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F 000 INITIAL COMMENTS F 000 govg
#1 Resident #1 has been discharged
An abbreviated survey was initiated on 06/14/12 but prior to discharge the residents
and Cchli}d%d on 96; 15/12 investigating care plan was revised on 04/25/2012
Ki; 8t2, 0. ATé’?@ﬁSinmﬂ of He?:jhd{:?f? ‘ “to specify the use of a shower bed for
e ; , - :
2;@5 antiated the allegation with deficiencies : bathing by the Weekend Supervisor.
F 278 483.20{d), 483.20(k)(1) DEVELOP F279 TR
s5=0 COMPREHENSIVE CARE PLANS #2 Togdentxi; oﬁgzcrzeslden,is mﬂ} the
potential to be affected an audit will
- A facility must use the results of the assessment be conducted by the DON and ADON
| to develop, review and revise the resident's and completed by 07/10/2012 of care
comprehensive plan of care. plans and nurse aide assignment
» g ‘ ' ‘ sheets for all residents with adaptive
The facility must develop a comprehensive care devices such as braces and splints, to
plan for each F??’”de”‘ that includes me’?ﬁ“{&‘;b‘e determine that their nursing care plans
. objectives and limetables to meet & residant's ' address specific instructions for the
- medical, nursing, and mental and psychosocial e {p‘” wi‘ . HE
needs that are identified in the comprehensive | care and use of such equipment.
assessment. : B )
- #3 MDS stafl are responsible for the
The care plan must describe the services that are development of the care plan and will
to be fgrmsh?d to attain or mainiais the resident's | be re-educated by 07/12/12 by Corpo-
highest practicable physical, mental, and rate Consultant on the inclusion of
psy{ihgsouar wefiwbemg as required under , - specific instructions related to the use
- §483.25; and any services that would otherwise ' e pemsirment o fhe rar
! ,, . N of adaptive equipment on the care
be required under §483.25 but are not provided plan. The MDS Director will revie
due to the resident's exercise of rights under | pan | e A5 ATECor WL Teview
§483.10, including the right fo refuse treatment all care plans related fo the use of
under §483.10(b)(4). ! adaptive equipment for the next 3 ;
- months to ensure that the specific in- |
| structions regarding the use of the
L ' _ adaptive equipment are included in the
, gms REQUIREMENT s not met as evidenced care plan.
by
Based on interview, record review, and policy %
review, it was determined the faciiity failed to
develop a comprehensive care plan for one (1)
- resident in the selected sample of four (4). The
LABORATORY DIRECTOR'S QR??})\/%DERJSU?{?UER REPRESENTATIVE'S SIGNATURE . TITLE {X6) DATE
A ~ e Hleniadopdre x T-je-jo.

} denotes & deficiency which the institution may be excused from correcting providing it is determined that

other safeguards provide sufficlent protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable S0 days
foliowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days fallowing the date these documents are made available 1o the facility.
program participation,
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F 279 - Continued From page 1 F 279 Nursing staff were observed by Re-
facility fajled to address the bathing aspect for \ ! storative Aide putting on and taking
:),35 dent #1 related to the use ofaTLSO § off braces and splints. This was com-
‘Thoraco-Lumbar Sacral Orthosis) brace. é pleted on 07/03/2012. This included
The findings include: . education on performing range of mo-
‘ i tion exercises, circulation checks, skin

' Review of the facility's Resident Care Plan Policy - Integrity checks, location of splint
‘and Procedure, dated 03/15/11, revealed the care . book, following the physicians order

: plan process assures quality resident care regarding application and removal of
- through the coordination of each discipline's splints and braces, and documentation
- expertise and comprehensive assessment of the ' of same.

resident's problems and/or needs.

' Review of the clinical record revealed the facility #4 Resident observations will be done

admitted Resident #1 on 04/18/12, with a : daily for 2 weeks then weekly for 2
diagnosis of an L3 compression fracture. The ; weeks to ensure MD orders and care
resident’ s physician ordered a TLSO brace to be | plans are followed. These will be
worn when the resident was out of bed or if the ' completed by the Restorative Aide
bed was higher than 30 degrees. This order was 1 and Weekend Supervisor, beginning
reflected in the nursing plan of care, dated | 07/09/2012. After 4 weeks resident
04/18/12; however, did not include instructions for | " observations will be completed

the bathing aspect of care including the use of a

shower bad or shower chair. monthly by the Restorative Aide, with

each nurse aide being observed no less
of the Physical Therapy Plan of Care, than quarterly. This will continue until
9/12, revealed the TLSO brace be on | | reviewed by facility QA Committee

2t all imes when out of bed or when the bed was . feels that compliance is achieved and
elevated past 30 degrees. ‘ . sustained. As an ongoing practice a
' resident observation ensuring the fol-
Review of the Occupational Therapy Plan of ! ' lowing of the resident care plan will
- Care, dated 04/19/12, revealed the TLSO brace be added to the C.N.A Skills Checklist

- was to be on when the resident was up or the

- head of the bed was elevated above 30 degrees. that is completed annually for each

employee and within 60 days of em-

Review of the Grievance Form dated 04/25/12, ployment for all new employees.

- revealed the family of Resident #1 expressed v The results of these observations will
concerns regarding the quality of care to include ! be reported to the DON to review with
the removal of the TLSO brace against the the Facility QA Committee.

Completi

=3

; s ok
date 7412
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F2re Cont.ln.ued From pag.;e‘.? . . : F2re The Unit Manager, ADON, or DON
, physnc;an order by sitting the resident in a shower will audit care plans of all residents
chair without the brace. In response to the | with adanti . : thly and
family's grievance, the facility acknowledged the | with adaptive equipment monthly an
resident's brace had been removed while sitting report their findings to the QA Com-
. upright on a shower chair and that a shower bed - mittee for its review. This will be ;
¢ should have been used. done for two quarters, to determine if :
‘ - additional education or audits are |
. Interview with the Assistant Director of Nursing - needed to sustain compliance.
| (ADON), on 06/15/12 at 11:00 AM, revealed the
- physician's order indicated the TLSO brace was Completi
- to be worn when the resident was out of bed or if ! Iiate'
“ the bed was positioned at more than a 30 degree 07,14/201
angle. On 04/24/12, she received a complaint /
from the family members that the brace had been |
ed when the resident was sitting upright,

being given a bath. She stated on
04/23/12, Resident #1 was given a bath, and a
Certified Nursing Assistant (CNA) removed the

‘ resident's brace and sat the resident upright on a
" shower chair. Following the bath, the brace was
i put back on before the resident was removed

- from the shower chair. On 04/25/12, the

- Administrator, Director of Nursing (DON), and

- ADON met with the family regarding their ‘
" concerns. The ADON stated the plan of care was

- amended, which indicated the use of a shower ‘
- bed only during baths. !

Interview with the Physical Therapist, on 06/15/12
at 12:51 PM, revealed Resident #1 suffered a
spinal fracture as the result of a fall, and was
admitted to the facility wearing a TLSO brace.
She stated the resident was to wear the brace at

- all times unless laying flat on the back in the bed.

If sitting or if the bed was at 30 degrees or higher, .

the brace was to be worn. She related the general |

when bathing a patient with a TLSO

#as {C give a sponge bath or place the

i

i
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Ss=D HIGHEST WELL BEING

| Each resident must receive and the facility must

- provide the necessary care and services to attain !

- or maintain the highest practicable physical,

' mental, and psychosocial well-being, in

| accordance with the comprehensive assessment
and plan of care. !

i This REQUIREMENT is not met as evidenced
by:

. Based on interview, record review, and policy

‘ review, it was determined the facility failed to

; provide the necessary care to maintain the

“ highest practicable physical well being for one (1)
resident in the selected sample of four (4). The

- facility failed to follow a physician's order when
they removed Resident #1's Thoraco-Lumbar
Sacral Orthosis (TLSO) brace when the resident

- was sitting in an upright position. :

\ é
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F 279 Continued From page 3  Fo79
| patient on a shower bed to allow for a supine : F-309
! position. ’ #1 Resident #1 has been discharged
L A . . ) | but prior to discharge the care plan
- Interview wrth the Occupational Thgraptst, on | was updated to reflect the MD order
06/15/12 at 1:14 PM, revealed Resident #1 was ' by the Weekend 3 . No f
admitted with an L3 compression and had a y the Weekend Supervisor. No for-
_physician order that stated the TLSO brace be | mal assessment was completed as we
| worn when the patient was elevated. were not made aware of the removal
] . of the brace until after the fact, and
- Interview with the Administrator, on 06/15/12 at | upon review of the record there is no ’
1 3:11 PM, revealed he had not yet been hired | indication of injury, no complaints of !
when the family of Resident #1 voiced a concern ' pain and no change in her condition.
regarding quality of care, He related it was a j
quirement for staff to follow the plan of care at :
all times. . o . .
F 309 483.25 PROVIDE CARE/SERVICES FOR F 309 #2 To identify other residents with the

potential to be affected, physicians
orders will be reviewed on all resi-
dents with adaptive devices to deter-
mine that the orders are properly com-
municated to and followed by staff.
This will be completed by DON and
ADON by 07/10/2012.

- Nursing staff were observed by Re-

. storative Aide putting on and taking

- off braces and splints. This was com-
pleted on 07/03/2012. This included

. education on performing Range of

| Motion exercises, circulation checks,

. skin integrity checks, location of :

* splint book, following the physicians |

* order regarding application and re- ”

moval of splints and braces, and docu- "

mentation of same. :‘
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- The findings include:

Ihe facility did not provide any evidence of a

policy regarding following physician orders.
Review of the clinical record revealed the facifity

' admitted Resident #1 on 04/18/12, with a

| diagnosis of an L3 compression fracture, The

{ resident's physician ordered a TLSO brace to be

| worn when the resident was out of bed or if the

i bed was higher than 30 degrees.

{ Review of the Physical Therapy Plan of Care

| dated 04/19/12, revealed the TLSO brace was to
* be on at all times when out of bed or when the

[ bed was elevated past 30 degrees.

' Review of the Occupational Therapy Plan of Care
. dated 04/19/12, revealed the TLSO brace was to
| be on when the resident was up or the bed
, elevated above 30 degrees.

‘ Review of the Grievance Form, dated 04/25/12,
- revealed the family of Resident #1 expressed |
S rns regarding the quality of care to include
moval of the TLSO brace against the

: an order by sitting the resident in a shower |
. chalr without the brace. |

Interview with the Assistant Director of Nursing
| (ADON), on 06/15/12 at 11:00 AM, revealed the |
physician orders indicated the TLSO brace was to
: be worn when the resident was out of bed or if
 the bed was positioned at more than a 30 degree |
‘ . angle. On 04/24/12, she received a complaint .
 from family members that the brace had been
‘removed when the resident was sitting upright. |
' She stated on 04/23/12, Resident #1 was given a ;

|

(x4yip | SUMMARY STATEMENT OF DEFICIENCIES iD FROVIDER'S PLAN OF CORRECTION (X8}
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i I .
[ i | #3 Nursing staff were re-educated by
F 309} Continued From page 4 F 309 &

Restorative Aide on performing i
Range of Motion exercises, circulation |
checks, skin integrity checks, location

of splint book, following the physi- ]
cians order regarding application and
removal of splints and braces, and
documentation of same. This was
completed by 07/03/2012

#4 Resident observations will be done
daily for 2 weeks then weekly for 2
weeks to ensure MD orders and care
plans are followed. These will be
completed by the Restorative Aide

. and Weekend Supervisor, beginning
07/09/2012. After 4 weeks resident
observations will be completed

. monthly by the Restorative Aide, with
each nurse aide being observed no less
than quarterly. This will continue until
I reviewed by facility QA Committee

| feels that compliance is achieved and

| sustained. As an ongoing practice a

{ resident observation ensuring the fol- j
lowing of the resident care plan will J
g be added to the C.N.A Skills Checklist

i
|
i
i

that is completed annually for each |
employee and within 60 days of em- l
ployment for all new employees. The- t
results of these observations will be ;
reported to the DON to review with !
the facility QA Committee.

|

i
i

i
!
|
i
f
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7309 Contiued From page 5 P09 il it MD avders of all oudents
bath, and a Certified Nursing Assistant (CNA) with adaptive equipment monthly and
removed the resident's brace and sat the resident report their findings to the QA com-
upright on a shower chair. Following the bath, the P . ne L
brace was put back on before the resident was i mittee for its review. This will b.e .

- removed from the shower chair. On 04/25/12, done for two quarters, to determine if

 the Administrator, Director of Nursing (DON), and | additional education or audits are
| ADON met with the family regarding their needed to sustain compliance.

. concerns.

! Interview with the Physical Therapist, on 06/15/12 |

tat 12:51 PM, revealed Resident #1 suffered a

" spinal fracture as the result of a fall, and was

. admitted to the facility wearing a TLSO brace. ;
stated the resident was to wear the brace at |

mes unless laying flat on the back in the bed. |

ng or if bed was at 30 degrees or higher, the '

brace was to be worn. She related the general

practice when bathing a patient with a TLSO

brace, was to give a sponge bath or place the

patient on a shower bed to allow for a supine

- position.

1§

1F ity

el

| Interview with the Occupational Therapist, on
06/15/12 at 1:14 PM, revealed Resident #1 was
" admitted with an 1.3 compression and had a ;
physician order that stated the TLSO brace was | |
to be worn when the patient's head of the bed
- was elevated.

Interview with the Administrator, on 06/15/12 at

3:11 PM, revealed he had not yet been hired 5

when the family of Resident #1 voiced a concern | !

; regarding quality of care. He related it was a

. requirement for staff to follow physician orders. If

a nurse had a question about an order, the nurse
{

Completioh

; date 7/14/3012

i

i
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