


"10/7/8

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE &

MEDICAID SERVICES

PRINTED: 06/30/2010
FORM APPROVED
OMB NO, 0938-0391

by:

Based on interviews and record review, it was
determined the facility failed to immediately notify
the physician regarding a significant change in
condition and the potential for alteration in
treaiment for one resident (#3) in the selected
sample of 10. The facility assessed Resident #3
as exhibiting symptoms of abdominal distention,
abdominat pain, decreased bowel sounds and no
bowel movement {BM) for six days. The facility
failed to foliow it's Physiclan/Legal Representative
Notification policy and procedure by not notifying
the physician of Resident #3's abdominal pain
and not notifying the physician prior to
administering four enemas. On 02/12/10, after
the facility administered the enema, the resident's
oxygen {02) saturation (sat.} level dropped to
56-62% (normal 80%-100%). The facility called
the physician three days after the facility had
identified the resident was having abdominal pain
and no results from a soap suds enema.
Residont #3 was sent to the hospital and
diagnosed with Unnary Retention and
Constipation.

Findings inciude:

A review of the nursing facility's Physician/Legal
Representative Notification policy and procedure,
last revised 0B/086, ravealed it was the policy of
the facility to immediately consult with the
resident's physician when there was a significant
change in the resident’s physical status
{deterioration in health status in life threatening
conditions or clinical complications) and when
there was a need to alter treatment significantly
{commence a new form of treatment).

A raview of the facility's nurse's note, dated

indicated for any change in condition

which would indicate the need to nol
the physician and legal representative,

Criteria #3: The facility's BM Monitoring

Log has been revised fo allow
documentation of LN/KMA daily review
Log.
received in-service education provided
the DON/ADON on the revisions to t
log. :

LN’s have received in-service educati
provided by the DON/ADON on t
facility's Physician Nofification Policy a
Constipation Protocol.

Criteria #4: The CQI indicator
monitoring of physician nofification sh
be completed monthly X 2, then every
months as per established CQI calend
under the supervision of the DON.
Criteria #5: Target Dale
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02/13/10 at 4:27 AM, revealed the Emergency
Room Nurse reported to the facility that a large
amount of BM was removed from the resident’s
rectum. A review of the emergency room report,
dated 02/13/10, revealed the resident was
diagnosed with Urinary Retention and
Constipation,

A record review revealed Resident #3 was
admitted to the facility on 05/12/09 with diagnoses
fo include Dementia with Psychatic agitated
features and Constipation. A review of the initial
Minimum Data Set {MDS) assessment, dated
05/25/09, revealed the facility identified Resident
#3 as moderately cognitively impaired, which
affected the resident's ability to make decisions.
The assessment detalled the resident was
continent of bowel.

A review of the February 2010 BM log and
nurse's notes, dated 02/06/10, revealed the
resident's last BM was on 02/06/10, after a soap
suds enema was administered because the
resident was complaining of abdominal pain. The
resident was assessed and it was determined the
resident's abdomen was distended with
hypoactive bowe! sounds. Record review
revealed no evidence the physician was
contacted, prior to administration of the enema.

Further review of the nurse's nates and February
2010 BM log, revealed Resident #3 had no BMs
for the next six days {02/06-02/12/10}. The
nurse's notes revealed the facility assessed the
resident during this period of time, on 02/08/10
and 02/10/40, and determined Resident #3
continued fo experienca abdominal pain,
abdominal distention and hypoactive bowel
sounds. The nurse's notes revealed the facility
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administered a soap suds enema on both
occasions, with no results obtained. Further
racord review revealed no documented evidence
the facility consulted with the physician to make
him aware Resident #3 was experiencing
abdominal distention, abdominal pain, decreased
bowels sounds and that no results were oblained
from the administration of the soap suds enemas.

A review of the nurse’s nole, dated 02/12/10 at
10:45 AM, revealed the facility faxed the
physician to make him aware the resident was
having. "problems with no BM; abdominal
distention and decreased bowel sounds in all four
quadrants®, with no mention of the resident’s
abdominal pain. Further record review revealed
no evidence the facility received a physician's
response to the fax and no evidence the facility
made any further attempts to consult with the
physician regarding the resident's condition.

A review of the nurse's note, dated 02/12/10 at
9:00 PM, revealed the facility assessed the
resident and determined the resident’s abdomen
was very distended, the resident grimaced when
the abdomen was paipated and auscutaiion of the
abdomen revealed very little bowel sounds could
be heard. The nurse's nole revealed the nurse
attempted to administer a soap suds enema but
the water (from the enema) would not go into the
rectum. Further review revealed there was no
documented evidence the facility consulted with
the physician, prior to administration of the soap
suds enema, even though the resident was
experiencing abdominal pain with palpation.
Resident #3 began experiencing labored
breathing, with the resident's 02 sat. assessed at
56%62%. Oxygen was administered at three
liters a minute, the physician was notified and the
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resident was sent to the emergency room.

A review of the hospital x-ray report, dated
02/1310, revealed the resident's bladder was
very distended and it appeared the distention of
the bladder caused displacement of the bowel
foops.

An interviow with Registered Nurse (RN} #2, on
06/17TH0 at 8:55 AM, revealed she was unable to
recall the number of days fhe resident had no BM,
when she administered the soap suds enema on
02/12/10. She stated she could not remember If
the physician was notified of the resident's
condition. She stated she assessed Resident #3,
on 02/12/10 and the resident's abdomen was very
distended, the resident expressed pain when she
palpated the abdomen. She stated she heard
very little bowel sounds. She stated she did not
notify the physician of the assessment findings.
She stated the facility had a constipation protocol,
but she did not recall the iast ime she had read it.
She stated when she tried to administer the
enema, the water would not go into the
rectum/coton. She decided the physician would
be notified the next morning. The Certified Nurse
Aide came to the nurse's desk a few minutes later
and made her aware the resident was having
difficully breathing and the residents O2 sat. was
very low.

Interviews with RN #1, Licensed Practical Nurse
(LPN) #2, LPN #3 and LPN #4, on 06/16/10 at
3:10 PM, 3:15 PM and 3:45 PM and on 06/17/10
at 10:00 AM and 11:00 AM respectively revealed
they did not recall notifying the physician
regarding Resident #3 having no BM and
experiencing symptoms of pain, distention and
decreased bowels sounds. They stated they
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usually notified the physician by fax rather than
phone. if there was no responsa to the fax in 24
hours, they would ¢all the physician by phone.
They revealed they would have called the
physician if the resident had abdominal pain prior
to administration of an enema. LPN #4 stated
she sent the fax to the physician, on 02/12/10 at
10:45 AM, and had not received a response from
the physician, prior to leaving the facility at 7:00
PM.

An interview with the Director of Nursing, on

0617710 at 11:00 AM, revealed the physician

should have been notified when the resident was
assessed with having abdominal pain, prior to
giving the enemas, on 02/08/10 and 02/10/10,
The nurse also sheuld have faxed the physician
when the resident had no resulis, after the
enemas weare administered, on 02/08/10 and
02/10710. If the nurse had not recsived a
response from the physician within 24 hours, the
nurse shoutd have called the physician to make
him aware and determine if-any further orders
were needed. The nurse should not have
administered an enema to the resident without
first cailing the physician, when the resident was
assessed as experiencing abdominal pain.

An Interview with Resident #3's primary physician,
on 06/17/10 at 3:30 PM, revealed he would have
expected the nurse to notify him when the
resident was experiencing abdominal pain prior to
the enemas, when there was no resulis from the
first enema and each time an enema was
administered and ineffective after that.
Additionatly, he stated the nurse should have
notified him when she was unable to get the
water to enter the rectum/colon.
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The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not mel as evidenced
by:

Based on observation; interview and record
review, it was determined the facility failed to
snsure services provided meet professional
standards of quality retated to physician orders
not followed for one resident (#11), not in the
selected sample of 10. Resident #11 was
administered 8 units (U} of insulin instead of the
10 units prescribed by the physician.

Findings include:

An observation of a medication pass, conducted
06/16/10 at epproximately 11:00 AM, revealed
Resident #11's blood sugar was 364. Registered
Nurse {RN) #1 was observed to administer 8 U of
Novolin R insulin to Resident #11.

A review of the resident's physician's orders,
dated 06/10, revealed a sliding scale insulin order
as follows:

150-200=2U
201-250=4L)
251-300=6U
301-350=8U
>351=10U

An interview with RN #1, on 06/16/10 at
approximately 11:10 AM, rovealed she was
nervous and didn't read the order correctly and
should have administered 10U instead of the 8U
she administered.

Professional Standards
The services provided or arranged by the
facility shall meet professional standards
of quality:
Criteria #1: Upon identification of erronin
insulin dose, resident #11 was given an
additional 2 units of insulin to equal a total
of 10units as should have been given.
Criteria #2: A review of MAR's jof
residents receiving sliding scale insyiin
was completed fo ensure no error |in
doses were made during the previcus
month.
Criteria #3: All facility LN's have received
in-service education provided by the
DONJADON on Sliding Scale insulin
administration.
Al facilty LN's have had skl
review/observation for administration |of
SS Insulin. '
Criteria #4: The CQI indicator Jor
monitoring of Sliding Scale Insulin
administration shali be done monthly X2,
then annually and prn as per established
CQl calendar under the supervision of the
DON.

Criteria #5; Target Date
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Procedures (no dats)} revealed: per Care Plan
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medications i facility must be provided by qualified
: ¢. Read medication label three times (3) PErsons in accordance with edch
F 282 | 483.20{(k){3){i) SERVICES BY QUALIFIED F 282 resident's written plan of care:
88=D

PERSONS/PER CARE PLAN

The services provided or arranged by the facility
must ba provided by qualified persons in
accordance with each resident's written plan of
care,

This REQUIREMENT is not met as svidenced
by:

Based on observation, interview, and record
reviaw, it was determined the facility faited to
ensure that services provided by the facility were
provided according to each resident's written plan
of care, for one resident (#2), in the selected
sample of 10 residents, related to an alarm not
being placed in the resident's recliner and heel lift
boots not being applied. The Certified Nursing
Assistant (CNA} failed to ensure an alarm was
applied to the resident's recliner and faiied to
ensure heel booties were applied on the resident.
Review of the CNA cara plan revealed the
resident required an alarm to the bed, wheelchair
and recliner and booties at all fimes. Findings
include:

Resident #2 was admitted to the facility with
diagnoses {0 include Senite Dementia and
Anxiety.

Observation of Resident #2, on 06/15/10 at 10:30

Criteria #1: Resident #2's chair alarm
and heel booties are being applied |by
staff members as per plan of care,
Criteria #2: An audit of all residents with
alarms andfor pressure reducing deviges
has been completed to ensure deviges
are utilized as per plan of care.
Criteria #3: All facility CNA/NA's have
received in-service education provided by
the DON/ADON on providing care as per
each resident's plan of care.
Criteria #4: The CQI indicator for the
monitoring of care plan implementation
shall be utilized monthly X 2 months, then
quarterly as per established CQlI calendar
under the supervision of the DON.
Criteria #5: Target Date

—
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AM, revealed hefshe was reclined in a recliner
awake and alert. An alarm was not observed on
the recliner and the resident was not wearing heel
lift booties. At 11:40 AM, 4:00 PM, and 4:35 PM,
the resident was observed in the dining room for
lunch in a wheelchair without the hesl lift booties
applied. At2:43 PM and 3:25 PM Resident #2
was ohserved reclined in the recliner without heel
lift booties in place and the alarm was not
observed on the recliner. On 06/16/10 al 8:20
AM, the resident was observed in his/her
wheelchair awake and atert. The resident did nat
have heet lift booties applied.

A review of Resident #2's quarterly Minimum Data
Sel {(MDS) assessment, dated 03/26/10 and an
admission MDS assessment, dateg 09/19/09,
revealed the resident was severely cognitively
impaired and required limited assistance of one
staff member with transfers and ambulation. The
rasident had an accident in the past 31-180 days.

A review of Resident #2's CNA care plans, dated
January 28, 2010 through June 2010, revealed
interventions included a personal safety alam
when in the chair, recliner, and in bed. The CNA
care plan also stated the resident was to have
booties on at alf times, as of 02/22/10.

An interview wish CNA #4, on 06/15/10 at 5:30
PM, revealed she was providing care for the
resident. She stated the resident had an alarm to
hisfher bed and wheetchair. She stated “if she
had an alarm to the recliner you would see the
cord on the floor when the resident was seated
there.” CNA #4 revealed the resident did not have
an atarm to the Tecliner when up. CNA #4 staied
the resident ware the heel lift booties when
he/she was in bed. No expianation was provided
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why the resident did not have the heel lift booties
in ptace and the alarm applied to the recliner.

Interviews with Nursing Assistant {NA)#3, on
0B/16/10 at 8:40 and 9:20 AM, revealed she
provided care for the resident on £6/15/10 and
06/16/10. NA #3 was observed at 8:40 AM to
transfer Rosident #2 to the recliner from the
wheelchair, and did not apply the heel lift boots,
and an alarm to the recliner. She reviewed the
care plan for the resident. NA#3 stated when
she signed the resident's care plan, it indicated
she had completed the care for the resident by
the care plan. NA #3 stated sometimes the staff
placed the alarm from the bed on the recliner,
white hefshe was in the recliner. She stated, "The
resident was doing better and they were leaving
the door oper so the staff could see him/her as
they were in and out of other resident rooms
providing care. Resident#2 only wore the heel
booties at night when in bed”. She stated nobaody
had Informed her the resident wore the booties all
the time.

An interview with the Director of Nursing, on
08/17M0 at 14:00 AM, revealed the sides should
review the plan of care every morning before
starting work. She expected the aides to provide
care according to the residents plan of care. She
stated the charge nurses were to make rounds
periodically during the day and fook in rooms
during the day to make sure the aides have
completed the care.

483.25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

Each fesident must receive and the facility must
provide the necessary care and services fo attain
or maintain the highest practicable physical,

(%2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
COMPLETEC
A BUILDING
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{continued on next page}
- 300 F 309 Quality of Care
Each resident shall receive and the facility
shall provide the necessary care apd
services to atfain or maintain the highgsi
practicable  physical, mental, and
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rmental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by:

Based on interviews and record reviews, it was
determined the facility failed to provide the
necessary care and services to attain and
maintain the higheast practicable physical, mental
and psychosocial well-being, in accordance with
the comprehensive assessment and plan of care,
for one resident {#3) in the selected sample of 10.
The facility failed to provide on-going
assessments and provision of services to address
symptoms of constipation, according to the
facility's Constipation Protocol. The fagility
assessed Resident #3 as having abdominal pain
and no bowe! movement (BM) for six days. Three
enemas were given without results. On 02/12/10,
after administration of a soap suds enema, the
resident experienced labored breathing and a
critically low oxygen {02} saturation (sat.) of 56%
-62% (normal 90%-100%) . The resident was
transported to the hospital three days after the
facility identifed the resident was having
abdominal pain and no resulls from the
administration of soap suds enemas. The
resident was sent {0 the hospital and the resident
was diagnosed with bladder distention and
constipation, Findings include:

A review of the facility's Constipation Protacol,
dated 10/05, revealed the 7:00 AM-3:00 PM, staff
who were passing medications, should review
each resident’s BM log and place each resident's
name on the laxative list, if the resident has not

plan of care:
Criteria #1: Resident #3 now has
indwelling catheter for management

urinary retention. Hefshe is on a routine

stool softener for constipation. Hefs
continues fo have occasional episodes
extended periods between BM's due
poor intake; with no signs/symptoms
pain or abdominal distentic
Constipation protocol is being follow
and the MD is notified per policy.

Criteria #2: An audit of the facility's BM

and Bladder Monitoring logs for the pz
month has been completed to identify a
residents having episodes of constipati
or decrease in unnary oufput that co
cause pain/discomfort,

Nolification of the resident's physici
was done as indicated for any change
condition or level of comfort which wo
indicate the need to change their curre
treatment plan.

Criteria #3: The facility's BM Monitori
Log has been revised to allow 1
documentation of LN/KMA daily review
Log. Al nursing staff members ha
received in-service education provided
the DON/ADON on the revisions fo t
fog.

LN's have received in-service educali
pravided by the DON/ADON on t
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had a BM in the last three days. Any resident not
having a BM by 2:00 PM-3:00 PM that day,
should be offered/administered a laxative ordered
by the physician after verifying with the resident
that they were nof experiencing any symptoms
such as: abdominal pain, rectal pain, nausea and
vomiting, fever, diarthea or any other symptom of
Gl related problems. The laxative fist should note
the administration of the as needed laxatives and
kept with the medication cart until the next
moming. The medication pass staff should
review this list of administered taxatives before

preparing the new laxative list the following day to

assure results from all administered laxatives.
Review of the protocol revealed it did not address
what staff were supposed to do if the resident
was exhibiting any Gl related symptoms and did
not indicate what staff were supposed to do if no
results were received after administering the
laxatives,

A record review revealed Resident #3 was
admitted to the facility, on 05/12/09, with
diagnosas ta include Dementia with Psychotic
agitated features and Constipation. A review of
the Initial Minimum Data Set assessment, dated
05/25/09, revealed the facility assessed the
resident as moderately cognitively impaired,
which affected decision making ability. The
resident was continent of howeal,

A review of the Comprehansive Care Ptan for
Constipation related to decreased mobility and
advanced age, dated 11/24/09, reveated a goal
for the resident to have a bowel movement at
least every third day.

A review of the physician’s orders, dated 02/2010,
revealed orders for Mitk of Magnesia liquid 30

F 309

Criteria #4: The CQl indicator for
monitoring of the BM Logs shall be
completed monthly X 2, then every; 6
months as per established CQi calendar
under the supervision of the DON.
Criteria #5: Target Date - 71231
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milliliters by mouth once daily as needed for
constipation, and 500 ml. Soap Suds Enema
once daily, as needed for constipation.

A review of the February 2010 BM log and
nurse's notes, dated 02/06/10, revealed the
resident's last BM was on 02/06/10 after a soap
suds enema was administered because the
resident complained of abdominat pain. The
facility assessed the resident and determined the
resident's abdomen was distended and there
were hypoactive (decreased) bowels sounds,

Further review of the February 2010 BM log
revealed the resident had no BM on 02/07/10 and
02/08/10. A review of the nurse's note, dated
02/08/10 at 5:55 AM, revealed the resident
complained of abdominal pain. The facility
assessed the resident and determined the
resident's bowel sounds were hypoactive and a
small amount of hard BM was noted when the
nurse digitally checked the resident. The nurse’s
note revealed a soap suds enema was
administered with no resuits obtained.

Furlher review of the February 2010 Bii fog
revealed the resident had no BM on 02/09/10.
However, a review of the laxative fog sheet
revealed Resident #3's name had not been
piaced on the laxative log sheet in accordance
with the facility's protocol. Additionally, a review
of the record revealed no documented evidence
an assessment was conducted of the resident on
02/09/10 to determine whether the resident was
still experiencing abdominal distention, decreased
bowels sounds or abdominal pain.

A review of the February 2010 log, revealed the
resident had no BM on 02/10/10. A review of the
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24 hour report sheet, dated 02/10/10 on the 7:00
AM-7:00 PM shift, revealed "The resident needed
an enema because the resident’s abdomen was
hard and distended and the resident had
decreased bowel sounds”. A review of the
nurse's notes, dated 02/10/10 at 4:00 PM,
rovealed a soap suds enema was given with little
o no resulls abtained.

Further reviews of the nurse's notes, February
2010 BM log and 24 hour report, revealed
Resident #3 continuad to have no BM through
02/11710. A review of the 24 hour report, dated
02/11110, an 7:00 PM-7:00 AM, revealed there
had been no results from the soap suds enema,
given on 02110/10, and the resident's abdomen
was descrived as hard and distended with
decreased bawels sounds. Further review
revealed no evidence of physician notification. A
review of the BM log revealad the resident
continued to have no BM.

A review the 24 hour report for 02/42/10 on 7:00
AM-7:00 PM and a nurse's note, dated 02/12/10
at 10:45 AM, revealed the physician was faxed
related {o the "resident's abdomen being
distended, decreased bowel sounds and when
the resident was checked there was a small, hard
B noted and the staff were unabls to remove it."
Furlher record review revealed no evidence the
facility received a response to the fax and no
evidence the facility made any further attempts fo
consult with the physician about the resident's
condition.

A review of the nurse's note, dated 02/12/10 at
9:00 PN, revealed the facilily assessed the
resident and determined the resident's abdomen
was "very distended, the resident grimacad when
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palpated (examined) and very little bowel sounds
could be heard", Further review revealed the
facility administered a soap suds enema even
though the resident was experiencing abdominal
pain with palpation, The nurse's note yevealed
the enema water weuld not go into the rectum
and the resident began having labored breathing,
with the resident's 02 sat. at 56%-62% (crifical
fevel). Oxygen was placed on the resident at
three liters a minute, the physician was notified
and the resident was sent {o the emergency
reom.

A review of the hospital x-ray réport, dated
02/13/10, revealed the resident had a very
distended bladdar and it appeared the bladder
caused displacement of the bowel loops. A
review of the emergency room report, dated
02/13110, revealed the resident was diagnosed
with Urinary Retention and Constipation.

A review of the nursing fadiiity’s nurse’s note,
dated 02/13/10 at 4:27 AM, revealed the
Emergency Room Nurse had reported to the
facility that a large amount of BM was removed
from the resident's rectum.

An interview with Registered Nurse (RN} #2, on
06/17/40 at 8:55 AM, revealed she was unable {0
recall the number of days the resident had no BM,
when she administered the soap suds enema on
02/12/10, She stated she could not remember if
the physician was notified of the resident's
condition. She stated she assessed Resident #3,
oni 02/12/10 and the resident's abdomon was very
distended, the resident expressed pain when she
palpated the abdomen. She stated she heard
very little bowel sounds. She stated she did not
notify the physician of the assessment findings.
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She stated the facility had a constipation protocol,
but she did not recait the last time she had read it
She stated when she lried to administer the
enema the water would not go info tho
recturm/colon. She decided the physician would
be notified the next moming. The Certified Nurse
Alde came to the nurse's desk a few minutes later
and made her aware the resident was having
difficuity breathing and the resident's 02 sat. was
very low.

Interviews with RN #1, Licensed Practical Nurse
(LPN) #2, LPN #3 and LPN#4 on 06/16/10 at
3:10 PM, 3:15 PM and 345 PM and on 0617110
at 10:00 AM and 11:00 AM revealed they were
aware the resident had not had a BM for six days
in February 2010. They stated the resident's
name shoutd have been placed on the laxative
log sheet each day there was no BM, from
02409410 - 02/12/10 and the resident should have
been assessed each day. They stated if a
medication technician was giving medications,
they would rotify the nurse so the nurse could
assess the resident. They stated the physician
should have been notified after the resident had
no results from the laxative and enema, to
determine if the physician wanted to change the
resident's treatment.

An interview with the Director of Nursing, on
08/17/10 at 11:00 AM, revealed the nurses should
have followed the facility's constipation protocot
and placed the Tesident's name on the laxative st
starting on the third day the resident had not had
a bowel movement. The resident's name shoutd
have baen placed on the list each day the
resident did not have a BM after that. She stated
the resident should have been assessed every
day until the resident had a BM. She was unable

F 309
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Basad on the comprehensive assessment of &
resident, the facility must ensure that a resident
who enters the faciity without pressure sores
does not develop pressure sores unless the
individuaf's clinical condition demonstrates that
they were unavoidable; and a resident having
pressure sores recelves necessary treatment and
services to promote healing, prévent infection and
prevent new sores from developing.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review, if was determined the facility failed to
ensure ane yesident (#2), in the selected sample
of 10, racsived the necessary freatment and
services to promote heafing, prevent infection and
prevent new sores from developing. Resident#2

(%4)yiD SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o35}
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F 309 | Continued From page 16 F 309
to provide an explanation as to why the faciiity’s
constipation protocol did not address what the
facility was supposed to do when a resident was
having abdominal pain prior to administering an
enema and when the administration of an enema
did not have results.
An interview with Residant #3's primary physician, .
on 06/17/10 at 3:30 PM, revealed he would have F 314 Treatment to Pre\fent‘ Pressure
expected the nurse to notify him when the Sores
resident was experiencing abdominal pain prior to Based on the comprehensive assessment
the enemas, when there was no results from the of a resident, the facility must ensure that
first enema and each time an enema was a resident who enters the facility withput
administered and ineffective after that.
Additionaily, he revealed the nurse should have pressure  sores does not deve op
notified him when she was unable to get the pressure sores unless the individual's
water to enter the rectum/colon. clinical condition demonstrales that they
F 314 | 483.26(c) TREATMENT/SVCS TO F314.  were Unavoidable; and a resident having
ss=p | PREVENT/HEAL FRESSURE SORES

pressure  Sores  receives necessary
treatment and services o promete
healing, prevent infection and prevent
- new sores from developing.
Criteria #1: Resident #2's heel boolles
are being applied as per pian of cae,
Histher heels remain without pressyre
sores.
Criteria #2: An audit of all residents with
pressure reducing devices has been
compleled to ensure devices are in pl Ece
as per plan of care.
Criteria #3: All facifity CNA/NA's have
received in-service education provided by
the DONJADON on providing care as per
each resident’s plan of care.
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had a physcian's order to wear heel lift boots alt
the time on 02/22/10. Observations on 06/15/10
and 06/16/10, revealed the staff failed to apply the
heei lift boots.

Findings include:

Resident #2 was admitted to the facitity with
diagnoses to include Senife Dementia and
Andety.

An interview, on 06/15/10 at 10:55 AM, with the
Minimum Data Set Coordinator revealed the
resident had a history of a black area on the left
hee), which had resolved on 03/19/10. An order
was received, on 02/22/10, for the resident to
wear heel lift booties at all times.

An observation, on 06/15/0 at 10:30 AM,
revealed the resident was seated in a recliner and
was nof wearing heal lift booties. At 11:40 AM,
4:00 PM, and 4:35 PM, tha resident was
observed in the dining room seated in a
wheelchair, without the application of heel iift
booties. Al2:43 PM and 3:25 PM, Resident#2
was observed reclined in the recliner, without heel
lift booties in ptace. Cn 06/16/10 at 8:20 AM, the
resident was observed in hisfher wheelchair and
was not wearing heel lift booties. At 9:30 AM,
10:30 AM, 11:50 AM, 2:08 PM, and 3:00 PM,
Resident #2 was observed without hael lift hooties
applied. An observation of a skin assessment,
on 06/16/10, revealed the rasident's skin was
intact to the heels.

An interview, on 08/16/10 at 9;20 AM, with
Nursing Assistant {(NA) #3 revealed she thought
the resident only wore tha heel lift boots at night.
She stated she had not been instructed to ensure
the resident wore the booties afl the time.

shall be ulilized monthly X 2 months, then
quarterly as per established CQl calendar
under the supervision of the DON.
Criteria #5: Target Date 71231
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An inferview, on 06/16/10 at 8:50 AM, with
Licensed Practical Nurse {LPN} #2 revealed she
acted as the Charge Nurse for the 7:00 AM until
7:00 PM shift. She stated "If she found a resident
without the heel protectors on, she would put
them on and inform the GNA providing care 1o put
the items on and not forget". An observation at
9:05 AM, revealed the resident was seated in
his/her recliner and was not wearing the heel liit
booties. LPN #2 stated "The resident should have
the hesl lift booties on”.
An interview with the Director of Nursing, on
08/17/10 at 11:00 AM, revealed the aides should
review the resident's care plan every morning
before starfing work. She expected the aides to
provide care according to the resident's pian of
care.
F 323 | 483.25(h) FREE OF ACCIDER F323
58=p | HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
anvironment remsins as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review, it was determined the facility failed to
ensure the resident environment remained as
free of accident hazards as is possible for two
residents (#2 & #8), in the selected sampts of 10.

F 323 Free of Accident Hazards/
Supervision/Devices

The facility must ensure that the resident
environment remains as free of accident
hazards as is possible; and each resident
receives adequate  supervision apd
assistance devices to prevent accidents,
Criteria #1: Resident #2's chair atarm|is
being applied as per ptan of care,
Resident #6 had dycem applied to his
wheelchair on 6/16/10 to prevent sliding
on wheei chair cushion whiie iap buddy] is
in place.
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The facility failed to ensure a perscnal alamn was
used in accordance with the care plan for
Resident #2.

The facility failed to reassess Resident #6 for'the
potentiat risks associated with the use of a lap

buddy, after the resident exhibited new behaviors
of atlempting to scoot down under the lap buddy.

Findings inciude:

1. Resident #2 was admitted fo the facility with
diagnoses, which included Senite Dementia and
Anxiely.

A review of the quarterly Minimum Data Set
{MDS) assessment, dated 03/26/10 and the
Resident Assessment Protocol (RAP's} dated
09/18/09, revealed the facility identified Resident
#2 as confused as a result of advanced
Dementia, with impaired safely awareness. The
facility assessed the resident as requining totat
assistance with all activities of dally fiving.

A review of the Certified Nurse Aide (CNA) care
plan, dated 01/28/10 through 06/2010, revealed
interventions included the use of a personal
safety alarm when the resident was up in a chais,
a recliner and in the bed.

Observations conducied on 06/15/10 at 10:30
AM, 2:43 PM, and 3:25 PM and on 06/16/10 at
9:05 AM, revealed Resident #2 was reclined in a
recliner chair and the personal alam was not in
use.

An observation on 06/16/10 at 8:40 AM, revealed
Nurse Aide {NA) #3 transferred Resident #2to a
recliner from the wheelchair, and did not apply the
personal alarm. NA #3 signed the resident's care

devices has been completed to enstire
devices are in place as per plan of carel.
A review of all physical restraints currently
in use has been completed fo determine
safe use.
Criteria #3: All facility CNA/NA's have
received in-service education provided|by
the DON/ADON on providing care as per
each resident's plan of care. In-servjce
education also included reporting unsafe
resident activity {such as removing
restraints or sliding under a {ap
buddy/seat belt) {o the appropriate charge
nurse.
LN’s have received in-service education
providled by the DON/ADON on
appropriate actions to be taken when
potential unsafe restraint activity |is
reported to them.
Criteria #4: The CQl indicators for the
monitoring of care plan implementatipn
and restraint/device use shall be utilized
monthly X 2 months, then quarterly as per
established CQ! calendar under the
supervision of the DON,
Criteria #5: Target Date
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_ Criteria #2: SRR all residents with
F 323 { Continued From page 19 Fa23| alarms and/or other fall preventjon
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plan and indicated the signature meant she had
completed care for the resident in accordance
with the care plan.

interviews with NA #3, on 06/16/10 at 8:40 and
9:20 AM, revealed she was assigned to provide
care for Resident #2, on 06/15/10 and 06/16/10.
NA #3 siated sometimes staff placed the personal
alarm used on the bed, on the recliner, while the
resident was in the recliner. However, "The
resident was doing better and they were leaving
the door open so the staff could see him/her as
they were in and out of other resident rooms
providing care”. NA #3 stated she was aware the
alarm was supposed to be applied to the recliner.

An interview with Licensed Practical Nurse (LPN)
#2, on 06/16/10 at 8:50 AM, revealed the CNAs
provided care according to the resident's care
plan. if she chserved a resident's atarm not
applied in accordance with the care plan, she
would apply the afarm and inform the CNA
assigned to foliow the care plan and apply
alarms. On 06/16/10 at 9:05 AM, LPN #2 was
observed checking Resident#2, while the
resident was seated in the recliner. Resident #2
did not have the alarm appfied and LPN #2
stated, "The resident should have an alarm
appiied to his/her recliner”.

An interview with the Director of Nursing {DON)
on 06/17/10 at 11:00 AM, revealed the Nurse
Aldes should review the resident's care plan prior
to providing care. The Charge Nurses should
check the resident's alamm every shifl, to ensure
proper function. The Nurse Aides afso checked
the atarms when they transferred the resident
from the bed to the chair or vice versa and during
provision of any care.
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A review of the policy entitled "Comprehensive
Device Assessment” dated 12/07, revealed the
purpose of the assessment was fo defermine that
residents requiring the use of a devicefrestraint
were assessed for the feast restrictive device
which is appropriate {o treat their medical
symptoms; and/or to document that: 1) the
devicefrestraint is being used as an enabler and
will promote greater functional independencs; or
2) used to provide necessary fife saving
{reatment; or 3} device/restraint is used as a
positioning device in achieving proper body
position, batance, alignment, and preventing
contractures; or 4} risk/benefit analysis indicates
that restraint/device use is appropnate. The
assassment should be completed with each
Comprehansive MDS assessment and a
quarterly progress note should be completed with
each gquarterly assessment. A new
Comprehensive Device Assessment should be
completed when there has been a change in
device use.

2. A record review revealed Resident #8 was
admitted to the facility with diagnoses, which
included Dementia with Behavior Disturbance and
Post Traumatic Stress Disorder {(PTSD). A
review of {he quarterly MDS assessment, dated
05/02/10 and a significant change Resident
Assessment Protocol (RAP) dated 03/05/10,
revealed the facliity identified Resident #6 as
having poor decision making skills. The facility
assessed Resident #5 as requiring extensive to
{otal assistance for activities of daily living. Also,
Resident #5 was identified as displaying agitated
and combative behaviors and was disruptive with
yelling out.
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A review of the Comprehensive Device
Assessment, dated 01/22/10, revealed the facility
discontinued the resident’s use of a Merrywalker
and initiated the resident’s use of a wheeichair
with an attached lap buddy. The facility's
assessment determined the benefit of the Use of
the lap buddy outweighed the risk associated with
the use of the wheelchair and lap buddy. The
resident's use of the lap buddy was reviewed, on
03/10/10 and 05/28/10, and determined effective
in prevention of injury.

An observation, on 06/15/10 at 3.50 PM, reveated
Resident #6 was seated in his/her whaelchair and
was slapping the top of the fap buddy with open
hands. The resident placed his/her arms on the
arm rests of the chair and scooted hisfher
buttocks down in the wheelchair, At 4:17 PM,
LPN #1 entered the resident's room and with the
assistance of CNA #5, assisted Resident #5
upright in the wheelchair and rolled the resident to
the nurse’s station. Observation on 05/16/10, at
11:20 AM revealed Resident #6 was in his/her
room in the wheelchair with a fap buddy applied
across the wheelchair. The resident placed
hisher arms on the arm rests and scooted his/her
buttocks down in the wheelchair. The resident's
left foot was on the wheelchair footrest and
hisfher right foot was on the floor.

An interview, or 06/16/10 at 3:10 PM with NA #1,
revealed he had observed Resident #86 siart to
scoot down in hisfher wheelchair, on Monday
night {06/14/10) during his shift. He reported the
incident to the Charge Nurse on duty, but could
not recall the nurse's identity. NA #1 slated the
resident displayed behaviors of beating on the [ap
buddy and crying out.
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An interview with Cerlified Nursing Assistant
{CNA)} #5, on 08/16/10 at 3:00 PM, revealed the
behavior witnessed on 06/15/10 was the first time
she observed the resident scoot down in hisfher
wheelchair,

An interview with the MDS Coordinator, on
08/17/10 at 10:50 AM, revealed residents were
assessed for assistive devices when appiied,
quarerly, and with the comprehensive
assessment. She had no knowledge Resident #6
was sliding down in the wheelchair. Resident #8
had displayed behaviors and different devices
had hbeen used. She stated if there was a problem
with the resident sliding down in the wheelchair,
they might refer the resident to therapy, but would
attempt different interventions, and evaluate
effectiveness. She would expect the nurse to
report information about the resident sliding, so
the use of the device could be reassessed. The
resident's behavior was not reported.

An interview with the Director of Nursing {DON},
on 06/17/10 at 11:00 AM, revealed the behavior
exhibited by Resident #6 {sliding down in the
wheelchair} was a new behavior and she would
expect the Charge Nurse to document the
resident’s bahavior on the 24 hour report, so
other shifts could menitor for the behavior. She
stated, "l looked at the 24 hour report and there
was nothing about the resident sliding down in
his/her wheeichair on Monday or Tuesday”. if
there was a problem with a device documented
on the repor, then it would be addressed during
the morning meeting. Resident #5's newly
observed behavior was not reported on the 24
hour report book,
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was a problem with the sprinklers during their
quarterly visits.

Reference to:

NFPA 25 1999 Edition

2-2 Inspection.

2-2.1 Sprinklers.

2-2.1.1* Sprinklers shall be inspected from the
floor level annuaily. Sprinklers shall be free of
corrosion, foreign materials, paint, and physical
damage and shall be installed in the proper
orientation (e.g., upright, pendant, or sidewall).
Any sprinkler shall be replaced that is painted,
corroded, damaged, loaded, or in the improper
orientation.
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