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avin SUMMARY STATEMENT OF DEFICIENCIES oo PROVIDER'S PLAN OF CORRECTION S
PREFIX | {EACH DEFICIENGY MUST BE PRECEDED BY FULL { PREFIX | (EACH CORRECTIVE ACTION SHOULD BE | COMPLENION
TAs REGULATORY CR LSG IDENTIFYING INFORMATION) ~ TAG , CROSS-REFERENCED 10 THEAPPROPRIATE ;|  DATE
, . i | DEFICIENCY)
: : i ; I
F000 | INITIAL COMMENTS ; F 000 Ppreparation and execution of i
. X X | this plan of correction do ;
! A Recerfification Survey was initiated on § r; lon does not |
 05/13/14 and concluded on 0&/15/14. ; | consthute an admission of or
Deficlencies were cited witt: the highest Scope ; ;. 3greement by the provider of ' |
i and Severlty of a "G, L the truth of the facts 5
; . : : alleged !
F278. 483.20(p) - (j) ASSESSMENT . Fars, conclusi e or .
s$=0! ACCURACYICOORDINATION/CERTIFIED | | conclusions set forth in the
§ s i statement of deficlency. This =
T’h{# assfassme;}t must accurately reflect the ; ¢ - Plan of Correction is prepared |
| resident's status. ! : !
; : | - and  executed salely because ;
{ A registered nurse must conduct or coordinate ! | Federal and State Law require it.
i each assessment with the appropriate ! Complian .
- participation of health professionals, 5 ‘ i . phance has been and will be i
| ! {  achieved no later than the last S
| Aregistered rurse must sign and certify that the | : completion date identified In the ! i
::, assessment is completad, 1 | POC.  Compliance  will be ! f
'Each individual who complates a portion of the | Mmalntained as provided In the |
i ;siessr;}ant ?tist saig?sn and gftrtify the: accuracy of ' ' ; Plan of Correction. Fallure to 5!
: a85esat . i , . !
| atportion of the assessmen ! ! dispute or challenge the alleged = |
: Under Medicare and Medicald, an individual who ! [ deficiencies below is not an |
[ willfully and kn?wmgly cerlifies a material gr‘&d ‘ admission that the alleged facts ?
false statement in a resident assessment is J ; d . i
! subject to a civit money penalty of not more than |' j ocourred as presented in the
| §1,000 for each assessment; or an Individual who : i statements, ;
~willfully and knowingly causes another individual ] !
| o certify a material and faiss statement in a |
_resident assessment is suhject fo a civil maongy | i
- penalty of not more than $85,000 for each |
. asgessment. |
; Clinleal disagreement does not constitute a 1
' material and false atatement, i i
i é
: : i ?
! This REQUIREMENT is not met as evidenced i ! :
. ) i ' i
X6 DATE

ABO RAT@RWW%R REPRESENTATIVES SIGNATURE A .
It the insfitutlon may be excused from corracing providing it is deteminad that

T

gEmlnigﬂ}'ra*or(b-?ﬂlf

wny deficiercy statement ending with an asterizk (") denoles a deficlency wiy
*her safequards provide sufficient protention to tha patlants, (See instucko
Mowing the data of survey wheiher or not a plan of correction is provided.

ays following the date these documents ars made avalisble (o the faciity, |

“ogram participation,

Fe

IRM QME-E567{02-99) Previsys Varslone Oizolate

- Event ik GIRCY

1s.) Except for nufsing homss, s fndingy stated abgve are disciosable 50 days

of nursing homes, the above findings and plans of corecton arg disclosable 14
f deficlencies are clted, an approved plan of corraction is requisite to continued

if.continuation: sheet Page 1 of 59

1 Facility 11y, 100522




9 2014 4.

Jun. 9, 17PN

DEPARTMENT OF HEALTH AND HUMAN SERVICES
GENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/30/2014
FORM ARPPROVED
OMB NOQ. 0938-0391

STATEMENT OF DEFICIENCES {X1) PROVIDERVSLIPFLIERICLIA (%) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING GCOWPLETED
185332 B. WING 051152014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE. ZiP CODE
105 RODGERS PARK
GRAND HAVEN NURSING HOME -
N CYNTHIANA, KY 41031
D SUMMARY STATEMENT OF DEFICIENCIES ! e PROVIDER'S PLAN OF CORRECTION i (2e8)
PREFY | {EACH DEFIGIENCY MUST BE PRECEDED 8Y FULL YOpREFDC | (EAGH CORRECTIVE AGTION §HOULD BE COMELETIN

TaG | REGULATORY OR LSC IDENTIFYING INFORMATION) . TAG ! CROSS-REFERENCED TO THE ARPROPRIATE DATE

i i DEFICIENCY)

i ; :
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F 278 Continued From page 1 C o F278! . i

“by: | | F_ 278 D ' 483.20(G)-{) !

| Based on interview, record review, and review of ASSESSMENT {

faﬂhty's policy, it was determined the facility failed | J '

! : 1ON/CER i

i to ensure the Minimum Data Set (MUI5) : ACCURACY/COORDINATION i

i TIFIED :

_Assessment acourately reflected the resident's
i status for two (2) of thirteen {13) sampled
‘residents (Rezidents #6 and #8).

f

' Resident #6' MDS was not coded aceurately
; refated to weight. Although the fast recorded

the hospital of 208,7 pounds on 07/20/13, the
Fresident's weight as 254 pounds.

revealed the MDS was coded as no falls, and
i section J11800 was not coded as the resident

: sustaining a Major Injury from & fall; however,
; doocumentation and interview *’evea!ed the

i ! sustaining a nght Closed Fracture of the Patella.

: The findings Inghsda:
Review of tacllity's "RAl Completion”, Palicy
- and state guldelines for completion of the
o the MDS 3.0 Manual. Rer the policy, the
i Registered Nurse was responsible for ensuring

i the compdation of tha Resident Assessment
: Process. The policy stated, the Minimum Data

n complete appropriate sections of the MDS and
Care Area Assessments (CAAS).

Res;deni #8's MDS dated 05/01/14 section J ?SGD

 resldent sustained a fall on 03/06/14 at 6:00 AM,

; undated revealed the facfity was to follow faderal |

% Set (MDS) Coordinator assumed responsiblity for :
: completion of the RAI by assigning facillty staff to

|

welghi for Resident #6 was a weight obtained by }A

I Quarterly Minimum Data Set (MDS) Assessment i
- dated 03/04/14, revealed the facility assessed the !

i

i

_f

| Resident Assessment Instrument (RAI) according | i

|
i
!
i
!

Action for Residents Affected by
Deficient Practice ‘ ,
. Resident #6 and #8 were re-
f assessed  hy the DON  on

i R/18/14.

A comprehensive
j was combleted for resident #6

E with an ARD of 5/19/14. Section :
: K of the MDS has been updated |
|

assessment

I to reflect  the  resident's ;
i physician’s orders. A modification - *
Y of prior  assessment  was

} completed for resident #8 with ‘
an ARD of 5/1/14. Section J has |
been modified to reflect the ":
: resident’s condition,

“ORM CMS-25B7(92@9) Previous Verstons Chsolety

Bvem 10 GUECTY1
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F 278 ; Gontinued From page 2 l F 278
. 1. Review of Resident #6's medical record : o -
' revealed the faclity admitted the residant on ) | Identification of Other Resldents
+02/25/13 with diagnoses which inchuded [ Affected by Deficient Practice
. Diverticulitts, Hyperfension, Emphysama, Typs Il ‘ ;
* Diabetes, Depresaion, Dementia, Neuragenic | [ oné/2/14 thraugh 6/13/14, the .
 Pain and Chroni¢ Obstructive Pulmonary Disease | | Interdisciplinary Team  (iDT) |
{COPD). Review of the Quartetly Minimum Data ' i completed a facility wide audit of :
et (MDS) Assessment dated 03/04/1 4, revealed | , . !

: each resident’s most current

: the facllity assessed the resident's walght as 254
: . MBDs to validate coding accuracy.

. potnds, ‘ 5 :
' Any discrepancies were corrected

- Review of the Welght Worksheet, revealed on

- 06/12113, the facility weighed the resident using
Hift scales and recorded aweight of 192.2 pourds. ;
| Review of Resident #6's Physician's arders dated ; !
- 06/14/13, reveaied orders to discontinue the

! resident’s weight assessment per family request | é
| due io Chronic Back Pain, i ' 3

! immediately.

' Review of an Admission History from the hospital

: dated 07/20/13 revealed the resident was [
. weighed by the hospital by use of the bed scajes | ;
fand the recorded welght was 208.7 pounds ‘ !

' Review of the Dietary Nutrition Assessments for a
 G7/3013 and 08/2511 3 revealed an "actual® ; i ;
i weight of 198.2 pounds. Interview by phone with : ;
the Registered Dietifian, on 051514 gt 12:18 | ' i
| PM, revealed Resldent #6's weights for the
; Nulrition Assessments completed on 07/30/13 : i
‘and 08/26/13 were received from the facilitys | ! i
| "welght book™. She stated the waight recorded on i’ i '
; the Nutrition Assessments came from the last : ; :
{ recorded weight on 06/12/13 of 108.2 poutids. | ; g‘
i £

! Interview with the MDS Coordinator, on 05/16/14
| at 5:00 PM, revealed she used the weights from i i
the the Dlefary Saction of the resident's chart and : : :
- the weight book at the nurses station for coding | :
Event 1D GOECT1
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i DEFICIENCY) A

i } !

F 278 Continued From page 3 i Fa2vsl [

! weights on MDS's. She further stated, the weight i X :

-, for the MDS dated 08/04/14 of 254 pounds may i

i have been automatically recelved from the point, ; Systemic Changes for Non-

click, care system (MDS Tracking System). ; Recurrence

: Obgervation of the MD3 Tracking System with the .
- MDS Coordinator revealed the last weight in the |
i system wag 202.1 pounds obfained on 06/11/13. !

t

Further interview with the MDS Caordinaior,

The facility’s Director of Nursing -

will  review each MDS for

accuracy before the MDS g ;
i locked and transmitted to CMS. A

| tevealed a possible data entry etror occurred on |
. tha MDS. The MBS Coardinator stated the MDS second review will be completed j
| Assessments were Used to create plans of care | . '
for the residents and  incorrectly coded weights o by the IDT during the scheduled

: on ffie MDS, as indicated in this situation, would tare conference. ' ‘

" suggest that the resident was "obese”. She i
i further siated an incorrect code for the weight

s could lead to the resident being placed on an l
- incorrect diet, !

(I

2. Review of Resident #8's medical record
[ reveated the facility re-admitted the resident on
" 10/10/13 with diagnoses which included
. Schizophrenia, Dementia, History of Fracture
i Neck of Femur, and Cardiovascular Accident ,
{CVA). Review of the Annual MDS Assessment i i
| dated 05/01/14, section J1800 revealed the
facility assessed the resident as having no falls J !
; since admissionfentry or re-entry or prior
‘assessment, Further review of the MDS, section N
1 41900 reveaied the facility did not code the ! :
L resident as having & major injury since i !
: admission/entry or re-entry or prior assessrnent. _ f :

Review of the the Nurse's Notes, dated D3/06/14 i §
| &t 8:45 AM as a late entry for 03/08/14 a1 6:00 :
" AM, revealed the State Registerad Nrsing i |
. Asslstant (SRNA) reported assisting Regident #8 ) i .
o furn in the bed, and the resident continuedto | P |
. roil and rolled out of bed. Further review of the : ; :
Event 1D GOECH Fasily I0: 100522
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i : _ DEFICIENGY) é
i’ |
F 278 ; Continied From page 4 i F 2785 Monitoring for Sustainment
i Nurse's NotesiGondition Change Form, dated ‘' The facility's Quality Assurance
- 03/06/14 at 10:00 AM, revesled the rasident [ i [ Kl ]
t complained of right leg pain after rolling out of i , Nurse completes weekly audits
: bed in the AM (morning). Review of the Nurse's | i following  the routine MDs 6/18714
- Notes/Condition Change Form, dated 03/07/14 at ! schedule. Audits will review the
| 10:05 AM, revesled Resident #8 complained of i , 5
| right leg pain and a calt was placed to the APRN : : MDS's that were completed the |
“and new orders were received to send Resident. : I previous week. These audits will
- #8 to the hospital @mergency room. Review of ; cur £ " o
[ the Hospital Emergency Room Note dated ; . D‘fm weekly for 1 month. Audits ;
: 03/07/14, revealed the resident had & Fracture of | i will resume for 10% of the |
"the Patella, right closed, | { resident census monthly, as part =
; , ; e oo
; Interview, on 05/14/14 at 515 PM, with the MDS | ' ofthe facllty's Quality Assucance
 Coordinator revealed she was respansible for ; i (QA} program. Audit results are
} completing the MDS's and obtained information. i submitted for review to the QA
gmaﬁdMMmmmmﬂmMGQMwmmwm%nmf : it b By £ i
 the resident, by interviewing staff about the | Committee members monthly for o
freshenfscamaneadsandfhncﬂana!abmﬁes,and; ; follow-up and recommendations . ‘
| by reviewing the chart. She stated she should : . untl compliance has  been §
have coded for a faft and fracture on the Annual ! ] Bow P ®
| MDS dated 05/01/14 for Resident #5. j {  achieved, |
! ! i ' ]
H ! i ;
| Interview, on 05/15/14 at 3:45 PM and 8:00 PM ! C Completi D !
E with the Dirsclor of Nursing (DON) revealed the i ; ompletion Date [
| MDS Coordinatar completed the MDS's which i i 6/18/14 !
| were compared with the Care Plans and : § |
. Physician’s Orders during the Care Plan | : E
I mestings. She further stated, no one reviewsd ;‘ ’ :
i for acturacy of actyal coding of the MDS's; ; ! i
" however, stated the Annual MDS dated 05/01/14 | i
!shoukihavebeencodeﬁasthereﬁdenthaﬂnga i ; i
| fall and & majer injury since the resident rofled out : i
. of bed and sustained a Right Patella Fracture, ; ; i
F 279! 483.20(c), 483.20(k)(1) DEVELOP | Fa2ro
$8=D | COMPREHENSIVE GARE PLANS | i ]
MQMWMMMMWMMMMMM%WMMQ ; f
: i i

;
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X4y SUMMARY STATEMENT OF DEFIENGIES i D i PROVIDER'S PLAN OF GORRECTION %%
FREEN | (EACH DEFICIBNGY MUST BE PRECEDE(Q BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BF COMFLETIGN
TAZ REGULATORY QR L3C IDENTIFYING INFORMATION) ! TAG i CROSE-REFERENCELD TO THE APPROPRIATE DAtE
' : ; DEFICIENCY)
' ' ! H
L porel  F 279 D 483.20(D), 483.20{K}{(1) |

F 2795' Continued From page 5
 to develop, review and revise the resident's
f somprehensive plan of care.

{ The facility must develop a comprehensive care
; Plan for each resident that inciudes measurable
' objectives and timetabies to meet a Tesident's

; medical, nursing, and mental and psychosocial
needs that are identified in tha comprehsnsive

t assessment,

" highest practicable physical, mental, and

i psychosoclal well-being as required under

; §483.25; and any services that would otherwise

! be required under §483.25 hut are not provided

| due ta the regident's axercise of rights undet

" §483.10. including the right to refuse freatment
under §483.10{b)(4).

J

|

: This REQUIREMENT s not met as evidenced
! by:

10 ansure a Comprehensive Plan of Care was
- developed for each resident that Includes

. residents medical and nursing needs that are

{ identified in the comprehensive assessment for
; one (1) of thirteen (13) sampled residents

| (Resident #5),

 the facilily failed to develop Resident #5'
i Comprehensive Care Plan related to vision,
. although viston triggered as a problem on the

; Assessment Summary (CAAS) dated 04/09/14,

i

! The care plan must deseribe the services that are
i fo be fumished fo attain or malntain the rasident's

}

|
;
|

Based on inferview, record review, and review of ;
Hacility's policy, it was determined the faciity fafled

: Measurable objectives and timetables to meet the |

i
}

! Care Area Assessment Worksheet and Care Area

PEVELOP COMPREHENSIVE CARE
PLANS

| Action for Residents Affected by

| Deficlent Practice

Resident #5 was re-evaluated and -

a modification of prior MDS

P assessment was completed with

i an ARD of 4/3/14. Section B has .
been updated to reflect Resident |
#5's  condition,. The MDS. |
coordinator and the - |
[ interdisciplinary team have been "
g re-educated on resident specific
assessment completion per the
RAI guidelines, ‘ :
_ identification of Other Residents

' Affected by Deficient Practice

i On 5/19/14 through 6/13/14, a :
thorough review was completed
i by the Director of Nursing. The i
| review inciuded a comparison gof
| the resident’s most  recent ‘
comprehensive MDS assessment :
including CAds, the current .
' diagnasis, the nursing care plan, © |
| and the daily care plan record. | !
Additional reviews and updates | ,
were made as needed to reflect |

L1

*ORM CMS-2587(02-90} Frevious Versions Obsolate

Event 101 G0E0H
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F 279i Qonhnu‘ed Frtem pags 6 i F E?QE Systemlc  Changes for Non.
! The findings include: ;, ; Recurrence
H } i
! Review of the facility's policy titted, "Indlvidual and | ! The IDT Care Plan Conference !
. Interdisciplinary Plan of Care” undated, revealed i agenda and format has been
: the care plan would ba somprehensive snd , ' o , ) :
. modified to include review of .

, reasonable and would be reflective of the neads ; i
{ of the patient. Further review revealed it was the | : the MDS assessment, CAAs, the

. intent of the facility t achieve and maintaii each ; i comprehensive care plan, and
 resident’s highest practicable physical, E R dai ’ '

psychosocial and functional statis. According to , the daily care pian record. The C
- the policy, tha Care Plan pracess was the primary | ~ Director of Nursing met with the ° i
gi:;zg;??nt used to meet the objectives for each ] | interdisciplinary care plan team
‘ . ; |
f i toon 5/29/14 to pravide education '
" Review of Resident #5's meadical record revealed ! i and information on the updated

o —

| disgnioses which Included Parkinson's Diseass, | i
?anE;QCataracts. Reviaw of the Annual Minimums f! sgenda  and - format.  The
| Data Set (MDS) Assessment dated 04703114, | | Management nurse consuftant i
: revealed the facility assessed the resident as : C met with the interdisciplinary

| having & Brief Interview for Mental Status ofa | i f 6/5/1

: three (3) out of fifteen (15) indicating severe : - tdre plan team on 6/5/14 to |
| cognitive impairment, Additional review revesled | | further discuss the updated
, the facility assessed the resident as having _— {  agenda and format of care plan

; y
adeqguate vision. i i
| adeq ! " meetings. During care plan

I Review of the Care Area Assessment Summary | meetings, the resident’s daily
care plan record, nursing care

 (CAAS) dated 04/09/14 revealed vision triggered |

_,I and vision would be addressed in the Cara Plan | :
. Review of the Care Area Assessment Worksheet, | - plan, and most recent MDS :
| dated 04/09/14, revealed the resident had | | assessment, and CAAs are |
. diseases and conditions of the 8ye and visual ; ;  compared for 1 ccuracy. Al

I function would be addressed i the care plan as f i

| an overall objective to avoid complications, : ;
| maintain current level of functioning and minimize | I triggers are reviewed fo ensure

jriske. that they were proceeded to care i
© oplan if indicated.  Any o

 Review of an Eye Cansult, dated 01/23/14
g rGVEEl!E{f fﬁer@ werg ChangES if} VaSCUfaI‘ H ! ‘ disﬁrepancies noted are

i appearance of the retinas and the resident was for

: il : —  COiTectsd by  the MBS :

JRM CME-2867(02-59) Pravious Verg, Obsalete Event I, GOECH Facil . aot P g
(0299} Pr o ! W coordinator., 18t Page 7 of 5
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F 280 483 20(d)(3), 483.10(k)(2) RIGHT TO i
5;53(35 PARTICIPATE PLANNING CARE-REVISECP
! The resident has the right, untess adjudged
 Incompetent or otherwise found to be i
| mcapacitated under the laws of the State, to
 parficipate in planning care and treatment or ;
| changes in care and treatment,
| A comprehensive care pian must he developed

i within 7 days after the completion of the
| comprehensive assessment: prepared by an ’
! interdisciplinary team, that includes the attending |
| physician, a registered nurse with responsibilify

: for the resident, and other appropriate staff in
 disciplines as determined by the resident's naeds, !
“and, {0 the extent practicable, the parlicipation of i
i the resident, the resident's family or the resident's
 logal representativa; and periodically reviewed |
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E 570 ; _ ; ¢ Monitoring for Sustainment i
! Cﬂm‘"”e{f F':Gm page‘? _ . l F 279;' The facility’s DON, ADON, and/or i
, foilow up in six (8) to nine (9) months for a Ditated j : , . :
! Fundus Exarm, . ¢ Quality Assurance Nurse will :
; - ' [ complete weekly reviews
* Revigw of the Comprahensive Plan of Care, L followd e ine € 6/18/14
j revised 04/01/14, revealad there was no Care oltowing the . rout ) are
*Plan (o address vision although the resident had Conferenice schedule. Reviews E
i & diagnosis of Cataracts. . b are completed  utilizing  a
i Interview, on 05/14/14 a1 5:15 PM and 05/1 34 : checklist  and att.endmg Care
s at 7:60 PM, with the MDS Coordinatar, reveaied i ;  Conference meetings. These
! she devela_p@ﬁ and revised care plans and the ! reviews will occur weekly for 1 I
. Interdisciplinary team reviewed them in the cares | onth.  Hevi in i
| plan mestings. After chart review, she stated : { month. Reviews wi re5¥me i
 Vision triggered on the CAAS, and she should ; monthly as part of the facility’s ;
| have care planned vision related to the resident's : ? Quality Assurance (QA) program. |
i €ye disease. Further inferview revealsd when ; ;
| she developed care plans, she care plannad what | i The results of these reviews are !
I trigoered from the comprehensive assessment. ] ' submitted for review to the QA
| Shie stated it must have been missed. : 280 g committee members monthly. i
|

{ Completion Date
L 6/18/14

{

£
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| and revised by & team of qualified persons after é | 4ge 10(K)(2) RIGHT 10 i
. each assessment. : *
i ; I PARTICIPATE N PLANNING i
i CARE-REVISE CARE PLAN

i
. !

_ This REQUIREMENT is not miet as evidenced
! by: : !
. Based on Interview, record review and review of
- the facllity's policy, it was determined the facility
l failed (o ensure the Comprehensive Care Plan
was revised for twa (2) of fourteen (14) sampled
| tesidents (Resident #8 and #8), i

l Resldent #8 was assessed by the facility on
| 01729/14, to require the assistance of two (2) staff ;
: for bed mobility. However, review of the
| Comprehensive Care Plan revealed no
i documented evidence it was revised to inciude i
! this informatior untit 03108714, when Resident &
| experienced a fall from hisfher bed while being |
; assisted by only one (1) staff person. Resident |
| #8 sustained a Right Pateila (Kneecap) Fracture

- &8 aresult of the fali. Also, at the time of the

;l survey, staff caring for Resident #8 were not i
| aware tha resident was to have two (2) staff 5

 8ssist with bad mobility, |

J ,
| Additionally, Resident #6's Comprehensive Care ’
| Plan was not revised in regards to discontinuing |
- welghts as per a family request and written !
f Physician's Ordar on 08/26/13. S i
| The findings include:
i Review of the facility's policy titied, "Individual and i
: interdisciplinary Plan of Care”, undated, revealed ;
I itwas the policy of the facility to maintain an upto
; date care plan for each resident. The Care Plan i

Action for Residents Affected by
Deflcient Practice

Resident #8 was re-assessed by
the DON on 5/19/14; the care
plan was reviewed and updated.
A modification of the annual
assessment with an ARD of
5/1/14 was completed with for
resident #8. On 5/22/14, resident f
#8 had a follow-up appointment |
with her orthopedic physician; :i
her care plan was updated upan i
her return to  reflect  the -
physician’s orders and current !
status. Resident #6’s care plan
was reviewed and updated for po |
weights per MD order on ,
5/16/14. The MDS coordinator
and the Interdisciplinary team f

have been re-educated on ]
resident  specific  assessment
completion  per the RAI |
guidelines, [

;'
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DEFICIENGY)

|

F 280, Continued From page &
was to be comprehensive and reflect the neads
| of the restdents. According o the Polloy, i was
the intent of the facility to achieve and maintain
| each resident's highest practicable physical,
j paychesoeial, and functional statys,

i 1. Review of Resident #3's medical record

. revealed diagnoses which included History of &
 Fracture of the Femur Neck, Dspression,

- Schizophrenia, Dementia, Cerebrovascular

* Accident and Neurogenic Bladder.
|

" Review of Resident #8's Quarterly Minimum Datg
| Set (MDS) Assessment, dated 01/29/1 4, revealed
the facility assessed the resident as hawing a

! Briof Interview for Menta! Status (BIMS) score of

* cognitively impaired, Further review of the MDS
i revealed the facility assessed Residant #8 fo
require extensive two (2) staff assist for bed

| mobllity and as being frequently incontinent of

l bowel and bladder.

Review of the Gomprehensive Care Plan dated
‘ | 05/22113, revealad Resident #8 an Activities of

 Daily Living (ADL's) care plan refated to the

! resident's diagnoses of Stroke, Dementia, and

{ impaired Batance. Continued review of fhe ADL

. cars plan revealed an intervention dated 05/22/13
| which was revised 10/20/13 that stated Resident
#8 required limited assist of one {1} staff to uem

| and reposition in bed. Further review of the ADL

. care plan revealed an intervention which was
fundated, thal stated Resident #8 was fo have the

. extensive assist of two (2) o turn and taposition

i Care Plan revealed a risk for falls care plan
“Tevised 05/15/13, revealed a goal which stated
i Resident #8 would not sustain serinug injury.

{in bed. In addition, review of the Comprehensive

i

j thirteen (13) which indicated the resident was nat :

|

r

T

F 280, f

.5 Identification of Other Residents
| Affected by Deficient Practice

On 5/19/14 through 6/13/14, a
thorough review of the Ra
process was completed by the
| Director of Nursing. The review
included a comparison of ihe
resident’s most recent MDS
. assessment, CAAs, the current
} diagnosis, physician’s orders, the ;
[ nursing care plan, and the daily ;
care  plan record. Additional '
reviews and updates were made i
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F 280 | Confinued From page 10 POF 280! }
j Further review of the risk for falls care plan | L as needed 1o reflect  the |
' revested an intervention dated 03/06/14, the date | resident’s current status. :
- of the tesident's fall, which stated Resident #8 g ‘
| was to have lwo (2) staff members assistance for :
_bed mobiiity. ; Systemic  Changes for Non- i
Recurrence

i :
Review of the Reaident #8's "Nurse Aide Daily |

| Care Plan Record" dated March 2014, which was -

utilized by State Registered MNursing Assistants

[ (SRNAs) to inform them of residents’ care needs,

revealed bed mobility was marked as extensive

i assist of one (1) staff, highlighted as changed on

: 03/06/14, and marked as assist of twa (2) staff,

! Review of the Nurse's Notes revealed a "late :
 entry, datad 03/06/14 at 8:45 AM, wiitten by the |
: DON., Continued review of the "ate entry” Note
i revealed it was documented in regards o an
Vincident which occurred on 03/06/14 af 6:00 AM,
. where a SRNA reported sha was assisting

| Resident #8 to turn in the bed when the resident
" rolled out of bad and fell to the floor. Furlfer

i raview of the "late antry* Note revealed Resident
: #8 reported he/she tolled close to the edge of the :

i hed and rolled out of the bad.

; Review of the Nurse's Nates/Conditicn Change |
| Form, dated 03/06/14 at 10:00 AM, revealed the
 resident complained of right leg pain after rofling |
5 out of bed that morring, The Physician ordered :
L an X-ray, X-ray resulls were received; and, sent to
; the Physician with no new orders recelved. .
,J Review of the Nurse's Note, dated 03/06/14 at |
, 7210 PM, reveaied the Advanced Praclica -
i Registered Nurse, (APRN) called with new orders |
regarding the x-ray results and staff was to obtain f
i a orthopedics consult for Resident #8. Continved
' review of the Nurse's Notes/Corndition Changs |
i Forms, revealed on G3/0714 at 10:05 AM,

The Director of Nursing met with
the interdisciplinary care plan :
team on 5/29/14 to reporton the |
| agenda for care plan meetings i
~ forward. The management nurse
consultant  met  with  the ]
i interdisciplinary care plan team
f an 6/5/14 to further discuss the
' updated agenda and format of
i care plan meetings. During care

e LN

_ plan meetings, the resident’s
' daiy care  plan  record,
comprehensive care plan,

physician's orders, and most
| recent MDS assessment  are
compared by the IDT for accuracy
and consistency. Ay
discrepancies noted  are
correctad by the  MDS
coordinator and IDT.

AT e
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F 280 i. Cantinued From page 11 ‘
- Resident #8 complained of right leg pain and =
fcall was placed to the APRN with an order

; received to iransfer Resident #8 to the hospital
 Emergency Room (ER).

Review of the Hospital ER Note dated 03/07114,
frevealed Resident #8 was dizgnosed with 5
: Fracture of the right Patelia.

| Interview, on 05/14/14 at 12:10 P, with Resident
. #8 revealed a SRNA was providing perineal care

‘ and he/she was trying to help with rolling over so
j the SRNA cleanse him/her. Resident #8 stated
“hefshe was belng assisted by only the one (1)

P SRNA at the tims, and ralled too close to the

edge of the bed, and endad up rofling out onto 'the;fi

J fioor,

| -
| Phone interview, on 05/14/14 at 4-40 PM, with

| State Registerad Nursing Assistant (SRNA) #4.

i tevealed she was often assigned fo Resident #8.
| SRNA #4 explained SRNA'g referred to the

i "nurse aide care plan” {Daily Care Plan Record;

: at the nurse's statfon to know what Cara tesidents’
i needed. She stated when she was In g resident's _

: room she had nothing to refer to related {0 the
| resident's care. She stated sometimes if was

: hard to remember ail the inferventions lIstad on
! the Daily Care Plan Record, and reported she

; was unsure what the care plan said regarding

! bad mability for Resident #8. She statad on

; 03/06/14, she was providing incontinence care for |

! Residont #8 when the resident rofied over too far
in the bed and fell to the fioor. Continued
: Interview revealed she was never questioned

i
?
E
i
]
|

i
i
H

!
]
i
H

l
i
i
]

i
H
H

!

b

i about the incident or edycated by the DON or by

administrative staif related to the incident, She
! reported she was still turning and repasitioning
_, Resident #3 by herseff at that time and the

i

|
" Monitoring for Sustainment E

The facilities DON, ADON, and/or
[ Quality Assurance Nurse will
| complete weekly reviews of egch
care plan following the routine
Care  Conference schedufe.
Reviews ars completed utilizing a
checklist and attending the Care
! Conferepce meetings.  These :
{ reviews will occur weekly for 1
i month. Reviews will resyme
monthly as part of the facility's
: Quality Assurance {QA) program.
! The resuits of these reviews are
[ submitted for review to the nA
committee members monthly. i

|

i

l
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; far. SRNA #4 stated other staff
“and positioning the resldent in the bed without j

| assistance of two (2) staff,

on 05/14/14 at $:05 PM, with
{RN} #2 who was assigned to [
; Resident #8 at the time of the fall on 3/06714,

' revealed SRNA #4 reporied the restdent had ;
i tolled out of bed and had landed on the floor, but
“ had not hit his/her head. She stated she was |
| never questioned about the incident or educated :
 by-the DON or administration. She Indicated she |
| thought Resident #8 was a one {1) person assist ;
- with bed mobility at the time of the fall. Continued !
L iterviaw reveslad she thought Resident #8 was ;
| stil & one (1) person assist for bed mability and !
j did not think that had changed after the fail on

- 03/06/14. RN #2 further statad staff referrad te
prahensive

: Phone interview
! Registerad Nurse

i the Nurse Aide Care Plan or the Com :
. Care Plan for a reference for oare, ?
i .
* Interview, on 05/14/14 at 5:15 PM ang 545 PM, |
 with the MDS Goordinator, revealed she abtained .
* infarmation needed to completed the MDS's by |
| iIMerviewing staff about the residents care needs
- and funcfional abillties. She stated she also had

: the SRNAs' complete the seven {7} days of ;
! Activities of DPaily Living (ADL) Tracker which [
i specifled what type of assistance residenis ‘
f requlred, and how many staff was required fo

, assist the residents with bed maobility, eating,

| transfers and toileting. The MDS Coordinatar - i
 sfated she also observed ataff during care to see ;
: how much assistance the residents required. :
Further interview revealsd the MDS Coordinator |
| generated the Comprshensive Care Plans and -
 the Dally Care Plan Record from the MDS

(e ip 1 SUMMARY STATEMENT GF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ; (x5
PREFIY © (EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX (EACH CORRECTIVE ACTION SHOULD BE { COMPLETION
TAG REGULATORY OR LEC INDENTIFYING INFORMATION) TAG CROS8-REFERENCED TQ THE APPROPRIATE DATE
: DEFICIENCY} i
1 H -
F 230 Continued From page 12 ; F 280:
! resident stil tried to help and often rofled over too 3 i Cornpletion Date 6/18/14
were also tuming |

6/18/14

: j

| Assessments. Continued interview with the MDS |

¥ cantinuation shaet Page 13 of 50
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 Coordinator revealed the DON, Social Services |
| [88) and the Activities Coordinator worked :
 together as a team to develop and revise care i
plans In the care plan meetings. After reviewing
i the MDS dated 01/29/14, and the Comprehensive @
Care Plan and Daily Care Bian Record, the MDS -
i Coordinator stated the Gomprehensive Care Plan J
and Daily Care Plan Record was not revised unti] |
( afler Resident #8's fall on 03/06/14 to include the
Tequired two (2) staff assist for bed mobifity. ’
- However, she stated the infervention for the two
{2) staff assist with bed tobility should have been !
| added to the Care Plans after she completed the |
"01/29/14 MDS. i

i
“Interview, on 05/14/14 at 4:10 PM and 7.00 PM

I and 05/15/14 At 3:45 PM, with the Director of i
" Nursing (DON), revealed the MDS Cogrdinator
| completed the Comprehensive Care Plang which i
were reviewed for accuracy in the care plan :
i meetings by her and the other interdisciplinary |
' staff, which consisted of 88, the MDS :
i Coordinator and sometimes therapy staff, She i
“stated the care plan information was then puten -
. the Nurse Aide Care Plan/Daily Care Plan Record i
" by the MDS Coordinator, Per inferview, the DON -
 revealed the last MDS completed, prior to the fall !
"on 03/06/14, was a Quarterly MDS complated on
; 01/29/14, which stated Resident #8 required two !
"{2) stalf to assist with bed mobility. However, the
: DON stated both the Comprehensive Care Plan ;
*and the SRNA's Daily Care Plan Record were not |
; updated until after Resident #8's fall on 03/06/14, |
i for two (2) staff to assist him‘her with bed
. mobility. According to the DON, the ;
- ! Comprehensive Plan of Care and the Daily Care
i Plan Record should have been updated at that |
time to reflact Resident #8 required two {2) staff
; asslst with bed mobility a5 the Care Plan was

H
!

!
+
b

H
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F 28{}'- Continued From pags 14 i F280] ]
generated from the MDS Assessment, The DON :
{ revealed the interdisciplinary team met the i
. morning after any fall to discuss causes for the |
falls and need for any new interventions. She : :
I stated for Residant #8's 03/06/14 fall she felt the | f
. root cause was the resident being assisted by
*only one (1) staff instead of fwo {2} for had _ .
; mobility. The DON revealed she had not P i ‘
re-educated the staff involved at the time of , , ‘
| Resident #8's fall, and stated staff were not ’ ‘ |
j 8lways informed of changes in the care plan. The: ; ;
DON explained SRNA's were to review the Daily . . i
! Care Plan Record which was kept at the nursa's i : 5
; Station, daily at the baginning of their shift to know
' what care residents required. She further stated |
 the only communleation to staff for any changes | |
; made in reference to care of residents, was by | | : !
 them reviewing the Daily Care Plan Record or ;
i Comprehensive Care Plan,

 interview, on D5/14/14 at 635 PM. with the | ,
| Quality Assurance (QA) Nurse revealed mevisions | i . :
~mada to the Comprehensive Care Plans or the B
| Daily Care Plan Record (nurse aide care plan) | i
were not communicated verbally to staff. The QA ; ;
Nurse stated however, the SRNA's were l '

| expscted to read the Dally Care Plan Record at |
. the beginning of each shift and should recognize 5
| any changes then to residents’ care, |
! i

- 2. Review of Resldent #6's medleal recard
| revealsd dlagrioses which Included Emphysema, i
. Dementia, Neurogenic Fain, Chronic Ohstructive -
: Puimonary Disease (COPD), Type If Diabetas f i
i and Depression, :

| Review of the Quarterly Minimum Data Set | .
; (MDS) Assessment dated 03/04/14, revealed the i
: facilily assessed Resident #6 as having 2 BIMS ; : N
Faoffty [Tz 100507 if continuation sheet Page 15 of &9
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F 280 ’ Continved From page 18
! score of nine {8} indicating moderate cagnitive
jimpairment. Additional review ravealad the
 facility assessed Resident #6's weight as two
i hundred and fifty-four {254) pounds,

' Revlew of the May 2014 Physician's Ordars,
revealed an order, with an original order date of
08/26/13, to discontinue Resident #8's weight

| assessments as requastied by Resldent #6's

i family due to the resident's Chronic Back Pain.

| Review of the Comprehensive Plan of Care dated
; 06/06/13, revealed a care plan refated to

‘ nutritional status in regards o the family bringing |

i In full meals at least three (3) times a week for
_Resident#6. Cantinued raview of the cara plan
‘ ravealed a goal for the resident not to develop

: complications related o Obesity. Further review

i .

. revealed no documanted evidence the

{ Comprehensive Care Plan was revised o
disconfinue Resident #6's waighis a5 per the

[ Physiclan's Order,

| Interview, on 05/14/14 at 5:15 PM and 05/15/14

| 8t 5:00 PM, with the MDS Coordinator revealed

- Resident #6's Comprehensive Care Plan was nat

! tevised 1o discontinue the residant's weight

i Measurements, She stated if the facility weighed |

" Resident #6 because the request was not care
| planned, it could have contributed to increasing
_the resident’s back pain or caused emotional

i distress for him/her. Ths MDS Coordinator

; stated she was responsible for ensuring the care |

' plans wera revised; however, it was alao & team
; approach and the care plans were reviewed by

* the DON, Social Services and the Activitiag staff
j during care plan meetings. She stated revisions
~of care plans was supposed to be automatic

i when the Physiclan's Order was written because ;-

i i
i ,

!
i i

! i

J

M i

i

| f 3
i

T e it e

eyt 1 e
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F 280} Continued From page 16 | F 280! :
there was a three (3) partform and ane (1) of | 6/18/14
: ihose was the care plan update. The MDS ! ' _
- Goordinator reported when she completed '
i residents’ MDS Assessments she was supposed :
* [o go through the care plan updates forms and ;
; transcribe the pertinent information to the :
“ Gomprehensive Care Flan. Further interview g :
. revealed Resident #6's Comprehensive Gare )
' Plan should have been revised to include the | : :
, Intervention to discontinus the weights as the
: original order was dated 08/26/13, and the last [ :
- MBS was completed 03/04/14. : o .
F281i 483.20(k)3}(1) SERVICES PROVIDED MEET [ F 281 f
58=0 PROFESSIONAL STANDARDS P 5
:g . _1 F 281 D 483.20(K)3)(1) SERVICES i
 The services provided or arranged by the faclity | | MEET PROFESSIONAL
| must mest professional standards of quatity. ; :
i {

; .

' This REQUIREMENT Is hot met as svidenced

1 by

l Based on observation, interview, record review,

. and review of faciiity policy, it was determined the ;

| facillty failed fo ensure services provided bythe |
facility meet professional standards. of quality for

!one (1) of thirteen (13) sampled residents |

" {Residgent #3). :

FThe facility failed to follow the Physiclan’s orders
i for Bunny Boofs to bath hesls while in bed for !
| Resident #3; however, observation of Resident :
. #3 revealed the resident was not wearing bunny f
i boots In the bad. : 5

i
!

| The findings include:

. Review of the fagility "Physician's Orders” Policy, |
{ undated, revealed all Physician's Qrders must be ;

H
i

} STANDARDS

| Action for Residents Affected by
Deficient Practice

| Askin assessment was complated
| on 5/21/14 for resident #3 with -
;N0 new areas identified. The |
| physician’s order sheet dated & |
. May 2014 for resident 43 |
| includes the order: "May have |
bunny boots to both heels while
t' in bed for pressure relief”. Upan

; investigation of the surveyor's i

“ORM CMS-2657{02-39) Previous Versions Obsoiate Event iy (0ECH
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281 f Continued From page 17
~followed,

1

“Review of Resident #3's medical racard revealed |
i diagnoses which included Non Alzheimer's
Dementiz, and Gerebral Vascular Accident (CVA), |
! Osteoarthritis, Chronic Obstructive Pulmonary

Dizgase (COPD), and Diabeles Melliflus. Review i
i of the Quarterly Minimum Data Set {MDS) '

Assesstnent dated 03/11/14, revealed the facifity |
f assessed the resident as having a Brief Interview
_ for Mental Stalus (BIMS) of & ten {10) out of i
i fifteen (15) indicating moderate cognitive !
impairment. Further review revealed the faciity |
1 assessed the resident as being at risk for
pressure ulcers, - . !

|

. Revlew of the Comprehensive Plan of Care,
 ravised 03/01/14, revesled the resident had the
. hotential for pressure ulcer development refated E
!'to a history of uleers, and immotiiity. The i
- Interventions included follow facility i
! policies/pratocols for the preveation and !

. reatment of skin breakdown, i
'

i
i
i
i

" Review of the Physiclan’s Orders datad May i
| 2014, revealed an order for Bunny Boo's fo both

. heets while in bad for pressure relisf. i
H H
" Observation of Resident #3 an 05/14/14 at 9:32
| AM, revealed the resident was in bed on herfhis
* back, and there weare no Bunny Boots on the

i Tesident's feet,

[l

i

+ Interview at the time of the obsarvation with State |
' Registered Nurse Aide (SRNA) #11, revesled she |
; was assloned fo the resident. Sha stated sha !
! was unsure if the resident was to have Buny ;
: Boots and sho/he did not have them on when she i
! arrived for her shift early that morning, She i

i

I .

F 237{ findings, it was determined that }

 the bunny boats for resident #3 ;

I were being laundered at the time !

identified and cited it the

: Statement of Deficiencies, On

[ 6/5/14, the physician  was

consulted regarding clarification

of this order. The phiysician

i advised facility to follow nursing :

intervention best practices for .

pressure reduction as needed, _

t the physician’s  orders were 1
updated to reflect this,

__ [dentification of Other Residents |
| Affected by Deficient Practice

' On B/2/14 through 6/14/14, the i
f interdisciplinary team completed
a thorough review of physician’s .:
i orders, the comprehensive care
plan and the daily care plan’
E record in comparison o the f
f rasidents’ status, Any,
| discrepancies  noted  were!
corrected immediately.

H i
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F 261 % Continued Frem page 18 ‘ F281]  systemic Changes for Non-
 slated, she would ask the nurse # the resident stilt} | Recurrence f
 headed them. She further stated there were no ; . . ;
* Bunny Boots in the room. SRNA#11 stated she | Re-education was provided to !
i used tge niursa fa;‘ﬁe Ean;a ;:éi:an a;{a reé&r&nge for i the nursing  staff regarding -
“care. Review of the Daj ¥ Lare Plan Recor: : ; ;
| (nurse aide care plan) dated may 2014, revealed ; j f‘:’n“f”"”g resident care plans and
. the resident may have Bunny Boots on while in j - physician’s orders. Education was
i bed, ? | provided by  the  Staff .
! Interview with Registered Nurse (RN) #3, wha | Development Coordinator (sDC) i
i was assigned to the resident, on 0514M4 at ¢ , beginning  5/16/2014 through |
'+ 10:00 AM, revealed the resident was ko have ; | 5/19/2014. Daily car cod

. i : x . round i

{ Bunny Boots while in the bed for profection. She | i 19/ v care rounds are Lo

- stated she did rounds in the momings and - conducted by the nurse |

! ﬁhecked for degices arzc{ she stated the resident _ [ management team including the =

 had on Bunny Bools sarlier that morming and they i . DON. <D

. ' may have been sent to faundry. However, further | : N, SDC, Q‘f\ Nurse, ADON, and .

[ intervlew revealed she was unaware of anyone | | MD5 Coordinator to ensure ;

' sending %hﬁ Bdoots ttnt)r:aungryz éhait m%mirtlg and if ! li nursing  interventions  and

| Some one had sant theri to the laundry they ! - )

: should have ensured the resident Had another I : physician’s - orders _are being . i

| pair fo wear. She checkad the Treatment ? | followed, _ |

. Administration Record (TAR) and stated the i [ Monitoring for Sustainment

! intervenﬁon‘ far Bunny Boots was on the TAR, and : in addition to systemic changes,a |

; when she did treatments she aiso looked for I | . i is

| devices. ; i comprehensive review !

i | J completed weekly by members |

HInterview with the Director of Nursing (DON}, onr f management team |

: 08/15/14 at 8:00 PM, revealed har expectation | i of the‘ urse gDON and/or i

- was for Physicians’ Orders to ba followad. She i ! including the DON, ADON,

{ stated the intervention for the Bunny Boots was | i Quality Assurance Nurse the 6/18/14

. on the TAR and the Daily Care Plan Recaord and | E N : the routine |

[ staff should ensure the arder was followed. ,! : , review wil follow hedule. | ’
F 282 | 483.20(k)(3)(ii} SERVICES BY QUALIFIED [ Fos2] Care  Conference  schedule.
83=D ! PERSONS/PER CARE PLAN i Reviews are completed by

: : ) ing the residents’ care

' The services provided or arranged by the facility j comparing t e d and |

! must be provided by qualified parsons in } plan, the daily care record, |

" : ! ! the physician’s orders with the

2RM OMS-2567(012-89) Previous Varglons Obsolels Evont ID: GOECY1
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Confinued From page 19 o LR e bagza0 (L)1) SERVICES
:  @ccordance with each resident's written planof | ] i
L eare, : BY QUAUFIED PERSONS/PER
; ; CARE pLAN
. This REQUIREMENT is not met as avidenced i ‘ ,
' by ' I Action for Residents Affected hy
; Based en interview, and record review, if was Deficient Practice
! i fli vi ; i
- determined the facility falied to RAsSUra services : | Resicent #8 was re-evaluated by

; Were provided in accardance with each resident's . :
i writtan plan of care for one (1) of fourteen (14) | ! the IDT. The care plans were i
r sampled residents (Resident #8), '! reviewed and updated to reflect

i H { - ’ apr s

- Qn 03/06/14, Resldent #8 was being assisted by : i the resident’s condition. Resident

| one (1) staff member with bed mobilty during ; ; #8 is now being seen by physical
incontinence care and felf off the bed sustaining a - g therapy

[ Right Patella (Kneecap) Fracture. Resldent #8% | ' '

“ Comprehensive Care Plan In regards to falls was | .
i updated en 0306/14 with interventions for twa (2) | ; - ;

staff to assist with beg moblity. However, _ i
% Interviews with staff revealed they were | '

7 i i
) )

s continuing to assist Resident 8 with bad mobility |
; with only one (1) staff member. Even though the ; |
| resident ralled aver too far at imes which created } j ;
- the potential for him/her to fall of the hed again, ’
i Staff interviews revealed they were also unawars
the care plan had been updated, after Residant

i #8 suslained the fall with a fractura on G3/06/14,
- for the resident's need of two {2) staff to assist

' with bed mobitity

. The findings include:
t

; Revisw of Resident #3' madical record revealed
| diagnoses which included Damentia, :
“ Schizophrenia, History of 3 Fracture to the Neck i

; of the Femur, Depression, and a closed Fracture i 1 _
{ to the Right Paiella. _ ! ‘ j
: H !
| Review of Resident #8's Quarterly Minimum Data P : |
Event 10 GOkl Fadilty 10; 100822 If cominuation sheet Fags 20 of 59
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F 282 Continued From page 20 | F282 | Identification of Other Residents

: Set (MDS) Assessment, datad 01126144, and ;
- Annual MDS Assessment, dated 05/01/14, |
{ revealad the facliity assessed the resident as ;
. having moderate cognitive impairment.
 Continued review of the twa (2) MDS
; Assessments revealed the facility assessed
Resident #8 as requiring extensive assistance of !
| two (2 persons for bed mobility and as being
. fraquently incontinert of bladder and bowe).

; Raview of the Comprehensive Gare Plan revised
- on 10/29/13, revealed Resident #8 required i
i assislance with Activities of Daily Living (ADL's)

. refated (o diagnoses of Stroke, Dementia and |
* Impaired Balance. Continued review of the ADL !
; care plan revealed the goal stated Residant #8 |
“woulld maintaln the current level of function !
j related to bed mobility. The Interventions revised !
10/29/13, revesled Resident #8 required limited |
Lassist of one (1) to turn and reposition in bed. i
i Further review of the ADL eare plan revealed an
; undated intervention which stated Resident #5 |
| Was [o have extensive assist of two (2) 1o um
“and reposition in bed, Continued review of the

. Comprehensive Care Plan revealed Resident #8
also had a risk for falls care plan, revised ;
| 05/16/13, related to Resident #3 being unaware
. of hisfher safety needs. Review of the risk for
falls care plan revealed a goal which stated the }
; resident would not sustain serfous injury, Further
raview of the care plan revealed on 03/06/14 g i
i new intervention was added after the Resident #8 i
: experienced the fall on that date. The new ;
i Intervention Resident #8 was to have two (2) staff |
. members for bed mobillty. o :

| ;
| Review of the Comprehensive Care Plan with a

f date of 05/22/14, revealed Resldent #8's ADL
i care plan interventions included the resident

i

. Affected by Deficlent Practice

| 0n 5/19/1a through 6/14/2014 ,
| reviews were completed by the -
i Director of Nursing, ADON, QA
Nurse, and MDS Coordinator. The
reviews included a comparison of
the residents’ care plan, the daily
t tare plan  record, and the

| residents’ current interventions

! and status, Any discrepancies
noted were re-evaluated and

| corrected immediately. |

i
i
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F 282 Continued From page 21 i F282 i

i requiting extensive assist of two (2} staff to WU
. and reposition in bed. i

. Review of the “Nurse Aide Daily Care Pian

- Record” for May 2014, revealed Resident #8'

i bed mobility was marked for the rasident to

;. require assist of two (2) staff. i

| Review of the facllity's Fail Risk Evaluation for
- Resident #8, dated 04/30/14, revealed it stated = .
i otal score of ten (10) or above repragented a i
_high risk for falis. Continued review of the :
! Evaluation reveated Resident #8's total score was
. eighteen (18} indicating he/she was = high tisk for |

' falls,
: I

Ravlew of the Nurse's Notes dated 03/06/14 at
 8:45 AM, noted as a late entry for 03/06/14 af |
j 8:00 AM, which had been completed by the i
* Director of Nursing (DON), revealed a State *
| Registered Nursing Assistant (BRNA) reported

> asglsting Resident #8 to turn in the bed, and the
t resident had rolled out of bed. Continued review |
;: of the fate entry Note revealed Resident #8 stated |
* hefshe had rolfled close to the bed edge and

i roled out of the bed. Review of the Nurse's

' Notes/Condition Change Form, datsd 03/6/14 at !
 10:00 AM, revealed the resident complained of i
- fight leg pain after rolling out of bed in the "AM" ;
I {morning) and the Physician had ordered an

; X-ray. Review of the Nurse's Notes/Condition

* Change Form, dated 03/07/14 10:05 AM,

: revealed Resident #8 complained of right tag

' pain, & caff was placed to the Advanced

i Registered Nurse Practitioner {ARNP}, and new !
orders were recelved fa send Rasident 28 to the :

{ Emargency Room (ER),

i

' Review of the ER Note datsd 03/07/14, revesied

Systemic Changes for Non-

Recurrence
Re-education was provided to
the nursing  staff regarding

following resident care plans and
physician’s orders. Education was
provided by  the Staff
Development Coordinator (5DC)
on 5/16/2014  through
5/19/2014. Daily care rounds are
conducted by  the nurse i
Management team including the . ;-
DON, SDC, QA Nurse, ADON, and
MDS  Coordinator to ensure

nursing  interventions  and f
physician’s  orders  are being i
foliowed. \

!
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. Resident #8 had a Fracture of the right Patella.

H

#8 revesled he/she was had rolled out of bed

i when a SRNA wag completing his/her perineal
_care, Resident #8 stated there was ardly the one
£ {1} SRNA assisling him‘her at the time he/she

. rolled out of bed orito the fioar.

. Phone interview, on 05/14/14 at 4:40 PM, with

* SRNA #4 revealad she was familiar with Resident .

i #8 and fraquently assigned to histher care. She
“explained an 03/06/1 4, she was providing

i Incontinance care for Resident #8 when the

. resident rolled over too far and fell off the bed

i
H

" Ponto the floor. She stated she got the nurse aftey

: the Tall and she assessed Resident #8. SRNA#4
 stated she was never Questionied or educated by :

i the DON or by administrative staff ralated to the
'fall. SRNA #4 stated she continued turning and

| reposltioning Resident #8 by herself, even though |

the resident g8l tried to help when heing hurned

| and often rolted over foo far. Continued inferview

“with SRNA #4 revealed other staff also continued
ifuring and pesitioning Resident #8 in the bed

{

|

- without assistance. Howaver, review of Resident !

f #8's Daily Care Plan Record reveaglad it was
i revised 03/06/14 for the resident to have
- assistance of two (2) staff for bed mobility,

i Further interview with SRNA #4 revealsd SRMNA'
" were to refer to the "nurse aide care plan* (Daily
; Care Plan Record} at the nurse's station when

* caring for residents, Per interview, SRNA #4

i stated It was hard to remember afl the
interventions an the "nurss aide care plan", She
| stated she was unsure what Rasident #8's care

. plan now sald regarding bed maobility assistance.
I

, Phone interview, on 08/14/14 at 5:05 PM, with

H
H
§
i

j fterview, on 05714/14 at 12:10 PM, with Resident |

i
H
3
i

4

i

Menitaring for Sustainment
A comprehensive review s
tompleted weekly by members
of the nurse management team
including the DON, ADON, and/or
Quality Aséurance Murse the
review will follow the routine
Care  Conference  schedulo,
Reviews are completed by
comparing the residents’ care
plan, the daily care record, and g
the physician’s orders with the
status of the resident to ensyre
all  interventions  are being
followed. Results of the reviews i
are  submitted to  the QA :
Committee monthly  for
recommendations if indicated, i
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I H

" Registerad Nurse (RN) #2 who was assigned o ; i

| Resident #8 at the time of the fall on 03/06/14, | i

, revealed SRNA #4 reporfed the resident's falita |

"her and she had assessad hin/her. She stated !

. the DON or adminisivation had not provided any |

* education or questioned her about the fall. RN #2 | ;

; dtaled she thought Resident #8 was stili to have i :

" assistance of only ona (1) staff for bad mobility

i and did notthink that had changed after the fall. |

However, review of the Comprshensive Cara ‘ i

! Plan and Daily Care Plan Record revealod they | :
had been revised on 03/06/14 for Resident #8 to | i

’ fiave assist of two (2) stalf for bed mobhility. '

- Continued interview with RN #2 revealed staff

| were to use the "Murse Alde Care Plan" or the

: Comprehensive Care Plan for reference to

; determine residents care needs.

l Interview, on 08/14/14 at 4:19 PM and 7:00 PM
and 05/16/14 at 3:45 PM, with the DON reveatsd ]
. Resident #8 was being assisted with ane (1) staff, |
j instaad of twa (2) for bed mobility on G3/06/14, |
" and she felt this was the root cause of the fall.
| She stated both the Comprehensive Care Plan
- and the Daily Gare Plan Record for Resident #8 {
| was updated on 03/06/14 for two (2) staff to h :
: assist with bed mobility. Continued interview with ; _ i
! the DON ravealed she had not pedformed _ i
| interviews or re~education with the saff irvalved |
' at the titme of the resident's fall. Per inferview, the ! ;
j DON stated changes in residents’ care plans f i
| were not necessarily verbalized to siaff, and
: BRNAs were to review the Daily Care Plan
! Record every day at the beginning of their shift for i
: changes in residents’ care. She stated al i ;
! communication to staff for any changes made in |
 reference to care of a resident, was by review of | :
* the Daily Care Plan Record or Comprehensive

i Care Flan.
FORM CMS-2567(00.90) Frevious Versions Obsalste
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F 282| Continusd From page 24 | F282] '
! fnt 05/147/14 at 6:35 PM, with th | E Completion Date
_Interview, on 4714 at §; with the i
. + H 18 1
{ Quality Assurance Nurse confirmed changes 6/18/14. 5{ /14
i made to the Comprehensive Care Plans or the :
Paily Care Plan Record were not communijcated
Fverbally to staff: howsver, the SRNA's were .
; expedted to read the Dally Care Flan Record a1 I
' the baginning of each shift and should recognize | :
I any changes then. ; : ‘
F 318;

F 318 483.25(e)(2) INCREASERREVENT DECREASE
8g=D "IN RANGE OF MOTION f
i ‘
| Based on the comprehensive assessment of a
“resident, the facility must ensure that 2 resident
P with @ Hmited range of motion receives
j aRpropriate treatment and services o increase
s range of motion andfor to pravent further

| decreass in range of motion,

|

|

| This REQUIREMENT is not mel as evidenoad

by

| Based on intervlew, record review, and review of |

: facility policy, i was determined the facility failed

“ fo ensure that 3 resident with a limited rangs of

| motion receives appropriate treatment and

- Bervices (0 increase range of motion andfor to

| prevent further decrease in range of motion for

i ore (1} of thirteen { 13) sampled residents

i (Resident #3), :

|

| Resident #3 was discharged from Physical

t Therapy (PT) with a refarral o the Restorative
Nursing Program {RNPY, however, recard review :

- and interviews with staff revealed the Yacility failed |

! ta place the resident in the RNP ag per PT j

: recommendations, ' i

F 318 3] 483, 25{E}2

" INCREASE/PREVENT  DECREASE
IN RANGE OF MOTION

Actlon for Residents Affected by
Deficient Practice

Resident #3 was screened by PT
on  5/15/2014 and OT on
5/23/2014. No decline in
functional status was noted since
the last review. A physician’s
order was received for resident
#3 to be placed on restorative
nursing, preper documentation
was completed to reflect the new
order including care plans and
flow sheets,
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Identification of Other Residents
Affected by Deficient Practice )

i The findings include:

*Review of the faciity's policy titled, "Restorative

: Nursing Referrale Rehabilitation Policy”, undated, :

i revealad all restorative nuising referral !

_recommendations from a licensed rehabliiation

| therapist wouid be ghver to the Restorative Nurse i

“Manager, The Policy further statad the Rehab

; Manager and the Restorative Nurse Manager

- would take the restorative referral to the

1 Interdisciplinary Plan of Care (IPOC) meeting to

i discuss the individuaf resident’s plan of care. The |
Restoratlve Nurse Managar would obtain a :

i Physician's Order for the individual’s restorative !

~program and after obtaining the order, would ‘

| write the Restorative Plan of Cars for the

 resident. According to the Policy, a copy of the

| Restorative Plan of Care would be placed in the

i Restorative Nursing Assistants book and a copy |

; Would be placed in the resident's medical record. ‘

i

" Review of Resident #3's medical record revealed
 diagnoses which Included Non Alzheimer's ;
- Dementia, and Cetsbral Vascular Accident (CVA), |
| Osteoarthritis, Chronic Obstructive Pulmonary
t Disease (COPD}, and Diabetes Mellitus. Review |
i of the Quarterly Minimurm Daia Set (MDS)
| Assessment dated 03/11/14, revealed the facility
{ assessed the resident as having & Brief Interview i
: for Mental Status (BIMS) of a ten (10) indicafing

! moderate cognitive impairment. Further review
! revealed the facility assessed the residant as

| requiring total assistance of fwo (2) persons for
 transfers, and as ambufation nat ocourring.

| Reviow of Physiclan's Orders dated 03/13/14
_revealed orders for Physical Therapy three (3)
| times a week for thirty (30) days of therapeutic |

The Nurse Management team,
- DON, ADON, QA Nurse, and MDS |
; Coordinator reviewed therapy '
discharge notes on 6/10/14 that
were completed in the last 3
\ months to determine a need for
I restorative nursing interventions.
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{43} DATE SURVEY

L and resident/care giver training for freatment of
| Muscle weakness dus fo Osteoartbritis, COPD, |
and Digbetes Melitus, !

. Review of the Physical Therapy Updated Plan of ;
" Progress dated 04/14/14, which was in the
: medical recard, revealed the resident recaivad PT;
from 03711714 through 04/11/14. The discharge
i recommendations revealed the resident was ta
be placed on the RNP to aitow continued
 strengthening and endurancs training. Further
| review revealed the resident's progress was
. Impedad by passive participation,
1 .
i Review of the Restorative Book at the nurses |
. Station revealed there was no Resforative Plan of ‘
! Care for Resident #3. i

i Interview, on 0B/15f14 at 12:00 PM with State _
! Registered Nursa Aide (SRNA) #1/Restorative |
i Aide, revealed once the resident was :
. discontinued from PT, she would receive the RNP !
| referral from PT. She stated she had given the
; referral to the Restorative Nurse for Resident #3 :
: and the Restorative Nurse had stated shie was j
| not going fo place the resident on the RNP ;
- bevause the resident had declined the RNP in the |
| past. She stated she needed a Physician's Order ;
i before she could start RNP.

i
i Interview and record review o 05/15/14 at 12:30 i
- PM and 1:15 PM with the Restorative Nurse :
| revealed the resident was discharged from PT to '
 the RNP on 04/11/14; however, she was unaware ;
“of the referral. She further stated after the fast !
i fall the resident had refused the RNP and she did
_ hot know if the resident would have participated,
| Cantinued interview revealed she usually

[ STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPFLIER/CLIA {X2} MULT'PLE CONETRUCTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: - COMPLETER
A BULDING _ .
185332 B WING 05/15/2014
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X0 . SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S FLAN OF GORRECTION C o
PREFY ! {FACH DEFICIENCY MUST BF PRECEDED BY FijLL PREFIX (EACH CORRECTIVE ACTION SHOULD BE * COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TG THE APPROPRIATE DATE
! ; DEFICIENCY)
| :
F 318 Continued From page 26 P F 315
1 .
- 8xercise, therapeutic activities, safety education, j ©  Systemic Changes for Non-
[ Recurrence

i

:

H

designee  to ensure  that
recommendations  are  being
~ followed.
" On 5/30/14 @ therapy
representative  attends  the

Therapy discharge notes are
being reviewed by the DON or

routine restorative meetings to i
discuss any residents that fray
benefit from a restorative nursing
program as well as reviewing
residents  that are currently
receiving restorative. The therapy
Manager and restorative nursing
assistant were educated by the ;
Director of Nursing on 6/10/14 f
on the importance of ensuring
restorative recommendations are
implementad,

B S
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. discussed the referral with the Restarative Aide:;
| however, she could not remember If she had i

discussed this situation and did not see any :
* documientation In the medical record astowhy
; the residant was not to receive the RNP, ’

cal Therapist on 05/15/14
at 12:45 PM revealad she loft the RNE i

| Form/Referral on the Restorative Nurse Aldes
desk. She further stated she did hot attend the

Fmoming mestings; however, was tolg each

| morning in the morring meeting the residents
who were to be discharged from PT with RiNP

i referrals were discussed with nursing by tha ,

"Rehab Manager. She further stated this was alzo |

i discussed in the weekly medicare meetings.

. Continued interview revealed

i for the Physician's Order for the RNP, and that
was the responsibility of nursing. The PT slated

i the Restorative Plan of Care for Resident #3 was :

f in the T file.

i Review of the Restorative Program: Range of
* Motion Form (Restorative Plan of Care) which
{ was inthe BT fila, dated April 2014, and slgned
' by the Physica) Therapist on 04/12/14, revealed |
i Resident #3 had the diagnoses of Muscle
. Weakness. The problem stated the resident's
! current range of motion indicated decreasad i
. lower extremity strength and the baseline ?
 revealed the resident was able to stand for one
{1) minuie or perform the pad cydle approximately -
Hhree (3) continuous minutes. The goal stated the |
; resident would maintain or improve current range
“of motien as evidenced by continued ability to ;
: stand greater to or equal 1o one (1} minute and
" perform lower extremity exercise through )
i restorative care a! jeast fifleen (15) minutes dally, |
_ 8Ix (8) to seven (7) days a wesk with rastorative

! Interview with the Physi

i

i

therapy did not write! -

Monitoring for Sustainment
Therapy discharges are reviewed
i during the weekly utilization
' meetings to  ensure any
recommendations for restorative
are implemented,

i
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: : t *

i ; :

i | ;

F 318 ;

i :

' '

staff. The interventions included active range of
| metion to bilateral lower extremities with j
i. assistance of the Restorativa Alde,
: Interview with the Director of Nursing on 05/15/14
"l 1:15 PM, revealad if PT recommendad RNP, i
j they were to write the Physician's Order for RNP,
, She stated the Rehab Manager was to getthe !
* Referral Forms together for the Restorative ;
i Nursa; however, she wag unaware of the Rehab _
' Manager bringing the referral information tothe |

| morning meetings. f
| Intarview on 05/15/14 at 1:25 PM with the Rehab, |
Q Manager, revealed she attended the muorning :
mestings and the Discharge Nolice stating when |
| the resident was to be discortinuad from therapy :
- as well as the copy of the Restorative referral |
[ Information was passed out to the Billiyey ;
1 Manager and the Restorative Nurse every day in |
{ the morning meeting, She further stated she also ;
i verballzed who would be discontinuing PT and
! starting the RNP during the mesting, Continued |
| interview revealed the Restorativa Aide raceived
 her own copies of the Restorative referral
information and the Restorative Aide
| commuricated the need for RNP to the _
: Restarative Nurse. Furiher intetview reveaiad i
i she had always attended the rmorming meetings ‘
 and verbalized which residen(s were going to be j
H

i discontinued from BT and being referred to the

"rip.

: Review of the Therapy Screen dated 05/15/14
f completed by the PT, revealed the resident hag I
{ no decline in transfer status ar-motility. Interview ;
Swith the PT on 05/1514 at 3:45 PM, revealed sha |
i had observed the restdent to transfer and o j

; decling in transfer abllity was noted. She further ;

o
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F 3?8; Continued From page 29 ;
stated she would not have expected a decline yet,
Fas the resident was just discharged from PT on i
! 04411714, '
F 323 483.25(h) FREE OF ACCIDENT
§5=G | HAZARDS/SUPERVISION/DEVICES T

i The facility must ensure that tha resident

_enviranment remaing as free of accident hazards

'as is passible; and each resident receives

; adequate supervision and assistance devices to
prevent acgidents.

'

H

i
i

EThis REQUIREMENT is not met 2s evidenced |
: by ‘
[ Based on interview, record review and review of !
| the facility's policy, it was determined the facility i
*failed to ensure sach resident received adequate
| supervision and assistance to prevent accidents
for one (1) of fourteen (14) sampled residents
i {Resident #8).

' Resident #8 was assessed by the faclity to
require the assistance of two (2) staff for bed
{ mabifity per the Minimum Data Set (MDS)
; Assessmant dated 01/29/14; however, the I
' Comprehensive Care Plan revised 10/2913
. revealed the reaident required limited assistof |
Fone (1) staff to turn and reposition in the bed. ;
. The Dally Care Plan Record, a reference State |
 Registered Nursing Assfstants (SRNAs) used to
, indicate residents’ care nesds, dated March i
* 2014, revealed Resident #8 required extensive
assistance of ane (1) staff membear for bad :
modbility. Qn 03/06/14, Residant #8 was being |
: assisted by one {1) staff member with hed i

0
FREFIX (EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
TAG CROSE-REFERENCED TO THE APPROPRIATE | DATE
DEFICIENCY)
F 318? Completion Date 6/18/14
i 6/18/14 i
F 323!

B
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' mobility during incontinence care, aven thaugh

for this. Resident #8 fell off the bed and
| sustained a Right Patelia {(Kneecap) Fracture.,

i
i hefshe had been assessad to require two (2} staffi.

i

*In addition, there was no documentad avidence of |

1 & Nurse's Note written in the medical record by

the nurse who agsessed the resident af the time

i of the fall which occurred on 03/66/14 at 6:00 AM, |

. to include an assessment and notffications 1o the

f Physlcian and the Responsible Party.- Alsa, there |

| Was no documented evidence staff who was

- assigned to Resident #8's care at the time of the
{ fall were questioned to try and deferming the roct

; cause of the fall,

H

| Additionaily, the facility fafled to ensure the
‘residents’ enviranment remained as free of

| accldent hazards as possible as evidenced by a

- hanging celling vent cover aver the toilst in a
i resident bathroom which staff indicated could
3 vause harin to the resident if it fall,

| The findings include:
i Raview of the facility’s policy titied, “Falis

. Management Program”, revised 10/16/12,
| revealed it was the pollcy of the facility to

; safeguard residents while promaoting the highest
I possible level of independencs and quakity of I¥e.

| The Pdlicy statad this would be accomplished

! through: assessment of all residents to astablish

i thair risk for fails; care planning; and

" implementing appropriate interventions to

i minimize falls and injuries related to falls; and,
 racking and trending patterns.

3

;‘ Review of Resident #8's medical racord revealad

! diagnoses which included Schizophanis,

f

|
!
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DEVICES

Action for Residents Affected by
i Deficient Practice :
| Resident #8 was re-evaluated. |
The fall risk  assessment was
reviewed and revised on 5/14/14 !
: to reflect the appropriate score. j
| A modification of Resident #87s |
' | annual MDS  assessment  was ;
!' completed with an ARD of |
5/1/14; the care plan and daily |
care record were updated. The %
SRNA #4 received re-education |
on promoting and maintaining a
: safe environment while providing
| resident care on 6/10/14. The
L ventin room 211 was repaired on
: 5/13/14 by the maintenance
director,
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; Dementla, History of 2 Fracture to the Neck of the ;
- Femur, Deprassion and Neurogenic Bladder.

| Review of Resident #8's Quarterly Minlmum Data ;
~Set (MDS) Assessment, dated 01/29/14, revealed :
! the facillty assessed the residant as having a j
. Brief Interview for Mental Status (BNVIS) score of |
" thirteen (13) out of flfteen (15), indicating he/she |
$ was cognitively intact, Continued review revealed |
. the facility assessed Resident #8 as requiting '
* extensive assistance of two (2) persons for bad
i mobility and as baing frequently incontinent of

. bladder and bowel, Review of the saven (7) day
f Activities of Dally Living (ADL's} Tracking form

: dated 01/23/14 through 01/29/14, fer the MDS
 dated 01/20/14, revealed Resident #8 required ¢
{ two (2) staff to assist with bed mobility.

!

E Review of the Comprehensive Care Plan dated |
[ 05/2218, revealed Resident #8 required.
 assistance with Activities of Daily Living (ADL's}
related to diagnoses of Stroke, Dementia and

{ Impaired Balance. Continued review of the ADL |
 care plan reveajed the goal stated Resident #8 |
I would maintair the currert tevel of function '
j related to bed mobility, transfers, toilet use, and |
! personal hygiene. The interventions dated i
| 05/22/13 and revised 10/20/13, revealed Resident |
. #8 required limited assist of ane (1) to turn and i
[ repasition in bed. Further revisw of the ADL care ;
| plan revealed an undated mtervention which !
_ stated Resident #8 was to have extensive assist i
i of two (2} to turn and repositior In bed.
. Continued review of the Comprehensive Care [
*Plan revesled a risk for falls care pian, revised

1 05/15/13, related to Residant #5 being unaware i
, of his/her safety needs, Review of the risk for i
Hfalls care plan revealed a goal which stated the |
; resident would not sustain serious injury. Further !

i

i

Identification of Other Residents
Affected by Deficient Practice

On 6/10/14 falls risk assessments
were reviewed by licensed nurse
members of the IDT to ersuyre
scores are accurate and reflected
appropriately In the residents’
individual care plans, Care plans
and daily care records were
updated for any concerns
identified. The DON and Nurse
Consultant reviewed the past 3
Jnonths of facility internal event
documentation to ensure the
medical  records  reflect  the
residents’  status  beginning
6/9/14 through 6/14/14,
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i review of the risk for falis care plan revealed a | !
new intervention addad on 03/06/14, after tha | | On 5/21/14, the Administrator
 resident's fall that day, which stated Resident #8 ! ; ) !
was to have two (2) staff members for bed 3 - and  Maintenance  Director :
: : completed  thorough  rounds i

i mobility,

: Review of the "Daily Care Plan Record" for March !
2014, revealed bed maobility was marked as ;
i extensiva asslst of one (1) staff, and highlighted |
“as changed on 03/06/14 to indicate Resident #8

; required assist of two (2) staff,

i Interview, on 05/14/14 at 4:10 PM and 700 PM |
Land 05/15/14 At 3:45 PM, with the DON revealad :
- the Comprehensive Care Plan and the Daily Care |
! Plan Record should have also reflected Resident -
| #8's assessed need for two (2} to assist with bed |
“motility, as the Care Plan was generated from

i the MDS. However, she stated both the !
! Comprehensive Care Plan and the Daily Care i:
i Plan Record were not updated until 03/06/14 after |
: Resldent #8's fall ta include the infervention for  ©
; wo (2) staff to assist with bed mability.

; Review of the facility's Fall Risk Evaluation form, |
: dated 01/28/14 which was the last Fall Risk :
 Evaluation completed before Resident #8's fali on i
{ 03/06/14, revealed when alf the scores on the ’
. form were added the tola) score equaled sixteen
{ {16) which indicated the resident was a high risk
for falls. The Evaluation form stated & total score
of ten (10} or above represented a high risk far H
falls. However, further review of the Fall Risk
: Evaluation revesled the total score documented
“on the form for Resident #8 was notad io he six
. (6}, instead of sixteen (16) which would not
s indicate the resident was a high risk for falls. i
. Continued review of the Fall Risk Evafuation :
' revealed the parameters evaluatsd included

. throughout the facility to ensure

P that each vent in resident rooms

I was appropriately affived to the
ceiling. Any identification was
corrected by the maintenance :
director through 6/2/14. The |
Administrator completed fpflow~ i
up rounds on 6/3/14 to ensure ;
‘ that all vents are adequately ]
i maintained. %
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~Resident#8's status or condition related fo P ; mic ch : :
Fdisorientation, chair bound, not able to perform ' j  Systemic Changes for Nop- |
. gailbalance, current medications and three { 3j or ; ' Recurrence \

i i 3 } 1 “ \z
' rare predisposing disedses. , _; Falls  risk assessments  are |

Hintarview, on 05/14/14 at 5:15 PM and 5:45 PM,
- with the MDS Coordinator revealed sha ,
t completad Fall Risk Evaluations on all residents
. On admission, quarterly, vearly and with a

! significant change. She stated she hag

. inadvertently written a six (6) instead of a sixtesn
£{18) on the Fall Risk Evaluation completed on '
, 01728114 {or Resldent #8 and she clarified the i
! resident was at high risk for tafis.

' Review of the Nurse's Notes revealed no
. documented evidence a Nurse's Note was wrlitten
L at the tme of Resident #8's fall on 03/06/14 at
: £:00 AM. Howaver, review of the Nurse's Notes
‘dated 03/06/14 at 8:45 AM, noted as a late entry
i for 03/06/14 at 6:00 AM, which had been j
completed by the Director of Nursing (DON)
; revealed a SRNA reported assisting Resident 28 i
“to lurninthe bed, and the resident continued {2}
; roll, and rolled aut of bed. Continued review |
' revesiled vital signs were docummented as: blood .
; fressure as 123/63, pulse as 78, raspirations as g
18, and temperature 35 98,2. Continued review :
- of the late entry Note revealed Resident #8 stated |
i he/sha had rolied close to the bad edge ard :
_ rolled out of the bed. The late entry Note stated |
i the Physiclan was notified with no new orders at |
that time, and the resident's family was aisa

i notified. ;

{ Review of the Nurse's Notes/Condition Change

. Form, dated 03/06/14 at 10:00 AM, revealed :
i Resident #8 compiained of right leg pain after i
 folling out of bed in the "AM" (morming). Per the

i reviewed during the care plan |
conference meetihgs} care plan '
. and daily care records are
updated as needed to reflect _
' assessment results. The facility's ,
Director of Nursing will review
! each MDS for accuracy before i
the  MDS is locked and
: transmitted to CMS. A second
| review Is completed by the IDT |
during  the scheduled care
: conference. Durlng care plan
| meetings, falls risk assessments i
i are reviewed for accuracy, Any
: discrepancies noted are
i corrected the Mbs !
: coordinator.

by

i
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F 323 ; Continued From page 34 i
. Note, an x-ray was ordered by the Physician and i
‘ Radlology and the farnily was notified. Review of
. the Nurse's Notes, dated 03/06/14 at &:00 PM,
'ravealed x-ray reports were received and gentto
; the Physician with no new ordsrs recelved, i

| Review of the Nurse's Notes, dated 03/08/14 at !

710 PM, revealed the Advanced Fractice

i Registered Nurse {APRN) called with new orders

. regarding the results of the x-raye and staff was

! to obtaln a orthopedics consult. Review ofthe

j Nurse’s Notes dated 03/07/14 9:00 AM, revealed |

“Resident #8 was encouraged to stay in bed and

{ not put weight on the right knee, and the resident

; denied complaints of pain or discomfart. i

 Reviaw of tha Nurse's Notes/Condition Change |
' Form, dated 03/0714 10:05 AM, revealad [
i Resident #8 complained of rightleg pain, a call |
~was placed to the APRN, and new orders i
| received to send Resident #8 fo the hospital

. Emergency Room (ER). Review of the Nurae's
i Notes, dated 03/07/14 at 10:20 AM, revealed

. Emergancy Medical Services {EMS) was notified :
“for tranaport and the resident was transported on
i 03/07/14 at 10:35 AM. E

| Review of the Hospital ER Note dated 03/07/14, |
revasled Resident #8 had a Fracturs of the right i
i Patella, Continued review of the Hogpitsl ER !
- Note revealed Resident #8 was to be non-weight |
| bearing and was 1o keep an ace wrap on the right
; leg for support. ) {

j Interview, on 0514/14 at 12:10 PM, with Resident
' #8 revealed he/she was trying to assist an SRNA
j With completing his/her perineal care in bed and ¢
had roiled over se the SRNA coutd finigh washing |
| him/her, Resident #8 stated he/she was peing

F 323, !
Pooon /2014 through 6/9/14,
i facility staff was in-serviced on

the  facilities policy  and |
H R . R
:‘ procedure in completing ;
! maintenance requests. Ceili ng

vent covers were added to
environmental rounds checklist
: on 5/21/14. These rounds are
! completed by the maintenance
! technician weekly. Any identified

i
!
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