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California Departmient of Public Health during an provider of the truth of the facts
al;:b._r?via.tgd.,.uwﬁy for the investigation of alleged or the Preparation and/or
Comp_l_al_nt #CA@0737950 : | : execution of this Plan of conclusions
Re presentlng th eDepartment of Public Health: set forth on the Statement of
Health Facilities Evaluator Nurse, 29825 . Deficiencies. This Plan of Correction is
L . L . - prepared and/or executed solel
The inspection was limited to the specific facility | E i fo by the provisi ’
reji\p_rte@;!_iﬁddent_,inyestigat_ed and dOQS not ecause itis required by the provisions
represent the findings of a full ingpection of the of Health and Safety Code Section
facllity. L 1280 and 42 CFGR 483 et seq.”
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483,10(g)(14)()-(vX15)

ation of Changes.
niediately inform the resident;
esident's physician; and notify,
1is or hér authority, the resident
je(8) when'there is-
t involving the resident which
| has the potential for requiring

h i the rpéident’é physical,

mehtal, or.psychesocial status (that is, a

|:detarioration in health, mental, or psychosocial
status in élther life-threatening conditions or

clinical complications); , _

| (C) Anéed to alter treatment significéntly (that is,

a need to discoritinue an existing form of

| treatment due to adverse consequences, or to

commence a new form of tréatment); or
(D) A detision to transfer or discharge the
resident from the facility as specified in
§483.15(c)(1)(i). By |
(ii) When making nofificétion under paragraph (@)
(14)(i) of this secti fagility must ensure that

_ F580 NOTIFY OF CHANGES
Corrective  Action . for Resident
. Affected: '

j Potential to be Affected:

No corrective action could be taken in
this finding as the notification period
had passed

Identification _of _Residents with

Residents with a change of condition
have the potential to be affected by this
finding.

n /14 Y/
LABORATORY DIRECTOR‘W/?W@NTATNES SIGNATURE / % / M /(”II”TE . ?//3 / /Z/ } {X8) DATE

Any deficiency statermgrit ending wj j #rid( (*} denotes a deficiency which the institution may e excused from comecting providing it is determined that
s ac

h
other safeguards ide cient pr n to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date"df surveywhetlier or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deflclencies are cited, an approved plan of correction is requisite te continued

program participation.
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.| State law or regulations as specified in paragraph

all pertinent information specified in §483.15(c)(2)
is available and provided upon request to the
physician.

(iii) The facility must also promptly notify the
resident and the resident representative, if any,
when thére is-

{A) A change in room or roommate assignment
as specified in §483.10(e)(6); or .

(B) Achange in resident rights under Federal or

(e){10} of this section.

(iv) The facility must record and periodically
update the address (mailing and email} and
phone number of the resident
representative(s). .

§483,10(g)(15)
Admission to a composite distinct part. A facility
that is a composite distinct part (as defined in .
§483.5) must disclosé in its admission agreement
its physical configuration, including the various
locations that comprise the composite distinct
part, and must specify the policies that apply to
room changes between its different locations
under §483.15(c)(9). _

This REQUIREMENT is not met as evidenced
by:

Based on interview and review of facility
documents, the facility failed to ensure the
physician was notified when one of three sampled
residents (Resident 1) in a census of 22, had a
change of condition.

This failure increased the risk that Resident 1
would not have a timely intervention to attain his
highest practicable physical well being.

Findings:

All licensed nurses were inserviced on
the of  Physician
Notification. Even in thisinstance when
local physicians were here diagnosing
COVID among the residents’ enmasse,
assigned physician needs to be noted in
the medical record as notified. The DNS
or her designee will audit COC to ensure
notification of the physician is noted in
the residents’ medical record. )

importance

Monitoring _measures and _ Staff
Responsible for Monitoring:

Facility will perform quarterly audits for
next three months (Sept, Oct, Nov) to
audit that physicians are notified of
change of condition and it is
documented in the medical record. If
no additional issues are identified and
at the of the QAP

discretion

"committee, these audits will be
performed as needed.

Director of Nurses is responsible to
ensure the integrity of this plan of

correction.
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F 580 | Continued From page 2 ' F 580
Resident 1 was admitted to the facility in 2018 _
with multiple diagnoses which included a bowel
obstruction and lung disease. :

During a review of Resident 1's Minimum Data
Sef (MDS, an assessment tool), datéd 1/1/21, the
MDS indicated Resident 1 was alert and oriented,
able to make his néeds known, and réquired
limited to extensive assistanice with his activities
of daily living (ADLs). ' :
During a review of Resident 1's care plan titled, -
"Colostomy [with] history of Bowel Obstruction,"
dated 11/13/19, the care plan indicated, "Notify
Physician of any [changes] of goncerns..."

During a review of Resident 1's, "Nurses Notes,"
dated 1/1/21, the notes indicated, "Abd

| [abdominal] pain...02 [oxygen] level low..” There
was ho documented evidence the physician was -
notified.

During a review of Resident 1's, "Nurses Notes,”
dated 1/2/21, the notes indicated, "Distended
stomach...vomited X5 [5 times] early in the
morning...is on 3.5 L [liters] of oxygen... ‘
[temperature] 99.2..." There was no documented
evidence the physician was notified.

During an interview on 6/9/21, at 9:07 a.m,, with
Licensed Nurse (LN) 1, LN 1 was asked what
would be done if there was a rapid decline in a
resident’s condition and the resident didn't want to
go to the hospital and LN 1 stated, "We'd notify
the RP [Responsible Party], MD [physician]...".

During an interview on 8/9/21, at 12:15 p.m., with
the Director of Nurses (DON), the DON was
asked what her expectations were when a
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Continued From page 3

resident had a change of condition and the DON
said, "I'd expect [the] nurse fodo a
focused...assessment as soon as possible. We'd

notify the physician..."

During a réview of a voice mai from Physician 1
on 7/30/21 at 9:25 a.m., Physician 1 reviewed his
notes and indicated Resident 1 was seen [in the.
daytime] on 12/30/21 and doing OK. There was
another visit by a provider on 12/31/21 which
included an exarhination of the abdomen and -
was, "pretty benign." The change of condition,
"must have happened overnight with new
abdominal pain, niauséa and vomiting...My first
responge for the nursing staff would be to call the
MD, call 911 directly or thé on-call physician...or
tell thef to go o the ER [Emérgency Room]..."

During an interview on 8/3/21, at 2:50 p.m. with
LN 5, LN 5 was asked about Resident 1 and said,
"[Residerit 1] had a heffiia in his abdomen. ft was
getting distended...| don't remaniber him
vomiting. I so, I'd asséss, check his abdomen
and call the doctor to see what he'wanted me to
do...I don't rememiber if | called the doctor that
night when he vonited..." ‘

| During a review of the facility policy and

procedure titled, "Change in a Resident's
Condition or Status," revised 5/17, the policy
indicated, "The nurse will notify the resident's .
Attending Physician or physician on call when
there has been a...significant change in the
resident's physical...condition...need to alter the
resident's medical treatment
significantly...repetitive refusal of treatment...need
to transfer the resident to a hospital..."

Care Plan Timing and Revision

F 580

F 657
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| (iiy Prepared by an inferdisciplinary team, that

CFR(s): 483.21(b)(2)(1)-(iil)

§483.21(5) Comprehensive Care Plans
8483.21(b)(2) A comprehensive care plan must

be-

() Developed within 7 days after corripletion of
the compr '

hensive assessment.

includes but is not limited to-

(A) The attending physician. '

(B} A registered nurse with responsibility for the
resident. :

(C) Anurse aide with respansibility for the
resident.
(D) Ame

iber of food and riu_tri_tjon services staff.

(E) To the extent practicable, the participation of

the fesident and the fesident's representative(s)..
An explaniation must be included in aresident's
medical record if the participation of the regident
and their resident tepresentative is determined
not practicable for the development of the
resident's cafe plan.

(F) Other appropriate staff or professionals in
disciplines as determined by the resident's needs
or as requested by the resident.

(ilReviewed and revised by the interdisciplinary
team after each assessment, including both the
comprehensive and guarterly review’
assessments.

This REQUIREMENT is not met as evidenced
by: '

Based on interview and review of facility records,
the facility failed to update care pians for one of
three sampled residents (Resident 1) in a census
of 22, when Resident 1's condition declined.

This failure increased'-the risk that interventions

would not be implemented in a timely manner.

F657 CARE PLAN TIMING AND
REVISION

Corrective Action for Resident
Afﬂ?cted:

No corrective action could be taken in
this finding as the notification period
had passed
Identification __of __ Residents  with
Potential to be Affected:

Residents with a change of condition

have the potential to be affected by this

~finding.

Measures to Prevent Recurrerice:
Nurses will receive an inservice
regarding documentation of a change
of condition in the resident’s care plan.

' This inservice will instruct the Licensed
- Nurses on the components reguired in

the entry in the nursing plan of care.
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Findings:

Resident 1 was admitted fo the facility in 2018
with muttiple diaghoses which included a bowel
obstruction and lung disease.

During a review of Resident 1's Minimum Data
Set (MDS, an assessinent too), dated 1/1/21, the
MDS indicated Resident 1 was alert and oriented,
able to miake his fieeds known, and required
limited to extensive assistance with his activities
of daily living (ADLs).

During a review of Resident 1's care plan fitled,
"Golostomy [with history] of Bowel Obstruction,”
dated 11/13/19, the care plan indicated, "[M]onitor
ostomy site and bag placement.pm [as needed]
per [physician] orders...riotify physician of any
[chariges] or concerns.” The care plan was last
updated 5/20/20. S

During a review of Resident 1's care plan fitled,
"PAIN MANAGEMENT Care Plan," dated 3/18/19,
the care plan indicated, "Approach Plan...Assess
resident's pain...Document Pain every shift using
0-10 pain scale...Re-assess Pain with changes..."
it was last updated 5/20/20.

During a réview of Resident 1's care plan titled,
"SOCIAL SERVICES GARE PLAN," dated
2/20/20, the care plan indicated, "Monitor for -
unmet personal needs, comfort items, etc..." The
care plan was last updated 5/20/20.

During an interview on 6/9/21 at 9:45 a.m., with
the Activities Director (AD), the AD said, "The last
week | noticed [Resident 1's] stomach becoming
more bulging. He stayed more to his room, did

o4y D SUMMARY STATEMENT OF DEFIGEENCIES D PROVIDER'S PLAN OF CORRECTION - o
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGUIATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE BATE
: DEFIGIENCY)
F 657 | Continued F ém age 5 N
rom pag F657| nonitoring measures and Staff

not get up and walk as often...His color was off.

Responsible for Monitoring;

Facility will perform quarterly audits for
next three months {Sept, Oct, Nov) to
audit that care plans are updated, in the
resident’s medical record, when a COC |
occurs. If no additional issues are
identified and at the discretion of the
QAPI committee, these audits will be
performed as needed.  Director of
" Nursing is responsible to ensure the
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He looked uncomfortable. He seemed to take
more time when walking and take [sic] a deep
breath for the last month..."

During an interview on 6/9/21 at 12:22 p.m., with
Certified Nurses Assistant (CNA) 2, CNA2 said,
"| did notice his abdomen becoming distended...|
hedrd in report the licensed nurse talking about
his distended abdomen so | didn't need to tell
them...He has been In the hospital for his
stomach before..."

During an inferview on 6/22/21 at 3 p.m., with
Licensed Nurse (LN) 4, LN 4 was asked about
revision of the care plans and said, "Everyone
fany licensed nurse} is supposed to update the
care plan.”

During an interview on 8/5/21 at 8:33 a.m., with
the Director of Nurses (DON), the DON was
asked what her expectations were for updating of
the care plans and said, "I'd expect care plans to
be updated for long term care residents quarterly . . : ;
and if there is a significant change of condition.” Corrective Action fof Resident

F697 PAIN MANAGEMENT

Affected:
D”Fi“% a.re:[yile\;; oEthe facilllity'pplicyéandpi No corrective action could be taken in
procedure titled, "Comprehensive Lare ans," o ipe e .
revised 106/1/17, the policy indicated, "Updating this finding as the notification period
Care Plans...The Care Plan will be updated had passed
and/or revised for the following ' ,
reasons...Significant change in the resident's | dentification _of _Residents with

condition...a change in planned

interventions... New diagnosis, new medications, Potential to be Affected: .

or labnorma_t labs.” Residents with a change of condition
Fsgfé g?:lg(“g)ﬂ%%e%?g Fe9r have the potential to be affected by this
finding. :
§483.25(k) Pain Management. o
Facility ID: CAD30000083 If continuation shest Page 7 of 16
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The facility must ensure that pain management is
provided to residents who require auch services, .
consistent with professional standards of practice,
the comprehensive person-centered care plan,
and the residents' goals and preferences.

This REQUIREMENT is not met as evidenced
by: '

Based on observation, interview and review of
facility records, the facility failed to ensure a pain
assessment was completed after the
administration of pain medications for two of
three sampled residents (Resident 1 and
Resident 2) in a census of 22.

This failure increased the risk that pain would not
be measured accurately and treated effectively
for Resident 1 and Resident 2. '

Findings:

Resident 1 was admitted to the facility in 2018
with diagnoses which included fractured
vertebrae, joint replacement, intestinal
obsfruction, injury to the shoulder and severe
headaches.

During a review of Resident 1's most recent
Minimum Data Set (MDS, an assessment tool),
dated 1/1/21, the MDS indicated Resident 1 was
alert and oriented and able to make his needs

known.

During a review of Resident 1's physician orders,
dated 12/2020, the orders indicated:
Acetaminophen (an anti-inflammatory
medication) 325 mg (mg, milligram, a unit of
dose) two tablets were ordered every 6 hours as
needed for pain, four times maximum.

~ the pain scale in the residents’ MAR

- Responsible for Monitoring:

! Facility will perform quarterly audits

“to audit that pain is addressed using the

Tramadol (a synthatic narcotic) 50 mg one tablet

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/GLIA {%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN QF CORRECTION IDENTIFIGATION NUMBER: A BUILDING COMPLETED
C
555180 B. WING 08/25/2021
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044 1D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ DEFICIENCY)
F 697 | Continued From page 7 F697| Measures to Prevent Recurrence:

An inservice will be held with the
Licensed Nurses about documenting

using the 0-10 scale. Regardless of the
emergency nature of an event,
documentation of pain and then the
medication’s effectiveness needs to be
recorded in the records, using the same

0{’/% zl
scale.

measures

Monitoring and  Staff

for next three months (Sept, Oct, Nov)

0-10 scale and that the results of the
administratian of a pain medication are
also noted using that scale. - If no
additional issues are identified during
these monthly audits, and at the
discretion of the QAPI committee,
these audits will be performed as
needed.

Director of Nursing is responsible to
ensure the integrity of this plan of
correction. '
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Continued From page 8

was ordered every 6 hours as needed for pain
four times maximum. '
Hydrocodone with acetaminophen (a narcotic
pain reliever) 5 mg-325 mg one tablet was
ordered every 6 hours as needed for pain four
times maximum.

During a review of Resident 1's care plan fitled,
"PAIN MANAGEMENT Care Plan,” dated 3/18/19,
the care plan indicated, "Document Pain every
shift using 0-10 pain scale...Reassess Pain with
changeés...notify MD if not effective.”

During a review of Resident 1's Medication
Administration Record (MAR) "NURSES

MEDICATION NOTES," dated 12/1/20 through

12/31/20, the MAR medication notes indicated

pain medication was administered 53 times. Fifty

one restilts had no pain level indicated, on a scale
of 1-10 [1 being the least pain and 10 being the
most sévere pain}, after the pain medication was
administered.

Resident 2 was admitted to the faclity in the
spring of 2021 with diagnosis which included a
laceration, arthritis and broken bones.

| During a review of Resident 2's most recent

MDS, dated 4/6/21, the MDS indicated Resident 2
was alert and oriented, able to make her needs
known and required extensive to total assistance
with her activities of daily living. '

During a review of Resident 2's physician orders,
dated 6/20, the orders indicated:

Tramadol 50 mg one every eight hours times 10
days and then every 6 hours as needed.
Oxycodone/acetaminophen 5/325, half of a tablet
every six hours as needed for moderate pain and

F 897
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one tablet every six hours for severe pain.

During a review of Resident 2's MAR "NURSES
MEDICATION NOTES," the MAR notes indicated:
Tramadol 50 mg one taplet by mouth was given 3
tirhes from 6/1/21 to 6/3/21: No post
administration pain level was recordedona
one-to-10 scale. _ 7

On 8/1/21, oxycodone-acetaminophen 5 mg-325
mg ona half tablet was given one time. No post
administration pain level was recorded on a
one-to-10 scale.

Oxycodone-acétaminophen 5 mg-325 mg one
tablet was given 24 times from 6/2/21 to 6/5/21.
No post administration pain level was recorded
on a one-to-10 scale. .

During an interview on 6/9/21 at 8:15 a.m., with
Resident 2, Resident 2 was asked about her care
and said, "I was in pain, [Licensed Nurse (LN) 1]
did not ask my pajn level...She never asks my
pain level...I couldn’t go back to sleep..."

During an interview on 6/9/21 at 9:07 a.m., with
. LN 2, LN 2 said, "Nurses are supposed to ask
resident's pain level before and after
administration and document, wait one half hour
and ask the pain leve! again...If pain is not
relieved, you should call the doctor.”

During an interview on 6/22/21 at 1:50 p.m., with
LN 3, LN was asked how she would assess the
resident's pain level [before and after giving pain
medication] and said, "Best practice is to ask the
pain level on a scale of one-to-10." '

During an interview on 8/5/21 at 8:33 a.m., with
the Director of Nurses (DON), the DON was
asked what her expectations were regarding the

FORM CMS-2567(02-99) Previous Verslons Obsolete Event 1D;192R 11 Fagciiity ID; CAD30000063 If continuation sheet Page 10 of 16
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assessment of pairi, using the one-to-10 pain
scale, after the administration of a pain
medication and said, "I'd expect them [licensed
nurses) to assess the resident within an hour after
| pain redication administration..."
During 4 review of the undated fagility policy and '
procedure titled; "PAIN MANAGEMENT
PROGRAM," thé policy indicated, "Rate intensity
of Pain. 0-10" 7
F 842 | Resident Records - ldéntifiable Information F 842
SS=E | CFR(g): 483.20(1)(5), 483.70(i}(1)-(5) '
§483.20(f)(5) Resident-identifiable information.
(i) A facility may not release information that is
resident-identifiable to the public.
(i) The facility may release information that is :
resident-identifiablé to an agant only in .
accordance with a contract under which the agent ' F842 RESIDENT RECORDS -
agrees not to use or disclosé the information IDENTIFIABLE INFORMATION
except fo the extent the facility itself is permitted
fo do so. . .
' : Corrective Action for Resident
§483,70(i) Medical records. Affected:
§483.70(i}(1) In accordance with accepted N , . _
professional standards and practices, the facility : 0 corrective action could be taken in
must maintain medical records oh each resident this finding as the notification period
that are- : had passed
(i) Complete;
(ii) Accurately documented; o
(iii) Readily accessible; and , 'd‘?“t'ﬁcatlon of _Residents _ with
(iv) Systematically organized Potential to be Affected:
§483.70(7)(2) The facility must keep confidential Residents with a change of condition
all information contained in the resident's records, | - have the potential to be affected by this
regardless of the form or storage method of the finding.
records, except when release is-
(i) To the individual, or their resident — - e
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representative where permitted by applicable law,
(ii) Required by Law;

(iii) For treatment, payment, or health care
operations, as permitted by and in compliance
with 45 CFR 164.506;

(iv) For public health activities, reporting of abuse,
neglect, or domestic violence, health oversight
activities, judicial and administrative proceedings,
law enforcement purposes, organ donation
purposes, research purposes, or to corohers,
medical examiners, funeral directors, and to avert
a serious threat to health or safety as permitted
by and in compliance with 45 GFR 164.512.

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

§483.70(1)(4) Medical records must be retained
for- _
(i) The period of time required by State law; or
(ii} Five years from the date of discharge when
there is no requirement in State law; or

(iii) For a minor, 3 years after a resldent reaches
legal age under State law.

§483.70(1)(5) The medical record must contain-
(i) Sufficient information to identify the resident;
(i) A record of the resident's assessments;

(iii) The comprehensive plan of care and services
provided;

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

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

(vi) Laboratory, radiology and other diagnostic
services reports as required under §483.50.

Measures to Prevent Recurrence:

An inservice will be done with the
Licensed Nurses about the importance
and process of charting a resident’s
change of condition in the medical
record. 1t will include the task of
documenting both in the nurses notes,
to notify upcoming staff of Issues
needing monitoring; and then in the
weekly summary that will also address
the change and its outcome.or pending
nature.

! ) .
Monitoring measures and Staff

Responsible for Monitoring:

Residents Facility will perform quarterly
audits for next three months (Sept, Oct,
Nov) to audit that change of condition
is addressed in the residents medical
record. If no additional issues are
identified and at the discretion of the
QAPI committee, these audits will be
performed as needed.

Director of Nursing is responsible to
ensure the integrity of this plan of
correction. - "
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Continued From page 12 |
This REQUIREMENT is not met as evidenced
by: ‘

Based on interview and review of facility
documents, the facility failed fo ensure

asseéssments were documented for one of three

sampled residents (Resident 1)

inacensus of 22.

! This failure increased the risk all disciplines would |

not be aware of Resident 1's condition.
Findings:

Resident 1 was admitted to the facility in 2018
with multiple diagnoses which included a bowel
obstructiort and lung disease.

During a review of Resident 1's Minimum Data
Set (MDS, ah agséssment tool), dated 1/1/21, the
MDS Iridicated Resident 1 was alertand oriented,
able to make his neéds known, and required
limited to extensive assistance with his activities

- | of daily living (ADLS).

During a review of Resident 1's care. plan titled,
"Colostomy with [history] of Bowel Obstruction,”
revised 5/20/20, the care plan indicated as an.
intefvention, “[MJonitor ostomy site [and] bag
placement per orders...Notify physician of any
[changes)] of condition.” :

During a review of Resident 1's document titled,

| "DECEMBER 2020 TREATMENTS- GENERAL

TREATMENT," the document indicated,
"Monitor...colostomy site/bag placement [every]
dgay.” The document was not initialed as

| assessed on 12/3/20, 12/19/20, 12/28/20,

1212020, 12/30/20 or 12/31/20. Resident 1's,
"JANUARY 2021 TREATMENTS- GENERAL

F 842
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Continued From page 13
TREATMENT," was not initialed as assessed on
111121 and 1/2/21.

Review of Resident 1's medical record revealed
no nurses hetes written from 14/28/20 until
12131120.

Resident 1's last "WEEKLY SUMMARY," was
dated 11/30/20, orie month prior to Resident 1's
rapid decling on 1/1/21. There was no [nurses]
"“Weekly Summary” provided for the month of
122020,

During an interview on 6/9/21, at 9:07 a.m., with
Ligensed Nurse (LN) 1, LN 1 was asked what she
would do when @ resident had a change of
condition and said; "We assess and place on 24,
48, or 72 hour monitoring...lgok at the problem,

 notify NID [physician] and RP [responsibls Paity]

depending on the severity. i'd call right away.

| ILicensed nurses] can call MD or RP," LN 1 was

asked what she would do if a resident developed
abdominal distension with vomiting and shortnéss
of breath and said, "I'd assess (bowel sounds),
get vital signs and call the MD. If we can't geta
hold of the resident's primary MD, we can call the
Medical Director..."

During an interview on 6/9/21, at 9:45 a.m., with
the Activities Director (AD), the AD said, "The last
week [before Resident 1's death] 1 noticed his
stomach became more bulging...His color was
off. He looked uncemfortgble...He seemed to
take more time when walking (would fake a deep
breath) for the last month...| feel it was obvious to
everybody and | think | mentioned it to the nurses
and CNA [Certified Nurses Assistant]."

During an interview on 6/9/21, at 12:22 p.m., with

F 842
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CNA 2, CNA 2 said, "l did notice his [Resident 1's]
abdomen becoming distended... heard in report
the licensed nurse talking about his distended
abdomen so | didn't need to tell them..."

During an interview on 6/9/21, at 12:15 p.m., with
the Director of Nurses (DON), the DON said,
"Throtighout December [Resident 1] didn't look
good, grayish pallof, abdomen was getting
gradually larger. [Physigiein 1] saw him af least
once a month. 1 don't know if he hoticed it...
[Resident 1] would ask for pain meds |
[medications]...as frequéntly as he couid have
them. We constantly assessed him visually [and
he had] overactive howel sounds in all four
quadrants. He $eemed in pain. [Physician 1] was
contacted sevéral times since December. | don't
know if [Physlcian 1] actually listened to [Resident
1's] bowel solinds or assessed him..| checked
his cap refill [the time taken for the color to return
to ah external capillary bed after pregsure is
applied to cause blariching], color, intermittently
throuighout December [2020] but didn't document
| each time. ’ ' '

During an interview on 6/21/21, at 1:50 p.m., with
LN 3, LN 3 was asked about documenting By
narrative in the nurses notes and said, "If they are
on antibiotics or have a change of condition we
do [every shift] charting..."

During an interview on 8/5/21, at 8:33 a.m., with
the DON, the DON was asked what her
expectations were for the documentation of
assessments and said, "I'd expect them llicensed
nurses] to document after a major change of
condition...I'd expect a weekly summary to be
done for every resident”
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During a review of the facility policy and

| procedure titled, "Change in & Resident's

Conditioni of Status,” dated 2017, the policy
indicafed, "The nurse will record in the resident's
medical record information refative to changes in
the resideni's medical/mental condition or status.”
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