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A standard hegith survey was conducted on
12/08-11114, Daficlent practice was [dentified
with the highest scope and severity at "E" [eve,
483.20(k)(3)(il) SERVICES BY QUALIFIED
PERSONS/PER CARE FLAN

F 282
S8=€

The services provided or arranged by the factity
Must be providad by qua‘ified parsens in
accordance with each realdant’s writtan plan of
care.

This REQUIREMENT is nat met as evidenced
by:

Based on obgervation, irtarview, recard review,
and facliity policy review, it was determined the
faciiity faited to ansure cae was provided In
eccardance with the rasicent's written plan of
care for five (5) of ninetean (19) sampled
residents (Residents #2, #8, #1 0, #12,and #18),
Review of the comprehensive carg plan for
Resident #10 dated 04/02/14, revealed & carg
plan intarvention for the resident ta hava padded
gide ralls, However, the facility falled to ensure
that Residant #10 had padded side rails. In
addition, Resldente #2, #5, #10, #12, and #16 had
plan of cara interventions for cathetsr care to be
es ordered/needed. Further, Resident #6 had a
cara plan Intervention to administer oxygen per
physician's orders: howevar, the resident's
oxygen was observed not being administered in
accordance with the current physician's orders.

The findings include:

Review of facility pelicy titled "Care Plan Policy &
Protocol,” with a revislon data of August 2012,

LABORATORY CIRECTQR'S OR PROVIDER/AUPFLITR REPRESENTATI

Any deficiancy statement ending with s asterizk {*) denatas deficiancy

progeam participation.
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ich the ifstitutiondfay be excuset from corocting pravidin
other safaguardy provide suffitient protection to the patients, (Sea inatrustions.) Ew

X8} DATE

I 7-85

%

'J-{.'-. T
0 # is determinod that

ptfor nlirsing homes, the findings stated above sre dissiosabla 90 days
following the dete of survey whather of not 2 plan of correction is provided. Fer nureing homes, the abeve findings and plane of comracton are disclosable 14
daya following the date theae gecuments are made available to the faciily. If deficiencies are cited, an approved plen of comection is requisite to eontinued
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revezled the care plan saall be period leally
reviewed and revisad by the Interdisciplinery team | |
after each assessment and on an as neaded | |
basis, Continued review of facliity policy revealed |
the Kardex would alsc be utilized es 8 guide for l

Nuree Aides In providing cara on a dally basis and | |
that the Kerdax was a werking toof that would be I
revised when indicated.,

| A vaview of the facility's £ olicy ttled "Giving
| Catheter Care,” (undated) revealed g resident's
cathetar tubing was to be coiled and securad,
The policy was riot specilic regarding the manner
or means of sacuring the catheter tubing. An
interview with tha Directo- of Nursing (DON) on l
| 1211414 t 4:30 PM revenled catheters shoutd ba | !
| secured using a Cath-Sevure device {a
Cath-Sacure devica Is a clevice used to secum | | |
the catheter lo a resident's leg to prevent pulfing). |

| 1. Observations made an 12/08/14 t 5:30 PM !l !

and on 12/10/14 at 4:32 FM, reveaied Rasldent |
#10 did not have padded side ralls in placa as
indicated on the resident's comprehensive care ,
plan,

Review of Rasident #10's medical record
revaaled the facility admittad the resident on
12/06/06, with diagnoses 11t included Senfle
Dementla with Depressive Features, Contraciure
of Joint, Senile Ostaoporosis, Ostaoporosia,
Decreasad Vision, Body Myoclonie Jerking,
Moderate/Savere Cognitive Irpairment with
Agftation, Debility, Deformity/Contracture of
Hip/Knes, Delusion, and Advanced Osteoarthritis.

Raview of Resident #10's rmost recent Quanierly | |
Minimum Data Set (MDS) ascessment dated | !
| 98/28/14, revealed the facility assessed Resident | | |
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#10 to have a Brief Inter/ew for Mental Status
{BIMS}) score of 3, which indicated that Resident
#10 had severe cognitivi impairment.

Review of Rasident #10's comprehensive care
plan dated 04/03/14, ravesled the resident had
Ppotential for skin breakdown related to impaired
mobilty, incontinence, puor decision-making, thin
fragile skin, and heart disease. Further review of
Resident #10's comprehansive care plan
revealed an Intervention o pad tha resident's side
rails.

Review of Residant #10's Resident Kardex
{Certified Nursing Asslstant Care Pian), undated,
revealed Resident #10 was to have three-quarter
biiateral side rails but the faeillty failed to ensure
tha Nursing Assistant Care Plan Insluded padding
for the side rails.

Inlarvlew with Stale Registered Nursa Alde
(SRNA) #3 on 12/11/14 al 1:28 PM revealed
SRNAg wera responsisle for applying padding to
side rafls as nesded. SR.NA #3 stated sha had
never noticed Resldent #10 to have padded side
reils in the two years she had worked at the
facility, and was not awara that Resident #10
required padded side rails,

Interview with Licensed Practical Nurse (LPN) #4
on 12/11114 at 1:40 PM revealed she cared for
Resident #10 daily and had worked for one year
on the hallway where Resident #10 res|ded.
Continued Interview with LPN #4 revealed nurses
and nurse aides wera resgonsible for making
sura padding was present an resident side rails,
but she had not observed Resident #10 to have
padded side ralls at any tinte.

- |
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Interview with Registered Nurse {RN) #1 an
12/11/14 at 1:55 PM revealad she was the Unit
Coordinater for the unit cn which Resident #10
resided, She stated the staff tried to work as a
team to make sure residunts' care plans were
followed, but she was not aware that Resident
#10 required padded sidw ralls. Further interview
with RN #1 revealed SRMAs weare given any new
rasident care plan updates during shitt report and
that interventions should e on tha Resident
Kardax. She stated nurs ng staff was responglble
for ensuring any new ardirs for residants wera
follawad and that she corducted rounds twice a
day {once in the morning and oncs in tha
evening) to ensure care clang wera being
followed and provided staF education as needed.

Interview with the Medicae MDS Goerdinater on
12/11/14 at 1:02 PM and 2:23 PM ravealed that
' the MDS Ceordinators ware responsfble for

updating Resident Kardexes and that they ware
reviewad monthly for accuracy and updated as
needed. She further stated she was not awars
that Resident #10 was recuired to have paddad
side rails,

Intarview with the Madicatd MDS Caordinator en

| 12/11/14 at 2:15 PM revaaled she had added the
| paddad side rails to Residant #10's
Comprehansive Care Plan following the resldent's
annual MDS assessment dated 04/02/14 ag a
Precautionary measure. Continued Interview with
I the Medieaid Coordinator revealed sha falled to

| ensure that the intervention had baan added to
tha Residant Kardex and ter ensure that the
intervention was Impiemenied as noted an the
care plan,

Interview with the DON on 12/11/14 at4.20 PM
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revealed she made rourds to ensure that staff

, was following residents' care plang. She stated ||
rounds were alsa mada by her, the nurses, or the

SRNAs every two hours to ensure care plang
were being followad, Cantinued interview with the
DON raveeled she was not aware that Resident
#10 required padded sida rafls, but she thought
Resident #10 may have had padded slde rails at
some paint In the past. “The DON stated that if
Resident #10 no Ionger reeded the padded side
rails intervention, the cara plan should have been-
Updated to reflact that. Further interview with tha
DON revealed the Quality Assurance {QA) Nurse
was respensible for ensuring that the MDB
Coordingtors, Unit Managers, and nurses wera
manitering to ensure that all care plan

| Intervantions were baing followed,

l 2. Areview of the madical record for Residant
#12 ravealed the resident was admitted to the
' facility on 10/09114, with & diagnosls of Acule
Renal Fallura and with an indwelling urinary

l catheter.

| A review of Resident #12' most recent MDS

| assessment, dated 11/16/14, revealed the facility

| aseessed the resident to have a score of 15 on
tha BIMS Indicating the resident was cognitively
intact.

| staff was requirad to proviie catheter care

, An interview conducted with Resident #12 on
12/11114 at 10:55 AM revealad staff did not aver
( sacure the resident's Indwuilling urinary catheter
while ihe resident was In the facility, but secured
the urinary catheter to the resident's feg when the ,

, resident left the building. I '

PORM CMS-2587{02-58) Pravious Veralans Obsolatn Event ID: KaLT 14 Faciity 1D: 100458 It continuation ahaet Page 5o0f21
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An Interview conducted viith SRNA #4 on
12/11/14 at 12:38 PM revealed the facility's
catheter care policy was -o notify the resident's
nursa If the SRNA observed that a urinary
catheter was net socurad. Ths SRNA stated tha
resident's nurse was resgonsible for securing the
resldent's utinary cathele-. The SRNA stated she
had just performed cara "about 30 minutes ago"”
for Resident #12 and the urinary catheter tubing
was securad 1o the bed at that time. Further
intarview with SRNA #4 01 12/11/14 at 2:50 PM
revealed the SRNA hed checked Resident #12'

| catheter tubing after the Interview at 12:35 PM
and the tubing was no! se:ured to the reclident's
thigh or the bed as required. | |

|

I

| l i
F 282 | Continued From page S F 282

I

I

A Interview on 12/11/14 at 12:48 PM with LPN | |
#1 revesled the LPN had not looked at Rasident
#12's catheter that day, but stated that urinary |
cathater tubing was usually secured te the bed, |

An Interview conducted wilh the DON on 12/ 11114 | | |
8t 4:30 FM, revealed tha CON made rounds daily
to ensure care was providid to residents In
accordance with the facllity's urinary catheter care l |
policy, Additional interviev: revealed the DON

was not awarq residants’ cathaters wans not

belng secured by any manner or means to

prevent pulling of the catheter fubing. Furthar )

interview revealed the facility had "Cath-Secures” | |
In gtock that should be used 1o secure catheters, |
The DON further stated she was not aware the
facility's catheter care policy was not spacific or
| gave no claar guidance es o how a resident's
catheter tubing was to ba secured.

|
|' |
|

3. Areview of Resident #2 s medical record
J revealed the facility admitted the resident on ) | |
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12/02/13 and the residen| had diagnoses that | |
included Demantia, & history of Urinary Tract | |
Infectlens, and Urinary Retention. |

09/16/14 revealed the facility daveloped a care
plan to address the usa of a urinary cathetar for
urinary retentlon with interventions to provide

catheter care every shift end as neaded. I

A review of the comprehe taive care plan dated ’

| Observations of a skin assessment an 12/10/14
at 1:10 PM revealed Rastlent #2's indwelling

| urinary catheter tubing was not secured by any

| maans to prevent pulling cf the catheter tubing,

An Intarview conducted with SRNA #1 on
1211714 at 12:40 PM, revaalad the SRNA
pravided care to Resident #2 on 12/10/14,
According to the SRNA, a "Cath-Secura” was not
on the resident because the rasident had not had '

any prablems pulling an tha catheler, , | |

4. Araview of Resident #'e medical racord
revealed the facility admitiad the rasident on | |

09/30/14 and had diaghesas that included |
Multiple Sclerosis and NeLrogenic Bladder, | |

A review of the care plan dated 10/31/14 revealed |

the facllity developed a cars plan for Residant #5 |
that addressed tha residen-'s urinary catheter with |
an intervention to have a "Cath-Sacure" in place,

Observation of urinary catteter care provided by |
SRNA¥2 on 12/05/14 at 15:55 PM, revealed the |
resident’s urinary catheter lubing was not securad
by any manner or means tc prevent pulling of the
cathater tubing when the SRNA inldated cathetsr
care. In addition, tha SRN# did not secure tha
cathetar tubing when catheter care was |

|
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An additional obsarvation on 12/10/14 at 11:45 ’
AM, of Resident #8's urinary catheter revealed

the catheler was not sacured by any manner or

means. |
An interview conducted with SRNA #2 on | | .
12/11/14 at 1:20 PM, revealed the SRNA was not 0 |
aware of the faclity policy faor securing tha | |
indwalling catheter tubing and was not aware how

the ¢atheter tubing was required to be secured to .

prevent pulling, According to the SRNA, the J
catheter tubing was secured whan the residents

catheter drainage bag was attached to the
resident's bed frame.

An interview conducted an 12/11/14 at 12:35 PM,
with LPN #1 revealed the LPN had conducted an
assessment of Resident #3's skin on 12/10/14 at |

11:45 AM, and did not nofise the resident's | |
catheter was not spcured hacayse she did not

nomnally conduet skin assossments. Additional |
intervisw ravealed that if an SRNA noticed a I

residant's catheter was not secured, the SRNA | /

should have informed the ruree,

8. A revigw of tha medical recard for Resident |
#18 revealad the facility ad=itiad the resident | |
tram the hospital on 12/05/14, with an indwelling

urlnary cathetar and with ¢.agnosas thet included | |
Hypoxamia, Obesily, and a Chemical

Abnomality. |

Further raview of the record revealed the facility
developed an admission care plan dated

12/05/14 with interventions to provide catheter

cara per facility protocal, |
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12/11/14 at 10:35 AM revealad no avidence the
resident's urinary cathatar was secured by any
manner or means to prevent puling/trauma.,

An inlerview conducted with SRNA #1 on
12/11/14 at 12:40 PM revealad Resident #16'
catheter bacame unsecurad while bathing the
resident on 12/11/14, and the SRNA had not
informed the resident’s nurse so a "Cath-Secura”
could be placed back on the residant,

l :

I

| .

| |

|

Observation of Resident #16's catheter on II |
. |

| .

|

] |

6. A review of Resident 18 medical record | [
revealed the facility admiited the resident on
09/30/14, with diagnoses that Incluged Multiple |
Scierosiz, Neurogenic Bladder, and Anemia, |
Further reviaw revealad Resident #2 was

receiving hospice sarvices and had a history of |
; recurrant preumaenia. |

A raview of the comprehengive care plan for |I
Resident #6 dated 10/31/14 revealad the facliity

developed a cara plan that addressed the ,
resident's resplratery conclition releted to asthma

and cangestive obstructivia pulmonary disease
(COPD) wilh intervantions to administer oxygen ,
as ordered by tha physiclan,

Areview of Resident #5's Decamber 2014
physician's orders ravealed the residant wag
required {o have oxygen a| 4 iiters perminuta via
a nassl cannula,

12/08M4 at 10:45 AM, 1255 PM, 2:20 PM, 3:58
PM, and 5:30 PM, and on 2/10/1¢ at 8:45 AM
and 9:40 AM, revealed the facility was ,
administering axygen io Resident #8 via a nasal

| C3nnula at 2 litars per nasal cannula, not at the |

FORM CME.2567(03-99) Provious Vorsona Qbacista Event IQ: kL7 1Y Faolity 10: 100458 If cantinuation shaet Page 5of 21
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physician-ordersd 4 Iiters.

An intervisw conducted on 12711714 at 1:25 PM,
with LPN #3 revealed the LPN wes not sware
Resident #6 had ordars fer axygen at 4 iHers per
minule. The LPN stated the resident's previous
order was for oxygen at 2 iiters par minute.

An interview with the Unit Manager, RN #1, on
12/11114 at 1:55 PM ravegled she made rounds
daily to ensure residents' oxygen was being
administered as ordered and had not noticed
Rasident #8's oxygen was not being administered
as required,

An interview with the DON conducted on 12/11/14
at 4:30 PM revaalad the DON made rounds daily
to ensure care was being provided in accordance
with the resident's plan of cars. The DON was
not awara the residents’ catheters wera not being
securad {o pravent pulling of the catheter tubing
for Residents #2, #8, #12, and #18, in addition,
the DON was not aware Rasident #6's oxygen
was not belng administered as per physician
ordets.

F 315 | 483.25(d) NO CATHETER PREVENT UTI,

§8=£ | RESTORE BLADDER

Based on the resident's comprehensive
assessment, the facility must ensure that a
resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necessary; and a resident
who lg incontinent of bladder receives appropriate
treatment and services to prevent urinary tract
infections and to restora as mueh normal Bladder
function as possibie.

Fais|  Qep Ojiac)'\EA
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This REQUIREMENT is not met as evidanced |
by:

Based en observetion. Interview, and racord | l
feview it was determined the facility failed 1o I
ensura residents with indwelling urinary cathaters I
received appropriate treatment and services to
restore as much normal bladder function as
. possible for four (4) of ninatean {13) sampled

residents. Observations ravealed Residents #2,
#8, #12, and #16 had indvrelling urinary cathetars l J
. that wera not secured to prevent pulling of the l

catheter tubing as required by the faciity's
policy/pracadure, '

Tha findings include: |

Areviaw of the facllity's pclicy titled "Giving
Catheter Cara," (undated) revealed a residant's 1
catheter tubing was to b zailed and secured.
The policy was not specific: regarding the manner
or meana of securing tha catheter tubing, An |
| |

intarview with the Diractor of Nursing (DON) on |
| 12/11/14 at 4:30 FM revesled catheters should be |

sacured using a Cath-Secure device {a |
Cath-Secure device is a dovice used to secure ’
the catheler to a resident's leg to prevent pulllng).

| 1. Areview of Resident #2's madical record j |

| raveaied the facllity admittud the resident on
12/02/13 with diagnoses thet included Dementia

and Urinary Retention, | |

A review of the comprahensiva Minimum Data l |
Set (MDS) aseessmant for Regident #2 deted
09/18/14 revealed the facility assessed the ,

| |

resident to require the usa af an Indwelling urinary ’
FORM CMS$-2857792-09) Pravious Varsiong QObaolete Evert 10:K4L714 Feclity 1D, 100405 i continuation sheet Fage 1% of 24
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plan dated 09/16/14 revealed the facility

developad a care plan to addrass the use of

urlnary catheter for urinary retention with

| intarventions to provide catheter care every shift
and as needed,

I
|

A review of Resident #2's comprehensive care l ’
| |
I

Observations of a skin agsessment on 12110114
at 1:10 PM revealod Resident #2's Indwelling
urinary catheter tubing was not secured by any
means to pravent puliing of the cathetar tubing.

An interview conducted with State Ragisterad
Nurse Aide (SRNA) #1 on 12/11/14 at 12:40 PMm, |
ravealed the SRNA provicied cara 1o Resident #2 i |
| 8 12/10/14. According t: the SRNA, the

residant's "Cath-Secure" vras not on the rasident |
bacausa the resident had not hiad any problems
puliing en the catheter. |

|

2, Araview of Residant #3's medical record II I

revagled the facllity admitted the resident on

| 08/30/14 with diagnases that included Multiple | Il
| Sclerosis, Neurogenle Bladder, and a Histery of

I

|

Urinary Tract Infactions. |

A review of the most racen: comprehansiva MDS ‘
l assessment for Resident #5 dated 10/09/14

revealed the resident was nssessed to require a |

urinary catheter related to diagnosls of |

Neurogenic Bladder, I

|

|

|

, Araview of the care plan dated 10/31/14 ravealed
the facility developed a can» plan for Resident #8
| that addressed the resident s urinary catheter with
an interventlon to have a "Cath-Secure” In plage.

FORM CMB-2587(02-98) Provious Varsions Obsctels Bvani ID:KALT 1 Fachity 1D 190405 M conlinuation shast Pege 12 of 21
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SRNA #2 on 12/09/14 at 12:55 PM revealed the | !
fesident's urinary catheter tubing was not secured l

by any manner ar means to prevent pulling of the |
catheter tubing when the SRNA initiated cathater |
care, fn additien, the SRNA did not sacure the |

cathstar tubing when catheter care was

completed. |

An additional cbservation on 12/10/14 st 11:48

AM, of Resident #8's utinary cathater revealed

the catheter was not sacured by any manner or

means, | ‘ |
| |

| An interview conductad with SRNA £2 on
12/11/14 at 1:20 PM, ravealad the SRNA was not | .
aware of the facllity policy for securing the | |
Indweiling catheter tubing and was not sware how |

the catheter tubing was raquired to be sesured to

pravent pulling. According to the SRNA, the |
catheler fubing was securd whan the residents
catheter drainage bag wau sitached to the
residant's bed frama,

An interview canducted on 12/11/14 gt 12:35 PM,
with Licensed Practical Nuse (LPN) #1 revealed
the LPN had conducted ar assessment of
Residant #6's skin on 12/10/14 at 41:45 AM, and
did not netica the resident's catheter was not
securad becausa she did riot nomally conduct
skin agsessments, Additional interview ravenied
that If an SRNA noticed & rasldent's cathetar wes |
net sacured, the SRNA sheuld have informed the

nurse. l

3. Arsview of the medicat record far Resident
#16 revealad the fadility ad/nitted the resident ,
from the hospital on 12/057: 4, with an Indwelling
urinary catheter and with diagneses that included
Obesity, Hypoxemla, and a Chemicai ,
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Abnormality.

I Further review of tha record revealed the facility
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I
|
|

I

|

|

|

develaped an admiasion tare plan dated I
12/05/14 with interventions to provide catheter

care par facility protogol, I

I

|

|

|

Observation of Resident it16's catheter on
1211114 at 10:35 AM revealed no evidencs the
resident's urinary cathelar was secured by any
manner or means to prevant pullingArauma and
no evidence a "Cath-Secure” was attached to the
rasident's catheter tubing.

An interviaw conducted with SRNA #1 on |
12/11/14 at 12:40 PM ravealed Rasidant #18's |
cathoter became unsacurud while bathing the
resident on 12/11/14 and the SRNA hed not I
informed the resident's nu-se that the resident's
"Cath-Secure” had come cif the resigent's leg 30 |
that It could be raplaced. |
I
I

4. Areview of the medical record for Resident
#12 revesled the resident was admitted In the |
facility on 10/09/14, with a diagnosis of Acuta I
Renal Fallure and with an indwelling urinary
catheter,

I A review of Resident #12's most racent Minimum
Data Set (MDS) assessme, dated 11/16/14,

I revaaled the faciiily assessed the resident to have
& score of 18 on the Brief Irterview for Montal

, Stalus (BIMS) indicating the resident was
cognitively intact.

I
|
I
I
I An interview conducted with Resiclent #12 on I

12/19/14 2t 10:55 AM revealad staff had never |
I secured the resident's Indwuwiling urinery cathater ,
; While the residant was at the faclity. Resident

FORM CMS-2567102:0%) Previous Versiona Chsojeta Event ID; kaL711 Fachhy 1D: 100498 If continualien sheet Page 140f21
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#12 stated facility staff sacured the urinary
cathater to the resident’s leg oniy whan the
resident leR the building.

An interview conducted ‘with SRNA #4 on |

121114 at 12:35 PM ravealed the facility's

catheter cara policy was to notify the resident's |

nurse if the SRNA observad that a urinary |

catheler was not securad. The SRNA stated tha

resident's nurse was responaible for securing the |

resident’s urinary eathater, The SRNA stated sha |

had just performad care "sbout 30 minutes ago"

for Resldent #12 and the: urinary catheter tubing |

was secured to the bed at that time. Further ||

interview with SRNA #4 on 12/11/14 at 2:50 PM

ravealad the SRNA had nhecked Resident #12's |

catheter fubing after the .ntarview at 12:35 PM |

and the tubing was not sacured ta the resident's

thigh or the bad as required. |
|

An Interview on 12/11/14 at 12:45 PM with LPN
#1 revealed tha LPN had not iecked at Resident
#12's catheter that day, but stated that utinary
cathetar tubing was usually secured to the bed,

An interview conducted with the DON on 12/11/14

at 4;30 PM, revesled tha DON was not aware

residents' catheters were not being securad by .

any mannar or maans to prevent pufling of the ,

catheter tubing. The DOM statad the facility had

"Cath-Secures" In stack that should be used {o

Secure rasidents’ uinary cathaters. The DON ,

|

I

further stated she was not aware the facillty's
catheter care policy was nat specific or gave no
clear guidance as to how n resident's catheter
tubing was to be securad,

F 323 | 483.25(h) FREE OF ACGIDENT Fazal %& Qﬁ,g‘m

ss-Dl HAZARDS/SUPERVISIOMDEVICES
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The facility must ensure that the residant | i
environment ramalns as fiee of accident hazards I
@s Is possibie; and each msident racaives |

adaquate supervision and assistanca devices to |
prevent accidents,

This REQUIREMENT ia nat met as evidenced |
by:
Based on observation, intarview, record review, |

and facility policy review, I, was datermined lhe
facility fafled to ensura res'dents were free from

" accident hazards related to side ralls not being |
padded for one (1) of ninet2en (18) sampled
residents (Resident #10), Review of the
comprehensive cang plan {or Resident #10 dated

04/03114, revealed a cara slan Intervention for the ‘
residem to have padded side ralls. However, the |

facility failed to ensure that Resident #10 had
padded glde rails.

The findings include: '

Reviaw of facility palicy titled "Incident |
Investigation Policy,” undated, revasled the policy
did not specifically address ansuring residents

were as frae from accident hazerds as possible. |

QObservations made on 12/49/14 &t 5:30 PM and |
on 12/10/14 at 4:32 PM revealed Resident #10

did not have padded sida ralls in placa a¢ - I
indicated on the resident's zomprehensive care ‘

plan, | |

Review of Resident #10's medical racord ‘
revealed the facility admitted the resident on | |

FORM CMS.2567102-08) Pravinua Versions Conolets Eveni I0; K4L71 Faclity ID: 100408 If eantinuation sheat Paga 18 of 21
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Continued Fram page 13

12/06/08, with diagnoses that included Senfle
Dementia with Deprassive Featuras, Contracture
of Joint, Senile Osteopcrosis, Osteoparssis,
Dacreased Vislon, Body Myoclonic Jerking,
Modarate/Severa Cognitve Impeimment with
Agitation, Debility, Daformity/Contracture of
Hip/Knee, Delusion, and Advanced Osteoarthritis,

Review of Resldent #10 s most racent Quartarly
Minimum Data Set (MD{3) dated 09/28/14,

| revealed the facility assessed Resident #10 to

have a Brief Interview for Mantal Status (BIMS)
score of 3, which Indicatad that Resident #10 had
savera cognitive impairment.

| Review of Resident #10's comprehansive cara

plan dated 04/03/14, revoaled the resident had
patential for skin breakdown related to impaired
moblitty, incontinence, pror decision-making, thin
fragile skin, and heart disease. Further review of
Resident #10's comprehunsiva care plan
revealed an intervantion to pad the resident's eida
rails.

Review of Resident #10's Resident Kardax
(Certifled Nursing Assistent Care Plan), undated,
revesled Resident #10 was to have threa-quartar
bilataral side ralls, however, the facility failed to
ensure the Nursing Assistant Care Plan includad
padding for the side rails.

interview with State Registered Nurse Aida
(SRNA) #3 on 12/11/14 a1 1:28 PM revealed
SRNAs wers respensible for applying padding to
side ralls as neaded, SRINA#3 stated she had
never noliced Resident #10 to have padded side
rails in the two years sha had worked at the
facility, and was not aware that Residant #10
requirad padded side ralls.

F 323

|
|
|
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, Interview with Licansed *ractical Nurse {LPN) #4
on 12/11/14 at 1:40 PM revealed ghe cared for
| Residant #10 daily and had werked for ona year
on the hallway where Residant #10 resided.
Continued interview with LPN #4 revealsd Nursas
and nurse aides ware recponsible for ensuring
padding was prasent on resident sida ralls, but
she ha¢ not observed Resident $10 to have
padded side ralls at any lime,

Interview with Registered Nursa (RN} #1 on
12111714 at 1:55 PM revealed she was the Unit
Coordinator for the unit on which Resident #10 I
resided, She stated staff trled 1o werk as a team |
{0 make sure residents’ care plans were followed,
but she was not aware that Resident #10 required |
padded side rails. Furthar interview with RN #4 |
tevealed SRNAs wera given any new resident
care plan updates during shift report and that
interventions should be o the Resident Kardex,
She stated nursing staff was responsible for
ensuring any new ordars {ar residents wera | |
followed and thal she conducted rounds twice a |
day {once in the morning und once in the |

evaning) to ensure care plans were being
followad and provided stal® education as needed.

12M1/14 a1 1:02 PM and 2:23 PM revesled that
the MD8& Coordinators were responsible for |
updating Rasident Kerdexss and that thay were |
reviewsd monthly for accu ‘acy and updated as |
needed. She further state she was not awara |
that Resident #10 was required to have padded

|
side ralls. | ,
Interview with the Medicaid MDS Goordinator on | I
| 1211714 8t 3:15 PM revealed she had added the | |

FCRM CMS-2587(02-08) Pravious Vorsions Obzalete Event ID: kaL741 Facilly 10; 100493 If continugtion shast Page 18 of 21
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|

I

|
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F 323 | Continued From page 18 | F 323

padded side rails fo Regident #10's

comprehansive care plan following the resident's |
annual MDS assessment dated 04/02/14 as a |
precautisnary measure. Continued intarview with ,

the Medicald Coordinater ravealed ghe failed to

ensure that the interverrion had been added to
the Resident Kardex snd to ensure that the |
intervantion was implemenied as notad on the ]
cara pien. I I

Interviaw with tha Directar of Nursing (DON) an |

12/11/14 at 4:20 PM ravaaled she made rounds |

10 ensure that staff was following residents’ care

; plang, She stated rounds were also made by her, |
the nurses, or the SRNAs every two heurs to |

&nsure care plans ware being followed. | |

Continued intarview with tha DON revealed she I

was nol aware that Rasident #10 required padded | |

side ralls, bu! she thought Resident #10 may

have had padded side rails at sorne polnt In the ,

past. The DON siated that if Residant #10 no

longer needed the padded sida ralls intarvention, | |

|

the care plan should hava baen updated to raflect
that. Further interview w th the DON revealed tha
Quality Assurance (QA) Nurse was responsible
for ensuring that the MDS. Coordinators, Unit
Managers, and nurses wara monitoring to ensure l
that alf care plan interven:iane wera being | |

followed, | | M
F 328 | 483.25(k) TREATMENT/CARE FOR SPECIAL | F a8, See Ciktou |

8s=D | NEEDS | |

The facility must ensure that residents receive |

proper treatment and care for the following | l
special services; !
Injections; , I
Parenteral and enteral fluids;

. Colostomy, uraterostomy, or ileostomy care; I

| | | |
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Tracheostomy care;
Tracheal suctioning;
Respiratory care;
_ Foot cere; and
Prostheses,

This REQUIREMENT is nat met as avidenced
by:

Based on abservation, interview, record raview,
and review of the facility's policy, it was
determined tha facility falled to administar oxygen
at the physician prascribec rata for one (1) of
nineteen (19) samplad residents. Resident#6
had physician's orders for nxygan to be
administered at 4 liters par minute via nasal
canula {a tube that fits in tha nostrils to deliver
oxygen therapy). The resiijent's oxygen was

| observad to ba adminlstered at 2 litars per minute
on 12/09/14 and 12/10/114.

| The findings include;

| A review of tha facility's pollcy titiad "Special
Needs-Respiratory Care," (undated) revealsd the
pumpose of the palicy was to ensura residents

! raceived any necassary retplratory traatments
including oxygen therapy. Furthar review of the
policy revealsd that respiraiory care in the facility
included oxygen and that all reatments should be
ordered by the resident’s physicien.

A review of Rasident #6's medical record
revaaled the facliity admitted the rasitlent on
08/30/14 wilh diagnoses that Included Multiple
Sclerosls and Anamia, Furlher raview revealad
Resldent #2 wae recelving "ospice services and
hed a history of recurrant preumonia.
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Areview of the comprehensive care plan for
Resident #8 dated 10/1:3/14 ravealed the facility
daveioped a cere plan that addressed the
resldent's respiratary condition refated to asthma
and congestive abstruclive pulmonary diseasa
(COPD) with Interventions to administar oxygen
as orderad by the physician,

A review of Resident #8's December 2014
physician's orders revezled the resident was
requirad to have oxygen at 4 liters per minute via
nasal cannula,

Observations of Resldent #8 conducied on
12/08/14 at 10:45 AM, 12:55 PM, 2:20 PM, 3:58
PM, and 8:30 PM, end on 12/10/14 at 8:45 AM
and 9:40 AM revealed the faclility was
administering axygen to Resident #6 via a nasal
cannula at 2 liters per nasaf cannula, not at the
physiclan ordared 4 lileru.

An interview conducted an 12/11/14 at 1:25 PM,
with Licansed Practical Murse (LPN) #3 revealed
the LPN was not aware Resident #8 had orders
for oxygen at 4 liters per minute. The LPN statad
tha resident’s previous order was for oxygen ai 2
litars par minuta,

_An interview with the Uni: Manager, Reglstered

Nurse (RN) #1, on 1211114 at 1:55 PM revealed
she made rounds dally to ensure residents’
oxygen was balng administered as ordered and
had nat noliced Residani #8's oxygen was not
being administerad as required.

FORM CME-2587(02.29) Fravieus Varons Obscleta Eveni D; K4L.71¢
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1. Residents #2, #6, #12, and #16 are receiving services in accordance with
their written plan of care. Resident #10's care plan has been updated to
reflect her current status/care needs.

2. The Administrative Nursing staff reviewed all care plans and made resident
care rounds to ensure all services are being provided as indlcated for each
resident.

3. An inservice was conducted by the Administrator on 1/6/15 with nursing
staff (nurses and nurse aides) on the importance of following the care plan
and updating promptly to reflect each resident’s current status, special
attention was focused on ensuring oxygen settings are correct and catheter
care is provided per the facility policy. The staff was also inserviced on the
importance of being aware of interventions for each resident and ensuring
they are in place as ordered.

4. The CQI designee will randomly review five care plans weekly for one
month to ensure interventions are in place and accurate then monthly for a
quarter. Any irregularities will be corrected immediately and forwarded to
the CQJ committee for further review and follow up.

5. Completion Date 1/6/15
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1. Residents #2, 6, 12, and 16 catheters were secured Immediately by the
nursing staff.

2. All other residents with catheters were assessed by the nursing staff to
ensure their catheters were properly secured per the facility
policy/procedures.

3. An inservice was conducted by the Administrator on 1/6/15 with the
nursing staff regarding providing appropriate care to residents with
indwelling urinary catheters. This inservice specifically reviewed the facility
policy and procedures for keeping catheters secure so as to prevent the
resident from pulling it out.

4. A CQl committee designee will conduct observations to ensure all catheters
are secured. These observations will be conducted weekly for one month
then monthly for one quarter. Any irregularities will be corrected
immediately and forwarded to the CQl committee for further review and
follow up.

5. Completion Date: 1/6/15
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1. Resident #10 was re-assessed by the IDT to determine If side rall pads were
needed. After review of medical diagnoses, mobility, status, and interview
of direct care staff it was determined that resident was not at risk for injury
related to side rail use. Kardex and care plan both were immediately
updated.

2. Resident care rounds were completed by the Administrative nursing team
to ensure that all interventions were in place to prevent accidents in
accordance with each resident’s plan of care.

3. Aninservice was conducted by the Administrator with the nursing staff
including MDS staff on 1/6/15 on the importance regarding maintaining
accurate and updated care plans. The inservice also addressed the
importance of ensuring all interventions are in place as directed by the care
plan to prevent accidents,

4. The CQl designee will review 4 charts per unit including care plans weekly
for one manth then monthly for one quarter then quarterly. They will also
make rounds to ensure interventions are being implemented appropriately
as specified in the plan of care. Any irregularities will be corrected
immediately and forwarded to the CQl committee for further review and
follow up.

5. Completion Date 1/6/15
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1. Resident #6’s oxygen is being administered in accordance with her
physicians order.

2. The nursing staff has conducted resident care rounds to ensure all residents
treatment and care for special services Including oxygen are being provided
as ordered by the physician, The rounds include checking all oxygen
concentrators settings to ensure they correspond with physicians orders.

3. Aninservice was conducted by the Administrator with all nursing staff on
1/6/15 that addressed the importance of administering oxygen in
accordancea with physicians orders. The nurses were directed to check
oxygen settings for accuracy each shift while providing care to the
residents.

4. A CQl committee member will conduct observations of four residents with
oxygen per unit per week to ensure they are recelving the correct settings
as ordered. These observations will be conducted weekly for one month,
monthly for one quarter. Any irregularities will be corrected immediately
and forwarded to the CQl committee for further review and follow up.

5. Completion Date 1/6/15
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SUMMARY BTATEIIENT OF DEFICIENCIES
(EACH DERICIENCY MLST BE PRECEDED BY FULL
REBULATORY ORLSC DENTIEYING INFORMATION)

i |
PREEIX
TAQ |

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TD THE APPROPRIATE
DEFICIENGY

o
PREFIX
¥aG

{3y
COMPLRTION
DATR

K000 ' INITIAL COMMENTS

CFR: 42 CFR 483.70(a)
Bullding: 01
Plan Approval; 1978

Survey under: NFPA 101 (2000 Edition) Chaptar
19 (existing health care)

Facility type: SNF/NF
Type of structure; Type V' (000)
Smoke Compartiments: 5

Fire Alamy; Complete fire alarm with smoka
detectors in corridors and resident rooms

Sprinkler Systen: Complute autornatie sprinkler
system

Generator: Type I, Diesa’, installed 2008

A slandard Lifa Safety Coc'e survay was
conducted on 12/10/14. Kaott County Health and
Rehabliitation Center was ‘ound not to be jn
compliance with the requiraments for participation
in Medicare and Medicaid, The census an the
day of the survey was 90. The facliity s licensed
for 92 beds,

The findings that follow demonstrate
nencomplianca with Title 42, Code of Fedaral
Regulations, 483.70(a) et ceq. (life Safety from
Fire).

Deaficiencies were cited with the highest

|
|
i
1
|

K 000

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIE R REPRE

"l ;
Any deficiancy slatement endihg with an asterisk (] denotes a gaf i
other rafeguandz provide sufficlent pratection to e patients, (See Instructions,)

-'.l.- i

208) DATE

[-7-18

d fram correcting

fellowing the date of survey wheihor or not a wlan of correction is provides, For nuising homes, the ebove findings and plans of correction are disclogabla 14

days following the date these documents are madi; gvaliabie
program participsilon,

FORM CMS-2367(02-09) Praviaus Varsions Obsnilln Event ID; KaL724

to the facility. It daficlanclas are chiad, an appraved plan of corraction ig requisita o continved

Facty O 100468

capL for nursing hemen, the findings stated aboue an disziosable 90 days
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K027 | NFPA 101 LIFE SAFETY CODE STANDARD K027]
§8=D ,
I
[

1%-Inch thick solid bondad wood core. Nonerated

protactive plates that do not exceed 48 inches I
from the bottorn of the duor are penmitied,

Horizontal sliding doors romply with 7,2,1.14, I
Doors ara self-ciosing or aulomatle ¢losing In II
accordance with 19.2,2.2.6. Swinging doors are

net required to swing with egrass and positiva |
latehing is not required. 18.3.7.5, 19.3.7.8, i
19.3.7.7 I

|
jee— ﬂ:“o.ch‘J ’I
|

I

I

This STANDARD s nof riet as evidenced hy: ||

Based on observation and intarview, the facility

failed to ensure that crose-corrider fire/smoka |

barrier doors were maintained according to I

Natlonal Flire Protection Association (NFPA) I

| standards. This deficient practice affected two |
(2) of five (5) smoke compartments, staff, and

épproximately thity-four (34) residents, The |

facility has the capaeity fo- ninety-twe (92) beds |

|

|

|

|

with a cansus of ninety-tws (92) on tha day of the
survey.

| The findings include:

12,50 PM with the Direetor of Maintenance
(DOM), a set of cross-comidor fire/smoke barrier
doors located next to room 108 was obsarved not

to close all the way and lef: an excassive gep I
when closed. These doors must close all the way ,

|

I

During the Life Safety Cade tour on 12/10/14 at ; l
1

i
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K027 | Continued From page 2 K 027 |
to help pravant fire/smoka from spreading to I
other parts of the building in case of g fire
sliuation. I

An interview with the DOIA on 12/10/14 at 12:50 I
PM reveslad tha gap was. approximataly 3/8 inch.

The findings were revealud to Administration ’ i
upon exit, | (

Reference: NFPA 101 (2000 Edition),

19.3.7.8* | ’ |
DBoors in smoke barriers shall comply with 8,3.4 I I
and shall be seli-cloging or sutomatie-closing in
accordance with 19.2.2.2.8. Such doors In .

smoke barrlers shall not be required to swing with |
egrass travel. Poeltive Iatching hardware shell

not be requirad, I

8341

Doors in smoke barriers g'all close the opaning I
leaving anly the minfmum clearance nacessary |
for proper operation and shall be witheut
undercuts, louvers, or grillzs. |

AB8.34,1 |
The clearance for praper cperation of smoka | '
doors is defined as 1/8 In. 10.3 em). For |
additional Information on the Installation of

smoke-control door assemblias, see NFPA 108,

Recommendad Practica for the Installation of ‘
Smoke-Control Door Assembiies,

_ |

FORM CMS-2667(02.99) Previous Vamlens Obselotn Event 'D; k4724 Facilly |D; 100498 H continuation sheet Poge 3of 3




01:4%:18p.m. 01-07-2015 | 10 [ 16047895120 |

PAGE 18/68

p1/97/2815 18:56 16867855128 KNETT NH

K027

1. The affected cross corridor fira/smoke barrier door was repaired
immediately.

2. All doors throughout the facilty have been evaluated by the Maintenance
Supervisor and are closing completely with no excessive gap,

3. Aninservice was conducted by the Administrator on 1/6/15 with ail staff
regarding the importance of the fire doors closing properly with no
excessive gap. The staff was instructed to notify maintenance at any time
they observe any concerns with the fire doors. The maintenance supervisor
will make weekly rounds to check fire doors.

4. A CQl committee designee will conduct observations to ensure the doors
are clasing properly with no excessive gap. These observations will be
conducted weekly for one month then monthly for one quarter. Any
irregularities will be corrected immediately and forwarded to the CQJ
committee for further review and follow up.

5. Completion Date 1/6/15



