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INITIAL COMMENTS

Maple Manor Rehab Center of Novi was
surveyed for a Recertification survey on 4/24/24.

Intakes: M100142776, MI00138187, &
MI100139879.

Census= 51.

Resident Rights/Exercise of Rights
§483.10(a) Resident Rights. The resident
has a right to a dignified existence, self-
determination, and communication with and
access to persons and services inside and
outside the facility, including those specified
in this section. §483.10(a)(1) A facility must
treat each resident with respect and dignity
and care for each resident in a manner and
in an environment that promotes
maintenance or enhancement of his or her
quality of life, recognizing each resident's
individuality. The facility must protect and
promote the rights of the resident. §483.10(a)
(2) The facility must provide equal access to
quality care regardless of diagnosis, severity
of condition, or payment source. A facility
must establish and maintain identical policies
and practices regarding transfer, discharge,
and the provision of services under the State
plan for all residents regardless of payment
source. §483.10(b) Exercise of Rights. The
resident has the right to exercise his or her
rights as a resident of the facility and as a
citizen or resident of the United States.
§483.10(b)(1) The facility must ensure that
the resident can exercise his or her rights
without interference, coercion, discrimination,
or reprisal from the facility. §483.10(b)(2) The
resident has the right to be free of
interference, coercion, discrimination, and

F0000

FO550

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether 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 deficiencies are cited, an approved plan of correction is requisite to continued

program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: GK7H11

Facility ID: 634595

If continuation sheet Page 1 of 25



PRINTED: 5/7/2024

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
634595 B. WING 412412024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
MAPLE MANOR REHAB CENTER OF NOVI INC 31215 NOVI ROAD
NOVI, MI 48377
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (EACH (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY PREFIX CORRECTIVE ACTION SHOULD BE CROSS- COMPLETION
TAG FULL REGULATORY OR LSC IDENTIFYING TAG REFERENCED TO THE APPROPRIATE DATE
INFORMATION) DEFICIENCY)

reprisal from the facility in exercising his or
her rights and to be supported by the facility
in the exercise of his or her rights as required
under this subpart.

This REQUIREMENT is not met as
evidenced by:

Based on observation, interview, and record
review, the facility failed to provide a privacy
cover over an indwelling catheter bag for one
Resident (R2) of two residents reviewed for
catheters.

Findings include:

On 4/22/24 at 9:31 AM, R2 was observed resting
in bed. An observation that was made on R2's
catheter bag revealed no dignity privacy bag
covering the catheter bag.

On 4/23/24 at 8:43 AM, R2 was observed
watching TV in bed. R2's catheter bag revealed
no dignity privacy bag covering the catheter bag.

On 4/24/24 & 1:09 PM, the DON was
interviewed regarding the lack of adignity
privacy bag for R2. The DON said that R2 should
have had a dignity privacy bag for his catheter
bag. The DON it was explained that the nursing
staff are to check that residents with catheter bags
have dignity privacy bagsin place.

A review of R2's Electronic Medical Record
(EMR) revealed R2 was initially admitted to the
facility on 1/18/22 and readmitted to the facility
on 12/20/23. R2 had the following medical
diagnoses: Neuromuscular Dysfunction of the
Bladder, Multiple Sclerosis, and Paraplegia.

A review of R2 's Quarterly Minimum Data Set
(MDS) dated 1/26/24 revealed R2 had a Brief
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Interview of Mental Status score of 13/15
(cognitively intact). According to the MDS, R2
required maximal assistance with bed mobility,
toileting hygiene, and transfers. The MDS
included that R2 had an external catheter.
A review of the facility policy titled,
"Promoting/Maintaining Resident Dignity", with
arevised date of 11/2023, reveaed, "It isthe
practice of thisfacility to protect and promote
resident rights and treat each resident with respect
and dignity ...Maintain resident privacy."
F0578 Request/Refuse/Dscntnue Trmnt;Formite FO578
ss=D Adv Dir §483.10(c)(6) The right to request,

refuse, and/or discontinue treatment, to
participate in or refuse to participate in
experimental research, and to formulate an
advance directive. §483.10(c)(8) Nothing in
this paragraph should be construed as the
right of the resident to receive the provision
of medical treatment or medical services
deemed medically unnecessary or
inappropriate. §483.10(g)(12) The facility
must comply with the requirements specified
in 42 CFR part 489, subpart | (Advance
Directives). (i) These requirements include
provisions to inform and provide written
information to all adult residents concerning
the right to accept or refuse medical or
surgical treatment and, at the resident's
option, formulate an advance directive. (i)
This includes a written description of the
facility's policies to implement advance
directives and applicable State law. (iii)
Facilities are permitted to contract with other
entities to furnish this information but are still
legally responsible for ensuring that the
requirements of this section are met. (iv) If an
adult individual is incapacitated at the time of
admission and is unable to receive
information or articulate whether or not he or
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she has executed an advance directive, the
facility may give advance directive
information to the individual's resident
representative in accordance with State law.
(v) The facility is not relieved of its obligation
to provide this information to the individual
once he or she is able to receive such
information. Follow-up procedures must be in
place to provide the information to the
individual directly at the appropriate time.
This REQUIREMENT is not met as
evidenced by:

Based on interview and record review, the
facility failed to ensure three (R46, R48, and
R108) of four residents reviewed for advance
directives had their code status/treatment
preferences clearly documented in their
clinical record. Findings include:

R46

A review of R46's clinical record revealed R46
was admitted into the facility on 2/18/24 and
readmitted on 3/25/24 with diagnoses that
included: spinal stenosis, anemia,
hypertension, and diabetes. A review of R46's
Minimum Data Set (MDS) assessment dated
2/24/24 revealed R46 had intact cognition.

On 4/22/24 at 1:55 PM, a review of R46's full
electronic medical record (EMR) was
conducted. A review of a form titled, "(Facility
Name) Advance Directives" revealed R46's
wife signed the form and indicated R46 did
not want Cardio-Pulmonary Resuscitation
(CPR) in the event "where my heart stops
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beating, or my respirations cease". The form
was signed on 2/19/24.

A review of a progress note for R46 dated
2/18/24, revealed, "...Resident would like to
be DNR (Do-Not-Resuscitate)..."

On 4/23/24 at 10:41 AM, an interview was
conducted with the Director of Nursing
(DON). When queried about where the
nurses looked to confirm a resident's code
status, the DON reported it would be flagged
on the home page in the EMR whether the
resident was "DNR" or "Full Code". When
queried about why R46 had a progress note
that noted he wanted to be a "DNR" and a
signed "Advance Directives" form that
indicated "DNR", but there was nothing
flagged in the EMR to notify nursing of R46's
wishes, the DON reported she would look
into it.

On 4/23/24 at 2:06 PM, the DON followed up
and reported there was a new "Advance
Directives" form put into R46's EMR that was
found in a hard chart that was kept on the
unit. The DON reported nurses could access
the hard chart or EMR to confirm a resident's
code status, but that both charts should
match. The DON reported the Social Worker
had to ensure everything was in place prior
to the code status being flagged in the EMR.

On 4/23/24 at 2:55 PM, an interview was
conducted with the Social Worker. When
queried about the facility's process for
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obtaining residents' advance directives and
ensuring their treatment wishes were readily
available for staff to review in the case of an
emergency, the Social Worker reported the
nurse reviewed advance directives with the
residents upon admission, the social services
reviews them during the Social Services
Assessment. Residents' preferred code status
was reported to the nurse or the DON and
was placed into the physician's mailbox for a
signature. The Social Worker further reported
there was a binder on the units that included
the residents' advance directives forms in
addition to being flagged in the EMR.
According to the Social Worker, nursing was
responsible for ensuring residents' code
status was updated in the EMR. When
queried about R46 and why there was no
code status flagged in the EMR, a DNR form
in the EMR, and a full code form in the
binder, the Social Worker reported it was also
documented in her assessment. The Social
Worker reported R46 changed his code
status to full code upon readmission to the
facility on 3/26/24.

A review of a "Social Services Assessment"
dated 2/19/24 revealed R46's Advance
Directive was "Do Not Resuscitate (DNR)" and
the request was "In MD (physician's) box for
signature".

A review of a "Social Services Assessment"
dated 3/26/24 revealed R46's Advance
Directive was "full code" (all life saving
measures should be attempted in the event
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the resident stops breathing, including CPR).
It should be noted that the signed Advance

Directive in the EMR on 4/22/24 was for DNR
and did not match what was in the binder on
the unit, which was "Full Code" as of 3/26/24.

R48

On 4/22/24 at 12:17 PM, a review of R48's
clinical record revealed no code status
flagged in the EMR and no advance directive
form was found in the EMR.

Further review of R48's clinical record
revealed R48 was admitted into the facility on
2/1/24 and readmitted on 4/10/24 with
diagnoses that included: cerebral infarction,
hypertension, and hemiplegia. A review of a
MDS assessment dated 2/7/24 revealed R48
had severely impaired cognition.

A review of R48's progress notes revealed a
"Social Services" note dated 4/11/24 that
noted, "...Advanced directive completed with
nursing and son, SW (social work) reviewed
with patient..."

A review of R48's "Social Services
Assessment” dated 4/11/24 revealed R48's
advance directive was a "Full Code".

There was no indication in R48's EMR that
she was a full code.

On 4/23/24, the facility uploaded an
"Advance Directives" form that indicated R48
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wanted CPR, tube feeding, hospitalization,
and intravenous (V) fluids. The form was
signed on 4/11/24.

On 4/23/24 at 2:06 PM, the DON reported
the form was in the binder on the unit, but
not in the EMR prior to questioning.

R108

On 4/22/24 at 2:15 PM, a review of R108's
clinical record revealed no code status
flagged in the EMR and no advance directives
form to indicate R108's treatment wishes.

Further review of R108's clinical record
revealed R108 was admitted into the facility
on 4/15/24 with diagnoses that included:
atrial fibrillation, diabetes, and urinary tract
infection.

On 4/23/24 at 10:46 AM, R108's code status
and advance directives were requested from
the DON.

On 4/23/24 at approximately 2:06 AM, it was
discovered that the facility uploaded an
Advance Directives form for R108 into the
EMR that indicated she wished to be a full
code, but did not want to donate organs. The
form was signed on 4/16/24. The DON
reported the form was in the binder on the
unit, but not in the EMR.

A review of R108's "Social Services
Assessment" dated 4/16/24 revealed R108's
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advance directive was "full code".

A review of a facility policy titled, "Residents'
Rights Regarding Treatment and Advance
Directives”, revised 3/2024, revealed, in part,
the following, "It is the policy of this facility to
support and facilitate a resident's right to
request, refuse and/or discontinue medical or
surgical treatment and to formulate an
advance directive...Upon admission, the
resident or an appropriate legal
representative will be asked to complete and
sign an advance directive for the facility...Any
decision making regarding the resident's
choices will be documented in the resident's
medical record and communicated to the
interdisciplinary team and staff responsible
for the resident's care..."

F0656 Develop/Implement Comprehensive Care F0656
sSS=D Plan §483.21(b) Comprehensive Care Plans
§483.21(b)(1) The facility must develop and
implement a comprehensive person-centered
care plan for each resident, consistent with
the resident rights set forth at §483.10(c)(2)
and §483.10(c)(3), that includes measurable
objectives and timeframes to meet a
resident's medical, nursing, and mental and
psychosocial needs that are identified in the
comprehensive assessment. The
comprehensive care plan must describe the
following - (i) The services that are to be
furnished to attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under
§483.24, §483.25 or §483.40; and (i) Any
services that would otherwise be required
under §483.24, §483.25 or §483.40 but are
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not provided due to the resident's exercise of
rights under §483.10, including the right to
refuse treatment under §483.10(c)(6). (iii)
Any specialized services or specialized
rehabilitative services the nursing facility will
provide as a result of PASARR
recommendations. If a facility disagrees with
the findings of the PASARR, it must indicate
its rationale in the resident's medical record.
(iv)In consultation with the resident and the
resident's representative(s)- (A) The
resident's goals for admission and desired
outcomes. (B) The resident's preference and
potential for future discharge. Facilities must
document whether the resident's desire to
return to the community was assessed and
any referrals to local contact agencies and/or
other appropriate entities, for this purpose.
(C) Discharge plans in the comprehensive
care plan, as appropriate, in accordance with
the requirements set forth in paragraph (c) of
this section. §483.21(b)(3) The services
provided or arranged by the facility, as
outlined by the comprehensive care plan,
must- (i) Be culturally-competent and
trauma-informed.

This REQUIREMENT is not met as
evidenced by:

Based on interview and record review, the facility
failed to develop and implement a care plan for
hearing loss for one Resident (R19) hearing loss
or one resident reviewed for hearing
loss/'communication.

Findings include:

A review of R19's Electronic Medical Record
(EMR) revealed R19 was admitted to the facility
on 5/19/23 with the pertinent medical diagnosis
of hearing loss of theright ear.
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A review of R19's annual Minimum Data Set
(MDS) dated 1/22/24 revealed R19 had a Brief
Interview for Mental Status score of 3/15
(severely cognitively impaired). According to the
MDS, R19 had hearing aids.

A review of R19's comprehensive care plan, with
no date, revealed R19 did not have a care plan
regarding hearing concerns and the use of hearing
aids.

On 4/14/24 at 1:41 PM the MDS Coordinator "F"
was interviewed regarding a hearing care plan.
MDS Coordinator "F" said the care plan for R19's
hearing concerns was missed. MDS Coordinator
"F" said the hearing care plan was placed in the
EMR the night of 4/23/24 because it was
overheard that R19 did not have a care plan for
hearing aids.

On 4/24/24 &t 1:14 PM the Director of Nursing
(DON) was interviewed regarding the lack of a
hearing care planin the EMR. The DON said R19
should have had a hearing care plan related to the
hearing aids. The DON said it is expected that it
isthe duty of the MDS Coordinator to make care
plansfor the residents.

Treatment/Svcs to Prevent/Heal Pressure
Ulcer §483.25(b) Skin Integrity §483.25(b)(1)
Pressure ulcers. Based on the
comprehensive assessment of a resident,
the facility must ensure that- (i) A resident
receives care, consistent with professional
standards of practice, to prevent pressure
ulcers and does not develop pressure ulcers
unless the individual's clinical condition
demonstrates that they were unavoidable;
and (ii) A resident with pressure ulcers
receives necessary treatment and services,
consistent with professional standards of

F0686
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practice, to promote healing, prevent
infection and prevent new ulcers from
developing.

This REQUIREMENT is not met as
evidenced by:

Based on observation, interview, and record
review, the facility failed to thoroughly assess
and document a pressure ulcer for one (R30)
of two residents reviewed for pressure ulcers.
Findings include:

On 4/22/24 at 9:50 AM, R30 was observed
seated in a wheelchair with a splint applied to
his right arm. When asked questions, R30
replied, "Okay" to each question.

A review of R30's clinical record revealed R30
was admitted into the facility on 4/30/19 with
diagnoses that included: traumatic brain
injury. A review of a Minimum Data Set
(MDS) assessment dated 2/10/24 revealed
R30 had severely impaired cognition and was
dependent on staff assistance for all activities
of daily living, bed mobility, and transfers.

A review of R30's Physician's Orders revealed
an active order with a start date of 1/18/24
for Venelex (balsam peru-castor oil) ointment
applied to the coccyx and covered with an
ABD (abdominal) pad every day shift and
night shift and as needed.

A review of an "Entrance Conference
Worksheet Electronic Health Record (EHR)
Information" form completed by the facility
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revealed documentation regarding pressure
ulcers was located in the EHR under "Wound
Care Progress Note/Flowsheet".

A review of the "Wound Care Progress
Note/Flowsheet" documentation for R30
revealed no documentation since 2020.

A review of R30's Medication Administration
Records (MAR) from February 2024 through
April 2024 revealed orders for "Skin
Assessment/Shower Schedule...Write
Progress Notes: Must do skin assessment
after each shower or if resident declined
shower..." The following was documented:
2/16/24 - "redness on coccyx"

2/20/24 - "old redness on coccyx"

2/27/24 - "open skin on coccyx”

3/5/24 - "old open skin on coccyx"

3/12/24 - "old open skin on coccyx"
3/22/24 - "old open skin on coccyx"
3/26/24 - "open skin on coccyx"

4/1/24 - "old open skin on coccyx"

4/9/24 - "old open skin on coccyx"

4/16/24 - "open skin on buttocks"
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A review of the Certified Nursing Assistant
(CNA) documentation to "indicate any skin
problem for the resident (R30)" revealed
"open area" was documented on the
following dates: 4/8/24, 4/10/24, 4/13/24,
4/16/24, 4/17/24, 4/19/24, 4/21/24, 4/22/24,

Further review of R30's clinical record
revealed no documentation of the
measurements and characteristics of the
"open skin" on R30's coccyx and buttocks as
documented on the MAR.

On 4/24/24 at 9:24 AM, an interview was
conducted with the wound care coordinator,
Licensed Practical Nurse (LPN) 'C'. When
queried about where weekly skin assessments
were documented, LPN 'C' reported they
were completed on shower days and results
were documented on the MAR. When
queried about any wounds that R30 had
currently, LPN 'C' reported he did not have
any wounds and all treatment was being
done as a preventative intervention. LPN 'C'
explained Physician 'EE' evaluated all wounds
and documented his evaluations in the
clinical record (progress notes). LPN 'C'
further explained that Physician 'EE' was not
currently following R30 because he did not
have any pressure ulcers. At that time, LPN 'C’
was asked if there was any documentation of
R30's skin as a result of the CNA and nurse
documentation that mentioned "open area"“
to the coccyx. LPN 'C' reported she did not
see anything in the record and would look
into it. LPN 'C' further reported that she was
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notified last week that R30 had an open area
to his coccyx, but it had not yet been
assessed.

On 4/24/24 at 9:47 AM, an interview with the
Director of Nursing (DON) was conducted.
The DON explained that weekly skin
assessments were documented on the MAR
and if a resident had a wound, Physician 'EE'
evaluated the resident and documented in a
progress note. At that time, the DON was
asked where any assessment of R30's "open
areas" to the coccyx were documented. The
DON reviewed the EHR and confirmed there
was no documented assessment of R30's
wound. The DON reported she did not know
if R30 had any open areas.

On 4/24/24 at 9:58 AM, an observation of
R30's skin was conducted with LPN 'C'. When
R30's brief was removed, no treatment was
observed on R30's coccyx, bloody drainage
was observed in the brief and a large area of
scar tissue with scattered areas of what
appeared to be moisture damaged skin and
partial thickness skin loss.

On 4/24/24 at 11:30 AM, the Administrator
and Nurse Practitioner (NP) 'D' followed up
regarding R30 and reported that NP 'D' had
been evaluating R30's wounds. NP 'D'
reported she started working at the facility in
October 2023 and R30 had always had issues
with the skin on his coccyx. NP 'D' reported
she never saw the coccyx "open up
completely”. When queried about where
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were evaluation/assessment of R30's coccyx
would be documented, NP 'D' reported it
would be in the progress notes.

A review of R30's "Physician" progress notes
revealed the following documentation written
by NP 'D":

On 1/5/24, 1/19/24, 1/23/24, 2/6/24, NP 'D'
documented, "...Stage IV (full thickness skin
and tissue loss) sacral and ischial ulcer with
ulceration and minor bleeding of surrounding
area...Plan: Continue with Venelex ointment
and cover with ABD pad..."

The next time NP 'D' evaluated R30 was on
3/15/24 and the following was documented,
"...Stage IV sacral and ischial ulcer with
ulceration and minor bleeding of surrounding
area...Plan: Continue with Venelex ointment
and cover with ABD pad..." The same thing
was documented on 3/19/24.

On 4/9/24, NP 'D' documented, "..Stage IV
sacral and ischial ulcer...Hx (history) of Stage
IV sacral and ischial ulcer. Resolved but high
risk for breakdown..." The same was
documented by NP 'D' on 4/16/24.

There was no documentation to describe the
measurements and characteristics of R30's
coccyx. It was documented by NP 'D' that the
wound was resolved. However, based on the
observation made on 4/24/24, there was
open areas and bloody drainage.
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A review of a facility policy titled, "Skin
Assessment”, revised 1/2024, revealed, in
part, the following: "...Documentation of skin
assessment...Document type of
wound...Describe wound (measurements,
color, type of tissue in wound bed, drainage,
odor, pain)..."

F0690 Bowel/Bladder Incontinence, Catheter, UTI F0690
ss=D §483.25(e) Incontinence. §483.25(e)(1) The
facility must ensure that resident who is
continent of bladder and bowel on admission
receives services and assistance to maintain
continence unless his or her clinical condition
is or becomes such that continence is not
possible to maintain. §483.25(e)(2)For a
resident with urinary incontinence, based on
the resident's comprehensive assessment,
the facility must ensure that- (i) A resident
who enters the facility without an indwelling
catheter is not catheterized unless the
resident's clinical condition demonstrates
that catheterization was necessary; (ii) A
resident who enters the facility with an
indwelling catheter or subsequently receives
one is assessed for removal of the catheter
as soon as possible unless the resident's
clinical condition demonstrates that
catheterization is necessary; and (iii) A
resident who is incontinent of bladder
receives appropriate treatment and services
to prevent urinary tract infections and to
restore continence to the extent possible.
§483.25(e)(3) For a resident with fecal
incontinence, based on the resident's
comprehensive assessment, the facility must
ensure that a resident who is incontinent of
bowel receives appropriate treatment and
services to restore as much normal bowel
function as possible.
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This REQUIREMENT is not met as
evidenced by:

Based on interview and record review, the facility
failed to document urinary output consistently for
one Resident (R2) of two residents reviewed for
catheters.

Findings include:

A review of R2's Electronic Medical Record
(EMR) revealed R2 was initially admitted to the
facility on 1/18/22 and readmitted to the facility
on 12/20/23. R2 had the following medical
diagnoses: Neuromuscular Dysfunction of the
Bladder, Multiple Sclerosis, and Paraplegia.

A review of R2's quarterly Minimum Data Set
(MDS) dated 1/26/24 revealed R2 had a Brief
Interview for Mental Status score of 13/15
(cognitively intact). According to the MDS, R2
required maximal assistance with bed mobility,
toileting hygiene, and transfers. The MDS
included that R2 had an external catheter.

A review of R2's catheter care plan dated 4/22/24
revealed "Monitor/document (urine) odor, color,
amount, and sediment Q (every) shift."

A review of the Treatment Administration Record
(TAR) for the month of January 2024 revealed
the following undocumented outputs for the day
shift:

1/14, 1/15, /18, and 1/23.

A review of the Treatment Administration Record
(TAR) for the month of January 2024 revealed
the following undocumented outputs for the night
shift:
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F0698
SS=E

1/12, 1/13, 1/14, 1/15, and 1/16

A review of the Treatment Administration Record
(TAR) for the month of February 2024 revealed
the following undocumented outputs for the day
shift:

2/5, 2/8, 2/9, 2/10, 2/11, 2/13, 2/14, 2/15, 2/16,
2/20, 2/22, 2/25, and 2/26

A review of the Treatment Administration Record
(TAR) for the month of February 2024 revealed
the following undocumented outputs for the night
shift:

214,216, 2/7, 2/8, 219, 2/10, 2/11, 2/12, 2/13,
2/14, 2/15, 2/17, 2/18, 2/19, 2/20, 2/25, and 2/29

A review of the Treatment Administration Record
(TAR) for the month of March 2024 revealed the
following undocumented outputs for the day shift:

3/5, 3/7, 3/8, and 3/19

On 4/24/24 & 1:13 PM the Director of Nursing
(DON) was interviewed regarding the
undocumented urinary outputs. The DON said the
nursing staff have to record the output when the
foley catheter has been emptied.

Upon departure from the facility there was no
facility policy given that addressed the
documentation of urinary catheter output.

Dialysis §483.25(1) Dialysis. The facility must
ensure that residents who require dialysis
receive such 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

F0698
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evidenced by:

Based on observation, interviews, and record
reviews the facility failed to ensure consistent
dialysis communication documentation and
assessments were maintained in the clinical
record for one (R40) of one resident reviewed
for dialysis. Findings include:

On 4/22/24 at 1:41 PM, R40 was observed in
bed. When asked, R40 stated they receive
dialysis care five days a week for two and a
half hours each day. R40 explained the
dialysis entity comes to the facility and
provide their dialysis treatment at the
bedside.

Review of the medical record revealed R40
was re-admitted to the facility on 6/13/22,
with a diagnosis that included end stage
renal disease.

Review of the medical record on 4/22/24,
revealed the last dialysis
communication/assessment documentation
in the medical record was dated 5/8/23.

On 4/23/24 at 10:36 AM, the Director of
Nursing (DON) was interviewed and asked
where the documentation for R40's dialysis
treatments/communication/assessments are
kept, and the DON stated the entity emails
them to the facility. The DON was then asked
why the communication/assessments had not
been uploaded to the R40's medical record
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since May 2023 and the DON stated they
would look into it further and follow back up.
At 1:59 PM, the DON stated they had gotten
in touch with the dialysis center and received
all of the communication/assessments from
dialysis since May 2023 to current and it's
now uploaded in the resident's record.

No further explanation or documentation
was provided by the end of the survey.

FO881  |Antibiotic Stewardship Program §483.80(a) F0881
SS=D Infection prevention and control program.
The facility must establish an infection
prevention and control program (IPCP) that
must include, at a minimum, the following
elements: §483.80(a)(3) An antibiotic
stewardship program that includes antibiotic
use protocols and a system to monitor
antibiotic use.

This REQUIREMENT is not met as
evidenced by:

Based on interview and record review the facility
failed to implement an effective antibiotic
stewardship program that included consistent
implementation of protocols for appropriate
antibiotic use for two (R's 159& 160), this
deficient practice had the ability to affect multiple
residents who were prescribed antibiotics during
their inpatient care at the facility. Findings
include:

According to the Center for Disease Control's
(CDC) "The Core Elements of Antibiotic
Stewardship for Nursing Homes," dated 2015:

"...Improving the use of antibioticsin healthcare
to protect patients and reduce the threat of
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antibiotic resistanceisanationa priority.
Antibiotic stewardship refersto a set of
commitments and actions designed to "optimize
the treatment of infections while reducing the
adverse events associated with antibiotic
use...Antibiotics are among the most frequently
prescribed medications in nursing homes, with up
to 70% of residentsin a nursing home receiving
one or more courses of systemic antibiotics when
followed over ayear...studies have shown that 40-
75% of antibiotics prescribed in nursing homes
may be unnecessary or inappropriate. Harms from
antibiotic overuse are significant for the frail and
older adults receiving care in nursing homes.
These harms include risk of serious diarrheal
infections from Clostridium difficile, increased
adverse drug events and drug interactions, and
colonization and/or infection with antibiotic-
resistant organisms...Infection prevention
coordinators have key expertise and data to
inform strategies to improve antibiotic use. This
includes tracking of antibiotic starts, monitoring
adherence to evidence-based published criteria
during the evaluation and management of treated
infections...Identify clinical situations which may
be driving inappropriate courses of antibiotics
such as asymptomatic bacteriuria or urinary tract
infection prophylaxis and implement specific
interventions to improve use..." The Core
Elements of Antibiotic Stewardship for Nursing
Homes (cdc.gov)

Review of the facility's Infection Surveillance
program from June 2023 through April 2024
documented multiple "N/A" documentation under
criteriamet for McGeer's for residents admitted
from the hospital on an antibiotic.

R159

Review of the facility's "Infection Control Form"
for January 2024, documented the following in
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part, " ... (R159's name) Date of onset 01/08/2024
... Typeof Infection- COVID-19 ... Symptoms-
productive cough ... Amoxicillin 875-125 MG
(milligram) BID (twice aday) x 7 days ...
McGeer criteria- Y (Yes) ... [R159's name] Date
of onset 01/08/2024 ... Type of Infection-
COVID-19 ... Symptoms- productive cough ...
Doxycycline 100 MG BID X7Days.... ... McGeer
criteria Y (Yes) ..."

Review of R159's progress notes documented the
following:

On 1/4/24 at 7:30 AM, anurse's note documented
inpart"” ... alert, verbal able to communicate
needs, received awake in bed ... no resp.
(respiratory) distress noted. No c/o (complaints
of) pain, scheduled medications given ... swabbed
for covid last night, tested positive ... ordered to
quarantine patient ..."

On 1/8/24 at 10:12 PM, a nurse's note
documented in part " ... Resident in bed ... able to
make needs known verbally ... BP (blood
pressure) 136/81, PR (pulserate) 61, RR
(respiration rate) 18, temp (temperature) 97.5 ...
02 sat (oxygen saturation) 93% on RA (room air).
Denied SOB (shortness of breath) or respiratory
distress. No chest pain, nausea and vomiting ...
new order given for ora antibiotics..."

Further review of the medical record revealed no
additional signs or symptoms documented or
justification for the prescribed antibiotics.

Review of January 2024 Medication
Administration Record (MAR) and Treatment
Administration Record (TAR) documented the
administration of the doxycycline hyclate 100 mg
and amoxicillin-pot clavulanate 875-125 mg
medications administered twice a day from 1/8/24
until 1/15/24.
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R160

Review of the facility's"Infection Control Form"
for February 2024, documented the following in
part, " ... (R160's name) ... Type of Infection- UTI
(urinary tract infection) ... Symptoms- nausea,
vomiting, poor appetite, abdominal pain, +
dipstick, leukocyte ... Cultures 1/29- no growth ...
Cipro 250 MG BID x3 days ... McGeer criteriaY

(ves)."

Review of aphysician note dated 1/29/24 at 5:05
PM, documented in part " ... she had some
nausea/vomiting earlier today-she saysit is more
gagging rather than vomiting, but still poor
appetite ... no chills, no runny nose, no sore
throat, no body aches, no dysuria (pain with
urination), UA (urinalysis) dip stick done today is
positive for LE (leukocyte esterase), will give
cipro 250 mg bid x 3 days-urine sent for
UA/culture, sheis awake and alert and visiting
with family members. She apparently was having
this nausea at the hospital ..."

Review of the UA culture collected 1/29/24,
documented the following resultsin part " ...
Mixed genital floraisolated. These superficia
bacteria are not indicative of aurinary tract
infection. No further organism identification is
warranted on this specimen ..."

This did not meet the criteriaof an UTI infection.

On 4/23/24 at 3:23 PM, an interview was
conducted with the facility's Infection Control
Preventionist (ICP) "B". ICP"B" confirmed the
facility utilized McGeers criteria and was asked
about the review of residents who admit to the
facility from the hospital prescribed an antibiotic
and why they were all documented as"N/A" in on
the surveillance record, ICP "B" explained they
don't review the resident prescribed antibiotics at
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the hospital because they usually come to the
facility and finish the antibiotic in afew days and
that iswhy N/A is documented.

On 4/24/24 at 10:24 AM, a second interview was
conducted with ICP "B", and they were asked
why R159 was prescribed Amoxicillin-pot
clavulanate 875-125 mg (milligram) and
Doxycycline 100 mg on January 8th, 2024, until
1/15/24? And why R160 was started on Cipro
250 mg, twice aday for three days for aurinary
tract infection prophylactically when neither
resident met criteriaand the ICP "B" stated they
would follow up on it. At 2:47 PM, the ICP "B"
returned and stated they could not provide and
explanation or documentation for R159's
antibiotic administration, however provided the
physician's note from 1/29/24, UA and culture
results for R160.

No further explanation or documentation was
provided before the end of the survey.
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