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A slandard heallh survey was eonducled on
10/29/12 through 11/01/12 and a Ule Safely Code
slirvay was conducted on 10/30/12 with “Preparation and exacutlon of this Plan of
' deflclencles cltad at the highest scope and Correctlon does not canstitute admlsslon of
severlly at an "E". The faclilly had the opportunity agreement of any alleged deficlencles cited in
1o correct tha déllclencles befora Impoallion of this document. This plan of correction Is
remedies would be recommended, prepared and executed as required under the 11/3/12
F 180 | 483.10{c){6) CONVEYANCE OF PERSONAL F160| provistons of federal and state law. Further - |
a5=p | FUNDS UPON DEATH Helmwood Healthcara Center reserves the
N . ’ rights to dispute the deficlencles tn any other
Upon the death of & resldent with a parsonal fund forum If necessaty.”
deposlied with the facllity, the facllity must convey .
wilhin 30 days the resident's funds, and & final 1) Residant #3's date of death was 2/28/12.
accounting of those funds, to the Indlvidual or Funds were conveyad to the resident's estata
probate Jurladiotion adminlatering the residenl's 04/24/12. Resident Hd's date was 02/20/12
astale, and funds viers conveyed to the resident’s
estate 04/20/12, .
This REQUIREMENT Is nol met as evidenced 2} Identification of other potential:
by: Recoeds of sl other deceased resldents since
Based on Interview, record review, and review of the last state survey were reviewed to Insure
the facllity's pallcy, It was delermined the facllily timeliness of disbursement regarding
falled to convey resident trust furids for iwo (2) of conveyance of resldent’s funds upon death.
five (6) closed accounts within he requlrad 30 The sudit was completed on 11/2/12 and
days, ' revealed no further resldents affectad.
The findings Include: 3) The Executive Asslstant will complete an
- ) aud|t every month to Insure timeliness of
There was no polley provided during the survey disbursement regarding conveyanca of
regarding convayance of funds from resldents’ resident's funds upon death.
trust funda aceounts:
: 4] The Execative Assistant role Is assigned the
Review of {ive {5) daceasad resident's trust funds " rasponstbllity to review a resident trust
accounls which were Gompleted, on 11/01A2 at summary monthly to Insure funds are
4:00 PM, revealed two (2) of llve (5) resldenl’s convayed within 30 days of Lhe death of evervl
accounts had nol been disperaed within the 30 resident. !
tays of the raskdent’s decsasad dale,
TTLE (X0) DATE

Any delici

following the dale of survey whelher of nol a plan of earreellon s providud. For nurslng homes, the above
days following tho dale {hese documants are mads avallable lo the faclily. If deliclenales ars elled, en app

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

AOpeess

v atatemant Ending wiih an asterlsk ) dencles & deliclency which the Inalitulion may be oxcused from correcting providing Il 1s dotermined that
ather salaguarda provida suffiolent protealion o Iha palfents, (See instrucliona.) Exceptfor nursing homes, tha lindings slaled abova are disniosable 80 days

program parilcipalion,

e of corraclion are dlsclosable 14

finding Y
gorraotlon Is requisils o continuad
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Unsamplad Resldent #3 had explred, on
02/28/12, however, the date of conveyance was

0a/24/12.

Ungamplad Resldent #4 had an expiration date of
02/20/12, howevar, the funds were not cohveyed
unlll 04/24/12.

Intervisw with the facllily Accountant responsible
for Reslden Trust Funds, on 11/01/12 at 416
PM, revealed all funds should ba conveyed within
80 days; and the corporate offlce was rasponsible
for disperaement of all funds. The Accountant
staled she notiffed the corporale ollice, who
revealed bolh resldenl’s famllles donaled the
money 1o the faclilty, and the time span for
sending out the request form, and gelting the
form back, took over (he 30 day time frames.

interview with Ihe Adminlstrator, on 11/01/12 at
4:45 PM, revealed the faciilly ehould have
conveyed the funds within the 30 days, according
10 the Yegulation, whether or not the meney had
haan donated o the facility.

483.20(d), 483.20(k)(1) DEVELOP
COMPREHENSIVE CARE PLANS

A facllity musl uze lhe resulls of the assessment
1o develop, review and revize the resldenl's
comprahenalva plan of care,

Tho faclity must develop a comprehensive cara
plen for each resident thal Includes measurable
objectives and limelables o meel a rasident's
madieal, nursing, and mental and psychosaclal
noads that are identifled In the comprahensive
asgasament.

F 180

F 278

5) A report of resident fund distrlbution will
be reported directly to the Executive Director
e [2ss than every 30 days with on-going
monltaring for trends belng reviewed In QA
meeting monthly for twelve consecutive
ronths. Additional follow up and/or in-
services needs will follow a3 neads are
[dentified based on OA outcomes.

“prepsration and executlon of this Plan of '
Correctlon does not constitute admission or
agreement of any alleged deficlencles cled in [
thls document, This plan of correction I3
prepared and executed as required under the

- pravislons of federal and state law. Further
Helmwood Healthcare Center reserves the
rights to dispute the deficlencles In any other |
forum I necessary.” i

11/5/12°
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The care plan must describe the services that are
to be furnished to attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-belng as required under
§483.25; and any sarvices that would otherwise
be required under §483.25 hut are not provided
due to the resident's exarcise of rights under
§482.10, Including the right to refuse traatment
under §483.10(b)(4).

This REQUIREMENT s not met as evidenced
by:

Based on Interview, record review and pollcy
review, it was determined the facility falled to
develop a hehavior care plan for one (1) of

Tourteen (14) sampled residents, Resident #6.

The findings include:

Review of the Care Planning - Interdlselplinaty
Team paoiloy, reviewed December 2011, revealed
the facliity's eare planning/interdisciplinary team
was responslble for the development of an
individualized comprehansive care plan for each
resident, A camprehensive care pian for each
resident was developed within seven (7) days of
completion of ihe resident assessment Minimum
Data Set (MDS).

Record review of Resident #6's care plan
rovealsd no care plan noted for behaviors,

Interviaw with Licensed Praclical Nurse (LPN) #4,
on 10/31/12 2:29 PM, revealed stalf documented
on the Behavior sheets for the MDS assessment,
seven (7) days for behavior and fourteen (14)

by the MDS Nurse and revised on 11/5/12 to
include behaviors and non pharmacological
Interventions used prior to the administration |
of the antipsychotlc.

2) The MDS Nurse reviewad care plans of
resldents who experience hehaviors to ensure
that appropriate care plans were in place with
non pharmacological interventions used prior
to administration of the antipsychotic are
included. This was completed 11/1/12.

3) AN's and LPN's were In-serviced by the
Director of Nursing in preference for using
and documenting non-pharmacologlc
interventions related to behaviors. This
completed by the Dlrector of Nursing on
11/2/12,

4) The Interdisclplinary Tearn was provided
readucation by the Director of Nurging on
11/1/12 regarding the need for the care plan
to address residants who have diagnosis of
experlence behaviors and include non
pharmacological interventlons. Care plans of
resldents who have diagnesis and/or
experlencing behaviors will be updatad by the
MDS nurse at the time of the physician order,
The MDS nurse will review care plans with
assessment schedule with carrective action if
Indicated. Findings will be reviewed with the
Director of Nursing and Executive Diractor.

. 5) Trends identified will be reviewed at the

manthly Quality Assurance Committee for any
additiona! follow up and/or in-services needs.

(X4} iD SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRMECTIVE ACTION SHOULD BE COMPLETION
TAG REQAULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-AEFERENCED TO THE APPROFPRIATE DATE
DEFICIENCY)
F 279 | Continued From page 2 F 279 1) The care plan for resident #6 was reviewed

FORM CGMS-2567{02.58) Pravious Verslons Qbeolete

Event ID:LYG

Faglfity J0: 100576

it gONtOUBUOR-sheet Page-3-of 18




Nov. 30.

2012 1:430

No. 8957 F. 0

PRINTED: 11/18/2012

‘ daya for food.

Review of Fiesldant #6's clinloal record reveated
the fadiily adimitted the'residant wilh Anxisly,

| PM, Alivan-was glven Tor Iricresased anxlaly: On
.o :09!30/12 at 8:15.PM, Resldant #6 bacathe Vory
| agltated whh staff. )Upon rédireiclion resident

| baceme verbally abuslve with slalf and
hreatening. On10/01/12-ar3:22 PV, slalf Was

|16 and-ealming residant anough [0:get him/ero

tovealsd:Nirsing staff tid Inltlate e adimisslon

Dispresslor and Dementiaioh 09/25/12; Review of
the nursing notes for the'dates of 09/26/12
through 10/02/12 revealed'on 09/26/12 al 11:62

afmbulating residént up and down hallway several
times dus to Resldent #8 gelllify anxlous and:
wariting 1o go homs. Atlvan recelved after talking

1ake msdlcation. 10/01/12 a1 12:00:AM; revealsd
Resldanl #6 was very conlusad and had diffleully
redifsciing. Resldeiit #6 could nol understand
where.her.bed wag'and kept comiing Into the

Rallway without Ris/fer whaelchalr or walker: SHall:|

aiterispled lo redifect Ragident #6: withiout
GUCCBQS.

Intervigwi with LEN #2, on 11/01/12110:02 AM,

¢are plan,-but tha MDS slalf was résponsible for
he:assessment care:plans, updaling and
Inlilaling any addllionalcare plans.

Inlerview wlih (he MDS Coordinator; on: 11/01/12

1:17 P, revealed the Bahiavior log was a'lool thew :

Soclal Services uset! to do the BIM score. The
MDS Coordihator stated $hé looked &l the
Itursé's notas and héhavior sheals that were usad
by Sodlal Services hacause Saclal Services
compleled the behavior par of the MDS. The
MDS Coordinator stated she was responsible lo
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Conlinued From page 4

complale the care plan on Bohavior, If It was
triggerad on the CAA. If lhe behavior was not
iriggered on the CAA, (hen the nursing stalf
would have to Inliate the care plan on behavior,
When the MDS Coordinator was asked how dld
the nurzes know Ihe plan of care lor Resldent #6
il thare was not care plan, tha MDS Coordihator
glated then lhe nurses would have 1o use thalr
hursing judgment.

Interviaw with the Director of Nurging (DON), on
11/01/12 2:47 PM, revealed she looked at care
plans and updated the care plans as haeded. The
DON sialed she waa thinking about lstling
adminlstration put the Inlerventions on the care
plans, The Behavlor care plan should show
Interventions used befors administering any
medicalions, Il there was no care plan, then the
nurses would not know what to do for the
residant. Bahavior sheels were pulled by the
MDS when thay were doing the realdenls
assessmenls. The MDS Coordinator should have
completed a hehavlor cars plan, The DON
further stated there should have been a behavior
care plan tor Residen! #6's hehavior.

483,25 PROVIDE CARE/SERVIGES FOR
HIGHEST WELL BEING

Each residsnt must recelve and the fagliily must
provids the necassary care and services 1o aftain
or malntain the highest practicable physleal,
menial, and psychogoslal well-being, In
accordance with the comprehensive aasessment
and plan of care.

¥

F 279

F 800 11/21/12

“preparatlon and executlon of this Plan of
Correctlion does not constitute admlsslon or
agreement of any alleged deflclencles clted In
this documaent, This plan of correction Is
prepared and executed as required under the
- provisions of federal and state law. Further
Helmwood Healtheara Center reserves the
rlghts to dispute the defllciencies In any other |
forum I necessary.” \
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, DEFICIENGY) N
F 309 | Conlinued,From page 5 Fa09| 1) Resldant #5-alarin was placed an by the-
This REQUIREMENT ls 1ot met as evidencet| nurslng staff and double checked by the
by: . Dlrector of Nursing on 11/1/12.Cars plan’was,
Basad onobseivatlon; Interview and record.. checked o 11/1/12 to make-sufe alatm was
review It was daterminad (He faclity falled (o -approprlately care planinied: '
implemienl physlclan-orders for one (1) of - ‘ , L ‘
fourtean (14)samplad residens, Residant #6. 2) Facllity will Identify other resldents having .
Tha faclity siaff.falled 1o apply Resldenl #6's ‘the potential to.be affected by the same
alarm as ordered on 10/31/12-and 11701112, ifeficlent practiéé by an [mmedlate audit of elf|
‘ -alarm orders to assure that dvery alarm ls
The lindings Ifglide; “listed on the rasident’s care plan. Assistant I
> : -Directer of Nurslhg:and Dicéctor of Nursing  +|:
No palley was provided by 1he facllity:on following | will audlt care plans and assure that all |
_physlclan orders,. ‘physiclan ordered alarms ace caresplanned [’
) _ / appropriately were tompleted 6011/20/12. |,
Revlew of Residant #i6's clinicalrecord revealed | {i
the facllity admiledhe resident.on 09/26/12'wilh - 3) Facllity will puthva followirig migasures in |
diagnosges of'a HIglary of a Fraciuré, Difficuly : -pldee to aséurs thi deflclent practice will not |/
Walldng, Anxlely, Dementia, Ostaoaribrills, récur. Restorative nursing will pull all afarm :
Muscle Weakness; Malalsa and Fallgue and Joint: oiders weekly and ullllze this Information to -
Raplacemant of tha.Hip. Review.ol the Physlclan: | complete weekly rounds to ensuredll ;
Qrders; datad 10/30/12, revealad a:fiew order for. resldents with ordérs hisve.alaris Iii placa i
-2 chalr.alafm due 16 the fact the résldah! aceording to phyéiélin orders. All nuisingstaff
‘suslainéd a fall Gafller that evening. willbe feéducated gi-lacation of partingnt
~ L - ) caréinformatlan, ingluding alarms for-
Qbaewgllongma@e In the Hahab.Daparimem; aoh régidarnits. The hurses Wil checkand slgn off
10/31/12 at 11:10 AM, revealed Resldonl #6. : onTAR gach shifft that-alarms ordecgand In
glll]ng In hts{har wheglchalr with né gljalr alarm working order with a battery check évery
-allached, Observallon' made on, 1112 ap14:30" | sunday for every alafm prlor to niise singing
.AM, revealad Resldant #6 sliling &l the nurses' ol FTAR. T
stalion In a wheelchalr with no alarm ellactied to
the-chalr, 4) Pastorative weekly alarm audits will be'
e N o analyzed with trends Identiffed and ravlewed
)(}‘lerw‘aw‘wnh Certilied Nursing Asaisl.aq;_(CNA) ' for lwelve months at the monthiy Quality
#J, OH‘10/311'12 at 2:3EPM; revealedfshﬁ Was nOl - ASSW'B”CE Commlit&éfﬁ)r any addmona'
aware Realdent 16 waa: 16 wear a chalr alarm and follow up and/or In-sevices needs.
usually the nliroos Inforni them when a chiange ‘
ocours in the resldents care.
Event [D:LYGITI Faciiy |0; 100570 If conlinualion sheel Page 8 of 18
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Interview with Licensed Practical Nurse (LPN) #2,
on 11/01/12 at 10:02 AM, revealed she was not
aware residant #6 was nol wearing his/her chair
alarm. LPN #2 stated she was not awara the
CNA's were not Informed of the alarm stalus for
Resident #6. LPN #2 finally stated the chalr alarm
was placed to resident #6's chair to prevent falls
from oceurring. Nurses were responsible to
inform the CNA's of changes to orders.
interview with the Director of Nursing (DON), on
11/01/12 a1 2:47 PM, rovealed Resldent #6 did
not have hlsfher alarm attached to his/her
wheelchair during the lunch hour and that the
alarm should have had been aliached to the
wheelchair. The DON further stated it was the
staff ‘s responsibllity to follow the orders glven by
the physician and ultimately her responsibiilty to X
ansure siaff were doing whal they were suppose
{0 do. ‘
‘ C | 11/7/12
ngg ﬁ;ﬁ@g&ggﬁgfgﬁg@” IS FREE FROM F 329 “preparation and exacution of this Plan of /711 .
- Correction does not constitute admisslon ar
: , agreement of any alleged deflciencles clted in
Each resident's drug regimen must be frea from t1s document. This plan of correction s
unnecessary druge. An unnecessary drug is any
drug when used In excessive dose (Including prepared and executed as required under the
duplicate therapy); or for excessive duration; or f"‘;"“'om d‘:‘}i feii'a' "”‘g Sj“fte law. F”rtt:e'
without adequate moniloring; or without adequate elmwoad Healthcare Center reserves the
indicalions for ls use; or In the presence of rights tfn dispute th‘c:. deflclencies in any other
advarse consequences which Indicate the dose forum if necessary.
should be reduced or discontlnued; or an
combinalicns of the reasons above. y 1) On 11/1/12, the Director of Nursing
. ’ reviewed with the pharmacists the need for
Based on a comprehensive assessment of a , d°je reductlon for r es‘de"; H7. ’T dOSS
residert, the facility must ensure tha residents reduction ‘f"as ordered and monltored, No
who have not used anlipsychotic drugs are not adverse effects noted, therefore 5:’ oquel
given heae drugs unless antipsychollc drug was discontinued on 11/5/12 by the i
therapy Is necessary 1o reat a specific condition physician. !
FORM CMS-2867(02-05) Previous Verslons Obsolete Evenl ID:LYGS11 Faeflty IC: 100678 1f continualion ghael Page 7 of 18
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F 329/ Continued From page 7

as diagnosed and documented in the clinical
racord; and resldenls who use entlpsycholic
drugs recelva gradual dose reductions, and
behavloral Interventions, unless clinically
contralindlcated, In an effort to diacontinue these
drugs.

This REQUIREMENT Is not met as evidenced
by:

Basad on observation, Interview, and racord
review It was determined the facllily falled fo
ensure one (1) of fourtesn (14) sampled residents
were {rae from unnecessary drugs. Resldent #7
was placed on an antipsychatle medication
without a gradual dose reduction attempted for
over a year and no documented evidence why &
reduction may be contraindicated. The record
revealed the resldent exhibited no behaviors that
would Indicate the use of the antipsychotlc
medication,

The tindings Include:

A faclilty pollcy related to behaviors and the use
of antipsychollc medicatlons was requested
during the survey, however, the facility failed to
provide a spesific policy.

Review of the clinipal record revealed Resldent
#7 had raslded at the facility since June 2009,
Continued review of the clinleal record revealed
the resldent was receiving an antipsychotic
medlcation (Seroguel) upon admlsgion. Review of
the dirgnoses list revealed Resident #7's

F 359 2} An audit was completed by the Director of
Nursgipg for every resident currently on an
antipsychotle medication, Disgnoses and GDR
requests were reviewed for maost recent dates
requested as well as physician response.

.3} The SDC nurse re-in serviced the nurses on
14/1/12, 1445712, and 11/6/12 on the need
for justificatlon to support that the Increase
of antipsychotic medication is documented in
the nurses notes, behavlor monitoring sheets,
or other clinlcal rationale before an
antipsychotlc medication Is increased or
ordered [nltlally, Resldents who have orders
for antipsychotlc medication will be reviewed
in the monthly behavior meeting by the
.Director of Nursing no tess than quarterly to
‘evaluate behavioral needs for the medication
‘andfor appropriateness of a GDR attempt.
.Additionally, Dlrector of Nursing will review
monthly pharmacy GDR request for
appropriate physlelan responses Including
rationale if GOR I declined. Director of
Nursing will contact physician if ratlonale not
proviged. If physiclan does not respond
within timely manner the Director of Nursing
will contact Medical Director. The Medlcal
Director will than review the resident’s drug
regimen and speak to the physician about 2
GRD If needed,

4} Trends identifled In Behavior meeting and
GOR audit will be reviewed for twelve months
at the manthly for Quality Assurance
Committee for any additional follow up
“and/or In-services needs. |
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| Alzhalmers Diséase and Deienlia with
‘| behavloral distufbances. The.clinlcal record

:|-on 09/30/11 IHatdecréaséd he Seraquel dose

- | ffom 50 mg10 25 my. Review of tha:moat current:
|iphyslclan ordets for Ootober.2012 revealed the
|resldent was currently recelving Seroguel 25 mg

sreport, dated 03/30/12, roveeled lha phatifiaclst
radjiiested the physiclan to astess the use of

"pharmacist docunignted the rationals for (hip
neliide a *Boxed" Waring for all antlpsyehotlc
‘mediations which warn of the.polentlal for

‘increaged mortallty when anlipgychotte.
‘medlation are udeil I elderly-Individuale Wilh

physlclan lo review Regldent #7's uss of the drug

physlolan had didgrosed the resldsnt 10 have

‘revealed e gradial dose reduction wes:conduoted.

‘avery morning and avening for a lotal .50 mg
poday, ‘

‘Heilew of apharniacy drug regimen consdltalion

Saroquel relaled 1o-a Dementia dlagnosie: The

recmmendation as.following: thie Food and Drug
Adminlelrafion (FDA) hias reledged a publicheallh
advigory and requltéd product ranufaciures 1o

dériénlia elatod bshavioral dfsorders. Resldent #
7 la 82:years old, The pharmacy requested the
physician.to attempt aigradugl dose reduction ot
provide documentatioh of the benellls of
contiiing the Seratusl, thal would oulwelgh:the
risks, Iriéluting deathi However; the physlclan
responded-on 04/04/12 with ohly & check to
conlinue the current Seroquel thetapy wilhout
glving any ratlonale for thal decislon. On
10/26/12, thie pharmacls! agaln requested the

Seroquel In regards lo the diagnosls of Damentla,
The physlelan had not responded to thaf requesl.
as of 11/01/12,
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{ntarview with the contract pharmaciat, an
11/01A12 at 10:30 AM, revealed he had requesled
a reduation In the antipsycholic medication In Aprl
2012 and upon hlg last visit on 10/26/12, He
stalad iho facility would Yorwerd his
recommendalions to the physlolana for
consideratlon and the physlclans would usually
act upon those recommendatlons. He sald he
would review thoge recommendation upon hle
next visit to the tacllity to see what the physlclan
had ordsred. He Indicated he would raquest a
gradual dose reduction every six months
egpeclally In dementla resldents,

. Intervlew with the Director of Nursing (DON) and
the Assiatant Dheclor of Nursing (ADON]), on
11/01/12 at 9:66 AM, revealed the ADON was
responsible for monltoring resldents’ behaviors
and psychotropls drug use, She revealed
Resldenl #7 did not recelva Psych senvices

provided because lhe resident's physician
declinad the service, The phyalclan wanted to
order Psych medications and maonltor the
rasldenl's behaviors himaell. The resident had
exhiblted anxlety and combalive behavlors In the
past. However, there were no documented
behavlors for Resldent #7 In the current elecironlc
record, The DON stated the nursing facliity
monitored behavlara and documented In the
record when a behavior ocourred, She Indlcaled
Psych medicalions wers to be monlfored for slde
eifects hy all stall. She revealed the pharmacy-
racommendallons were [orwarded to the
physiclan by the stalf nurses and she did not see
iha phsiclan's respense. She indlcaled that
pharmaclsl followed-up on the physiclan's
response and she dld not monllor lo ensure lhose
racommendallons were atldressed.
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F 329
Interview with Resident #7's physlclan, on
11/01/12 at 3:30 PM, revealed the tesldent
exhlblied agltetion In the pasl. The physlclan did
nol explaln speciilc behaviors when asked, The
physlclan ackniowletged the pharmaclsls raquest
for a gradual dose redustion in April 2012 and
another requesl today. The physislan would not
say what gpecific condltion the entipsychotic
medication Seroquel was used to treat, When
asked If he was aware of any recont behaviora
the resldent exhiblted, he replled, *No®, howevar,
he sald the resident had a history of gelting
agltatad and the Seraquel sesm to work best.
The physician atated he would atiempt & gradual
daose reduction now,

Ohservalion of Resldent #7, on 10/30/12 at 12:358 .
PM, revealad the resldent dreseed, In a
wheaelchalr, eating lunch, The resident was
uhserved to amlle at slall and no anxlous
bohaviors ware abserved. Cortinued obgarvatlon,
on 10/31/12 at B:30 AM, 9:30 AM, 11:15 AM,
12:30 PM, and 2:00 PM, revealed the resldent
elther lying in bed or slithg up In a whaslchalr,
The resident did not exhiblt any behavlors.

Ravlew of the mosl ¢urrent quarterly assessment,
dated 07/31/12, and the annual comprehensive
assessment, dated 02/07/12, revealed ho
behaviors ar mood ware obaerved durlng the
assessment perod. The faclilly assessad the
resldent to have a sevare cagnlilon Impalrmant
and the reslden! could only verbelize basio needs.
Review of the Care Area Assessment (CAA) for
cognillon loss revealed the resldent had a
dlagnosis of Demantia with behavior
distwbances, The Jaclilly stated behaviors are
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managed with antipsychotio medication. The
resident's aflscl waa pleasant and caoperalive.
Under the GAA psychotroplc drug use, the (acliity '
wrole no slde eflects noted. However, the lacllly
fallad to asgess he realdent for the conlinued
need for the antipeycholle medication and If a
gradual dose reduction was to be altempled,
Review of the comprshenslve care plan daled,
02/14/12, revealed the reskient was at risk for
mouod and behavior alteration with petential for
adverse reacllans from the antipsycholic
medication. Approaches wers ta svaluate
effacliveness and slde effecta of medleations for
possible decrease/sliminallon of psychotropic
drugs. Review for the continued need for drug at
lessl quarterly. However, there was no evidence
the facllity acted upon these approaches. _ i
F 4411 483,66 INFECTION CONTROL, PREVENT . F 441 “Preparation and execution of this Plan of 11/20/12
gk | SPREAD, LINENS - Corraction does not constitite admissfon or !
agreament of any alleged deficiencles cited In
The facllity must establish and maintaln an this document. This plan of corvection s
Infection Gonlrol Program deslgned te provide a prepared and executed as requlred under the
aafe, sanltary and comfartable environmant and provisions of federal and state law. Further
10 help prevant the developmenl and {ransmlsston Helmwond Healthcare Center reservas the
of disease and Infaclion. rlghts to dispute the deficlencles in any other
farum If necessary.”
{a) Infaction Control Program
The lacliity must establish an [ntection Conrol 1)
Program under which Il - +  Allbed pans were [abeled with a
(1) Investigates, conlrols, and prevents Infecllons permanent marker and placed hn plastic
In the faallily; bag in the resident’s bathroom on
(2) Decldes what procadures, such ag Isolation, 12/1/12,
should be appllediio an individual resident; and. v The employses clathing, soft drinks,
{3) Malnlains & recard of Incldents and correclive duffel bags, and cell phones were ‘
aollons refated to Infections. cleaned upon discovery. :
v The Director of Nursing placed an '
(b) Preveniing Spread ol Infection lsolatlon slgnage note on resident 13
(1) When lhe Infecllon Control Program door at 10:00am on 10/30/12,
Faclhly ID; 100576 I continuation shesl Page 12 ol 18
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F 441.] Conlinued From page 12 Fa44i. 2) Thellnfectian Contrs] Nurse rge‘.‘dptéte‘d thie
| delermines that a resldent needs I5olatioh 1o rursing snwfr on 11/2/1 2"%1/5!12-‘ -é‘gd_
prévent lié spréad of lileidtion, the faglily must. | 11/7/12 on the bed ian storage pellcy. The
bolala tho rosident. h, Ihe taglily must. EnvIrohiienital Supervisor-and Infection
| (2 The faclity must protibit employais with a Control e wll morltor esidenicsoon |
| communleable disease:or Inlectod skin leslons e tiﬂ'ﬁ ion1 y E" 3 Shilts k 4 weeks, then
from-direclcontast wilh vesidents or thelr foad, It e ok, theri ot cotemlred by |
direct coritatwill transmit{he disease, I e*\l'erv;t_i_:;\[{gv F Waeks;, E“ﬂ?s ufff ';‘ e”., ! Zl 1
(3) The faolllyust require:stalf 1o wash thelr o Quialty Assucance Comm(tee- ROSLOTITVE) |
hands aller ach direct iésldent conféet for which | e e el 6o |/
hand washing s Indleatad:by acoepted e and labellag of bedparis: Findings wil be
professlonalpraciice. . reported:to the Executive Director w_}th
’ ' corrective actlon as Indlcated weakly.
, l(fgr';lon:r?é?limu“éthandte, &loie; process and * 3) The Infection Cantebl Nurse regdlucated the | |
{ transport liriehg'so & to prevent the apread of nursing stalf an 11/2/12,11/5/12 and '
1 Infeclicn. . 1.1/7/12‘ lthatr_no‘empiqvees clothing, gaft
g . dtinks, duffel bags, and €gl) phiones afe to be. | :f:
stored In thashidwer raom.The 5
’ Environriental Supervisotand Infection :
1" This HEQUIREMENT Is not met as evidenced Gonitrol Nu‘rs'e'h‘i*}lllmon‘lta‘rffbrsoﬂed o :
. jby: : N equipment Inthe 9how§r_a(aas acioss gzlle:-}
“Baszed on chsérvatlon, Inténisw,; record.revlew, shifts x 4 yreeks, then evary day x 2 weeks,
and:ravisw of ‘th‘é‘facmty‘q Pb"éyi It wag' ‘tl‘\e‘n as determlngdk by_mf: Quallty “Assur.ance
daterminad the lacilily falled 1o provide an: Coiiimfteee. Findings will be reportedto the.
shvlronment 1o pravent the davélopment-and Exéciltive Director with cofrective actlon as
transmilssion of dlsease and iilécion as Indicated weekly.
‘avidericed by bedpene observed lying In theifloor o N
‘Unlabaled In oné (19 resident's:room (Reom 208), 4] Storage of bgdpana‘nd ne)‘qunal Ite‘ms.wm,
- | éntdl two'(2) of thres.(3) shower rooms (Westand he.added ta new.employes ofientatlon-
South) ohserved willy employaé ilems, stchas Iréction cantrol and yearly with Infection
‘enip]byl‘eé;:g()a[s hangmg over fha:‘ShOWQT rod, , cantral In-service. Degan on:13/ 18712,
and dulfe! hags slared:on the dirly trash hampets;
‘a persahal cell phone was observed plugged Info
the oullst beslde the shower,
In addifion, the feclilty fallad to ensure slgnage for
one (1) of fourteen (14) sampled resldonts was
avident on the door (Roam 232) to aler! visitors of
Bven! INLYGJ(t “Facility It 100578 It eonlinualion shast Page 13 of 18
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F 441 Continued From page 13 F da1 Control Nurse on 11/2/132, 11/5/12, and ’

whet Infection precautions to use,
The findings Include:
Review of the facllity's pollcy regarding

| Bedpan/Urinal,Offering/Remaving, revised

Oclober 2010, revasled 13) Store the bedpan or
urlnal per faciity policy. Do not leave It In the
bathroom or on the flgor, and 14) Placs the
tabelad badpan or urlnal [n & plaslic bag and
feave It In the resident's restroora-for next use.

1. Observation on tour, on 10/30/12 at 12:30 PM,
revealsd the bathroam of Room 208 had four (4)
hadpans; two (2) were lying on the floor with no
lahel or cover, end ona (1) waa sltiing on the
hand rall baside the commuode with no label or
cover. The fourth badpan was hanging on the
hand rall covared by & plasiic bag; however, the
badpan had no labsl to Identily the resident.
Ohbaarvetlon of Roomn 208, on 11/01/42 at 12:10
PM, revealed three (3) badpang In the bathroom,
all covered with plaste, however hone wera
labalad for Idenllfleatlon,

Interview with CNA #8, on 11/01/12 at 12:30 PM,
revealed all bedpans should be labeled With &
permanent marker and labelad, and put in plastlo
bags kepl In the bathroom; the CNA did nol know
why there were four (4) badpans In thal rootn for
wo (2) residents.

Interview whh LN #1, on 1401712 at 12:14 PM,
revealed bedpans should not be lylng on the lloor,
and should be labeled end stored in a plastic bag

per pol‘lcy.
Iinterviaw with the DON, on 11/01/12 &l 1:50 PM,

11/7/42 to notify infection control nurse
Immediately of Isolation arders, Infection
Control Nurse will revicw 2l new infections
that requlire Isolation to ensure that proper
Isolatlon procedures and slgnage are Initlated

- Immediately at time of order. infection

Control Nurse will also inltiate plan of care for
infection and Isolatlon proceduras, The
Infection Control Murse will continue to
monlitor for twelve months,

6) The infectlon Control Nurse reeducated the

nurstng staff on Helmwood's resident
Isolatlon policy on 11/2/42, 11/5/12, and
1377412

7} Trends ldentiffad through suditing analysls
will be reviewed for twelve months at the
monthly Quality Assurance Committee for any
additional follow up and/or In-services needs.
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F 441 | Continued From page 14 F 441
revealed the bedpans should not be slored In the
‘floor and the potentlal wag & risk for Infacllon
s5USS,

Interview with the Administrator, on 13/01/12 at
4:4E PM, reveatad he compleiad a full walk
through one day & week, and If {here are lssuss,
there was on the spot iraining at that time,
Further Interview with the administrator revealad
{hey now have permanent markers labeling all the
ltems In the bathroom; howsver, staled they had
golten away from teaching (his with the new stafl.

Intervlew with the DON, on 11/01/12 at 1:60 FM,
revealed there was ho polloy to address leaving
employes personnal llems In the residents’
shower room.

2. Observatlon on tour, on 10/30/12 at 12:25 PM,
revealed the West Shower room had two (2)
employee coals hanging over the shower rod In
the shower; there was also one large dullel bag
with the neme "Nursing Asslstanl” on the (ronf.
Furher chservallon of the West Shower room, on
10/31H42 at 11:15 AM, revealed a duffle bag on
top of the trash hamper stored in the shower
room, with & psrsonal cell phone plugged Into the
oullel; there were dirly gloves lying in the fioor of
the shower room.

Tour of the South showsr room, on 10/30/12 at
12:45 PM, revealed-3 Jackels hanging up on
haoks with 3 large duflel bags with the name
“Nursing Asalstant® on the front. In addition, there
was af) opened drink can sitling on lhe sink.

Interview with CNA#6, on 11/01/12 al 12:30 PM,
revealsd they were allowed lo keep the dullel
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In the:éhower roori:becauge stie had a slok baby

conttel problem.

lime age'{hat slall.wers $loning thelr personhaél
| ltams [n th shower room, and on e spot

‘| training had:beeni compleled at thattime. The
1TDON staled there were lockers avallable

| nol b stored:ini ihie shower-raom. The: DON

| staled the Evivitonmenilal Departmenl; Infeclion
{.ménltoring the stiower rooms, wilh on e spot
‘checks conipleted. The DON also stéted they had |
[ founid thig ocetirfed every year when 1hé wealher |
| slarled turning calder.

{ Initerview with e Adminlstralor, on 11/04/12 at

hags, that were glven to lhe stall las! year; in.lhe
shiolrar room, bécause they waté used as:Shower
bage; The CNA stated the shtwar: bags corilalned
shampoo-and showér lems used f{or residenls;
howavar, revealadihay were:not all used forihls,
and-the dulfel bage:-were used by some alalf a5
persohal bags. Interview with.-GNA#8 also
tevealsd she hadipernilssion to'keep her flione

dthome and didn't glve out tie.number. The:CNA
adriittéd these issijes could [iose an Iféction

Interview-with the Director of Nuraing (DON); on
11/01/12 al 1:60 PM;Tevealad smployees wete
fiot aliwed 1o keep thalt paraciialftems I tha
shower raom, and parmigsion had tiol been diven
to plug.call phones.or.atore In iha:shower room:
The DON'stated therehad been reports soma

downstalra' 1ot parsonnel e storage and should

Control' Nurse; and hersell were responsible for

4:45 PM, revealad e complsted a walk-lhrough

of the faclljty ane day a week and when he found* |

personhl ltems In Nie shower room, he campleted
an on (he apol trainlng. The Adminlsirator stated
Thig posed a tisk of Infeclion to residents with the
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personal ltems being loft I the shower room. The
Adminlstrator also revealed, although this was nol
a new problem, It had not been taken lo Quallly
Assurance mesling,

3. Revlew of Reslident #3's clinloal record
revealsd the lacllity admitted the regldent on
06/24/09 and had dlagnoses of Ulcerative Colllls
and Clostridlum-Diiflcele (C-DIH).

Observallon during Tour, on 10/30/12 at 8:27 AM,
revealad no isolation algnage noled on the door
to Resldent #3's room.

Interview with Residant 43, on 10/30/12 at £:30
AM, revealad he/she was In Isolatlon and did not
know why.

Intervisw with Certlited Nursing Assistant (CNA) #
4, on 10/3112 at 2:45 PM, revealsd she worked
the day of the tour and was aware Resident #3
was Inisolation for C-Dill, but was not aware
there was no signage on the doar.

Interview with Licensed Practloal Nurse (LPN) #2,
on 11/01A42 at 10:02 AM, revealsd she was nof
aware lhere was no feclation signage on Resldent
#3's door. LPN #2 stated thare should have baan
slgnage on the door and that It was a normal
pracilce to have Isolallon slgnage on the door.
When agked how would visitors and new stalf
know f Resldent #3 was In tsolation, the Nurso
reaponded they would see the red biohazard bins
In the daor way and:know the resitdent was on
{solatlon. ¢

Interview with the Director of Nureing (DONj), on
11/0212 at 2:47 PM, revealed ths Isolallon
slgnage was supposed lo ba on the door. Nurses
ware aware of the Isclation because the
information could be found on the 24 hour reporl,
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Any deficien

tatement en

) SUMMARY STATEMENT OF DEFICIENGIES I PROVIDER'S PLAN OF CORRECTION (X8}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH GORRECGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 000 | INITIAL COMMENTS K 000 “Preparation and execution of this 10/31/12
Plan of Correctlon dogs not constitute oo
. adrlsglon or agresment of any
CFR: 42 CFR 483.70(a) alleged deficlencies cited in this
] document, This plan of carrection s
BUILDING: 01 prepared and executed as required
. under the provisions of federal and
PLAN APPROVAL: 1985 state law, Further Helmwood
SURVEY UNDER: 2000 Existing Healthcare Center reserves the rights
) to dispute the dafitlencies in any
FACILITY TYPE: SNF/NF ;other forum if necessary.”
TYPE OF STRUCTURE: One (1) Ground Floor 1) The latch in room 243 was adjusted
and a Basement, Type Il Unpratected. to work properly by maintenance
director on 10/30/12,
SMOKE COMPARTMENTS: Seven (7) smoke . . ‘
compartments; five (5) in the Ground Floor and 2) The latches in each room were
two (2) In the Basement. checked by malntenance director to
assure properly working condition on |,
FIRE ALARM: Complete fire alarm system with 10/30/12. :
heat and smoka detectors )
. 3) The latch/door Information will be
SPRINKLER SYSTEM: Complete, automatic, Included In the routine fire and safety
wet sprinkler system. in-service by the maintenance
director.
GENERATOR: Type Il generator instalted in
1986. Fuel source is digsel. 4) The monltoring program to assure f
resident's door s latch properly will be !
done every week for 3 months by the |
{ A standard Life Safety Code survey was malntenance director, The monitoring |
conducted on 10/30/12. Helmwood Healthcare program will continue monthly.
Center was found not fo be in compliance with N ' :
the Requirements for. Participation in Medicare 5) Audit information will be evaluated
and Medicald. . with any identified trends revieved at !
the monthly Quality Assurance :
The findings that follow demonsirate Committee/Safety Committee for any |
noncomipllance with Title 42, Code of Federal additional follow up and/or in-services
Regulations, 483.70(a) et seq. (Life Safety from needs,
Fire). |
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE
Y a0\

with an aslerisk (*) denotes u deflclency which the inslilution may be excused from corfeciing providing it Is delarmined that

sther safeguards provids sufficient protaction lo the pallents. (See Instructions.) . Except for nursing homes, the fndings staled above are dizciosabla 80 dayz
following the date of survey whelher o not g plan of cotrection Is provided. For nutslng homes, the above findlngs and plans of correclion are disclosable 14
days follewing ihe dale these documents ara made available to the facllity. If deficlencles are cited, an approved plan of correclion is requisle to conlinued

program participation.
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K 000 | Continued From page 1 K000
Deficiencies were clted with the highest
deficiency identified at "D" laval.
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K018
55=D

—

Doors protecting corridor openlngs In other than
required enclosures of vertical openings, axits, or
hazardous areas ars substantial doors, such as
those canstructed of 1%4 Inch solid-bonded core
wood, or capable of resisting fire for at least 20
minutes. Doors in sprinklered buildings are only
required to resist the passage of smoke. There is
no Impediment to the closing of the doors. Doors
are provided with a means suitabla for keeping
the door closed. Dutch doors meeting 19.3.6.3.6
are permilted.  12.3.6.3

Roller latches are prohibitad by CMS regulations
in alf health care facilltias.

This STANDARD is not met as evidenced by:
Based on observation and Intarview, it was
determined the facility failed to ensure there were
no impediments to the closing of corridor doors to
resist the passage of amoke, In accordance with
NFPA standards. The deficlency had the
potential io affect one (1) of five (5) smoke
compartmenis on the Graund Flaor,
approximately fifteen (15) residents, staff, and
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(X4) ID

PREFIX
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG
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visitors. The facllity has sixty (60) cerified beds
and the census was fifty-thres (53) on the day of
the survey.

The findings Include:

Observation, on 10/30/12 at 9:38 AM, with the
Environmental Services Director revaaled the
door to resident room 243 did not latch when

tasted.

Interview, on 10/20412 at 9:38 AM, with the
Environmental Services Director revealed the
door would not latch and remain closed 1o resist
the passage of smoke In the event of an
emergency.

Refarence: NFPA 101 (2000 edition)

18.3.6.3.1* Doors protecting corridor openings in
other than required enclosures of vertlcal
openings, exits, or hazardous areas shall be
substantial doors, such as those constructed of
13/4-in. (4.4-cm) thick, solid-bonded core wood

or of construction that resists fire for not less than
20 minutes and shall be constructed to resist the
passage of smoke. Compliance with NFPA 80,
Standard for Fire Doors and Fire Windows, shall
not be required. Clearance beltween the bottom
of the door and the floor covering not exceeding
11in. (2.5 cm) shall be permitted for corridor

doors. ‘

Exception No. 1; Doors 1o toiiet rooms,

. bathrooms, shower rooms, sink closets, and

{ simifar

auxiliary spaces that do not contaln flammable or
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| The device used shall be capable of keeping

combustible materials.

Exception No. 2: [n smoke compartments
protected throughout by an approved, supervised
automatic sprinkier system in accordance wilth
19.3.5.2, the door construction requirements of
19.3.6.3.1 shall not be mandatory, but the doors
shall be constructed to resist the passage of
smoke.

19.3.6.3.2" Doors shall be provided with a means
suilable for keeping the door closed that is
acceptable to the authority having jurisdiction,

the door fully closed if a forcé of 5 Ibf (22 N) Is
applied at the latch adge of the door, Roller
latches shall be prohibited on corridor doors in
buildings not fully protected by an approved
automatic sprinkler system In accordance with
18.3.5.2,

Exception No. 1: Doors to toilat rooms,
bathrooms, shower rooms, sink closets, and
similar

auxiliary spaces that do not contaln flammable or
combustible materials, ‘

Exception No, 2; Existing roller latches
demonstrated to keep the door closed agalnst a
force of 5 Ibf (22 N) shall be permitted to be kept
in

sarvice.

18.3.6.3.3*
Hold-open devices that release when the door is
pushed or pulled shall be permitted.
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