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The facility must record and periodicaily update
the address and phons number of the resident's
lzgal representaiive ar interested family member.

This REQUIREMENT is not met as evidenced
by:

Based on record raview, review of the faciiity’s
poliey/procadura, and interviews, it was
determined the facility failed to consult with the
resident's physician in a fimely manner for ane
resident (#4), in the selected sample of 18§,
related to a significant change in the resident's
physical, mental, or psychosocial status.
Abnormal lab values were received an 07/21/11
and the resident had recent abnormal lab values
on 07/14/11. The results of the 67/21/11
abnormal labs were faxed five days later, on
07/28/11, and tha physician was not contacted to
obtain direction.

The findings include:

A review of the facility's policy/procedure,
“Nofification of Physicians,” undated, revealed
"Physicians were to supervise the medical care of
the residenis and the staff were to assure the
physician was informed of changes in the
resident's condition...The foliowing are, but not
limited to, those conditions which should be
communicated to the physicitan: alt abnormai lab
results that were o be faxed shouid be foliowed
up with a phong cail.”

A record review revealed Resident #4 was
admitted to the facility on 07/17/09, with
diagnoses to include Atrial Fibrillation, Dementia,
and History of Cerebral Vascular

F 157! Director of Nursing. The in-service will ; 5-1-11
cover proper notification of physicians
regarding any change in resident

condition, as well as the current system
for lab tracking.

Director of Nursing will review lab
reports, 24 hour reports and all reports|
of incidents weekly for one month to |
ensure that Medical Doctor notification
occurred when indicated. Any concerns
will be addressed with physician and

appropriate nurse immediately upon

finding. Director of Nursing will report
findings to the Quality Assurance i'
committee monthly for two months,
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Accident/Transient Ischemic Attack.

A review of Resident #4's lab resulis, dated
07/14/11, revealed a critical Red Biood Cell count
of 2.99 cells/microliter (normal range: 3.90-5.50
celisful}, a low Hemoglobin of 8.4 grams/decititer
(nosmal range: 12-16 g/dl), and a low Hematocrit
of 25,7 percent (normal range: 37-47 parcant}.
The physician was consulted on 07/14/11 with
orders to repeat a Complete Blood Count one
week later, on 07/21/11.

A review of the lab resufts, dated 07/24/11,
revealed a low Red Blood Cell count of 3.24
cells/ul., a low Hemogiabin of 9.1 g/dl, and a law
Hematocrit of 27.8 percent, with a fax date of
07/26/11. Thers was no evidence the facility
consulted with the physician regarding the
abnormal results until five days later.

A raview of the 1aboratory's Result Delivery Log,
dated 07/21/11, revealed the results were faxed
to the facility on 07/21/11 at 12:14 PM, and was
re-faxed on 07/26/11 at 8:08 AM.

An interview with Registered Nurse {RN) #3, on
02/04/11 at 10:53 AM, revealed panic levsls were
supposed to ba called to the physician, but
abnomnal iab values were faxed to the physician.
i the physician did not contact the facility within a
coupla of days, the facility contacted the
physician.

An interview with Licensed Practical Nurse (LPN}
#4 on 08/03/11 at 3:35 PM, revealed all
spacimans were logged on a cemmunication
sheat for monitering to ensure resuits were
received. It was the charge nurse's responsibility
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to ensure labs were followed up once they were
obtained.

An interview with the Director of Nursing (DON),
on 08/04/11 at 1:46 PM, revealed there was a
form-the nurse initialed after receipt of laboratory
results and after faxing the physician. The form
revealed LPN #4 received the laboratory resulls
on 07/24/11, but there were no initials to indicate
the results were faxed to the physician. She
expected the nurse to document after contacting
the physician. She was unable to produce
documentation the physician was notified of the
fab values received on 07/21/11.

An interview with the Advanced Registered Nurse
Practitionar (ARNP), on 08/04/11 at 2:05 PM,
revaaled the laboratory calted only if a criticai tab
value was raceived. A window of 48-72 hours
would be a reasonable time frame to fax the
physician with abnormal lab vaiues.

An interview with Resident #4's physician, on
08/04/11 at 1:32 PM, was attempted, but tha
physician was unavaiiable.

483.15(a) DIGNITY AND RESPECT OF
INDIVIDUALITY

The faciiity must promote care for residents in a
manner and in an enviranment that maintains or
enhances each resident's dignity and respectin
full recognition of his or her individuaiity.

This REQUIREMENT is not met as evidenced
by:
Based on obsarvation, record review and

F 157

F 241

It is the practice of this facility to
pravide care to our residents in a
manner and environment that
maintains residents’ dignity and respect
in full recognition of his or her
individuality. Plan of correction wiil

9-1-11

9-1-11

correct for resident #3, current and new
residents. Nurse #4 was re-educated on
the need to provide privacy to residents
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during care on 8-3-11 by the Director of 5-1-11
F 241 | Continuad from page 4 F 241 .
. o . o Nursing.
interview, it was determinad the facility failed to
promote care in a way which maintained or . . .
enhanced a resident's dignity and respect, related Routine observations of care practices
to the falture to close tha hedroom doar, closs the are made daily by nursing staff and
window blinds or the privacy curtains, during a there have been no noted problems in
skin assessment for one resident ( #3), in the )
salect sampie of 18. regards to privacy. Social Services
reviewed grievances and resident
The findings include: .
council notes for last three months on
A record review revealed Resident #£3 was 8-22-11 to determine if there have been
admitted to the facility on 07/22/08 with diagnoses . s
. . : any complaints regarding priv
fo include Chronic Obstructive Pulmanary Y P ga g privacy and
Disease, Chronic Renal Failure and History of none have been noted.
Mediastinal Adenopathy and Cancer.
Director of Nursing provided education
A review of the quarterly Minimum Data Set f .
ora - -31-
(MDS}, dated 07/05/11, and the care plan Wnursing staff on 8-29 & 8-31-11 to
"Activities of Daily Living", dated 07/13/11, ensure visual privacy for residents
revealed the resident was extremely hard of during care, the blinds need to be
hearing, was recently hospitatized for recurrent .
bouts of pnaumonia and required assistancs of closed, curtains pulled and doors
ona staff membar with bed maobility and transfers. closed. This will also be covered in the
An abservation during a skin assessment for bi-annual in-service on resident rights
Resident #3, on 08/03/11 at §:28 AM, reveaaled las well as on orientation of all new
] Licensed Pracifcai Nurs:e (LPN) #4 did not giose , employees. /
th= daor, the window blinds or puli the curtains
around Resident #3 during the assessment far ) . .
brulsing of pressure areas. Director of Nursing or a designated
nurse will monitor the practice of
An interview with LPN #4, on 08/03/11 at 2:45 13 . .
' _ roviding privacy by observin
AM, revaaled "l was nervous and just forgot” P &p cy. ¥ g personal
about provision of privacy for the resident care for three residents per hall on each
shift two times per week for two weeks,:
An interview with the Director of Nursing {JON}, . i
on 08/04/11 at 2:48 PM, reveatad the DON then weekly for four weeks, ensuring
expected the LPN to provide privacy for Resident that each nursing assistant and nurse is
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£ 241 | Continued From page 5 : £ ot observed at least once. Any concerns 9-1-11
#3 by closing the blinds and shutting the door.

This teaching was included, for ali staff members,
upon orientation to the facility during "Residant observation. These audits when
Rights Training"” and during bi-annual inservicing. completed will be incorporated into the!
F 279 | 483.20(d), 483.20(k){1) DEVELOP
gs=p | COMPREHENSIVE CARE PLANS

will be corrected immediately upon

facility Quality Assurance program.

A facility must use the results of the assessment
fo develop, review and revise the resident's
comprehensive plan of cara.

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessmaeant.

The care plan must describe the sepvices that are
to be furnished to attain or maintain the resident's
highast practicable physical, mental, and
psychosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due to the resident's exercise of rights under
£483.10, including the right to refuse treatment
under §483.10(b){4).

This REQUIREMENT is not met as evidenced
by:

Based on record review and interviews, il was
determined the facility failed to develop a
comprehensive plan of care for ane resident
{(#12), in the setecied sample of 18, related to
Dysphagia {difficulty swallowing).
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Resident #12 comprehensive care | 5-1-11
F 279 | Centinued From page 6 F 279

The findings include: pian was reviewed and updated to

‘ - o y reflect history of dysphagia on 8-4-
::S‘Tdf:rf?iigg“'::i‘_j na policy in regard to 11 by MDS. Speech therapy
screened resident on 8-19-11 and
A record raview revealed Resident #12 was
admitied to the facitity on 10/09/08 with a
diagnosis of Dysphagia. and notes resident is not at risk for

found no problems with swallowing

A review of the annual Minimum Data Set (MDS}, choking and no swallowing
dated 06/20/11, revealed the facility identified the interventions were needed.
resident to be severely cognitively impaired and
required sst up help and supervision while eating. MDS Coordinator reviewed care
A review of the "Nufrition Assessment,” dated plans on 8-22 to 8-25-11 to ensure
06/23/11, revealed ine resident's diet inciuded
mechanical soft with ground meats, The
assessment revealed there was a history of addressed. Specific attention was
dysphagia with no problem chewing or swallowing
with diet texture modifications,

that residents’ individual needs were

given to those residents with history

_ _ of dysphagia and swallowing or
A review of the Comprehensive Care Plan, ..

revised 06/27/11, revealed the resident was at choking issues. Care plans were
risk for unplanpgd weight [ossl and dehydration revised as indicated.

related to receiving a mechanically altered and
therapautic diet. There was no avidence on the
-} care plans to address the resident's difficully

swallowing, developed to reflect the residents’

Care plans will continue to be /

A& review of the" Daily Mursing Assistant Care individual problems, with

Plan®, dated 08/11, revealed the resident's diat measurable objectives and

included mechanical soft with ground meats and . ) :
to cue small sips. timetables to meet the residents’

medical, nursing and mental
A raview of the physician's orders, dated 08/11, & and

reveated an order for a mechanicat soft diet with psychosocial needs that are
ground meats. identified in the comprehensive
assessment,

FORM CMS-2557(02-93) Previous Versicns Obsalate - Event ID: HDH341 Factity 100 100354 if continuation shaet Page 7 of 22
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Director of Nursing will review five | 9-1-11
F 279 { Continued From page 7 F 272 | kiv f
An interview with the Registered Dielician, on care plans weekly for four weeks,
08/04/11 at 2:10 PM, revealed if a resident did not then 10 per month for three months
‘have a current problam with swallowing, it would t id e .
not be addressed on the care plan. o ensure resident individual needs
are b&ing addressed and will
An interview with the MDS Coordinator, on ifi . .
08/04/11 at 2:00 PM, revealed the plan of care specifically look for residents with
should address the resident's difficulty swallowing swallowing or choking issues. Any
because the resident was at risk for choking. ; . . .
issues will be corrected immediately
An interview with tha Director of Nursing {DON), - upon finding.
on 08/04/11 at 2:30 PM, revealed even if a
resident toterated his/her mechanically altered
diet, he/sha would still be at risk for choking.
F 281 | 483.20(k)(3)(i) SERVICES PROVIDED MEET F 281| Resident # 4 TED hose were 9-1-11
55=0 | PROFESSIONAL STANDARDS . N
discontinued on 8-4-11.
The services provided or arranged by the facility Comprehensive and nurse aide care
must meet professional standards of quality. . )
plan were revised by Registered
‘ . ' Nurse to reflect this change.
This REQUIREMENT is not met as evidanced
by: .
Based on observations, record reviews and Charge Nurse reviewed all
interviews, it was determined the facility failed to comprehensive and nurse aide care
meet professional standards of quality for one
resident (#4), in the selected sample of 18, plans on 8-31-11 to ensure
related to ensunng physician's orders were physician’s orders related to care
impternented. A physician's order was in place .
for application of TED hose {anliembolic were implemented.
stockings); however, observations and intervisws
revealed the TED hoss were not utitized for the In-service for all staff will be
resident. . )
presented by Director of Nursing on
The findings include: 8-29 & 8-31-11 to re-educate staff
A record review revealed Resident #4 was on importance of implementing
admitted to the facility on 07/17/09 with diagnoses physician orders and keeping care
FORM CMS-2567(02-99} Previcus Vemsians Chsolsle Event {0 HOH311 Faciloy IO 00354 If confinuation shest Page 8 of 22
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F 281 | Continued From page 8 Fogt| Plans accurate. 9-1-11
fo include Atria!l Fibriflation, Dementia and History
of Cerebral Vascutar Accident/Transient Ischemic In-service will also address
Attack. . .,
importance of reviewing and
A review of Residant #4's quarterly Minimum following care plans daily.
Data Set {MDS), datad 06/24/11, revealed the _
facitity ideniified Resident #4 {o be severely Charge nurse will . th
cognitively impaired and required assistance for & Hireview three care
alt activitias of dally fiving. plans per shift three times per week
A review of physician's orders, dated 08/11, for 2 weeks, then WEEHV for one
revealed an order for "thigh high TED hose- on in month to ensure care plans are
the AM, offat HS." . L
reflective of physician’s orders, and
Observations, on 08/03/11 at 7:46 AM, 9:20 AM, are being followed. Charge Nurse
10:10 AM, 11:25 AM, and 3:05 PM, and on i i .
0B/04/11 at B:20 AM, revealed TED hose were will interview assigned staff to
not in place for Resident #4, ensure the resident is compliant
Interviews with Carlified Nurse Aides (CNAs) #7, with orders. Physicians will be
#2, #3, and #9, on 08/04/11 at 9:13 AM, 9:27 AM, notified of resident non-compliance
9:43 AM, and 11:30 AM, respectively, revealed ) ]
Resident #4 did not utilize TED hose. when noted, so appropriate action
o _ can be taken. These audits will then
An interview with Registerad Nurse (RN) #1, on . . - _
08/04/11 at 10:03 AM, revealed a physician's be included in the facility Quality
order was in place forthg TED hoss; howevier, no Assurance program. /
one contacted the physician for nan-use untit
today {0B/04/11), and racaived a discontinuation
order,
An inferview with the Director of Nursing (DON]),
on 08/04/11 at 2:55 PM and 3:45 FM, revealed
she expacted the staff to follow written physician's
orders. Additionally, she expected the nurses to
consuit with the resident's physician if a resident
refused treatment.
F 282 | 483.20(k}3)ii} SERVICES 8Y QUALIFIED
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The services provided or arranged by the facility
must ba provided by qualified persons in
accardance with each resident's written plan of
care.

This REQUIREMENT is not met as evidenced
by:

Based on observations, record reviews and
intarviews, it-was determined the facility falied o
ensure services were provided in accordance
with each resident's written pfan of care for two
residents (#4 and #9), in the selected sample of
18. Resident #4 was care planned for the
application of TED hose {Antiembolic Siockings);
however, obsarvations and interviews revealed
the TED hose wera not utilized for the resident.
Resideni #9 had an intervention in place to
ensure tha resident's rolling walker was stored in
the showar room when not in use; however,
observations and interviews reveaied the
intervention was not implemented.

Tha findings Include: /

A review of the policy "Falls Managamsnt," dated
01/01110, revealed "the facility implemented and
monitored interventions to reduce risk factors
which placad a residant at risk for falis.”

1. A record review revealed Resident #8 was
admitted to the facility on 02/27/06 with diagnosas
io include a Fractured Femur, Osteoarthrosis and
Joint Pain.

A review of the quarterly Minimum Data Set

discontinued on 8-4-11.
Comprehensive and nurse aide care
pian were revised by Registered
Nurse to reflect this change. The
waiker for Resident #9 is now placed
in the shower room per the care
plan.

Charge Nurse will review all
comprehensive and nurse aide care
ptans to ensure accuracy on 8-25 to
8-31-11. Care plans are reviewed
daily by the Nursing Assistants.

in-services for all staff will be
presented by Director of Nursing on
8-29 and 8-31-11 to re-educate staff
on importance of implementing
physician orders and keeping care
plans accurate. In-services will also
address notification of appropriate
persons of non-compliance with or
refusal of physicians’ orders. Aiso
will address importance of reviewing
and following care plans daily.
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(MDS), dated 07/12/11, revealed the facility
identified the resident to be cognitively intact and
required extensive assistance with ambutation. for two weeks, then weekly for one

plans per shift three times per week

A review of the Comprehensive Care Plan, dated month to ensure care plans are

08/05/11, revealed staff provided contact guard reflective of physician orders and arg
assistance at all times for ambuiation and

transfers with a rolling walker. Staff wers to store
the rolling walker in the shower room, out of the interview assigned staff to ensure
resident’s reach.

being followed. Charge Nurse will

the resident is compliant with

A review of the Daily Nursing Assistant Care orders. Physicians will be notified of
Pian, dated 0811, ravaaled to keep tha rolling . .
walker in the showar room, out of reach. resident non-compliance when
noted, so appropriate action can be
Observations, on 08/03/11 at 8:20 AM and 10:00 ] .
AM, 08/04/11 at B:35 AM, 1:05 PM and 2:00 PM, taken. These audits will then be
revealed Resldent #9's rolling walker was in the included in the facility Quality
hathvay, outside the rasident's room.

Assurance program no less than

An interview with Certified Nurse Aide (CNA) #7, quarteriy.
on 0B/04/11 at 120 PM, revealed she was not
aware of the intervention to store the resident’s
rofling walker in the shower room. CNA #7
revealed she fried {o look at the care plans as
aften as she could, but stated "we do not have

the time we need to check them.” /

An interview with Registered Nurse (RN} #1, on
0804711 at 1:30 PM, revealed she reviewed tha
residents’ care plans as needed. RN #1 revealad !
sha was not aware lhe care plan for Resident #9
specified lo store the rolling walker in the shower
roam.

An interview with the Director of Nursing (DON}),
on 08/04/11 at 2:30 PM, revealed she expected
the CNAs to check each resident's care plan
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daily. She reveaied staif should store the
rasident's roiling watker in the shower room,
according to the care plan.

2. A record review ravealed Resident #4 was
admitted to the facility on 07/17/09 with diagnoses
to inciude Atriat Fibrillation, Dementia and History
of Cerebrat Vascular Accident/Transiant ischemic
Attack.

A raview of the Comprehensive Care Plan, dated
07130109, revealad "Potential for Pressure Ulcers
retated to dacreased mobility, frequent
incontinent bladder, incontinencs of bowel, use of
lap tray to wheelchair, and history of UTT's" with
interventions to include "thigh high compression
hose on in lhe AM and off every H3."

A review of Resident #4's quarterly Minimum
Data Set (MDS), dated 068/24/11, revealed the
facility idantified Resident #4 to be severely
cognitively impaired and required assistance far
ali activities of daily living.

A review of the physician's orders, dated 08/11,
revaaled an arder for "thigh high TED hose- on in
the AM, off at HS."

A review of the Daily Nursing Assistant Care
Plan, dated 08/11, revealed "thigh high TED
hose- on in the AM and off evary HS."

Ohsarvations on 08/03/11 at 7:46 AM, 9:20 AM,
10:10 AM, 11:25 AM, and 3:05 PM, and on
08/04/11 at 8:20 AM, revealad Resident #4 did
not have TED hose in piace.

Interviews with Cerliied Nurse Aides (CNAs) #7,
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712, #3, #8 and #9, on 08/04/11 at 9:13 AM, 8:27 : !
AM, 9:43 AM, 11,20 AM, and 11:30 AM, |
respactively, revealed they referencad tha CNA
care plans when care was provided and signed
the care plans each shift to indicate provision of
resident care. CNAs #2, #3, #7, and #9 revealed
thay were unaware Resident #4 currently utilized
TED hose, and CNA #8 stated Resident #4
refused to wear the TED hose.

Interviews with Registered Nurse (RN} #1 and RN
#2, on 08/04/11 at 10:03 AM and 11:46 AM,
respectively, revealed they expected the CHAs to
reference the CNA care plans in order to provide
care for the residents.

An intarview with the Director of Nursing (DON),
on 08/04/11 at 2:25 PM, revealed CNAs were
axpected to check the care plans daily, and
nursas were to follow up on provision of care to
ensure the CNAs followed the care plans.

F 323 483.25{h} FREE OF ACCIDENT F 323 T \

soob | HAZARDS/SUPERVISIONIDEVICES Medication in resident #11 room 9-1-11
was immediately removed. Rolling
The facility must ensure that the resident
environment remains as free of accident hazards . /
a3 is possible; and each resident recaives : shower room per care plan. Resident!
adequate supanvision and assistance devices to
prevent accidents.

walker for Resident # 9 is now in the

#12 did not consume the chicken,
the error was noted prior to
consumption,

All resident rooms were checked on
This REQUIREMENT is not met as evidencad
by:

Based on observations, recond reviews and medications. All resident care plans
in;erviews, it was determined the facility failad to

8-5-11 by Director of Nursing far any

were reviewed by Restorative Nurse
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ensure the resident's environment remained as
iree from accident hazards as is possible for
thres residents (#9, #11 & #12), in the selected
sample of 13, Resident #11 was cbserved on
two consecutive days with medication left at the
bedside. Additionally, a rolling walker left outside
Residant #3's badroom, and Resident #12 was
served a whole piace of ¢hicken instead of
ground meat according to his/her diet.

The findings include:

A review of the facility's policy and procedure,
undated, revealed “All nurses and nurse aides
were required to report to the charge nurse on
duty, any medications found at the bedside not
authorized for bedside storege and to give
unauthorized medications to the charge nurse”
and "medications were to be administered by
ficansad nursing, medical, pharmacy or other
personne! authorized by state laws and
regulations to administer medications.”

1. A record review revealted Resident #11 was
admitted to the facifity on 11/15/10 with diagnoses
to include Alzheimer's Disease and Senile
Demfentia.

A review of the physician's orders, dated 07/11,
revealed "Voltaren 1 % gel, apply 2 grams {gm) to
the left knes four times daily {qid).”

A review of the instructions, for adminisiration of
Voitaren gel, revealed a dosing card with
measurements was to be used. The instructions
revealed 1o squeeze Voltaren gef onto the dosing
card evenly, up to the 2 gram fine and to ensure
sure the gei covared the entire 2 gram area of the

323| by 8-31-11 to ensure safety
interventions are in place and
implemented per the resident’s plan
of care. All tray cards were reviewed
by Certified Dietary Manager to
ensure diet consistencies were

accurate.

In-service to be conducted by
Director of Nursing on 8-29-& 31-11
to discuss the responsibility of staff
to monitor rooms for unauthorized
medications as well as review of and
implementation of care plans, meal
service and checking of meal with
diet card at time of meal service.

Charge nurse will check resident
rooms weekly for one month to
ensure compliance related to
unauthorized medications at beside.
Certified Dietary Manager will check
diet cards and tray weekly at point
of preparation for four weeks to
ensure accuracy. Staff will continue
to check tray to diet cards at each
meal at time of service. Any
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dosing card. Tha instructions also revealed “Do
nat apply more than 16 grams of the gel each day
to any one affected area.

Observations, an 08/02/11 at 11:00 AM, 2:00 PM,
3:00 PM and 4:00 PM, reveaied a partially used
tube of Voitaren 1 % get on Resident #11's sink
countertop In his/her room.

An observation, on 08/03/11 at 8:10 AM, revealed
the Voltaren 1 % gel was on the resident's sink
counter in a wash basin, At 11:30 AM, the tube
of Voltaren 1 % gel was almast empty and
observed an the sink counter,

An interview with Resident #11, on 08/02/11 at
3:00 PM, revealed he/she rubbed the cream all
aver his/ner arms when he/she itched, but did not
know the reason for the medication.

An interview with Licensed Practical Murse (LPN)
#4, on 08/03/11 at 3:10 PM, reveaied she was
unaware the medication was at Resident #11's
bedsida and should not be there because this
was "an absolute potential for harm," dus to
wanderers.

An interview with the Director of Nursing (DON),
on 08/03/11 at 3:30 PM, revealed she was
unaware the Vaoltaran 1 % Gel was left
unsupervisaed at Resident #11’s bedside and it
shouid not be leR thare.

2. Areview of the policy/procedurs “Falls
Management,” dated 01/01/10, revealed "the
facility implemented and monitored interventions
to reduce risk factors which placed a resident at
risk for falis,”

F 323

discrepancies will be corrected prior 9-1-11

to consumption. Certified Dietary
Manager will keep a list of any
discrepancies noted monthly and
will provide ongoing education to
ensure compliance.
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A record revisw revealed Resident #9 was
admitted 1o the facility on 02/27/06 with diagnoses
to include a Fractured Femur, Osteoarthrosis and

Joint Pain. i

A review of the quarterly Minimum Data Set
(MDS), dated 0712/11, ravealed the facility
identified the resident to be cognitively intact and
required extensive assistance with ambulation.

A review of the nurses' notes, dated 08/05/11,
revealed Resident #9 sustained a fall. The
resident was found on the bathroom fioor with
hisfher raoliing walker.

A review of the Comprehensive Care Plan, dated
05/08/11, revealed staff provided contact guard
assistance at all times for ambulation and
transfers with tha rolling watker. Staff were to
keep the roliing walker in the shower room, out of
the resident's reach.

A review of the Daily Nursing Assistant Care
Plan, dated 082011, revealed to keep the rolling
walker in the shower room, out of the resident's
reach.

Qbservations, on 08/03/%1 at 8:20 AM and 10:00
AM, 08/04/11 at 8:35 AM, 1:05 PM and 2:00 PM,
revealed Resident #9's rolling walker was teft in
the haltway, outsida the rasident's room.

An interview with Certified Nurse Aide (CNA) #7,
on 0B/04/11 at 1:20 PM, revealed she was not
aware of the intervention o store the residant's
rotiing watker in the shower room. CNA #7
revealed she looked at the care plans as often as
she could, but stated "We do not have the time
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we nead to check them."

An interview with CNA #3, on 08/04/11 at 1:15
PM, revaalad the resident's rolling walker was
kept in the shower reom, but the staff had trouble
locating the walker when it was needed. She
revealed staff ieft the walker outside the
resident's room.

An interview with Registered Nurse {RN) #1, on
08/04/11 at 1:30 PM, revealed she reviewed the
resideni's care plans as needed. RN #1 revealed
she was not aware Resident #9's care plan
specified to store the rolling walker in the shower
foom,

An interview with the Director of Nursing (BON),
on 08/04/11 at 2:30 PM, revealed therapy had
added the intervention to keep the resident's
ralting walker out of reach. She revealed if the
resident was able to go outside the room and get
the walker, it needed to be stored in a different
ptaca. The DON ravealed she expacted staff to
store the walker in the shower roam, per the care
plan.

3. A record review revealed Resident #12 was /
admitted to the facility on 10/09/09 with a
diagnosis of Dysphagia.

A ravisw of the annual Minimum Data Sat (MDS),
dated 06/20/11, revealed the facility identified the
resident to be severely cognitively impaired and

required set up help and supervision while eating.

A reviaw of the physician's orders, dated 08/11,
revealed an order for a mechanical soft diet with
ground meats.
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An observation in the dining room, on 08/02/11 at
12:15 PM, revealed Resident #12 was served a !
whole boneless chicken breast on his/her lunch
tray. The resident's diet card specified
mechanical soft diet with ground meat. At 12:20
Pi, Certified Nurse Aide {CNA) #6 cut the
resident's chicken into small piecas. CNA #6
removed tha chicken from the resident's lJunch
tray after surveyor infervention.

An interview with CNA #5, on 08/02/11 at 12:25
PM, revealed the resident's lunch tray should
have matched the diet card prior to serving the
food,

An interview with the Dietary Manager, on
08/04/11 at 1:35 PM, ravealed Resident #12
received the wrong meat due fo an "aversight' on
the tray line.

An interview with the Directar of Nursing (DON},
on D8/04/11 at 2:30 PM, revealed she expected
nursing staff to compare a resident's tray with the
diet card before serving the tray.

F 441 ] 483.65 INFECTION CONTROL, PREVENT F 441 Nurse #4 was re-educated on 8-25- 19-1-11

s5=E | SPREAD, LINENS .
11 by Registered Nurse on proper

The facility must establish and maintain an h ; .

, and washing and
infection Control Program designed to provide a shing giovsng
safe, sanitary and comfortable environment and procedures. Certified Nursing

to help prevent the development and transmission
of diseasa and infeckion.

Assistant #1 was re-educated on 3—4—

11 by Director of Nursing on
(a) Infection Confrol Program
The facility must establish an infaction Control
Program under which it - gloves.
(1) Investigates, controls, and prevents infections

handling of soiled linens and use of
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i the facility; s :
L ; affected, so Director of Nursing and
(2) Decides what procedurss, such as isoiation, ! 8
should be applisd to an individual resident; and MDS Coordinator complieted chart
(3).Ma1nta:ns a fet?ord qf incidents and corrective audits on 8-25-11 of all residents to
actions.retated to infections.
ensure there were no noted
(b) Preventing Spread of Infection : ;
(1) When the Infection Gontrol Program infections over the past 30 days that
determines that a resident needs isolation to were related to infection control
prevent the spread of infection, the facility must s
isolate the resident. | practices.
(2) The facility must prohibit employees with a
communicable disease ar infected skin lesions In-service to be conducted on 8-29 &
from direct contact with residents or their food, if 31 2011 to add infecti trol
direct contact will transmit the disease. ! 0 address infection contro
{3} The facility must require staff to wash their procedures, emphasizing use of
hands after each direct resident contact for which loves and handli f soiled li
hand washing is indicated by accepted 4 an andling of solied linens. ;
professional practice.
Director of Nursing will observe skin
{c) Linens . .
Fersonnel must handle, store, process and assessments two times weekiy until
transport finens so as to prevent the spread of all nurses have been observed
infection. . .
niection conducting a skin assessment at
/ least once. The Charge Nurse will
observe handling of soiled linens on
This REQUIREMENT is not met as evidenced each hall daily for one week, then
by: .
Based on abservations, record raviews, raview of two times week[y for one week,
facility policy/procedure and interviews, i{ was then Week{y for one month. Any
determined the facility faited to ensure staff . ill ith th
members washed and gloved their hands bafare issues will be addressed with the
and after each pravisicn of direct resident care for individual when noted. These
two residents (#3 and #8), in the selected sample . .
of 48. Staff members assisted with two skin reviews will then be a part of the
assessments and did not wash their hands or put fac”ity Quality AssurancE program|
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gloves on, before, during or after the skin
assessments. [n addition, an ungloved staff
member was observed to be holding soiled bed
finens while exiting a resident’'s room, carrying the
finens which were not.contained in a salied linen
bag, down the hali to the shower room.

The findings include:

A review of the policy and procedure for "Hand
Hygiene," undated, revealed "the staff membars
were supposed to wash their hands before and
after direct or indirect resident contact”

1. Obsarvations, on 08/03/11 at 8:28 AM and
£:38 AM, revealed Licensed Practical Nurse
{LPN} #4 compieted skin assessments far
Resident #3 and Resident #8, respectively,
without washing her hands or donning any gloves
prior {o the start of each assassment, or before
she left each room. The LPN left each room after
touching each resident bahind his/her ears, on
his/her feet/heels and on histher hip areas. After
she left Resid=nt #8's room, she went to the
locked medication room and returmed the pulse
oximater machine she took into both residents'
rooms. She placed the oxygen measuring device
in the medication room. She carne back out an
the haltway and touched a resident's meal tray,
without washing her hands.

An interview with LPN #4, on 08/03/11 at 8:45
AM, revealed she was nervous and "just forgot."

An interview with the Directar of Nursing (ODON),
on 0B/04/11 at 2:48 PM, revealad she expected
the staff to wash their hands, don gloves and
explain the procadure prior to initiating a skin

F 441
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assegasment with any resident. She siafed the
staff have been inserviced on this many times.

2. An observation, on 08/04/11 at 10:20 AM,
revealed Certified Nurse Aide (CNA) #1 exited a
resident's reom with both arms around a large
bundie of soiled bed linens without any gloves on.
Additionally, the soiled linens were not contained
in a soiled linen bag. The CNA carried the soiled
linen from the resident’s room, down the hall to
the resident's showar room, and deposited the
soiled linen in a large barrel for soiled linen.

An interview with CNA #1, on 08/04/11 at 10:23
AM, revealed she should have gloves on and did
not. The CNA stated she should put the urine
soaked linen in a bag before she carried it down
the hall, but she did not have a bag with her when
she stripped the resident's bed. The linen barrels
were moved outside a resident's room fo ensure
appropriate containment of soiled finens.

fnterviews with CNA #2 and CNA #3, on 08/04/11
at 11:25 AM, revealed the sailed linan barrel was
to be moved outside the docr of the resident that
was to have the linens changed. if a situation
required transporting soiled linens, ihet contained
them in a linen bag before transpaorting them and
ware gloves.

An interview with the Director of Nursing (DON),
on 08/04/11 at §1:30 AM, revealed she expected
the CNAs to use what they learned in the CNA
fraining. She expected the staff to wear gloves
whan fransporting soiled linen and to keep the
soiled linen contained. The DON stated there
was no palicy and procedure related o
transporting soifed finen through resident hall
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question and answer test will be

This STANDARD is not met as evidencad b‘/ i administered. Mafntenal‘lce Wi” Ut”ize

Basad on observation and interview, it was a diagram of fire and smoke
determined the fadility failed to ensure the fire
safety plan addressad the neads of the facility
according to National Fire Protection Association conducting fire drills as a visual tool for
(NFPA} standards. The deficiency had the ‘ employees for ongoing in-servicing.
potentiat to affect one hundred and ten {110)
residents, staff and visitors. The census the day
of the survey was eighty six (85}

compartments monthly when

in addition, all Fire and Disaster
booklets located at designated areas

| Ths findings include: throughout facility will be updated
Interview on 08/04/2011 at 10:00 AM, with the complete with pictures. The Fire and
Maintenance Director, revealed the facility trains Disaster booklet will be used in

staff to relocate residents during a fire past the
doubte doors located in the haliways, The facility
contained saven {7} sets of double located continued education for all empioyees.

througheut the facility.

orientation of new employees and

All residents no longer have potential to

Observation on 08/04/2011 at 10:20 AM, with tha .
he affected since corrected.

Maintenanca Direclor, revealed the faciiity has
three (3) smoke compariments. Smoke/fire

barrers can be found in the East Hall located Monitoring will be done when fire drills
near the cemmeoen arealqurts froom and next'to conducted monthly ar}d documented in
the Lobby. Smokeffire barriers can be found in . .

the West hail located near the Ambulance . preventative maintenance booklet.

Entrance and the Lobby, This was a total of four

(4} sets of double doors. The other three (3) sats
of double doors did not mest the requirements for
a smoke barrier but was baing used by the facility |
as smoke barier doors.

Interview on 08/04/2011 at 10:23 AM, with an
LPN, revealed the facility had trained her {o move
to residents during a fire past the double doors
located in the facllity,
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Referenca; NFPA 101 (2000 edition)

8.2.4.2 Smoke partitions shall extend from the
floor to the

underside of the ficor or roof deck abovs, through
any concealed

spaces, such as those ahove suspendead ceilings,
and

through interstitial structural and mechanical
spaces, ]

Exception:* Smoka partitions shall be permitted
to terminate at the

underside of a monolithic or suspended ceiling
system where the following

conditions are met;

{a} The ceiing system forms a continuous
membrana.

{b) A srnoketight joint is provided between the tap
of tha smake

partition and the bottom of the suspanded celling.
(¢} The space above the ceiling is not used as a
planum,

19.7.2.4* For health care ocecupancies, the proper
protection

of patients shall require the prompt and effective
response of

heaith care personnel. The basic respanse
required of staff

shall include the removal of all occupants directly
involved

with tha fire emergency, ransmission of an
apprapriate fire

alarm signal to wam other building occupants and
summon

staff, confinement of the effects of the fire by
closing doors to

isolate the fire area, and the relocation of patients
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as detaiied

in the health care occupancy ' s fire safety plan.
19.7.2.2 A written health care occupancy fire
safety plan shall

provide for the following:

{1}y Use of glarms

{2) Transmission of atarm {o fire departmeant
{3} Response to alarms |
{4} isolation of fire :
(5) Evacuation of immediate area

(8) Evacuation cf smoke compartment
{7) Preparation of floors and building for
evacuation

{8) Extinguishment of fire

9.1-11
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