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The following citations represent the findings of a
Health Resurvey and Complaint Investigations
KS00187337 and KS00187318.

The 2567 was sent electronically on 05/13/24.
F 558 | Reasonable Accommodations Needs/Preferences F 558
SS=D | CFR(s): 483.10(e)(3)

§483.10(e)(3) The right to reside and receive
services in the facility with reasonable
accommodation of resident needs and
preferences except when to do so would
endanger the health or safety of the resident or
other residents.

This REQUIREMENT is not met as evidenced
by:

The facility identified a census of 70 residents.
The sample included 19 residents with two
residents reviewed for accommodation of needs
related to assistive devices. Based on
observation, record review, and interviews, the
facility failed to provide Resident (R)47 with a
wheelchair lap meal tray as care planned for his
meals. The facility additionally failed to ensure
R39's call light remained within reach while
unsupervised in her room. This deficient practice
placed both residents at risk for impaired quality
of life and care.

Findings Included:

-The "Medical Diagnosis" section within R47's
Electronic Medical Records (EMR) included
diagnoses of senile degeneration of the brain,
Parkinson's disease (a slowly progressive
neurologic disorder characterized by resting
tremor, rolling of the fingers, masklike faces,

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

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

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: GRNR11 Facility ID: N046029 If continuation sheet Page 1 of 37



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

PRINTED: 05/13/2024
FORM APPROVED
OMB NO. 0938-0391

DEFICIENCY)

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
175355 B. WING 05/01/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
11875 S SUNSET DRIVE, SUITE 100
EVERGREEN COMMUNITY OF JOHNSON COUNTY
OLATHE, KS 66061
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

F 558 | Continued From page 1

shuffling gait, muscle rigidity, and weakness),
dysphagia (swallowing difficulty), memory deficit,
left-sided hemiplegia (paralysis of one side of the
body), left-sided hemiparesis (muscular
weakness of one half of the body), and dementia
(progressive mental disorder characterized by
failing memory, confusion).

R47's "Quarterly Minimum Data Set (MDS)"
completed 04/09/24 noted a Brief Interview for
Mental Status (BIMS) score of 12 indicating mild
cognitive impairment. The MDS indicated he
required partial assistance during meals. The
MDS indicated he utilized a manual wheelchair
for mobility. The MDS indicated he had upper and
lower extremity impairments on one side of his
body. The MDS indicated he displayed coughing
and choking while swallowing meals or
medications. The MDS indicated he received
hospice services (end-of-life comfort care).

R47's "Functional Abilities Care Area Assessment
(CAA)" completed 01/14/24 indicated he required
maximum assistance from staff for all his
activities of daily living (ADLs) and care as
needed.

R47's "Care Plan" initiated on 11/01/21 indicated
he was at risk for a decline in his ADLs, nutrition,
and communication related to his Parkinson's
disease and left-sided paralysis. The plan
indicated he required staff assistance for
dressing, bed mobility, bathing, personal hygiene,
and toileting. The plan noted he could
independently eat his food by himself (01/09/24).
The plan indicated staff was to set up his
wheelchair lap tray during meals and anytime he
is drinking. The plan noted the lap tray was to be
removed when he completed his meal or drink

F 558
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(01/31/24).

On 04/30/24 at 12:30 PM, R47 sat in the assisted
dining room. R47 was assisted by staff as he ate
his lunch. R47's lap tray lay on the floor next to
the television area. At 01:11 PM R47 remained in
his chair alone in the assisted dining area. R47's
drink was positioned close to his left side on the
table. R47's lap tray remained on the floor under
the television. R47 struggled to grab his drink
from the table and had to reposition his Broda
chair (specialized wheelchair with the ability to tilt
and recline) several times to get closer to the
drink.

On 05/01/24 at 09:51 AM R47 sat in his Broda
chair in the assisted dining room. R47's drink was
on the table to his left side. R47 attempted to
reach the drink with his right arm several times
but was unable to grab the covered cup. R47
moved his Broda chair with his right leg several
times. R47's left leg pressed against the table
metal bar. R47 grabbed his cup with his right
hand. R47's lap tray remained on the floor under
the television.

On 05/01/24 at 9:56 AM Certified Nurse's Aide
(CNA) P approached R47 and prepared to take
him to his room. CNA P stated she was not sure
why the lap tray was not being used.

On 05/01/24 at 09:57 AM Licensed Nurse (LN) G
stated staff were not using the lap tray due to it
not fitting his new Broda chair. She stated
hospice replaced his Broda chair, but the lap tray
did not fit his wheelchair. She stated staff was
expected to assist him during meals.

On 05/01/24 at 12:41 PM Administrative Nurse D
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stated she was unaware staff were not using
R47's lap tray. She stated she put it in place to
prevent him from having to reach out further for
his meals and to prevent any fall risks. She stated
staff should have notified her of the concerns with
the tray table not fitting so it could be replaced.

The facility's "Assistive Devices and Ambulatory
Aids" policy (undated) indicated the facility would
ensure assistive eating devices would be
provided to residents as care was planned and
assessed.

The facility failed to provide R47 with a
wheelchair lap meal tray as care planned for his
meals. This deficient practice placed the resident
at risk for impaired quality of life and care.

- R39's Electronic Medical Record (EMR) from
the "Diagnoses" tab documented diagnoses of
dementia (a progressive mental disorder
characterized by failing memory), dysplasia
oropharyngeal phase (difficulty initiating a
swallow), combined systolic and diastolic heart
failure (the heart cannot effectively contract with
each heartbeat in diastolic heart failure your heart
cannot relax between heartbeats), hypertension
(HTN-elevated blood pressure), and anxiety (an
emotion characterized by feelings of tension,
worried thoughts, and physical changes).

R39's "Quarterly MDS" dated 02/06/24
documented that a Brief Interview of Mental
Status (BIMS) was not performed due to R39
being unable to. The MDS documented R39 was
dependent on two staff for all toileting needs. The
MDS documented R39 was dependent on two
staff for positioning, transfers, and all activities of
daily living (ADL).

F 558
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R39's "Communication Care Area Assessment"
(CAA) dated 12/27/23 documented R39 had
difficulty with communication at times. Staff were
to allow time for communication, repeat things as
needed, and anticipate R39's needs.

R39's "Fall CAA" dated 12/27/23 documented she
had impaired mobility and weakness. R39 used
psychotropic (mind-altering) drugs and was at risk
of falling.

R39's "Care Plan" dated 12/20/22 documented
R39 was a fall risk and staff should avoid using
pillows behind R39 when in bed. R39 should
support a side-lying position, and her bed was to
be in a low position. R39's fall mat should be in
place when she was unattended. Staff were to
recline R39 in her Broda chair (specialized
wheelchair with the ability to tilt and recline) chair
when not sitting at the table to eat or performing
an activity.

On 04/29/24 at 07:16 AM R39's push-button call
light was pinned to the call light cord. The call
light was out of reach of R39 as she sat in her
Broda chair, reclined.

On 05/01/24 at 09:17 AM R39's push-button call
light was placed in the middle of the bed, out of
reach of the resident, who sat in her Broda chair.

On 05/01/24 at 09:20 AM Certified Nursing Aide
(CNA) M stated all call lights should be within the
resident's reach, and a call light should be placed
on the resident's chest or lap. CNA M stated R39
was unable to push the button on the call light
and staff were to check on her periodically.

On 05/01/24 at 12:42 PM Administrative Nurse D
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stated she expected staff to place the call lights
where residents could reach them.

The facility's "Call Light Monitoring" policy dated
09/23 documented the facility is equipped with a
call light system that includes a wireless paper
system. When the system is activated by
residents in their bedrooms, an alert is sent to the
pagers carried by direct care staff, nursing staff,
nursing administration staff, and the
Administrator. When any call light is reset, the
pagers reflect it has been cleared.

The facility failed to ensure that R39's call light
was within reach. This placed R39 at risk for
impaired physical, mental, and psychosocial
well-being.

F 676 | Activities Daily Living (ADLs)/Mntn Abilities
SS=D | CFR(s): 483.24(a)(1)(b)(1)-(5)(i)-(iii)

§483.24(a) Based on the comprehensive
assessment of a resident and consistent with the
resident's needs and choices, the facility must
provide the necessary care and services to
ensure that a resident's abilities in activities of
daily living do not diminish unless circumstances
of the individual's clinical condition demonstrate
that such diminution was unavoidable. This
includes the facility ensuring that:

§483.24(a)(1) Aresident is given the appropriate
treatment and services to maintain or improve his
or her ability to carry out the activities of daily
living, including those specified in paragraph (b)
of this section ...

§483.24(b) Activities of daily living.
The facility must provide care and services in

F 558
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accordance with paragraph (a) for the following
activities of daily living:

§483.24(b)(1) Hygiene -bathing, dressing,
grooming, and oral care,

§483.24(b)(2) Mobility-transfer and ambulation,
including walking,

§483.24(b)(3) Elimination-toileting,

§483.24(b)(4) Dining-eating, including meals and
snacks,

§483.24(b)(5) Communication, including

(i) Speech,

(i) Language,

(iii) Other functional communication systems.
This REQUIREMENT is not met as evidenced
by:

The facility identified a census of 70 residents.
The sample included 19 residents with five
residents reviewed for activities of daily living
(ADLs). Based on observation, record review,
and interviews, the facility failed to ensure
Resident (R)39 received the required assistance
with ADLs. This placed R39 at risk for
complications including skin breakdown,
discomfort, and impaired psychosocial well-being.

Findings included:

- R39's Electronic Medical Record (EMR) from
the "Diagnoses" tab documented diagnoses of
dementia (a progressive mental disorder
characterized by failing memory), dysplasia
oropharyngeal phase (difficulty initiating a
swallow), combined systolic and diastolic heart
failure (the heart cannot effectively contract with

F 676
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each heartbeat in diastolic heart failure your heart
cannot relax between heartbeats), hypertension
(HTN-elevated blood pressure), and anxiety (an
emotion characterized by feelings of tension,
worried thoughts, and physical changes).

R39's "Quarterly Minimum Data Set" dated
02/06/24 documented that a Brief Interview of
Mental Status (BIMS) was not performed due to
R39 being unable. The MDS documented R39
was dependent on two staff for all toileting needs.
The MDS documented R39 was dependent on
two staff for positioning, transfers, and all ADL.

R39's "Urinary Incontinence and Indwelling
Catheter Care Assessment Area" (CAA) dated
12/27/23 documented R39 had bladder
incontinence, and she was at risk for skin
breakdown and infection. Staff were to assist R39
with all toileting needs and incontinent care.

R39's "Pressure Injury CAA" dated 12/27/23
documented R39 had impaired mobility,
weakness, and incontinence. She was at risk for
skin breakdown. She had a recent wound to her
great toe with a treatment in place. Staff were to
assist R39 with all mobility, positioning, and
toileting care as needed.

R39's "Care Plan" revised 10/12/23 directed staff
to assist R39 in repositioning every two hours
during the daytime and every four hours when
sleeping/nighttime. The plan dated 10/26/23
documented R39 was incontinent of bowel and
bladder. The plan directed two staff to check and
change R39 between "3-4 AM, 8-9 AM, 11-12
PM, 2-3 PM, 4-5 PM, 7-8 PM 7-8 PM, 10-11 PM"
and as needed per R39's three-day bowel and
bladder diary.
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On 04/30/24 at 08:14 AM, R39 sat in a Broda
chair (specialized wheelchair with the ability to tilt
and recline) in her room. There were two staff
also present in the room. R39's chair was tilted,
and the TV was on. The staff placed a call light
and a pink stuffed animal in R39's lap and exited
the room at 08:17 AM. Continued observation
revealed at 09:20 R39 remained awake and in
the same position and the stuffed animal fell to
the floor. At 09:35 R39 closed her eyes. At 09:50
AM R39 had her eyes open and remained in the
same position. Ongoing observation revealed at
10:23 AM R39 remained in the same position in
her Broda chair. A staff member entered the room
and then immediately exited. At 11:00 AM, two
staff entered R39's room and the door remained
open. Staff picked up R39's stuffed animal from
the floor. At 11:02 AM one staff left the room. At
11:05 AM, R39 remained in the same position as
the entire observation, A staff member stood at
R39's side and visited with R39 from 11:05 AM
through 11:12 AM. Ongoing observation revealed
R39 remained in the chair in the same position
until 11:36 AM when staff entered the room and
propelled R39 in the chair to the dining area.

On 04/30/24 at 11:37 AM R39 sat in her Broda
chair in the dining room where she remained until
01:35 PM.

On 04/30/24 at 01:35 PM, Certified Nursing Aide
(CNA) N brought R39 back to her room from
lunch. CNA N stated she would be back to
change R39. CNA N stated she knew what time
R39 should be checked and changed even
though she was agency staff; she stated she
picked up the care plan for each resident she
cared for at the nurse's nook. She stated R39
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should have her brief checked and changed
every other hour. CNA N stated she was going to
get help since R39 was a two-person Hoyer (total
body mechanical lift) for changes.

On 05/01/24 at 10:28 AM Licensed Nurse (LN) |
stated each CNA was assigned to residents each
morning by the nurse in charge. LN | stated the
CNA assigned to a resident was to read the care
plan and take care of the resident as assigned.
LN | stated if the resident was to be toileted or
repositioned at a certain time, that was the CNA's
duty. LN I indicated the CNA could get help from
another unit.

On 05/01/24 at 12:42 PM Administrative Nurse D
stated she expected the CNA staff to change all
residents by the bowel and bladder program
documented in the care plan. Administrative
Nurse D said the only time she would not expect
the resident to be checked and changed during
the care-planned time is if the resident refused.
She stated that residents had the right to refuse.

The facility's "Activities of Daily Living"
documented the facility provides each resident
with care, treatment, and services according to
the resident's individualized care plan. Based on
the individual resident's comprehensive
assessment, community staff will ensure that
each resident's abilities in activities of daily living
do not diminish unless the circumstances of the
resident clinic condition demonstrate that the
decline was unavoidable.

The facility failed to ensure R39 was assisted with
ADLs as directed in her plan of care. This placed
R39 at risk for complications including skin
breakdown, discomfort, and impaired
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psychosocial well-being.
F 679 | Activities Meet Interest/Needs Each Resident
SS=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 psychosocial well-being of
each resident, encouraging both independence
and interaction in the community.

This REQUIREMENT is not met as evidenced
by:

The facility identified a census of 70 residents.
The sample included 19 residents, with one
resident reviewed for activities. Based on
observation, record review, and interviews, the
facility failed to provide Resident (R)39 the
opportunity to go to the activities she enjoys. This
deficient practice placed R39 at risk for
decreased psychosocial well-being.

Findings included:

- R39's Electronic Medical Record (EMR) from
the "Diagnoses" tab documented diagnoses of
dementia (a progressive mental disorder
characterized by failing memory), dysplasia
oropharyngeal phase (difficulty initiating a
swallow), combined systolic and diastolic heart
failure (the heart cannot effectively contract with
each heartbeat in diastolic heart failure your heart
cannot relax between heartbeats), hypertension
(HTN-elevated blood pressure), and anxiety (an

F 676
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emotion characterized by feelings of tension,
worried thoughts, and physical changes).

R39's "Significant Change Minimum Data Set"
(MDS) dated 12/27/23 lacked documented the
interview for residents' preferences for customary
routines and activities (section F) was not
completed with R39, a representative, or per staff
interview.

R39's "Quarterly MDS" dated 02/06/24
documented that a Brief Interview of Mental
Status (BIMS) was not performed due to R39
being unable to. The MDS documented R39 was
dependent on two staff for all toileting needs.

R39's "Communication Care Area Assessment"
(CAA) dated 12/27/23 documented R39 had
difficulty with communication at times. The CAA
documented staff should R39 allow time for
communication and repeat as needed; staff
should anticipate R39's needs.

R39's "Care Plan" documented R39 relied on
staff to propel her in her Broda (a specialized
wheelchair with the ability to tilt and recline). An
intervention dated 06/29/21 directed staff to invite
R39 to any church services as she enjoyed
spiritual and religious activities. The plan, dated
12/08/22, documented R39 would engage in
facility activities five times a week for social
interaction and activities of leisure and interest,
R39 enjoyed music. The plan documented an
intervention dated 09/29/23 that documented that
staff should invite R39 to all music-related
activities.

A review of the facility's "Activity Calendar" for
04/30/24 revealed Bible Study at 10:00 AM and

F 679
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live music in the Dug Out at 01:00 PM.

On 04/30/24 at 09:50 AM R39 reclined in her
Broda chair in her room. She was awake and
looking at the TV. A continuous observation of
R39 revealed staff did not offer or invite her to
attend Bible Study.

On 04/30/24 at 10:20 AM R39 reclined in her
Broda chair next to her bed.

On 04/30/24 at 10:21 AM one staff member
entered R39's room. The staff member picked up
R39's stuffed animal and placed it in her lap but
did not offer to take the resident to the Bible
Study which was in progress.

On 04/30/24 at 11:36 AM staff took R39 out to
lunch. R39 remained in the dining room until
01:35 PM when staff brought R39 back to her
room. Staff did not offer or encourage R39 to
attend the music activity that started at 01:00 PM.

On 05/01/24 at 08:41 AM Certified Nurse Aide
(CNA) O stated all CNAs knew what activities
each resident liked to attend by their plan of care.
CNA O stated she forgot to take R39 to the
activities she enjoyed on 04/30/24 and stated the
activity calendars were being changed and she
did not see there were activities R39 would have
enjoyed.

On 05/01/24 at 10:00 AM Social Service X stated
she oversaw the activities for R39's unit. Social
Service X stated there were activity calendars
posted everywhere. She stated there was one on
the whiteboard in the dining area for all staff and
residents to see daily. Social Service X stated
there were also activity calendars in each

F 679

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: GRNR11

Facility ID: N046029

If continuation sheet Page 13 of 37




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

PRINTED: 05/13/2024
FORM APPROVED
OMB NO. 0938-0391

§483.25(d) Accidents.

The facility must ensure that -

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

§483.25(d)(2)Each resident receives adequate
supervision and assistance devices to prevent
accidents.

This REQUIREMENT is not met as evidenced
by:

The facility identified a census of 70 residents.
The sample included 19 with seven reviewed for
accidents. Based on record review, interviews,
and observations, the facility failed to utilize safe
heat therapy practices for Resident (R) 64. This
deficient practice resulted in a second degree
(potentially painful burn which affects the first and
second layer of the skin) burn on R64's right
knee. The facility additionally failed to ensure a
safe environment related to maintaining R22's
wheelchair and bed fall-prevention alarm. This
deficient practice placed R22 at risk for
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resident's room. She stated the team for R39 was
responsible for getting the resident to activities.
She stated she saw R39 in the dining area so she
did not take the resident to the live music playing
in the Dug Out.
The facility did not provide a policy for activities.
The facility failed to ensure R39 was invited,
encouraged, and assisted to go to activities she
enjoyed. This deficient practice placed the
resident at risk for decreased psychosocial
well-being.
F 689 | Free of Accident Hazards/Supervision/Devices F 689
SS=G | CFR(s): 483.25(d)(1)(2)
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preventable accidents and injuries.

Findings Included:

- The "Medical Diagnosis" section within R64's
Electronic Medical Records (EMR) included
diagnoses of epilepsy (brain disorder
characterized by repeated seizures), seizures
(violent involuntary series of contractions of a
group of muscles), osteoarthritis (degenerative
changes to one or many joints characterized by
swelling and pain), muscle weakness, and
Alzheimer's disease (progressive mental
deterioration characterized by confusion and
memory failure).

R64's "Quarterly Minimum Data Set (MDS)"
completed 04/15/24 noted a Brief Interview for
Mental Status (BIMS) score of 15 indicating intact
cognition. The MDS indicated he was
independent with toileting, transfers, bathing,
dressing, and personal hygiene. The MDS
indicated he had no skin impairments or pressure
ulcers (localized injury to the skin and/or
underlying tissue usually over a bony prominence,
as a result of pressure, or pressure in
combination with shear and/or friction).

R64's "Functional Abilities Care Area Assessment
(CAA)" completed 01/19/24 indicated he was
independent with all of his activities of daily living
(ADLs). The CAA indicated he had times of
urinary incontinence and was at risk for skin
breakdown. The CAA instructed staff to assist
him as needed.

R64's "Care Plan" initiated 02/11/23 indicated he
was at risk for altered skin integrity. The plan

instructed staff to complete weekly skin checks.

F 689

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: GRNR11

Facility ID: N046029

If continuation sheet Page 15 of 37




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

PRINTED: 05/13/2024
FORM APPROVED
OMB NO. 0938-0391

DEFICIENCY)

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
175355 B. WING 05/01/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
11875 S SUNSET DRIVE, SUITE 100
EVERGREEN COMMUNITY OF JOHNSON COUNTY
OLATHE, KS 66061
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

F 689 | Continued From page 15

The plan noted he received a second-degree
burn on his right knee related to heat therapy
(04/18/24). The plan indicated he would not have
any heating packs applied to his right knee until
his wound healed.

A "Facility Reported Incident (FRI)" report 7318
dated 04/17/24 indicated Consultant GG worked
with R64 in the therapy room. The report
indicated R64 complained of knee pain and
Consultant GG applied a moist heating pack to
R64's right knee. The report indicated the heating
pack did not have a protective cover and
Consultant GG improvised using multiple layers
of towels. The report indicated Consultant GG
completed R64's therapy treatment, removed the
towels, and noted R64 acquired a blister with
clear fluid on the outside of his right knee from
the heating packs. The burn measured 2.1
centimeters in length and one centimeter wide.
Consultant GG reported the injury to nursing
services, R64's medical practitioner, and R64's
representative. The report's video review
documented Consultant GG applied a gait belt
around the towels on R64's right knee. Heat
therapy services were immediately suspended by
the facility until protective covers for the heating
packs could be found or ordered.

On 04/30/24 at 01:05 PM R64 sat in his recliner
with his meal. R64 reported his burn no longer
hurt but was still present. R64 pulled up his right
pant leg to reveal his burn wound. R64's wound
bed was clean with no signs of infection. The
blister was no longer present. R64 denied pain or
itching at the wound site. R64 stated the wound
occurred when therapy did not use the right cover
on their heating packs. He stated he did not

realize the wound was occurring during his
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therapy treatment until the pack was removed. He
stated he had never been burned or injured
during therapy before or since this incident. He
stated therapy was holding off on his treatments
until his wound recovered.

On 05/01/24 at 08:30 AM Consultant GG stated
on 04/17/24 she provided therapy services for
R64 when he complained of right knee pain, and
she attempted to use a heating pack. She stated
she searched throughout the facility for the
appropriate safety covers for the heating packs
but was unable to find them. Consultant GG
stated she worked at the facility since 2020 and
always had the covers for the packs but was
unable to find them on that day. She stated she
used multiple layers of terry cloths over the pack
to provide a barrier and it was common practice
to use two or more layers of towels on heating
packs if the appropriate covers were not
available. She stated she checked with R64
throughout his therapy to ensure he was okay
and not in pain. She stated she checked his skin
throughout his therapy service and once they
completed his therapy she removed the pack and
found the burn. She stated she immediately
reported it to nursing staff. She stated she
reported to Administrative Nurse D about not
having the correct protective covers for the
heating packs.

On 05/01/24 at 12:41 PM Administrative Nurse D
stated the facility had the correct covers and
Consultant GG just needed to ask staff where the
covers were. She stated the facility investigation
indicated the burn may have come from
Consultant GG applying an inappropriate barrier
around the heating pack and the pressure from
the gait belt during his physical therapy exercises.
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She stated the facility ordered extra safety covers
and completed in-service training with both
nursing and therapy staff related to burns,
accidents, heating packs, and skin protection.
She stated R64's therapy services would be held
until his wound healed.

The facility's "Hydrocollator (thermostatically
controlled water bath used to heat cloth pads)
Pack Usage" policy dated 01/2024 indicated hot
moist pack treatments are to be used as a
component of a patients plan of care for skilled
therapy services. The policy indicated moist hot
packs will be the appropriate size and pack cover
for the area being treated. The policy noted staff
would utilize the appropriate equipment and
placement for heat therapy.

The facility failed to utilize safe heat therapy
practices during therapy for R64. These deficient
practices resulted in a second degree burn on
R64's right knee.

- The "Medical Diagnosis" section within R22's
Electronic Medical Records (EMR) included
diagnoses of dementia (a progressive mental
disorder characterized by failing memory, and
confusion), anxiety disorder (mental or emotional
reaction characterized by apprehension,
uncertainty, and irrational fear),
cognitive-communication deficit, muscle
weakness, and a need for assistance with
personal cares.

R22's "Quarterly Minimum Data Set (MDS)"
completed 04/02/24 noted a Brief Interview for
Mental Status (BIMS) score of four indicating

severe cognitive impairment. The MDS indicated
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she required partial to moderate assistance with
dressing, toileting, bathing, transfers, and
personal hygiene. The MDS indicated she was
occasionally incontinent of bowel and frequently
incontinent of the bladder. The MDS indicated
she had two non-injury falls since her admission.
The MDS indicated she had no behavioral
concerns or refusals of care.

R22's "Dementia Care Area Assessment (CAA)"
completed 01/09/24 indicated she had a cognitive
decline but was able to make her needs known.
The CAA indicated intervention will be put in
place to minimize her risks related to her
cognitive impairment.

R22's "Fall CAA" completed 01/09/24 indicated
she had a history of falls related to her impaired
mobility. The CAA indicated staff were to assist
her with her activities of daily living (ADLs) and
care as needed.

R22's "Care Plan" initiated 11/01/21 indicated she
was at risk for falls due to poor safety awareness
and balance. The plan indicated she was able to
ambulate independently in her wheelchair but
required the assistance of one staff member for
transfers (01/05/24). The care plan indicated R22
had a non-injury on 03/27/24 while she attempted
to self-transfer from her bed. The plan indicated a
pressure sensor pad was implemented for her
bed and wheelchair (03/28/24).

On 04/30/24 at 07:08 AM R22 was awake in her
bed. She appeared confused and was attempting
to transfer herself from her bed to her wheelchair.
R22 attempted several times to reposition herself
in her bed. The pressure sensor pad was
underneath her. At 07:15 AM R22 lifted herself
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from her bed and moved to her wheelchair. R22
wheeled herself outside her room and down the
hallway to the medication room. Staff did not
come to the room to intervene in the self-transfer.

On 04/30/24 at 07:38 AM an inspection and
pressure test of R22's bed pressure sensor pad
revealed the alarm did not relay to the relay box
posted in the nurse's station in response to the
pressure test.

On 05/01/24 at 07:25 AM A test of R22's pressure
sensor pad in her wheelchair revealed the alarm
did not relay to the audible relay box posted in the
nurse's station in response to the pressure test.
Certified Nurses Aid (CNA) P acknowledged the
pressure pad was not functioning and the relay
box should have a loud audible alarm when R22
attempted to move from surface to surface. She
stated the relay box should alarm for both R22's
bed and chair alarms. She stated the bed alarms
were usually checked weekly, but she was not
sure why the sensors were not working.

On 05/01/24 at 07:30 AM the facility posted a
direct care staff member in R22's room until her
bed alarms could be replaced.

On 05/01/24 at 07:45 AM Licensed Nurse (LN) G
stated staff was expected to check to functionality
of the pressure sensor pads each shift to ensure
they were working. She stated R22 frequently
transferred without asking for staff assistance and
was a fall risk

On 05/01/24 at 12:41 PM Administrative Nurse D
stated staff were expected to check the alarms
each shift to ensure their function. She stated the
facility will be replacing R22's alarm due to it not
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operating consistently. She stated the facility
ordered extra alarms to keep on hand in case
other alarms malfunctioned.
The facility's "Fall Prevention and Management"
policy (undated) indicated the facility would
identify residents at risk for falls and implement
interventions to reduce to risks identified. The
policy indicated staff were to ensure
environmental conditions remained safe for
residents at risk and equipment remained in
working functional order.
The facility failed to ensure a safe environment
related to maintaining R22's wheelchair and bed
fall prevention alarm. This deficient practice
placed R22 at risk for preventable falls and
injuries.
F 758 | Free from Unnec Psychotropic Meds/PRN Use F 758
SS=D | CFR(s): 483.45(c)(3)(e)(1)-(5)

§483.45(e) Psychotropic Drugs.

§483.45(c)(3) A psychotropic drug is any drug that
affects brain activities associated with mental
processes and behavior. These drugs include,
but are not limited to, drugs in the following
categories:

(i) Anti-psychotic;

(i) Anti-depressant;

(iii) Anti-anxiety; and

(iv) Hypnotic

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

§483.45(e)(1) Residents who have not used
psychotropic drugs are not given these drugs
unless the medication is necessary to treat a
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specific condition as diagnosed and documented
in the clinical record;

§483.45(e)(2) Residents who use psychotropic
drugs receive gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort to discontinue these
drugs;

§483.45(e)(3) Residents do not receive
psychotropic drugs pursuant to a PRN order
unless that medication is necessary to treat a
diagnosed specific condition that is documented
in the clinical record; and

§483.45(e)(4) PRN orders for psychotropic drugs
are limited to 14 days. Except as provided in
§483.45(e)(5), if the attending physician or
prescribing practitioner believes that it is
appropriate for the PRN order to be extended
beyond 14 days, he or she should document their
rationale in the resident's medical record and
indicate the duration for the PRN order.

§483.45(e)(5) PRN orders for anti-psychotic
drugs are limited to 14 days and cannot be
renewed unless the attending physician or
prescribing practitioner evaluates the resident for
the appropriateness of that medication.

This REQUIREMENT is not met as evidenced
by:

The facility identified a census of 70 residents.
The sample included 19 residents with five
residents reviewed for unnecessary medication.
Based on observation, record review, and
interviews, the facility failed to ensure a
physician-documented rationale for extended use
of an as-needed psychotropic (alters mood or

thought) medication for Resident (R) 29, and
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R40. This deficient practice placed these
residents at risk for unnecessary medication
administration thus leading to possible harmful
side effects.

Findings included:

- R29's Electronic Medical Record (EMR) from
the "Diagnoses" tab documented diagnoses of
Alzheimer's disease (progressive mental
deterioration characterized by confusion and
memory failure), delusion (untrue persistent belief
or perception held by a person although evidence
shows it was untrue), and anxiety (mental or
emotional reaction characterized by
apprehension, uncertainty, and irrational fear).

The "Annual Minimum Data Set" (MDS) dated
08/29/23 documented a staff interview that
indicated severely impaired cognition.

The "Quarterly MDS" dated 02/18/24 documented
a staff interview which indicated severely
impaired cognition. The MDS documented that
R29 had received antipsychotics (a class of
medications used to treat major mental conditions
that cause a break from reality), antidepressants
(a class of medications used to treat mood
disorders), antianxiety (a class of medications
that calm and relax people), and a diuretic
(medication to promote the formation and
excretion of urine) medication during the
observation period.

R29's "Psychotropic Drug Use Care Area
Assessment" (CAA) dated 09/07/23 documented
she received psychotropic medication which
placed her at risk for adverse reactions.
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R29's "Care Plan" dated 12/28/22 documented
that staff would provide comfort medication for
pain, anxiety, and air hunger as ordered.

R29's EMR under the "Orders" tab revealed the
following physician orders:

Lorazepam (antianxiety medication) oral
concentrate 2 milligrams (mg) mg/milliliters (ml)
give 0.25 ml by mouth three times a day for
agitation, anxiety, and restlessness related to
Alzheimer's disease for six months dated
03/17/24.

Lorazepam oral concentrate 2 mg/ml give 0.25 ml
every two hours as needed for mild to moderate
anxiety or restlessness for six months and give
0.5 ml every two hours as needed for moderate to
severe anxiety or restlessness for six months
dated 03/17/24.

A review of R29's EMR lacked evidence of
physician rationale for the extended duration for
the as-needed lorazepam. The facility was unable
to provide a physician-documented rationale for
the extended duration for the as-needed
lorazepam upon request.

On 04/30/24 at 09:28 AM R29 sat reclined in her
Broda chair (specialized wheelchair with the
ability to tilt and recline) next to her bed asleep.

On 05/01/24 at 09:49 AM, Licensed Nurse (LN) H
stated the physician reviewed the monthly
pharmacy reviews and made any changes. LN
H stated the physician decided the duration for
any medication.

On 05/01/24 at 12:39 PM, Administrative Nurse D
stated she was unable to locate any documented
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physician rationale for the extended duration for
R29's as-needed lorazepam.

The facility's undated "Antipsychotic Drug" policy
documented based on a comprehensive
assessment of each resident, the interdisciplinary
team would ensure a resident who had not used
antipsychotic drugs was not given an
antipsychotic drug unless antipsychotic drug
therapy was necessary to treat a specific
condition as diagnosed and documented in the
resident's clinical record. After other
non-pharmacologic interventions or alternatives
have been considered or used. Antipsychotic
medication was prescribed at the lowest effective
therapeutic dose for the shortest effective
duration.

The facility failed to ensure the physician
documented a rationale for the extended duration
of use of as-needed lorazepam for R29. This
deficient practice placed R29 at risk for the
potential of unnecessary medication
administration thus leading to possible harmful
side effects.

- R40's Electronic Medical Record (EMR) from
the "Diagnoses" tab documented diagnoses of
Alzheimer's disease (progressive mental
deterioration characterized by confusion and
memory failure), antianxiety (class of medications
that calm and relax people), depression (a mood
disorder that causes a persistent feeling of
sadness and loss of interest), and dementia (a
progressive mental disorder characterized by
failing memory, confusion).

The "Significant Change Minimum Data Set"
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(MDS) dated 06/28/23 documented a staff
interview that indicated moderately impaired
cognition.

The "Quarterly MDS" dated 03/18/24 documented
a staff interview which indicated severely
impaired cognition. The MDS documented that
R40 received antianxiety (a class of medications
that calm and relax people), antidepressant (a
class of medications used to treat mood
disorders), antipsychotic (a class of medications
used to treat major mental conditions that cause
a break from reality), a diuretic (medication to
promote the formation and excretion of urine),
and opioid medication during the observation
period.

R40's "Psychotropic Drug Use Care Area
Assessment" (CAA) dated 06/30/23 documented
she received psychotropic medication which
placed her at risk for adverse reactions.

R40's "Care Plan" dated 05/31/23 documented
staff would provide medication as ordered. The
plan documented staff would monitor and notify
her physician of any adverse reactions.

R40's EMR under the "Orders" tab revealed the
following physician orders:

Lorazepam (antianxiety medication) intensol oral
concentrate two milligrams (mg)/milliliters (ml).
Give 0.5 ml by mouth every hour as needed for
increased restlessness and/or anxiety for six
months dated 01/24/24.

A review of R40's EMR lacked evidence of a
physician-documented rationale for the extended
duration of R40's as-needed lorazepam. The

facility was unable to provide a
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physician-documented rationale for the extended
duration for the lorazepam upon request.

On 04/29/24 at 09:12 AM R40 lay in bed with her
eyes closed. The bed was lowered to the floor
and there was a fall mat on the floor next to the
bed.

On 05/01/24 at 09:49 AM, Licensed Nurse (LN) H
stated the physician reviewed the monthly
pharmacy reviews and made any changes. LN H
stated the physician decided the duration for any
medication.

On 05/01/24 at 12:39 PM, Administrative Nurse D
stated she was unable to locate any documented
physician rationale for the extended duration for
R40's as-needed lorazepam.

The facility's undated "Antipsychotic Drug" policy
documented based on a comprehensive
assessment of each resident, the interdisciplinary
team would ensure a resident who had not used
antipsychotic drugs was not given an
antipsychotic drug unless antipsychotic drug
therapy was necessary to treat a specific
condition as diagnosed and documented in the
resident's clinical record. After other
non-pharmacologic interventions or alternatives
have been considered or used. Antipsychotic
medication was prescribed at the lowest effective
therapeutic dose for the shortest effective
duration.

The facility failed to ensure the physician
documented a rationale for the extended duration
for as-needed lorazepam for R40. This deficient
practice placed R40 at risk for the potential of

unnecessary medication administration thus
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leading to possible harmful side effects.

F 812 | Food Procurement,Store/Prepare/Serve-Sanitary
SS=F | CFR(s): 483.60(i)(1)(2)

§483.60(i) Food safety requirements.
The facility must -

§483.60(i)(1) - Procure food from sources
approved or considered satisfactory by federal,
state or local authorities.

(i) This may include food items obtained directly
from local producers, subject to applicable State
and local laws or regulations.

(i) This provision does not prohibit or prevent
facilities from using produce grown in facility
gardens, subject to compliance with applicable
safe growing and food-handling practices.

(iii) This provision does not preclude residents
from consuming foods not procured by the facility.

§483.60(i)(2) - Store, prepare, distribute and
serve food in accordance with professional
standards for food service safety.

This REQUIREMENT is not met as evidenced
by:

The facility identified a census of 70 residents
with one kitchen and two main dining rooms.
Based on observation, record review, and
interviews, the facility failed to follow sanitary
dietary standards related to cleaning, food
storage, equipment storage, and food preparation
practices. These deficient practices placed the
residents at risk related to food-borne illnesses
and food safety concerns.

Finding Included:

- On 04/29/24 at 07:04 AM an initial walkthrough

F 758
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of the kitchen was completed. An inspection of a
utensil storage rack next to the kitchen main entry
revealed two Crock-pot lids and a water pitcher
lid stored with the food/beverage side upward. An
inspection of the kitchen's fryer station revealed
old crumbs and food particles covering the
outside of the fryer and the side of the baking
oven next to it. An inspection of the kitchen's dry
food storage revealed old pieces of food on the
floor throughout the storage room.

On 04/30/24 at 02:30 PM Dietary Staff CC
completed hand hygiene and prepped the dinner
puree meal. Dietary Staff CC prepared to make
pureed tuna noodle casserole. Dietary Staff CC
added three cups of pre-prepped tuna noodle
casserole and one-half cup of chicken stock to
the food processing machine. Dietary Staff CC
started to food processor. Dietary Staff CC
donned gloves without completing hand hygiene.
Dietary Staff CC opened a drawer below the food
processor, pulled out a four-ounce scoop (ice
cream style scoop), and placed the scoop face
down directly on the dirty food preparation area
without a clean barrier. Dietary Staff CC stopped
the food processor and prepared a tin food bin for
the pureed meal. Dietary Staff CC utilized the
scoop to transfer the pureed casserole into the
food bin.

An inspection of "Connie's Place" dining room

refrigerator revealed six opened and unlabeled
quart containers of ice cream and one opened

bag of tater tots.

An inspection of the walk-in freezer revealed an
opened but undated bag of breaded chicken.

On 05/01/24 at 10:10 AM Dietary Staff BB stated

F 812
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staff were expected to ensure clean hygienic food
preparation and use clean utensils while serving
or preparing meals. He stated staff were
expected to store cooking utensils and plates with
the food or eating surface downward. He stated
staff cleaned the kitchen daily and checked
stored food to ensure opened items were labeled
and dated.

A review of the facility's "Food Services and
Nutrition" policy (undated) indicated the facility
would promote a system that identified proper
service, cleaning, and food storage. The policy
noted all surfaces within the dining room and
kitchen were to be cleaned and sanitized per
professional standards. The policy indicated food
would be labeled/dated and stored in a manner
that is safe and maintains nutritional value. The
policy indicated staff were to ensure safe food
handling practices to prevent cross-contamination
and food-borne illness. The policy indicated staff
should complete hand hygiene in between
touching surfaces related to direct food
preparation, handling, and serving. The policy
noted all kitchen and dining equipment be stored
in a manner that prevents soiling or
contamination of clean items.

The facility failed to follow sanitary dietary
standards related to cleaning, food storage,
equipment storage, and food preparation
practices. These deficient practices placed the
residents at risk related to food-borne ilinesses
and food safety concerns.

F 849 | Hospice Services

SS=D | CFR(s): 483.70(0)(1)-(4)

§483.70(0) Hospice services.

F 812
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§483.70(0)(1) A long-term care (LTC) facility may
do either of the following:

(i) Arrange for the provision of hospice services
through an agreement with one or more
Medicare-certified hospices.

(i) 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(0)(2) If hospice care is furnished in an
LTC facility through an agreement as specified in
paragraph (0)(1)(i) of this section with a hospice,
the LTC facility must meet the following
requirements:

(i) Ensure that the hospice services meet
professional standards and principles that apply
to individuals providing services in the facility, and
to the timeliness of the services.

(ii) 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 will 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.
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(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) Clinical complications that suggest a need to
alter the plan of care.

(3) A need to transfer the resident from the facility
for any condition.

(4) The resident's death.

(F) A provision stating that the hospice assumes
responsibility for determining the appropriate
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 board
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 appropriately based on the individual
resident's needs.

(H) A delineation 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 pain and symptoms
associated with the terminal iliness and related
conditions; and all other hospice services that are
necessary for the care of the resident's terminal
illness and related conditions.

(I) A provision that when the LTC facility
personnel are responsible for the administration
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 therapies
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where permitted by State law and as specified by
the LTC facility.

(J) A provision stating that the LTC facility must
report all alleged violations involving
mistreatment, neglect, or verbal, mental, sexual,
and physical abuse, including injuries of unknown
source, and misappropriation of patient property
by hospice personnel, to the hospice
administrator immediately when the LTC facility
becomes aware of the alleged violation.

(K) A delineation of the responsibilities of the
hospice and the LTC facility to provide
bereavement services to LTC facility staff.

§483.70(0)(3) Each LTC facility arranging for the
provision of hospice care under a written
agreement must designate a member of the
facility's interdisciplinary team who is responsible
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 to someone
that has the skills and capabilities to assess the
resident.

The designated interdisciplinary team member is
responsible for the following:

(i) Collaborating with hospice representatives
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 terminal iliness, related
conditions, and other conditions, to ensure quality
of care for the patient and family.
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(iii) 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
medical care provided by other physicians.

(iv) Obtaining the following information from the
hospice:

(A) The most recent hospice plan of care specific
to each patient.

(B) Hospice election form.

(C) Physician certification and recertification of
the terminal iliness specific to each patient.

(D) Names and contact information for hospice
personnel involved in hospice care of each
patient.

(E) Instructions on how to 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(0)(4) Each LTC facility 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 to attain or maintain the resident's highest
practicable physical, mental, and psychosocial
well-being, as required at §483.24.

This REQUIREMENT is not met as evidenced
by:

The facility identified a census of 70 residents.
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The sample included 19 residents with one
resident reviewed for hospice services. Based on
observation, record review, and interviews, the
facility failed to ensure collaboration between the
nursing home and hospice services to identify
hospice-supplied services, supplies, medication,
and equipment for Resident (R)47. This deficient
practice placed the resident at risk for delayed
services and uncommunicated care needs.

Findings Included:

- The "Medical Diagnosis" section within R47's
Electronic Medical Records (EMR) included
diagnoses of senile degeneration of the brain,
Parkinson's disease (a slowly progressive
neurologic disorder characterized by resting
tremor, rolling of the fingers, masklike faces,
shuffling gait, muscle rigidity, and weakness),
dysphagia (swallowing difficulty), memory deficit,
left-sided hemiplegia (paralysis of one side of the
body), left-sided hemiparesis (muscular
weakness of one half of the body), and dementia
(progressive mental disorder characterized by
failing memory, confusion).

R47's "Quarterly Minimum Data Set (MDS)"
completed 04/09/24 noted a Brief Interview for
Mental Status (BIMS) score of 12 indicating mild
cognitive impairment. The MDS indicated he
required partial assistance during meals. The
MDS indicated he utilized a manual wheelchair
for mobility. The MDS indicated he had upper and
lower extremity impairments on one side of his
body. The MDS indicated he displayed coughing
and choking while swallowing meals or
medications. The MDS indicated he received
hospice services (end-of-life comfort care).
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R47's "Functional Abilities Care Area Assessment
(CAA)" completed 01/14/24 indicated he required
maximum assistance from staff for all his
activities of daily living (ADLs) and care as
needed.

R47's "Care Plan" initiated 01/09/24 indicated he
was on hospice services related to his medical
diagnoses. The plan indicated he would be
supported through the dying process. The plan
noted he would remain comfortable through the
next review period. The plan indicated the facility
and selected hospice service provider would
coordinate a care plan and invite hospice staff to
care plan meetings. The plan lacked
documentation related to the hospice equipment,
medications, services, and scheduled visits from
hospice staff.

On 05/01/24 at 09:51 AM, R47 sat in his Broda
chair (specialized wheelchair with the ability to tilt
and recline) in the assisted dining room. R47's
drink was on the table to his left side. R47
attempted to reach the drink with his right arm
several times but was unable to grab the covered
cup. R47 moved his Broda chair with his right leg
several times. R47's left leg pressed against the
table metal bar. R47 grabbed his cup with his
right hand. R47's lap tray remained on the floor
under the television.

On 05/01/24 at 09:51 AM Licensed Nurse (LN) G
stated staff was not using the lap tray due to it did
not fit R47's new chair. She stated hospice
replaced his Broda chair, but the lap tray did not
fit his new chair. She stated staff was to assist
R47 during meals.

On 05/01/24 at 10:10 AM Certified Nurse's Aide
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(CNA) P stated the care plans did not include
information related to equipment, medications,
supplies, and staffing visits provided by hospice.
She stated she was not sure if any of the care
plans had hospice information other than the
name of the hospice company.

On 05/01/24 at 12:41 PM Administrative Nurse D
stated the care plans should at least include the
hospice contact information, staff visits, and
services provided.

The facility's "Hospice Services" policy revised
indicated the facility will coordinate with the
selected hospice agency to provide services
necessary for effective end-of-life care.

The facility failed to ensure collaboration between
the nursing home and hospice services to identify
hospice-supplied services, supplies, medication,
and equipment for R47. This deficient practice
placed R47 at risk for delayed services and
uncommunicated care needs.
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