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Thrs Statement oI Deficiencies was generated as
a result of a Medicare Recertification Survey,
Complaint and Facility-Reported lncdent
investigations conducted in your facility from
O2lOBl2O24 lhtotgh OZOgnO24. in accordance
with 42 Code of Federal Regulations (CFR)
Chapter lV, Part 483, Requirements for Long
Term Care Faolit€s

There were four complaints and five
facility-reported incidents (FRls) investigated

'l Complainl #NV00069831 was verified A
regulatory deficiency was rdentified (See Tag

F88O).

2 Complainl #NV00069978 was veflfied wilh no
deficient practrce.

3 Complaint #NV0007029 could not be veritled
No regulatory deficiencies could be identified
4 Complaint #NV00070270 could not be verified
No regulatory dellciencies could be identilled
5 FRI #NV00070409 could not be verified No
regulatory defrc€nc€s could be dentifred
6. FRI #NV00069751 could not be verified No
regulatory deficiencies could be identilied

F OOO INITIAL COMMENTS

The census was 23'1

The sample size was 35

Verified

Venf red wrlhout deficienl practrce

Unverifred
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7 FRI*NV00070164 could not be verified No
regulatory deficiencies could be identified
I FRI#NV00070105 could not be verified No
regulatory deficiencaes could be identified.
9. FRI #NV00070177 could not be verifled. No
regulatory deficiencies could be identified

The investigation into the complaints and FRls
included

Observations of snacks in nourishment rooms,
meal observation whrch rncluded a test tray,
medicatron pass. infection control practrces staff
and resident interactrons. staff providing
supervision and care to residents general
appearance of residents. call hght response and

a tour of the facilrty

lnterviews were conducted with residents.
Certilied Nursrng Assistants, Licensed Nurses
Housekeeping, Social Services, Registered
Dietician Dielary Manager. lnfeclion
Preventronrst (lP), Consultanl Pharmacrst.
Director oI Nursing and the Administrator.

Clinical record revrew of resrdents which included
the residents of concern

Documenl review included facility policies and
procedures, facilrty assessment, facilrty
investigation reports rash line lasting,

transmission-based precautions (TBP)
precautions resident list, staffing schedules, pest
control binder, grievance log and resrdent council
minutes

The findings and conclusions of any investigation
by the Division of Public and Behavroral Health
shall not be conslrued as prohibiting any crimanal
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Continued From page 2

or civil investigation, actions or other claims for
relief that may be available to any party under
applicable federal, state, or loc€l laws

The following regulatory deficiencies were
identified

Baseline Care Plan
CFR(s): 483.21 (a)(1 )-(3)

5483 21 Comprehensive Person-Centered Care
Planning

5483 21(a) Baseline Care Plans

S483 21(a)(1) The facility must develop and
rmplement a baseline care plan for each resident
that includes lhe instructions needed to provide
effective and person-centered care of the resident
that meet professional standards of quality care
The baseline care plan must-
(i) Be developed within 48 hours of a resadent's
admission
(ir) lnclude the minimum healthcare rnformalion
necessary to properly care for a residenl
including, but not limited to-
(A) lnitralgoals based on admission orders
(B) Physician orders
(C) Dietary orders.
(D) Therapy services
(E) Social services.
(F) PASARR recommendation. if applicable

5483 21(a)(2) The facrlity may develop a
comprehensive care plan in place of lhe baseline
care plan if the comprehensive care plan-
(i) ls developed within 48 hours of the resident's
admission
(ii) Meets the requrrements set forth rn paragraph
(b) of this section (excepting paragraph (b)(2)(i) of
this section)
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5483 21(a)(3) The facility must provrde the
resident and their representative with a summary
of the baseline care plan that includes but is nol
limrted tor
(i) The initial goais of the resident.
(ii) A summary of the resident's medicataons and
dietary instruclions
(iii) Any services and treatments to be
administered by the facility and personnel acting
on behalf of the facility.
(iv) Any updated information based on the detarls
of lhe comprehensrve care plan, as necessary
This REQUIREMENT is nol met as evidenced
by:
Based on observation, interview, record review

and document revrew, the facility farled to ensure
a baseline care plan was completed for a resrdent
who was admitted with a surgical wound
(Resident 635) and a resdent with a contraclure
(Resident 108). The deficient practice had the
potential the residents would not receive lhe
wound care or conkacture care the residents
required

The clinical record contained an admissron note
daled O2lO3/2024 which documented the resident
was admitted from an acute care hospital via
slretcher for left lower leg cellulitis

The History and Physical late entry note for
02/05/24 documented the resident had a
non-occlusave left femoral deep vein thrombosrs

Continued From page 3
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(DVT) The resident was also evaluated by the
Surgical/Burn team for evaluation of left lower
extremrty complicated cellulitis with presence of
open wound

Documentation in the clinical record from the
acute care hospital revealed the resident had
been taken for surgrcal rnterventaon with the
application of graft The resident was medrcally

cleared and $/as transferred to the Skilled
Nursing Facility Ior the continuation of wound
care. antlbiotics, and skilled therapy servrces

The clinical record lacked documented evidence
a baseline care plan for the resdent's wound had
been completed.

On 02109/2024 in the afternoon, a Registered
Nurse (RN) reviewed the clinical record and was
not able to locate a baseline care plan for the
resident's wound The RN stated the care plan

should have been anitrated by Wound Care,
because they would document all intervenlions
needed for the wound.

The facility's policy Baseline Care Plans
(undated), documentgd a baseline plan of care to
meet the immediate needs shall be developed for
each resident within forty-eighl (48) hours of
admission
Resident 108 (R108)

R108 was admitted on O1lO5l2O24 wilh
diagnoses rncluding epilepsy and dementia

O^ O2lO6t2O24 al204 PM, R108 was laying
supine in bed The resdent answered questions
wilh one or two word verbal responses The
resident's right hand was clenched into a tight fist

1. Resident 635 baseline care plan was
revised and revrewed. Resident'108 was
unable to be corrected due to resident
being discharged

2. Current residents with surgrcalwounds
and contractures will be re-evaluated to
ensure baseline care plans are completed.

3. New baseline care plans will be rev€wed
darly dunng the daily clnrcalstand-up
meeting byt the unit managers for
completion - all pertinent findings from the
revrew will be brought forward to the QAPI
committee. Licensed nurses will be re-
educated regarding completing baseline
care plans trmely.

4. Findings from correctNe action plan will be
revrewed for evaluation rn the OAPI
meeting monthly for the next 3 months
quarterly thereafter and annually if
indicated.

5. Date of compliance - 0312712024

DEPARTMENT OF HEALTH AND HUMAN SERVICES
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a with the tip of the thumb protruding through the
fingers The left hand had a normal appearance
and movement R'l08 verbalzed lhey were
unable to move the nght hand, and verbalized by

answenng yes or no questions, being unable to
open the nght hand

O^ O2lO7l2O24 at 3 26 PM, R108's right hand
remained clenched rn a fist

On O2lO7l2O24 ai332 PM, the Licensed Practical
Nurse (LPN)examined R'108's nght hand and
verbalized the rigid fingers of the hand was a
conditaon called a contracture. The LPN
verbalized the resident was unable to open the
hand. The LPN verbalized the Certified Nursing
Assistant (CNA) should open R108's fingers to
the extent possible and clean the hand during
bathing

On O2lOAl2O24 al3 t9 PM, the CNA observed
Rl08's hand The CNAverbalized today berng the
first day the CNA had been assigned io care for
R108 The CNA verbalized having an inter-shift
report wrth the off-going CNA from the prior shift.
The CNA revealed had not been informed about
the contracture of R108's nght hand The CNA
verbalized the hand should be opened so that the
palm of the hand could be accessed for cleaning.
The CNA attempted to open R108's raght hand by
gently pulling on the fingeG The fingers moved
slightly, and the resident exclaimed feeling parn

and the CNA stopped the action The CNA
revealed residents with contractures of the hand
should ordinarly have a hand-roll (a rolled up
washcloth) placed in the palm of the hand to keep
the fingers from becoming progressively more
rigidly locked an the closed posation. The CNA
verbalized not being sure it a hand-roll should

F 655
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Contnued From page 6

have been used for R108 due to lackrng
inshuclions

On O2lO9l2O24 al 10 09 Alvl a different LPN
verbalized the usual process for conkaclures was
to notify the physical therapy department about
the contracture and then a care plan should be
writlen The LPN reviewed R108's clrnrcal .ecord
and verbalized lhe record lacked a care plan for
the contracture

On O2lO9l2O244 al l0 43 AM the Regrstered
Nurse unit Manager verbalized newly admitted
residents were assessed by a Physical Therapisl
(PT) and an Occupational Therapy (OT) within 24
to 48 hours of admission. lf a contracture was
idenlrfred duflng the rnitral therapy screenrng. a

baseline care plan would be written The
Regjstered Nurse Unit Manage. revealed such a
care plan might rnclude interventions such as
performing range of motion on the affected
extrem[y 2-3 limes pe. week. provide a hand-roll.
and monitor to ensure nursrng staff provided good
hygrene care to the contracted hand The
Registered Nurse Unit lvlanager reviewed R108's
clinical record and verbalized R108 had been
admitled on 01/05/2024, had undergone a
therapy assessment within 48 hours, yet lacked a
baseline care plan for the contracture The
Registered Nurse Unit Manager reported the
facility process had not been tollowed

Develop/lmplement Comprehensive Care Plan
CFR(s): 483.21(bX1X3)

5483 21(b) Comprehensrve Care Plans

5483 21(b)(1) The facility must develop and
implement a comprehensive person-centered

care plan fo. each resdenl, consistent with the
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resident rights set forth at 5483 10(cX2) and

5483 1o(cx3) that includes measurable
objectives and trmeframes to meet a resrdent's
medical, nursing, and mental and psychosocial
needs thal are rdentrfred rn the comprehensive
assessment The comprehensive care plan must
describe the following -
(i) The services that are to be furnished to attain
or maintarn the resident's highest praclicable
physical, mental, and psychosocial well-being as
required under 5483 24, 5483 25 or 5483 40: and
(ir) Any services that would otherwise be required
under 5483 24. 5483 25 or 5483 40 but are not
provided due to the resrdenl's exercrse of nghts
under 5483 10, rncluding the r€ht to refuse
treatment under S483 10(c)(6)
(i!)Any specralized services or specialized
rehabilitative services the nursing facility will
provide as a result of PASARR
recommendalrons lf a facility drsagrees w(h the
findings of the PASARR, it must indrcate ils
rationale in the resident's medical record

{iv)ln consultalron wilh lhe resident and the
resrdent's representative(s)-
(A) The resident's goals for admission and
desired outcomes.
(B) The resrdent's preference and potenlialfor
future discharge. Facilfies must document
whether the resident's desire to return to the
community was assessed and any referrals to
local contact agencies and/or other appropnate
entaties, for this purpose
(C) Drscharge plans In the comprehensrve care
plan, as appropriate, rn accordance with the
requirements set forth in paragraph (c) of this
seclion

S483 21(bX3) The services provided or arranged
by the facility. as outlined by the comprehensrye
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CENTERS FOR MEDICARE & MEDICAID SERVICES
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care plan, must
(iir) Be culturally-competent and trauma-rnformed
This REOUIREIIENT is not met as evidenced
by
Based on observation, intervrew, record review

and document review, the facility failed to develop
a care plan for a resident with bed rails (Resident
95) The deficient practrce placed the resdent at
a risk for safety.

Frndings rnclude

Resident 95 (R95)

R95 was admitted to the facilrty on 08/09/19 and
re-admitted on 03/02122 with diagnoses including
encephalopathy unspecified. personal history oI
traumatic brarn injury and seizure disorder.

On 02106124 al10r21 AM R95wasinbedwith
the upper side rarls in the up position on both
sides of the bed.

O^ O2logl24 al915 AM. R95 was in bed with the
upper side rails in the up positron on bolh sides of
the bed

R95's Comprehensive Care Plan lacked
documented evidence of a care plan for bedrails,
to include the risks, benefits, and evidence of
alternatives tried and failed R95's clinical record
lacked documented evidence of an evaluation of
the ability to raise and lower the bed rails

On O2lO9l24 ai8.14 AM, the Director of Nursing
(OON) confirmed a care plan for bed rails was not
developed for R95 and should have included the
risks, benefits, and evidence of alternatives tried
and failed

F 656

1. Residenl 95 ADL care plan was revised to
indicale the use of half bed-rails to promote
safety while in bed. The risks and benefits
of bed rails used were explained to R95
and their responsible party, and consent
was obtained. On 02109/2024. a sade rail
and entrapment nsk assessment was
completed , and a physician order for lhe
use of half-bed rails to promote salety
whrle in bed was obtained.

2. Charts of active resrdents with bed rarls will
be re-evaluated to ensure that
comprehensive care plans are compleled.

3. MDS nurses and and licensed nurses will
be educated regarding completrng
comprehensive care plans for residents
w h bed rarls. New comprehensive care
plans will be reviewed daily duflng the
clinrcal stand-up meetings by the Unit
Managers lor completion. Pertinent
findings from the review will be brought
forward to the QAPI meeting.

4. Findings from the correclive action plan wrll
be revrewed for evaluation at the QAPI
meeting monthly for 3 months quarterly for
3 quarters and annually if indicated
thereafter.

5. Oate of complance - 0312712024
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F 656

F 684

F 656

The facilities policy trtled Proper Use of Side
Rails, undaled. documented the use of srde rails
as an assrslive device will be addressed in the
resdent's care plan

C.oss reference wrth tag F700

Quality of Care
CFR(s) 483.25

R42 was admfted on 11/2812020 wrth dragnoses
rncluding chronic pain syndrome,
mononeuropathy, and anxiety disorder

O^ O2lO7l24 al7 52 AM. R42 rndicated
scheduled medication for pain and anxiety were

Continued From page I

Frndings rncluding

Resrdent 42 (R42)
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I S 483.25 Ouality of care

I Quality of care is a fundamental prlncrple lhal
applres to all treatment and care provided to

I facrlrty resrdents Based on the comprehensive

I assessmenl of a resident. the facility musl ensure

llhal resrdents receive kealmenl and care in

I accordance wrth professronal slandards of
praclice, the comprehensrve person-cenlered

care plan and lhe resrdenls' chorces
Thrs REQUIREMENT rs not met as evrdenced
by
Based on inlerview and document review the

facrlrty fa'led to admrnrster medrcatrons hmely rn

accordance wrlh lhe facrlity s po|cy for 1 of 35

I sampled residents {Resrdent 42). The defrcrenl

I practice had the polenlral to cause physrcal and
psychosocial harm lo the resident
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F 684

A review of the medical record documented:
- A physicran order for Lorazepam oral tablet 1

milligram (mg), give 'l mg by mouth lhree times a

day for anxiety.
- A physrcian order for Methadose oral
concentEte 10 mg/mrllilrter (ml) give 0 5 ml by
mouth three times a day for pain for 14 Days

A review of the medicatron admrnrstration record
(MAR) documented the following medrcations
were administered more than t hour late

- Lorazepam scheduled for 2r00 PM
was adminrstered at 3 32 PM
- Methadose scheduled for 8 00 PM

was administered al 10:44 PM
- Lorazepam scheduled for 6 00 AM
was administered at 8 42 AM
- Methadose scheduled for I 00 PM

was administered at 11 11 PM
- Methadose scheduled for 8 00 PM
was administe.ed at 11 02 PM
- i,lethadose scheduled for 8 00 PM
was admrnistered at 10:21 PM
- Methadose scheduled for 1 00 PM
was administered at 2:33 PM

02/09124 al923 AM, The Drreclor of Nursing
(DON) verbalized staff can administer a resident's
scheduled medicatlon t hour before or t hour
after the scheduled dose time lf medication is

administered late staff musl document the reason
for late admrnistration, such as lack of availability
of the medication or the resident was unavailable
for medicatron admrnistration The DON
confirmed staff did not follow policy and
medication had been administered outside of

Continued From page 10

frequently admrnistered late

on 02/01D4

on o2lo1l24

on 02/02124

o^ o2lo2l24

on o2lo3l24

on o2lo4l24

on o2lo6n4

F 684

1. Resident #42 (R42)'s attendrng physrcian
was informed of the medications
administered per order. R42 as intervrewed
and rnformed of the facility's action. R42
was monitored for potenlial physical and
psychosocial harm related to lhe event.
The lic€nsed nurse was re-educated on the
rmponance of admrnrstering medrcatrons as
ordered and following lhe Medication
Administration policy.

2. The MAR of actrve residents wrll be audrted
daily and checked for timelieness of
administration.

3. On or before March 27. 2024. licensed
nurses will be re-educated director of staff
development (DSO). unit managers, or
desrgnee regarding the rmporlance of
administering medications as ordered and
following lhe iredicalron Admrnrstratron
policy
MAR of actrve resrdents will be revrewed
daily by the nursing supervisor and findings
will be brought forwa.d to stand up daily
clnical stand-up meetings. All pertinent
findings from the review will be brought
forward to the OAPI meeling.

4. Frndings from the corrective action plan will
be reviewed for evalualion rn the next QAPI
meeting monthly for the next 90 days,
quarterly thereafter. and annually il
indicated.

5. Date of compliance - 0312712024

DEPARTMENT OF HEALTH AND HUMAN SERVICES
PRINTED: 0229/2024

FORM APPROVED
oMB NO. 0938-039'lCENTERS FOR ME

FORM CMS-256/(02.99) P.6vrous v6B'on3 Oblorele Faorry Lo NV523915NF ll continuatron shsel PaO€ 11 ol66

I

ll

tl

tl

tt

I

I

I



(X1 ) PROVIDER/SUPPLIERYCLIA
IDENTIFICAIION NIJMBER

02t0912024

(X3)DATE SURVEYSTATEMENT OF OEFICIENCIES
ANO PLAN OF CORRECTION

STREETADORESS. CITY STATE ZIP COOE

r 5OO W WARM SPRINGS RO

HENDERSON, NV 89014

NAME OF PROVIDER OR SUPPLIER

TLC CARE CENTER

(xa)rD

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACII OEFICIENCY MUST BE PRECEDED BY FULL
REGULAIORY OR LSC ID€NTIFYING INFORIiIATION)

ID

TAG

PROVIDER'S PLAN OF CORR€CTION
(EACH CORRECTIVE ACTION SHOULD AE

CROSS.REFERENCED TO IHE APPROPRIATE

DEFICIENCY]

F 684

F 686
SS=D

The Medication Administration General
Guidelines Policy revised 0212015 documented,
non-time critrcal scheduled medications are
administered within 60 minutes of scheduled
time, except before, with. or after meal orders,
which are administered based on mealtimes
Unless otherwise specified by the prescriber,
rouline medications are administered according
to the established medication administration
schedule for the facility.

Treatmenusvcs to PrevenuHeal Pressure Ulcer
CFR(s): 483 25(bX1 XiXii)

S483 25(b) Skin lntegrity

S483 25(b)(1) Pressure ulcerc
Based on the comprehensrve assessment of a
resdent, the facility must ensure thal-
(r) A resident receives care consistenl with
professronal standards of practice to prevent
pressure ulcers and does nol develop pressure
ulcers unless the rndividual's clinical condilion
demonstrates that they were unavordable; and
(ll) A resrdenl wrth pressure ulcers recerves

necessary keatment and services consrstent
with p.ofessional standards of practice to
promote healing prevent infection and prevent
new ulcers from developing
This REOUIREMENT is not mel as evrdenced
by
Based on observation. intervrew, record revrew

and documenl revew, the facility failed to ensure
a physrcian's order for a pressure redistributing
matlress was lmplemented for a resdent with a

stage four coccyx pressure ulcer. The deficient
practice potenlially resulted rn the worsening of
the resident's coccyx pressure ulcer

Contrnued From page 11

acceplable parameters

F 684

F 686
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R182 was admitted on Ogl21l2O23 and
readmitted on 01/0212024, with daagnoses
ancluding stage four pressure ulce.

An Admission Nursing Evaluation dated
01lO3l2O24 tevealed R182 was admitted with a

stage four coccyx pressure ulcer. lnterventions
rncluded use of specralty devrces. positioning
devices, and turorng routrne.

An Admrssion minrmum data set (MOS) dated
O1lO8/2024, revealed Rl82 had a stage four
pressure ulcer

A physician's order daled 01lO2l2O24,
documented to provide R182 wfih a pressure
redistributing mattress

A care plan for actual skrn imparrment slage four
pressure ulcer initiated 08/2212023, documented
to provide pressure redislribuling mattress

On O2lO7l24 al I 10 AM RlE2wasawakeand
alert in bed and rndicated havrng a coccyx
pressure ulcer which was causing the resident
pain R182 reported requesting a specralty
mattress but the request had remained €nored
According lo the resident, grab rails allowed the
resident to self-reposilion and trealmenl nurses
came to provide wound care, but the regular
matlress was hard and uncomfortable R'182

indicated the treatment nurse had been telling
R182 the specialty mattress had been ordered
but had not yet arrived R182 indicated being

Continued Frorfi page 12

Findings include

Resrdent 182 {R182)

1 On February 12, 2024, the resident 182 wa!
discharged-
The wound nurse was provided correclrve
action.

2. Residents with physician orders for
specialty manress wrll be reviewed and a

visual inspectron will be performed to
ensure the appropriate mattress is in place.

3. Licensed nurses willbe re-educated by the
director of slaff development (DSD), unit
managers or designee rega.ding following
the physrcian's order for specralty
mattresses.
Residents with physician orde6 for
specialty mattresses will be reviewed, and
the unit managers or designees will pe.form
a vrsual inspection to ensure the approprial(
mattress is in place. Findings will be brough
forward to daily clinical stand-up meetings.
All pertrnent findings from the review will be
brought forward to the OAPI meeting.

4. Findings fiom the correcrtive action plan wrll
be reviewed for evaluation in the next OAPI
meeting monthly for the next 90 days
quartedy thereafter, and annually if
rndicated.

5. Date of compliance - 0312712024
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F 686 Continued From page 13

moved from Room '100-A on 0210512024 bul
neilher bed had a specialty mattress

On 0210712024 al8 12 AM. the surveyor pressed
on the resident's mattress which was rigid and
frrm and appeared lo be a regular mattress

On O2lO7l24 al815 AM, the bed in lhe resdent's
former room (Room '100-A) was vacant. Upon
touch the mattress appeared to be a regular
mattress nol a specialty mattress A Licensed
Practical Nurse (LPN) confirmed R182 occupied
Room '!00-A until the evening of 02105/2024 The
LPN entered the room pressed on the mattress.
and confirmed the mattress was nol a specialty
mattress but rather a regular one. The LPN
indicated the mattress had not been changed
since 0210512024

On O2lO7 /24 al A:48 AM lhe Treatment Nurse
confirmed R182 had a stage four coccyx
pressure ulcer which was present on admrssron
The nurse explained all residents with pressure
ulcer stages three and above were to be placed
on a pressure redistribuling mattress (a specialty
mattress which allowed redrstflbution of werght)
and the nurse personally entered the order for
R182's specialty matkess on 01/0212024 The
lreatment nurse entered R182's room pressed
on the mattress and confirmed the mattress was
not a specially mattress but a regular one The
treatment nurse entered the resrdent's former
room (Room '100-A) and confrrmed the bed had a
regular manress not a specialty matlress The
nurse explained placing a request with central
supply to order a speqalty mattress for R182 on
o1t03t2024.

F 686
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F 686 Continued From page 14

was present when the Central supply clerk
indicated not being able to recall the treatment
nurse placing an order for R182's specialty
mattress. The Central Supply clerk stated there
were currently no active orders for pressure
redislributing matlresses which had not been
fulfilled by the vendor The Central supply
indicated not being able to recall lhe lreatment
nurse making a follow up regarding an unfulfilled
specialty mattress for R182. The Central supply
clerk conflrmed the mattress rn Room 100-A had
not been replaced since R182 was transferred to
Roo.r, 410-A on O2lO5/2024

O2lO7l24 08:54 AM. Treatmenl Nurse verbalized
R'182 not being provided a pressure redislributing
mattress since 01/0212024 was an oversight on
the part of the treatment team

A Wound Evaluation dated 01/03/2024. revealed
R182's coccyx pressure ulcer measured 4
centimeters (cm) in length (L) x 3 cm in width (W)
x 0 3 cm in depth (D) with 107o slough lissue
light exudate and moderate drarnage
lnterv€ntions in place included specialty devrces,
posrtioning devices. and turning rouline

A Wound Evaluation d aled O2lOOl2O24. tevealed
R182's coccyx pressure ulc€r measured 5 1 cm
(L) x 5 2 cm (W x 1.8 cm (D) with granulation
tissue beefy red, serosanguinous drainage, with
tunneling

On O2lOgl2O24 al814 AM, the Wound Nurse
Practitioner (NP) rndrcated R182 was berng
treated for a stage four pressure ulcer and
indicated expecting R182 to be on a pressure
redistrabutrng mattress The NP verbalized not
noticing R182 had been on a regular mattress

F 686
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Continued From page 15

from 01/03/2024 to 02107/2024 during lhe NP's
weekly rounds The NP Indrcated R182's coccyx
wound was getting better rn terms of drarnage
and odor but getting worse in terms of size. The
NP indicated the resident being on a regular
matlress for more than a month may have
contributed to the increase in size of wound.

On O2lO9l24 al2:05 PM, the Director of Nursing
(DON) indicated due to having a stage four
coccyx ulcer, would have expecled Rl82 to be on
a pressure redistributing mattress. which was
ordered by the physician on 01/0212024. The
DON verbalized agreement with the Wound NP
regarding R182 not being provided a specialty
mattress for more than a month, may have
contributed to the increase rn wound size of the
resdent's stage four coccyx wound.

The Pressure lnjury Prevention and Management
policy (undated), documented the intent of the
facility was to develop and maintarn syslems to
promote the healng of exrshng pressure rnJUries

including prevention of rnfection and prevent

additional pressure injuries Preventatrve
measures include the use of a pressure
redistributing mattress.
lncrease/Prevent Decrease in ROM/Mobrlity
CFR(s): 483 25(c)(1 )-(3)

5483.25(c) Mobilrty.

5483.25(c)( 1 ) The facility must ensure that a
resident who enters the facility without limited
range of motion does not expenence reduclion in
range of motion unless the resident's clinrcal
condition demonstrates thal a reduction rn range
of motion is unavoidable; and

FORM CMS.2567(02 99) Pr6vous vorrons Obsorol. Facrr y o NVS23gTSNF lf contrnuation sheei P.gc l6 ol66
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5483 25(c)(2) A resident with limited range of
motion receives appropriate treatment and
services to increase range of motion and/or to
prevent further decrease in range of motion

S483.25(c)(3) A resid6nt w,th lrmited mobility
receives appropriate services, equipment, and
assislance to maintain or improve mobility wrth
the maximum praclicable independence unless a
reduction rn mobility rs demonstrably unavoidable
This REOUIREMENT is not met as evidenced
by
Based on observahon interv€w. record revrew

and documenl review, lhe facility failed to ensure
restorative nursing services (RNA) was provrded
to resrdenls rn accordance with therapy
recommendatrons for 3 of 35 sampled resrdents
(Residenls 34, 108 and 110) The failure to
provide RNA services had the potenlial for the
resident's further decline in mobilily

The facilily's policy titled Restorative Nursing
daled OGIO1 12021. documented restorative
programs were coordrnated by nursrng or rn

coilaboraton with rehabrhlation and were resrdent
specific based on individual resrdent needs The
practice standards included to review currenl
clinical assessments to determine if restorative
nursrng programs were indicated such as after a
resrdent's discharge from formalzed rehabilitation
therapy
Resident 34 (R34)

R34 was readmitled on 5/0212023 with diagnoses
including abnormalities of gait and mobility.

On 216/2024 in the morning, R34 indicated having

Frndings rnclude

DEPARTIVIENT OF HEALTH AND HUMAN SERVICES
PRINTED: 02129/2024

FORM APPROVED
oMB NO 0938-0391N F R i/EDICARE & IIEDICAID SERVICES

FORM CMS 2567(02 99)Pr6v'ous v6rsDns Ob.orole Faorrrr o Nvs2391SNF ll connnuaton sh.el Pao. 17 ol66

ll
I

I



(X2) MULTIPLE CONSIRUCIION

A BUILDING

B VVING o2t09t2024

(X3) OATE SURVEY
COMPLETED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1 ) PRO\NOER/SUPPLIER/CLIA
IDENTIFICATION NUMBER

295071

NAME OF PRO!'DER OF SUPPLIER

TLC CARE CENTER

STREETADDRESS CITY STATE ZIP COOE

,I5OO W WARM SPRINGS RD

UENDERSON. NV 8901,{

(x4) to
PREFIX

TAG

SUMMARY SIATEM€NT OF D€FICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FUTL

REGULAIORY OR LSC IOENIIFYING INFORMATION)

to

TAG

PROMDER'S PTAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULO BE

CROSS.REFERENCED TO THE APPROPRIATE
OEFICIENCY)

F 688

'1. Resident 34 was re-evaluated for
appropnaleness for the restorative nursing
program (RNP) and non-particapalion, was
transilioned to CNA marntenance program
on 31612024.
Residentl0S was discharged on February
16.2024
Resident 1 '10 was discharged on February
19 2024

2. Residents on the restorative program will
be evaluated for appropnateness and
ensure restorative programs will be
followed and therapy referrals are reviewed
and implemented timely.

3 Reslorative nursing aides (RNA) will be re-
educated by the Drrector of Nursrng
(DON)or desrgnee regardrng ensuring
therapy recommendatrons for restorative
programs are reviewed and implemented
timely and incomplete visrts due to staffing
levels are reported hmely to the DON or
designee.
DON or designee will review the restorative
nursrng program roster weekly or as
needed to ascertarn all therapy referrals are
implemenled timely. Frndrngs will be
brought forward to daily clinical stand-up
meetings. Allpertrnent findings from the
review will be brought forward to the OAPI
meeting.

4. Findings from the corrective action plan will
be reviewed for evaluation in the next OAPI
meeting monthly for lhe next 90 days.
quarterly thereafter, and annually rf

indicated.
5. Date of compliance - 03124/2024

F 688 Continued From page 17

physicaltherapy (PT) until a month ago R34
indicated having three insurances and did not
know why the resrdenl could not get PT servrces
R34 expressed PT was needed to be able to get
better

On o2lo7l24 al1 33 P[r. a Licensed Practical
Nurse (LPN) indicated R34 was evaluated by
physicallherapy and currently under the facrlity's
Restoralive Nursrng Assistant (RNA) program.

A PhysrcalTherapy (PT) Evaluation and Plan of
Treatment Plan dated 111812024. documented
R34 was refened to skilled PT services to assess
current functional status lo determrne if R34 was
at the hrghest practical level

The assessment summary documented no

further skilled PT services was warranted at this
time and R34 was at baseline functronal level. PT
referred R34 to the restorative program due to
the documented physrcal impairments and
associaled functional defrcits. and the risk for
falls

On O2lO9l24 al323PM, an interview with the
RNA slaff responsible for providing RNA services
for R34 revealed the RNA services dad not slart
until at approximately 12 OO PM on 21912024 The
two RNAS verbalized they were responsible for
weighing residents at the beginning of the month,
and this caused delays in providing RNA services
due to having to weigh residents The RNAS

acknowledged receiving a referralto see R34 on
'l/1812024 fhe Dnedor of Nursing (DON)
disclosed the facility stopped using Agency
Nurses on January 1 2024 fhe OON indicated
the facility was behind rn provdrng RNA servrces
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F 688 Continued From page 18

Documents provided by the RNA staff revealed
the RNA Program was responsible for providing
R34 with actrve range of motDn (AROM - when a
resident performs stretching exercrses. movrng

the muscles a.ound a weak joint without any
assistance) to the bilateral upper and lefl lower
extremities, and active assisted range of motion
(AAROM - performed when the patient needs
assistance with movement from an external force
because of weakness pain. or changes rn

muscle tone) of the right lower extremity three
times 10 repetitions as needed six days per
week. Additionally, bed mobility edge ofbedwith
minimal assistance/stand by assistance to the
point of comfort six days per week

R34 was not seen by RNA services until
approximately three weeks after the referralwas
made by the physical therapy departmenl
Residenl 108 (R108)

R108 was admitted on 01/05/2024 with
diagnoses including epilepsy and dementia

On 02/0612024 at 2:04 Pi/, R108 was laying
supine in bed. The resident answered queslions
with one or two word verbal responses The
resident's right hand was clenched into a tight fisl
a with the tip of the thumb protruding through the
fingers The left hand had a normal appearance
and movement. R108 verbalized they were
unable to move lhe right hand. and verbalized, by
answering yes or no questions being unable to
open the right hand

On O2lOBl2O24 al3 19 PM. a CNA observed
R108's hand The CNA verbalized today being the
first day the CNA had been assigned to care for
R108. The CNA verbalized having an inter-shitt
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report with the off-going CNA from the prior shift
and revealed they had not been informed aboul
the contracture of R108's right hand The CNA
verbalized the hand should be opened so that the
palm of the hand could be accessed for cleaning
The CNA attempted to open R108's raght hand by
gently pulling on the lingers The fingers moved
sl€htly, and the resident exclaimed feeling pain
and lhe CNA stopped the action

On 02logl2o24 al'12:10 PM the Director of
Rehabilatation verbalized Occupational Therapy
(OT) was the discipline that focused on the uppe.
extremities ofthe resident Director of
Rehabilitation revaewed R'108's clanical record and
verbalrzed an OT evaluation dated 0110612024.

documented contracted fingers The Director of
Rehabilitation verbalized the OT evaluatron had
been communicated lo the Restoralrve Nursing
Assistant (RNA) program for follow up.

On O2lO9l2O24 al '12 33 Pi, an obseNatron of
R'108 was conducted with the Director of
Rehabilitation The Director of Rehabilitation
verbalized the resident's right hand was tghtly
contracted The Director of Rehabilitation
attempted to mobilize the fingers and asked the
resident if that hurt and the resident stated yes
Drrec,tor of Rehabilitation asked the resident if the
hand felt tighter or looser now than since
admission and the resrdent replied "tighter " The
Direclor of Rehabilitation asked the resident if I
would be OK apply a hand-roll to the hand and
the resident stated. "that's fine " The Director of
Rehabilitataon verbalized R1 08's contracture
could lead to skin breakdown or skin infeclion
due lo lhe pressure of the frngers pressrng on
each other and forming a pocket in the palm area
where moisture could accumulate and cause
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On O2lO9l2O24 al 03 07 PM. the OON reviewed
the clinrcal record for R108 The DON revealed
R108 had been referred to the RNA program for
the treatment of the right hand contracture on
01lOAl2O24 The DON verbalized R108's program
plan speqfaed to perform range of movement
(ROM) 2-3 times weekly. with each session to
last at leasl 15 minules

The DON verbalized RNA documentation from
01/09/2024 through 02/09/2024 indrcated R108
had received three 15 mrnutes sessions. whrch

occurred on 01/1412024. 0111512024, and
0112212024 The DON verbalized Rl08 should
have recerved a minrmurn of erght RNA sessrons
w{hin that time period The DON verbalized the
resident had received a minimum of frve fewer
visits than had been prescribed The DON
verbalized lack of staff was the likely reason for
R108 not receivrng all of the needed vrsrts The
DON revealed failure to keep the fingers of the
contracted hand mobilized could potentially lead

to skin breakdown.

R110 was admitted on 11/28/2023 with diagnoses
including contractures of bolh arms

On 0210612024 al8 52 AM R1'10 was in bed and
unable to respond to questions R 110 was
observed wfih contractures of the arms wrists.
hands and the right leg

On O2lOgl2O24 al307 PM the DON reviewed the
clinical record for R 110 The DON revealed R 110

had been referred lo lhe RNA program for the

Resrdent'l'10 (R110)

Continued From page 20

rrritatron or infection

F 688F 688
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treatment of multiple contractures on 01/06/2024
The OON verbalized R110's program plan
specified lo perform range of movement (ROM)
2-3 times weekly. wrth each sessron to lasl al
leasl 15 minules

The DON verbalized RNA documentation from
0'l/09/2024 through 0210912024. indrcated R 110
had received four 15 mrnule sessrons. which
occurred on 01/1412024, O1 11512024 O1 12212024

and 0112912024 The DON verbalized R 110

should have recerved a minimum of e€ht RNA
sessions within thal lrme penod. The DON
verba[zed the resrdent had recerved a minimum
of four fewer visits than had been prescribed The
DON verbalized lack of slaff was the likely reason
for R'110 not recervrng all of the needed vrsrts
The DON revealed failure to keep R 110's

conlraclures mobilrzed could potentially lead to
worsenrng of the contractures

The policy and procedure titled Contractures
dated 07/2010, indicated a care plan would be
infirated by nursing and rehabilitation and the plan
would be rmplemented

Free of Accrdent Hazards/Supervrsron/Devrces
CFR(s): a83.25(d)(1 X2)

5483 25(d)Accidenls
The facilrty must ensure that -

S483 25(d)(1) The resrdent environment remarns
as free of accident hazards as is possible: and

5483 25(d)(2)Each .esident .eceives adequate
supervision and assistance devrces to prevent
accidents
This REOUIREMENT is not mel as evidenced
by:

F 688

F 689
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1. The oxygen tanks found in room 801 were
immediately secured, and the employees of
concern were re-educaled regarding proper
oxygen tank storage.
On February 6, 2024, lhe medications found rr

rooms 602A 801B, 804A,8108. and 8128
were confiscated and discarded. Attendrng
physicians of the affected residents were
informed and the residents were monilored for
any adverse effecls. The residents and lheir
aepresentatives were re-educated regarding
the process of requesting home medicalion
reconcrlation.
The employees of concern were re-educated
on the Medlcalon Preparation and General
Guidelines.
The employees of concern were re-educated
on ensuring the cenkalsupply room was
locked at all lrmes.
The residents and employees of concern wer€
re-educated on ensuring the medrcatron and
respiralory keatment were locked at alllimes.
Regardrng smoking the resident that was not
following the safe smokrng protocol was
educated on safe smoking policy and risks an(
benellts of complyrng w[h the policy. Resideo
was agreeable and turned in smokrng
materials.

2. Residents on oxygen therapy and use oxygen
tanks are affecled by the deficient praclice.
The department heads, unit managers, or
designee rvill perform daily compliance rounds
and discuss findings at the darly stand-up
meetings.
Residents requinng assrstance wilh
medic.tion administration are affected by the
deflcient praclice. The department heads. unit
manage6, or designee will perform daily
compliance rounds and drscuss llndings at the
darly stand-up meetings
The deficient praclrce (unlocked central suppl)
room) affecls allresidents. The department
heads. unit managers, or designees will
perform daily compliance rounds and discuss
flndings at the daily stand-up meetings.

I

I

F 689 Contrnued From page 22

Based on observation, interview, record revrew

and document review, the facility farled to ensure,
1) Oxygen tanks we.e stored appropriately, 2)
medrcations were not left at bedside 3) storage
rooms were secured 4) a resprratory cart and
medrcation cart were secured, and 5) the facility's
smoking policy was followed when residents were
allowed to have possession of smoking supplles
The deficEnt practice had the potentral to place
residents at risk for harm or inJUry.

On 02/0612024 in lhe mornrng in room 801 the.e
were two free-standing unsecured portable
oxygen tanks One unsecured oxygen tank was
next to the wall with the wandow and one
unsecured oxygen tank was at the fool of the
resident's bed

O^ 0210612024 ai813 AM. a Certified Nursing
Assrstant (CNA) entered the room and observed
the unsecured oxygen tanks The CNA verbalized
the oxygen tanks were not stored properly and
should be stored rn a rack. The CNA staled rt was
a safely issue

On O2lOgl2O24 al1 05 PM a Resprratory
Therapist indicated portable oxygen tanks should
be stored rn a rack or it was dangerous.

On O2lO9l2O24 al 1:20 PM, a Physical Therapy
Assistant revealed portable oxygen tanks should
be stored in a rack The oxygen tanks should be
stored in a holder, so it does not fall over or leak
It was a safety issue

Frndings include

1) Storage of Orygen tanks
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Failure to follow the smokhg potcy has the
potentral to affecl all residents who smoke.
3. DON. director of staff development (DSD). unil
managers, or des€nees wrll re-educate all slaff
regarding the policies. Frre Safety and Prevention,
Preparation and General guidelines. Medrcation
Storage, and ensuring slorage rooms are locked.
Resrdents who smoke shall educated on the
smoking policy upon admission. and penodically as
needed
4 The department heads, unil managers or
designees will perform darly complance rounds
that shall include. but not be limited to, checking
oxygen storage storage of medications at bedside.
unlocked treatmenvmed carts. open storage
rooms, and safe smoking practices and discuss
findings at the daily stand-up meelangs. Pertinent
findrngs from the review will be broughl forward lo
the oAPl meelrng.
5 Date of compliance - 0312712024

F 689 Continued From page 23

The facility's policy Frre Safety and Prevention
dated 10/01/2021, documenled Oxygen Safety
Slore oxygen cyhnders rn racks w{h charns
sturdy portable carts, or approved stands never
leave oxygen cylinders free-standing Do not
store oxygen cylinders in any resident room or
living area
2) Medications left at bedside

On 02106/2024 at 8:05 AM. in room 804, a iar of
Triamcinolone 0 11 orntment was observed on the
resident's tray table The resident advrsed the
ointment was used for itching on the stomach.
legs, and arms The lar had a prescriplion label
and lhe expiration dale on the contarner was
ozt15t2020

On 02|06/2024 at810AM. rn room 810 Bthere
was a bottle ofAdvance Care lubricatrng eye
drops on lhe bedside nrghtstand The resident
stated the eye drops were used when their eyes
were dry

On 02106/2024 al8 16 AM. in room 812 B on the
bedside tray table, was a tube of Diclofenac
Sodium Topical 1% ornlment. The contarner
indicated for arthritis pain relief The resident
indrcated used the medication once per day

On o2lOGl2O24 at I 10 AM. a Lrcensed Nurse
(LN) from the 800 unit confirmed the medicalion
was on the resident's tray table The LN reviewed
the orders in the computer and stated the
resident in 804 did not have a physician's order
for the Traamcinolone 0.1', ointment and it should
not be rn the resident's room

The LN from the 800 unit and surveyor wenl to
room 810 B where the nurse confirmed the bottle

F 689
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ofAdvance Care lubncating eye drops was on the
residenfs bedsde stand The LN reviewed the
resident orders on the computer and verbalized
the resident drd not have an order for the eye
drops. The LN confirmed the eye drop bottle had

expired rn January 2023

On 0210612024 at 12 03 PM in room 801 B on

the resrdent's tray table there was a clear plastic
medication cup which contained a capsule and a
small round pink/peach in color prll The capsule
was red in color and the resident stated the nurse
told the resadent the capsule was a stool softener
The resident verbalized the nurse had advrsed

the resident the small pink pillwas a laxatrve as
well. The resident stated the nurse had left the
medications on the tray table al aroundl0 00 AM

On O2lOGl2O24 al l2 10 PM. a LN from the 800
unit was advised of the observatron of the two
medacations at bedside in room 8018 The LN

verbalized did not know the resident in 8018 had
not taken the two medications given to the
resident The LN was aware should have waited
untilthe resdent had taken the medicalion

On 21612024 al 12:30 PM. rn room 602 A. a clear
plastic medication cup was on the resident's tray
table. (resident not in room) The medication cup
contained a whrte capsule, a large round white
pill, a round peach colored pill and a medaum size
round prll

On 21612024 al 12:35 PM, a Registered Nurse
(RN) confirmed the observation in room 6024 and
rndicated medrcations should not be left al the
bedside, and this was a safety issue.

The facility's policy Preparatron and General
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guidelrnes (undaled) documented the resident
was always observed after the admrnistration to
ensure that the dose was completely ingested.

On 02106/2024 al '!2 noon, the door lo lhe
storage room located next to resadent room 800,
was wide open and there was no staff in
attendance There was a sign on the door which
rndrcated authoflzed personnel only Some ofthe
rlems rn the storage room were drsposable
razors, shampoo, shave cream, periwash and

diapers. A CNA stated the door to the storage
room should be locked lt should not be open, this
was a safety issue

On O2lOBl2O24 al8 05 AM. the door to the
storage room located next to resident room 800
was wide open and there was no staff in

attendance. The sign on the door indicated
authorized personnel only The room contained
razors, shampoo. shave cream. peri wash and
diapers A diferent CNA verbalEed the door
should be locked A staff member from Central
supply walked by and indicated the door should
be locked The slaff member revealed they did
not know why the staff propped the door open.
but rt is a safety issue

On O2lO9l2O24 al9 05 AM. the staff member
from Central Supply explained the supply room
door should be locked, but the facrlity was
missing the key for lhe door The slaff member
had a masler key that could open lhe door rf it gol
locked The door lo the supply room should be
closed and there was usually a nurse at the
nurse's station who would be able to see anyone

3) Open Storage room

F 689
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qornq rn lo lhe storage room or hear them. The
staff member from Central Supply explarned the
night nurses leave the door open because at
night that sectron of the unrt was a part of the
building wrlh a reductron rn llghlrng. and lhe only
way to see in the room was w(h the flashlight on
their phon€s

On O2lOgl2O24 the Adminrstralor advrsed lhe

I facrl y did not have a pohcy to rndicate if the

I storage rooms should be locked or not

I

l4) 
Medrcalron Carls:

I onozon,roro.rl 15 PM on the '1oo unrt

I across from the nr.:rsrng statron a medrcalron carl

I whrch conlarned resprratory therapy suppftes and

I medrcahons was unlocked and unattended The
cart contained lpratropium Bromrde and Albuterol

I Sulfate rnhalatron solution, Levalbuterol rnhalatron
solulron. syringes of Normal Saline and other

I 
respiratory sLrpples

A Certrfied Nursrng Assrstant and a I rcensed

Practical Nurse on the 100 unil reveaied lhe can
wrth the respiratory suppftes and medrcalrons
should be locked at all times because there were
medications in the cart and was a safety issue if
left unlocked.

I On OZ]OUZa at 2 06 PM. the medrcalion c€n at

1 
the 800-900 hallway was observed unlocked with

i 
a drawer ajar.

I

I

I

I

I

I

I

I

I

On 02109124 al2 07 PM, a Regislered Nurse was
at the nurse's station and confirmed the
medication cart was unlocked and verbalized lhe
cart should be lockedI
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Nurse (LPN) using the cart, was al the nurse's
station and confirmed the medication cart was
unlocked and verbalzed the cart should be
locked when not in use The LPN verbalized
resrdenls could access the medrcatrons rn an
unlocked cart

On O2ljgl24 al2:35 PM. the DON verbalized the
DON expected the medication cart to be locked
when a nurse was not standing by the cart or
using the cart.

The facility policy titled "Medication Storage,"
undated, documented compartments containing
drugs shall be locked when not rn use, and trays
or carts used to kansport such items shall not be
left unattended if opened or othe.wise potentially
available to others

Cross reference wrlh tag F751

R56 was admitted to the facility on 01/06/24, with
diagnoses including lack of coordination. legal
blindness. and seizure disorder

On 02106124 al11r53 PM, R56 explained berng

able to smoke without supervision and was able
to hold own tobacco products

On O2lOCl24 al2 18 PM, R55 was observed
smoking out on the lobby courtyard and no staff
was present

A facility smokrng assessment dated 01/23124,
documented R56 was to have facilrty supeNision

5) Smoking Policy

R56

F 689
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On O2/O8124 al ll 14 AM. theActivities Drrector
explained the smoking assessments determines
if residenls require supervision when smoking
and if the facrlity was to secure resident's
cigarettes and lighters

OnO2/OB|24 al '11 24 AM, the Activilies Assistant
ve.balized the assessment completed on
01/23124 documented lhe resident required
supervision and staff did not supervise the lobby
courtyard when residenls were there

On O2lO8l24 al 11 37AM the Adminislrator
explained residenls were not to smoke on the
lobby courtyard patio

On O2logl24 al1 2'l PM. an Activities Assistant
explained not all resrdent's cigarettes and lighlers
were secured by the facility The Actlvtttes
Assistant confirmed prior to 02108/24 R56's
cigarettes and lighlers were not secured by the
facility

R56's "Resident Smokrng Agreement," srgned

and daled 01124124 by R56, documented
resrdents are not allowed to have any tobacco
products. lrghters or any other smokrng related
items on my person

The facility policy titled "Smoking Permitted "

@vised 1Ol2Ol22 documented resdents who
desrre to smoke may not keep smokrng related
maleaial on therr person when not smokrng or in
their room The facility would dentify safe
smoking locations and times supervised smoking
would be provided
Residenl43l (R431)

Continued From page 28

when smoking
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R431 was admrned on 0111812024. wtlh
diagnoses including diabetes mellitus and chronic
kidney disease

On O2lOOl2O24 al845 AM. R431 was seated in
wheelcharr outside the double door leadrng to the
designated smokrng area. The resrdent held an

unlI qgaretle rn left hand and verbalized having
possession of cigarettes, but lighters were kept
by facility staff

On 02/0712024 al846 AM, was seated in

wheelchair outside the double door leading to the
designated smoking area. The resident held an
unlil cigarette in left hand

On O2/OB|2O24 al8 49 AM, rn the lobby between
lhe 400-Hall and 500-Hall, R431 was observed
flicking a black lighter with left thumb The
resident pornted to left pockel when asked where
cigarettes were being kept. A reclangular box was
protruding from the left pocket The observation
was confirmed by the Unit Manager who trEd to
take away R43'1's lighter whrch caused lhe
resident to get mad the Unit Manager returned
the lighter to R431

A Smoking care plan initiated on 0111912024,
documented R431 had been inlormed of the
facility's smoking policy which R43'1 was
expected to follow, and the resident had been
informed of lhe risks and consequences of
violating the facility's policy

A Smoking Evaluation dated 01n4l2O24
revealed R431 was assessed to be safe to
smoke wrthout supervision

Contrnued From page 29 F 689
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On O2lO8/2024 al9 '19AM. R431 wassmokingin
the designated area. A black lighter and red box
of cigarenes were on the resident's lap The
resident did not respond when asked if R431

routrnely kept smokrng supples in possessron

On O2/OB|2O24 at 9:22 AM, the resrdent propelled
wheelcharr into activilies room from the smokrng
area holding lighter and cigarettes and then
proceeded to lhe lobby outside the 500-Hall Two
activilies staff members who were providing
supervision to smokers did not collect R431's
cigarettes and lighters unlil a few minutes laler.
when the surveyor pointed out R431 was still in
possession of smoking supplies

On O2lOBl24 ai926 AM two actrvrtles assislants
explained being responsible for supervising the
9 00 Ai, and 1 00 PM smoke breaks After
smoking, the residents were expected to hand
smokrng supp|es to actvrties staff to slore rn a
plastc contarner which was later locked rn a
drawer in lhe receptionrst area The activ(ies staff
members rndicated residents were not allowed to
keep smokrng supplies with them for safety
reasons and verba|zed, for example, the lighter
may ignite Oxygen causing fire and some
resldents mighl smoke inside the facility when
there was no supervision

On 02108/24 at 9 38 AM, two activities staff
members indicated doing their best to collect
smoking supplies after smoke breaks but even
with best efiort some residents would sneak and
hide supplies and bring them to therr rooms. The
activities assistants indicated not being
responsible for lapses during the 5 00 PM and
8:00 PM smoke breaks because other staff
members were responsible for supervision of

F 689
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O^ O2lOBt24 al9 47 AM, the Unit Manager
indicated smoking supplies which included
lighters and cigarettes were to be secured by staff
for safety reasons. The unrt Manager rndicated
any smoker who lit a lighter inside the facility
could cause a fire especially when there was
Oxygen nearby

The Smoking policy (undated) revealed residents
who desrre to smoke may not keep smoking
related malerials (e.g , cigarettes, l€hter, match,
electronic smoking devices) For safety purposes
all smoking materials must be stored in a safe
place in the facility such as lhe nurse's station

Bowel/Bladder lncontinence, Catheter UTI
cFR(s) 483 25(eXl)-(3)

5483 25(e) lncontinence.

5483.25(e)(1) The facility must ensure that
resident who is continent of bladder and bowel on
admassion receives services and assistance to
maintain continence unless his or her clinical
cond(ron rs or becomes such that conlrnence rs

not possible to maintaan.

5483.25(eX2)For a resident with unnary
incontinence. based on the resident's
comprehensive assessment, the facil[y must
ensure lhat-
(r) A resident who enters the facility withoul an
indwelling catheter rs not catheterized unless the
resident's clinical condition demonstrates thal
cathelerazation was necessary
(ii) A resadent who enters the facility with an
rndwelling catheter or subsequenlly receives one
rs assessed for removal of the catheter as soon

Continued From page 31

smokers after hours.
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as possible unless the resident's cllnical condition
demonstrates that cathelenzalion rs necessaryl
and
(iii) A resident who is rncontinent of bladder
receives appropriate treatment and servrces to
prevent urinary tract rnfections and to restore
continence to the exlenl possible

5483 2s(ex3) For a resrdent with fecal
incontinence. based on the resident's
comprehensrve assessment, the facility must
ensure that a resident who is incontinent of bowel
receives appropriate treatment and services to
reslore as much normal bowel function as
possible
Thrs REOUIREMENT is not met as evidenced
by
Based on observation, rntervrew, record revrew

and document review, the facrlity failed lo ensure
care orders were obtained and implemenled for a
resrdent who was admrtted with an indwelIng
catheter for 1 of 35 sampled residents (Resrdent
182) Specifically. a physician's order was not
obtarned when the resident's catheter had to be
replaced and perineal (area between the anus
and posterior part of external genitalia) wash was
not performed routinely in accordance with the
facrlly's policy The deficient practice placed the
resident at risk for a recurrent urinary tract
rnfectron (UTl)

R182 was admitted on 08/2112023 and
readmitted on 01/0212024, with diagnoses
including severe sepsis with septic shock relaled
to u.inary tract infection

Frndings rnclude

Resident 182 (R182)
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An Admission Nursing Evaluation dated
01lO3l2O24. revealed R'182 was admrned with an
indwellng catheter and a history of chronrc
urinary tract infection (UTl)

A physician encounter note dated 01lO3l2O24,
documented R182 was trealed for UTI in the
hospital Antibiotic therapy was completed prior lo
discharge from the hospital

An Admrssion minimum data set (MDS) dated
01lOAl2O24, revealed R182 was admitled with an
rndwelling catheter and was dependenl on staff
for perineal hygrene

A nursrng note dated 0210612024 documenled a
nurse changed R182's Foley due to complaints of
discomfort and pain Nurse rernserted 18 French
(diameter size) Foley calheter wrth 10 cubic
centimeters of normal saline Urine amber in

color and cloudy in clarity, no odor observed at
thrs time

The clinical record lacked documenled evidenc€
care and management orders were obtained,
transcribed, and carried out, which included
changing the resident's Foley catheter as needed

On O2lO9/24 al 1:56 PM the DON confrrmed
there was no physician's order to re-insert the
resident's Foley cathelet on O2lOOl2O24, which
went against facility policy. ln addition, the
resident's old catheter was '16 French which was
smaller in size than what the nurse had inserted
on O2/OO|2O24 According to the DON, lhe nurse
should have reported the resident's complaints of

Conlnued From page 33

Foley Change

1. Residenl 182 was discharged.
The employees of concern were re-
educated on ensuring a physician's order
was obtained for indwelling catheter re-
insertion when dislodged and catheter care.

2. Resrdents with indwelling catheters have
the potential to be affected by the deficient
practice. Charts of active residents with
indwelling catheters will be re-€valuated to
ensure the appropriate physician orders for
catheter care and management are
documented.

3. Ljcensed nurses wrll be re-educated by the
director of slaff development (DSD) unit
managers, or designee regarding the
importance of ensuring a physician's order
was obtarned for rndwelIng catheter re-
insertron when dislodged and catheter care.
Unit Managers or desrgnees will review the
charts of active residents with indwelling
catheters to ensure the appropriate
physrcian orders for catheter care and
management are documented darly.
Findings will be brought forward to darly
clinrcal stand-up meetrngs. All pertinenl
findrngs from the review will be brought
forward to the OAPI meeting.

4. Findings from the correclive action plan will
be reviewed for evaluation in the next QAPI
meeting monthly for the next 90 days,
quarterly thereafter. and annually if
indicated.

5. Date of compliance - 0312712024

F 690
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parn and discomfort and obtarned an order to
re-insert, clarifying the Foley catheter size The
DON indicated usrng a catheter size which was
bigger than nec€ssary could cause urethral
damage, pain and drscomfort

On O2lO7l2O24 al8 10 AM. R182 was awake and
alert rn bed An indweling catheter was hanging
on the right side of the bed The resrdent
indrcated being hospitalized for a UTI and
returned to the facility on O1lO2l2O4 R182
rndicated slaff do not routrnely provide penneal
care and cleanrng needs were hmrled to
rncontinence care after a bowel movement

On 02/08/24 at 8:36 AM thecall light outside
R182's was on R182 informed indicated needing
inconlinence care due lo having a bowel
movement. There was a strong fecal odor in the
room The resrdent indicated perinealcare was
not provided this morning.

On 02logl2124 al9 06 AM. the CNA assigned to
R182 explarned penneal care for residents who
had an indwelling catheter was part of mornrng
routine care, but the CNA was not able to provide
care to R182 due to a staff call off The CNA
indicated berng aware R182 had an rndwelling
calheter and history of UTI

A Care plan dated O1lOSnO24, revealed R182
had bladder incontrnenc€ related to active
infection with symptoms of UTI wth a goal of
preventrng another seplicemra eprsode
lnterventions included perineal care wfh each
incontinenc€ episode.

Peflneal wash

F 690
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On O2l1gl24 al l0:09 AM. the Licensed Practical
Nurse (LPN) assigned to R182 revEwed the
resident's clinical record and confirmed there
were no care and management orders for the
indwelling catheter which included Foley change
and perineal wash

On O2/O9/24 al lO:16 AM, the Unit Manager
explained R182 had care orders for catheter carc
on 08/2112023 which were discontinued on
1110212023. when lhe resident was hospitalized
for allered mental status relaled to a LrTl

According to the Unrt Manager. R'I82 was
readmrned on 0't/0212024 and lhe admrssron
nurse must have failed to enter care orders for
the resident's indwelling catheter which should
include 'l ) change monthly or prn for
dislodgement or occlusion, 2) change Foley
drainage bag monthly, 3) monitoring for s/s of
infection, 4) catheter care every shift which
includes perinealwash The Unit Manager
rndicated because care orders were nol
lranscribed. there was no documented caae for
R'182's indwelling catheter srnce 01/02/2024

On O2logl24 al '1:52 PM, the Directo. of Nursing
(DON) indicated when a resident was admitted
with an indwelling catheter the admission nurse
should obtain orders for care and management
which typically included 1) change catheter
monthly and PRN when dislodged or leaking, 2)
change Foley drainage bags monthly. 3)
monitoring for complications which included
infection, 4) catheter care every shift which
included pennealwash

The Urinary Catheter Care (undated),

documented rndwelling catheters would be

Continued From page 35
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Continued From page 36

changed in accordance wrth physrcran's orders.
Check urine tor unusual appearance and signs
and symptoms of UTI and notity physicran
Routine hygiene as appropriate and do not use
antiseptics for periurethral areas to prevenl
catheter-related urinary tract infections

Bedrails
cFR(s). 483 2s(n)(1 )-(4)

5483 25(n) Bed Rails
The facility must attempt to use appropriate
alternatives prior to rnstalling a side or bed rarl lf
a bed or side rail is used, the facility must ensu.e
correct installation. use, and mainlenance of bed
rarls including but not limited lo the following
elements.

S483 25(n)(1) Assess the resident for nsk of
entrapment from bed rails pnor to rnstallation

5483 25(n)12) Review the flsks and benefits of
bed rails wrth the resrdent or resident
repaesentative and oblaan rnformed consent pnor
to rnstallation.

5483.25(n)(3) Ensure thal lhe bed's dimensions
a.e appropriate for the resdent's size and weght

5483.25(n)(4) Follow lhe manufaclurers'
.ecommendations and speciflcations for rnstalling

and maintaining bed rails
Thrs REQUIREMENT is not met as evidenced
byl
Based on observation, interview record review

and document revlew, the facility farled to ensure
assessment for entrapment was completed.
alternatives were attempted, and informed
consent was obtained prior to installation of side
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rarls for 1 of 35 sampled residents (Resrdent 95)

R95 was admitted to the facility on 08/09/'19 and
re-admitted on 03/02122, with diagnoses including
encephalopathy, unspecified. personal hislory of
traumatic brain injury and seizure disorder

On 02106124 al l0 21 AM. R95wasinbedwith
the upper side rails in the up posrtron on both
sides of the bed

O^ O2lOBl24 a1915 AM. R95 was in bed with the
upper side rails In the up positron on both sides of
the bed

Oo O2lOBl24 al10123 AM, a CertifEd Prachcal
Nurse (CNA) confirmed R95 had upper srde rarls
in lhe up position on both sides of the bed The
CNA explarned an evaluation was to be
completed by nursing upon admlssion

R95's record lacked documenled evrdence an
informed consent was obtained assessmenl for
entrapment and if alternatives were attempled
prior to installation.

On O2lO9/24 al814 AM, the Director of Nursing
(DON) verbalized prior to installatron of side rails,

an assessment for enlrapment would be
completed, alternative interventions were
attempted, and informed consent was obtained

The DON confirmed R95's clinical record lacked
evidence an informed consent was oblained.
assessment for entrapment was completed and if
alternatives were attempted prior to installation

Resdent 95 (R95)

F 700

'l . On February 9. 2024, an entrapment risk
assessment was completed, and verbal
consent to use bed rails was obtarned from
Resident 95 (R95)'s mothe.. The risks and
benefits of bed rarl use were explained to
R95's mother. A physrcian's order for the
use of 1/2 bed rails to promote safety was
obtained. R95 s ADL (activities of daily
living) care plan was revised to indicate the
use of half-bed rails to encourage safety
while in bed.

2. Charts of active residents with bed rails will
be re-evaluated to ensure that an
assessment. consent, physician's order
and care plan for bed rarl use are
documenled.

3. Nursing statf will be re-educated by the
director of staff development (DSD) unrt
managers or designee regarding the policy
Proper Use of Side Rails.
Charts of active residents with bed rails will
be reviewed during daily clanical sland-op
meetings by the unit managers or desrgnee
for completion. Pertinent findings from the
review will be brought forward to the OAPI
meeting.

4. Frndrngs from the correclive action plan will
be revrewed for evaluation in lhe next OAPI
meeting monthly for the next 90 days,
quarterly thereafter, and annually rf
indrcated.

5 Date of compliance - 0312712024
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The facility policy Proper use of Sde Rails,

undated, documented risks, and benefits of side
rarls would be considered for each resident.
consent for side rails use would be obtained from
the resident or legal representatrve and lhe srde
aarl enkapment assessment would be completed
to determine the resident's reason for using side
rarls

Cross reference wrth tag F656
Provision of Medically Related Social Service
CFR(s) 483 40(d)

5483.40(d) The facility must provide
medically-relaled socialservices to attarn or
marntain the hEhest praclrcable physrcal, mental
and psychosocial well-being of each resident
This REQUIREMENT is not met as evidenced
by
Based on rnterv€w. record revrew and document

review, the facility failed to ensure 1) an
admrssron and quarterly socral servrces
assessment was completed for 1 of 35 sampled
residents (Resident 182), 2) the Social Worker
foliowed-up wath the acute care hospital and the
onsile dental servrces regardrng the mrssing
dentures for 1 of 35 sampled residents (Resident

53), and 3) there were sufficient number of social
services stafi members in accordance with the
facility assessment The deficient practice had

the potential for the facility not meeting the social
services needs of the residents

R53 was readmfied on 12lOBl2O23 wtlf,

Findings include

Resrdent 53 (R53)
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diagnoses rncluding respiratory syncytial virus
pneumonia. R53 required the use of dentures.

A review of the medical record revealed R53 was
discharged to the acute care hosprtal on
1113012023. and R53 was discharged from the
hospital '12108/23

On O2lOEl2O24 in lhe afternoon. R53 indicated
they had been missing their dentures
app.oximately 4 to 5 weeks after they went to the
hospital. R53 expressed, "lJUst want to eat pizza
or a sandwrch " R53 was eatrng a pureed rnealfor
lunch

A Social Services Nole daled 0112512024.

documented a call made to the acute care
hospital by the Social worker lo follow-up
regarding R53's dentures left duflng the hospital
stay The note rndicated the nurse who helped
R53 was off, and the staff checked with security
but were unable to locate R53's dentures The
note indicated lhe Socral Worker would follow up
when the nuase was back on duty

On O2lO8l2O24 al l 51 PM. the Socral Worker
rndicaled lhe acute care hosprlal was contacted a

few limes and had their security staff check the
lost and found, but did not find R53's denlures
The SocialWorker indicated asking to speak to
the nurse who admrtted R53 to inqurre aboul lhe
dentures, but the hospital had not returned the
call The SocialWorker indicated asking the
onsite dental services lo see rf R53 qualified for a
new pair of dentures

The Sooal Worker acknowledged there was no
further follow-up when the hospital did not return
the phone call The SooalWorker rndicaled it

1. Resident 53 will be referred to dental
services. Resident 182 was unable to be
corrected as the rssident had discharged.

2. Facility reviev., residents for dental or other
psycho-social related needs and no other
cases were identified..

3. The facility has hired and started a new
Medical Social Worker that starled at the
lacility on 0311112024. Addfiionally, that
facility extended and offer to a Dlrector of
Social Services Candidate - that offer was
accepted and is scheduled to start on
o3t1ano24.

4. The facility will review residents needs and
request during the daily clinical stand-up
meeting and ensure psycho-social needs
are being met.

5. Date of compliance - 0312712024
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was not an excuse, but expressed being the only
social worker for the entire facility with more than
200 residents to keep track of and follow-up with
regardrng care concerns

On O2lOBl2O24, the Social Worker acknowledged
the last time speaking with the onsite dentai
hygienist was on 01/25/24, to inform of R53's
missing teeth and to inquire of the insurance
coverage. The SocialWorker ind{cated there
would be follow up w(h the onsite dental An

emailwas sent on 02/08/2024 while the rnspector
was present

On O2logl24 al2 22 PM. a Registered Nurse
responsible lor provrdrng care for R53 indicated
they did not know if Socral Services had inquired
about R53's mrssing dentures The RN explarned
had been with the facrlity since January 2024 and
R53 had been eating a pureed diet.
Resident 182 iR182)

R182 was admitted on OBl21l2O23 a^d
readmitted on 01/0212024 wilh diagnoses
including severe sepsis with septic shock and
age-related debility

On 0210712024 at810 Air, R182 indicated being
dissatisfied with care received in the facility and
R182 had made multiple requests to speak with
social services regarding a possible transfer to
another facility. but lhe resident's requests had

been ignored

The clinical record lacked documented evidence
any social services assessments were completed
for R 182 since the resident's admission on
o8t21t2023.

F 745
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On O2lOgl2O24 al 12 02 PM, a Licensed Socral
worker (LSVV) revaewed R182's medical record
and confirmed lhere had been no social servrces
assessmenls done fo. R182 srnce admrssion on
Ogl21l2O23 The LSW explarned socral servrces
were responsible for certain portions of the
mrnimum data set (MDS)which included
assessment and goalsening (section O) and this
was completed timely for R'182. The LSW
tndrcated a socral servrces assessment was a

different requirement and served the purpose of
identifying the resrdent's changes in mood.
behavior psycho-socral needs, and discharge
plannrng

On O2lO9l2O24 all2:15 PM, the LSWexplained
R182 was admitted on 08/2'112023 and the
admrssron socralservrces assessmenl was due to
be compleled on 08/2812023, but this was nol
done. Accordrng to the LSW. R182 was
hospitalized in November 2023 and was
readmitted on 01/0212024. whtch made R 182's
quarterly social seNices assessment due no later
lhan 01lOBl2O24. but thrs was not completed as

On O2lO9l2O24 al l2 17 PM, lhe LSW explained
the facility was licensed for 255 beds and the
facility used to have three social worke.s who
divided the case load but currently, the facility
only had one LSW and a social services assistant
(SSA) The LSW verbalized berng overwhelmed
and acknowledged having difficulty completing
social services assessments. and olher requests
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for assistance from residents rn a timely manner
The LSW indrcated being the only LSW srnce the
former socral services director (SSD) left a year
ago and the other LSW left rn November 2023
The LSW indicated currently being responsible
for 231 residents which was an unmanageable
load

The facility assessmenl rcviewed 0412512023,

documented the average daily census of the
tacrlity was between 220 to 240 and ihe stafiing
plan, based on resident population and lheir
needs for care and support, described the
general approach to stafflng to ensure sufiicient
staff to meet resident needs would include three
social workers

On o2lo9l2124 at1 29 PM. the Adminrstrator
acknowledged the facility assessmenl
documented the facrlity needed three social
workers, but currently only had one LSW and one
SSA. According to the Administrator. lhe former
SSD left in August 2023 and another LSW left rn
November 2023, and lhe facrlrty had not been
able to hire for open positions

The facility polrcy Social Services Assessment
polcy (undated). revealed a socral servrces
assessmenl was done to help identity the
resident's personal and social situatron, needs
and problems. Data obtarned from the social
assessment shall be used to develop all relevant
portions of the resident's care plan whrch would
include social services, activitres, and ancillary
services Componenls of the assessment rnclude
physical facto.s, cognitrve factors, mood and
behavior, personal information, active drsease
and diagnoses, functional stalus, flnancial
information and ability and wrllingness lo

F 745

DEPARTI\,IENT OF HEALTH AND HUMAN SERVICES
PRTNTED 02/29/2024

FORM APPROVED
oMB NO. 0938-0391CENTERS F MEDI D ERVI E

FORM CMS,2567(02 99) Pr6vD!s Varso.s Obsororo Fac'rdy D NVS2391SNF ll conlrnuaton sheel Page 43 of 66

I

I
I

I

I

I I

I

tl

tt

I

I

I

I

I

I

I



STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIOER/SUPPLIER/CLIA
IDENTIFICATION NUMBER

295071

IX2) MULIIPLE CONSTRUCTION

A BUILOING

A W]NG 0210912024

(X3)OAI€ SURVEY
COMPLE-TEO

SIREETAOORESS CITY SIAIE ZIP CODE

,I5OO $/ Y'ARM SPRINGS RD

HEXOERSON, NV 89014

NAME OF PROMOER OR SUPPLIER

TLC CARE CENTER

PROV]OER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACIION SHOULO 8E

CROSS,REFERENCEO TO ITiE APPFOPRIATE
DETICIENCY)

(xa)tD

TAG

SUMMARY STAIEMENT OF OEFICIENCIES
(EACH DEFICIENCY MUST BE PREC€DED BY FULI
REGULATORY OR LSC IOENTIFYING INFORMAIION)

to

TAG

Continued From page 43

partrcipate in assessment and goal setting

Label/Store Drugs and Biologicals
CFR(s) 483 45(s)(hX1)(2)

5483 45(g) Labeling of Drugs and Biologicals
Drugs and biologrcals used rn lhe facility must be
labeled in accordance with currently accepted
professional principles, and rnclude the
appropriate accessory and cautionary
instructions, and the expiration date when
applicable

S483 45(h) Storage of Drugs and Brologrcals

5483 45(h)('1) ln accordance with State and
Federal laws, the facility must store all drugs and
biologicals in locked comparlments under proper
temperature conlrols, and permit only authorized
personnel to have access to the keys.

5483.45(hX2) The facil(y musl provide separately
locked, permanently affixed compartments for
slorage of controlled drugs listed in Schedule ll of
the Comprehensrve Drug Abuse Preventron and
ControlAct of 1976 and other drugs subject to
abuse, except when the facrlity uses single unit
package drug distribolion syslems in whrch the
quantily stored is minrmaland a mrssing dose can
be readily detected.
This REQUIREMENT rs not met as evidenced
by:
Based on observation. interview and documenl

review the facilty failed to ensure medications
were not left unsecured in a medrcation cart at
lhe 800-900-Hall nursing station, and medicalions
were not left at bedside The deficient practice
posed a nsk for resident's safety of oblarnrng
medrcalrons nol prescflbed and not takrng
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1. On February 6 2024, the medications
found in rooms 602A.8018. 804A 8108.
and 8128 were conflscated and discarded.
Attending physicians of the affected
resrdents were informed and the residents
were monitored for any adverse effects.
The residents and ther representatives
were re-educated regardrng the process of
requesting home medication reconciliation.
The employees of concern were re-
educated on the Medrcatron Preparatron
and General Guidelines.
The employees of concern were re-
educated on ensuring the medicahon and
respiratory keatment were locked al all
times.

2. Residents requiring assistance with
medication admrnistratron are affected by
the deficient practic€. The department
heads unat managers or desqnee will
perform daily comp[ance rounds and
discuss findangs at the daily stand-up
meetngs,
The deficient practice (unlocked medication
and treatment carts) affects all residents
The departmenl heads unrl managers, or
designees will perform daily compliance
rounds and discuss findings at the daily
stand-up meetings.

3. The DON. director of statl development
(DSD). unit managers. or designees will re-
educate all staff regardrng the polioes.
Preparation and General guidelines and
Medication Storage. Department heads.
unrt managers, or designees will perform
daily compliance rounds and discuss
findrngs at the daily stand-up meetrngs.
Pertinenl findings from the review will be
broughl forward to lhe QAPI meelrng.

4. Allllndings from the corrective action plan
will be reviewed for evaluatron in lhe next
QAPI meeting monthly for the next 90 days,
quarterly thereafter and annually if
indrcated.

5. Date of compliance - 0312712024

F 761F 761

On O2lO9l24 al2 06 PM. the medication cart at
the 800-900 hallway was observed unlocked with
a dtawet alat.

On O2/Ogl24 al207 PM, a Regastered Nurse was
at the nurse's station and confirmed the
medication cart was unlocked and verbalized the
cart should be locked

On O2llgl24 al2:1'l PM. the Licensed Practical
Nurse {LPN) using the cart, was al the nurse's
station and confirmed lhe medication cart was
unlocked and verbalized the cart should be
locked when not in use The LPN verbalized
resdents could access lhe medicatrons rn an
unlocked cart.

On O2lO9l24 al2:35 PM, the Director of Nursing
(DON) verbalzed the DON expected the
medication cart to be locked when a nurse was
not standing by the cart or using the cart

The facility policy titled "Medrcation Storage,"
undated, documented compartments containing
drugs shall be locked when nol in use. and trays
or carts used to transport such items shall not be
left unattended if opened or otherwise potentially
available to others

Cross reference wrth tag F689

Findrngs include

Continued From page 44

ordered medications
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cart contained lpratropium Bromide and Albuterol
Sulfate inhalation solutron, Levalbuterol inhalation
solution, syringes of Normal Salrne and other
.esparatory supplies A Certrfied Nursing Assistant
and a Licensed Practical Nurse on the 100 unit
revealed the cart wrth the respiratory supplies and
medications should be locked at all trmes
because there were medications in the cart as it
was a safety rssue

On 0210612024 al8tO5 AM in room 804, a jar of
Triamcrnolone 0 11 ointmenl was observed on the
resident's kay table. The resrdent advised lhe
ointment was used for itching on the stomach.
legs, and arms. The rar had a prescription label
and the exprration dale on the contarner was
02t15t2020

On 0210612024 al8 '10AM. in room 810 B. there
was a bottle ofAdvance Care lubricating eye
drops on the bedside nightstand lhe resident
stated the eye drops were used when lheir eyes
were dry

On 0210612024 al8 '16 AM. in room 812 B on the
bedside kay lable, was a tube of Diclofenac
Sodrum Toprcal 1olo orntmenl The contarner
indicated for arthritis pain relief. The resident
indicated used lhe medrcation once per day

On O2lOOl2O24 al910 AM, a Licensed Nurse
(LN) from the 800 unit confirmed the medrcation
was on the resident's tray table. The LN reviewed
the orders in the computer and stated the
resident rn 804 drd not have a physician's order
for the Triamcinolone 0 11 ointment and it should
not have been in the resident's room.

The LN from the 800 unrt and suNeyor went to
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room 8'10 B where the nurse confirmed the bottle
ofAdvance Care lub.icating eye drops was on the
resident's bedside stand. The LN revrewed lhe
resident orders on the computer and verbalized
the resident did not have an order for the eye
drops The LN confirmed the eye drop bottle had

expired in January 2023.

Ot\ 0210612024. at 12 03 PM in room 801 Bon
the residents'tray table, lhere was a clear plastic
medicahon cup whrch contarned a capsule and a

small round pink/peach rn color pill The capsule
was red rn colo. and the resident slated the nurse
told the resident the capsule was a stool softener
and the resrdent verbalized lhe nurse had told the
resident the small prnk pill was a laxative as well
The resident staled the nurse had left the
medications on the table at around't0 00 AM

On 21612024 al 1210 PM, a LN was advised of
the observation of the two medications at the
bedside rn room 801B The LN verbalized drd not
know the resident in 8018 had not taken the two
medications the nurse had grven the resident
The LN was aware should have waited until the
resident had taken the medacation

On 21612024 al 12 30 PM. rn room 602 A. a clear
plastic medication cup was on the resident's tray
table (resident not in room) The medication cup
contained a white capsule, a large round whrte
prll, a round peach colored pilland a medium size
round pill

On 21612024 al 12:35 PM, a Registered Nurse
(RN) confirmed the observaiion of the
medications in room 602A and indicated
medications should not be left at the bedside as
this was a safety issue.

F 761
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The facility's policy Preparation and General
guidelines (undated) documented the resident
was always observed after the administration to
ensure that the dose was completely ingested

Food Procurement,Store/Prepare/Serve-Sanitary
CFR(S) 483 60(iX1X2)

5483 60(i) Food safety requrrements
The facility must -

5483 50(i)(1) - Procure food from sources
approved or considered satrsfaclory by federal,
stale or local authorities
(r) Thrs may rnclude food items obtarned drrectly
Irom local producers subiect to applicable State
and local laws or regulahons
(ii)This provision does not prohibit or prevent
facilities from using produce grown in facility
gardens, subject to compliance wrlh apphcable
safe growing and food-handlrng practrces
(lli) Thrs provisron does not preclude residents
from consuming foods not procured by the facrlrty

5483 60(iX2) - Store. prepare. drstnbute and

serve food in accordance wrth professronal
standards for food servrce safety
This REOUIREMENT rs not met as evidenced
by
Based on observation. interview and document

review, the facility failed to 1) label and date food
Items, and 2) discard potentially hazardous foods
The deficient practice had lhe potential to expose
resident to foodborne rllness

On 02106/2024 al7:55 AM a lray of salads rn the

Continued From page 47
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1. Expired products were rmmedrately
discarded No residents were atfected
by the deficient practice

2. The Dietary Manager conducted
rounds, no other expired products were
identified.

3. Dretary statf wrll be in-serviced on
labeling and dating, including utilizing
and following received on, prepared on
and/or use by dates.
The supervisor will utilize an opening/
closrng checklist rnspection darly to
monitor label and dating praclices.

4. Manager to complete supervisor
rounds daily. A copy of the checklist
willbe turned into the Districl Manager
and Adminrstralor darly for 2 weeks
weekly for 4 weeks, and bi weekly for 8
weeks
RD or desrgnee to complele Sanitatron
audrl lxweekly for weeks. Biweekly 4
weeks, Monlhly indefinitely and turned
rnto to QAPI monthly

5. Oate of compliance - 0312712024

Continued From page 48

walk in refrigerator was unlabeled and undated

On O2lOOl2O24 al7:57 AM, the lollowing items
were slored rn lhe walk.rn rekrgeralor rn sefvrng
containers separale from the origrnal packagingl
- Two containers of cottage cheese dated
01t15t2024
- Five containers of mixed ttuil daled 0112412024

' Five conlarners of orange shces dated
01t30/2024

On O2lOAl2O24 at7:58 AM, the Dietary Manager
confirmed the unlabeled and undated should
have been drscarded. Food items removed from
their original container must be discarded within
seven days.

The Food Slorage Cold Foods policy. last
revrsed 0212023 documented All time and
temperature control for safety (TCS) foods.
frozen and refngerated, will be appropriately
stored in accordance with guidelines of the FDA
food code. All foods will be stored wrapped or rn

covered containers labeled and dated. and
arranged In a manner to prevent cross
contamination
Hospice Servrces
CFR(s): 483 70(o)(1)-(4)

5483.70(o) Hospice services.

5483 70(o)('1) A long-term care (LTC) facility may
do either of lhe following
tr) Arrange for the provision of hosprc€ seNices
th.ough an agreement with one or more
Medicare-certified hospices.
(ri) Not arrange for lhe provrsron of hosprce

services at the facility through an agreement with
a Medicare-certified hospice and assist the
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resdent in transfernng lo a facrlrty that wrll

arrange for lhe provrsion of hosprce services
when a resident requesls a transfer

5483 70(o)(2) lf hospice care is furnished in an
LTC facility through an agreement as specified in
paragraph (oX'l )(i) of this seclion with a hospice,
the LTC facility must meet the followrng
requirements:

1i) Ensure that the hospice services meet
professional standards and princrples that apply
to individuals providing services in the facility. and
to the timeliness ol the services
(ri) Have a wrrnen agreemenl wrlh the hospice
that is signed by an authorized representalive of
the hospice and an authoazed representalive of
the LTC facility before hospice care is furnrshed to
any resident. The writlen agreemenl musl set out
at leasl lhe following:
(A) The services the hosprce wrll provrde
(B) The hospice's responsibilities for determinrng
the appropriate hospice plan of care as speofied
in 5418 112 (d) of this chapter
(C) The services the LTC facility will continue to
provide based on each residenl's plan of care
(D) A communication process includrng how lhe
communication will be documented between the
LTC facility and the hosprce provrder to ensure
that the needs oI the resident are addressed and
met 24 hours per day
(E) A provision thal lhe LTC facrlity immediately
notifies the hospice about the following
(1) A significant change rn the resident's physrcal
mental, social, or emotional status
(2) Clinacal complications that suggest a need lo
alter the plan of care
(3) A need to kansfer lhe resident from the facility
for any condition

DEPARTMENT OF HEALTH AND HUMAN SERVICES
PRINTED. 02t2912024

FORM APPROVED
oMB NO.0938-0391CEN F R MEDICARE & MEDICAID SERVICES

FORM CM5-2567(02.99) Pr6vDur VaBons Obsor€rg Faor'ry D NVS2391SNF ll conlhu:ton shcsl Pags 50of66

A BUITDING 

-

B WNG

I

I

I

I

I

I

I

I



02t09t2024

(X3) OAIE SURVEY
COMPLET€D

(X1 ) PROVIOER/SUPPLIER/CLIA
IDENT TICATION NUMgER

295071

(X2) MULTIPLE CONSTRUCTION

A BUILOING

B IMNG

STAIEMENI OF DEFICIENCIES
ANO PLAN OF CORRECTION

STREETADDRESS. CITY STATE. ZIP CODE

,I5OO W IVARM SPRINGS RO

HENDERSON, NV 890I4

NAME OF PROMDER OR SUPPLIER

TLC CAR€ CENTER

PROVIDER'S PLAN OF CORRECIION
(EACH CORRECTIVE ACIION SHOULD BE

CROSS.REFERENCED TO IHE APPROPRIATE
DEFICIENCY)

(xa)rD

TAG

SI]MMAFY SIAIEMENT OF DEFICIENCIES
(EACH OEFICIENCY MUST 8E PRECEOEO 8Y FULI
REGUTATORY OR ISC IDFNIIIYINC INFORMAIIONT

ID

TAC

F 849F 849 Continued From page 50

(4) The resident's death
(F) A provision stahng lhat the hospice assumes
responsibility for determining the appropriate
course of hospice care, rncludrng the
determrnatron to change the level of services
provided
(G) An agreemenl that rt rs the LTC facil[y's
responsibility to furnish 24-hour room and board
care, meet the residenl's personal care and

nursing needs in coordination with the hospice
represenlative, and ensure that the level of care
provded is appropriately based on the rndividual
resident's needs
(H) Adelrneation of the hosprce's responsibilitres,
including but not limited to providing medical
drrection and managemenl of the patient nursrng;

counseling (includrng spiritual, dietary and
bereavement); social work. provrding medical
supplies, durable medical equipment, and drugs
necessary fo. the palftalron of pain and symptoms
associated wrth the termrnal illness and related
conditions; and allother hosprce services that are
necessary for the care of the resrdent's lermrnal
rllness and related conddrons
(l) A provision that when the LTC facility
personnel are responsible for the admrnrstralion
of prescribed therapies, rncluding those therapies
determrned appropriate by the hospic€ and

delineated in the hospice plan of care. the LTC
facilrty personnel may admrnister lhe lherapies
where permitted by State law and as specifled by

the LTC facility.
(J) A provision stating that the LTC facility must
report all alleged violalrons involvrng
mislreatment, neglect, or verbal. mental sexual.
and physrcal abuse, including rnjunes of unknown
source, and misappropriation of patienl property

by hospice personnel, to the hospice
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adminrskator rmmediately when lhe LTC facility
becomes aware of the alleged vrolatron
(K) A delineation of the responsibilitres of the
hospice and the LTC facrlity to provide
bereavement services to LTC faolity staff

5483 70(oX3) Each LTC facility arranging for the
provision of hospice care under a wntten
agreement must designate a member of the
facility's interdisciplinary team who is responsible
for working with hospice representatives to
coordinate care to the residenl provrded by the
LTC facihty staff and hospice staff The
inlerdisciplinary team member must have a
clnical background function within lherr State
scope of practice act, and have the abihty to
assess lhe resident or have access to someone
that has the skrlls and capabrlitres to assess the
resdent
The desEnated interdisciplinary team member is

responsible for the following
(i) Collaborating with hospice representatrves
and coordinating LTC facility staff parlicipation in

the hospice care planning process for those
residents receiving these services
(ii) Communicating with hospice represenlatives
and other heallhcare providers participatrng in the
provisron of care for the termrnal illness. related
condilrons. and other conditrons. to ensure qualrty
of care for the patient and famrly
(iri) Ensuring that the LTC facrlity communrcates
wrth the hosprce medical drrector, the patrenl's
attending physician. and olher 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:
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(A) The most recenl hospice plan of care specific
to each patienl
(B) Hospice election form
(C) Physician certification and recertification of
the terminal illness specific to each patient
(D) Names and contact information for hospice
personnel involved in hospice care of each
patient.
(E) lnstructions on how to access the hospice's
24-hour on-call system.
(F) Hosprce medication informatron specrfic to
each patient.
(G) Hospice physician and attending physician (if
any) orders specrfic to each patient.
(v) Ensuring that lhe LTC facility staff provides
orientation in lhe polacies and procedures of the
facility, includrng patrent rights appropriale forms,
and record keeping requi.ements, lo hospice staff
furnishing care to LTC residents

5483.70(o)(4) Each LTC facility providing hospice
care under a wntten agreement must ensure lhat
each resrdent's written plan of care rncludes both
the most recenl hospice plan of care and a

description of the services furnished by the LTC
facilily to attarn or marntarn the resident's highesl
practicable physical, menlal, and psychosocial
well-beinq, as requrred at 5483 24
This REQUIREMENT is not met as evrdenced
by:
Based on observatron, interview, record revrew

and document review, the facility failed to ensure
the hospice physiqan's order to place a resident
on transmission-based precaut,ons for possible
scabies infection was followed for 1 of 35
sampled residents (Resrdent 112) The deficient
practice placed other residents and staff at rrsk
for sp.eading scabies
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1 . Resident 1 12 no longer resides at the
tacilily as of 0212612024. The employees of
concern were re-educated on ensuring
hospice physician orders were clarified
limely

2. Charts of residents under hosprce care will
be re-evaluated to ensure physician orders
are carried out timely.

3. Nursrng staff will be re-educated by the
director of staff development (DSD) unit
managers or designee regarding the
Hospice Services Policy.
Charts of residents under hospice care will
be reviewed during darly clinical stand-up
meetrngs by the unrt managers or desrgnee
for completion. Pertinenl findings from lhe
revrew will be brought forward to the OAPI
meelrng.

4. Findings from the corrective action plan will
be reviewed for evaluation in the next OAPI
meeting monthly for the next 90 days,
quarterly thereafter, and annually if
indicated.

5. Date of completion - 0312712024

F 849

R112 was admitled on 0511212021. wilh
diagnoses rncludrng non{raumatic sobdural
hemorrhage and unspecified dementia and
hospice status.

A hospice face sheet daled 08/03/2024, revealed
R1'12 was admrtled to Hospice with primary
diagnoses including encephalopathy and
subdural hemorrhage

On 02/0612024 tn lhe mornrng. R'112 lad rn bed
asleep and was unarousable The resident's body
rncludrng arms were covered in blanket

Oo O2lOOl2O24 in lhe morning, an individual was
observed donnang gown, foot cover, head cover.
mask, and gloves outside R112's room The
individual introduced self as R 112's hosprce nurse
and explained personal protective equipment
(PPE) was required prior to entering R1'12's room
because the resident was being treated for
scabies and was on contacl precautions The
hospice nurse confirmed the resident's door did
not have contact isolation signage and PPE

supplies, but the hospice nurse had brought own
PPE provided by the hospice agency The
hospice nurse recalled communicating the
hospice physician's order wilh the Unit Manager
on 0112312024 and could not speak to why lhe
facility had not implemented contact asolation
precautions for R 112

A hospice progress nole daled 0112312024,
revealed R112 was noted with diffused redness to
arms and back, srgnificant dryness worse in the

Resident 112 (R112)

Continued From page 53

Findings include
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webbing of finge.s and back, new crustrng
present to webbing of fingers and light yellowing
color lo patient's back Hospice physician 1 )

diagnosed R 112 wrth late-stage scabEs 2)
ordered lvermectin (oral antFparasrtic drug) and
Permethnn cream (toprcal antr-parasrtic drug).
and 3) ordered to place R 112 on facility's
precautions list Orders were communicated to
facility staff who stated they would communrcate
thrs wrth the lnfeclion Prevenlronrsl (lP).

On 02106/2024 at 114PM the Hospice
Admrnistrator explained diagnostic tests were not
typically performed on hospice patients, so no

skin scraping was ordered by the hospice
physicjan The Hospice Admrnislrator rndrcated

the physrcian diagnosed the resident with scabres
based on nursrng assessmenl and pholo
documentaton communicated by the hosprce
nurse in addition to reports received from facildy
staff there were other residents and staff wrlh
possrble scabies The Hospice Adminrstralor
rndicated the hospic€ physician presrded over the
care of R112 and the facility was expected to
carry out all hosprce physician's orders The
Hosprce Administralor indicated expecting the
facility to have implemented contact tsolation
precautions for R1'12 since 0112312024, and
became aware of non-implementation of
precautionary measures only today.

On O2lOAl2O24 al11r15 AM, the Director of
Nursing (DON) indicated the hospice physician
was considered R112's primary physician and the
facility was expected to follow the hosprce
physioan's orders. The DON indicated the facil y
should have implemented contact isolalion
precautions beg innin g 01/2312024 , afier lhe
hospice nurse communicated lhe hosprce

F 849
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physician's orders with the Unit Manager The
DON verbalized consequences for not
implementing contacl ptecaulions on 01 12312024
placed staff and other residents al risk for cross
contaminalion of infectious disease which may
include scabies.

On 02/0812024 al 1 06 PM, the Unit Manager
confirmed the hospice nurse had informed the
Unit Manager regardang R112's scabies diagnos,s
and orders to put R112 on the precautions list
The Unal Manager indicated communicating the
information with the lnfection Preventionist (lP)

during the stand-up meeting lhe followrng day,
01t24t2024.

On O2tOBl2O24 al ll 45 AM. the lP could not
recall being informed by the Unrt Manager
regarding R1 1 2's scabies diagnosis, treatment,
and orders to place the resident on contacl
isolation precautions. The lP indicated scabies
was a highly contagious skin disease and
suspected and confiamed scabies cases were to
be placed on contact isolation precaulions to
prevent cross-contamination. The lP confirmed
contacl isolation precautions were not
implemented for R112 f@n 0112312024 unlil
02to6t2024

The Hospice Services policy (undated), the
hospice agency retains overall professional
management responsibility for directing the
implementation of the plan of care. The hospice
nurse designates a registered nurse to coordinate
the implementation of the resident's plan of care
and would be responsible for communication
between the hospice and facil(y when changes
were made to the plan of care

F 849
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Continued From page 56

lnfection Prevention & Control
CFR(s): 483.80(aX 1 )(2X4 )(eX0

5483.80 lnfechon Conkol
The facility must eslablish and maintarn an
rnfection prevention and control program

designed to provide a safe sanitary and
comfortable environment and to help prevent the
development and transmrssion of communicable
diseases and infections

5483.80(a) lnfection prevenlion and control
program
The facilrty must establrsh an rnfection prevenlron
and control program (IPCP) that must rnclude, at
a minimum the following elements

5483.80(aX 1) A system for preventing, identifying,
reporting. investigating. and controlhng infeclions
and communrcable diseases for all resrdents
staff, volunteers, visitors, and other indrvduals
providing services under a contractual
arrangement based upon the facrl[y assessment
conducted according to 5483 70(e) and following
accepted natronal standards:

S483 80(a)(2) Written standards, polcies, and
procedures for the program, which must include,
but are not limfed to
(i) A system of surverllance designed to dentify
possible communicable diseases or
infections before lhey can spread to other
persons rn the facility;
(ii)When and to whom possible incidents of
communicable disease or infections should be
reported,
(iri) Standard and transmission-based precautions
to be followed to prevent spread of infectionsi

F 880

F 880
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(iv)Vvhen and how isolation should be used for a

resident; including but not limited to
(A) The type and duration of the isolation,
dependrng upon the rnfectrous agent or organrsm
involved. and
(B) A requirement that the isolation should be the
least restrictrve possible for the resrdent under the
circumstances
(v) The clrcumstances under which the facility
must prohibit employees with a communicable
disease or infected skrn lesions from direct
contact with residents or thelr food. direct
contact willtransmit the disease: and
(vi)The hand hygiene procedures to be followed
by staff involved in direct residenl contacl

5483 80(a)(4) A system for recording incidents
rdentified under the facility's IPCP and the
corrective actions taken by lhe facility

5483.80(e) Lrnens
Personnel must handle store, process and
transport Inens so as to prevent the spread of
infection

5483 80(f) Annual revrew
The facility will conduct an annual review of its
IPCP and update their program, as necessary
This REOUIREMENT is nol met as evidenced
by:
Based on observation. interview. record review

and document revaew, the facility failed to ensure
1) resrdents with suspected scabies were placed

on contact precautions for 1 of 35 sampled
residents (Resadent '112), 2) a staff member who
was assigned lo provide care to residents with
unconfirmed rashes and who themself was
undergoing treatment for scabies. was not
assrgned to another unit 3) laundry items of
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residents with unconlirmed rashes were handled
in accordance with the tacility's policy, 4) lhe
wound care team was nohfied of residents wrth
unconfirmed rashes and 5) suspected resident
and staff scabies cases were reported lo the
health department The defic€nl practrce placed

other residents and staff at risk of contracting
scabies

On 0210612024 in the morning, two Certrfied
Nursing Assistants {CNAs) showed surveyor
rashes on their brlateral arms and reported berng

under trealment for scabies by their personal
physicians

CNA #1 rndicated submrtting a physicran's report
regarding scabies status and treatment to the lP
and Director of Nursing (DON) CNA#1 indicated
having reporled suspected scabres cases on
multiple residents rn the 400-Hallto the lP and
DON who indacated the skin rssue was
dermatilis

CNA #2 indicated not submitling physrcran's

report of scabies treatment to the DON and lP
after no aclion was taken by the facilily
administration.

1. Contact precautions not implemented for
suspected scabies casesl

On O2lOOl2O24 in lhe morning, lhere were a total
of 16 rooms in lhe 400-Hall. Twenty-four
resdents were screened. and rashes were
observed on Residents 16, 112, 115, 166 and 84

Findings include

Resdent 112 iR112)
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R'l12 was admitted on O2l1Ol2O21 and
readmitted on 07l1'l12023, with diagnoses
rncluding nontraumatic acute subdural
hemorrhage and hospice status

On O2lOAl2O24 in the morning, R112 laid in bed
asleep and unarousable The resident's body and
the arms were covered rn blanket

On 0210612024 in lhe morning, an individual was
observed donning gown, foot cover, head cover,
mask, and gloves outside Rl'12's room The
indrvidual rntroduced self as R112's hosprce nurse
and explained donnrng personal protectrve
equipment (PPE) which was provided by the
hospice agency. According to the nurse, R'112

was being treated for scabies and was on contact
precautions The hosprce nurse confirmed the
resident's door did not have contact isolation
signage and PPE supplies for facility staff

The hosprce nurse recalled communrcatrng the
hospice physician's orders to the Unrt Manager
on 0112312024 and could not speak to why the
facility had not implemented contact isolation
precautrons for R112

A hospice progress nole dated 0112312024,
revealed R112 was noted with diffused redness lo
arms and back. significant dryness worse in the
webbing of fingers and back, new crustrng
present to webbing of fingers and light yellowing
color to patient's back. Hospice physician: 1)

diagnosed R'112 with late-stage scabies, 2)
ordered lvermectin (oral anti-parasitic drug) and
Permethrin cream (toprcal antFparasitrc drug),
and 3) placed R 112 on facility's precautions list
Orders were communicated to facility staff who

Continued From page 59

Residents 16, 84. 112, 1'15, and '166 were all
rmmedrately placed on appropnate kansmrssror
based precautions.
The facility ensured all future shilts were worke(
in accordance with policy.
The facility ensured that Iinens were handled
per polcy upon dentification of issue.
The facilrty informed the wound care team of
indrvidoals on TBP immediately upon
identification of the deficient practice. the facilit,
ensure proper signage was in place for each
TBP resident room
The faolrty rmmedrately called and notified NV
OPHIE to inform them of the unusual rashes.
The facility conducted skin checks of affected
units and no additional unusual rashes or itchinr
were rdentified.
Staff will be educated on infectron control
practrces including. but not limiled to
kansmission based precautions and use of
PPE,
The DON or designee will revrew changes of
condrtion (ClC) darly at the mornrng cllnical
stand-up meetrng. Any CIC that requires TPB
shall be discussed and TBP will be implementer
rn accordance wrth guidelines and policy.
The lnfectron Preventionist is currently on leave
wrlh unknown dale of return. The faolrty DON n

covenng andwrll be educaled on the Scabres
Outbreak policy and to inform the stafring
coordinator in the event of confirmed or
suspecled scabres rn resdents or staff.
The staff wrll be educated on the proper
handling of linens according to lhe facility
scabies outbreak policy.
The faqlity lP as currently on leave with
unknown date of relurn. The facility DON is
coveflng and wrll be educated on properly
informing staff on TBP and othe. infection
control concerns.
The Facrlity lP rs currently on leave wrth
unknown date of return The tacihty DON rs

covenng and wrllbe educated on proper
notfrcatron of potentral outbreaks or olher
communicable diseases per regulalion

l
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stated they would communicale thrs wilh the
lnfection Preventionist (l P)

On O2lO7l2O24 at8.55 AM a contact isolation
precautions signage was observed posted on
R112's door A Certified Nursing Assistant (CNA)
was observed inside R112's room wilhout
required PPE The treatment nurse confirmed the
observation and indicaled the CNA violated the
contact precaulions protocol which required
donning gown, gloves, and mask prior to entenng
R'112's room

On 0210612024 al9 47 AM. the lP indicated
scabies was a highly contagious skin disease and
confirmed or suspected cases musl be plac€d on
contact isolation precautions. The lP rndrcated
marntaining a rash line listing whrch included
Resdent '112 The lP accompanied surveyor
durng observalions in lhe 400-Hall and confirmed
there were no rooms on TBP precauhons such as
contact rsolation precautions or enhanced barrier
precautrons rn the 400-Hallwhich rncluded the
rooms of R 112 The IP verbalized contact
isolation precautions were to be implemented
with suspected scabies cases to prevent cross
conlamination

On 02112124 al8 52 AM. the Consultant
Pharmacisl indicated it was nol uncommon for
providers to prescribe anh-parasfrc drugs such
as Permethrin cream and lvermectin
prophylactically (preventive measures) when
residenls were sLrspected to have scabres or
were possibly exposed to scabies.

The Scabies Management policy (undated),
documented residents with confirmed or
suspected scabies would be placed on contact

F 880

4. The DON or Designee will review all
Changes rn Conditron darly at the mornrng
clinical stand-up meetings, including new onset
suspected or confirmed scabies or other
infectious disease will be reviewed and
appropraite information sharing, including TBP,
staffing. linen handling, and/or reporting will be
communicated to all required parties. The
infection control surveillance report will be
utilized be reported to QAPI monthly lo track
compliance to all protocols.
5. Date of compliance - 0312712024
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The Outbreak of Communicable Diseases policy
(undated), documented the lP and the DON were
responsible for inrtiatang transmission-based
precautions

2 Staff member w'lh confrrmed scaores

On 0210612024 ai913 AM, CNA#1 showed
surveyor bilateral forearms which revealed dark
spots, flat rashes, and burrows (line formation)
CNA #'l indicated being seen by a medical
provder on 01/26/2024 due to possible scabies
and the CNA was placed on Permethrin cream for
scabies. The CNA indicated providing the lP and
DON with a copy ofthe physician report CNA#'1
indicated reporting multiple rash cases in the
400-Hall which may be indicalrve of scabies to the
lP and DON who indicated lhe skin issue was
contact dermatitis.

A Pataent Clinrcal Summary report dated
0112612024, revealed CNA #1 was diagnosed wrth

scabies and had orders for Permelhnn cream

On O2lOOl2024 al2:30 PM, CNA #1 was seen in

the 100-Hall (ventilator unit) CNA#1 explained
volunteering fo. another shift because of staffing
needs.

The Daily Schedule document dated 02106/2024
revealed CNA #'l worked in lhe 400-Hall during
the day shift (6 00 AM lo 2 00 PM) and worked rn

the 1oo-Hall on swing shaft (2 00 PM to 10:00
PM)

On 0211312024 al2 28 PM. the DON confirmed

Conlinued From page 51
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CNA #1 was assrgned to the 400-Hall on
0210612024 lday shift) where lhere were multiple
residenls who were consrdered suspecled
scabres cases. The DON confirmed CNA #1

worked rn the 100-Hall in the afternoon (swing
shift) on 02/06/2024 According to the DON, CNA
#1 should have not been permitted to work in the
100-Hall on 02106/2024 in accordance with the
facility's policy related to dedicating staff who
provided care for suspecled scabres cases

The Scabies Management policy (Undated),
documented staff assigned to the unrt on which
suspected or infected residents resjde should not
be assigned to other units within the facility until
taeatments were completed

On 0210612024 n lt]F- mornang hoosekeeprng
staff were observed collecting dirty linen from
room to room in the 400-Hall and placing the
linens in one bin

On 0211212024 at9.40 AM, the lP confirmed the
facility did not follow its scables management
policy related to handling of linens of.esidents
with confirmed o. suspected scabies when it
failed to provide instruction to nursrng and
housekeeping staff on how to properly handle
contaminated laundry. The lP explained laundry
items of residents with suspected scabaes were to
be bagged in individual bags and laundered
separately from other linens.

On 0211312024 al828 AM. the Administrator and
DON confirmed laundry items which included
clothing and linens for residents with suspected
scabies were not being handled in accordance

3 Hand|ng of laundry items
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wilh the facility scabies managemenl policy

because the leadershrp was under lhe rmpressron

there were no confirmed o. suspected scabies
cases

The Scabies Management policy (undaled),
documented clothing and other washable items
for conflrmed or suspected residents would be
bagged before removing from the resident's
room Laundry staff should use a designated
washer and dryer for laundering clothing or linen
Irom resrdents with confirmed or suspected
cases The washer and dryer would be washed
with hot water and soap after use and cleansed
with disinfectant. Clothing and linen would be
handled in this manner untilthe resident had

completed treatment.

4 Wound Care tearn communicaton

On 0210612024 al926 AM. the treatment nurse
and the treatment norse assrstanl parked the
wound cart outside R16's room and entered lhe
resident's room holding supplies with gloved
hands The treatment nurse removed R16's brief
which revealed multiple raised pink rashes
diffused throughout the resident's pelvis area

After completion of treatmenl, the kealmenl
nurse assislant pulled back R16's privacy curtain
with contaminated gloved hands The lreatment
nurse assistant acknowledged contaminaling lhe
resident's privacy curtaan by louching rt pnor lo
glove removal and hand hygiene

O^ 0210612024 al940 AM. the treatment nurse
indicated being aware R16 had a hislory of
scabies and stated the rashes on R16's pelvic

area was dermatitis.
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The lreatment nurse indrcated being aware there
were several resdents with rashes. but lhe list of
residents with rnfectrons (scabies or otherwise)
was not shared with lhe trealment team. Ihe
lreatment nurse indicaled the wound care team
had 53 residents to lreat but did not know which
resrdenls had infections The keatment nurse
indrcated safe practice would be to lreat all
residents as if they were infected in an
abundance of caution and acknowledged the
wound team did nol don appropriate PPE during
R16's wound care The treatrnent nurse rndicated
the wound team should don gown and gloves
dunng care for all resrdents movrng forward to
protecl themselves and other residents from
cross contaminatron of any disease

O^o2112124 ai935 AlVl. the lP indicated there
were a total of 13 resrdents on the
transmrssion-based precautions (TBP) lrst bul
only four were placed on contact precautions
specifically one resrdent for Clostridium diflicile,
two residents for Vancomycin-resistant
enterococcus (VRE) and one resident lor
methicillin-resistant staphylococcus aureus
(MRSA)

The lP indicated there were currently 58 residents
on the rash line listing, but scabies had not been
confirmed or ruled out due to the facility's
decision not to test residents by skin scrape
method

The lP indicated because the wound care team
did not know which residents we.e infected and
TBP p.ecautions were not being implemented on
all potentially infectious residents the wound
team should have donned full PPE meanrng

Continued From page 64 F 880
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mask, gown and gloves on all residenls receiving
wound care

5 Failure to report communrcable disease

On 0211212024 al lO:00 AM the lP emphasized
lhere were currently 58 residents on the facility's
rash llne listing. The lP indicated scabies was a
communicable disease which was requrred to be
reported whether cases were confirmed or
suspecled The lP recalled rash cases we.e
identified as early as July 2023. but due lo
differences in leadership's clrnical ,udgement the
58 resident cases were not reported

O^ 0211312024 al8 35 AM. the DON confirmed
the lP told lhe OON about CNA #1's potential
scabies infeclion and the CNA's case was not
reported The DON and Admin istrator confirmed
the facility drd not follow the facility's policy on
reporting communicable disease when il failed to
report 58 resident rash cases along with the
suspected case of CNA #1

The Scabies Management polrcy (undated),
documented the health department would be
nolrfied of rnfecled and suspected scab'es cases

The Outbreak of Communicable Disease policy
(undated), documented lhe Administrator was
responsible for reporting reportable diseased to
the health department
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