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On  04/05/2017 Accordius Health and
F 206 | 483.15(e)(1){2) POLICY TO PERMIT F 208 Rehabllltation contacted Kinda Coleman -
55=p | READMISSION BEYOND BED-HOLD the daughter and responsible party of
Resldent #159- to offer a bead to resident #59
{e)(1) Permiiting residants to relurn to facility. for readmisston. Ms, Celaman informed .
Mary Boone, Actordlus Health and
Afacility must establish and follow a wrilten policy Rehabilltation Soctal Worker that resident
on permitting residents to return lo the facilily #i59 died on 03/23/2017,
afler they are hospltalized or placed on
therapeulic leave. The policy must provide for the tn order ta assure such sltuations do not
foliowing. occur, the polléy has heen clarifled to state
that a resident Is entitied to return to the
() A resident, whase hospitalization or iherapeutic facility as fong o5 the facllity has an
leave excoods the bed-hold perlod under the apprapriate bed and can meet the ctinical
Stata plan, reluras to the facilily to thalr previous needs of the 'e:dem’h end d":; e:th;: d N
room if available or immediately upon the flrst w““admm": sueh as those defln v N
availability of a bed In a semi-private room if the regulations exst ¥
rosident- \
The Accordius Health and Rehabllitation staff has been in- k

serviced on this clarified policy, All referrals will be tracked
with a perfodic review of any denials for admisston or}
readrission assuring adherence to the polley.

{A) Requires lha services provided by the facllity;
and

(B} Is eligible for Medicare skilled nursing facilly

services or Medicaid nurslng fac[“[ysewices' Furthier, no restdent can be denled admission er

readmission without the review and approval of the
Adrinlstrator with flnal review/approval by the Vice
President of Clinical Services for the compaay, or the
company’s owners, Any such denlal would then be tested
against the standard of the above pelicy.

{li) I the facility that determines that a resident
who was transferred with an expectation of
refurning to the facilily, cannot refuen to the
facility, lhe facliity must comply with the

retuirements of paragraph (c) as they apply lo

dlscharges paragraph {c) y apply Dentals will be tracked and brought to monthly QAP for
' review. The VP of Clinleal Services will track and monitor

(6)(2) Readmission to a composlte distinet part these manthly for 6 months for further needs for tralning

When the facillty to which a resident returns Is a or appropriate action fo assure ongolng compliance with

composita distinet part (as defined in § 483.5), this corrective actlon.

the .resident must be permitiad to return {o an E272 Our Date for substantiated

available bed In the particular locatlon of the Gompliance s April 11, 2017

composite distinct part in which he or she residad
previously. If a bed [s not available In that Jocation
at the time of return, the resident must be given
the optlon to return fo that location upon the first
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avallabllity of a bed there.
This REQUIREMENT is not met as evidenced
by:

Based on slaff interviews and record reviews, the
facllity failed to readmit 1 of 1 sampled resident
back {o the first avallable bod after baing
discharged from the hospllal, (Resldent #59).

The findings Include:

Resident #59 was originally admitted to the faclllly
on 10/12/16 with diagnoses including Peripheral
Vascular Disease, Acute kidney fallure and Acute
and chronfe respiratory failure,

Review of signed doclor's telsphone orders dated
11/6/18, read In pari, "Send o er {emergency
room) evaluate and ireal.”

During an interview on 03/14/2017 at 3:09 PM,
the facility Soctal Worker revealed Resldant #59
was discharged from the facllity on 11/6/16, She
stated she thought Resident #59 might have
moved closer to her family membetr.

Durlng an interview on 3/14/17 at 3:19 PM, the
Direcior of Nursing {OOMN}) revealed Resident
#59's family member was not happy with the
sarvices provided by the facllity and ancther
family membar wanted her to mave closer lo their
family. She racalled the previous Administrator
deall with Resident #59's famlly more than she
did. The DON revealed Resident #59's family
member did not want her to return to the facility
and wanted the resident transferred fo another
facility with the same doctor as the facility from
which she was being dlscharged.

During an Interview an 03/16/2017 at 10:38 AM,
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the faciilty Admissions Director/Discharge
Coordinator revealed Resldent #59 had medicat
complications in the facility and she was sent to
the hospital, She revealed Resident #59's family
member was nol saflsfied with the care provided
by the facillly. The Admissions Director/Dlscharge
Coordinator stated she asked the hospital
discharge coordinator to ask Resident #59's
family member if they would like Resldent #5658
placed al another facllity. She revealed Resldent
#59's famlty member sald she wanted Resident
#59 to be seen by the sams doctor she had al the
facllity,

The Admisslons Director/Discharge Coordinator
stated the hosplial discharge coordinator found
placement at another nursing homs, She stated
Resident #59's family member phoned her and
said she was wondering why the facllity did not
want to readmit Resldent #69 back lo the facilily,
The Admisslons Director/Discharge Coordinator
reveatad she lold the family member thal the
family seemed to be unhappy with the care
provided by the facillty, and it was not as If the
facillty was discharging Resident #59, but the
famlly member seamed to be unhappy. The
Admissions Direclor/Discharge Coordinator
stated the famlly member asked If the facilily
doctor would be at the facliity Resident #59 was
discharged to and the Admisslons
Director/Discharge Coordinator fold her yes, She
stated Resldant #59's family member sald ok,
and the facliity did not hear anylhing else from the
family metnber,

The Admissions Director/Dlscharge Coordinator
revealed there was some miscommunicatlon,
because it was not that the facility did not want to
readmlt Resident #59 back to the facility, but i
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was just that the family was not happy and the
faclllty wanted the family member to be happy.
The Admlssions/Discharge Coordinator explained
Residen{ #5¢ was admitted to the hospltal and
stayed there for five days until she was moved to
another facliliy. She reveafed Resident #59 was a
Medicare resident at the fime. The Admissions
Diracior/Discharge Coordinator revealed oncs the
family member found out Resldent #69 would
have the same doclor, the family member was
fine with the discharge to another facillty.

During an interview on 3/15/16 at 4:36 PM, the
Hospital Discharge Coordinator recalled she was
told by the facility admission's coordinatar that the
facillty was not golng to accept Resident #59
back lo the faciiity. She revealad she could not
recall the reason why the facllity would not accept
Resident #59 once the resldent was discharged
from the hospital nar did she document anylhing
else about the conversation. The Hospital
Discharge Coordinator revealed she found
placement at another facility for Resldent #59,
$he emphasized the faclllty usually accepted
residants back to the facility and thare was naver
an issue with the facliity accepting resldents with
behaviors, or resldents requiring total care.

Puring an interview on 3/16/16 at 4:46 PM, the
Administrator stated his expectatian would be that
upon discharge from the hospital, a resident
would ba readmitted back {o the first avallable
bed.

F 2721 483.20(b){1) COMPREHENSIVE

58sE | ASSESSMENTS

{b} Comprehensive Assassments

Residant 35 will have Care Area Assessments (CAA} that
are current and accurate as trlggered by the completion of
Minfmum Data Set (MDS}. This CAA wil Include restdent’s
diagnosls, underlying cause, contributing factars of risk
factors of antl-depressant drugs, care plan consliderations
F 272 |or referrals to other disciplines,

7, //%7.

Resident 428 will have Care Area Assessments (CAA) that
are current and accurate as triggered by the complation of
Minimum Data Set {MDS). This CAA will Include resident’s
dlagnosls, underlying cause, contributing factors of his
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Chronic Kidney Disease, care pfan considerations or
F 272 | Gontinued From page 4 | 270 referrals to other disciplines.

{1) Resident Assessmanl Instrument. A facility Resldent #45 will hava Care Area Assessments {CAA) that
must mi?ke a comprehensive assessment of a are currant and accurate as triggered by the completion of
resldent's needs, strengths, goals, lfe history and Minlmunn Data Set {MOS). Thls CAA wilt Include resident's -
preferences, using the resident assessment dlagnosis, underlylng cause, contributing factars or risk
instrument (RAI) specified by CMS. The tacters of antl-depressant drugs, care plan constderations
assessment must include al least the following: or refercals to other disciplines .
(i} Identification and demographic information Resident 132 will have Care Area Assessments {CAA} that
{#i) Customary routine, are current and accurate as tilggered by the campletion of
{lil} Cognitive palterns. Minimum Data Set (MDS), This CAA wlil Include resident’s
(v} Communication. ADL goals, care pfan considerations or referrals to other
{v) Vislon, disclptines.
{vi} Mood and behavior patterns,
{vil} Psychological welk-baing. ' Al resldent MDS assessments will be reviewed to ensure
{viliy Physical functioning and steuclural they have corresponding Care Area Assessments {CAA} that
problems. are curfent and aceurate as triggered by the completion of
{ix} Conlinence, Minimum Data Set {MOS).
{x} Disease dlagnesis and health conditions. ’
(xi} Dental and nutritional status. The company Is in fnal stages of hifng a full time MDS
(xH} Skin Conditlons. Coerdinator who has completed appropriate training and
(it} Activily pursult, demonstrated competency.in the full scope of MDS
{xiv} Madications, Coordinator functions and dutles. By the end of a 60 day
{xv) Special reatments and procedures. perlod, the MDS Coordinator will review all MDS
{xvl) Discharga planning. assessments, CAAs, Care Plans and current orders Lo assure
(xvii) Documantation of summary information the restdent is correctly and comprehenslvely assessed and
regarding the additionat assessment performad planned In order te reach his/her highest practicable level
on the of function, Findings from the audit will be followed by

care areas lriggered by the completion corcective action on each resident MDS/CAA/Care
of the Minimum Data Set (MDS). Pian/Orders  which  would  benefit  from
{xvil)  Documentation of participation in changes/corrections.

assessment. The assessment process must
include direct

observatlon and communication with
the resident, as well as communication with

licensed and
non-licensed direct care staff members

on alk shifts,
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The Inltlal audlt witl be used as a model for a weekdy review
£ 272 Continued From page 5 F 272 [6f any new assossments or Care Plan reviews to assure ]
The assessmant process must Include direct angolng compllance with the requlred standards, These
observation and communlcation with the resldent, findings wili b2 brought to QAPI on a monthly basts for
as well as communication with licensed and review by the Interdisciplinary team and submitted 1o lhe‘ v
non-licensed direct care staff members on alt VP of Cilnical Services or the owners, This will be monitored |
shifis. for a perlod of 6 months on a monthiy basls by the VP of
This REQUIREMENT is not met as evidenced Clinical Services with adjustments made to assure ongolng
corpllance, Monitoring will then continue on at least &

by
gased on racord reviews and staff interviews the guarterly basls engolng or until the 10T determines full and
sustalned comptlance has been achlaved.

faciilty falled to complete Care Area Assessmants

that addressed underlying causes, contribufing

factors, and risk factors for 1 of 5 residents ‘:“ D:lpar:me::tthHeads ﬂ#::enm s;ervfcde::‘ i’l“' @ ﬂ‘[; “gg:

(Residont #35) reviewed for psychoactive oordinator with respect to thel role and thelr speciiic
velated to thelr area of service

medication assessiment, for 1 of 1 resident
{Residenl #28) reviewed for hydration/nutrition
and for 4 of 3 residents (Resident #32} reviewed
for Activities of Daily Living,

1. Rosldent #35 was admitled lo the facilily on
11/18/14 and re-admilted on 3/3/17 with diagnosis
Including Depressive disorder.

The most recent Quarterly Minfmum Data Set
{MDS) Assessment dated 12/12/16 revealed the
resldent was cognitively Intact and received an
dntidepressant medication for 7 days of the 7 day
assessment porlod.

The Care Arsa Assessment (CAA) Summary for
Psychotrople Drug Use dated 1/1217 noted the
resident was taking an antidepressant
medication. The CAA did not fist the resident's
diagnoses, underlylng ¢auses, canirlbuting
factors or risk factors of antl-clepressant drugs,
care plan canslderations or referrals to other
disclplines, : |

Review of the care plan dated 3/7/17 revealed
Resident #35 used an antidepressant medlcation
related to a diagnosis of Depression.
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During an interview with the Director of Nursing
on 3M5/17 at 1:40 PM she stated that the facilily
had bean without an MDS Coordinator and had
temporary help in complating the assessments.
She stated that she would expect that the CAAs
be complete and accurate,

Durlng an Interview with the Vice President
Execulive Dirgctor on 3/15/16 at 2:00 PM she
stated that It would be her expectation that the
CAAs be accurately completed.

2. Resldent #28 was admilted to the facilily on
14/316 and re-admitted on 4/6/17 with dlagnosis
Ineluding Chronle Kidney Disease, stage IV,

The Annual Minlmum Data Set (MDS) dated
9/19/16 revealed the resident had severe
cognitive impairment and recelved renal dialysis 3
times week due to chronic kidney disease.

The Care Area Assesstent (CAA) far Nuirifion
dated 9/26/16 nofed the residant was receiving a
{herapautic diet, The CAA did not list the resident
* s diagnoses, underlying causes, contributlng
factors, care plan considarations or refarrals to
other disciplines.

During an interview with the Director of Nursing
on 315117 at 1:40 PM she stated that the facility
had been without an MDS Coordinator and had
temporary help In completing the assessments.
She stated that she would expect that the CAAs
ba complete and accurate.

During an Intarview with the Vice President
Executive Director on 3/46/16 at 2:00 PM she
stated that it would be her expectailon that the
CAAs be accurately camplated,
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Resldent #45 was admitted to the facllity on
6/9/16 and re-admitled on 5/29/16 with diagnosis
including Depressive disorder,

The most recent Quarterly MDS dated 9/3/16
revealed 1he resldent was cognitively intact and
recelved an antidepressant madication for 7 days
of the 7 day assessment period,

The Care Area Assessmani (CAA) Summary for
Psychotropic Drug Uss dated 6/14/16 noted the
resident was taking an anlldepressant
madleation. The CAA did not list the resldent's
diagnoses, underlying causes, contribuling
faclors or risk factors of antl-depressant drugs,
care plan conslderatlons or refarrals to other
disciplines.

Review of the care plan dated 6/14/16 revealed
Resldsnt #45 used an anfldepressant medicatlon
related to a diagnosis of Depression,

During an intervliew with the Director of Nursing
on 3/16/17 at 1:40 PM she staled that the faclilty
had been without an MDS Coordinator and had
temporary help in completing the assessments.
She statad that she would sxpect that the CAAs
be complete and accurate.

During ah Interview with the Vice President
Exacutive Director an 3/15/16 at 2:00 PM she
staled that it would be her expectation that the
CAAs be accurately completed,

3, Resident #32 was admitted to the facilily on
3/30/15 and readmitted on 7/15/16 with
diagnoses of cerebrovascular disease,
hemiplegla, benlgn prostatic hyperplasia, atrial
fiarillation, hyperlipidemia, major depresslon, and
dementia,
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F 2721 F278 483.20(g)-(J) Assassment Accuracy /
Coordination / Cerdifled

Our Dale for subslantiated Compliance Is

F 272 | Coniinued From page 8

The most recent annual Minimum Data Set

{(MDS) dated 3/7/16 revealed Resldent #32 was Aprl 11,2017 ’
cognltively intact and required extensive Facllity wilt review Resldent #18 dlagaosls and ansure that
assistance with actlvities of dally llving. the Section t of the MDS reffect the primary diagnosls of ;
Neurogenic Btadder and that the diagnosis of Neurogenic' ‘é\
A review of the Care Area Assessmant (CAA) Bladder supports the current medication prescribed for the \
dated 4/18/16 noted tha! Resldent #32 triggered resident as reftected on the EMAR, \
for activitfes of dally fiving (ADL). The CAAdid \
not list the resident's possible ADL goals, care Faclity will review Resident #35 dlagnosls and ensure that
plan considerations or referral to other discipfines. the Section 1 of the MDS reflect the piimary dlagnosls of
' Hyperlipldemla and that the dlagnosis of Hypedipidemia
A review of the care ptan daled /21717 revealed supports the current medicatlon preseribed for the
Resldent #32 was care planned for ADLs due to resident reflected on the EMAR.
nemiplegia, limited mobiiity and belng unabls to
ambulate, Facltity will review Resldent #5 dlagaosis and ensure that
the Sectlon % of the MDS reffect the primary dlagnosls of ;
During an interview with the Director of Nursing Neurogenic Bladder and that the dlagnosls of Neuragenlc
on 3/15/17 at 1:40 PM she stated that the facllity Bladder supports the current madication prescribed for the :
had bean without an MDS Coordinator and had resident reflected on the EMAR. !
|

temporary help in complefing the assessments.
She stated that she would expect that the CAAs
he complete and accurate,

Facifity will review Resident #45 dlagnosls’ and ensure that i
the Sectlon 1 of the MDS reffect the primary dlagnosts of |
Major Deprassive Disorder and the dlagnesis of Major |
Depressive Disorder supports the current medlcation

During an Interview with the Vice Prasident
preseribed for the resldent reflected on the EMAR,

Executive Director on 3/16/16 at 2:00 PM she

stated that It would be her expectation that the
Facllity vill review all current resident’s diagnosis’ and

CAAs be accurately completed,
F 278 | 483.20(g)-(j) ASSESSMENT F g7g|ensure that the Sectlon 1 of the MDS reflect the primary
; dlagnosis of the resident as It appears on the resident face
=r | ACCU O 'CE
s5=E | AGCURACY/COORDINATION} RTIFED sheet and that the diagnosls on Seetlon 1 of the MBS
" |supports the current medication prascribed for the
{g) Accuracy of Assessments. The assessment casldent reflected on the EMAR.

must accurately reflact the resident's status.

(h} Coordination

A ragistered nurse must condust or coordinate
each assessment with the appropriate
participation of health professlonals.
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{1y Certificatlon
{1} A registerad nurse must sign and cerlify that
the assessment Is complsted,

{2) Each individual who completes a portion of the
assessmant must sign and cerlfy the accuracy of
that portion of the assessmant,

{j} Penalty for Falsification
{1} Undeér Madicare and Medicald, an indlviduat
who willfully and knowingly-

{f} Certifies a matarial and false statement in a
resident assessment Is subject to a civil money
penally of not more than $1,000 for each
assassmant; or

{li) Causes another Indlvidual to certify & material
and false statement In a resident assessment Is
subjact to a clvil monay penally or not more than
$5,000 for sach assessment,

{2} Clinlcal disagreement doas not constitute a
material and false statemant.

This REQUIREMENT is not met as evidenced
by:

Basad on record raview, observations and -
interviews the facllity falled to accurately cade a
diagnosis under Section | of the Minimum Data
Seot Assessment (MDS) for 5 of & records
reviewad { Resldent #18, Resldent #35, Resident
#9, Resident #32 and Resident #45),

The findings Included:

1. Resident #18 was admitted to the facillly on
1/28/16 and re-admitted on 1/16/17 with
Neurogenlc Bladder.

Residant #18 was obsarved to have an Indwalling

demonstrated competency In the

PlanfOrders which would
changes/corrections,

findings will be brought to QAP! on

Coordinator who has completed appropriate training and

Coordinator functions and dutles, By the end of a 60 day
perod, the MBS Coordinator will review all MOS
assessments, CAAs, Caze Plans and eurrent orders to assure
the resident Is correcily and comprehensively assessed and
planned In order to reach his/her highest practicable fevel
of functlon. Findlngs from the audit will be followed by
corrective action on each restdent MDS/CAA/Care

The Inltial audit will be usad as a madel for a weekly review
of any new assessments or Care Plan reviews to assure
ongoing compllance with the required standards. These

review by the Interdisciplinary team and submitted to the
VP of Clinleal Services or the owaers. This will be monitored
for a petiod of 6 months on a monthly basls by the VP of
Clinlcal Services with adjustments made o assure ongolng
comptiance. Monitoring will then contitue on at Jeast a
guarterly hasls ongolng or untll the 10T determines full and
sustalned compliance has been achleved.

Addittonally, Administrator will review the MODS of all new
admisstons for the next three months for the Section 1
Dlagnosls to match the face sheet diagnosls and for the
dizgnesls the support the current medications prescribed
as reflected on the EMAR. Documentation of this review
wiif be ncluded In the monthly QAPI for a perlod of &
months with revlew by the 10T for adjustments to pracess,

full scope of MDS

benefit from

a monthly basls for
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urinary cathater on 3/15/17 at 9:30 AM,

Revisw of the Significant Change daled 5/6/16
did not list Neurogenic Bladder as a diagnosis
undar Ssclion |,

Revlew of the Quarterly Minimum Data Set
Assessment dated 12/6/16 did not list Neurogenic
Bladder as a diagnosis under Sectlon |,

During an Interview with the residen'ts physician
on 3/16/17 at 10:23 AM he stated that the
resident had had a neurogenic bladder for years.
During an interview with {he Directar of Nurisng
on3/16/17 at 1:40 PM she stated that she would
expect that Section | of the Minlmum Data Set
would reflect all diagnoses that the resldent was
bsing treated for.

Durlng an interview with the Vice Prasident
Execulive Direclor on 3/16/17 at 2:00 AM she
stated It would be her expectation that the MDS
be coded accurately,

2. Resident #35 was admitted to the facility on
11£18/16 and re-admiited on 3/3/17 with
Hyperiipidemia,

Review of the Annual Minimum Data Sel
Assessment dated 11/3/16 did nof list
Hypertipldemia as a diagnosis under Saction |,
Reviaw of the Quarterly Minimum Dala Sel
(MDS) Assessment dated 12/12/16 did nof fist
Hyperlipidemla as a dlagnosls under Seclion 1.
Review of the Medication Administration Record
for the months of November 2018 and Dacember
2016 revealsd resident #35 was recelving Lipltor
40 milligrams every day for Hyperlipidemia,
During an interview with the Director of Nurisng
on3f158/17 at 1:40 PM she stated that she would
expect that Section | of the Minimum Data Set
would reflect all diagnoses that the resident was
halng treated for.
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During an Interview with the Vice President
Executive Director on 3/15/17 at 2:00 AM she
stated it would be her expectation that the MDS
be coded accurately,

3. Resldant #9 was admitted {o the facllity on
9/25M2 and readmitted on 2/10/17 with diagnosls
including Neurogenic Bladder.

Areview of the physician * s orders dated 2/10/17
revealed Resident #9 had an Indwelllng catheter
to be changed monthly and as needed.

Review of the most recent 14-day Minimum Data

Set (MDS) assessment dated 2/24/17 did hot fist

Neuregenic Bladder as a diagnosls under Section
l

On 3/13/17 at 2:23 P the Director of Nursing
{DON) stated that Resldent #9 did have an
indwelling catheter related to a Nevrogenic
Bladder.

On 31167 at 9:08 AM Resident #9 was
ohserved with an indwelling catheter.

On 31517 at 1:40 PM the Director of Nursing
stated that she would expect that Section { of the
Minimum Data Set would reflsct all dlagnoses
that the resident was being treated for,

On 311617 at 2:00 PM the Vice President
Execttlve Director stated that it would be her
expectation that the MDS be coded accurately.

6, Resident # 45 was admitted to the facility on
6/9/15 and readmitted on 5/29/16 with diagnoses
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iajor Depressive Disorder.

Revlew of the annual Minlmum Data Set (MDS)
dated 6/14/17 did not llst Major Depressive
Disorder as a diagnoses under Sectlon |.

Review of the Quarterly MDS dated 9/13/17 did
not flst Major Depressive Disorder as a diagnoses
under Section |,

Puring an Interview with the Director of Nursing
on 3/1617 at 1:40 PM she stated that she would
oxpect that Section | of the Minimum Data Set
would reflect all diagnoses that the resldent was
being treated for,

During an Interview with the Vice President
Executlve Dlrector on 3/15/17 at 2:00 PM she
stated It would be her expactation that the MDS
be coded correctly.
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