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i A record review revealed Resident #14 was
admitled 1o the facility on 10/21/11 with diagnossas
{0 include Alzheimes's, Seizure Disorder, ;
Hypertension, History of Stroke, Coranary Arlery i provider of the tenth o the £ arech
" Di ; , : (di : ovider of the truth of the fucts alleged or conclisions
Disease, History of Colon Cancer and a Cardiac set Jorth in the statement of deficiencics, The plan of

Pacemaker. correction is prepared amlbfor executed salely becouse
it is required by the provisions of federal and state law

aflegation of compliance.

I This Plan of Corveciion is the center's credibly
1

FPreparation angdior execution of this plan of correc tioi
dues not constitute admission or agreenient by the

An observalion, on 04/12/11 al 12:35 PM,

reveated Resident #14 was asleep in the bed on 3.) Al SRNA's will be in-serviced by the
hisfher back. Dark purple discolored afeas waie DNS, ADNS or SDC by 5/20/1 ton reporting
observed an the right wrist, the right hand and on all bruises identified during care to the
the third tinger extending into the web space licenses nurse responsible [ .

: 5 ible for the resident.

! between lhe third and forth fingers of the righl : p esident

Al Licensed nurses will be educated by the
DNS, ADNS or SDC by 5/20/1 lon ‘
performing a thorough head to toe skin ?
assessments and proper documentation, Any
bruises identified during head 10 toe skin
assessments will be reported to the DNS or
ADNS and investigated per facility policy.

: hand

| Reviews of waekly head to {oe skin assassments
dated 03/21/11, 03/28/11, 04/03/11, 04/06/11,

04/08/11 and 04/11/11 did noi address any
- bruisingfdiscolorations on the resident's right .

hand or the right wrisl.

During a skin assessment, the discolorations Injuries of unknown origin and allegations of
measured 2,6 centimeters {cm) x 3 ¢m on the abuse will be reviewed through the moming
right outer wrisl, B cm x 5.2 ¢ on the outer ¢ report process 1o ensure that the

" aspect of the right hand, and 1 2cm 2 0.5 cmto investigalion and reporting process are

- he third fingeriweb space of the right hand. completed and appropriate interventions

; I - have been implemented per facility policy.
| An interview with Resident #14. on 04113111 at I |
| B:40 AM, revealed he/she was unaware how or ! © 4.y The DNS, ADNS or designec will

- when the bruising on the right hand and the sight : . complete 3 head to toe skin assessment
wiist occurred. The resident stated he/she ' * observations a day for 4 weeks and compare
bruised easily due o taking Aspirin f o the weekly skin assessments for accuracy.,

The results of these audits will be presented
An interview wilh State Registered Nurse Aide by the Director of Nursing at the n?onlhly
(SRNA) 7, on 04713/11 at 3:25 AM, revealed PIC meeting with corrective action laken as

she was unaware how or when the bruising needed
oceurred. She stated the resident's rcommaie :
told her of an incident abott Resident #14 hilling

the door wilh his/her hand, but she did not recall
! i i
Evenl D HUDQTL Facaily iD° 10110 I continnalion sheel Page 2ol 22
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! The resident has the right, unless adjudged
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! incapacitated under the laws of the State, to i
. parlicipale in planning care and reatmenl or i
- changes in care and lreatment. !
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" the date she was lold this informalion. This Plan of Correction Is the center's credible
allegation of compltance.
An interview wilth Registered Nurse (RN} #3, on Preparation andlor execution of this plan of correction
04/13/11 at 9:45 AM, revealed she was unaware does not constitute admission or agreement by the
of the bruising on Resident #14's right hand and provider of the ruth of the fucts alleged or conclusions
right wrist but she would look into it. set forth in the statement of deficiencies. The plan of
: correcfion is prepared and/or exvcuted solely because
An inferview with SRNA 11, on 04/14/11 at 11:00 : | it is reguired by the provisions of federal and siae law.
5 AM, rﬁ\feaiefi she assisted the laboratory E . The PIC comunittee consists of the DNS
" techpician with a biood draw recently, but she ' . ED. ARNP. Medical Dire Lo
was uncerlain of ihe date. She staled the ; : [3 ’ * cdiea . Ir;gtor, AC“V."-" o
' technician made two attempls before she was | i Blr‘e_cloﬂr‘, Social Service Director, Dietitian,
able to draw the blood. On the first attempt, the - Business oltice Manager, Human Resource
“vein “blew” arid it was the following night when Manager, Housckeeping supervisor and
SRNA #1 noticed the resident's right hand was Maintenance Supervisor.
bruised af that site. She siated she did not notify '
her supervisor about the bruised area
An investigation was initiated by the facilily on
04/13/11 and it was determined the causalive
i factor {or the bruising on the 1esident’s righl .
' handhwrist was related to a bicod draw on :
03/25/11. ! :
An interview with the Director of Nursing {DOM), !
on 04/14/11 ai 5:50 PM, revealed she expected : ‘
the stalf to identify any discoforations and report /
immediately. The nurses compleled weaekly head
to toe skin assessments on the residents. She
revealed the nurses did not complete a thorough
head 1o toe assessmemnt for Resident #14.
F 280"

%
%
|
|
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A comprehensive care plan musl be developed
within 7 days afler the cornpletion of the
comprehensive assessment, prepared by an
interdisciphnary team, thal includes the attending
physician, a registered nurse with responsibility
for the resident, and clher appropriate staff in
disciplines as determined by the resident's needs,
and, {o the exient practicable, the participation of
the resident, the residenl’s family or lhe resident’s
iegal representative; and pesiodicatly reviewed
and revised by a leam of qualified persons after
each assessment.

1

! This REQUIREMENT is not met as evidenced
by:

Based on observalion, interview and record
review, it was determined the facility failed to
develop a review and revise a care plan for one
resident (#6), in lhe selecied sample of 24,
reiated to oxygen use A physician’s order for

- pxygen was oblained on 04/12/11; however, the
facility failed to updale the residenis care plan to
reftect the continuous use of oxygen

+ Findings include:

| A record review revealed Resident #6 was

i admitled lo the facilily on 11/10/09 with diagnoses

! fo include Alzheimer's Disease, Dementia,

- Anxiety Disorder, and Psychotic Disorder. A
raview of a Significant Change Minimum Data Set
(MDS), dated 02/22/11, revealed Residen! #6
was assessed lo be cogmitively impaired and
required exlensive assistance with fransfers and
wheeichair mobility.

. reflected aceurately on the SRNA

- will be reviewed in the facility stand up
" mecting by DNS or designee, etfective

This Plan of Correction is the center's credible
allegution of complinnce

Preparation and’or execution of this plan of correction
dues not constitute admssion or agreement by the
pros:ider af the truth of the facts alleged or conclisions
set forth in the statement of deficiencies. The plan of
corvection is prepared amifor executed solely because
itis required by the provisions of federal and state luw.

F-280 323 H
1) Resident #6 no longer has a physician
order for oxypgen. The faciliy received an

order to discontinue oxygen on resident #6
on 4/14/2011,

2) The Respiratory Therapist, DNS or
designee, will complete a review of all
residents with orders for oxygen by 5/12/11
and ensure the order is reflected on the care
plan with appropriate interventions, A
review of the SRNA care plan will also be
completed by the Respiratory Therapist,
DNS or designee by 5/12/11 10 ensure that
residents with orders for oxygen are

assignment sheet,

3) The SDC, DNS, ADNS or designee will
educate the licensed nurses by 5/20/11 1o
place all new orders on the 24 hour report
including orders for oxygen. All new orders

S/12/11, 1o ensure care plan and SRNA care
plan updates occur per facility policy.

FORLS CHS- 256 7107-99) Pravicus Versions Obsolale
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intervantion for oxygen to be used continuously
for Resident #6.

An inlerview with Licensed Practical Murse #3, on
4113711 at 1140 AM, revealed she was unaware
of an order for oxygen.

Aninterview with Registered Nurse #5/Scuth Unil
Supervisor, on 04/13/11 3:45 PM, revealed an
order for continuaus oxygen for Resident #6 was
received on 04/12/11. She stated that the order
was placed in the resident’s chart, bul was not

i transcribed in the computer or on the care plan,

|
|
|
|

o SULKARY STATEMENT OF CEFICIENCIES i} ) PROVIDER 5 PLAMN GF CORRECTION s
EREFSK (EACH DEFICIENGY MUST GE PRECEDED SY FULL PREFIX (EACH CORRECTIVE ACTIOIH SHOULD #E COMPLETION
TAG REGULATURY CR L3C IDENTIEYING INFORMATION) TAG ' CROSS-REFERENCED TQ THE APFROPRIATE nate
QEFICIENTY)
F 280 Continued From page 4 F 280
A review of the "Respiratory Physician's Orders”, This P!fm of Correction ts the center's credible
daled 04/12/11, revealed an order for "Oxygen 2 aflegation of compliance.
liters per nasal cannula continuous”™ Preparation and/or execution of this plan of correction
: does ot comstitute admission or agreement by the
- An observation, on 04/13/11 at 11;35 AM, v pravider of the truth of the facts atfeged or conclusions
" teveated Resident #6 was sitting in hisiher Xs’tforil-l in the statemen: of deficiencies. The plan of
| wheelchair in the activities room without any | ;,O:Sri:;:;:;;‘;:‘;:zred;s'yw ,t"“’mf,id solely {Jmm‘w.
l oxygen in use. Histher head was laid back and | j ¥ the provisions of federaf and state fav.
| hisfher eyes were closed. ' | According to the faility policy the care plan
An observation, on 04/13/11 at 2:00 PM, revealed ) W’E.E be updated during the course ot care
the resident was silting up in histher wheeichair al ; delivery for'ngw problems or updated to
the nurses station wilhout any oxygen in use. reflect physician orders.
A review of the comprehensive care plan, daled
02/22{1%, revealed the facility did nol develop : 4) The Director of Nursing, or her desipnee,
- andfor implermnent the intervention of continuous ' i will monitor all oxygen orders through
oxygen pes nasal cannula. A review of the Slale ‘ i resident record review, at least monthly for
. Registered Nurse Aide care ptan, undated, : . three months to assure that physician orders -
revealed Resident #6 did include an inlervention ' ¢ for oxygen are carc planned and placed on
- of oxygen per nasal cannuta; however, it did nol i the SRNA care plan. Results of the record
: specify coptinuous use of the oxygen. § reviews will be reported by the DNS or
i ) ‘ ‘ ) | i designee to the PIC committee monthly for 3
| An interview with State Registered Nurse Aide #5, * months with corrective action taken as
"on 4/13/11 at 2:00 PM, revaaled she was familiar needed.
with Resident #6 and she was nol aware of the J
'

FORM CMS.2557(02 99) Provious Yorsiens Obsclate Even! iD:HUDON
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' ; : ! This Plan of Correction is the center's credible : .
5t it vwould be the ‘ ! 3 credio! :
I an ord‘es.' 'was put inlo sy Em' i 3 atlegution of compliance
- responsibility of the nurse assigned 1o ensure the H ,
' . H i
: raaident waore the oxygen al all imes. ' Preparation ambior execttion of this plan of correction
Fa231’ 483.20(k}{3)(i} SERVICES PROVIDED MEET F 281, does not constinme admission or agreement by the
sz=0 PROFESSIONAL STANDARDS s provider af the truth of the facts alleged or conclusions

set forth in the statement of deficiencies. The plan of

. correction is prepared andior exectited solely becunse
The services provided or arranged by the facilly it is required by the provistons of federal and stare faw.
rriust maet professional standards of quality.

. , " ; F-281 I ATAR!
+ This REQWWREMENMT 15 not mel as evidencec 1.} Resident #6 no longer has o physician
by: order for oxygen. The facility receiveda

5 iOns., | VY d record il : :
Based vn observations, intansiews and rec physician order on 4/14/11 to discontinue
review, it was determined the facility falled to oxygen on resident #6
| ensure one resident (#6), in the selected sample . | ' - ?
¥
i
|
{

| of 24, received oxygen {02) in accordance with i

| 5  Respirs e
i the physician's ordee, dated 04/12/1 1. : 2.) The Respiratory Therapist, DNS or
. Observations, on 04/13/11, revealed the resident i designee, will complete a review, by

was siling up in his/har wheelchair without O2 in : i S/12/11, of all residents with orders for
i oxygen and ensure that the oxypen is in use

use, ’ :
as ordered,

Findings include:

A record review revealed Resident #6 was 3.) The Staft Development Coordinator will
admitted to the facility on 11/10/09 with diagnases educate the licensed staff and SRNA's by
{o include Alzheimer's Disease, Dementia, + 5/20/11 to ensure that all physician orders
/ Anxiety Disorder, and Psychotic Disorder - for oxygen are executed as ordered per /

facility policy. According to facility policy

. A review of a significant change Minimum Data physician orders will be implemented as

i Set (MDS), daled 02/22/11, revealed Resident #6 j | ordered.
was cognitively impaired and required exlensive :
+ assistance with transfers and wheetchair mobilily. % ' 4.) Random audits of 4 residents will be

! completed weekly by the DNS, ADNS or
designee for 8 weeks to validate residents
with orders for exygen are receiving oxygen
as ordered. The Director of Nursing or
designee will report the findings of the
audits to the PIC committee monthly for 2
months {o ensure compliance,

A review of a physician’s arder, dated 04/12/91,
revealed to adsminister "continuous O2 at two
liters per minute per nasal cannuta ™

Obsarvalions, on 04/13/11 al 1135 AM and at
200 PM, respeclively, revealed Resident HG was
sitling in hisshes wheelchair in the activilies room

FORM CME-2557{02-99) Piawmus Versung Oisolele Event 1D HUBOT Facdty ID 160410 1 cartinuation sheel Page 6 of 22
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# 281 Continued From page 6.
and then al the nurses’ station without hisfher O2
inuse.

An intarview with Licensed Practical Nurse (LPN)
#3, on 4113741 at 11:40 AM, revealed the only
physician's crder she located in the chart
. revealed Residenl #6 was to have 02 while in
| bed. )
3
! An interview wilth Registered Nurse (RN)
¥5/South Unit Supervisor, on 04/13/11 al 3:45
| PM, revealed lhere was a physician’s order, dated
04712/11, for continuous O2 for Resident #B. Il
was the responsibitity of the nurse to ensure
Resident #6 had his/her 02 on confinuously.
F 282 433.20(k)(3)(i)) SERVICES BY QUALIFIED
g5:p PERSOMS/IPER CARE PLAN

" The services provided or arranged by the facility
' must be provided by qualified persons in

' aceordance wilth each resident's written plan of
care
i

i

{ This REQUIREMENT is not mel as evidenced

, by
Based on observations, interviews and record
ceview, it was determinad the facility faited to

" ensure one resident (#6), in the selecled sample
of 24, received appropriate care in accordance
with the care plan. Resident #6 was care planned
to wear geri-sleaves and bunny boots at all times.

" Observations, on 04/13/11, revealed the
resident's geri-sieeves or bunny hoats were not in

. ptace, Addilionally, the care plan revealed the

! resicient was to have a lap buddy in place when

| he/she was up in the wheelchair.

" Findings include:

F st

t 282

This Plan of Correction is the center's credible
aflegunon of comphance.

Preparation andior exectdion of this plan of carrection
dovs net consiitutte admission or agreement by the
provider of the trith of the facts alleged vr concluitons
set forth in the statement of doficiencies. The plan of
correction is prepared and/or execited solely because
itis required by the provisions of federal and state faw.

F-282 323711
I.) Perfommance tmprovement will be

completed with the SRNA's and Licensed

nurses assigned to the resident at the time the
deficient practice was identified with the

expectation that resident #6 have gerri

sleeves or long sleeves, bunny boots and a

lap buddy on as ordered by the physician by

5/12/11. The unit manager will complete the
performance improvement, .

v 2.) A audit of all residents with an order for
gerni sleeves, long sleeves, bunny boots or a
lap buddy will be preformed by the DNS,
ADNS or designee by 5/12/1 Lo ensure
compliance with physician orders.

- 3. Licensed staff and SRNA's will be in-
serviced by the SDC by 5/20/11 regarding
following the plan ol care and MD orders

 per facility policy. According to faciluy

t policy care plans and physician orders will

! be implemented as completed or updated.

FGRM GRS 2567{02-99) Provicus Versicns Obsolels

Evenl D HUDOH
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F 282 Conlinued From page 7 F 282
: A record review fevealed Resident #6 was
! admitted to the facility on 11/10/09 with diagnoses
to include Alzheimer's Disease, Demeaniia,
Anxiety Disorder and Psychotic Disorder,

This Plan of Correction is the center’s credible
aftegution of compliance.

Preparation andlor execution of this plan of correction
does not conslitute admission or agreement by the

. provider of the truth of the facts alleged or conclisions
A review of a significant change Minimum Data . selforihin the stutement of deficiencies. The plan of
Set (MDS), dated 02/22/11, revealed Resident #5 correction is prepared andor executed soluly because
s cognitively impaired and required sxtensive it is required by the provisions of federal and state taw.

assislance wilh transfers and wheelchair mobility.

A review of lhe compreheansive care plan, dated
02/22111, revealed interventions included a bunny .
boot to 1he left foot and geri-sleeves or feng 4.) The DNS, ADNS or designee will
sleves to ba worn at all limes. Additionally, the _ observe 2 residents a day tor 8 weeks (o
| care plan revealed Lhe resident was lo have a lap ; ;  ensure care plan and physician orders for lap
- buddy in place when he/she was up in the i buddies, bunny boots, gerri sleeves or long
- wheelchair. The stafl checked the lap buddy ‘ sleeves are implemented. The DNS, ADNS
every 30 minules and released the resident every | or designee will report the findings of the
]

* two hours for range of motion exercise. The lap audits to the PIC committee monthly for 2 .
" buddy was also to be released during the meat months to ensure compliance. :
service. .

An observation, on 04/12/11 at 4:05 PI, revealed

Resident #6 was sdiing in hismer wheefchair and

being assisted back to hisfher room by the staff.
~Helshe was not wearing the bunny boct to his/her
" 1eft foot. Additionally, there was not a lap buddy in
place on the resident's wheeichair, as care
planned.

An observation, on 04/13/11 at 11:35 AM, ! |
i revealed Resident #6 was siting in hisiher | ]
. wheelchair in the aclivilies area wearing a while : : ,
shorl-sfeeved shirl. No geri-slaeves or bunny ] f
boots were being ulilized for the resident. X ' :

An interview with SRNA #5, on 0411311 at 2:20
PM, revealed she did not follow Resident #6's
_care plan for the bunny beet and the gert-sleeves.

FORM CMS Z367{02-99) Pravius Versions Chsolefe EventiD HUBO1Y Fagilily 10. 10C410 If tontinualion sneet Page 3 of 22
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1.} Resident #7 no longer resides at
Rosewoed Health Care Center.
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She sialed she must have overionked that portion : T:;:s Plan of Correction s the center's credible
of the care plan which revealed hefshe was (o allegation of compliance.
wear gerrvs!eev?s or long sleeves, ad well as the Preparation andlor execution of ths plan of correction
bunny toot 1o histher left foot dies nol constitiute admission or agreement hy the
provider of the truth of the facts alleged ar conclusions
. An interdew with Licensed Practical Nurse (LPN) sel forth in the statement of deficiencies. The plan of
#3iTreatment Nurse, on 04/13/11 at 11:40 AR, ;nr:rrfcrra‘n L:;,;J)Ft',[;ﬂr?d andior executed sofely becanse
. s required by the fsi edler o o
revealed Resident #6 was care planned to waar iitred by the provisions of federal and state faw.
' the bunny boot and the geri-sigeves at all imes. It :
i was the nurse's responsibility 10 ensure care was i F-315 )
| provided according lo the resident's plan of care. i ) ; 572311
F 3151 483.25(d) MO CATHETER, PREVENT UTH F ‘315i
1
i

Based on the resident’s comprehensive
assessment, the facility must ensure that a
rasident who enters he facility without an
indweling calheler is not catheterized unless the
resident’s clinical condion demonsltrales that

' catheterization was necessary; and a resident
who is incontinent of bladder receives appropriaie
trealmenl and services fo prevent urinary tract

_infections and lo restore as much normal bladder

j function as possible.

* This REQUIREMENT is nol met as e'.'ider(ced
by
Based on observation, interview, and record
review, it was determined the facility failed to
ensure apprepriale care and services lo prevent
infections, retated {o catheter care, was provided
for one resident {#7), in the selected sample of
24.

. Findings include:

% A review of the facility's policy "Indweliing Urinary
E Gatheler Care”, dated 04/2B/10, revealed to wash
' the perineurn beginning at the junction of the

2,) The DNS, ADNS, or designee will
observe catheter care performed by all
SRNA's by 5/22/1 1to ensure compliance
with facility policy to prevent infections.
According 1o facility policy care of a
catheter is provided to prevent infection
and/or reduce irritation and is also performed
according lo current standards of nursing
practice.

3.} The SDC, DNS ADNS or designee will
in-service all SRNA's on following the
facility policy lor providing indwelling
catheter care, The Stafl Developinent '
Coordinator witl perform clinical '
competencies with SRNA’s (o ensure to
ensure they complele catheter care per policy
by 5/22/11.
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cathieter lubing and meats, working oulward to
the surrounding perineal structures with soap and
. warm waler (of a no rinse cleaning solution).
. Ctean from front to back.

" A record review revealed Resident #7 was
admitied to ihe facility on 02/03/11 with a
readmission date of 03/10/11. A review of the

‘ quanerly Minimum Daia Set (MDS}, dated
03430111, revealed the resident had an indwetling
catheter and required lotal assislance wilh
bathing and hygiene.

A review of the "Evatuation of Medical
Justification for Indwelling Catheter Use”, dated
03/10/11, revealad the resident had persistent
overflow incontinence with symptomatic

, infeciions.

! An observation, on 04714711 at 2:30 P, revealed
State Regislered Nurse Aide (SRNA) #4 provided
catheter care with a "baby wipe” for Resident #7.
She used the "baby wipe" and cleansed the
catheter tubing downward aboul four inches.
Then she cleansed the outer perineum fram front
1o baek, vsing the same "baby wipe.” SRMA #i4
then cleansed between the labia, withoui folding
over or obtaining a new "baby wipe.”

: AR interview with SRNA #4, on 04/14/11 al 2:40
PM, revealed she assisted the resident with a

- shower, and feil a "baby wipe” was appropriale lo
provide catheler care. She revealed she shoutd
have cleansed the resident's perineal area before
she cleansed the catheter tubing, and should
have folded the "wipe" over after each contact
wilh lhe resident.

An interview with the Director of Nuising {DON},

This Plan of Correction is the center'’s credible
allegation nf compliance.

Proparation andior execution of this plan of correction
does el constitute admission or agr vement by the
provider of the truth of the fucts alleped or conc fusions
Lo setforth in the statenent of deficiencies. The pla of I
i correction is prepared and/or executed solely because

v il s reguired by the proviviens of federal and state law

4.) The Director of Nursing or designee will
observe 3 SRNA's a week for 8 weeks
perform catheter care to ensure compliance
with the facility policy. The DNS or '
designee will report her findings 10 the PIC
. commitee monthly for 2 months to ensure
compliance.
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The facility must ensure that the resident
envitanment remains as free of accident hazards
as 1s passible; and each resident receives
adequale supervision and assistance devices 1o
. prevent accidents. !

|
. This REQUIREMENT is nol me! as evidenced |
- by: i
Based on observation, intervigws and record

review, it was delermined the facility failed to

provide adeqguate supervision to prevent an

accident for one resident (#6), in the selected

sample of 24,

. Resident #6 was assessed with care plan

inlerventions to include the use of a lap buddy,

- when the resident was up in a wheelchair,

However, Resident #6 sustaine(}=a fall from the

“ wheelchalr on 04/11/11, The lap buddy was not in

l use at the time of the fall. The resident sustained
a skin fzar and bruising as a result of the fall,
Findings include;

A review of the facilily's policy and procedure,
"Accidents and Supervision {o Prevent
Accidents”, dated 08/06/07, revealed the facility
would provide supervision and assislive devices
" for each resident lo prevent avoidable accidents.
, The facility would conduct assessments for the
! need for assistive devices, develop care plans
and implement preventive measures for the

B.WING o _
185089 ) 04/15/2011
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Tiis Plan of Correction is the center’s credible
. " d 3
on D4/14/11 at 2:45 PM,'revcaIed ghe expecte allegation of compliance.
ihe staff to foliow the policy for perineal care. :
£ 1237 483 25(h) FREE OF ACCIDENT F 323 Preparatton andior execution of this plan of correction
cg=n HAZARDS/SUFERVISION/D EVICES daes not constitite admission or ayreement by the

provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The pian of
correction is prepared and’or execnted solely becanse
it fs required by the provisions of federal and state fuw.

F-323 52341
1.} Performance Improvement was

compleied with the Licensed Nurse and

SRNA assigned 1o resident #6 on 5/6/11.

The unit manager will complete the

performance improvement with the Licensed

 Murse and SRNA assigned 1o resident 46,

2.} The Directer of Nursing, through record

+

~ review and observation will identify all other:
- residents with orders for lap buddies and

ensure the lap buddies are in place per

. physician orders and ensure assessments arc

completed by 5/22/11, Al licensed staff and

- SRNA’s will be educated by 5/22/11on

following the care plan and ensuring devices

. such as fap buddies are in place 10 prevent

accidents, The DNS, SDC or designee will
complete the in-servicing,

3.) All licensed staff and SRNA’s will be
educated by the SDC by 5/20/11 on
foHowing the care plan for lap buddies per
facility policy. According to facility policy
s care plans and physician orders will be
i implemented as compleied or updated.
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- residents identified as al risk for falis and

" assessed the resident lo determine whelher
supenvision was necessary. The faciily would
pyvaluate the accident risk dala, analyze accident
risks and identify and design interventions based
on the immediacy of the risk. The facility would
implement the interventions correctly and
consislently and provide adequate supervision,
The facility would evaluate inferventions when
necessary 1o ensure the interventions were

. effective lo address risks. Furlher review of the
facility's policy revealed the lack of adequate
supervisinn fo prevent accidents was defined as
when the facilily {ailed o accurately assess a

" resident to determine whether supervision to

: ayoid an accident of injury was necessary andfo
delermined suparvision of the residen! was

: necessary, bul failed io provide it.

' Resident #6 was admitted to the facilily on
1441009, with diagnoses o include Alzheimer's

. Disease, Dementia, Anxietly Disorder, and

; Psychaotic Disorder. A review of the Significanl
Change Minimum Data Set Assessment (MOS),
dated 02/22/11, revealed Resident #6 was
assessed as cognitively impaired and required
extensive assislance with transfers and wheet
chair mobiiity.

An observation, on 04/13/11 at 11:35 AM,

X revealed Resident #6 was sitting his/her

- wheelchair in lobby area. The resident had a large
" skin {ear to feft side of elbow, with greenish-yellow
bruising which extended the length of the efbow.

A review of lhe "interdisciplinary Physical
Restraint Cvaluation™, daled 01/28/11, revealed
Resident #6 was assessed as having decreased
safety awareness secondary lo Advanced

1
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This Plar of Correction is the comter's credible
alfegation of complianee.

Preparation andfor execution of this plun of correction
dues not constitute admission or agreement by the
provider of the truth of the facts alfeged or conclusions
set forth in the statenent of deficiencies. The plan of
correction is prepared andfor executed solely becanse
it is requived by the provivions of federal and state law

4.) Al residents identified with orders for
lap buddies will be visualized by the DNS, |
ADNS or designee daily for 3 months to
ensure the lap buddy is in place per
physician orders and validate Lhat
assessments are completed as appropriate,
The DNS or designee will report the findings
of the audits 1o the PIC committee monthly
tor 3 months to ensure compliance,
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Alzheimer's Dementia and a lap buddy was
implemented for safely and postural support.
Supervision included checking on the resident
every 30 minutes and releasing the iap buddy
gvery hwo hours for exarcise, posiifoning and
toileting.

¢ A review of the Comprehensive Care Plan, dated
1 02122111, revealed interventions included the use
" of lhe lap buddy and a foothoard to the

! wheelchair for safely.

_Areview of a post fall evaluation, dafed Od/§1/11
at 5.00 PM, revealed Resident #6 sustained a fall
from the whee!chair when He/She skid out of chair
onio the knees in frant of chair in lobby area.
His/her head did not hit the {loor and the tap

" buddy was not in place at lime of {all. The fall

" caused a sk tear to the resident's lelt elbow to

- reopen and wound was cleaned and dressed.

" An interview with Licensed Praclical Nurse

< #3fTreatmeni Nurse, on 04/13/11 al 1140 AM,

revealed Resident #16% fall en 04/11/11 occurred

while 1he resident was in the day room and staff

did nol ensure lhe lap buddy was in place on the
' rasident’s wheelchair.

F 441 483.65 INFECTION CONTROL, PREVENT

s5=0  SPREAD, LINENS

The facility must establish and maintain an
Infection Canirof Praogram designed 1o provide a
safe, samiary and comfortable environment and
to help prevent the development and fransmission
of disease and infection.

; (a) Infection Conlrol Program
. The facility mus! establish an Infection Control

. Program under which it -
i

{
1

Fl

F4

23

41
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: (1) Investigates, controls, and prevents infections

in the facility;

: (2) Decides what procedures, such as isolation,

. should be applied to an individual resident; and

. (3) Maintains a record of incidents and corrective
actions related to infections.

{&) Preventing Spread of Infection
(1) When the Infeclion Control Pregram
determines that a resident needs isolation {o
prevent the spread of infection, the facility must
isolale the resident.

{2} The facility must prehibit employees with a

" communicable disease or infecied skin lesions

! from direct contact wilh residents or their food, if

; direct conlact will transmit the disease.

; {3} The facility mus! require staff o wash their

| hands afler each direct resident contact for which

* hand washing is indicaled by accepted

' professional praciice

{c) Linens

Personnet must handle. store, process and
transpor knens so as to prevent the spread of
infection.

' This REQUIREMENT is not met as evidenced

| by:

: During an abbreviated survey conducled 03/14/11

« through 03/15/11 the facility faited lo implement

" an Infection Conlrol program which assured
investigalion, conticl, and preveniion of the
spread of Scabies in the fadllity. An acceplable

* Plan of Correction (PoC) was received on
04/0541 1 alleging "when a suspecled or
confirmed case of scabies is reported a licensed

This Plan of Correction is the center's credible
alfegation of compliance.

Preparation andfor execnion of this plan of correction
dieres nol constitute admission or agreement by the
provider of the iruth of the fucts alleged or conclusions
set forth in the statement of deficiencies. The plan of
carrection is prepared andior execwted solely becanse
it is required by the provisions of federal and state fow

F-d41 5/23/11
1) A skin asscssment was completed on
4/14/1 by Licensed nurses lor residents 19,
25, 26, 27 and 28 which showed no signs or’
symptoms of scabies. The licensed nurse that
did not complete the skin assessmenis for
residents 19, 25, 26, 27 and 28 was
counseled by the DNS on 5/6/11 on the
facility policy for the prevention of scabics.
According to the facility policy on the
prevention of scabics an Infection Control
and Prevention Program identifies and
reduces the risk of acquiring and
transmitting scabies among residents, stafl,
volunteers, students, and visitors. The
program includes staff training, surveitlance
and infection tracking and trending,

2.) Al current residents will have a skin
assessment completed by 5/11/11 by a
licensed nurse,

3.) All licensed stafT will be in-scrviced by
the DNS or desipgnee by 5/12/1 ton
completing a skin assessiment when a
suspected or confirmed case of scabies is
confirmed.
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F 441+ Continued From page 14
nurse will complete a skin assessment on all
current residents on that hall on which the
resident resides. Any residents or staff at risk will
be simullangously treated as ordered within the
same 24 hour period. All nursing employees on
that unit and all other employees with close
resident conlact will be inlerviewed and/for
assessed lo determine the need for trealment as
i directed by the Advanced Practice Registered
Murse or Medical Director, preferably within the
same 24 hour lime span”. Based on interviews
and recosd reviews, it was determined the
facility's Infection Control program was not
implemented for one resident (#19) in the
- selected sarmpie of 24, and for four residents
(#25, H26, #27, & #28) not in the selected sample,
relaled to not having a skin assessmenl
compleled after a case of scabies was diagnosed
on 04/07111.

Findings tnciude:

A review of the policy entifled "Infection Control
and Prevention Program® dated 10/13/09
revealed the program was designed to identify
and reduce the risk of acquiring and spreading
infection, and maintained to provide a safe,

- sanitary and cornforlable environment,

A review of the policy entitled "Scabies” dated
10/31/06 revealed the risk for residents becoming
infested is minimized by early detection, isolation,
and precautions. Treatmenl included lreating all
residents with scabies at the same time, evaluale

. @il residents on the involved wing, all nursing
employees, and all other employees with close

- resident contact,

. 1. A record review revealed Resident #18 was
|

i
g

F 441,

This Plan of Correction is the center’s credible
uflegation of compliance.

Preparation andior execution of this plan of correction
does not constitute admission or agreement by the
provider af the truth of the fucts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared andior executed solely because
itis requived by the provisions of federal and state fow.

All licensed staft will be in-serviced by the
DNS by 5/12/Fon the prevention of scabies’
and how to identify signs and symptoms of !
i scabies infestation.

When a suspected or confirmed case of
scabies is reported a licensed nurse will
complele a skin assessment on that resident
and on all current residents on that hatl on
which the resident resides during that shift
the nurse is working. The skin assessments
will be completed the same day that the
suspected or confirmed case of scabies is
identified. All stalt working on the unit with-
suspected or confirmed scabies will be '
interviewed and assessed by a licensed nurse:
to determine if the employee has been ,
exposed to scabies or is infected with
scabies. Educational hierature from the CDC.
, website on the identificalion and treatment
of scabies will be provided to any employee
that has been exposed or is infected with
scabies. Any employee that is confirmed to
be intected with scabies will be trealed with
pharmaceuticals by the tacility ARNP.
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admifled lo the {acility on 10/08/G9 with diagnoses
to include Osteocarthrilis, Coronary Artery
Disease, Dapression and Diabetes Mellilus.

! Further review of the Treaiment Record dated

i 04/01/11 through 04/30/11 reveated on 04/67/11
at 12:00 P#, Resident #19 receivad a treatment
of Elimite cream (scabicide alters the parasite cell
- membrane function) from hisfher neck to toes.

A review of the racord revealed thete was no
previous documeniation of the resident
complaining of stching of having a rash. A review
of "Resident Progress Noles” and "Physician
Telephone Orders,” dated 04/07/11 at 9:00 AM,
revealed documenlation by Licensed Practical
Nurse {LPN) ##2 related o the dermatologist being
in the facility and examining the resident. The
progress nofe revealed Residenl #19 with
scattered red areas. The physician gave an order
“Efimite cream from his/her neck to toes. Wash
" off after 14 hours and repeat in one week".

A review of the "Residenl Weekly Skin Check
Sheet” revealed a skin assessment was
completed on 04/02/11 and 04/09/11. The
resident was identified with scabies on 04/07/11
and there was no evidence a skin assessment
was completed at that time.

. 2. Arecord review revealed Resident #25 was

admitted o the facility on 12/6/06 and readmiited

fo the facility on 12/11/028 with diagnoses to

" include Hypertension, Stalus Post Cerebral

| Vascular Accident, and Hypokalemia. He/she
resided on the "0 hatl.

: Areview of the "Resident Weekly Skin Check
Sheet” reveated & skin assessment was

F 441

This Plan of Correction is the conter’s credible
allegation of compiunice.

Preparation andior execution of this plan of correcuion
does not constitute admission or agreement by the

provider of the trnuth of the facts alleged or conclisions
set forth in the statement of deficiencies. The plan of
correction is prepared andior executed sofely becanse!
it is required by the provistons of federal and state law.

Licensed nurses will notify the physician,
infection control nurse and/or Director of
Nursing immediately when there is a
confirmed or suspected case of scabies. The
infection control nurse or designee will
validate resident skin assessments and staff
interviews are completed when scabies is
suspected or conflirmed. The infection
control nurse will track and trend all <
suspected or confirmed cases of scabies.

i This validation will be completed by the use
. of a daily validation too! that will track and
trend skin assessment results and stalt
interviews. The tool will include a facility
diagram reflecting suspected or confirmed
cases,of scabies.

4.) The DNS, ADNS or designee will
validate skin assessmenis that were .
campleled on any resident with a suspected
or confirmed case of scabies including all
residents on the same hall daily for 4 weeks
to ensure compliance. This validation will be
i compleled by the use of a daily validavon
tool that will rack and trend skin assessment
resulls and stalT interviews. ?
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| completed on 04/01/11 and 04/12/11. A resident
¢ (#19) fiving on the "D” halt was idenlified as
" having scabies on 04/07/11 and the facility faited
to provide of evidence of a skin assessment

Freparation andior execution of this plan of correction
dves not constitwie admission oi ugreement by the

completed within the 24 hours of discovering a
rasident had a rash. Additionally, on 04/07/11
there was no documentation in the resident

provider of the trurh of the fucts afleged or conclusions
sef forth in the statement of deficiencies. The plan of
correcition is prepared andfor execnted solely hecause

’ il is reguired by the provision fe o faw
orogress note of @ skin assessment or a i y e provisions of federal and state faw.

descnpiicn of any skin issues.

Results of the audits will be reported by the
DNS at the PIC meeting for one month, The
infection controt nurse will report the
tracking and trending of suspected or
contirmed scabies to the PIC committec
monthly on an ongoing basis.

3. A record review revealed Resident #26 was
admitled 1o the facilily on 07/23/06 and
readmitied on 11/24/06 with diagnoses o include
Alzheimer's Disease, Anemia and Altered Mental
Stlatus.

A review of the "Resident Weekly Skin Check : i
Sheet” revealed a skin assessment was ' '
compteled on 04/05/11 and 04/12/11, The facility
failed to provide evidence a skin assessment was
eompleted on the resident within 24 hours of
discovering another resident on the hall had a
rash. There was no documentation in the
progress note of a skin assessment and/or
i?eniiﬁcalion of any skin issues on 04/07/11.

4. A record review revealed Resident #27 was :
" admitted to the facility on 05/12/09 with diagnoses ; |
to include Altered Mental Stalus, Diabetes I
Mellitus, Hypertension and Chronic Obstruclive :
Pulmonary Disease.

A review of the "Resident Weekly Skin Check
Sheel” revealed a skin assessment was
completed on 04/05/11 and 04/12/11. The facility
failed provide evidence a skin assessment was
, completed on the the resident with in 24 hours of
| discovering another sesident on the halt had a ; j
i |

Evant ID: HUDO11 fachy ID 100410
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rash The proaress nole revealed there was no ‘
documentation on 04/07/11 of a skin assessment
andfor description of any skin issues.

5. Arecord review revealed Resident #28 was
- admitted to the facililty on 05/12/09 and : |
readmilied on 11/19/09 with diagnoses to include '
Hypartension, Cangestive Heart Faiture and

Alzheimer's Disgase, !

" A review of the "Resident Weekly Skin Check
Sheet" revealed a skin assessment was
compteted on 04/04/11 and 04/11/11. The facility
did not provide evidence a skin agsessment was
compieted on the resident within 24 howrs of
discovering another resident on the hall had a
rash. The progress noles revealed no
documentation on 04/07/11 of a skin assessment
and/or description of any skin issues,

An interview wilh the Assistant Director of Nursing : :

t (ADON), on 04/14/11 al 11:15 AM, revealed there , ‘
was no documentation a skin assessment was | J

: completed for Resident #19, #25, #26, #27, and { i
#28. She stated there was no documeniation in ! ’

the nurse's noles of the resident being checked )

for complaints of itehing or rash. She stated "if 1l /

is not documented i was nof done”

An interview with the Infeclion Control Nurse, on
04/15/17 at 10:05 AM, revealed when a resident
' was identified with a rash consislent with scabies,
" then the residents living on that hall were
assessed from head to toe. The resident
identified with the rash was put in contact isclation
: and the family and physician were contacted.
_ The residents personal items were removed and
remnained bagged for 10 days. Housekeeping
: came in 1o deep clean lhe room and removed ail
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of the bedding and curtains o wash. She staled
she reviewed the skin assessmenis on the
residents to ensure they were completed tmeiy.
The slaff who had close contact with the resident
were interviewed and followed up with the Unit
tlanager, Advanced Registerad Nurse
Practitioner (ARNP) or the Infeclion Control
Murse, i skin issues developed. She slated the
skin assessments for the residants who resided
on the same unit should be started when a
resident was identified with a rash consistent with
scabies and completed within a 24 hour time
peried. She could not provide an explanation for

a head to loe skin assessmeni completed.

An inferview with Licensed Practical Nurse (LPN)
P #2,0n 04/15/11 at 10:25 AM, revealed once

i Resident #19 was identified with scabies, then
he/she was put inlo isolation. She stated the
resident was treated with Elimite cream and the

resident's room was cleaned, The other residenis

living on the hail received head 1o toe skin
. assessments, LPN #2 stated she did not
complete a head toe skin assessment on
: . Resident #19. She also reported after she
/ checked the chart "there was no documentation
*in the record of a skin assessment compieted”
i and could not explain why it was not compleled.

An interview wilh Registered Murse (RN} #3, on
04/15/11 at 1,00 PM, revealed she was the Unit

' Manager for halls "A", "B", "C” and "D", She
siated the dermatologisi was in the facilily on
04/07/11 and compieled a skin assessmeni on
the resident. She stated "I think the hall nurse
reported the resident's complaint to the physician

i and thought histhar assessment was enougit.

. We completed the skin assessmenis on ihe

i

Residents #19, #25, #26, #27, and #28 not having

!
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_other residents and gave the information 1o the
. Director of Mursing (DOM). We found no skin
assessment on the resident, but should have had
one compleled”,
F 505 483.75(j)(2)(ii} PROMPTLY NOTIFY PHYSICIAN |
- OF LAB RESULTS :

" The facitity must prompily notify the allending
physician of the findings

This REQUIREMENT is not met as evidenced
by:
Based on observalions, interviews and record
" raview, it was determined the facility fafled {o '
. promptly notify the allending physician of
laboratory findings for one resident (#3}, in the
i gelected sample of 24, Resident #3 required
therapeutic monitoring for the drug Ditantin. A
laboratory lest was obtained on 63/17/11 but the
, attending physician was not notified of the i
findings.
Findings include:
A review of 1he facility's policy and procedure
litted, "Physician Netification Vital Signs or
Laboralory Values®, dated 10/31/10, revealed /
"any drug level above the lherapeutic level lo
notily the physician on the next office day.”
. A record review revealed Resident #3 was
admitied to the facility an 07/28/10 with diagnoses
to inciude Dementia, Depressive Disorder and
! Seizure Disorder.
A review of a quarterly Minirnum Data Set {(MDS),
. dated 02/07/11, reveated Resident #3 was
cognitively impaired and required extensive
_ assistance with transfers and was mobile per a |
wheelchair
" An observalion, on 04/13/11 al 9:00 AM, revealed
Resident #3 was silling in a wheelchair in histher

Fddi
This Plan of Cerrection is the center's credible
allegation of compliance.

Preparation andfor execution of this plan of correction
does not constitute admiysion or agreement by the
F505:  provider of the truth of the focis alleged or conclusions
set forih in the statement of deficiencies. The plan of
correction is prepured amd/or executed solely because
i 1 is required by the provisions of federal and state ko

F-303 5/23/11

1.3 For resident #3 a STAT dilantin level

was drawn on 4/13/11 by a heensed nurse,
. Teported to the physician by the DNS and ths
i dose of dilantin was adjusted per physician .
orders. All licensed nurses working within
24 hours of the original lab draw of dilantin °
have been counscled by the Director of '
Nursing on notifying the physician of lab
results per [acilily policy. The counseling
occurred on 5/6/11.

2.) All residents receiving dilantin will have
their labs and orders reviewed by the DNS
by 5/9/11 to ensure timely labs werc
performed and physician notification
occurred for the results,

3.) A newly developed log was implemented,
on 4/5/2011 by the ADNS for all Iabs (o
ensure that draws occur timely, results are
received and the physician is notified of the
results. Results will also be placed in the
chart afler the physician is notified and is
checked off in the log by the licensed nurse.
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_room with a breakfast tray on the over bed table

_in front of imiher, The resident's head was
povied, eyes were closed and he/she did not
raspond when spoken 10.
An observation, on 04/13/11 at 10:30 AM,
revealed Resident £3 was in the dining reom with
several paers who were parlicipating in a group
activity. The resident was sitting at a table in a
wheelchair and had histher head resling on the

_table with his/her eyes closed. He/she did not

. respond lo repeated attempls of slaff to wake

nim/her. The resident was taken to his/her room

! and assisted to bed.

A review of physician's orders, dated February

20114 and March 2011, revealed Dilanlin levels
were lo be obtained. A Dilantin level was
oblained on 02/08/11; however, lhere was no
evidence of a Dilanlin level in the resident’s
record for March 2011,
Afer suryeyor quesiioning, on 04/13/11, the
Assistant Director of Nursing (AGON) obtatned
laboratory test results from the laboratory

- computer dala base, dated 03/17/11. The result

{was a Ditantin fevel of 250 (high).

" An interview with the ADON, an 04/14711 at 10:45
. AM, revealed she did not know how the laboratory

i results were missed. Abnormal resuits, which

i could have indicated a need for change in

| {realment, were supposed lo be faxed lo the
facility from the laboratory and there was no
evidenge those results for Resident #3 were
faxed.
The physician was nol notified of the abnormat
resull that would have changed the course of the
resident’s reatment. A stat Dilaniin level was
ardered 04/13/11 and the result was 27.4 (high).
The physician was notified and new orders were

- oblained which includad to hold the Difantin far
two days and obtain another level on 04/18111.

|

F 5051

U This Plan of Correction is the center’s credible
allegation of compliance.

' Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the fucts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/ar executed solely because
it 15 reguired by the provisions of federal and stute faw,

All licensed staff and the ward ¢lerk will be
in-serviced by the DNS, ADNS or designee
by 5/12/11on the log to ensure compliance
with facility policy on physician notification
of laboratory values. According to facility
policy the physician will be notified by a
licensed nurse of the lab result when the
facility receives the lab reporl. The unit
manager witl be responsible to maintam the -
i lab log and validate that the results are
placed in the medical record.

! 4.) The lab log will be reviewed daily by lhe/
DNS, ADNS or designee to ensure
compliance. The lab log will be brought by
the DNS to the monthly PIC monthly for
three months to ensure compliance,

+
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