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The following represents the findings ofthe
Callfornia Department of Public Health duiing a
recartification survey conducted on €/11/2023
through 9/14/2023,

Representing the Department; HFENs 36503,
40747, 40968, 42022, 45091, and 47400.

Four complaints were investigated during the
survey. 0CT 12 203

Camplaint numbers: CA00700668, CAD0832001, oL Ny
CA0DB36693, and CAODB44754. . o

No deficiercies were issued for complaint
numbers: CAQ0700868, CAD0832091,
CAD0B36E93, and CAD0844754.

Saven facility reported incidents werg
investigated during the survey,

Facility reported incident nuthbers: CAQ0752521,
CAO0812058, CAODB15621, CAD0816915,
CADDB40121, CADDB58636, and CADOBEE653.

No deficiencies were issued for facility reported
incident numbers: CAQQ768521, CADDB12958, -
CA00815621, CADDB16915, CARD840121,
CAQDB858636, and CAQDBS8653,

F 550 | Resident Rights/Exerclze of Rights F 550
§8=D | GFR(s): 483.10(a)1)(2Xb}1}2)

§483,10(a) Resident Rights,

The resldent has a right to a dignified existence,
self-determination, and cormmunicatian with and
access {0 persons and services inslde and
outslda the facllity, including those specified in

LABO nlggc{’ORﬁ OR PROVE)EI?J;SUPPL!ER REPRESENTATIVE'S SIGNATURE TITLE ’ (X8) DATE

Lreatildend ) Al s iticbon /0/9n/ g3

Ap Fetnent ending With an aetsrisk (*) denctes a deficlency which the Instiution may be excussd from correcting providing It Is determined that”
other safaguarts provide sufficlent protection to the patients. (See Instructions,) Exsept for nursing homes, the fndings etated above are disclosatle 90 days
Tollowing the dale of survey whether ar nof a plan of sorreetlon fs provided, Fer hursing homes, the above findings and plans of correction ane disclosable 14
clays following the date these documents are rtade avallable to the faclllty. If defiloncles are clled, an approved plan of coretton I raquisite to continusd
program parficipalion.
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this. section,

§483.10(a){1) Afacllity must treat each resident
with respect and dignity and cara for each
resident in a manner and in an envirohment that
promotes malntenance or enhancement of his or
her quality of life, recognizing each resldent's
individuality, The facility must protect and
promote the rights of the resident,

§483.10(a)}(2) The facllity must provide ecjual
acoess to quallty care regardiess of diagnosis,
severity of condition, or payment source. Afacilty
must establish and maintain identical policies and
practices regarding transfer, discharge, and the
provision of services under the State ptan for all
residents regardiess of payment source.

§483.10(b) Exercise of Rights,

The resident has the right 1o exerclse his or her
rights as a resident of the facility and as a citizen
or resident of the United Stafes.

§483.10(b)(1) The facliity must ensure that the
regident cah exarcise his or her rights without
interference, coerclon, discrimination, or reprisal
from the facility,

§483.10(b)(2} The resldent has the right to be
freo of inferferance, coercion, discrimination, and
repiigal from the facility in exercising his or her
rights and io be supported by the facility in the
exercisa of his ot har tights as required under this
subpart,
This REQUIREMENT is not met as evidenced
by: ]

Based on ohservation, Interview, and record
teview, the facility falled to enstire dignity for one
of five sampled residents (Residerit 165) was

FORM GMS-2667{02-96) Provious Versions Obsclelo Event ID:VJL611 Facllily ID; CAGZ0000063 If eandinuation sheet Paga 2 of 22




DEPARTMENT GF HEALTH AND HUMAN SERVICES

PRINTED: 09/27/2023

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENGIES X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIELE GONSTRUCTION {3 DATE SURVEY
AND FLAN GF CORRECTION IBENTIFIGATION NUMBER; A BULDING COMPLETED
065160 B, WING 09M14/2023
NAME OF PROVIDER OR SURPLIER, STREET ADDRESS, CITY, STATE, ZiP CODLE
1806 GLA N RO,
WINDSOR MANOR REHABILITATION CENTER U6 GLAYTON ROAR
GONCORD, CA 84521
¢4 ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION iy
PREFIX (EACH DEFIGIENGY MUST BE PREGEDED BY FULL PREFIX (EACH GORRECTIVEEAGTION SHOULD Bz GOMPLETION
TAB REGULATORY OR LSC IDENTIFYING !NFDRMA“DN} TAG CROS5-BEFERENCED 1O THE APPROPRIATE DATE
DEFIGIENGY)
F 560 | Continued From page 2 F 550

protected when Resident 185 was seen from the
hallway, visibls to other residents as well as
visltors while using the bedside commade next to
her bed.

This fallure resulfed in Resident 165 feeling
embarragssead,

Findings:

During a review of Resident 165's Admission
Record, dated 9/12/23, the face sheet indicated
Resident 166 was admitted to the facillty in July
2023,

Puring a review of Resident 165's Minimum Data
Sat (MDS- an assassmant tool used to guide
carg), dated 7/30/23, the MDS indicated,
Resident 165 had a Bref Interview for Mental
Status (BIMS- a tool used to assess mental
function) score of 15, meaning Resident 165 was
able to understand and understood others, The
MDS also Indicated, Resident 185 required
extensive assistance with tollet use.

During an observation on 8/11/23, at 10:51 a.m.,
Resident 165 was sean from the hailway while
using bedsida commoda with curtain to outside
window and privacy curtain was left open,

During a concurrent observation and Interview on
9/11/23 at 10:51 a.m. with CNA 1 in the hailway
Just vudside the door of Resident 165's room,
Resident 165 was saen from the hallway whils
uslag bedside cormode with curtain to outside
window wide open and privacy curtaln was left
open. CNA 1 acknowledged, Resident 1656's
dignity was vivisted. CNA 1 then proceeded to
enter Resldent 165's room and the closed privacy
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curtaln.

During an interview on 9/12/23 at 11:35 a.m, with
Resldent 166, Resident 165 stated, CNA 1 was
taking too long to respand to call lights and had to
use commede on her own. Resident 165 further
stated, it was embarrassing to be seen from the
hallway while using the commode but If she
walited for the staff, she would have made a
mess.

Ruring an interview on 9/13/23 at 9:42 a.m. with
the DSD (Director of Staff Development), the
DSD stated, he was aware staff response to call
lights was an issue, DSD alsc added, he was
working with the staff about answering call ights
in a timely manner.

During a review of the facility's policy and
procadure (P&P) titled, "Resident, Rights," dated,
12/21, the P&P indicated, 1. Federal and state
laws guarantee certaln basic rights to all
residents of this facility. These rights Include
rasident’s right to: a. a dignified existence; b. be
treated with respect, kindness, and dignity;

Curing a review of the facllity's palicy and
procedure (P&P) titied, "Activitles of Daily Living
(ADLs)", Supporting dated 3/18, the P&P
indicated, ...2. Appropriate care and services will
ke provided for residents who are unable to carry
out ADLs Independently, with the consent of the
resident and in accordance with the plan of care,
including appropriate support and assistance
with: &, Hyalene (bathing, dressing, groomling,
and oral care); b. Mobillity (transfar and
ambuigtion, including watking); . Elimination
(tolleting): ...

FORM CMS-2587{02-99) Prevlous Versions Obsolate Event N0 VIL6 Fagiity 1D; CAO2DO60062 Jcontinuation-sheet Page-4-of 22




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 09/27/2023

FORM ARPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0838-0391
STYATEMENT OF DEFICIENGIES (1) PROVIDER/SUPPLIERIGLIA (%2) MULTIPLE CONSTRUGTION {%5) DATE SURVEY
AND PLAN OF GORREGTION IBENTIFICATION NUMBER: A BULDING COMPLETED
065160 B W@ . 0911412023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
WINDSOR MANOR REHABILITATION CENTER 3006 GLAYTON ROAD
CONGORD, CA 94421
®a D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF GORRECTION X8
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREF|X {EAGH CORRECTIVE ACTION SHOLLD BE COMFLETION
TAG REGULATORY OR LEC |DENTIFYING INFORMATION) TAG GROES-REFERENCED TO THE APPROPRIATE DATE
- CEFTCGIENCY)
F 550 | Continued From page 4 F 550
During a review of the facility's P&P titled,
"Dlgnity", dated, 2/21, the P&P Indicated, ...11.
Staff promote, maintain and protect resident
privacy, Including assistance with personal care
and during reatment procedures, 12, .
Demeaarting practices and standards of care that
compromise dighity are prohibited, Staif are
expecied to promote dignity and assist residents;
for example: ...b, promptly respending to a
resident’s request for toilsting assistancs;
F 685 | Increase/Pravent Decrease in ROMMobility F 688
§S=D | CFR(s): 483.25(c){1){3)

§483.25(c) Mobility.

§483.25(c){1) The facllity must ehsure that a
resident who enters the facility without limited
range of motion does not experience reduction in
range of motien unless the resident's clinfcal
condition demonstrates that a reduction in range
of motion is unavoldable; and

§483.25(c)(2) A resldent with imited range of
motion receives appropriata treatment and
services to increase range of mofion and/or to
prevent further desrease in range of motion,

§483.25(c){3) Aresident with limited mobility
receives appropriate services, equipment, and
assistance to malntain or Improve moblity with
the maxitmum pragticable independence unless a

reduction in mobiiity Is demonstrably unavoidable,

This REGUIREMENT is not met as avidenced
by:

Based on Interview and record review the facllity
falfed to ensure one (Resident 51) of six sampled
residents received trestment services to address
limitation In range of motton to lef upper
extrernity when; Resident 51 had decreased
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fanctional use of left hand and resting splint was
not applied to left hand as ordered by the
physician,

This failure had the potential ko cause resldents
decline in range of motion and risk of decreased
muscle strength.

Findings:

During an observatich on 9/12/23 at 8:10 a.m.,
Resident 51 was asleap in bed with contracture
(hardening of muscles and tendons) of eft hand.
Resldent §1's left upper extremity had no splint.

During a revlew of Annual Minimum Data Set
(MDS - an assassmeant soreeriing tool used to
guide care), dated 8/9/22, the MDS indicated,
Resident 51's Brief Interview of Mental status
{BIMS) score was 05 (meaning poor coghition).
Resident 51 had slurred speech, able to
sometimes understood others. Resident 51 had
llmited range of motion and impairment on cne
side upper and lower extremities (shoulder,
elbow, wrist, hand, hip, knee, ankle and foot).
Resident 51's diagnoses Included
cercbrovascular accldent (CVA) or stroke.

Review of Resldent 51's order summary report
dated 3/15/23, order summary reporf indicated,
physician prescribed RNAto apply left resting
hand splint to teft upper extramity daily for four
hours.

{RNA- restorative hursing assistant),

During an inferview on 9/13/23 at 12:37 p.m., with
Restorative Nursing Asslstant (RNA 1)
accompanied by RNA 2, RNA 1 stated Resident
61 used to have splint appiled to left upper hand
contraciure dally, RNA 1 said Resldent 51's splint

FORM GMS-2667{02-95) Provious Versions Obsoloto ’ Event 10 VL6141
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hand.

range of motion.

ROM.

F 888 | Continued From page 6

was missing. RNA 1 stated, Resident 51 had
decline in range of mofion to left hand upper -
extremity. RNA 1 stated, ADON2 was notified of
Resldent £1's decling in rangs of motion to laft

Review of Resident 51's risk for decline In range
of moticn cara plan initiated 6/1/13, the care plan
indicated, Resident 51 complained of discomfort
and decrease functional use of extremity,
interventlons Included refer fo rehab for decline in
range of motion and RNA program as orderad,

Puring an interview on 9/13/23 at 9:39 a.m., with
Assistant Director of Nursing (ADON2), ADON 2
stated, she was aware of Residert 51's decling in
range of molion to left upper extremity. ABON2
stated, Resldent 51's hand splint was not
avallable. ADON 2 said she referred Resident 51
to Rehabilitation Department (Rehab) for decline
in range of motion. ADON2 could not provide
documentation for the referral to Rehab. ADONZ
stated, she did not know if Rehab provided
treatment services for Resident 51's decline in
range of motions fo left hand upper axtremity,

Dutlng an interview on 8/113/23 at 10:38 a.m., with
Physical Therapist/ Director of Rehabilitation
{DOR1), DCR 1 stated, there was no treatmant
record for Resldent 51's left hand limitation In

Review of faciiity policy and procedure, titled,
Resident Mobility and Range of Motlon, revised
July 2021, indicated; Resident with limited range
of motion will receive treatment and services to
increase and/or prevent a further decrease In

F 688
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F 624 | Parenteral/lV Fluids F 694

88=D | CFR(s): 483.25(h)

§ 483.25(h) Parenteral Fiulds.

Parenteral flulds must be administerad conslstent
with professicnal standards of practice and in
accordance with physlolan orders, the
comprehensive person-centerad care plan, and
the resident's goals and prefarences.

This REQUIREMENT is not met as evidenced
by

Basad on obsarvation, interview and racord
review, the facility failed to provide the necessary
care and services related to Intravenous {|V-
device use to adminlster medications or solutions
directly Into the veins} therapy as ordered by the
physician for one of two sampled residents
Resident 82, '

This defislent practice had the potential for
transmisslon of infections and bacterig to
Resident 92,

Findings:

During & review of Resident 92's Admlssion
Record, dated 9/12/23, the admission record
Indicated, Regident 92 was admitted to the facillty
in February 2021 and was readmitted ih August
2023 with multipte diagnoses that included
hecrotizing fasciitis (skfn and soft tissue
infection), resistance to antibloties (medicines
that fight bacterlal infections), severe sepsis
(body's exirame response to infaction) and septic
shock (Iife threatening condition when blood
prassure drops o a dangerous level after an
infection).

During a review of Resident 92's Minimum Data
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8et {MDS - a standardizad care-screening and
assessmont tool), dated 8/4/23, the MDS
indicatad Resident 92 had a Brief Intarview for
Mental Stalus (BIMS) score of 14/15, meaning
Resident 92 was able to understand and
understood others.

During a coneurrent ohservation and Interview on
912123 at 10:27 a.m. with Registered Nurse (RN)
1, Resident's 82 was observed to have an IV line
on the Right Upper Am (RUA), the adhesive
dressing supporting the [V was loose and pesfing
off. RN 1 acknowledged; dressing labeled with a
date 9/4/23 was compromised. RN 1 stated, the
label Indicated IV dressing was last changed on
B/4/23. RN 1 further added, the pollcy was to
change IV dressing every seven days and as
heeded. RN 1 also stated, Resldent 82 was at
risk for infection because dressing was not
changed promptly, can lsad o sepsis and
possibly death. RN 1 stated, "l wes supposed to
change the drassing yesterday, but | forgot.”

During a review of Resident 92's olinical physician
order (PO) on 812423, PO indicated, RUA
Peripherally inserted Cenfral Catheter (PICC -4 . -
type of long catheter inserted through vein used
for intravenous freafment} lines active therapy
orders ... Dressing change: New sterile DSM
dressing applied over site Q (every) 7 days and
PRN (as needed) loosening or solled. The clinical
physiclan order alse Indicated, RUA PICC fines
active therapy orders ... Dressing change Q7
days and PRN. Remove old dressing using
sterils technique, site cleanse with chioroprep
{skin antisepsis).

During & concurrent interview and record review
of Rasident 92's IV Administration Record on
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9/12/23, with RN 1, the IV administration ‘
indicated, Resident 82's RUA PICC lines active
therapy order #1: Dreseing change ... RN 1
confirmed this was not done. The [V
Adminlstration record alse indicated, RUA FICC
lInes active therapy orders #2: Dressing change:
...dressing applied over site Q 7 days and PRN ...
RN 1 also said, this was not done.

A review of facllity's policy and procedure (P&P)
titled, "Parlpheral and Midline IV Dressing
Changes", datad 322, the P&P Indicated under
General Guidelines 4. Change the dressing if it
becomes damp, loosened or vislbly solled and a,
at least every 7 days for TSM dressing: b. af least
avety 2 days for sterile gauze dressing {inciuding
gauze under a TSM unless the site is not
obscUred; or ¢. immediately if the dressing or site
appears compromised,

F 768 | Free from Unnas Psychotropic Meds/PRN Use F 758
§8=D | CFR(s): 483.45{c)(3)(e)(1}-{5)

§483.45(e) Psychotropic Drugs.

§483.45(c)(3) A psychotropic drug i any drug that
affects brain activities assoclated with menta|
processes and behavier. These drugs include,
but are not limited fo, drugs in the following
categories:

{) Anti-psychetic;

{iiy Anti-lepressant;

{y Anti-arndety; and

{iv) Hypnotic

Based oh a comprehenslve sssessment of &
rasldent, the facility must ensure that--—-

§483.45(e)(1) Residents who have not used
paychotrople drugs ere not given these drugs
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uniess the medication Is nacessary to treat a
specific conditlon as diagnosed and documented
In the ¢linlowl record;

§483.45(e){2) Residents who use psychotropic
drugs recsive gradual dose reductions, and
behavioral interventions, unless clinically
contrathdicated, In an effort fo discontinue these
drugs;

§483,456(e)(3) Residents do not receive
psychotropic drugs pursuant to & PRN order
unlgss that medication is necessary to treat a
diagnosed specific condition that Is documentsd
in the clinical record; and

§483.45(s)(4) PRN orders for psychotropic drugs
are limited 1o 14 days. Except as provided in
§483.45(e)(5), if the attending physiclan or
prescribing practitioner befieves that it Is
apprapriate for the PRN order to be axtended
beyond 14 days, he or she should dosument their
rationale in the resident's madical record and
indicate the duration for the PRN arder.

§483.45(e){5} PRN orders for anti-psychotic !
drugs are imited fo 14 days and cannot be
renewed unless the allending physician or
prescribing practitioner evaluates the resident for
the appropriateness of that madication,

This REQUIREMENT I8 not met as evidenced
by:

Based on Intervisw and record review, the fadlity
fafted to ensure two (Resident 47 and 118) of five
sampled resfdents were free from unnecessary
drug when; Resident 47 and 118 were
administered aniipsychotic drugs witholrt
adequate clinlcal indication for use:
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Resident 47 was administered Aripiprazole
{Abilify} an antipsychotic drug for confinuous
purposelass yslling out,

Resident 118 wes administered Seroquel an
antipsychotlc drug for agitation and striking out
at staff, .

Alzhelmer's Dementia-is a progressiva dissase
that destroys memory and other important mental
functions. .
Antipsychotic medication are drugs used to treat
schizophrenia and bipolar serlous mental health
conditions, capable of affecting the mind,

emotions, angd behavior,

According to the menufaciurer, elderly patisnts
with dementia-refated psychosia treated with
antipsychotic drugs are at an increased risk of
death. Abllify and Seroquel can increass the risk
of death in eldetly people who have memory loss
and is not approved for use in psychotic
conditions related to dementia. [Referehce:
hitps:/Awww lexi.com).

These failures had the potential for residents to
recaive unnecessary drugs and io suffer adverse
medication side effects

Findings:

Review of Annual Minimum Data Set (MDS),
Resident Assessment and care guide tool, dated
715123, MDS indicated, Resident 47's Brief
Interview of Mental status {BIMS) score was 13
(meaning moderately impaired cognition).
Residant 47 was oriented to comrect year,
Reslidant 47 had clear speech, makes self
uhderstood and understand others, Resident 47
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had ho signs sind symptoms of delirfum. Resident
47 exhibitad no physical, verbal or other
behavioral symptoms directed towards others
such ae hitting or seratching and screaming,
Rasident 47"z dlagnoses includsd )
Non-Alzheimer's Dementia (a group of diseases
characterized by progressive deficits in behavior,
execitlive function or language),

Review of Resident 47's order summary report

dated 7/26/23, summary report indicated, - : :
physician prescribed Abilify 2 mg glive 0.5 mg
tablet by mouth a day for continuous purposeless
yelling out,

Review of the Medlcation Administration Record
{MAR), dated August, Saptembsr 1st to 13th
2023, MAR indicated, Resident 47 was
administered Abilify 2 mg give 0.5 tah by mouth
dally for coniinuous purposeless yelling.

During an interview and conctirrent observation
on 9/11/23 at 9:59 a.m., with Resident 47,
Residant was awake in bad in hlg room,
Resldant 47 was verbal with incomprehensible
sounds. '

Duting an Interview on 8/13/23 at 11:42 a.m., with
Licensed Vocational Nurse (LVN3), LVN 3 stated,
Resldent 47 was mostly impatient and yelled
when he wanted to be assistad immediately,
LVN3 stated, Resident 47 was on antipsychotic
madication for this behavior.

During an Interview on 9/13/23 at 12:30 p.m., with
Certified Nursing Assistant (CNAZ), CNA 2 stated,
Resldent 47 sereamed and yelled when he
naeded help. CNAZ stafed, Resident 47
continuously yells if not assisted immediately,
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Review of Consultant Pharmacist note fo
attending physician, dated 7/5/23,the Pharmacist
note indicated, Resident 47 has heen recsiving
the antipaychotic medication Abliify since 3/8/23
for behavlor of yelling out evety shift,
Antipsychotic should hot be used for wandering,
poor self care, restlessnass, impaired memory,
mlld anxlety, insomnia, unsocigbliity, or verbal
expressiohs or behavlors which do not represent
danger to the resident or others.

Review of Significant- Minimum Data Set (MDS),
Resident Assessment and care guide tool, dated
5/5/23, the MDS Indicated Resident 118's Brief
Interview of Mental status (BIMS) score was 05
{meaning poor cognition), Resident 118 was not
oriented to day, manth or year. Resident 118 had
difficulty to makes salf understood and not able to
underatand others, Resident 118 had no signs
and symptoms of delirlum, Resident 118 exhibited
no physical, verbal or other behavioral symptoms
directed fowards others such as hitting, kicking,”
grabbing or scratching and screaming st others.
Resident 118's diagnoses included
Nor-Alzheimer's Dementla (a group of disaases
characterized by progressive deficits In behavior,
exscutive functfon or language), biindness one
eye and senlle degeneration of the brain.

Review of Residert 118's order summary report
dated 7/3/23, order summary indlcated, physician
prescribed Seroquel 25 mg give 0.5 mg tablet by
rnouth & day for agitation, striling out at staff,

Raview of fhe Medication Administration Record
(MAR), dated August, September 1st to 12th
2023, the MAR indicated, Resident 118 was
administered Seroquel 25 mg give 0.5 tab by
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mouth datly for agitation, striking out on staff.

During an observation on 8/11/23 at 10:03 a.m.,
Resident 118 was in bad in her room sleeping.

During an observation on 9/12/23 at 12:59 p.m.,
Resident 118 was in bed in her room sleeping.

During an interview on 9/12/23 at 1:01 p.m., with
CNA 3, CNA 3 stated, Resident 118 slept a lot.
CNA 3 stated, Resident 118 talks 1o herself and
sometimes was very calm when someona speak
tagalog (non english language) talk with her,

During an interview on 9/13/23 at 12:30 p.m., with
LVN 3, LVN 3 stated, Resident 118 had agitation
sometimes during care. LVN 3 stated, Resident
118 yelled and stated in her language “don't
touch me". LVN 3 stated, Residant 118 was
tagalog speaking. LVN 3 stated, Resident 118
calm down when she had a caregiver that speaks
tagalog to her.

Review of Consultant Pharmacist note to
attending physician, dated 5/20/23, the
Pharmacist note indlcated, Resident 118 with
diaghosis of dementia was started on Seroquel
25 mg daily for agitation manifested by striking
out at staff, A review of lHerature by the FDA
suggest an Increased risk of death in elderly
patients with dementia who recelved and
traditional antipsychotic, In addition the use of this
class of medications for dementia-related
behaviors in non FDA-approved,

Review of the facility's policy and pragedure,
{itled, Antipsychotic Medication' Use revised July
2022, the policy and procedure Indicated,
Diagnosis of a specific condition for which
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antipsychotic madications are necessary o treat
will be based on a comprahensive assessment of
the resident, -

Diagnoses alone do not warrant the use of .
antipsychofic medication,

Antipsychofic madications will not be used Ifthe
only symptoms aro one or more of the followings:
a. Wandering;

h, Poor self-care;

¢. Restlossness;

d. Impaired memory,

e. Mild anxiety;

f. Insornnis;

g, Inattention or indifferencs to surroundings:

h. Sadness;

i. Fidgeting;

J. Nervousness; or

k., Uncooperativeness.

F 849 | Hospice Services F 849
‘88=0 | GFR(s): 483.70(0)(1)44) :

§483.70{o0) Hospice services.

§483.70(0)(1) Along-term care (LTC) facility may
do elther of the following: .
{#} Arrange for the provision of hospics services
through an agresment with one or more
Medicare-certified hospices.

{ii} Mot arrange for the provision of hospice
sarvices at the facility through an agresment wiih
a Medicare-certified hospice and assist the
resident in fransfetring to a facllity that will
arrange for the provision of hospics services
when a resident requests a transfer.

§483.70(0)(2) If husplce care Is furnished in an
LTC facilly through an agreement as specified in
paragraph (0}(1)(i) of this sectlon with a hospice,
the LTC fachity must meet the following
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{i} Ensure that the hosplce services meet
professional standards and princlples that apply
to individuals providing servicas in the facility, and
to the timeliness of the services.

{il) Have a writtan agreement with the hospice
that Is signed by an authorized representative of
the hospice and an authorized representafive of
the LTC facility before hospice care Is furtilshed to
any resident. The written agreement must set out
at least the Jollowing: : ) B
(A) The services the hospice will provide.

{B} The hosples's responsibiliies for determining
the appropriate hospice plan of care as specified
in §418.112 {d) of this chapter.

(C) The services the LTC facility will continue to
provide based on each residsnt's plan of care.
(D) A communication process, including how the
communioation will be documented betwaen the
LTC facility and the hospice provider, to ensure
that the needs of the resident are addressed and
met 24 hours ber day.

{E) A provision that the LTC facilily immediately
notifies the hosplce about the following:

{1) A significant change in the resident's physical,
mental, soclal, oF emotional status.

{2) Clinlcal complications that suggest a need to
alter the plan of cara,

{3} A need fo transfer the resident fram the facility
for any condition.

(4} The resident's death.

{F) A provision stating that the hosplce assumes
responsiblity for determining the appropriate
course of hospice care, including the
determination to change the level of services
provided,

{3) An agreement that it is the LTC facility's
responsibliity ta furnish 24-hour room and board
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care, meet the resident's personal care and
nursing needs in coordination with the hospica
representative, ahd ensure that the level of care
providad is approprietely based on the individual
resident's needs.

{H) Adelinzation of the hosplce's respensibilities,
including but not limited to, providing medical
direction and management of the patient; nursing:
counseling (including splritual, dietery, and
bereavement); sadlal work; providing medical
supplies, durable medical equipment, and-drugs
necessary for the palliation of pain and symptoms
associated with the terminal ilness and refated
conditions; and all othar hospice services that are
heeessary for the care of the resident's terminal
Hiness and related conditions.

() Aprovision that when the LTC facility
personnel are responsible for the administration
of prescribed {herapies, including thoss therapies
determined approptlate by the hosplins and
delineated in the hosplce plan of care, the LTC
facllity personnel may administer the therapies
where permitted by State law and as speoified by
the LTG facility. .
() A provision stating that the LTC facility must .
report all alleged violations involving
mistreatmant, neglect, or verbal, mental, sexual,
"and physlcal abuse, including injuries of unknown
source, and misapproptiation of patient property
by hospice personne!, 1o the hpspice
adminlstrator immediately when the LTC facility
becomes aware of the alleged violation.

{K) A delineation of the responsibifities of the
hospice and the LTC faciiity to provide
bereavement services to LTC facllity staff.

'§483.70(0)(3) Erch LTC facility arranging for the
provision of hosples care under a written
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agreermnant must deslgnate @ member of the
faclity's interdisclplinary team who Is responsible
for working with hospice reprasentafives to

| coordinate cara to the resident provided by the
LTC facility staff and hosple staff. The
interdisciplinary team member must have a
clinfeal background, fundction within thelr Stete
goope of practice act, and have tha ability to
assess the resident or have acoess to someone
that has the skills and capabtlities to assess the
resident,

The designeted interdiseiplinary team membsr is
responsible for the following:

{I} Collaborating with hospice rapresentatives
and coordinating LTC facility staff participation in
the hospice care planning process for those
residents recelving these services.

{Ij) Communicating with hospice representatives
and other healthcare providers participating in the
provision of cars for the terminal lliness, related
conditions, and other conditions, to ensure qualily
of care for the pafient and family,

(i) Ensuring that the LTC facllity communicates
with the hospice medical director, the patient's
aitending physiclan, and other practitionars
participating in the provision of cere to the patient
as neaded to coordinate the hospice cars with the
medical care provided by ather physicians,

{Iv) Cbtalning the foliowing information from the
hpspice;

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

(B} Hospice slection form,

{C) Physician certification and recertificatlon of
the terminal lliness specific to sach patient.

(D} Names and contact Information for hospice
personnel fnvelved in hosplea care of sach
patient,
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{E) Instructions on how to access the hospice's
24-hour en-call system.

{F) Hospice medication Information specific to
gach patient.

{G} Hosplos physiclan and attending physiclan (if
any) orders specific to each patient,

(v) Ensuring that the LTC facility staff provides
orlentation in the policles and procedures of the
facllity, including patient rights, appropriate forms,
and record keeping requirsments, to hosplcs staff
fumishing care to LTC residents,

§483.70(0)(4} Each LTC facility providing hosplos
care under a written agreement must ensure that
aach resident's wiitten plan of care includes both
the mast recant hospice plan of care and a
description of the sorvices furnished by the 1.TC
faclity to attain or malntain the resident's highest
practicable physical, mental, and psychosoclal
well-beiny, as required at §483.24,

This REQUIREMENT s not met as evidenced
hy:
Baset on Interview and record review, the facility
failed to collaborate with hospice representatives
and coordinate facllity staff participation in the
hospice care planning process for one (Resident
118) of two sampled rasidents receiving hosples
care,

This failure had the potential lo result in residents
fo not received person centared care.

Findings:

Review of Significant- Minimum Data Set {(MDS),
Resldent Assessment and care guide tool, dated
5/823, the MDS indicated, Resident 118's Brief
Interviaw of Mental status (BIMS) score was 05
{meaning poor cognition). Resident 118 was not
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oriented to day, month or vear. Rasident 118 had
difficulty to makes self understood and not able to
understand others: Resident 118 diagnoses
inchided Non-Alzhelmer's Demantia (a group of
diseases characterized by progressive deficits in
kshavicr, executive funciion or language),
encounter for palliative care and on hospice care
( & type of cars that focuses on interdisciplinary
approach to speclalized nursing care for people
with lfe Himiting Iinesses, available to paople with
a life expectancy of six months or less, does not
focus on treatments o cure the cause of the
tetminal illness. it saeks to keep the individual
comfottable and make their remalning time as
maaningfully as possible).

Review of ordet summary raport, dated
42712023, the order summary repott indicated,
Resldent 118 was admiited to hospice care.

‘Ouring an interview on 9/12/23 at 11:31 am.,,
with Soclal Service Director (8SD), S8 stated,
facility had not Invited hospice representative for
care planning coflaboraiion for Resident 118.
88D stated, hospice staff had not attended and
paricipated in Resident 118's care planning
conference. SSD statad, usually social services
contact hospice representative and family
representative to schedule & aoordinated cara
planning .

During an interview on 9/12/23 at 11:45 a.m.,

with Soclal Services Assistant (35A)
accompanied by 880, 5SA stated, facilify had not
met with hospics representatives to collaborate
Resident 118's care planning. SSA stated, he was
responsible to schedule the collaboration of
Resident 118's care planning with hospice
representalives and Resident 118's responsible
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During an Interview on 9/12/23 at 1:15 p.m., with
Licensed Vocational Nurge/MDS
coordinator(MDS), MDS statsd, she had not
altendad Resident 118's care planning
collaboration with hosplee representative.

During an interview on 9/13/23 at 11:53 a.m.,
with ADON 2, ADON 2 stated, she had not
particlpated In Resident 118's care planning
collaboration with hospics representative, ADON
2 stated, Sockal Services are responsible to
schedule Resident 118's care planning meeting,

The facllity's policy and procedure, tilled, Hospics
Program, revised July 2021, the poliey and
procedure Indicated, Collaborating with hospice
representatives and coardinating facllity staff
particigation In the hospice cate planning process
for residents recelving these services,
Coordinated care plans for residents receiving
hosplsa services will include the maost recant
hospice plan of care as welt as the care arx
services provided by our facllity including the
tesponsible provider and discipline assigned to
speciflc tasks in order to maintain the resident's
highest precticable physical, mental, and
psychosoclal well-balng.
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