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A recertification and a complaint survey, ACTS
reference numbers 97424, 97055, and 97526,
was conducted at Oakland Grove Health Care
Center on 8/09/2024 through 9/12/2024 fo
determine compliance with 42 C.F.R. Part 483,
requirements for Long Term Care Facilitles, A
state llcensurs and an emergency preparadnass

This plan of Correction is the center's credible allegation
of compliance.

Preparation and/or execution of this plen does not
constitute admission or aprecment by the provider of the
truth of the facts alleged or conclusions set forth in the
statement of deficiencies, The plan of correction js
prepared and/or executed solely hecause it is requived by
the provisions of federal and state law,  ccemsnmacmnr.

survey was also conducted at this facility. | RECEIVE
sD;Iarf‘i;‘:ai;nctas were identified as a resutt of this F 658 i OCT 022004
F 858 | Services Provided Meet Professlonal Standards F658| 1. Residents ID #°s 26, 30, 61 and 104 hav é d%mmd
SS=E | CFR{(g): 483.21(b)(3)(} ) . Intekes and Catput orders reviewed MD an

obtaining outputs only.

§483.21{b)(3) Comprehensive Care Plans 2. Al residents with an order for Intake and Output

The services provided or arfanged by the facliity,
as outlined by the comprehensive care plan,
miust-

() Meet professional standards of quality.

monitoring have the potential to be affected by the alleged
deficient practice. A facifity wide audit of resident with
Intake and Output orders was compleied to detenmine if
the resident needed to be on T and O's. "They were
reviewed with the physician and the orders were changed

This REQUIREMENT is not met as evidenced to reflect what monitoring was needed, In the case of %

by: residents with catheters we changed the orders to just !
Based on record review and staff interview, it has \)\ monitor cutpus, _ |
been determined that the facliity falled to ensure \'B : L o
'b 3. The nurses received in-service training on

documnentation of the input or output as ordercd, The

intake and output forms were changed to show a week
view of the intake and output, This was reviewed in the
training, The focus of the training reviewed the need for
the documentation on the flow shezt to be completed each
shift. The nurse needs to ensure the documentatios is
complete prior to the end of the shift, The DNS or
designee will randomly audit the residents on intale
and/or output monitoring is completed,

that residenis receive freatment and care in
accordance with professional standards of
practice relative to following physiciang' orders for
4 of 4 rasidents reviewed for Intake and output
(120}, Resident 1D #s 26, 30, §1, and 104,

Findings are as follows:

According to Mosby's 4th Edition, Fundamentals
of Nursing page 314, "The physician is
responsibie for directing medical freatment,
Nurses are obligated to follow physician's orders
unless they believe the orders are in ermor or
would harm the clients,” ensuring ongoing corpliance.

[ABORATORY DIRECTOR: ER/BUFPLIER REPREBENTATIVES BIGNATURE TiTLE 0«»75 T .
e Jdbwinistater __[o /3 )34

Any deﬁ&famﬁatam;Wnn &n asterisk {*) danctea a deficlancy which the instltution may be exoused fram corresting providing it fs determined fhat
othar sefeguards provid@Sufficlent protaction to the pétients. {See instructiona.) Except for nursing homeas, the findings stated above are disclosable 80 days
following the dale of strvey whether or not & plan of correction Is provided, For nursing homes, the aboves findings and plens of corraction are disciosable 14
days following the dete these documents are mada avaliiable to the facility, If deficiencles are cited, an approved pian of correction 1s requislie io continued
program participation.

4. The results of Intake and/ or Qutput audits will be
reviewed at the Quality Assurance Committee meeting to
ensure ongoing compliance,

3. The Director of Nursing will be responsible for
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Review of the facility's policy and procedure for
"INTAKE AND QUTPUT MONITORING" dated
Aprll, 2015 states In part, “...Intake and Output
will be monitored, as Indicated by the resident's
hydration status, risk for dehydration, and/or per
physician's order...Intake and Output is .
documented for each shift, beginning with the 11
fo 7 shifi...Intake and Output is fotaled daily by
the 3 to 11 shift nurse and the 24 hour totals are
transcribed to the Medication Administration
Record...”

1. Record review revealed Resident 1D #26 was
+ re-admitted to the facity in June of 2024 with

diagnoses inchuding, but not iimited to, ratention
of urine and uropathy {a urinary tract blockage).’

Addifional record review reveals the resident has
a suprapuble catheter (& hollow flexible tube ihat
is used to drain urine from the bladder),

Further recerd review revealed a physician's
order dated 6/13/2024 to document the resident's
1&0 on the paper flow sheet every shift far
suprapubic catheter placement.

Record review of the paper 1&0 flow sheets from
8/4/2024 through 9/10/2024. failed to reveal
evidence that the resident's 1&0s were
documented every shift as ordered for 27 of 36
opportunities, indicating that the facllity was not
aware of the resident's I&0s.

During & surveyor interview on 9/12/2024 at 1:54
PM with the Direclor of Nursing Services (DNS),
she was unable fo provide evidence that the
physician's order to document the resident's (&0
every shiff, for suprapublc catheter piacement, on

FORM Ci8-2687(02-0%) Previeus Verslona Obsclete Evand ity R1JQH Faclity I0: 415110 if continuation eheet Page 2 of 22
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the paper flow sheets were followed.

2. Record review revealed Resident ID #30 was
re-admitted to the facility in September of 2023
with diagnoses including, but not limited to,
chronic kidney disease, uropathy, and heart
fallure.

Additional record review reveals the resident has
a suiprapubic catheter.

Record review revealed a physician's order dated
312012024 to document the resident’s 1&0 on the
paper flow sheet avery shift,

Record review of the paper 1&0 flow sheets from
8/1/2024 through 5/10/2024, falled fo reveal
evidenoe that the resident's 180s were
documentead every shift, as ordered, for 26 of 30
opportunities.

During a surveyor interview on 8/11/2024 at 8:50
AM with Registered Nurse, Staff B, she was
unable to provide evidence that the 1&0s were
documenied. Additlonally, Staff B acknowledged
that the order for 1&0s was not followed.

Diiting a surveyor interview on 6/11/2024 at
approximately 1:30 PM with the DNS, she
ravealed thai she would expect staff to follow the
physician's orders,

3. Record review revealed Resident 1D #61 was
re-admitted fo the facllity in May of 2024 with
diagnoses including, but not limited to, high blood
pressure, and prostatic hyperplasia {a condition in
which the flow of urine Is blocked due to the
enlargement of prostate gland).
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Additional record raview reveals the resident has
a suprapukblc catheter.

Record review revealed the resident has a
physician's order dated 3/20/2024 to document
the resident’s 120s on the paper flow sheet every
shift.

Record review of the paper [&0 flow sheets from
9/1/2024 through 9/10/2024, failed to reveal
evidenca that the resident's 180s were
documented every shift, as ordered, for 30 out of
30 opportunities,

During a survéyor interview on 9/12/2024 at 1:50
PM with the DNS, she revealed that she would
expect staff to follow the physician's orders,

4, Record review revealed Resident 1D #104 was
admitted to the facility in July of 2024 with
diagnoses including, but not limited to, acute
kidney injury and chronic kidney disease.

Record review revealed the resident has a
physician's order dated 8/14/2024 fo monitor
[80s every shift.

Review of the Septamber 2024 Treaiment
Adminisiration Record revealed that staff
documented an amaount of fluld but failed o
indicate if the amounts documented were the
resident's intake or output. Furthermore, staff on
the 11:00 PM-7:00 AM shift falled to document
any amount of 1&0s on the TAR for 9 out of 10
opportunities.

Record review of the paper 180 fiow sheets from
9/1/2024 through 9/10/2024, failed {o reveal
evidence that the resident's I1&0s were

F 668
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documented every shift, as ordered, for 30 of 30
opporiunifies.

During a surveyor intsrview on 9/11/2024 at
approximafely 2:00 Pi with LPN, Staff C, she
was unable to provide evidence that the [8Qs
were documented every shift. Staff C
acknowledged that the order for 1&0s was not
followed.

During a surveyor Interview on 9/12/2024 at
approximately 11:30 AM, with the DNS, she :
revealed that she would expect staff to follow the
physiclan's orders.

F 692 | Nuirltfon/Hydratlon Siatus Maintenance F 692
8S=E | CFR(s). 483.25(gX1)~(3) .

§483,25(g) Assisted nutrition and hydration,
(Includes nasa-gastric and gastrostomy tubes,
both percutaneous endoscopic gastrostomy and
percutaneous endoscopic jejunostomy, and
enteral fuids), Based on a residsnf's
comprehensive assessment, the facllity must
ensure that a resident- '

§483.25(g)(1) Maintains acceptable parameters
of nutritional status, such as usual body weight or
desirable body weight range and slectroiyle '
balence, uniess the resident's elinical condition
demonstrates that this Is not possible or resident
preferances indicate otherwise;

§483.25(g)(2) |s offered sufficient fiuld intake fo
maintain proper hydration and health;

§483.25(g)(3) is offered a therapeutic diet when ‘
there is a nutritional problem and the health care
provider orders a therapeutic diat.
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This REQUIREMENT s not met as evidenced
by:

Based on surveyor observation, record review,
and staff interview, it has been determined that
the facility failed to ensure that residents maintain
acceptable parameters of nutritional status, such
as usual body welight, for 3 of & residents
reviewed for significant weight loss and/or gain,
Resident 1D #s 76, 86, and 104,

Findings are as follows:

Record review of the policy fitled, "Weights," last
revised In August 2015, states in part, "The
follawing residents/patients are welghed weekly
X4 [for four weeks]...Residents/patients with an
MD [doctor] order for weekly welghts... The same
scale should be used for each welghing of a
parficular resident/patient fo ensure consistency
and mora accurate weights.. .All weight loss/gain
of 3 pounds or mare on a resident welghing 100
pounds or fess and weight foas/gain of 5 pounds
or more on a resident weighing 100 pounds or
more requires a reweigh for verificafion. A -
reweigh is done on the same scale with a
licensed nurse present, Weights ars documentad
in the resldent's/patient's medical record and/or
weight baok, if a sighificant weight loss/gain is
identified (> [greater than] 5% In 30 days or >10%
in 6 months), the 1DT [interdisciplinary tearn],
Dietitian, Physician and Family are notified..."

1. Review of Resident |1D #76's record revealed
s/he was admitled fo the faciiity in May of 2021
with diagnoses including, but not limited fo,
Aizhelmer's disease, adult failure to thrive,
dysphagla {difficulty swallowing), and gastrostomy
status (g-tube, an opening from {he abdomen into
the stomach that aliows a feeding tubs to deliver

F 692
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food, fluids and medications directly into the
stomach).

Record review revealed a physician's order o
obtain weekly weights,

Record review revealed the following
documenied weights:

- 8/6/2024 90.5 pounds {lbs.)
- 8/13/2024 90.8 Ibs,

- 9/412024 83,0 Ibs.

- 9/40/2024 80.0 bs,

Record review of the August 2024 Treatment
Administration Record (TAR) revealed that the
order for weekly weights was signed as
completed on 8/20/2024 and on B/27/2024.
Additional racord review failed to reveal evidence
of documented weights for 8/20/2024 and
812712024,

Record review revealed the resident lost 7.8
pounds frorn B/13/2024 to §/4/2024, which is a
slgnificant walght loss of 8.58% in less than one
month. A subseguent weight taken on 9/10/2024
revealed the resident lost an additional 3 pounds,
resulting in a severe welght loss of 11.89% ina
one-month period.

During a surveyor inferview with Licensed
Practical Nurse, Staff D, on 8/12/2024 at 11:12
AM, she revealed that nurses document weights
in the record and note if there are any significant
changes in welght. She indicated she would have
expected the nursing assistant to reweigh the
resident the same day if there was a dlscrepancy,
to verify the accuracy of the weight. if a
discrepancy is identified on the reweigh, she
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indicated that she was not aware of Resident 1D
#76's weight loss an 9/4/2024 or'9/10/2024 and
that she would have contacted the RD and
provider if she was had been aware.

Durlng a surveyor observation In the presence of
Staff D on 9/12/2024 at 11:29 AM, Resldent ID
#76's weight was obtained via mechanical lift
after the surveyor brought this concern to the
faciiity's attention. The resldent welghed 83.5 Ibs.,
which verified a significant weight loss of 7.6% In
approximately one month.

During a surveyor Inferview with the RD on
811212024 at 11:38 AM, she revealed she was not
made aware of the resident's significant weight
loss on 9/4/2024 or 9/10/2024 unti} It was brought
fo her attertion by Staff D shortly before this
Interview,

During a surveyor inferview with the Physiclan,
Staff E, on £/12/2024 at 12:02 PM, he revealed
that he last saw Resident ID #76 on 8/1/2024 or
8/2/2024 and that he and his Nurse Pracfitioner
were hot nofified by the facility of the resident's
welght loss on 9/4/2024 or 8/10/2024 until it was
brought fo his attention shortly before this
interview.

Buring surveyor Interviews with the Director of
Nursing Services (DNS) on 8/12/2024 at 1:04 PM
and at 1:50 PM, she was unable fo provide
evidencs weekly weights were obtained, as
ordered, on 8/20/20244 and 8/27/2024. She also
revealed that following a weight change of 3
pounds or more for a resident who is under 100
pounds, she would expact that a reweigh would

1, 1, Resident ID #76 had a reweight obtained on

9/12/2024 as stated and the MD ahd dietician was notified
as stated.

2. All residents with weskly weight orders have the
potential to be affocted by the alleged deficient practice,
A t:acility wide audit of residents who have weekly
weights orders wes completed to ensure that the weights
were obiained, reweights were done, if applicable,
reviewed by the dietician and if & weight loss was
identified the MD was notified,

3. The Nurses received in-service fraining on the weight
polioy. This training focused on obtaining weights as
ordered, rewsights per policy if applicable, notifying the
distician end MD if weight loss was noted and
documenting in the progress notes. The DNS or designee
will complete audits of the residents with weekly weight
orders to ensure that the weights are obtained, reweights
dons if applicable and dietician and MD were notified,

4, The results of the Weight Andits will be reviewed at

the Quality Assurance Committes meeting to ensure
ongoimg compliance,

5. The Director of Nursing is responsible for ensuring
ongoing compliance, '

ow
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would then contact the Registered Digtitlan {RD)
and the resident's provider, Additionally, she

o

1
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she revealed that she wolld expect that the RD
and the Physician to have been notified following
the resident's significant weight loss on 9!4!2D24
and 9/10/2024,

2. Record review revealed Resident 1D #96 was
admitted to the facility in October of 2023, with
diagnoses inciuding, but not limited fo,
post-traumatic stress disorder, bipolar disorder,
and anxlety disorder.

Record review of a document titled "Nudriion
Evaluation” dated 7/8/2024, revealed the
resident's welght was "...160.4 [lbs.] up 16.9% In
the past six months. This was not planned,
[Weight] gain was anticipated with pravious
supplement, but this amount of welght gain was
not anticlpated.. [welght] loss is anticipated.”

Review of the "Weight Summary" revealed on
7/16/2024 the resident welghed 157.4 Ibs. and on
81512024 sihe welghed 174 Ibs,, Indicating a 16.6
fb. weight gain, a significant gain of 10.55% in
less than 30 days. Additionally, the resident was
welghed on 9/1/2024 and the weight obtained
was 2lso 174 jbs,

Record review falied to reveal svidence that a
reweigh was obtained on 8/5/2024 per the facility
policy.

During a surveyor interview on 9/12/2024 at 9:52
AM with the Nurse, Staff F, she revealed that’
wolghts are dons by nursing essistants and ifa
weight reveals an increase or decreass of 3 Ibs.,
a reweigh is indicated, and the changes in
welghts are documented and reported to the

physlclan or nurse practifioner, Staff ¥, was
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be completed to varify the weight. Additionally,

@\ﬁ

1, Resident ID # 96's reweight was obtained as stated.
* The NP was notified of the resident's weight gain with no
now orders. Residents do not wish to be on any type of
diet.

2. All residonts have the potential to gain weight from
month to month. A facility wide audit of resident’s
weights as completed to determing if there were any other
residents that have had a weight gain to defermine if the
dietician and MD was notified of the gain.

3. The Nurses received in-service trammg on the weight
policy with & focus on weight gains réquiring reweight, ;
notification to the dietician and MD, and documentation ;
of notifieation. Tho DNS or designee will run & Weight
Variance repott to zudit the weights monthly fo ensure

that weight gains are reviewed for rewsight, dietician and
MD notification.

4, The rezults of the Weight Variance Audit will be '
submitted to the Quality Assurance Committes to ensure
ongolig compliance.

5. The Director of Nursing i responsible for ensuting
ongoing compliancs.

10 ]ill(f)}\
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unabhle to provide svidence that the
above-mentioned waights obtalned were
documented and reported, per policy,

During a surveyor Inferview on 8/12/2024 at 10:03
AM with the Nurse Praciitioner, Staff G, she
revealed she was nof aware of the resident's
weight gain,

During a susveyor interview on 9/12/2024 at 11:41
AM with the RD, she revealed that she was not
aware of Rasident 1D #08's significant weight
aain,

3. Record review revealed Resident 1D #104 was
admitted to the facllity in July of 2024 with
diagnoses Including, but not limited to, dlabetes
meliitus, acute kidney injury, and chronic kidney
disaase.

Review of the "Weight Summary” revealed the
resident's weight was 248.3 Ibs, on 8/6/2024 and
231.2 Ibs, on £/1/2024, indicating & 17.1 1.
weight loss in less than a month.

Record review failed lo reveal evldencé that the
reweigh was obfained, per the facllity policy, on
8/1/2024.

During a surveyor interview on 912/2024 at 11:46
AM with the LPN, Staff C, she was unable provide
avidence that the reweight was obtalned on or
after 9172024,

During a surveyor interview on 9/12/2024 at 12:21
PM with the DNS, she revealed that the reweigh
should obtained within the next day. She
acknowiadgad the welght was not cbiained per
the facility's policy.

MD notification.

ongoing complience,

ongoing compliance,

3. L. Resident ID # 104 had a rewei
I ght done on
9/12/2024. Residents NP was notified of weight change,

© 2, A0 reside_nts have the potentisl to be affected by the
a]le'ged t’inﬁci'ent practice, A facility wide audit of
resident’s weights as completed to determine if thore were

any other residents that have had a weight foss to
determine if the distician and MD was notified of the loss,
y‘ 3, The Nurses received in-service training on the weight
t‘], policy W‘Eth a focus on weight fogs requiring reweight,
l " notification to the dictician and MD, and documentation
of nptiﬁcation. The DNS or deginee will run a Weight
Vanangc report fo audit the weights monthly to ensure
that weight losses are teviewead for tewelght, dictician and

4. The results of the Weight Variance Audit will be
submitted to the Quality Assurance Committes to ensure \

5. The Director'ot Nursing is responsible for ensuring !

o
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During & surveyor interview on 8/12/2024 at 1251
P with the RD, she revealed sha would expact
staff to reweigh the resident after a significant
weight change.

Tube Feading Mgmt/Restore Eating Skiils
CFR(s): 483.25(a)(4)(5)

§483.25{(g)(4)-(5) Enteral Nutrition

(Includes naso-gastric and gasfrostomy tubes,
both percutaneous endoscopic gastrostomy and
percutanecus endoscopic jejunostomy, and
entaral fluids). Based on a resident's
comprehenslve assessment, the facittty must
ensura that a resident-

§483.25(g)(4) A resident who has heen able to
eat enough alone or with assistance s not fed by
enteral methods uniess the resident's clinical
condition demonstrates that enteral feeding was
clinically indicated and consented to by the
resident; and

§483.25(g)(5) A resident who Is fed by enteral
means recelves the appropriate treatment and
services to resfore, if possible, oral eating skills
and to prevent compiications of enteral feeding
including but not fimited to aspiration pneumonia,
diarrhea, vomiting, dehydration, metaboelic
abnormalities, and nasal-pharyngeal ulcers.

This REQUIREMENT is not met as evidenced
by:

Based on surveyor observation, record review,
and staff interview, it has been defermined that
the facility failed to ensure that residents who are
fed by a feeding tube receive the appropriate
treatment and services to prevent complications
for 1 of 2 residents reviewed relative to a

F 682

F 893
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211712024 {o elevate the resident 30-45 degrees

.| not elevated to a position of at least 30 degrees

gastrostomy tube (G-tube, which is a surgically
placed device used to glive direct access to the
stomach for supplemental feeding, hydration ar
medicine), Resldent [D #76.

Findings-are as follows:

Review of the policy titled "Enteral Feeding" dated
Aprll 2015 states in parl, "PROCEDURE.. Elevate
head of bed 30-45 degrees..."

Recard review revealed the resident was
re~-gdmitied to the facllity In February of 2024 with
diagnoses inciuding, but not limited fo, dysphagia
(difficulty swallowing} and Alzhelmer's disease,

Record review revealed a physician's order dated

at all times during feeding and for one hour after
gravity feeds or resident must be elevated at all
{imes with continuous feeding,

Further record review revealed a physician's
order dated 8/1/2024 fo recelva Nepro Carb
Steady (a therapeutic nutrition specifically
designed to help meet the nuiritional needs of
people with chronic kidney disease) 237 milliliters
via g-tube four times a day at 8:00 AM, 1:00 PM,
5.00 PM, and 9:00 PM.

During a continuous surveyor observatioh on
9/112024 from 8:57 AM through 8:17 AM, if was
revealed that the resident's head of the bed was

for one hour after receiving his/her therapeutic
nutrition.

During a surveyor interview on 9/11/2024 at 8,17
AM with Licensed Practical Nurse, Staff H, she
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1. Resident ID # 76 HOB was elevaied 30 -40 dogrees
after receiving the G-tube bolus on ali other observations
during survey.

2. All residents receiving G-tube feedings have the
potenitial to be affected by the same alleged deficient
practice, A facility wide audit was conducted to
determine a list of residents receiving G-tube feedings

- with ordess to keep HOB elevated 30- 45 degress.
Observations were then conducted to ensure the HOB was
elevated as ordered,

3. The Nurses teceived in-service training on the Enteral
Feeding Policy, This training reviewed the deficicncy and
focused on following the MD orders to keep the FIOB
clevatad 30-45 degrees after feeding if applicable and

. ordercd. The DNS or designee will randomiy audit the
HOB elevation on residents with orders for HOB fo be
elevated per MD ordert on residents recelving enteral
feedings.

4, The results of the Weight Variance Audit will be
submitted to the Quality Assurence Committes to ensure
ongoing compliance,

5. The Dircctor of Nursing is responsible for ensuring
ongoing compliance.
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revealed that the resident completed his/her
therapeutic nidrition at approximately 8:30 AM
and acknowledged that the resident's head of the
hed should have been efevated at least 30 -
degrees, as ordered,

During a surveyor interview on 9/11/2024 at 2:38
PM with the Director of Nursing Services, she
acknowledged that the resident's head of the bed
should have heen elevated o 30-45 degrees for 1
hour after receiving hisfher therapeutic nutrition, :
F 698 | Trauma Informed Care F 698
SS=F | CFR(s): 483.25{m}

§483.25(m) Trauma-informed care
The faciiity must ensure that resldents who are
fraiima survivors receive culfurally competent,
frauma-informed care in accordance with
professional standards of practice and accounting
for residents' experlences and preferences in
crder to efiminate or mitigate triggers that may
cauge re-tfraumatization of the resident.
This REQUIREMENT is not met as gvidenced
by:
Rased on surveyar observation, record review,
and staff Interview, i has been datermined that
the facility falled o ensure thet rasidents who are
trauma survivors recelve culturally competent,
trauma-informed care, in accordance with
professional standards of practice and accounting
for residents' experiences and preferences, in
order to elfiminate or mitigate triggers that may
cause re-traumatization for 1 of 1 resident
reviewed, relative to a resident with history of post
gaumatlc stress disorder (PTSD), Resident 1D
96,

Findings are.as follows:
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Record review revealed the resident was
admitted 1o the facility in Oclober of 2023, with
diagnoses including, but not limited to, PTSD,
bipolar disorder, and anxiety disorder.

Review of the Minimum Data Set (MDS)
assessment dated 7/8/2024 revealed a Brief
Interview for Mental Status score of 14 out of 15,
indicating intact cogriltion,

Review of a document tiled "Social Service
Trauma-informed Care Scresning Too!" dated
10/3/2023, revealed a series of 7 questions
deslgned to identify a resident with a history of
trauma. Question number 2 asked if the resident
had ever experienced any of the following:
serious accident, sexual or physical assault, life
threatening iliness, natural disaster, or violent
loss of & family member or close friend, and the
rasident answered “yes." Further review of this
document falled to identify precisely what type of
trauma the resident had experienced, or resident
preferences to ba implemented, in order to
eliminate or mitigate triggers that may cause
re-fraumatization of the resident.

Record review on 9/9/2024 at approximately 1:00
PM, failed to raveal evidence that the facility
completed an assessment or used a multifaceted
approach to identify the resident's history of
frauma as well as histher preferences that include
the triggers (defined as a psychologlcal stimulus
that prempts recall of a previous traumatic event,
even if the stimulus Itself is not traumatic or
frightening), that may be stressors for him/her,

During surveyor Interviews on 9/9/2024 at 1:20

PM, and 6/11/2024 at 8:08 AM, with the resident,
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L]

1, Resident ID # 96 was recvaluated by the social worker
and the resident still did not wish to disclose whet the
frauma was or triggers that may re-iraumatize the
resident. A progress note and care plan update was writfen
to document residents preference not 1o divulge
information end no triggers were identified.

2. All residents with the diagnosis of PTSD have the

potential to be affected by the same alleged deficient

practice, A facility wide sudit of residents with a

diagnosis of PTSD to ensure a Trauma Informed

Evaluation wes completed. An evaluation of information [
on the evaluation was done to determine if the resident

shared event or triggers. A progress note was writtenfo |
support a review of the assessment and care plan. )

3. The Social Worker received in-service training on the
Trauma Informed Care Policy. The training focused on
ensuring if the resident identifies a trauma in the past we
documient if the resident does not wish to discuss or
divulge this information or triggers. This information
needs to be documented in both a progress note and care
plan, The sogiat worker or designee will complete an
audit on new admissions to determing if the resident

"identified a history of past trauma and if the resident

wishes to divilge the event and triggers, that a progress
note was written and care plen updated with that
information.

4. The results of the Trauma Informed Care Audit will |
be submitted to the Quality Assurance Committee to
ensure ongoing compliance. |

5, ‘The Director of Social Services is responsible for
ensuring ongomg compliance.

=
e

1
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sihe was noted to avold making eye contact with
the surveyor when speaking. Additionally, sthe
indicated that sthe was willing o participate ina
conversation regarding her care.

During a surveyor inferview on 9/9/2024 at 1:20

PM with the Medication Technician , Staff N, she
revealed that she was unaware of the resident's
history of tratsma ot his/her pofential triggers.

Ditting a surveyor interview on 9/11/2024 at 11:53
AM with Licensed Practical Nurse (LPN), Staff A,
she indicated that she was unaware of any
triggers the resident may have.

During a surveyor interview on 8/12/2024 at 8:52
AM with the LPN, Staff F, she indicated that she
was unaware of the resident's history of trauma
or histher potential triggers.

Buting a surveyor interview on 9/11/2024 at 12:05
P with the Social Worker, Staff 1, he was unable
to provide evidence that a comprehensive
assessment was completed to ldentlify the nature
of or the triggers for the resident's trauma, to
eliminate or mifigate triggers that may cause
re-fraumatizafion fo the resident.

Racord review of a document titled "Optum
Behavioral Health Advaneced Practice Clinfcian
[APC] Follow Up" dated 8/5/2024 revealed a
recommendation to obtain the resident's
outpatient psychlattic records to confirm history or
diagnoses and prior treatments,

During an additiona! interview with Staff | on
9/42/2024 at 12:18 PM, he indicated that he was
unaware of the recommendation from Optum

Behavioral Health APC dated 8/56/2024 to obtain
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the resident's outpatient psychiatric records, -
During a surveyor interview on §/12/2024 at 10:25
AW, with the Director of Nursing Services, she
indicated that she would expect a completed .
Trauma-informed Care Assessment that Identifies
the nature of the trauma for resldents with &
diagnosis of PTSD. .
F 880 | Infection Prevention & Canfrol F 880
S9=F | CFR(s): 483.80(z)(1)(2){4)(e)(f)

§483.80 infection Control

The facility must establish and maintein an
infection prevention and cantrol program
designed to provide a safe, sanitary and
comfortabla environmenti and io help prevent the
devalopment and fransmission of communicable
dlseases and infactions,

§483.80(a) Infection prevention and control -
pregram.

The facilty must establish an infection prevention
and confrol pragram (IPCP) that must include, at
a minimum, the following slements:

§483.80(a){1} A system for preventing, identifying,
reporting, investigating, and controlfing Infections
and communicable diseases for all residents,
staff, volunteers, visitors, and other Individuals
providing services under a contractual
arrangement hased upon the facilily assessment
conducted according to §483.71 and following
accepted natlonal standards;

§483.80(a)(2) Written standards, policles, and
procedures for the program, which must include,
but are not limited to:’

(i) A systermn of survelllance designed to identify
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possible communicable diseases or

infections before they can spread fo other
persons in the facility;

{ii When and to whom possible incldents of
communicahie disease or infactions should be
reported;

(i) Standard and fransmisslon-based precautions
to be foliowed fo prevent spread of infections;
{viwhen and how isolafion should be used fora
resident; Including but not limited to;

{A} The type and duration of the Isolation,
depending upon the Infactious agent or organism
involved, and

{B) Arequirement that the isolation should be the
loast restrictive possible for the resident under the
circumstances,

{v) The circumstances under which the facility
must prohibit employees with a communicable
disease or infected skin lesions from diract
contact with residents or their food, if direct
contact will transmit the disease; and

{(viYThe hand hygiene procedures to be followed
by staff involved In direct resident contact,

§483.80{a)(4) A system for recording incidents
identified under the facility's IPCP and the
corrective actions taken by the facility.

§483.80{e) Linens,

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

§483.80() Annual review,

The facliity will conduct an annual review of Its
IPCP and update their program, as necessary.
This REQUIREMENT Is not met as evidenced
by: '

Based on surveyor observation, record review,
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and staff interview, it has been determined that
the facllity failed to maintain an infection
prevention and control program fo help prevent
the transmisslon of communicable diseases and
infactions by falling to implement appropriate
precautions, documentation of follow-up activity in
response and comply with state and local public
health authority requirements for dentification,
reparting, and containing communicable diseases
and outbreaks. Furthermore, the facility failed to
don [puf on) the required Personal Profective
Equipment (PPE} prior to entering resident rooms
that required precautions for 1 of 2 units
reviewed,

Findings are as follows:

1. Review of a facility policy titled, "Ri
CORONAVIRUS (COVID-19) exposure” states In
part, "This facliity follows the professional
standards and recommendations set forth by the
Center of Disease Confrol [CDC], CMS [Centers
for Medicare and Medicaid Servicas] and state
health care agencles reganding coronavirus,,. The
facility will actively screen all employees, vendors,
and dellvery personne! upon enirance o the
facility during outbreak periods... The faclity will
monitor resldents for COVID-19 symptoms dally
and will Increase monitoring to QS [every shift] on
affected units during an outbreak...The facility will
follow all CDG and State specific guidance for
vaceinations and testing...All residents will be
screenad for COVID-18 symptoms daily..."

Upon surveyor entrance fo the facllity on 9/9/2024
at approximately 8:00 AM the survey team was
Informed by the Receptionist, Staff O, that the
facllity Is experiencing a COVID-18 outbreak. The
survey team was not screened for COVID-19 and
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Continued From page 18
was directed to the conference raom.

Surveyor observations between 9/8-9/11/2024
and record review, fallad to reveal evidence that
employees and/or visitors were screened for
COVID-19 symptoms upon entering the bullding
per the local public health authority
recommendations.

During a surveyor intarview on 9/10/2024 at 9:15
AM with Nursing Assistant (NA), Staff K, NA Staff
£, and the unit secretary, Siaff M, they indicated
they have not been screened for signs and
symptoms of COVID-18 upon entering the
building for the last several weeks.

During a surveyor Inferview on 8/6/2024 at
approximately 9:00 AM with the Director of
Nursing Services (DNS), she revealed that during
an outbreak, it Is the facllity's policy to foliow the
recommendations provided by the CDC and the
locat public health authority, She further revealed
that the local public heaith authority was
contactad via email on 9/1/2024 relative fo the
facility's COVID-19 outbreak,

During a surveyor telephone interview on
9/10/2024 at approximately 10:29 AM with the
local public health authority, they Indicated the
following recommendations were given to the
facility In response to the faciity's COVID-18
cutbreak through email correspondence on'
8/1/2024:

- Screen visitors and employess for signs and
symptoms of COVID-19 upen entering the
bullding

- Al staff to wear a N9 in the resident care areas
- COVID-19 testing two times a week for staff and

F 880
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residents

- Monitor residents for slgns and symptoms of
COVID-19

Record review of an undated facility document
titled, "Residents” revealed a list of 21 residents
who tested positive for COVID-19 from 8/1/2024
through 9/8/2024.

Record review failed to reveal evidence that the
facility's staff were being tested for COVID-18
fwice a week per the recommendations.

Record review revealad Resident 1D #71 tested
positive for COVID-19 on 9/6/2024,

Asurveyor cbsarvation on 9/9/2024 at 11:28 AM,
revealed that NA, Staff J, was wearingtwo
surgical masks and not a N85 mask upon
entering Resident ID #71's room,

Further observation revealed Resident 1D #71
had an isolation cart outside of the room with a
droplet/contact precaution sign that states in part,
“Isolation Droplet/Contact...clean
hands...gowns...N95 Respirater,..Eye protection
{goggles or face shigld)...Gloves..."

During an interview following the above
ehservation with Staff J, she acknowledged that
Resident {D #71 was positive for COVID-19 and
that there was a sign indicating the proper PPE
use which includes a N85 mask. Staff J
acknowledged that she was not waaring a N5
mask when sha entered Resident [D #71's room,

During a surveyor interview on 8/10/2024 at 12:27
PM with the Regional Director of Clinlea! Services
in the presenca of the Regional Director of
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{nfection Control, the infection Preventionist, and
the DNS, she acknowledged that the facillty was
not following the facllity policy, or the
recommendations provided by the public health
aufhority ta screen visitors and employees for
signs and sympfoms of COVID-18, Additionally,
she could not provide evidence that the staff were
being tested for COVID-18 twice weekly.

During a surveyor interview on 8/10/2024 at
approximately 2.00 PM with the DNS, she was
unabls to provide evidence that the facility
imptemented appropriate pracautions to prevent
fusther transmission of the iliness, as well as
documentation of foliow-up activity in response,
and comply with state and local public health
authority requirements for identification, reporting,
and containing COVID-19,

2. Review of a facllity policy fitled, "Enhanced
Barrer Precautions Policy” states in part,
*Enhanced barder precautions (EBP) require the
use of a gown and gloves for certain residents
during specific high-contact resident care
activities in which there Is risk for fransmission of
multidrug-resistant organisms. High-contact
resident care activities include bathing/showering,
providing hyglene, dressing, transferring, linen
changes..."

Record review revealed that Resident iD #104
was admitted to the facility in July of 2024 with
diagneses including but not limited fo, diabatas,
hyperlipidemia, and Methiclliin-resistant
Staphylococous aureus (MRSA, a type of
infection resistant to several antibiotics).

Recard review revealed the resident has a
physiclan's order dated 8/14/2024, which states
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L. 1. The facility implemented & soreening ool to sereen
visitors and employees for signs und symptoms of Covid-
19, The facility hes been testing the staff per
recommendations from DPH using a testing form to
identify testing was completed, The facility entered .
orders on the effected units to monitor residents for

symptoms, DIB‘{E
2. All residents have the potentisl to be affected by the \ ,

nlleged deficient practice. The facility reached out to the
Infection Prevention and Control Field Team with DPH to
do & facility wide assessment of the facilities Covid
outbreak practices and policies on 9/17/2024. The IPCET
came back to the facility on 9/18/2024 and 9/27/2024
from 12 o 4 pm o complets fraining on PPE doffing and
dontiing end N95 usc open to all staff at the facility,

3. The nussing staff received in-service training on the !
Covid -19 policy and N-95 usc, The DNS or designee

will randomly complete unit rounds to audit fot

compliance with precautions including proper N-95 use.

4, The results of the Covid -19 Precaution /N95 Audit
will be submitted to the Quality Assurance Committee to
ensure ongoing compliance.

5. The Director of Nursing is responsibie for ensuring
ongoing compliance.
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enhanced barrier precautions related to history of
MRSA. ,
2. 1. The students received immediate education at the
During a surveyor obsarvation on o/1/2024 at time of identification related to Enhanced Barrier
approximately 9:05 AM, two nursing students, Precautions and ths requirement to wear gowns and
Students 1 and 2, were cbserved assisting gloves, _ : 4
Resident ID #104 changa his/her hospital clothes 2. All residents that are on Enhanced Barrier Precautions  + ‘3
and assist himiher to transfer to a wheslchalr, iave the pofential t be affected by the same alssed \(9
The students then chajnged the |:e5tdents‘ linens defioient practice. A facility wide audit of those residents
and brought the dirty linens ouiside of the room. identified as being on Enhanced Batrier Precautlons was
completed to ensure approprinte signage was posted.
the abow dents faile )
E)u\]::grg —_— e observation both stu failed 3. The nursing students received education on follewing
g . - precaution signs that are posted througheut the facility
. } [3 which identify what PPE is needed while caring for a
Further surveyor observation of the signage lD resident on precautions of any kind. The DNS or a
posted on the resident's door revealed in pari, designeo will randomly audit residents on Enhanced
*Enhanced Barrier Precautions; Attention; ?E:;‘rlel: ngﬁmmns to ensure the staff and/ or students are
Caregivers, staff and visitors...Wear gloves and a.- - Tellowing the PPE roquirements when providing care,
gown for‘”,’_e following High-Contact Resldent 4, The results of the Enhanced Barrier Precaution PPE
Care Activities: Agdit will be submitted to the Quality Assurance
Committee to ensure ongoing compliance.
Dressing . i
. 3. The Director of Nursing is responsible for ensuring . |
Bathing/Showering ongoing compliance, 5o
Transferring
Changing linens...”
During a surveyor Interview on 9/11/2024 with
Student 1 at 8:08 AM, and Student 2 at 9:14 AM,
they hoth acknowledged that they failed to wear a
gown.
During a surveyor interview on 8/11/2024 at 12:27
P with the Infection Preventionist in the
prasence of tha DNS, she stated that she would
expect for staff and visltors to foliow infection
conirol practices and wear all required PPE to
enter rcoms under isolation precautions.
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E 000 | Inltial Comments

An Emergency Preparedness Survey was
conducted by the Center for Health Facilities and
Reguiation. The faclity was in compliance with 42
CFR §483.73 relafed o Emergency
Preparedness.

No Emergency Praparedness deficlencles wara
identified during the survey.

E 000
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TITLE

(X8) DATE

Any deficiency statement ending wih an asterisk (*) denoles a deficiency which the fnstiution may be excused from correcting providing it Is detarmined that
other safaguards provide sufficient protection to the patients, (See instructions.) Except for nursing homes, tha findings steted ahove ara disclossble 90 days
fallowing the date of survey whather or not a plan of correction is provided. For nursing homes, the above findings and plans of corraction are disciosable 14

days following the date thess documents are made available to the facility, I deficlencles are ciled, an approved plan of sorra

pragram participation.

ction is requisite to continued
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Cooking Facilities

Operations, unless:

or

18.3.2.54, 19.3.2.54.

cortidor.

18.3.2.5.5,9.23, TIA12-2

Cooking equipment is protected In aceordance
with NFPA 88, Standard for Ventilation Control
and Fire Protection of Commercial Gooking

* residential cooking equipment {i.e.; smali
appliances such as microwaves, hot piates,
toasters) are used for focd warming or limited
cooking in accordance with 18,3.2.5.2,
* copking faciitles open to the corrider in smoke
compartments with 30,or fewer patienis comply
with the conditions under 18.3.2.5.3, 18.3.2.5.3,

* cooking facilities in smoke compartments with
30 or fewer patients comply with conditions undet

Cooking facilities protected according to NFPA 96
per 9.2.3 are not required to be enclosed as
hazardous areas, buf shail not be open o the

18.3.2.5.1 through 18.3.2.5.4, 19.3.2.5.1 through

18.3.2.6.2
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The annual Federal Life Safety Code survey was
conducted by the State Survey Agency.
Oakland Grove Health Care Center was surveyed
pursuant to the National Fire Protection
Association 101 Life Safety Code, 2012 Edifion
as referenced in 42 CFR 483.90 (a - d) Physical
Environment.
Life Safety Code deficiencies were identified
during the survey.
K 324 | Cooking Faclliies K324

LABORATORY DIRE : ER/SUPPLIER REPRESENTATIVE'S SIGNATURE
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other safeguards provid

St haifor 1A

Any deficlency stﬁemzwe@teﬁsk () denotes a deficiency which the Institulion may be excused from correcting providing i is determinéd that

foflowing the date of 5

ienil protection to the patlents. {See instructions.) Except for nursing homes, the findings stated above are disclosabla 90 days
whather or not a plan of comection |s provided. Fer nursing homes, the above findings and plans of correction ara disclosable 14

days following the date these documents are made avallable to the facility. 1 deficlencies are clited, an approved plan of correction is requisite to continued

program participafion.
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This REQUIREMENT s not met as evidenced
by:

Based on record review and staff inferview, i has
bean determined that the facility failed to maintain
the kitchen's hood suppression syster in
accordance with Nafional Fire Protection
Associafion (NFPA) 101 Life Safety Code 2012
Edition section 9.2.3 and NFPA 86 Standard for
Ventilation Cantrol and Fire Protection of
Commercial Cooking Operations 2011 Edition
section 11.2. This deficient practice has the
potential to impact 109 of 109 residents, as well
as an indeterminable number of staff and visitors,

Findings are as follows:

Record review of NFPA 96 Standard for
Ventliation Control and Fire Protection of
Commercial Cooking Operations 2011 Edition
section 11.2 states in part, "...11.2.1*
Maintenance of ihe fire-extinguishing systems
and listed exhaust hoods containing a constant or
fire-activated water system that is listed to
exiinguish a fire in the grease removal devices,
hood exhaust plenums, and exhaust ducts shall
be made by properly trained, qualified, and
certified person (s) acceptable to the authority
having jurisdiction at least every 6 months."

Record review of the main building's kitchen
suppression system service reports revealed that
it was last serviced on 8/19/2023, a span of 14
months between servicing.

During & surveyor interview with the Administrator
and Regional Maintenance Director on 9/10/2024
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at 11:00 AM, they acknowledged that the kitchen
suppression system had exceadec_! the B8-month !, There were no residents identified in this deficicncy.
time requirement for the suppression system to : P
be servicad. 2. The facility has scheduled the kitchen suppression { U & 9—
system servicing on 5/19/2024, _
3. The facility placed the kitchen suppression system
servicing on a preventative maintenance schedule cvery 6

3\?‘{ months o ensure ongeing compiiance.

4, The Maintenance Director is responsible for ensuring
engoing compliance.
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