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known, notify the resident's legal representative
or an interested family member when there is an
accident involving the resident which results in
injury and has the potentlal for requiring physiclan
intervention; a significant change in the resident's
physical, mental, or psychosocial statug {ie., a
deterioration in heaith, mental, or psychosccial
status in elther fife threatening condttions or
clinical compiications}; a need io ajier treatment
significanfly {i.e., a need to discontinue an
exisiing form of reatment due io adverse
conssquances, or to commence a new form of
freatment}; o a declsion to fransfer or discharge
the resident from the facility as specified in
§483.12(a).

The facility must also promptly notify the resident
and, f known, the resident's legal representative
or interested family member when there is a
change in room or rootnmate assignment as
specified in §483.15(e}(2); or a change in
resident rights under Federal or State law or
regulations as specified in paragraph (b)(1) of
this section.

The facllity must record and. pericdically update
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An abbreviak d tandard ) (K¥18482) admission or agreement by the provider
AN aborevialed standard survey was of the truth of the facts alleged or conclu-
initiated on 96]05;‘12 and cor:nc[uded on DB/06/2, sions set forth in the Statement of Defi-
The complaint was substanfiated. Deficient I his Plan of ¢ tion Is pre-
practice was identified with the highest scope and clency. This Plan of Carrection Is pre-
severity at "G" leval, with an opportumty ia pared and executed solely because it is
correct, | required by Federal and State law.
F 157 483.10(b)(11) NOTIFY OF CHANGES F 187,
55=p ! (INJURY/DECLINE/ROOM, ETC) F 157
i} ) Resident #1 has been discharged
A facility must immediately Inform the resident;
consult with the resident’s physician; and if DON began auditing on 06-07-12 all re- 662912

ports of incidents, 24 hour reports, wound
logs, and MD orders for the past 30 days
to ensure that all changes in condition or
acute Issues identified were reported to
the residents physician and responsible
party as per the facility policy. She com- -
pleted the audit on 06-22-12. A head to
toe assessment completed on 6-7-12 on
ali residents by the DON, Wound Care
Nurse and two nursing supervisors, to en-
sure that all skin problems had been iden-
tified and reported to the physician and
responsible party as per facility policy,
Medical Records Codrdinator completed
an audit on 6-7-12 of all weekly skin as-
sessments for the past 3C days to ensure
that they were completed as per facility
policy {no less than every 7 days) and to
ensure that any changes in condition were
reported to the physician and responsible
party per facility policy.
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1 the addrass and phone number of the resident’s

{egal representative of interested family member,

This REQUIREMENT is not met as evidenced
by: :
Based on interview, record review, and a review
of facliity policy, if was determined the facility
failed to notify the physician and the responsible
party timely when a significant change in
condftion accurred for one of four sampled
residents (Resident #1). Resident #1 developed
a pressure sore ideniified on 04/22/12; however,
the physician was not notified until 04/23/12, and
the responsible parly was not notified until
04/25M2. :

The findIngs include;

A review of the facility's Nofification of Changes
Policy, dated 07/01/08, revealed the facility was o
immediately Inform the resident, resident's
physician, -and the resident's designated family
memmber or resident’s legal representafive when
there was a significant change in the resident’s
physical, mental, or psychosocial status and/or a
need to alter freatment significantly, According to
the policy, Clinical Complications that would
require notificafion included the development of a
Stage |l pressure sora.

Areview of the medical record for Resident #1
revealed the facility admitied the resident on
01/03/08, with diagnoses that inciuded
Hypertension, Coronary Artery Disease,
Dementia with Delusions, Renal Failurs,
Parkinson's Disease, Qstenarthritis, Degeneraltive
Joint Dissase, and Emphysema,

" 12 regarding the facility Notification of

. to the Wound Care Nurse was reviewed.
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The DON and Administrator began con-
ducting in-services with all nurses on 6-6-

Change policy and their responsiblity to
report any change in condition to the
physiclan and responsible party. The pro-
cedure for reporting new skin conditions

Nurses were reminded of the facllity poli-
oy regarding skin asséssments, the use of
the new skin problem report, and the
facility treatment protocols. All in-
services completed by 06-27-12, All nurs-
es will be re-educated on these processes
monthly for 3 months then 1o ess than -
annually.

The Quality Assurance Committee met on
6-7-12 and reviewed interventions put in
place to ensure that the physician and
responsible party s notified of changes in
resident condition per facility policy. The
Medical Director and the Committee
agreed on afl interventions and to assign
a Unit Coordinator to each unit. Effective
6-21-12 a Unit Coordinator was assigned
to each unit to provide additional super-
vision, coordination and implementation
of the residents plan of care. They are to
assist the nurses in completing assign-
ments and to ensure that all

F157 continued....ceonen
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Areview of the physician's orders for Resident
#1, dated 04/22/12, revealad "Duaderm to left
inner buttock as needed until healed, telephone
order Dr Kiteck." The order was signed by Dr
Kiteck on 04/23/12. Areview of the nurse's noles
dated 04/22{12, revealed "7:00 AM Orders
received and nofedt." However, staff inferview
revealed the physician was not notified on
04/22112. '

An interview with Registerad Nurse {RN) #1 on
05/06/12, at 11:40 AM, revealed RN #1 worked
the 7:00 PM to 7:00 AM shift on 04/22/12, and
had informed the faclity's Wound Nurse (WN)
regarding the pressure area idenfified on '
04122/12, for Resident #1. According o RN #1,
she thought the WN had nofified the physician
and received orders for treaiment. RN #1 stated
she thought the WH had told RN #1 fo write the
order on the physician's order sheetas a
telephone order. RN #1 stated she did not notify
the resident's family regarding the discovery of
the pressure sore to Resident #1's coceyx.

An interview with-the Wound Nurse (WN) on
0B/06/12, at 12:00 PM, revealed the WN had not
spoken to the physician to notify him regarding
the pressure sore. The WN stated she thought
RN #1 had notified the physician and family.
According to the WN, [t was the responsibifity of
the nurse who first identified the pressure area to
notify the physician and family. The WN further
stated she did not tell RN #1 to wrife an order for
reatment.

-An interview with RN #2 on 06/05/12, at 3:00.PM,

reveanled she had visualized Resident #1's

residents receive the highest quality of
care possible. Unit'Coordinators are to
review the 24 hour report, all reports of
incidents, the wound fogs and monitor
MD orders to ensure notifications of
change are made per the facility policy.
They are to report to the DON any issues
with notification of change noted. The

- Medical Records Coordinator will contin-

ue to monitor the weekly skin assess- -
ments for 30 days to ensure that skin as-
sessments are completed timely and will

-report her findings to the Quality Assur-

ance Commitiee after 30 days to evaluate
the need to continue the audits. The DON
will report the results of the reviews by
the Unit Coordinators to the Quality As-

surance Committee to identify any trends, ;

need for additional education, or addi-
tlonal audits to ensure sustained compli-
ance. ' '
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pressure sore on 04/25M2, and since it had not
improved RN #2 notifled the physician 1o obtain
new orders for treatment RN #2 stated she also
notified {he resident's respansible party
gonceming tha wound and naw orders from the
physician.
Further revisw of the nurse's notes, dated
04/25/12, revealad the physician was nofified
regarding the size/description of the pressure
area on Resident #1's coccyx and new orders
were received. Further review of the nurse's
notes, dated 04/28/12, revealed the resident's
sisterfresponsible parfy was notified regarding the
pressure sore and the change in physician’s
orders,
Ani \ . ; , F282
h interview with Resident #1's physiclan on g
06/06/12, at 10:30 AM, revealed the physician )
stated the pressure area was developing inside Resident #1 has been discharged
with fittle indication unil t was open. According
to the physician, the area “looked reddened and MDS Coordinators reviewed all resident
then just opened® The cause was mullifactoriat Care Plans to ensure that al! care plans
rejated to the resident's decline in general heaith, reflected the interventions currently in 06-27-12
The physician further stated earfier intervention place for all residents, this was complet- .
would have n9t havé made any difference. ad on 06-07-12. On 6-5-12 all residents
F 282 | 483.20(K)(3){ii} SERVICES BY QUALIFIED F282) 1 tow air loss mattresses were ob-
=G | PERSONS/PER CARE PLAN :
55=G served by DON and settings evaluated to
The services provided o arranged by the facillty ensure the bed was in the appropriate
must be provided by quakified persons ir position and on the appropriate setting.
accordance with each resident's written plan of On 6-5-12 Administrator observed all
care. . . . residents care planned to have their bed
in the fow position or floor position to
. , - ensure that they were positioned ac-
g:;rs REQUIREMENT is not met asrewdenced cording to the care plan.
Based on interview, record ‘rewew, and a review F282 CONBNUEd
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| mobifity, weakness, and impaired cognitive

of facility policy, it was determined the facility
failed to ensure services were provided according
fo the pian of care far one of four sampled
residents (Resident #1). On 06/01/12, the facility
falled to lower Resident #1's bed io the floer in
accordance with the resident’s plan of care,
Resident #1 sustalned a fall resulting in a pelvic
fracture and bruise to the resident's head.

The findings include:;

Arevisw of facility's care plan poficy, dated
04/20/12, revealed all residents were to be "Care’
Planned” according to the Resident Assessment
insirument (RAI] per the RA! ranual. A review of
the Falls Management Policy, dated 01/01/02,
revealed the facility was to screen all residents for
thelr risk for falls, evaluate those risks, impiement
interventions to reducs those risks, and monitor
fhose interventions.

A review of the medical record for Resident #1
revealed the resident was admitted to the facility
on 01/03/08, with diagnoses that included
Parkinson’s Disease, Ranal Faliure,
Ostecarthritis, Osteopenia, Emphysema,
Dementia with Delusions, Anxlety, Depression,
and Coronary Arlery Disease. A comprehensive
significant change assessment compisted on
05/21112, revealed the facility assessed the
resident was at risk for falis due to impaired

status, the ulilizafion of antidepressants,
cardiovascular medications, and diurefics. In
addition, internal risk factors for falls included
cardiac dysrhythmias, Parkinson's Diseasa,
Depression, and Dementia, A care plan, dated
05/22/12, was reviswed/revised to address the

12 by the DON and Administrator for

- assure that residents who have heen
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in services were condycted beginning 6-6-

SRNA’s, Nurses and the Housekeeping
Department regarding the safety of all
residents including the potential for falls,
following the care plans, and assuring ail-
residents who are identified at risk for
falls have appropriate interventions in
place. Emphasis was placed on the re-
sponsibility of everyone to observe and

identified with a potential to fall have all
interventions in place per the care plan.
Staff were reminded of the urgency to
provide safety for all our residents and
the responsibility to folow through with
all safety interventions. All in-services
completed by 06-27-12, This education
will be repeated monthly for 3 months
then no less than annually and will be
indluded in new employee orientation.

The Quality Assurance Committee met on
6-7-12 and recommended assigning a
Unit Coordinator to each unit. Effective 6—i
21-12 a Unit Coordinator was assigned to |
each unit to provide additional superv-
ston, coordination and impiementation of
the residents plan of care. They are

F282 continued.......cccovveneiies
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for Resident #1 and SRNA #2 left the room.

‘be lowered fo the ficor and she failed to lower

| the facifity for twelve years and had been

‘and that she was fo check i daily af the beginning

resident’s risk for falls.

A review of the pfan of care for Resident #1
revealed intorventions that Included placing the
resident's bed on the floor and a body alarm,

An interview with State Registered Nurse Aide
(SRNA)Y #1 on 08/05/12, at 2:10 PM, revealed
SRNA#1 had been an employee of the facility for
eleven years and had received education
regarding nurse aide care plans. SRNA#1 stated
SRNAs wers required fo check the nurse aide
care plan at the beginning of the shift to ensure
they were aware of each resident's care needs.
SRNA#1 stated she had not checked the nurse
aide care plan for Resident #1 on 06/01/12,
although she knew she was supposed to review
it.- SRNA#1 slated she and SRNA#2 checked
Resident #1's brief for incontinence and then
turned and repositioned the resident. SRNA#1
sfated the two nurse aides had complefed care

SRNA#1 stafed she began caring for Residant
#1's roommate when she heard a loud noise and
when she looked, Resident #1 was on the floor.
SRNA #1 staled she had not checked the nurse
ajde care plan and was not aware the bed was fo

Resident #1's bed to the floor,

An inferview with SRNA #2 on 08/05/12, 4 2:00
PM, revealed SRNA#2 had been employed by

educated in the use of the nurse aide care plan
of the shift. SRNA#2 stated she helped SRNA

#1 to provide care for Resident #1. SRNA#2
stated shie had checked the nurse aide care plan

"tions are followed and will allow for addi-

‘tompliance. For thé next 30 days, the Ad-

to assist the nurses in completing assign-
ments and to ensure that all residents
recelve the highest guality of care possi-
ble. Unit Coordinators are to review the
24 hour report, all reports of incidents,
the wound logs and monitor MD orders to
ensure notifications of change are made
per the facility policy. They are to make
walking rounds to ensure safety interven-

tional supervision of staff performance.
The Unit Coordinators will meet with the
Quality Tearm and reportany noted prob-
lems or concerns regarding quality of care,
following the plan of care and any safety
issues observed. They will review all re-
ports of incidents and will be responsible
to ses that the committee’s recémmenda-
tions and directions are implement-

ed. The DON will report the results of the
reviews by the Unit Coordinators to the
Quality Assurance Committee to identify
any trends, need for additional educatien,
or additional audits to ensure sustained

ministrator and DON will make walking
rounds each day to observe all residents .
who require low beds or floor beds to.
ensure that they are in fact positioned
according to the plan of care.
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and was aware that Resident #1's bed was
reguired o be on the fioor, but SRNA#Z2 stated
she "just forgot" and left the resident's rcom
without lowering the bed.
An interview with Registered Nurse (RN) #2 on
0B/05f12, at 3:00 PM, revealed she was called to
Resident #1's rocm immediately following the fall,
The RN stated when she assessed the resident
and attempted range of motion, the resident
compigined of pain. The RN nofified the F323
physician and the resident was transporied to the - .
Emergency Department of the hospital. Resident #1 has been discharged 06-27-12
A review of the Emergenhcy Department iecord ) . ;
reveaied Resident #1 susiained a pelvic fracture On 6-5-12 all residents on low alr Inss
and a bruise to the head mattresses were observed by DON and
F 323 | 483.25(h) FREE OF ACCIDENT F 33| settings evaluated to ensure the bed
58=6 | HAZARDS/SUPERVISIONDEVIGES was in the appropriate position and on

The aciiity must ensure that the resident
envirotitnient remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidenis,

This REQUIREMENT is not met as evidencad
by

Based on observation, interview, record review,
and a review of facility policy, it was determined
the facility failed to provide adequate supervision
to prevent accidents for one of four sampled
residents (Resident #1). Resident#1 was
assessed to be at risk for falls and required the

the correct setting, On 6-5-12 Adminis-
trator observed all residents care
planned to have their bed in the low
position or floot pasition to ensure that
they were positioned according to the
care plan.

In services were conducted beginning 6-
6-12 by the DON and Administrator for
SRNA's, Nurses and the Housekeaping
Department regarding the safety of all
residents including the poteniial for
falls, following the care plans, and as-
suring all residents who are identified at
risk for

F323 continued.......cccvernemmsn
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. The findings inctu_de:

1 A review of the medical record for Resident #1

bed to be lowered to ihe floor. On 06/01/12, staff
failed to lower the resident's bed fo the floor and
the resident fell from the bad and sustained a
fraciured pelvls and brulse to the head.

Areview of the facility's Fall Management Policy,
dated 04/01/110, reveated the facility would screen
ali residents fo identify fall dsk, evaluate those
risks, implemen{ interventions to reduce risks,
and monitor the interventions. - -

revealed the resident was admitted to the facility
on 01/03/08, with diagnoses that included
Parkinson's Disease, Renal Failure,
Osteoarthritis, Ostecpenia, Emphysema,
‘Dementia with Dekisions, Anxlely, Depression,
and Coronary Artery Disease. A comprehensive
significant change assessment completed on
0521112, revealed the faciiity assessed the
resident fo be totally dependent on staff for all
aclivities of daijly living and was at risk for falis
due o impaired mobiiity, weakness, and impaired
cognifive status, the utiization of antidepressants,
cardlovascular medications, and diuretics, In
addition, infemnal risk factors for falls included
cardlac dysrhythmias, Parkinson's Disease,
Depression and Dementia, A care plan, dated
05/22112, was developed to address the
resldent's risk for falls which included an
intervention to place the resident's bed on the
fioor.

Areview of the nurse’s notes dated 06/01/12, at
345 PM, revealed Registered Nurse {RN}#2 was
cafled to the resident's room and found the

falls have appropriate interventions in
place, Emiphasis was placed on the re-
sponsibility of everyone to observe and
assure that residents who have been
identified with a potential to fall have all
Interventions in place per the care plan.
Staff were reminded of the urgency to
provide safety for all our residents and
the responsibility to follow through with
afl safety Interventions, Nurses were re-
minded thal they are responsible for the
care and safety of their residents at alt
times and are to monitor the staff's per-
formance while on duty to ensure that
the plan of care is being followed. All in-
services completed by 06-27-12. This
education will he repeated menthly for 3
months then no less than annually and
will be included in new employee orien-
tation The Quality Assurance Committee
met on 6-7-12 and recommended assign-
ing aUnit Coordinator to each unit.
Effective 6-21-12 a Unit Coordinator was
assigned to-each unit to provide addi-
ticnal suparvision, coordination and im-
plementation of the residents plan of
care. They are to assist the nurses in
completing assignments and to ensure
that all residents receive the highest
guality of care possible. They are to pro-
vide additional supervision to ensure the
anvironment is safe and that all safety
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SUMMARY STATEMENT OF DEFICIENCIES

reskdent lying on the floor between the bed and
the wall with the resident's upper body noted to
be lying on the stand for the overbed table.
Resident #1 was alert and orlented o name only
and screamed when e righf leg was fouched.

_: The RN noted the right foet displayed an outward

rotation. The physician and the responsible party

-| were nofifisd and orders were received to

transport the resident to the Emergency
Department for evaluation. - ,

Areview of the hospital adimission. history and
physical revealed Resident #1 sustained a pelvic

fracture and a bruise o the haad.

Observation of Resident #1 at the hospital on
06/06/12, at 12:00 PM, revealed the resident was
awake and alert but nonverbal and was turned to
the left side with bilateral half side rails in the
slevated posifion. A hospital staff member'was
sitting with the resident at the bedside.

An interview conducted with the Registered Nurse
Manager at the hospital on 06/0512, at 11:30
AM, revealed the resident was being discharged
to ancther long term care facllify and there was a

| sitter with the resident at all thmes untif transfer,

An interview with State Registered Nurse Aide #1 -
(SRNA#1) on 06/05/12, at 2:10 PM, revealed
SRNAs wera required to check the nurse aide
care plan at the beginning of the shift to ensure
they were aware of each resident's care-needs.
SRNA #1 stated she had not checked the nurse
aide care plan on 05/01/12, although sha knew
she was supposed o review it. SRNA #1 stated
she and SRNA #2 checked Resident #1's brief for
incontinence and then turned and repositionad

H
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interventions are in place according

to the residents plan of care. Unit Coordi-
nators are to review the 24 hour report,
ali reports of incidents, the wound logs
and monitor MD orders to ensure notifi-
cations of change are made per the facility
policy. They are to make walking rounds
to ensure safety interventions are fol-
lowed and wilf allow for additional super-
vision of staff perforinance, The Unit Co-
ordinators will meet with the Quality--
Team and report any noted problems or
concerns regarding quality of care, follow-
ing the plan of care and any safety issues
observed. They will review ali reports of
incidents and will be responsible to see
that the committee’s recommendations
and directions are implemented. The
MDS Coordinators office was moved on 6-
21-12 to provide for addifional supervi-
sion on the unit. They are frequently out
of the office completing assessments.
They have been instructed to observe for
any safety issues and to.conduct random
audits (a minimum of one per day} to en-
sure staff are following the plan of carein
regards to bed position. These audits will
be completed for the next 30 days. The
DON will report the results of the reviews
by the Unit Coordinators, and MDS Coor-
dinators to the Quality Assurance
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the resident. SRNA#1 stated the two nurse
aidss had completed care for Resident #1 and
SRENA#2 left the room, SRNA#{ stated she
began caring for Resident #1's roommate when
she heard a loud noise and when she looked,
Resident #1 was on the floor. SRNA#1 stated
she was not aware the bed was to be lowered fo
the floor and she failed fo lower Resident #1's
bed fo the floor,

An interview with SRNA#2 on 06/05/12, at 2:00
PM, revealed SRMA #2 was aware she was o
check the nurse aide care plan daily at the
beginning of the shift. SRNA#2 stated she
helped SRNA #1 to provide care for Resident #1.
SRNA #2 stated she had checked the nurse aide
care plan and was aware that Resident #1's bed
was required o be oh the floor, but SRNA #2
stated she "just forgot” and left the resident's
room without lowering the bed,

An Inferview conducied with the Direclor of
Nursing {DON} on 06/05/12, at 1:30 PM, revealed
the nurses on the floor were responsihle to
update tha nurse aide care plan as needed and fo
check them daily. The DON further stated the
SRNAs wers fo check their residents' nurse aide
care plans prior {o beginning the shift to obtain
information related to each resident’s care needs
and 1o check for any changes that may have
been added. According to the DON, the nurses
were required fo ensure SRNAs cared for
residents as directed by the nurse aide care plan
and the DON was responsible fo ensure nurses
followed the resident's plan of care. The DON
stated she made frequent rounds daity !hroughout
the facllity
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Cormmittee to identify any trends, need

for additional education, or additional
audits to ensure sustained compliance.

For the next 30 days, the Administrator
and DON will make walking rounds each
day to observe all residents who require
low beds or floor beds to ensure that they .
are in fact positioned according to the
plan of care. -
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