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F 282 Continued From page 20 F oga| Nursing was. in- serviced 10/22/10 ; .
Observation of Resident #2 on 10/20/10 at 9:00 through 11/1/10 by the DON, QA
AM revealed the resident was in the bed with two Nurse, night shift nurse and weekend ;
(2) one half (1/2) side rails up and a bed alarm supervisor on checking alarms for ‘i
was noted, placement and functioning, replacing !
‘Interview with Certified Nursing Assistant (CNA) one that is not functioning and|
#11 who wae emplying the trash in the resident's following the care plan. |
raom, revealed she was not assigned to the Licensed nurses in-serviced on|
;Sftir?:rn;;t:lzldwgﬁ: ;lgingoi:lgtlﬁer CNAigr?gg t 11/1/10 by the DON and QA Nurse!
) mes ass o . . ,

the resident and was famiiiar with the resident’s on _the equipment check policy 1o
care needs. Continued interview with CNA #11 Unit managers educated on.
revealed the resident did not have a bad motion following the care plan  and:
datacor. . ‘ monitoring  implementation  on-
Observation of the resident on 10/20/10 at 8:20 11/1/10° by DNS and QA nurse, :
AM with the Nurse Manager assigned to Residant New equipment check policy.,

| #2, revealed there was a motion detector on the Personal alarms/motion detectors !

| alrm wilh mvernant i front of o chnemer werc added to the reatment records.
The Nurse Manager checked the detector and The nurse will check these alarms l
stated it was on "chime" and was delayed in every shift  and  document|
alarming. She stated the detector was set wrong functioning. Any device noted not to |
and should have been set.on *alarm” in order to be functioning will be replaced or:
alarm with motfon In front of the detector. She renaired at that time
further stated the nurses and CNAs were to Department supervisors or desi
check the functlon of the motion detectors every has b ; designee
shift to ensure they were functioning properly. as been assigned to assist with|
: . . monitoring placement and |
| nl:erv!evsv ::s:gomnedlgoot;t gr?sﬂdﬁMt with Cllmz i;: 2, gunctioning of  alarms/motion:
who wa: ] nt, revealed the etecto : : e
resident had a bed alarm; however, she was the QArS, e(il}:lpme]m caily UtlllZln.gE
unaware of the resident having a motion detector. audit tool. "The QA audit
She stated she started her shift at 6:45 AM and tools will be reviewed during the
was unaware she was assigned to the resident daily meeting (Monday thru Friday)
because she had been getling residents up for fo i ittee :
breakfast all morning. Continued Interview .r”cmr{phan}:: ¢. The QA committee
revealed she did not check bed alarms at the Will review the current processes and
beginning of the shift and was unaware there modify as needed.
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‘were any motion detectors in the building. CNA monthly x3 then quarterly thereafter ]
#12 stated, when caring for the residents, she on care plan interventions by the
reviewad the Nurse Alde Care Plans, which were DNS, QA Nurse or designee to':
in a book at the nurse's station. Review of the interventions are |
Nursing Assistant Plan of Care with the CNA fenm;re cared plan cdre  plan - or ; )
revealad there was an Intervention for the bed implemented per  care  p i 9'1
motlon detector, physician order |
F 318 483.25(e)(2) INCREASE/PREVENT DECREASE F318) p113 _ .
- §8<D | IN RANGE OF MOTION Resident  #2°s Therapy and!|

| The findings Include:

Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
with a limited rangs of motion receives
appropriate treatmeni and services to increase
range of motion and/or to prevent further
decrease in range of motion,

This REQUIREMENT is not met as evidenced
by: : :

Based on observation, interview and record
review, It was determined the facility failed to
ensure an effective program was in place to
provide maintenance and restorative programs
which would not only maintaln, but improve, the
residants' abilities for one (1) of elght {8} sampled
residents (Residsnt #2). :

1. Review of Resldent #2's medical record
revesled diagnoses which Included Dementla,
and Cerebral Vascular Disease. Review of the
Minimum Data Set (MDS) Assessment daled
08/26/10 revealed the facllity assessed the
resldent as recelving restorative nursing for Active
Range of Motion (AROM) and ambulation for the
past seven (7) days.

restorative orders were clarified tojjg
meet - the resident’s needs on!
10/21/10 by the physical therapist |
director. |

Therapy Director on  10/22/10 !
reviewed residents that had been |
discharged in the past 30 days to!
ensure that the orders were written |
appropriately, s'
Therapy director was in-serviced on ;
10/21/10 by the Regional Therapy!
Director and the other therapists|
were in-serviced on 10/25/10 on the f
policy and procedure for writing |
discharge orders. '

iy )l:‘ N uec'/ W a 23
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F 318 Continued From page 22 F318] rpe nursing assistants were in-
Review of the Physician's Orders dated 10/10 serviced on  documenting the
revealed Orders for Restorative Nursing Program restorative programs and reporting
Level two (2) to the upper extremities, participate refusals to the nurse. education
' i;‘aexef cise 9':‘4’ g”F:‘ a:’;“":}:ﬁ g"rfg:;% f:;fﬂ initiated  10/22/10 and completed.
ys per week and Restoral u anm . 1
Levef thrde (3) for ambulation with rolling watker L1/1/10 by the QA Nurse, night shift
five (5) to seven (7) days a week. nurse and weekend supervisor.
Further review of the Physiclan's Orders dated Restorative  nursing  progr ams/|
09/16/10 revealed Orders for Physical Therapy io documentation added to the wunit
zr)ﬂ'":tzs a"d‘;f tea(tﬂfour (t‘i') ﬁm&z F:el't‘lveet:;g"’ four manager’s task list for the unit
weeks and to discontinue the restora : ;
nursing program for the lower extremitles. managers to rev1e}v weekly with any |
trends to be reviewed through the i
1 Review of the Dally Documentation for QA processes,
Restorative Nursing for 10/10 revealed the ‘
resident was to recelve AROM 1o the bilateral : : i
upper extremities and lower extremities for flftgon Therag Y Dlre‘?tﬁ rto F rovu;e Thz QA '
{16) minutes, fiva () o seven (7) days per week. ‘committee with a list of resi Fntsi;
Further review of the Dally Dooumentation that have been discharged from |
revealed the AROM fo the bilateral upper and therapy weekly, then utilizing that :
{:wer e)n:tttr'en;izlg}a1 wgas signed off as completed for list the restorative manager or *
© month o ' _ designee will conduct weekly audits |
Further review of the Daily Documentation for to ensure they have a copy of the !
Restorative Nursing for 10/10 revesled the discharge order and a restorative
:gslgeg: was tg an;g)u:zt: with t(l;? cr;?lﬂng-\'-’&'kzr to order as applicable upon discharge to |
@ bathroom five even ays a week., : ‘o !
Further review of the Dally Documentation ensure they are recewn:ig. the S‘?;V'ces :
reveaied a "W" was documented for the minutes as ordered. The au its will be
for 10/01/10 through 10/18/10 for ambulating the reviewed during the daily (Monday
resident to the bathroom with a rolling walker, thru  Friday) QA meeting as | N
' ' completed, 3
Interviow on 10/19/10 at 2:00 PM with the omplete /-3
restorative alde ravealsd Physical Therapy and
Ocoupational therapy complated level I, the
restorative aides completed level I, and the aides
‘| on the floor completed level (1l restorative
FORM CMS-2567(02-69) Provious Vorsiong Obsolsla Event ID: HIHT11 Faclity ID: 100466 It continuation sheet Page 23 of 39
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F 318 Continued From page 23 F 318

| Interview on 10/20/16 at 9:30 AM with CNA #12

| 8he Indicated she was unaware the resldent was

| was sometimes assigned to the resident;
-however, did not perform AROM or ambulate the

activilles. She further stated the resident
attendad the exercise program which was
considered level Il. Continued interview, revealed
the resident was level Ili for ambulation to the
bathroon and the aides on the fior were
responsible to ensure It was done.

who was assigned 1o the resident, revealed she
did not ensure ihe resident received AROM and
the resident was not ambuilated to the bathrcom.

to receive restorative nursing although she was
completing the Daily Documentation Sheet for
Restorative Nursing,

Interview on 10/20/10 at 2:45 PM with CNA #1,
who worked on Resident #2's unit revealed she

resident because she was unaware the resident
wag lo recelve Restorative Nursing.

Interview on 10/20/10 at 3:00 PM with CNA #13
revealed she was often assigned to the resiclent,
and she ambulated the resident to the bathroom
some days; however, the resident sometimes
refused ambulation. Further interview, revealed If
the resident refused she would document "W* for
withheld on the Daily Dacumentation Sheet. She
stated the resident often refused; however, she
had not reported it to the nurse because the
nurses were responsibie for chacking the sheets
and should be aware If the resident was refusing.
Further interview revealad she did not perform’
AROM for filteer: (15) minutes: howevaer, fait the
resident received AROM when getting dressed
and when moving In bed,
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F 318

'| exercise program and sometimes participated,

| restorative. Further Interview reveslad she was to

| Restorative Nursing Sheets to ensyre the RNP

being withheld and unaware the aides were not

Continued From page 24

Interview on 10/20/10 at 1:45 PM with the
Restoratlve Nurse revealed the resident was on
level lil for ambulation and the aides on the floor
were to ambulate the resident to the bathroom.
She stated the resident attended the lavel ||

She further. stated the aldes on the floor were to
complete the AROM to the rasidents upper
extremities. Continued interview revealed she
was unabie to tell if the resident was currently
receiving Physical Therapy (PT) by record review:
howaever, it PT were ardered for the rasident, the
lowaer extremity AROM would be discontinued by

ensure the aides on the floor were completing the
Restorative Nursing Program {ANP);.howavat,
she depended on the Nurse Managers to let her
know when a resident was no longer getting the
RNP due to refusal or decline. She stated she
did not raview the Dally Documentation for

was being carried out, because It was the Nurse
Managers responsibility. :

Interview on 10/20/10 at 1:50 PM with the Nurse
Manager revealed she did not review the Dally
Documentation for Restorative Nursing, She
turther stated she was unaware the intervention
to ambulate the resident to the bathroom was

performing AROM. Continued interview revesaled
she was unsure if the resident was currently
recelving Physical Therapy (PT) and could not tell
by racord review. She stated, if the resident were
receiving PT, the Dally Documentation for
Rastorative Nursing Sheet should have been
puiled out of the book and placed In the book with
new interventions at the com plation of PT.

F318
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Continued From page 25

Interview on 10/20/10 at 4:20 PM with the Director
of Nursing, revealed the Restorative Nurge was to
check the documentation to ensure the Dalty
Documentation for Restorative Nursing was being
completed and was responsible for ensuring the
restorafive nursing was completed by the aldes
for the leve! !t and level il programs.

Interview on 10/20/10 at 2:10 PM with the
Physical Therapy Assistant {PTA) rovealed the
Physica! Therapist had recently been working with
the resident; however, she was unsure If the
resident was still rocelving PT. The PTA found
the Physicat Therapy (PT) Daily Treatment .
Record which was in the ihe Physical Therapist's
.offlce and not in the resident's medical record,
She stated the documentation revealed the
resident had received PT from 09/19/10 through
10/06/10.

Phone interview with the Physical Theraplist on
10/20/10 at 3:20 PM; verified the resident had
received PT from 09/19/10 through 10/08/10, He
stated he had falled to complete the discharge
summary to included the instructions for
restorative nursing and failed to communicate
with the reatorative nurse. Further Interview,
revealed he should have written instructions for
festorative nursing on the Physiclan's Orders to
be signed by the Physiclan; however, the
Physlclan's Order for restorative hurslng did not
get written due to it baing a "crazy" month.
483.26(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

Fa18

F 323
88=D

The facilty must ensure that the resident
environment remains as free of accident hazards
as is posslble; and each resident receives

adaquate supervision and assistance devices to

F 318

F323( F 323

tnanager.

Resifient # 2’s motion detector was '
repaired on 10/20/10 by the unit |

1
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F 323 Continued From page 26 F323| Resident # 8’s fall mat was added to ;
prevent accidents. the care plan on 10/21/10 by the|
nuUrse manager. ;
. Other residents with fall prevention !
This REQUIREMENT s not met as evidsnced equipment ordered were reviewed to ;
by: ensure  the  equipment was |
Based on abservation, interview, and record s . |
review It was determined he facilty falled to functioning and in place, Rooms |
provide adequate supervision and monitoring to were  checked for any other g
prevent accidents for two (2) of eleven (11) equipment not ordered. completed
sampled residents (Residents #2 and #?)- 10/20/10 by the unit managers and |
Resident #2 required a motion detector/alarm Y i
telated to being a fall risk however, the detactor MDS coordinators. !
was nonfunctional. Resident #8 had a history of . ) .
falls, sustained falls from. the bed to the floor, staff Residents with fall prevention |
failed to ensure the resident's floor mat was in equipment were reviewed and a
plage. safety checklist created by the QA |
| The findings Inctude: Nurse and implemented 11/1/10 |
All resident rooms and commonigE
areas were checked for ¢ ;
1. Review of Resident #2's madical record hazards o 10;]20 /1 Od b rth afet-}:
revealad diagnoses which included Demeritia, n Dy the uni j
and Cerebral Vascular Disease (CVA). Feview of managers, MDS Coordinators , QA
the Minimum Data Set (MDS) Assessment dated Nurse and DNS :
08/26/10 revealed the facillty assessed the :
resident as sustaining falls in the past thinty (30) : Ty .
days and thirty-one to one hundred sighty The. interdisciplinary tt?am was m-|
(31-180) days. , serviced by the Regional Nurse;
Consultant on 10/28/10 on the
Review of the Fall Risk Assessment dated equipment check procedure and’
08/24/10 revealed the residant was at high risk for ) -
fafls related to Intermittent confusion and had completing the equipment check QA:
sustained falis In the past three (3) months, The tool. : ’
resident was assessed as having a balance
problem while walking and required the use of an
assistive device for gait and balance Assessad to
ORM CMS-2667(02-08) Provious Versions Ctisolote Evard ID: HIHT11 Facilly [D; 100488 If continuation sheet Page 27 of 30
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F 323 | Continued From page 27 F 323| Nurses were in-serviced by the DON
received medication including antl-hypertensives and QA Nurse on 11/1/10 on the
and diuretics, and had & diagnosls of CVA, equipment check policy which
Review of the Incident/Accident Report dated includes - checking placement and
01/11/10 at 8:55 PM revealed the resident was functioning as well as replacement if
found in the floor in the resident's room with a not functioning.
four (4) centimeter lacaration to the back of the _
head. The environment/situational section of the ; ; : :
Report revealed the resident was attempting to Nursing assistants were in-serviced
tollet and ambulating without needed assistance. on checking alarms for placement
Reviaw of the Fall Investigation dated 01/11/10 at and functioning procedures by the
8:55 PM revealed the resident sustained a head QA Nurse, weekend supervisor and
injury requiring emergency room evaluation. : : ;
Review of the Nurse's Notes dated 1/11/10 at designated night shift nurse 10/22/10
9:15 PM revealed the ambulance arrived to thropgh H/1/10. .
transport the resident to the Hospitai Emergency Environmental safety rounds will be
Room. Review of the Nurses Noted dated conducted weekly by the QA Nurse
01/11/10 at 11:20 PM revealed the amergency or designees
room called and the resident was returning to the —
fagility with four (4) staples to the laceration at the X
back of the head, Alarms/  motion  detectors/fall
Furth tow of the F , g prevention equipment will be audited
urther review of the Fall ihvestigations reveale by department supervisors or
thie resident sustalned falls on 02/03/10 at 4:10 ol ,eep daily. s assip od wilizin
PM due to ambulating without needed assistance esignee datly sign g
which resulted in a skin toar, and sustained a fall the safety device audit toot to ensure| |
on 04/27/10 at 1:15 PM duse to ambulating without placement and functioning, The QA
needed assistance. . ‘ audit tools will be reviewed at the
Review of the Fall Investigations and Referral for da} ly QA meetmg' (quday thru
a Fall Therapy Forms revealad the resident Friday) for compliance. The QA
sustalned a fall on 05/29/10 at 4:25 PM while committee will review the processes
attempting to toilet and was In the bed prior to the and modify as needed.
tall, sustained a falk on 07/22/10 with no njuries . ;
and was In the bed prior to the fall, and sustained Environmental weekly safety round
a fall'on 08/09/10 at 4:30 AM while getting out of audits will be reviewed Monthly by
the bed due to attempting to tollet self, resulting in the safety committee for any trends
a skin tear and bruise. : and recorded in our safety minutes, |
' h J - I i)
‘ /-
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Continued From page 28

Continued review of the Fall investigations and
Refarral for a Fall Therapy Forms revealed the
resident sustained a fall on 09/09/10 at 3:30 PM
resulting in a skin tear, due to ambulating without
needed help, and was in the bed prior 10 the fall,
Review of the Nurse's Notes dated 09/09/10 at
3:15 PM, and 10:36 PM and 09/1210 at 04:30
AM, ravealed the resident sustained a brulse to
the right arm, a brulse under the left eye and a
hematoma to the left cheek related to the fall on
08/0910.

Further review of the Fall Investigations revealad
the resident sustalned a fall on 10/44/10 a1 7:15
AM with no injury, while attempting to slide down
in the wheelchalr.

Review of the Resident Assessment Protocal
Summary (RAPS) dated 06/01/10 revealed the
resident had poor safety awareness and
altempted to transfer unassisted from the
wheelchair to the bed and out of the bed., Eurther
review of the RAPS stated the resident and a
motion detector to the bed to alert staff of
atiempted transfers. ‘

Roview of the Comprehensive Plan of Care dated

08/31/10 rovealod the resident had a history of
falls related to decreased moblilty, decreased
cognition, and bowel and bladder incontinence.
The interventions Included a bed motlon detector.

Review of the Physician's Orders dated '10/10
revealed Orders for a bed motion detector to the
bed, and to check placement and function every
shift,

Observation of Resident #2 on 10/20/10 at 9:00

AM revealed she/he was in the bad with two {2)

F323
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| functioning properly.

Continued From page 29

one half (1/2) side rails up and a bed alarm in
place. Interview with Certified Nursing Assistant
(CNA) #11 who was emptying the trash on the
resident's side of the room, revealed she was not
assigned to the resident; towever, was often
assigned o the resident and famiilar with the
resident's care needs. She stated she was
dgssisting the CNA who was assigned to the
resident. Continued interview wiih CNA #11
revealed the reskiént did not have a bed motion
detector. -

Cbservation of the resident on 10/20/10 at %20
AM with the Nurse Mansger assigned to tha
resident revealed the motion datector was on the
bedside table; howaver, the detector did not
alarm with moverment in front of the detector. The
Nurse Manager cheoked the detector and verified
it was on "chime" and was delayed in alarming.
She stated the motion detector was set wrong
and should have been set on "alarm" in order to
alarm with metion In front of the detector.
Continued Interview revealed the nurses and
CNAs wera to check the function of the motion
detectors every shift to ensure they werg

interview on 10/20/10 at 8:30 AM with CNA #12
who was assigned to the resident, revealed there
was a bed alarm on the resident's bed; however,
the resident did not have a motion detector thet
she was aware. Continued Interview revealed
she started her shift at 6:45 AM and was nat
aware she was assigned to the resident bacause
she had been getting residents up for breakfast
alt morning. She further stated, she did hot check
bed alarms at the beginning of the shift and was
not aware there were any motion detactors in the

buliding. Continued Interview revealed she

Fazal
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in a book at the nurse’s station when caring for

| Minimum Data Set (MDS) Assessment dated

Continued From page 30
reviewed the Nurse Alde Care Plans which were

the residents. Review of the Nursing Assistant
Plan of Care with CNA #12 revaaled an
Intervention for the bed motion detector,

Aithough the resident sustained eight (8) fails
since 01/11/10, with seven (7) of the falls resuiting
from the resldent attempting to self transfer or

ambulating without needed assistance, there was |

no evidence staff ensured the bad motlon
detector was In place and working properly.

2. Review of Resident #8's medical record
revealed diagnoses which included Dementia,
and Osteoporosis. Review of the Quarterly

07/21/10 revealed the facility assessed the
resldent as belng severely Impaired in cognitive
skills and as requiring extensive to total
assistance with transfers and ambulation.

Review of the Fall Risk Assessment dated
10/05/10 revealed the resident was at high risk for
falls related to intermittent confusion, falls in the
peast three (3) months, had a galt/balance
problem, recelved narcotic and psychotropio
medications, and had a dlagnosis of
Osteoarthritls, ‘

Roview of the Incident/Accident Report dated
07/28110 at 6:20 PM reveaied the resident was in
the bed when the nurse was working with the
resldent's roommate and the nurse heard the
resident hit the fioor, resuilling in swelling and an
abrasion over the right eye and bruising to the
right shoulder. Review of the Hospltal -
Emergency Department Record dated 07/26/10

revealed the resident sustained a Contuglon to

-F 323
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‘sustained a soratch to the forahead and a bruise

AM, 1:30 PM, 1:50 PM, and 2:15 PM revegled the

'the’'mat was not on the floor until she did rounds

Continued From page 31
the Head and Shouldar,

Review of the Fall investigation dated 10/11/10
and the Nurse's Notes dated 10/11/10 at 2:30 PM
revealed the resident rolled out of the bed and on
to the floor landing on a floor mat. The resident

to the left shoulder,

Review of the Comprehensive Plan of Care dated
05/20/09 revealed the resident was at risk for
Injury due to falls related to & history of dizziness,
a history of altempting to seif transfer, was
non-ambulatory, unsteady on her/his feet,
received paln medications and psychotrople
madications, incontinence of bowal and bladdar,
and had a History of Falls, Further review of the
Plan of Care revealed the fall interventions did hot
t

inchde a fall mat
Observation of Resident #8 on 10/19/10 at 11:25

resident was in the bed. Fall interventions were
noted including a perimeter matlress, a pressure
alarm, bolster plilows on sither side of the
resident, and the bed in low position. There was
a folded up mat standing upright against a wail,

Further observation of the resident on 10/19/10 at
3:00 PM revealed the resident was in the bed with
the mat on the floor on the left side of the bed,

Interview on 10/20/10 at 10:15 AM with Certifled
Nursing Assistant (CNA) #10 revealed she was
assigned to the resident on 10/19/10 during the
day shift. She stated someons else had assisted
the resident back to bed and she did not realize

shortly before 3:00 PM. Review of the Nursing

F 323
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| were reviewed weekly In the Fall Meeting and the

F 325

Continuad From page 32

Assistant Plan of Care dated 10/10 revealsd there |-

was no fall intervention noted for the use of a fall
mat.

Interview on 10/20/1Q at 3:00 PM with MDS
Coordinator #1 revealed the nurse who initiated
the fall mat should have revised the Plan of Care
to Include the fall mat. She stated she revised the
Care Plans during Quarterly and Comprehensive
MDS review. She further stated, she reviewed
the resident records, and observed the residents
for any fall interventions when revising a Plan of
Care. Further review, revealed she was unsure
why the fall mat was not on the Care Plan.

Intarview on 10/20/10 at 4:10 PM and 4:20 PM
with the Director of Nursing (DON) revealed falls

Plans of Care were reviewed and updated during
the meeting for new falls. The DON was unsure
why the fall mat was not an the Care Pian.

Further interview with.the DON on 10/20/10 at
4:20 PM revealed she had Just calied and spoken
with the nurse who assessed the resident after
the resident sustalned tha fall on 07/28/10. She
stated the nurse had initiated the fall mat;
however, had failad to revise the Plan of Care
and communicate the intervention to nursing,
483.25(i) MAINTAIN NUTRITION STATUS |
UNLESS UNAVOIDABLE

Based on a resident's comprehensive
assessment, the facility must ensure that a
resident - ' ,

{1} Maintains acceptable parameters of nutritional
stalus, such as bady weight and protein levels,
unless the resident’s ¢linlcal condition
demonstrates that this Is not possible; and

F 323

F 325! F 325

Resident # 1°s care plan was updated .
to include current approaches and the
facility ensured that the resident was
receiving the ensure per MD orders,
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.| Based on observalion, interview and record

(2) Receives a therapeutic diat when there is a
nutritional problem.

This REQUIREMENT s not met as evidence
by: ‘

review, & was determined the faciilty failed to
ensure accoptable perimeters of nutritional status
were monitored for one (1) of eleven (11)
sampled residents (Resident #1). Resident #1 -
exparlenced a greater than 5% weight loss In less
than one month, with no evidence the faciiity
Implemented physician order related to providing
the resident Ensure supplement, an intervention
for the welght loss. Resident #1 lost thirteen (13)
pounds from Ootober 8 to Octeber 20, 2010, a
seven and three tenths percent (7.3%) welght
loss, :

The findings incﬁ;rde:

Review of Fesident #1's medical records
revealed upon re-admission to the facility on
October 8, 2010 Resident #1 welghed one
hundred seventy-six (176) pounds.

Review of the Dietary Recommendations, dated
October 11, 2010, revealed a recommendation for
Ensure supplement three (3) times daily for
weight loss. Physician's orders, dated October
12, 2010, revealed an order for the Ensure three
times daliy. ‘

Further review of the weight record for Resident
#1 revealed a welght of 170 pounds on October

15, 2010. A physician communication form was

- report was reviewed by the DON and f

-and QA Nurse on 1 1/1/10 on the new

manager

Other charts were reviewed to ensure
that resident with orders for
supplements were receiving them per
MD orders. Audit completed by the
unit managers and the QA Nurse
10/22/10 through 11/1/10.

The dietician reviewed residents |
receiving supplements on 10/26/10 |
through 10/28/10. Supplements were |
reviewed to ensure that they werei
ordered and if still required in order i
to  switch over to our hew |
supplement policy. |

o
The six months weight variance |

QA nurse on 10/11/10 to determine |
if any other residents had significant |
avoidable weight loss for one, three}
and/or 6 months, no others |
identified.

The interdisciplinary nursing team |
was in-serviced by the Regional |
Nurse Consultant on 10/28/10 on the?
new supplement policy. i

Nurses were in-serviced by the DON '
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completed and faxed to Resident #1's physician
stating, “Resldent has had approximately twenty
(20) pound weight loss since acute iiness and
low back pain, current welight Is 170 pounds®,
Orders were oblained for Megace ES (appetite
stimuiant) 825 milllgrams (mg) every day from
Resldent #1's physician. Resident #1's welghed
one hundred and sixty- three (163) pounds on
Oclober 20, 2010, a total weight loss of thirteen
(13) pounds since readmlasfon from the hospital
on QOctober 8, 2010.

Observations an October 19, 2010 revealed
Resident #1 did not receive the Ensure
supplament at the 10:00 AM snack. Interview
with Resident #1's family, on October 19, 2010 at
11:30 AM, revealed staff dld not provide the

 Ensure suppiement, as ordered, but had provided |

ginger ale as a snack for Resident #1.

An Interview- with the Registerad Dieticlan {RD}) on
October 19, 2010, at 4:00 PM, revealed Resident
#1 raturned from the hospltal on October 8, 2010.
The RD stated Ensure was recommended for
Residant #1 to recsive three (3) times betwasn
meals, to be given as a snack at 10:00 AM, 2:00
PM, and 8:00 PM, .

An interview with the Assistant Dietary Manager
on October 19, 2010 at 3:50 PM revealed the tray
cards for Resident #1 noted the Ensure
supplement on the cards, however the tray line
staff diltered from the staff who sent the resident
snacks to the ficor. :

An Interview with CNA #6 on October 19, 2010 at
4:00 PM revealed snacks were passed at 10:00
AM, 2:00 PM, and a shack was passed on the
second shift at 8:00 PM. CNA #6 was

‘monthly

WINDSOR CARE CENTER
- MOUNT STERLING, KY 40353
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION ix8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVEAOTIONSHOULD BE | commeTion
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F 326 | Continued From page 34 F 328/ supplement policy Nurses educated

on  monitoring  weights  and
comparing discharge weights to the
re-admit  weight and  address |
accordingly by the QA Nurse, |
weekend supervisor and designated |
night shift nurse 10/22/10 through
11/1/10.

{
Supplements have been added to the
medication record for nursing to
provide and document amount taken,
the DON, QA Nurse or designee will
audit the medication records weekly
x4 then twice monthly and then
thereafter to  ensure
compliance with the system change.
Audits will be reviewed through the
QA processes and modified as
needed.

()tm%““u“é 3L

O
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F 325 | Continusd From page 35 F325( .., . o :
responsible for distributing snacks and : h‘? redsucilenF S weigh_ts will - be
supplements ta residents during her shift. The' feviewed during the daily (Monday :

CNA was unaware Resident #1 was to recelve, thru Friday) QA meeting by the QA |
physician ordered, Ensure three times dally. commiftee after the weights are |

obtained per the MD orders, Any

ith Kitch s #1, and #2, g N . .
Ain Interview with Kitchen employees #1, and # discrepancies will be referred to the

on Qctober 20, 2010, at 10:20 AM until 10:30 AM,

revealed kitchen staff prepare the snacks on dietician. Residerits re-admitted to .
separate hraysI with the resldent's name date, and the facility following an acute care .

time the supploment was due an a sticker, and , : ; : . i

affixed to the side of the supplement, Kitchen ls)tay tr” hil:e their c.:hart,s reviewed
employees #1, and #2 were unaware Fesident #1 |y the QA commiitee the next.

had physiclan ordered Ensure supplements three business day following re-admit to

times daily prior until October 20, 2010. The ' ensure any weight loss has been

kitchen employees stated the Ensure snacks

were set aside for Resident #1 starting on addressed and referred to  the .
Oclober 20, 2010, when they became aware of : dietician as needed; A
the physician's order, : : “/9

An interview with the LPN\UNIt Manager (UM} on
October 19, 2010 at 2:00 PM revealed Resident
#1 returned from the hospltal on October 8, 2010
with a welght of 176 pounds. The UM stated the -
dietician was notified that Resident #1 had lost
weight during the acute hospltal admission, on
Qctober 11, 2010, According to the UM the RD
made dietary recommendation, and physiclan's
orders were received for Ensure supplement
between meals. The UM stated on October 15,
2010 Resident #1's welght was 170 pounds, a six
(6) pound weight loss since Resident #1 returned
from the hospltal and the UM notified the
physiclan. According to the UM, Resident #1's
physician prescribed Megace ES 625 mg every
day. According to the UM if a resident sustains a
weight loss the Distician should be notified, and
thought the dietitian should have received a .
referral when Resident #1 was re-admitted to the
facility October 8, 2010. )
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F 325 Continued From page 36 F 325
Observation on October 20, 2010 at 10:30 AM.'
revealed Resident #1's weight to be 163 pounds,
a welght loss of thirteen (13) pounds since
readmission from the hospital on October 8,
20140, .
F 406 | 483.45(a) PROVIDE/OBTAIN SPECIALIZED F408/ £ 406
" 88=D [ REHAB SERVICES . i
It speclalized rehabiltative services such as, but Resident #2°s therapy and restorative;
not limited to, physical therapy, speech-language order was clarified to meet the |
pathology, accupational therapy, and mental residents current needs on 10/21/10 !
heaith rehabilitative services for mental fliness by the physical therapist direct :
and mental retardatlon, are required in the y the physical therapist director. ,
| resident's comprehensive plan of care, the facility
must provide the required services; or abtain the Therapy Director on 10/22/10¢
| required services from an outside resource (in reviewed residents that had been |
accordance with §483,75(h) of this part) from a . .
provider of specialized rehabllitative services, discharged from therapy in the past :
' : 30,days to ensure that the order was
‘ ‘ written appropriately. |
Thls REQUIREMENT s not met as evidenced _
by: . . . .
Based on interview and record review It was Therapy Director was in-setviced on
determined the faclllly falled to ensure Physical 1021710 by the Regional Rehab |
Therapy was provided as required by the Director and the other therapists ;
Comprehensive Plan of Care for one (1) of eight were  in-serviced by the Therapy -
(8) sampled residents (Resident #2). Director on 10/25/10 on the policy .
The findings inolude: and procedure for writing discharge
: orders.
Review of Resident #2's medical record revealed :
diagnoses which included Dementia, and
Cerebral Vascular Disease. Review of the
Minimum Data Sst (MDS) Assessment dated
08/26/10 revealed tha facility assessed the
residant as requiring extensive assistance wilh
transfers and ambulation.
CU\’\*fﬂu ec/’ W 0, 3g
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F 408 { Continued From page 37 . .
c pag F 408 Therapy Director to provide the QA |

Review of the Physician's Orders dated 09/16/10

revealed Orders for Physical Therapy to evaluate committee with a list of residents |

and treat four (4) tmes per week for four (4). discharged from therapy weekly, !
waeks and to discontinua the restorative nursing then utilizing the list the restorative |
program for the lower exiremities. manager or designee will conduct a |
Revlew of the Comprehensive Pian of Care dated weekly audit to ensure they have a;
09/16/10 revealed the resident had a problem copy of the discharge order and a!
with weakness, decreased mobility siills, restorative order as applicable upon '
decreased gail ability, and hip pain. The " | discharge. The audits will be!

interventions included Physical Therapy four {4)

times per week for four (4) weeks. reviewed during the daily (Monday i

Interview on 10/20/10 at 1:45 PM with the thru Friday) QA meeting. The QA |

Restorative Nurse revealed the resldent was committee will review the processes I 9
recelving restorative nursing. She stated the and modify if needed. ' )
aides on the floor were to ambulate the resident ‘ '

to the bathraom and perferm Active Range of
Motion (AROM) to the resident's upper
extremities. She further stated ths resident also
atlended the exercise program and sometinies
particlpated. Continued Interview revealed she
was unable to tell If the resident was currently
raceiving Physical Therapy (PT) by record review.
She stated if the resident were receiving PT at
that time, the AROM to the lower axtremities
would be hald by restorative nursing.

Interview on 10/20/10 at 1:50 PM with the Nurse
Manager, revealed she was unsure If the resident
was currently raceiving Physical Therapy (PT)
and could not tell by record review., She stated
there was a recent Physiclan's Order for PT on
08/16/10; however, there was no PT information
in the record.

Interview on 10/20/10 at 2:10 PM with the
Physical Therapy Assistant (PTA) revealed the
Physical Theraplst had recently been working with
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-resident had been disoussed in the meating

'discharge the resident from PT and the Physician

the resldent; however, she was unsure If the
resident was ati!l receiving PT. The PTA found
the Physical Therapy (PT) Daily Treatment
Records which were in the Physical Therapist's
office, and stated the documentation revealed the
resident had recelvad PT from 08/19/10 through
10/06/10. However, the PTA stated she could not
find a discharge summary and did not know If the
resldent was supposed to be discharged {0 a
rastorative nursing program.

Phane Interview with-the Physical Therapist on
10/20/10 at 3:20 PM, verified the resident had
recelved PT from 09/19/10 through 10/06/10,
Continued interview with the PT revealed he had
falled to complete the discharge summary to
include the Instructions for restorative nursing and
falled to communicate with the restorative nurse.
He further stated he should have written a
Physictan's Order to discontinue the resident from
PT with instructions for restorative nursing to be -
signed by the Physician, Continued interview
revealed there was a weekly mesting to discuss
whether residents altending PT rieeded to be
discharged to restorative nursing. He stated the
Administrator, the Director of Nursing, the Unit
Mangers, and the Qualily Assurance Nurse
altended the meetings. He further stated the

recently, however, the Physlclan's Order to

"s Order for restorative nursing did not get written
due to It being a "crazy" manth.
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