Dietary Manager to speak with
the resident. She stated the DCF investigators
did niot share the allegations, only requested
paperwork which she provided, and when they
came she was not told, "half of the times” what
their visits were about. She said she reported

and neglect "for aimost everyone.” When
asked why RN P was allowed to continue working
on untif the end of her shift after they
were made aware of the allegation of

by resident #56, the NHA responded that
when she realized RN P was involved in the
incident she was suspended. The NHA shared
when they identified they had assigned the same
nurse 1o resident #56 last week, she was
switched to the UM, Later at 4:05 PM, the NHA
explained the DON was suspended on

F 609
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resident #56.

and report i The

The facility's policy . Neglect and

, , implemented and
reviewed/revised on revealed how to
prevent, identify, investigate, protect residents

and brought the next day because she "was
able to rule out quickly” she did not yell at

the facility would designate an

alleged |

of the investigation.”
F 641 Accuracy of Assessments
$S=D | CFR(s): 483.20(g}

resident's status.

by

Findings:

§483.20(g) Accuracy of Assessments,
The assessment must accurately reflect the

Based on interview, and record review, the
facility failed to ensure the Minimum Data Set
{MDS) assessment accurately reflected *
major injury" status for 1 of 4 residents reviewed
for , of @ total sample of 59 residents, (#109}.

Prevention
Coordinator who was responsible for reporting
allegations or suspected . neglect, or

, to the state survey agency and other
officials in accordance with state law. The
facility's policy instructed facility staff on the
investigation of different types of alleged
violations, and read, "ldeniifying and interviewing
all involved persons, including the alleged victim,
. witnesses, and others who
might have knowledge of the allegations; . . .
Providing complete and thorough documentation

This REQUIREMENT is not met as evidenced

with

F 609

F 641

agreement by the

Preparation and/or execution of this plan
does not constitute admission or

the facts alleged or conclusions set forth
on the statement of deficiencies. This plan
of correction is prepared and/or executed
solely because it is required.

provide of the truth of
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Residertt #109's medical record revealed he was
initiaily admitted to the facility on and
readmitted from an acute care hospital on

. His diagnoses included
{bone ), difficulty walking, and

On at 11:40 AM, resident #1089 stated he

coming out of the bathroom about 3 weeks
ago, and broke his right ; he said he was
transported to the hospital but did not have
surgery.

Review of resident #109's MDS$ Discharge

with an Date
{ARD) of and a 5-day assessment with
an ARD of revealed thathis " status”

was incorrectly assessed.

On at 5:15 PM, MDS Transitional Nurse
K explai he was re ible for i
this MDS. He acknowledged both MDS's did not
indicate under the category of . with "major
injury” resident #109's . He verified the
information submitted in the MDS was not
accurate. He said he reviewed hospitat
documentation before completing the MDS
assessment and care plan.

Review of the Centers for Medicare & Medicaid
Services (CMS) Resident Assessment instrument
{RAI) Version 3.0 Manua! Section J: Health
Conditions, B , Prognosis,
Problem Conditions, and . The manual
revealed coding instructions for section J1900:
Number of Since Admission/Entry or
Reentry or Prior Assessment, The instructions
directed the user to code the number of |
major injury-bone . B
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(a) Immediate action{s) taken for the
resident(s) found to have been affected
include:

The MDS for Resident #108 has been
reviewed and corrected to accurately
reflect the with major infury,

The Care Plan for Resident #109 has
been reviewed and updated 1o include
interventions refated to prevention and

management.

(b) ldentification of other residents having
the potential to be affected was
accomplished by:

All Residents who have had a
have the potential to be affected.

A facility-wide audit of all current
residents who experienced in the
past 90 days has been conducted to
ensure the MDS accurately reflects their

history and any major injuries.

{c) Actions taken/systems put into place
to reduce the risk of future occurrence
include:

On afl staff responsible for
MDS completion, including the MDS
Coordinator and MDS Assistant, have
been re-educated by Regional Nurse on
the proper coding of with major
injuries to include training on accurate
MDS documentation, specifically
regarding Section J1800 { with
Injury). Also, education was provided to
ensure that alf hospital diagnoses,
including . are promptly reviewed
and incorporated into MDS assessments
and care plans.
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closed injuries with altered (d) How the corrective action(s) will be
and/or hematoma ( ). The monitored to ensure the practice will not
directions continued, “Review any follow-up recur:
medical information recsived pertainingto the | The Director of Nursing (DON} or
even if this information is received after the ARD designee wili conduct weekly audits of 3
{e.g., emergency room . corpleted MDS for accuracy in section
" )y Computed " . J1900, with a focus on with major
{CT) scan resu ls) and ensure that this injuries, for 2 months, then monthly for at
information is used fo code the assessment.” teast three additional months.
Audit results will be reviewed in the
The facility’s policy and procedure, MDS 3.0, was facility's Quality Assurance and
reviewed on . The document read, "1. Performance improvement mestings, and
According to federal regulations, the facility corrective actions will be implemented as
conducts initially and periodically a needed.
comprehensive, accurate, and standardized Compliance monitoring will continue
assessment of each resident's functional until sustained improvement is
capacity, using the RAI specified by the State.” demonstrated, as determined by QAPt
oversight.
{e) Date of compliance
F 656 Develop/implement Comprehensive Care Plan F 656
$8=D | CFR(s}. 483.21(b}{(1)(3)

§483.21(b) Comprehensive Care Plans
§483 21(b)(’t) The facs!ity must develop and

care plan for each resident, cunsustent with the
resident rights set forth at §483.10(c)(2) and
§483.10(c}(3), that includes measurable
objectives and timeframes to meet a resident's
medical, nursing, and mental and |

needs that are identified in the comprehensive
assessment. The comprehensive care plan must
describe the following -

(i) The services that are to be furnished to attain
or maintain the resident's highest practicable
physical, mental, and | well-being as
required under §483.; 24 §483 25 or §483.40; and
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{if) Any services that would otherwise be required
under §483.24, §483.25 or §483.40 but are not
provided due to the resident’s exercise of rights
under §483.10, including the right to refuse
treatment under §483.10(c)(6).
(itt) Any specialized services or specialized
rehabilitative services the nursing facility will
provide as a result of PASARR
i if & facility with the

findings of the PASARR, it must indicate its
rationale in the resident's medical record.
{ )in consultation with the resident and the
resident's representative(s)-
(A} The resident's goals for admission and
desired outcomes.
{B) The resident's preference and potential for
future discharge. Facilities must document
whether the resident's desire to retum to the
community was assessed and any referrals to
local contact agencies and/or other appropriate
entities, for this purpose.
{C) Discharge plans in the comprehensive care
plan, as appropriate, in accordance with the
requirements set forth in paragraph (c) of this
section.
§483.21(b)(3) The services provided or arranged
by the facility, as outfined by the comprehensive
care plan, must-
{iif) Be culturally-competent and -informed.
This REQUIREMENT is not met as evidenced
by:
Based on observation, interview, and record
review, the faciiity failed to ensure an
individualized cormprehensive care plan was
implemented for 1 of 1 resident reviewed for

safety precautions, (#92); and for 1 of 2
residents reviewed for communication, (#58), of a
total samiple of 59 residents.

Preparation and/or execution of this plan
does not constitute admission or
agreement by the provide of the truth of
the facts alleged or conclusions set forth
on the statement of deficiencies. This plan
of correction is prepared and/or executed
solely because it is required.
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Findings:

1. Areview of the medical record revealed
resident #92 was admitted 1o the facllity on
with diagnoses that included
{fluid on the Yoo,
, speech

disturbances, and

The Minimum Data Set (MDS8) Annual

with an date
{ARD) of revealed resident #92 had a
( ) that

could not be conducted as the resident was rarely
or never understood.

Areview of the resident’s medical record revealed

current comprehensive care plans with a focus on
relatedto | |, .

Interventions included medication as

ordered and padding to side rails.

On at 3:10 PM, resident #92 was lying in
bed but the rails of the bed were not padded for
safety in case of .On at 10:02
AM, assigned Certified Nursing Assistant (CNA)
Q verified the resident's unpadded. rails. CNAQ
stated she did not know why the pads were in the
corner of the room and not on the bed. She did
not know who put them there.

On at 10:04 AM, the and
Restorative Unit Manager stated the bed rails
were only padded at night because that was
when the resident got agitated.

On at4:31 PM, the Director of Nursing
stated she expected the staff to review resident's

(a) Immediate action{s) taken for the
resident(s) found to have been affected
include:
For Resident #92, the
were placed as
per the Resident's care plan.
Resident #92 was reassessed to
ensure ail precautions were
properly implemented.
CNA Q was re-educated on the
importance of following care plan
interventions, especially for residents with

pads

For Resident #56, the care plan was
updated to reflect the residents Primary
language of Spanish with intervention of
utiizing an interpreter as indicated.

(b) Identification of other residents
having the potential to be affected was
accomplished by:

All Residents with a diagnosis of

and Residents who do
not speak English proficiently have the
potential to be affected.

A facility-wide audit of alt residents
with was conducted to
ensure appropriate inferventions were
care planned and in place

MDS Coordinator conducted an audit
of all residents with limited English
proficiency to ensure their communication
needs were appropriately care planned.

{c) Actions taken/systems put into place
to reduce the risk of future occurrence
include:

Nurse leadership team, including
Director of Nursing, Assistant Director of
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care plans and implement the listed interventions,

2. Resident #56 was initially admitted to the

facility on and readmitted from an acute
care hospital on . Her diagnoses included
P that affects the lower haif of
the body), . {skin )
major | ,and . .

Review of the MDS quarterly assessment with
Assessment Reference Date of
revealed resident #56 had a

score of 15 out of 15 which
indicated intact cognition. The MDS assessment
noted her primary language was Spanish, and
she wanted an interpreter to communicate with a
physician or health care staff. The section
revealed resident #56 experienced social
isolation often. The MDS assessment showed
resident #56 had lower extremities |
and was dependent on staff for toileting, shower,
personal hygiene and putting on/off footwear. She
was always of and

Review of resident #56's care plan did not include
a focus on communication, resident's primary
language or her desire for an interpreter fo
communicate with a doctor or health care staff,
as indicated by the MDS assessment.

On at 12:06 PM, interview with resident
#56 was conducted in Spanish. She explained
she recently had a problem with a nurse who
gave her a medication that was discontinued and
another medication she refused to take. She
shared she took one pill out and tried to explain to

Nursing, Unit Managers, and MDS Nurses
received in-service training on by
Regional Nurse on the requirement for
comprehensive Resident Centered care
plans with focus on Residents with

and/for limited English
proficiency.

Starting on ail Direct Care
staff (RNs, LPNs, and C.N.A.S) wilt
receive mandatory training importance of
following individualized care plan
interventions, ensuring safety
interventions are in place for
precautions per plan of care, and-on
communicating with Residents with limited
English proficiency per plan of care to
include use of Propio 1 interpreter Line.
All Direct Care staff will be in-service by

. Any Direct Care staff not
in-serviced by this date will be in-serviced
prior to their next scheduled shift. We
have no Agency staff currently. All newly
hired Direct Care staff will be in-service by
the ADON during their orientation.

(d) How the corrective action(s) will be
monitored to ensure the practice will not
recur:

The Director of Nursing or designee
wilt conduct weekly audits of 5 Residents
with or Limited English
Proficiency for four weeks, then 10
monthly for at least three months, to
ensure care plans are accurately
implemented and followed.

Any discrepancies found will result in
immediate correction and staff
re-ducation.

Audit results will be reviewed in the
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the nurse in "her fittle English” that medication
was discontinued 2 weeks prior. She added she
showed the nurse another pilt she only wanted to
take every other night. She explained during the
conversation one pilt on the floor and the
nurse picked it up from the floor and placed it

in her cup. Resident #56 stated she asked
the nurse why she did that and that she was not
supposed to place a pill that on the floor
in her cup. The resident indicated when she
requested fo speak with a supervisor, the nurse
got agitated and raised her voice at her, The
resident stated a supervisor did not visit her that
night, she cried and could not sleep. She
mentioned she preferred to be cared for by
Spanish speaking staff and had communicated
her choice previously to the staff.

On at 12:30 PM, Licensed Practical
Nurse {LPN) | stated she was "very familiar" with
resident #56. She shared she had never had any
problems with this resident as she communicated
with her in Spanish. She indicated she had
instructed resident #56 to let staff or management
know whenever she experienced any issues. LPN
| shared resident #56 usually waited for her to
share her concerns because she felt comfortable
with her.

On at 1:17 PM, MDS Coordinator L
indicated when a resident's primary language was
not English, she added a communication care
plan. She shared she knew resident #56 for as
fong she had lived in the facility. She shared
resident #56 could say a few words in English
and could understand English better than she
could speak it. She explained when she talked
with resident #56, the resident would let her know
to get someone to translate when they could not

facility's monthly Quality Assurance and
Performance Improvement (QAPI)
meetings.

(e) The compliance date is
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understand each other. MDS Coordinator L
looked through resident #56's care plan, including
resolved focus areas and interventions and
validated there was not one for communication.
She indicated one should have been created. She
stated they reviewed the care plan every quarter
and resident #56 attended the meetings which
were held in her room. She shared there was
always someone in the meeting who spoke
Spanish. MDS Coordinator L reviewed the
quarterly MDS assessment dated and
acknowledged resident #56 expressed her desire
to have an interpreter when communicating with
physicians or health care staff.

Review of the policy titted Comprehensive Care
Plans revised on revealed, "Ht is the policy
of this facility to develop and implement a
comprehensive person-centered care plan for
each resident, consistent with resident rights, that
includes measurable objectives and timeframes
o meet a resident's medical, nursing, and mental
and, . . needs that are identified in the
resident's comprehensive assessment.” The
guidelines revealed the care planning process
included an assessment of the resident's
strengths and needs, incorporating the resident's
personal and cultural preferences in developing
goals of care.

F 657  Care Plan Timing and Revision

$8=D | CFR(s): 483.21(b)2)()-(ii)

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

{i) Developed within 7 days after completion of
the comprehensive assessment.

(i) Prepared by an interdisciplinary team, that

F 656

F 857
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includes but is not fimited to—

(A} The attending physician.

{B} A registered nurse with responsibility for the
resident.

{C} A nurse aide with responsibility for the
resident.

{D} A member of food and nutrition services staff.
{E) To the extent practicable, the participation of
the resident and the resident's representative(s).
An explanation must be included in a resident's
medical record if the participation of the resident
and their resident ive is b

not practicable for the development of the
resident's care plan.

{F) Other appropriate staff or professionals in
disciplines as determined by the resident's nesds
or as requested by the resident,

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

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review, the facility failed to revise and implement
appropriate interventions including the provision
of adequate supervision fo prevent for2of4
residents reviewed for , of a total sample of
59 residents, (#3 and #51).

Findings:

1. Review of resident #3's medical record
revealed she was originally admitted to the facility

on and readmitted from a short-term,
acute hospital on . Her diagnoses
included " of Jtype 2

s o N hearing
loss, and

include:
New

accurate

Preparation and/or execution of this plan
does not constitute admission or
agreement by the provide of the truth of
the facts alleged or conclusions set forth
on the statement of deficiencies. This plan
of correction is prepared and/or executed
solely because it is required.

(a) Immediate action{s) taken for the
resident(s) found to have been affected

completed for Resident #51 fo reflect
accurate information, and their care plans
and Kardex's were updated to reflect

risk evaluations were

risk assessments, with
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Review of the quarterly Minimum Data Set (MDS)
with Date
revealed resident #3's
yscore of 3 out

(ARD) of

of 15, which indicated severe

, . The MDS assessment showed
resident #2's hearing was highly | Jand
her vision was | . She required supervision
for eating, and substantiat assistance from staff
for toileting, lower bady .. upper body

... butting on/taking off footwear, and
personal hygiene. She was dependent on staff for
showers. The MDS assessment revealed
resident #3 required supervision or touching
assistance for rolling left and right, sit to lying,
lying to sitting, and to wheel up to 150 in the
ir. She required i

for sit to stand, chair/bed-to-chair transfer and
from a bed to chair (or wheelchair), toilet transfer
and tub/shower transfer. Walking was "not
attempted due to medical condition or safety

concemns.” She was frequently of
. Since the previous MDS assessment,
she had one with no injury.

Review of resident #3's comprehensive care plan
revised on revealed a focus of risk for

. Interventions included to . and
meet the resident's needs and encourage her to
use the call light for assistance as needed. A care
plan for cognition revised on directed
staff to "Cue, reorient and supervise as needed."
A care plan for a behavior problem related to

.. in inappropriate places specifically the

trash can was initiated -The
interventions directed staff to offer and escort the
resident to the toilet frequently and to remove the
trash container from her room/area. A

appropriate and individualized
prevention interventions implemented.
Resident #3 is no longer residing at the
facility.

(b) Identification of other residents having
the potential to be affected was
accomplished by:

All Residents who have had a
have the potential to be affected.

The MDS Coordinator and Unit
Managers conducted a facility-wide audit
of risk assessments and care plans for

- . residents with a
score of 12 or less to identify any
discrepancies.

(c) Actions taken/systems put into place
to reduce the risk of future occurrence
include:

Starting on all Direct Care
staff (RNs, LPNs, and C.N.A.S) staff will
recelve mandatory training regarding
review and use of Care Plan/Kardex prior
1o providing care to Residents. This
education will also be completed upon
hire and at least annually. All Direct Care
staff will be in-service by . Any
Direct Care staff not in-serviced by this
date will be in-serviced prior to their next
scheduled shift. We have no Agency staff
currently. All newly hired Direct Care staff

will be in-service by the ADON during their
orientation.
Starting on all Licensed

nurses (RNs and LPNs) and MDS staff on
the proper completion of  risk
assessments, individualized care
planning, and the importance of ensuring
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communication problem due to a language
barrier care plan revised revealed
resident #3 spoke Spanish and had hearing loss.

Review of resident #2's medical record revealed
the following Change in Condition Evaiuations:
* with injury, bump on forehead

* intheleft , and

* with no injury

Review of the investigation Worksheet for
the on revealed resident #3's
daughter was with the resident at the time of the
. The form showed the  occurred in the
bathroom and the resident required supervision.
The Recommendations/interventions included
assisting the resident to the bathroom after
meals, ensure the call light was within reach,
educate the family to ask for help toiteting, and
checks.

Review of the investigation Worksheet for
the . on revealed resident #3's was
leaning forward to pick something up from the
floor. The form indicated resident #3 required
supervision. The form included the number of

in the last 30 days was 2 and in the past
31-180 days she had two . Abump on the
forehead was noted. The nurse statement
included she called the physician and resident #3
was sent to the hospitat for evaluation.

Review of the following Risk Evaluation form
revealed resident #3 scored below 10 on
The Risk Evaluation form read, “Total score
of 10 or ABOVE represents HIGH RISK. Initiate a
Risk Care Plan for High Risk
Components/Factors (i.e. . Unsteady Gait,
)regardiess of resident not

interventions are documented in the
Kardex. All Licensed nurses {RNs and
LPNs) and MDS staff will be in-service by

. Any Licensed nurses (RNs and

LPNs) and MDS staff not in-serviced by
this date will be in-serviced prior to their
next scheduled shift. We have no Agency
staff currently. All newly hired Licensed
nurses (RNs and LPNs) and MDS staff
will be in-service by the ADON during their
orientation.

(d) How the corrective action(s) will be
monitored to ensure the practice will not
recur:

The Director of Nursing or Designee
will review a sample of five residents’
risk evaluations, care plans and Kardex's
weekly for four weeks, then monthly for
three months to ensure continued
compliance.

Any discrepancies identified wilt be
corrected immediately, and trends will be
addressed through additional staff training
of process adjustments,

Findings will be reported in the
monthly QA/QAPI meeting for further
review and action as needed for a
minimum of 3 months.

(e) Date of compliance
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scoring a 10 or above.” The form showed
resident #2 was ambulatory and . The
questions, "Walking, turning around and facing
opposite direction and moving on and off toilet”
was answered as "Not steady, but able to
stabilize without staff assistance.” Her vision was
incorrectly marked as adequate .

Review of a Progress Note dated

revealed resident #3 was discussed during the
Patient at Risk {PAR) meeting. The note read,
"Resident continues fo be monitored and
educated on using call lights to ask for assistance
..." Another Progress Note entered on

included "New intervention: Reinferce to resident
to call for assistance fo include things on
the floor.” A Progress Noted dated read,
"Despite advising the resident to stay herself in
bed for safety and call for assistance the resident
does not folfow instruction and many times in the
frequent rounds the resident has been found
standing, walking and making her bed." A

Progress Note dated included resident #3
"consistently does not utilize call light as
instructed.” A Progress Note dated read,

" ... The resident did not use the call bell to call
for assistance.”

On at 4:04 PM, resident #3 was observed
lying in bed on her right side, with | closed. A
dark purple and light green was noted on
her left forehead, measuring approximately 8 x 6
centimeters. There was a trash can next to her
bed, and the calf light was on the bed rail.

On at 10:20 AM, resident #3 was

observed sifting on her wheeichair washing her
in the bathroom sink. When asked in

Spanish what happened fo her . she smiled
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but did not answer. She was wearing slippers.

On at 10:21 AM, Certified Nursing
Assistant (CNA) J entered resident #3's room.
CNA J stated resident #3  a few days ago.
CNA J stated resident #3 was hard of hearing,
wore - but said they did not work. She
shared resident #3 needed supervision.

On at 10:52 AM, during a telephone
interview, resident #3's daughter explained her
mother suffered from . She mentioned. it
had become "very dangerous” lately because she
liked going to the bathroom by herself. She
shared her mother had recently in the
bathroomand  again a few days fater.
Resident #3's daughter said her mother "cannot
see well, is fegally , can see shadows, is
hard of hearing on both . and not even with
. [can she} understand. She does not

speak English, She is declining.” She stated her
mom was sent to the hospitat after the last two

. She indicated she was visiting her mom
whenshe  in the bathroom, but she did not
hurt herself. She recalied a couple of days later,
she was called because her mother was sent to
the hospital with a "big hematoma" on her
She stated her mom fold her she poked her
and she noticed her mom's |, was and
black and biue. She explained she was told the
second time her mother  she bent over to get
something from the floor,  forward and hit
herself on the table. She shared the
showed an hematoma outside the . She
stated she usually did not visit during the day, but
her sister and herself visited mostly during dinner
to ensure her mother was taken to eat, She
shared her mother used to participate in activities,
enjoyed coloring books but she had declined “a
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lot.” She indicated when she attended Care Plan
meetings, she "always mentioned concemns about
the availability of someone to care for her." She
mentioned her mom often refused showers and
could go up 2 weeks without a bath, but she
received it from CNA H because "she is very
patient with her, and she talks her into it"
Resident #3's daughter stated her main concern
was her . Bhe said she felf the CNAs did not
check on her mother often. She stated her mom
would get up unassisted and would not use the
call light. She indicated the CNAs should do
rounds and checked on her often because her
mother "still think she can do things” by herself.

On at 3:08 PM, CNA H stated there was
a strong odor of in the room because
resident #3 on the trash can and on the
floor. She explained resident #3 vision and
hearing were | . She shared resident #3
fiked to “fix everything by herseff, fixes the bed."
CNA H stated resident #3's , looked fike
someone hit her but she tended to get too close
o things to see them and that was "probably what
happened to her.” She stated they tried fo place
floor mats next to resident #3's bed but resident
#3 removed them while she pointed to a floor mat
located behind the of the bed. She
explained she checked on resident #3 every time
she finished caring for each of her residents
because resident #3 liked to fix her drawers and
wanted to do things by herself.

On at 1112 PM, the General &
Restorative Unit Manager (UM) stated were
discussed every morning during clinical meetings
by the Interdisciplinary Team (IDT). She explained
the IDT reviewed the incident report, looked for
any type of injuries, and discussed any new

F 657
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interventions required after reviewing the care
plan. She indicated any new interventions were
added by the MDS Coordinator attending the
meeting. She mentioned resident #3's
mentioned on was because of her  on
. She stated resident #3  againon
while attempting fo reach out for
something and was sent out to the hospital. She
indicated resident #3 required frequent checks.
When asked what frequent checks meant, she
explained it was "to put ,  on the resident but
no specific time frames” were required. She
indicated a new intervention to offer toileting after
meals would show up in the Kardex (care plan
used by CNAs).

On at 11:56 AM, Registered Nurse (RN}
A stated she was not working when resident #3

but explained the resident was monitored
frequently, every 15 minutes by the CNAand
nurses, She indicated resident #3 required
one-staff assistance to transfer but the resident
transferred herself at times and she did not use
the call light. She mentioned resident #3 was
disoriented, and could not follow instructions. She
shared resident #3's hearing and vision was

and athough she did not walk, she tried

to get up from her wheelchair. RN A stated
resident #3 required supervision "all day long"
and a safe environment to avoid

Review of resident #3's comprehensive care plan
did not include resident #3 required frequent, 15
minutes checks.

On at 1:25 PM, MDS Coordinator L.
shared the interventions from the risk
management report after the included
assistance with activities and monitor for

F 657
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changes. She stated the care plan was updated
on toinciude | , . toscreen
and resident and family education. She
mentioned the intervention after the  on

was to offer resident #3 a reacher and
educate her on use, She said she was surprised
with the intervention because resident #3 had

and her was very low. MDS

Coordinator | validated interventions for frequent
supervision or to offer toileting after meals were
not included in the care plan.

On at 1:50 PM, the Director of Nursing
{DON) explained during clinical meeting they
reviewed the Investigation Worksheet and
witness statements, came up with a root cause
for the and interventions to prevent future

. She indicated any interventions they decided
would be updated to the care plan if not already
there. She read the intervention included on the
IDT note dated . "Reinforce to resident to
call for assistance to include things on the
floor” and validated it was not appropriate for this
resident due to her cognition. She mentioned
resident #3 needed frequent checks at least
every 15 minutes. She mentioned resident #3
needed to be in a highly visible area to be closely
observed by CNAs and nurses fo prevent

2. Review of resident #51's medical record
revealed she was originally admitted to the facility
on and readmitted from a short-term,
acute hospital on . Her diagnoses
included s s

and

Review of the quarterly MDS assessment with
ARD of revealed resident #51's
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score of 3 out of 15, which indicated severe

- . . The MDS assessment
showed no rejection of care necessary to obtain
goals for her health and well-being. Resident #51
required set-up for eating and substantial
assistance from staff for oral hygiene and upper
body .- The MDS assessment showed
she was dependent on staff for toilefing, showers,
lower body .+ putting on/taking off
footwear, and personal hygiene. The MDS
assessment reveated resident #3 required
substantial assistance from staff for sit to lying
and lying to sitling. She was dependent on staff to
rolf left and right in bed, sit o stand,
chair/bed-to-chalr transfer, toilet transfer and
tub/shower transfer. Walking was "not attempted
due to medical condition or safety concemns.” She
required supervision or touching assistance to
wheel 50 to 150 in the wheelchalir. She was
always of and . Since
the previous MDS assessment, she had two
with no injury.

Review of resident #51's comprehensive care
plan revised on revealed a focus of risk
for related to attempt to get up unassisted,
. gait/balance problems,

and unaware of safety needs. interventions
included ., . and meeting the resident's
needs and dycem (non-slip, ) to wheelchair. A
care plan for | cognition revised on

directed staff to "Cue, reorient and
supervise as needed."

Review of resident #51's medical record revealed
the following Change in Condition Evaluations:
* - resident found on the floor in the TV
room lying on her left side and . onthe left
side of the forehead. Resident sent to the hospital
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for evaluation and treatment.
- ~ with no injury

Review of the foltowing Risk Evaluation form

revealed score below 10.

* ~ score of 4. The guestion if resident had

any since admission or prior assessment

was answered No.

* - score 9. The guestion if resident had

any since admission or prior assessment

was incorrectly answered No. Ambulatory and
were selected.

Review of the investigation Worksheet for
the on revealed resident #51's
unwitnessed  occurred on the hatiway/TV room
at 8:35 PM. The question, "Did resident require
supervision?” was answered "No." The resident
was using a wheelchair. Number of inthe
last 30 days was 1 and number of in the past
31-180 days was 2. Resident #51 did not sustain
an injury. A Intervention Strategies sheet was
attached and listed 51 possible interventions fo
reduce theriskof | but none were selected.

Review of the investigation Worksheet
dated revealed resident #51's . was
again in the TV room area when the unwitnessed
ocourred, . was selected as a
behavior at the time of this . The question, "Did
resident require supervision?" was answered TV.
The resident was using a wheslchair. Number of
in the last 30 days and number of inthe
past 31-180 days was left bank. Resident #51 did
not sustain an injury. APost-  Analysis/Review
form revealed risk factors of poor safety
awareness, history of aggression, and
worsening in the evening. The analysis included
supervision and read, "Encouraged to be in

F 657
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common area per plan of care for closer
supervision due to poor safety awareness.” The
possible contributing factors mentioned evening
behavioral changes. The interventions to prevent
recccurrence included increased supervision
during late afternoonfevening hours, behavioral
interventions such as music , ., sensory
activities and environmental modifications in the
afternoon/evening.

On at3:17 PM, CNA Hrecalled 2 or 3
Saturdays ago at approximately 8:00 PM resident
#51 was in the TV area with other residents. CNA
H stated she went to discard solled linens in the
soiled utility room and when she returned resident
#51 had from her wheelchair. She shared
some time ago the facllity used chair alarms, but
staff were told they could not use chair afarms.
any longer. She indicated she found those helpful
because staff ran when they heard the alarms.
CNA H stated resident #51 used to hit the walls
and the physician prescribed a cream to place on
her which was helpful, but she did not think
resident #51 was getting it any longer. She
shared resident #51's behaviors changed a lotin
the evenings, as she was a "sundowner" and did
not remember anything. She indicated the

resident was transferred with a but
she thought resident #51 stood up and on her
right side.

On at 1:36 PM, the General &

Restorative Unit Manager (UM} stated resident
#51's care plan included the use of a dycem
when she was in the wheelchair. A few minutes
later, at 1:53 PM, while resident #51 was sitting in
her wheelchair, the UM checked under the

,  and the sides of her seat
cushion and stated she could not see the dycem.
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On at 1:57 PM, Occupational s

{ )M stated dycem was used under the
wheelchair cushion to prevent sliding.

On at 1:59 PM, CNA H recalled resident
#51 had .2 dycem when she was in another room.
She said she was "not sure who threw it away”
because she had not seen the dycem recently.
She mentioned the last time she saw the dycem
was a month or so ago. She indicated she had
not mentioned to anyone about not seeing the
dycem because resident #51 was currently
waorking with . . 50 they would review the
wheelchair and provided a new one if needed.
CNA H indicated the dycem was not in resident
#51's wheelchair and repeated she did not see it
today or any day this past week. When asked to
show the safety/  interventions in resident #1's
Kardex {ptan of care}, CNA H accessed it
electronically. She pointed out the safety
information, interventions or dycem did not
appear on the Kardex. She stated she only used
the computer to document the care she provided
the residents.

On at 4:35 PM, the Director of
Rehabilitation confirmed resident #51 was
currently on case load since . She

indicated she participated in the clinical meetings.
She stated if an intervention for the use of dycem
was identified, she placed it in the wheelchair.
She explained once the dycem was provided to
the resident, it would be nursing's responsibility to
continue placing it in the wheelchair. She shared
if nursing needed another dycem for a resident,
nursing needed to let her know.

Review of the  Evaluation & Plan of Treatment
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for Certification Period of -

revealed treatment approaches included
wheelchair management training. The goals
included ability to reposition herself while seated
in the wheeichair and increase sitting
balance to facility upright posture. The current
referral indicated resident #51 was referred to
dueto  from the wheelchair. History of

was answered, "No.” Her prior level of function
revealed resident was dependent with ADL
management except feeding and was dependent
with mobility and transfers using a .
Her safety awareness was identified as "intact.”
The clinical impression read, "Patient exhibits
new onset of decreased | afignment and
decrease in strength." The notes did not
reference the use of a dycem.

Review of  Treatment Encounter Note(s) from

to included training repositioning
in wheeichair fo patient and caregiver, training to
nursing on positioning and in wheelchalr and
locking , rests into place. The note dated

included instruction to "patient in proper
body mechanics, safety precautions and self
care/skin checks specifically, in order to increase
functional mobility skills and increase safety and
decrease need for assistance with partial
carryover demonstrated during training, due to
safety awareness and patient's comprehension
skills."

On at 12:03 PM, RN A stated

prevention interventions for resident #51 included
close/frequent supervision, every 15 minutes.
She indicated resident #51 participated in
activities or stayed in the TV room where the staff
kept"an , "onher. She stated nurses, CNAs
and , . would be responsible to ensure the
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dycem was on resident #51's wheelchair before
the resident was transferred to it. She indicated
she did not recall if the dycem was in her
wheelchair today. She mentioned resident #51
was working with

On at 12:23 PM, CNA N stated today
was the first day by herself on her first
assignment. She explained she had a 2-day
orientation then shadowed on the floor for 3 days.
She shared she received report about her
assigned residents this morning. She indicated
she did not recall reviewing the Kardex during her
training. She stated she did not recall seeing &
dycem in resident #51's wheelchair when she
was transferred this momning. CNA N asked, "is
the resident supposed to have it?"

On at 12:56 PM, MDS Coordinator L
validated interventions included in the
investigation packet were not all included in the
care plan. She reviewed the care plan and stated
she saw offering the resident afternoon naps and
to keep in in a common area for supervision. She
stated she was surptised the increased
supervision intervention was not there. She
indicated "everyone” knew resident #51 and
"everyone” kept"an | "onher.

On at 3:43 PM, the DON explained once
a  investigation was completed, the MDS
Coordinator attending the meeting added new
interventions to the care plan. Later on at
2:10 PM, the DON stated the UM was
responsible for communicating with the CNAs
before they started their assignments. She
indicated her expectation was the nursing staff
communicated any new interventions o each
other and the care plan was updated with the

F 657
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appropriate interventions.,

Review of the policy titled Accidents and
Supervision reviewed on read, "The
facility shall establish and utilize & systematic
approach to address resident risk and
environmental hazards to minimize the fikelihood
of acci " The guideli i potential
hazards and risks would be documented and
communicated across all disciplines. The
implementation of interventions included
communicating the interventions to all relevant
staff, documenting interventions, and ensuring
the interventions were put into action. The policy
revealed the facility would provide adequate
supervision to prevent accidents. The form read,
“Adequacy of supervision: Defined by type and
frequency. Based on the individual resident’s
assessed needs and identified hazards in the
resident environment.”

Review of the policy titled Comprehensive Care
Plans revised on read, "it is the policy of
this facility to develop and implement a
comprehensive person-centered care plan for
each resident, consistent with resident rights, that
includes objectives and ti

to meet a resident's medical, nursing, and mental
and, . needs that are identified in the
resident's comprehensive assessment.” The
guidelines revealed the care planning process
included an assessment of the resident's
strengths and needs, incorporating the resident's
personal and cultural preferences in developing
goals of care. The form read, "Qualified staff
responsible for carrying out interventions
specified in the care plan will be notified of their
roles and responsibilities for carrying out the
interventions, initially and when changes are
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F 879 Activities Meet Interest/Needs Each Resident F 679
88=D | CFR(s): 483.24(c)(1)

§483.24(c} Activities.

§483.24(c){1) The facility must provide, based on
the comprehensive assessment and care plan
and the preferences of each resident, an ongoing
program to support residents in their choice of
activities, both facility-sponsored group and
individual activities and independent activities,
designed to meet the interests of and support the
physical, mental, and | |, weli-being of
each resident, encouraging both independence
and interaction in the community.

This REQUIREMENT is not met as evidenced
by:
Based on observation, interview, and record
review the facility failed to provide an ongoing
program of activities to meet the needs and
interests of 1 of 5 residentis reviewed for
activities, of a total sample of 59 residents, (#58).

Findings:

Resident #58 was admitted to the facility on
with diagnoses including 's
, and open-angle
with findings.

The Minimum Data Set (MDS) Annual

with an date
of , revealed resident #58 had a
of , which
indicated mild . The MDS

revealed that resﬂiem #58 'was visually |
and required large print in newspapers and books
but not regular print,

Preparation and/or execution of this plan
does not constitute admission or
agreement by the provide of the truth of
the facts alleged or conclusions set forth
on the statement of deficiencies. This plan
of correction is prepared and/for executed
solely because it is required.

(a) Immediate action(s} taken for the
resident(s} found to have been affected
include:

Resident #58 was assessed for
activity preferences.

Preferences were added to the care
plan.

(b) Identification of other residents
having the potential to be affected was
accomplished by:

All Residents with visual |
have the potential to be affected.
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Areview of the resident’s comprehensive care

plan revealed the resident’s activities should be

compatible with physical and mentat capabilities,

such as large print holders, if the resident lacked
strength and task segmentation.

On at 9:52 AM, Activity Aide R was
observed as they entered resident #58's room,
handed the resident a red bag, and left the room.
The resident opened the bag and removed the
items. The bag.contained a reguiar print sudoku
puzzie book and a coloring book. Resident #58
expressed frustration as she explained she could
not see what was in those books. She stated, |
cannot see in these books; my ,  are no good,
and glasses do not help." There was no other
activity for resident #58 at that time.

On at 9:45 AM, resident #58 was
observed standing holding onto the door of her
room; there were no activities going on for her.

On at 9:33 AM, resident #58 was
observed along with the Activity Director. The
resident was sitting on the bed, and no activity
was ongoing. The resident stated she gave the
books to the lady, pointing to the room mate, lying
in bed B. The Activity Director acknowledged that
the suduke book and coloring book the resident
received for the activity did not meet the
resident's needs. Resident #58 should have
received large print books compatible with her
physical. and mental capabiliies.

Review of the facility's Assessment dated

, revealed, "The care required by the
resident population using evidenced-based,
data-driven methods that consider the types of

100% audit of all MDS assessments
to identify residents with visually

(c)Actions taker/systems put into place to
reduce the risk of future occurrence
include:

The Administrator provided education
1o Activity Director and Activity Staff
starting on regarding resident
activity preferences and ensuring activities
are compatible with the Resident’s
physical and mental capabilities, Activity
Director and Activity Staff will be in-service
by . The Activity Director and
Activity Staff not in serviced by this date
will be in serviced prior to their next
scheduled shift. We have no Agency staff
currently. Alf newly hired Activity Director
and Activity Staff will be in-service by the
ADON during their orientation.

The Activity Director will complete
Activity Preference assessment on all
visuatly residents

{d)How the corrective action{s) will be
monitored to ensure the practice will not
reoccur:

The Administrator or designee will
interview at least 5 residents weekly for 4
weeks for activity preferences offered as
desired, then interview 10 residents
monthly for the 3 months.

Audit results will be reviewed by the
Risk Management/Quality Assurance
Committee until such time consistent
substantial compliance has been
achieved as determined by the
committee.
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, conditions, physical and behavioral
health needs, , overall acuity, (e) The compliance date is
and other pertinent facts that are present within
that population, consistent with and informed by
individual resident assessment.”
F 698 . F 698
$8=D | CFR(s): 483.25(1)

§483.25(0)
The facitity must ensure that residents who
require . receive such services, consistent
with professional standards of practice, the
comprehensive person-centerad care plan, and
the residents’ goals and preferences.
This REQUIREMENT is not met as evidenced
by:
Based on interview, and record review, the
facility failed to have ongoing communication and
collaboration withthe | facllity regarding
care and services for 1 of 1 sampled
residents who receive , .ofatotal
sample of 59 residents, (#12).

Findings:

Review of resident #12's medical record revealed
an admission date of . His Quarterly
Minimum Data Set dated indicated a Brief
Interview of Mental Status score of , which
indicated moderate - His
diagnoses included: - .
dependence on ., and unspscified

with unspecified severity, without
behavioral disturbance.

Review of resident #12's medical record revealed
physician's orders dated for .
1o occur on Monday, Wednesday, and Friday at

include:

recent lab results,

facility and the

Preparation and/or execution of this plan
does not constitute admission or
agreement by the provide of the truth of
the facts alleged or conclusions set forth
on the statement of deficiencies. This plan
of correction is prepared and/or executed
solely because it is required.

(a) Immediate action{s) taken for the
resident(s} found to have been affected

The Unit Manager contacted the
provider o obtain Resident #12's
updated treatment records, including

treatment schedules,

and any noted concemns.
Resident #12's care plan was
reviewed and updated to reflect current
care needs, including
communication protocols between the

provider.
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Center #1.

Review of resident #12's medical record revealed
no documentation of communication having

occurred between staff from Center #1
and the facility nursing staff from to
On at 2:30 PM, the South Subacute Unit

{88U) Unit Manager (UM) said that she expected
the facility’s Communication Record to be
completed by the facility's nursing staff and for
the form fo be sent with the resident when he
attended a treatment at Center
#1. She said nursing staff should then review the
form from the . center upon his return, and
include it into his medical record. The UM verified
there were no . Communication Records
nor any other communication documentation with

. Center #1 in the resident's paper medical
record maintained on the Unit.

A few minutes later on at 2:40 PM, the
SSU UM continued that if the .
Communication Record was not returned from
Center #1 then she expected resident

#12's assigned nurse to calt Center #1
upon resident #12's return or by the next day to
receive an update on resident #12's condition.
The UM described information needed by the
facility included vital signs, | level, lab
values, or medications provided during the

. session, and nurses should then obtain
the previous . Communication Record on
the next treatment.

On at 8:07 AM, telephonically spoke with
Clinical Manager #1 of Center #1 and he
stated that the facility used to send a binder for

(b) ldentification of other residents having
the potential to be affected was
accomplished by:

All residents receiving
the potential to be affected.

Afaciiity-wide audit was conducted to
identify all residents receiving

. and assess the adequacy of

communication and documentation
related to their care.

have

(c) Actions takenfsystems put into place
to reduce the risk of future occurrence
include:

Starting on all Licensed staff
(RNs and LPNs,}, including unit
managers, received education on .
care coordination, proper docurnentation,
and the importance of interdisciplinary
collaboration. All Licensed staff (RNs and
LPNs,), including unit managers will be
in-service by . Any Licensed staff
{RNs and LPNs,}, including unit managers
not in-serviced by this date will be
in-serviced prior to their next scheduled
shift. We have no Agency staff currently.
Al newly hired Licensed staff {(RNs and
LPNs,), including unit managers will be
in-service by the ADON during their
orfentation.

(d) How the corrective action(s) will be
monitored to ensure the practice will not
recur:

The Director of Nursing or designee
will conduct weekly audits of alt
residents! records for one month,
ensuring accurate documentation and
proper communication with
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communication to be documented in but he hasn't
seen that "in awhile". He said resident #12 has
been receiving . services with them
since . . He recalls speaking with
facility staff, but not after every L session.

On at 8:27 AM, telephonically spoke with
Clinical Nurse #1 of . Center #1 who said
he has spoken with a faclity staff person when for
example they call to say resident #12 arrived late
for his session. He confirmed facility nurses did
not call him after every session for an update on
resident #12's post treatment condition. He
recatied that in the past six months resident #12
had been late to one scheduled session. He
stated that the facility used to send a binder that
ications would be inand

returned with resident #12 fo the facifity but it had
been six months or more since he had seen that
binder nor any other kind of communication

He ibed that i itwas
difficult to get in touch with resident #12's nurse at
the facility. He explained that the front desk would
transfer his call but there would be no response
after the transfer or he would have to leave a
message with the front desk.

On at 1:25 PM, the Assistant Director of
Nursing {ADON) said that communication with
resident #12's |, facility was important to
coordinate care for him-such as to know if there
were any changes in his condition during the
session or any post session follow-up. She said if
the Communication Record was not
returned from Center #1 she would
expect the facility's nurse to call Center
#1 after the session and document any updates
in his condition in his facility medical record or call
and request the Communication Record

providers, followed by monthly audits of 3
residents’ records for an
additional three months.

Audit results will be reviewed in the
facility's Quality Assurance and
Performance Improvement (QAPI)
meetings, with corrective actions taken as
needed.

Compliance monitoring will continue
until sustained improvement is
demonstrated, as determined by QAP!
oversight.

(e) The date of compliance is
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§483.20(f)(5) Resident-identifiable information.

{i) A facility may not release information that is
resident-identifiable to the public.

(i) The facility may release information that is
resident-identifiable to an agent only in
accordance with a contract under which the agent
agrees not to use or disclose the information
except to the extent the facility itself is permitied
to do so.

§483.70(h) Medical records.
§483.70(h)(1} In accordance with accepted
i and practices, the facility
must maintain medical records on each resident
that are-
(i) Complete;
(it) Acourately documented;
(itiy Readily accessible; and
{ ) Systematically organized

§483.70(n)(2} The facility must keep confidential
all information contained in the resident's records,
regardiess of the form or storage method of the
records, except when release is-

(i) To the individual, or their resident
representative where permitted by applicable law;
{if) Required by Law;

{ifi} For treatment, payment, or heaith care
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10 be faxed to the facility, The ADON verified
there was no documentation from to
of the .. Communication Records
in his electronic medical record nor was there
documentation that facility nurses called .
Center#tpost , treatment for the
information.
F 842 Resident Records - identifiable Information F 842
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i asp i by and in compli
with 45 CFR 164.506;
{ }For public health activities, reporting of .
neglect, or domestic violence, health oversight
activities, judicial and administrative proceedings,
faw enforcement purposes, organ donation
purposes, research purposes, or to coroners,
medical examiners, funeral directors, and to avert
a serfous threat to health or safety as permitted
by and in compliance with 45 CFR 164.512.

§483.70(h)(3) The facility must safeguard medical
record information against loss, destruction, or
unauthorized use.

§483.70(h)(4} Medical records must be retained
for-

(1) The period of time required by State faw; or
{it) Five years from the date of discharge when
there is no requirement in State faw; or

(i} For & minor, 3 years afier a resident reaches
legal age under State law.

§483.70{h)}{5} The medical record must contain-
{i) Sufficient information 1o identify the resident;
{if) A record of the resident’s assessments;

{iity The comprehensive plan of care and services
provided;

{ ) The results of any preadmission screening
and resident review evaluations and
determinations conducted by the State;

{v) Physician's, nurse's, and other licensed
professional’s progress notes; and

{vi} Laboratory, .., and other diagnostic
services reports as required under §483.50.
This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review, the facility failed to accurately document

F 842

Preparation and/or execution of this plan
does not constitute admission or
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the administration of medications in the
Medication Administration Record (MAR) for 1 of
3 residents reviewed for |, of a total sample of
59 residents, (#18).

Findings:

Review of resident #18's medical record revealed
he was readmitted to the facllity on with
diagnoses including type 2 )

s ,and
of

Review of resident #18's Minimum Data Set
{MDS) quarterly assessment with Assessment
Reference Date (ARD) of revealed a

{ ) score of f
which indicated he was L . The
MDS assessment noted no rejection of evaluation
or care necessary o obtain his goals for health
and well-being.

Review of resident #18's medical record revealed
a care plan for acute/ refated fo

process and general discomfort revised
on - The interventions directed nurses to
administer per orders and to
"Monitor/document for side effects of |
medication.”

Review of resident #18's physician orders
revealed an order for | 325 mifligrams (mg)
dated . The order instructed the nurses to
give 2 tablets every 6 hours as needed for |

his right

On at 12:07 PM, resident #18 complained
of | on his left . He stated his | jevel
was 10 out of 10 while holding his left with

. He mentioned he told the nurse

agreement by the provide of the truth of
the facts alleged or conclusions set forth
on the statement of deficiencles. This plan
of correction is prepared and/or executed
solely because it is required,

{a) Immediate action{s) taken for the
resident(s) found to have been affected
include:

Resident # 18 assessed for, . No
. . Notified physician and advised to
discontinue order.

(b) Identification of other residents having
the potential to be affected was
accomplished by:

All Residents receiving ,
rmedication have the potential to be
affected.

An audit was conducted for all
current Residents receiving , meds fo
ensure the | assessment was
completed and the , medication
administration was documented.

(¢) Actions taken/systems put into place
to reduce the risk of future occurrence
include:

Starting on all Nursing staff
(RNs, LPNs) will receive mandatory
Education for all nurses on acourately
decumenting of prn medications on the
MAR. All Nursing staff will be in-service by

. Any Nursing staff not in-serviced
by this date will be in-serviced prior to
their next scheduled shift. We have no
Agency staff currently. All newly hired
Nursing staff will be in-service by the
ADON during their orientation.
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but had not received anything for the ,

On at 12:09 PM, Certified Nursing
Assistant (CNA) J entered the room becauss the
call light was on and told resident #18 she
informed the nurse, When asked how long ago
she informed the nurse, CNA J answered about 5
minutes ago.

On at 12:11 PM, Registered Nurse (RN}
D entered the room with a medication cup in her

. RN D informed resident #18 she brought
himtwo forhis, . CNAJ entered the
roor at 12:15 PM and assisted RN D to sit
resident #18 up and he took the two pills.
Resident D did not assess his , level or
focation of the |

Review of the MAR for . revealed

. was documented as administered once
on and on . There was no
documentation in the MAR of the |, given by
RNDon

Review of resident #18's progress notes

revealed no note entered on by RND
regarding his | orthe , given.

On at 11:11 AM, RN D stated she did not
wark the day before ( ) and could not now
recati why she did not document the |, as
given on

On at 12:00 PM, the General &

Restorative Unit Manager (UM) shared her

responsibilities included ensuring documentation

was completed by the nurses. The UM stated

she did not see | documented as given on
. She indicated accurate documentation

reoceur:

compliance.

committee,

(d) How the corrective action(s) will be
monitored to ensure the practice will not

DON, Unit managers or designee will
observe 2 nurses medication
administration of 2 residents 3 imes a
week for 2 weeks then 2 nurse's
medication administration for 2 residents
once a week for (3) months to ensure

Audit results will be reviewed by the
Risk Management/Quality Assurance
Committee until such ime consistent
substantial compliance has been
achieved as determined by the

(e) The date of compliance is
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was important, it was the expectation and
“Nursing 101."

On at 2:53 PM, the Director of Nursing
stated she expected nurses to document
icath ins and their i

accurately.

Review of the facility's policy entitled Charting and
Documentation revised in read, "All
services provided fo the resident, progress
toward the care plan goals, or any changes in the
resident's medical, physical, functional or

v . condition, shall be documented in
the resident's medical record. The medical record
should facilitate communication between the
interdisciplinary team regarding the resident's
condition and response to care.” The form listed
the information to be documented in the medical
record, including medications administered.
"Documentation in the medical record will be
objective . ., complete and accurate.”

Review of the facility's policy titted Medication
Administration revised on revealed
ficensed nurses were to sign the MAR after
administration of the medication. The form
indicated for "medications requiring vital signs,
record vital signs onto the MAR."

Hospice Services

CFR(s): 483.70(n)(1)-(4)

§483.70(n) Hospice services.

§483.70(n)(1} Along-term care (LTC) facility may
do either of the Tollowing:

{i) Arrange for the provision of hospice services
through an agresement with one or more
Medicare-certified hospices,

F 842

F 848
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{if) Not arrange for the provision of hospice
services at the facility through an agreement with
a Medicare-certified hospice and assist the
resident in transferring to a facility that will
arrange for the provision of hospice services
when a resident requests a transfer.

§483.70{n)2} If hospice care is furnished in an
LTC facifity through an agreement as specified in
paragraph (0}{1)(i) of this section with a hospice,
the LTC facility must mest the following
requirements:
{i) Ensure that the hospice services meet

i and princ that apply
1o individuals providing services in the facility, and
to the timeliness of the services.
{if) Have a written agreement with the hospice
that is signed by an authorized representative of
the hospice and an authorized representative of
the LTC facility before hospice care is furnished to
any resident. The written agreement must set out
at least the following:
{A) The services the hospice will provide.
{B) The hospice's responsibilities for determining
the appropriate hospice plan of care as specified
in §418.112 (d) of this chapter.
{C) The services the LTC facility will continue to
provide based on each resident's plan of care.
(D} A communication process, including how the
communication wili be documented between the
LTC facility and the hospice provider, to ensure
that the needs of the resident are addressed and
met 24 hours per day.
{E} A provision that the LTC facility immediately
notifies the hospice about the following:
{1) A significant change in the resident’s physical,
mental, social, or emotional status.
(2} Cinical complications that suggest a need to
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Continued From page 54
aiter the plan of care,
(3) Aneed to transfer the resident from the facility
for any condition.
{4) The resident's .
{F) A provision stating that the hospice assumes
Te ibility for ining the i
course of hospice care, including the
determination to change the level of services
provided.
{G) An agreement that it is the LTC facility's
responsibility to furnish 24-hour room and hoard
care, meet the resident's personal care and
nursing needs in coordination with the hospice
representative, and ensure that the level of care
provided is apg i based on the indivi
resident's needs.
{H} Adelineation of the hospice's responsibilities,
including but not limited to, providing medical
direction and management of the patient; nursing;
counseling {including spiritual, dietary, and
bereavement); social work; providing medical
supplies, durable medical equipment, and drugs
necessary for the palliation of | and symptoms.
associated with the fliness and related
conditions; and all other hospice services that are
necessary for the care of the resident's
iliness and related conditions.
{1} Aprovision that when the LTC facility

are ible for the in
of prescribed therapies, including those therapies
determined appropriate by the hospice and
delineated in the hospice plan of care, the LTC
facility personnel may administer the theraples
where permitted by State law and as specified by
the LTC facility.
{4) A provision stating that the LTC facility must
report alt alleged violations involving
mistreatment, neglect, or verbal, mental, N

F 849
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and, , , including injuries of unknown
source, and misappropriation of patient property
by hospice personnel, to the hospice
administrator immediately when the LTC facifity
beacomes aware of the alleged violation.

{K} Adelineation of the responsibilities of the
hospice and the LTC facility to provide
bereavement services to LTC facility staff.

§483.70(n}{(3} Each LTC faciiity arranging for the
provision of hospice care under a written
agreement must designate a member of the
facility's i isciplinary team who is 1

for working with hospice representatives to
coordinate care to the resident provided by the
LTC facility staff and hospice staff. The
interdisciplinary team member must have a
clinical background, function within their State
scope of practice act, and have the ability to
assess the resident or have access o someone
that has the skills and capabilities to assess the
resident.

The designated interdisciplinary team member is
responsible for the following:

{i) Ci ing with hospice

and coordinating LTC facility staff participation in
the hospice care planning process for those
residents receiving these services.

(i) Communicating with hospice representatives
and other healthcare providers participating in the
provision of care for the iiness, related
conditions, and other conditions, to ensure quality
of care for the patient and family.

(it} Ensuring that the LTC facility communicates
with the hospice medical director, the patient's
attending physician, and other practitioners
participating in the provision of care to the patient
as needed to coordinate the hospice care with the
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medical care provided by other physicians.

{ }Obtaining the following information from the
hospice:

{A) The most recent hospice plan of care specific
10 each patient.

{B} Hospice election form.

{C) Physician certification and recertification of
the illness specific to each patient.

{D} Names and contact information for hospice
personnel involved in hospice care of each
patient.

{E} Instructions on how fe access the hospice's
24-hour on-call system.

{F) Hospice medication information specific to
each patient.

{G} Hospice physician and attending physician (if
any) orders specific to each patient.

{v) Ensuring that the LTC facility staff provides
orientation in the policies and procedures of the
facility, including patient rights, appropriate forms,
and record keeping requirements, to hospice staff
furnishing care to LTC residents.

§483.70({n){4} Each LTC facifity providing hospice
care under a written agreement must ensure that
each resident's written plan of care includes both
the most recent hospice plan of care and a
description of the services furnished by the LTC
facility fo attain or maintain the resident's highest
practicable physical, mental, and |,

well-being, as required at §483.24.

This REQUIREMENT is not met as evidenced
by:

Based on interview, and record review, the
facility failed to maintain effective communication
between nursing staff and hospice to promote
adequate treatment, monitoring, and continuity of
care for 2 of 2 residents reviewed for hospice
care and services, out of a total sample of 53

Preparation and/or execution of this plan
does not constitute admission or
agreement by the provide of the truth of
the facts alleged or conclusions set forth
on the statement of deficiencies. This plan
of correction is prepared and/or executed
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residents, (#3 and #469), solely because it is required,
Findings: {a) Immediate action{s) taken for the
resident(s) found to have been affected
1. Review of resident #3's medical record include:
revealed she was originally admitted to the facility The Hospice provider was made aware
on and readmitted from a short-term, on ofthe on regarding
acute hospital on . Her diagnoses resident #3 during an in-person visit. The
included o of Jtype 2 hospice provider was made aware on
s Vo ) hearing ofthe on for resident
loss, and #469 via phone calt with case manager.

Review of the quarterly Minimum Data Set (MDS)
with Date

{ARD) of revealed resident #3's
{ } score of 3 out
of 15, which indicated severe
. The MDS assessment showed.

resident #3's was receiving hospice care.

Review of resident #3's comprehensive care plan
revealed a focus of hospice care related to

prognosis initiated on .The
interventions included coordinating care plan with
hospice and notifying hospice of any change in
condition or medication changes.

Review of resident #3's medical record revealed
the following Change in Condition Evaluation
forms:
* with injury, bump on forehead

infeft and
* with no injury
The forms included documentation the physician
and resident's representative were notified but did
not include notifying hospice.

Review of resident #3's Progress Notes revealed
the following:

in person communication re:  between
hospice provider and facility occurred on

Residents #3 and #4689 are no longer
residing at the facility.

(b) Identification of other residents having
the potential to be affected was
accomplished by:

Al Residents receiving Hospice
services have the potential to be affected.

Afacility-wide audit was conducted to
identify ail residents receiving hospice
services and assess the adequacy of
communication of with hospice
providers occurred timely.

(¢) Actions taken/systems put into place
to reduce the risk of future occurrence
include:

Starting on all Nursing staff
(RNs and LPNs), including unit managers,
received education on hospice care

ication, proper doc ion,
and the importance of interdisciplinary
coltaboration. Nursing staff (RNs and
LPNs), including unit managers, will be
in-service by . Any Nursing staff
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* - "The CNA (Certified Nursing
Assistant) observed the resident on the toilet
floor. The resident was attempting to fransfer to
the foilet without assistance and  to the floor . .
. denied any | or discomfort . ., Physician
notified. Family notified. o monitoring
began at 5:15 {PM] and will continue to be
monitored for any changes.”

- Resident #3 was sent by ambulance to
the hospital for a CT {Computed - ..
Scan of the as ordered by the facility's
physician.
* - Resident #3 returned from the hospital
around 6:30 pm. "Left noted. Per
hospital paperwork, "labs and imaging show no

signs of bleeds, no signs of or
." Resident's daughter was in the room
when resident came from hospital.”

- 911 was called, resident . and "large
bump” noted. Nurse called the facility's physician
who ordered the resident be transferred to the
hospital for evaluation, the supervisor on duty,
and resident #3's daughter were notified.

On at 1112 PM, the General &
Restorative Unit Manager (UM) stated were
discussed every morming during clinical meetings
by the Interdisciplinary Team {IDT). She explained
the IDT reviewed the incident report, looked for
any type of injuries, and discussed any new
interventions required after reviewing the care
plan. She indicated she expected the nurses fo
call hospice about any issues or changes in
conditions on hospice residents. She would
expect the nurses to document notification to
hospice, the physician and the family in Change
in Condition Evaluation form or in a progress
note. She indicated she did not verily if the nurses
communicated the changes in condition to

(RNs and LPNs), including unit managers
not in-serviced by this date will be
in-serviced prior to their next scheduled
shift. We have no Agency staff currently.
Al newly hired Nursing staff (RNs and
LPNs), including unit managers, will be
in-service by the ADON during their
orientation.

(d) How the corrective action(s) wilt be
monitored to ensure the practice will not
recur:

The Director of Nursing or designee
will conduct weekly audits of alt hospice
residents' records for 4 weeks, ensuring
accurate documentation and proper
communication with hospice providers,
followed by monthly audits of 3 hospice
residents' records for an additional three
months.

Audit resuits wilt be reviewed in the
facifity's Quality Assurance and
Performance Improvement (QAPI)
meetings, with corrective actions taken as
needed.

Compliance monitoring will continue
until sustained improvement is
demonstrated, as determined by QAP
oversight,

(e) The date of comiiance is
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hospice.

On at 3:48 PM, the Director of Nursing
stated nurses were expected to document any
communication with the hospice nurse, She
indicated "anything" that happened o a resident
receiving hospice services was called to hospice
and documented in the medical record.

On at 8:38 AM, during a telephone
interview, Hospice Registered Nurse (RN) O
explained she visited resident #3 at least every
other week. She indicated when a resident |
the facility woutd be expected io take any
necessary immediate action, like sending a
resident to the hospital, if required. She stated
hospice was not always informed af that moment,
but the expectation was the facility informed
hospice as soon as possible after the change in
condition was identified. She indicated she
leamed through the hospice CNA on
about resident #3's and that she was taken
to the hospital. She shared the facility did not
always notify them of resident #3's changes.
Later on at 918 AM, RN O shared she
looked through their triage notes and found no
calls from the facility informing them about
resident #3's B or transfer to the
hospital, RN O stated she learned the details of
the during her visit to the facility on

. She indicated they did not receive a call
reporting the on either.

Review of the facility's policy titted Coordination of
Hospice Services dated read, “when a
resident chooses to receive hospice care and
services, the facility will coordinate and provide
care in cooperation with hospice staff in order to
promote the resident’s highest practicable

F 849
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physical, mental, and , |, " weli-being.”
The Guidelines read, "The facility witl immediately
contact and communicate with the hospice staff,
attending physician/practitioner and the famity
resident ive regarding any signifi
changes in the resident’s status, clinical

cc or .

Review of the Nursing Facility Services
Agreement between [name of hospice provider]
and the facility dated read, “The
Nursing Facility shall notify Hospice when the
Hospice Patient experiences a change of
condition and shall notify the Hospice Patient's
attending physician and family of significant
change in condition.”

2. Review of the electronic medical record
revealed resident #469 was admitted to the
facility on and discharged on
Some of her medical diagnoses included

. , unspecified R

type 2 ’ s and

According to the most recent Annuat MDS
assessment dated , resident #4698 had

. cognition with a score of 4 out of
15, which indicated severely | cognition.
The assessment indicated resident #469 utilized
a wheelchair for mobility, had a life expectancy of
less than six months, and was admitted to the
care of Hospice provider #2's care on

On at 5:21 PM, in a telephone interview,
resident #469's granddaughter explained she was
informed about her grandmother's  and

. on by the hospice nurse and
wanted her grandmother to be fransferred to the

F 849

FORM CMS-2567(02-99) Previous Versions Obsolete. Event ID:KZP21

Eaciity 10: 35960940

I continuation sheet Page 61 of 71




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES (Xt) PROVIDERISUPPLIERICLIA
AN PLAN OF CORRECTION IDENTIFICATION NUMBER

PRINTED: 04/24/2025
FORM APPROVED
OMB NO. 0938-0391

106011

{X2} MULTIPLE GONSTRUGTION
A BUILDING

8 WING

(X3} DATE SURVEY
COMPLETED

[
02/28/2025

NAME OF PROVIDER OR SUPPLIER

KISSIMMEE NURSING & REHABILITATION GENTER

KISSIMMEE, FL 34741

STREET ADDRESS, CHTY, STATE, ZIP CODE
2511 JOHN YOUNG PARKWAY NORTH

x4y 1D
PREFIX
TAG

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

PROVIDER'S PLAN OF CORRECTION

D x5
PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
ATE

TG CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENGY)

F 849

Continued From page 61

hospital, She revealed that her grandmother was
declining and she ,

Resident #469's granddaughter saud that the
facility never informed her nor any other family
members that her grandmother had

On at 9:55 AM, in a telephone interview,
Hospice provider #2's Nurse Case Manager
Registered Nurse (RN) F said she was assigned
to resident #469 since | . She explained
that on she received a call from the
Hospice Social Worker who informed her that
resident # 469 was screaming in | and had
iearned that the resident had a few days
before. RN F said she headed out to see the
resident after the phone call and on arrival,
resident #469 was on her bed, yelling, with her

. flexed upward. RN F recalled resident 469's
right | and _ was and she was more

. Bhe discovered the resident had
on and the results from an .
completed just a few hours before she got there
indicated a right | . RN F also received
orders for an increased dosage of . B
medicated the resident, and informed the
resident's granddaughter immediately who then
requested for the resident to be sent to the
Emergency Room. RN F explained she had seen
the resident the day before on but was
not informed of the | She explained resident
#469 was within normat fimits during her
assessment on - She recalled that on
a Hospice after-hours nurse also saw the

resident for increased .y , yelling
and screaming out but was not made aware of
the

On at 11:10 AM, via telephone cal
Advent Health Hospice Sccial Worker said that

F 849
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on she was visiting another resident and
as she passed by resident #469's room, she saw
the resident's right _ hanging off the bed and
she was yelling out. She then went to the Director
of Nursing (DON}) to assist her with positioning
resident #4689 in the bed so that her  was not
hanging off fo the side of the bed. The DON told
her that the resident had last week and that
the hospice nurse RN F, was informed. The
Hospice Social Worker said she immediately
called RN F and the Hospice Supervisor, and
both confirmed they had not been informed the
resident  on B

A review of the medical record showed
documentation on at3:24 PM, by RN A
which described, "A noise is heard in the haliway
of #200. When arriving, the resident is seen on
the floor in front of the room. The skin is checked,
no is seen. She states that she is not in

N at the moment. She is transferred to a
wheelchalr and a 2-liter is placed.
{The physician} is notified, and he gives medical
orders and calls family members.”

On at 10:42 AM, via telephone, RN A
confirmed her documentation as she recounted
the events which teok ptace on the day the
resident . She said that she did not call
Hospice and that the Unit Manager (UM) for the
General and Restorative (G and R) unit was the
one who called Hospice.

On at 2:49 PM, the UM for the General &
Restorative Unit recalled the day resident #469
and gave an outline of the event. She
acknowledged she did not call hospice provider
#2 to inform them about the incident and stated
that RN A was the one who called the physician,

F 849
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the family and hospice. The UM said that the
communication between the nurse and the
hospice should have heen documented, however,
she could not show any documentation of this
notification in the resident's electronic medical
record.

A review of hospice provider #2's and the Skilled
Nursing Facility Integrated Plan of Care dated
and under the section,
Assessment/Nursing Care, it detailed the facility
nurse was to provide services required by plan of
care and notify hospice regarding changes in
patient status, comfort level and for new orders.

On at 3:48 PM, the Director of Nursing
{DON) stated the facility nurse should
communicate with the hospice nurses. Her
expectation was for nurses to call hospice at any
time for any change in condition,

etc. then to document the communication. The
DON said going forward, she also wanted to be
notified if a resident _ , in addition to the family,
the physician, and hospice.

Areview of the Facility’s Policy on Coordination of
Hospice Services implemented on
reveaied in section 10, "The facility wilt

i contact and i with the
hospice staff, attending physician/practitioner and
the family resident representative regarding any
significant changes in the resident's status,
ciinical complications or emergent situations.

Prevention & Control

CFR(s). 483.80(a)(1)(2)(4)e)()

§483.80 Control
The facility must establish and maintain an

F 849

F 880
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prevention and control program
designed to provide a safe, sanitary and
comfortable environment and to help prevent the
tand ission of i
and

§483.80(a) prevention and contro}
program.

The facility must establish an prevention
and control program (IPCP) that must include, at
a minimum, the following elements:

§483.80(a)(1) A system for preventing, identifying,
reporting, investigating, and controlling

and communicable for all residents,
staff, volunteers, visitors, and other individuals
providing services under a contractual
arrangement based upon the facility assessment
conducted according to §483.71 and following
accepted national standards;

§483.80(a)(2) Written standards, poticies, and
procedures for the program, which must include,
but are not limited to:
{i) A system of surveiliance designed to identify
possible communicable or

before they can spread to other
persons in the facility;
(i) When and to whom possible incidents of
communicable or should be
reported;
{iif} Standard and transmission-based precautions
10 be followed to prevent spread of ;
{ YWhen and how isolation should be used for a
resident; including but not limited to:
{A) The type and duration of the isotation,
depending upon the agent or organism
involved, and

F 880
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circumstances.

contact will transmit the ; and

corrective actions taken by the facifity.

§483.80(e) Linens.

§483.80(f) Annual review,

by:

facility staff failed to the

sample of 59 residents, (#1).

Findings:

Administration task, it was observed that

monitoring device o take the

Registered Nurse (RN) D used a portable

{B) A requirement that the isolation should be the
least restrictive possible for the resident under the

{v) The circumstances under which the facility

must prohibit employees with a communicable
or skin from direct

contact with residents or their food, if direct

{vi)The hygiene procedures to be followed
by staff involved in direct resident contact.

§483.80(a){4} A system for recording incidents
identified under the facility’s IPCP and the

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

The facility will conduct an annual review of its
IPCP and update their program, as necessary.
This REQUIREMENT is not met as evidenced

Based on observation, interview, and record
review during the medication administration task,

monitor between residents for 1 out of 5 residents
reviewed for medication administration, of a total

On at 10:09 AM, during the Medication

of resident #98. She then proceeded to

agreement by the

include:
The

Preparation andfor execution of this plan
does not constitute admission or

the facts alleged or conclusions set forth
on the statement of deficiencies. This plan
of correction is prepared and/or executed
solely because it is required.

(a) Immediate action{s) taken for the
resident(s} found to have been affected

Residents #98 and #1 received a skin

provide of the truth of

monitor was
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the next resident #1 for medication check and there was no evidence of
administration. She did not the .
. monitor after using it for resident # 98, Inservice for RN D on proper
nor before using it on resident #1. RN D of . monitor by
explained that she was stressed and had iP nurse.
forgotien to clean the device between residents .
as she was supposed to. {b)identification of other residents having
the potential to be affected was
On at 9:46 AM, the accomplished by:
Preventionist {IP} said that the purple top wipes The facility has determined that all
were used to equipment for one minute residents have the potential to be
and they always tried to follow the manufacturer's affected.
drying and contact times. She described that Al . monitors were
facility staff recently had an in-service concerning
sanitizing the vital sign machines. The |P
explained she would often conduct audit checks (c). Actions taken/systems put into place
with staff, but was unable to explain why RN D 1o reduce the risk of future occurrence
did not the s monttoring include:
device between use on the two residents. She Starting on all ficensed and
said her expectation would be that staff cleaned certified nursing staff (RNs, LPNs, and
equipment every time between residents which C.N.A.s) were educated in
was important to prevent received from Prevention and Controf Policy, proper
cross contamination. The IP provided evidence of of the . monitor,
arecent inservice dated to to and their roles in preventing the spread of
clean/sanitize equipment between use of each communicable and .
resident with wipes (purple top) but RN licensed and certified nursing staff (RNs,
D had not signed that inservice. LPNs, and C.N.A.s) will be in-service by
. Any licensed and certified
On at 2:53 PM, the Director of Nursing nursing staff (RNs, LPNs, and C.N.A:s)}
{DON) explained the expectation was that staff not in-serviced by this date will be
would clean the . monitoring in-serviced prior to their next scheduted
device, or any equipment used betwesn residents shift. We have no Agenoy staff currently.
10 avoid cross contamination. Al newly hired licensed and certified
nursing staff (RNs, LPNs, and C.N.A's),
will be in-service by the ADON during their
Areview of the facility's policy on Cleaning and orientation.
of Resident Care ltems and
Equipment Revised | revealed, (d) How the corrective action(s) will be
"Resident Care Equipment, including reusable monitored to ensure the practice will not
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The facility must establish an prevention
and control program {IPCP} that must include, at
a minimum, the following elements:

§483.80(a)(3) An
that includes use protocols and a
system to monitor use.

This REQUIREMENT is not met as evidenced
by:

Based on record review, and interview, the
facifity failed to develop a comprehensive system
to monitor use in the facility from

through the time of the survey.

stewardship program
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items and durable medical equipment will be recur:
cleaned and according to current CDC The 1P nurse or designee will observe
{Centers for Control) recommendations 2 staff 3 times a week for proper
for and the OSHA (Occupational of . monitor for
Safety and Health Administration) Bloodborne 2 weeks then 2 staff twice weekly for 2
Standard. weeks then 2 staff monthly forup to 3
months.
Any deficient practice found during
the audits will be corrected immediately by
the [P nurse or designee and/or corrective
action done as appropriate.
This plan of correction will be
moenitored at the QAP| meeting until such
time consistent substantiat compliance
has been met.
The IP Nurse will report the audit
findings in the QAPI meeting.
{e) The date of compliance is
F 881 Stewardship Program F 881
$S=D | CFR(s): 483.80(a)(3)
§483.80(a) prevention and control
program.

Preparation and/or execution of this plan
does not constitute admission or
agreement by the provide of the truth of
the facts alleged or conclusions set forth
on the statement of deficiencies. This plan
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Findings: of correction is prepared and/or executed
solely because it is required.
Review of the Control Report dated
to included the {a) Immediate action{s) taken for the
Surveiliance Monihly Report dated to resident(s) found to have been affected

Tract/ .
resident, #23.

an order dated

report date of

an order dated

which revealed in the Summary by
Category that there was 1

that occurred with a

Review of the Order Listing Report dated

o which included
medication classes revealed residents #99, #53,
#87, and #20 were also receiving in

. for , tract/ .

Review of resident #99's medical record revealed

fora The

tab report indicated a collection and

- There was no

, testing that followed the
. Aphysician's order with a start date of

stated to give 500 mitligrams
{mg) 1 tablet by onetimeadayfora
. { )for5days.

Review of resident #53's medical record revealed

for {an

) 500 mg, one tablet‘to be taken by
twice daily for a

for seven days. The

include:
The

include:

the

an audif of all residents currently receiving
to ensure appropriate
indications, duration, and monitoring.
The facility notified prescribing

providers to ensure compliance with
stewardship guidelines and

discontinued or adjusted any

orders that did not meet clinical necessity.

(b) Identification of other residents having
the potential to be affected was
accomplished by:

ANl Residents receiving
have the potential to be affected.

{c) Actions taken/systems put into place
to reduce the risk of future occurrence

Starting on
(RNs and LPNs) will receive education by

stewardship, including appropriate
specimen collection, early signs of

Preventionist conducted

all Nursing staff

Preventionist on

facility's medication administration record
indicated this medication was administered
starting and the Order Listing Report for
o indicated the course of
was completed.

Review of resident #87's medical record revealed
an order dated for

{also known -an ) 500 mg by

, and the risks of
overuse. All Nursing staff (RNs and L PNs)
will be in-service by . Any Nursing
staff (RNs and LPNs} not in-serviced by
this date will be in-serviced prior to their
next scheduled shift. We have no Agency
staff currently. All newly hired Nursing
staff (RNs and LPNs} will be in-service by
the ADON during their orientation.
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F 881 Continued From page 69 F 881
two times a day for, | . for The Preventionist was
seven days. The facility's medication educated by the Regional Nurse on
administration record indicated that this regarding Stewardship
medication was administered starting and and Condrol Policy
the Order Listing Report for to

indicated it was completed.

Review of resident #20's medical record revealed
on hospital discharge orders for
(an } 500 mg one dose in morning and
one dose before bedtime for all 10 doses. This
discharge summary dated indicated it
was prescribed related to a . The facility's
medication administration record reveated the
(also known as -an

) 500 mg one dose in the moming and
one at bedtime for 10 doses were given
to

On at 12:13 PM, the Assistant Director of
Nursing (ADONY Preventionist (IP) said
she did not do a look between months to
analyze if residents have repeated . She
also said she had not assessed residents’

use regarding if there were physician
trends in prescribing.

On at 1:15 PM, the ADON/IP stated she
usually reviewed . labs ordered by
physicians to analyze If culture and sensitivities
had been included in the order because such an
additional test would reveal if the ordered

was appropriate treatment for the
organism identified, She confirmed she
overlooked resident #99's
which did not include a .
analysis. She verified that resident #99 was
prescribed and received an course after
the , dated results were

(c) How the corrective action(s;
monitored to ensure the practice will not

recur:

The Preventionist will

conduct audits of all new

for compliance with stewardship protocols
5 days per week for 2 weeks then at least
5 weekly for two months, and

monthly thereafter.

Findings will be reported during the
monthly QAP meetings, and corrective
actions will be implemented as needed.

Compliance with the

Stewardship Program will be reviewed

during the facility's annual
risk assessment.

) will be

orders

conirot
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Continued From page 70
reported.

On at 2:55 PM, the ADON/IP stated that
when a resident started receiving an the
resident shouid appear on that month's
Control Report which she said she submitted
monthly during the facility's Quality Assurance
meeting which included participation of the
facility's Medical Director. She reviewed the
Control Report dated to
and compared it to the Order Listing Report with
classes for to . The iP
verified that residents #99, #53, #87, and #20
were not a part of the Control Report
dated to and they should have
been.

Review of the facility's surveiflance
policy with a date reviewed/revised of

indicated all residents and their would
be tracked.

Review of the facility's stewardship
comrmitment statement dated and signed
by the Administrator, Director of Nursing (DON),
Medical Director, IP, and consultant pharmacist
stated that they would cofiaborate with
prescribers, nurses, and the consultant
pharmacist to create a system that monitored and
shared reports regarding use inthe
facility.

F 881
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