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F 000 | INITIAL COMMENTS £ 000 The Maintenance Director began trimming and
‘ F233 sanding work on 4-26-12 to correct the rough, pro-
" Astandard health survey was conducted on ’ L. liruding edges of doors in resident rooms #106,
04/24-26/12. Deficient practice was identified #121, #128, #129, #130, #132, #144, #146, #147,
with the highest scope and severity at "E" level. #1356 and #1538, and on the East Wing central bath-
F 2531 483.15(h}(2) HOUSEKEEPING & F 253 o0m door.
ss=F | MAINTENANCE SERVICES
1 Lavatories in resident rooms #128, #140 and #159
The facility must provide housekeeping and will be replaced by 6-1-12, The toilet in resident
maintenance services necessary to maintain a room #139 was replaced 5-1-12 and the rust
sanitary, orderly, and comfortable interior, around the base was removed.
The Central Shower room toilet on East Wing was
replaced on 5-3-12.
This REQUIREMENT is not met as ev:denced Drywall and paint were applied to the wall area
by; across from resident room #157 on 5-7-12.
Ba.sfed Or.l. observanqp, |nt§N|ew, and. a rev:ew_of 2. | Department Managers make daily rounds utilizing
facility pollc_y, the f_acwhty failed to _prowde effective |a check-off sheet Monday through Friday to
hou;ekeeplng/ mamtepanqe services to ensure a assure Housekeeping and Maintenance provide
sanitary, comfortable interior. Rough, splintered services necessary to maintain a sanitary, orderly
edges were observed on several doors and comfortable interior. Findings are presented
throughout the building. Tne wall across irom to the Executive Director (ED). The ED will
resident room 157 was missing a portion of wall follow up with Department Manager, i.e.
covering and the drywall was exposed. Maintenance, Housekeeping, etc. responsible for
Lavatories in two resident rooms were stained the findings to assure findings are corrected.
: and discolored. Two foilets were observed to be
= fusty around the base of the toilets. The toilet in Maintenance Director and Housekeeping/Laundry
: the central bath on the East Wing was out of Supervisor found stained and discolored lavatories
: order and not available for resident use. in resident rooms #151, #1435, #143, #119, #1135,
? ' #113, #106 and #120. Facility will replace by
The findings include: 8-1-12. They checked all resident room toilets *
] ; and not other problems were found,
| Ateview of the facility's Maintenance Policy, no ‘
date given, revealed the Maintenance i Maintenance Director and Housekeeping
Department wouid respond to and correct all Supervisor checked all other doors to assure there
identified problems that were reported verbally or .
R Ly K - were 1o rough, protruding edges and none was
in writing within the scope of their operations or .
 arrange for the correction by a qualified individual found.
. (X6) DATE

'b

o0l Z

Any deficiency statemértendw{’g with an astens@ §] Genotes a defi iciency whtﬂhe institution may be excusad from correctmg prowdmg it is determined that

other safeguards provide sufficient protection to the patients. (See instructicns.) Except o
following the date of survey whether or not a plan of correction is provided. For nursing 5,
days following the date these documents are made avatiable to the facifity. If deficlenciels pri;

program parficipation.’

pryepre disclkesable 90 days
(Adtion are disclosable 14
reguisite ic continued
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F 253 | Continued From page 1 F 253 M.aintenam:e Director checked al.l central room
; - ' toilets and there were no other toilets found to be
in a timely manner. :
out of order.
Observations of the facility for 04/24-26/12, Executive Director and Maintenance Director
revealed the following areas were in need of checked all the hallways to assure that there were
maintenance services: wall coverings on all walls. There were no walls
’ . found without covering.
1. Rough, profruding edges were observed on -
the doors in resident rooms 106, 121, 128, 129, 3. | There are plans to replace all resident room doors
130, 132, 144, 143, 147, 158, and 158 and on the by 11-1-12, Executive Director and Maintenance
East Wing central bathroom door.’ Director inserviced all staff on 5-11-12 o be
‘ aware and report maintenance problems by com-
2. lLavatories in resident rooms 128, 140, and pleting Maintenance Request forms and tumning
159 were observed to be stained and discolored. them in for repair. Examples of problems
‘ ) discussed were door kick plates with rough,
3. The toilet in resident room 132 was rusty | protruding edges on resident room doors and other
around the base of the ollet. doors, lavatories with stains and discolorations,
. o -toilets being out of order. Staff was encouraged
4. The central shower room toilet on the East “to report anything they saw that they considered to
Wing was out of order and not available for be & problem.
resident use. 4. Department Managers make daily rounds (Monday
through Friday ongoing) utilizing a check-off sheet
5. The walipaper on the wall across from resldent o assire Housekeeping and Mintenance provide
room 157 was missing. services neccssary to maintain a sanitary, orderly
R . . . i and comfortable interior.
An interview with the East ng Unit Manager Findings are presented to the Executive Director {ED).
(UM) on 04/24/32, et 1:00 PM, revealed the The ED will follow up with Department Manager,
facility's department heads have assigned areas i.e. Maintenance, Housekeeping responsible for the
within the facility to monitor daily for findings to assure {indings are corrected.
environmental concerns. According to the UM,
when a concern is identified, Maintenance and/or ED/Maintenance Director and Housekeeping/
- Housekeeping was to be notified. Laundry Supervisor will conduct audits 3 x per
] week for 1 month, then 1 x per week ongoing
An interview with the Maintenance Supervisor on door kick plates to assure no rough, protruding
(MS) on 04/24/12, at 3:20 PM, reveaied he had edges, lavatories to assurg no stains and discolor-
not been notified of the rough door edges, ation, toilet bases o assure no rust, Central Shower
discolorad lavatories, or rusty toilet that neaded rooms to assure that all toilets are working, and
attention. The MS stated he was aware thea toilet hallways to assure there are wall coverings.
in the central bath was out of order but had not
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F 253 | Continued From pageé

repaired it. The MS stated he was also aware of
the missing walipaper; however, there was no

i more left of that particular pattern to finish that

‘ section of wall, :

F 281 483.20(k){3)(i SERVICES PROVIDED MEET
58=p | PROFESSIONAL STANDARDS

The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by

Based on ohservation, inierview, record review,
and policy review, it was determined the facility
failed to follow physician's orders for one of
twenty sampled residents (Resident #1).
Resident #1 had a physician’s order for a
gastrostomy tube (G-tube) feeding to be
administered for fwenty-two hours evary day.
However, cbservation and record review cn
D4/24/12, revealed the tube feeding was
observed to be off from 1:56 PM until 6:18 PM,
four Hours and twenty-two minuies. Resident #1
also had a physician's crder dated 03/19/12, for
oxygen to be administered at five liters per minute
by nasal cannula. However, cbservation on
D4/24/12, 04/25/12, and 04/26/12, revealed the
resident was not being administered oxygen at
the rate ordered by the physician.

The findings include:

A review of the facility's pclicy titled "Physician's
Orders/Transcripticn,” dated October 2004,
revealed proper channels of communication
{such as Medication Administration Records,
Treatment Administration Records, and shift

F 253 Department Head findings/audits will be reviewed
monthly by the Performance Improvement (PI}
Committee. Improvements will be made as

indicated. 6-1-12

F 281

L.al Resident #1's physician was notified on 4-21-12
that resident was unhgoked from tube feeding
from 1:56 pm until 6:18 pm. Ncw order ob-
tained to bolus Jevity 1.2 240 ccs to meet
dietary needs. Bolus was completed and tube
feeding resumed per physician's order. No
adverse effects noted.

1.b.} Resident #1's physician was notificd on 4-26-12
that resident's oxygen flow was not set per
physician's order on 4-24-12, 4-25-12 and
4-26-12. New order obtained to resume

oxygen per nasal cannula @ 5 liters. No adverse
effects noted.

2.7 100% audit of all physician orders written in the

last 90 days were completed by the DON, ADON,
MDS Coordinators on 3-3-12 to ensure all physician|
orders were being followed.

2.8. | 100% audit was completed on 4-27-12 by the
Unit Manager for all residents receiving tube
feeding to ensure all tube feeding was being
administered per physician's order. No problems
noted. :

2.b. | 100% audit was completed by the Unit Managers
on 4-27-12 for all regidents with orders for
oxygen administration to ensure all oxygén was
being administered per physician's order. No
problems noted,
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F 281! Continued From page 3 F 281 An inservice was 001.1ductcd by the Staff
rt d by the facility to ensure 3 Development Coordinator on 4-27-12 for
report) were used Dy he 1act " | all licensed Nursing staff related to following
accurate delivery of medications and treatments | ohvsician’s orders
to all residenis. The policy aiso reveaied Py '
observation, audits, and manitoring would be . .
‘ - - All telephone orders are reveiwed daily,
performed randomly to ensure compliance with _
safety : - Monday through Friday by the DON, ADON,
' , MDS Coordinator, Rehab Manages and Unit
A review of the fécifity’s policy titted "Tube Managers to ensure physcian orders are being
Feeding administration,” dated October 2004, implemented and followed.
revealed tube feedings would be administered as _ _ _
ordered by the resident's physician. All resident charts will be reviewed by the
DON, ADON, MDS Coordinator and Unit
An interview conducted on 04/26/12, at 4:30 PM, Managers monthly with physician
with the Director of Nursing {DCN), revealed the order change over to ensure orders were
[ facility did not have a policy related specifically to implemented and followed.
- OXygen administration. 3.a. | Aninservice was conducted by the Staff
. . . Development Coordinator on 4-27-12 for all
Areview of the medical record for Resident #1 ficensed Nursing staff, Rehab staff, and CNAs
revealed the_,- fac'm‘sy admitted. the resident on related to tube feeding administration and
: 08/27/1 D; W!th dlagnoses'that include Chronic communication to licensed staff of any resident
\ O_DStrUthe PuEmon ary Disease, Colronary Artery returning to a room unhooked from tube feeding.
Disease, Vitamin Deficiency, Anemia, and
Decubitus Ulcer. 3.b. |An inservice was conducted by the Staff
Development Coordinator on 4-27-12 for all
Areview of a significant change Minimum Data licensed staffrelated to oxygen administration per
Set (MDS) for Resident #1 dated 03/25/12, “iphysician's ordet.
revealed the facility assassed the resident to have 4. Audits will b eted by the DON. ADON
moderately impaired cognition. ' - jandits will be completed by the DK, :
and MDS Coordinator daily, Monday through
Areview of the physician's orders for Resident #1 Friday ongoing for all physician telephone
d'ated 03/20/12, revealed Speech Therapy was fo orders to ensure implementation of the order.
treat the resident five times a week for twelve The DON, ADON and MDS Coordinator will
weeks for swaliowing therapy and neuromuscular audit 5 resident charts comparing orders to care being
glectrical stimulation (NMES). provided, weekly x 4 weeks, then 5 resident charts
o : : o monthly x 4 months to ensure the implementation
Areview of the physician's orders for Re5|der:|t #1 of the physician orders are being followed. The
reveal‘?d an OrF’er dated 04/01/12, for the res;,qent results of the audits will be reviewed in the monthly
to receive nothing by mouth and the enly nutrition Performance Improvement (PT) Committee meeting.
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F 281 | Continued From page 4 ' F 281 _
the resident would be receiving was by 4.a.| Physician orders for all new admit and readmit
gastrostomy tube. A review of the physician's residents receiving tube feeding will be reviewed
orders also revealed a telephone physician's daily, Monday through Friday, in the Clinical
order daied 04/02/12, for Jevity 1.2 (1.2 caiories Meeting by the DON, ADON, and MDS
per milliliter) nufrition to be administered at 55 | ' Coordinator to ensure all tube feeding is being.
milliliters per hour by gastrostomy tube for 22 : | administered per order, care plan and care guides
hours every day. updated. ‘
Areview of the Speech Therapy Treatment Note ! Audits will be completed by the DON, ADON,
for Resident #1 dated 04/24/12, at 1:56 PM, and MDS Coordinator daily, Monday through
revealed the resident was in therapy receiving Friday x 4 weeks, weekly x 4 weeks, then
speech therapy at that time. monthly x 4 months on all residents receiving
) tube feeding to ensure tube feeding is being

Observation of Resident #1 on 04/24/12, at 3:20 administered per order. The results of the audits
PM, in the Therapy Department reveated the ‘ will be reviewed in the monthly Performance
resident's tube feeding had been disconnected Improvement (PI) meeting. Revisions will be
from the resident and was not being made o the systems as indicated.
administered. 4.b. | Physician orders for all new admit and readmit

¢ residents receiving oxygen will be reviewed |
Additionzl pbservatipns were conducted of daily, Monday through Friday in the Clinical g
Resident #1 in histher bedroom on 04/24/12, at Meeting by the DON, ADON and MD$ ;
4:35 PM, 5:10 PM, 5:40 PM, 6:00 PM, and 6:15 Coordinator to ensure all oxygen is being
PM, and revealed the tube feeding continued to administered per order, care plan and care guides
be disconnected from the resident and was not updated.
being administered. ‘ Audits will be completed by the DON, ADON,
Observation on 04/24/12, at 6:18 PM, revealed an.d MDS Coordinator daily, Monday through

. ! Friday x 4 weeks, weekly x 4 weeks, then monthly

Licensed Practical Nurse (LPN) #5 reconnected x 4 months on all residents receiving oxygen to

the tube feeding and programmed the tube i -~ being administered 4
feeding to be administered at 55 millliters per ’ EMSUI® OXYEEN '8 DEINE aciiisieret per ardet

: \ 3 The results of the audits will be reviewed in the
hour through the resident's gastrostomy tube. 5 monthly Performance Tmprovement (PT)

Committee meeting. Revisions will be made in .
the systems as indicated, 6-1-12

An interview was condUcted on 04/24/12, at 7:.45
PM, with LPN #5 and revealed she was
responsible for the care of Resident #1 on
04/24112, from the hours of 3:00 PM to 11:00 PM.
The LPN stated the resident had been taken to
the Therapy Department on 04/24/12, prior to her
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coming on shift and she was unaware the
resident had returned to the room because the
speech therapist had failed to nofify her when the
resident was brought back 1o the unit. The LPN
stated she had bean very busy and had not
checked the resident's rcom to see if he/she had
returned from therapy, The LPN stated the
resident was usually only gone about an hour and
she had not thought to call to check with Therapy.

An interview conducted with the Speech
Language Pathologist (SLP} on 04/25/12, at 8:45
AM, revealed the resident's tube feeding was
disconnectad by the nursing staff and the resident
was then brought to the Tharapy Department by
the SLP. The SLP stated she does not usually
notify the nurse when she brings a resident back
to their room and had not notified the nurse when
she returned the resident to the room. The SLP
stated the resident had been in therapy unti
around 4:00 PM, when the SLP stated she
returned the resident to his/her room and had not
notified the nurse of the resident's return,

An interview conducted on 04/26/12, at 6:05 PM, |
with the Director of Nursing (DON) revealed it

' was the responsibility of the nurses to ensure
"1 residents were provided the care they required.

The DON stated nurses were expected to make
rounds on the residents at least every two hours.
In addition, the DON stated Therapy staff was
expected to notify the nurse after returning a
resident to their room.

Continued review of Resident #1's medical record
reveaied an order dated 03/19/12, for oxygen to
be administered at 5 liters per minute by nasal

:cannuia. However, observation of Resident #1

(%) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION xs)
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F 281 Continued From page 6 F 281

on 04/24/12, at 12:37 PM, 3:20 PM, 4:35 PM,
5:10 PM, 5:40 PM, 6:00 PM, and 6:15 PN,
revealed oxygen was being administered at 4.5
liters per minute by nasal cannula.

Observation of Resident #1 on 04/25/12, at 9:05
AM, revealed oxygen was administered at 4 liters
per minute per nasal cannula. In addition, -
observation conducted on 04/25/12, at 10:30 AM,
11:20 AM, 2:15 PM, and 3:20 PM, and ¢n
04/26/12, at 8:00 AM, 10:15 AM, and 11:35 AM,
revealed the residen{'s oxygen was baing
administered ai 4.5 liters per minute by nasal
cannula.

An interview conducted with LPN #5 on 04/25/12,
at 5,00 PM, revealed she had provided care to
Resident #1 on the day shift on 04/24/12,
04/25/12, and 04/26/12. LPN #5 acknowledged
she had failed to ensure the resident's oxygen
was administered at § liters per nasal cannula as
prescribed by the physician. The LPN stated she
had conducted observations of the resident at
east every two hours and had failed to cafch the
errar.

An additional interview conducted with the DON
on 04/26/12, at 6:05 PM, revealed nurses were
responsible to ensure oxygen was defivered in
accordance with physician's orders. The DON
stated she makes rounds daily on every resident
| t0 ensure they are being provided the care they
reguire but failled to identify the resident's oxygen
was het administered in accordance with the
physician’'s ordar, The DON stated she did not
know why the error had not been found. ;
F 282 | 483.20(K)(3)(l)) SERVICES BY QUALIFIED F 282
3s=F | PERSONS/PER CARE PLAN
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1. i Resident #1's hipsters were placed on resident on
The services provided or arranged by the facility ; 4-26-12 to match care plan and care guide.
must be provu.:ied by quah.fled PETSONS In Resident #9's pad alarm was placed in use on
accerdance with each resident’s written plan of : )
: 4-25-12 to match carc plan and care guide.
care. _
’ The Staff Development Coordinator inserviced
i . . ! all Nursing staff related to assistanée required for
gh'is REQUIREMENT is not met as evidenced toilet use and transfers per care plan and care guide
Y- " R . . for resident #9 on 4-27-12. :
Based on observation, interview; record review, . ;
and review O_f facility pOI_!CIeSJ it was ‘_jetermmed The Staff Development Coordinator inserviced
the faciiity faﬂe,d to provide services in all Nursing staff related to assistance required for ' ,
accordance with four of twenty sampled ) )
. . ‘ - . transfers for resident #3 and #15 per care plan i
residents’ written plan of care. The facility failed nd care auides on 4-27-12
to ensure two staff persons assisted Resident #8 4 glices :
with toilet use and failed to ensure the resident l.a.! Care plans for residents #9, #3, #15 and #1 were
was utilizing a pad alarm for the resident's reviewed by the DON and ADON on 4-27-12 to
wheelchair and bed. Resndent #9 sustained three ensure appropriate inferventions were in place.
falls, two when the resident attempted to transfer ,
. . These care plans were found to be appropriate
independently, and one when the resident was based o the needs of the resident
left on the toflet unsupervised. The facility also ascd on the needs ol the residents.
failed to Implement care plans for Residents #3 . _ .
: 2.1 1008 esident’ :
and #15 related to the number of staff required 1007 andl of sl et carepte v
when transferring the residents. The facility completed on 3-16-12 by the DON, can, ?
assessed and developed a care plan that Unit Managers, and ADON to ensure ;
required tWO Staﬁ: persons to transfer the approprlatc interventions were in pl&CC to
residents. Observation on 04/26/12, revealed reflect the care provided to the residents and that . '
staff failed to assist Resident #15 with transfers the care plans arc being implemented and followed.
and interviews with staff revealed the resident No problems noted.
could transfer independently. On 04/19/12, staff - ‘ _
transferred Resident #3 with the assistance of 3.| Alllicensed staff and Certified Nursing
one staff member. Residen: #3 fell and sustained Assistants were inserviced on 3-2-12 by the
skin tears (refer to F323). The facility also failed | Staff Development Coordinator related to the
to ensure Resident #1's care plan for hipsters implementation and following of resident's
was implemented. ‘care plans. '
The findings include:
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Areview of the Resident Care Plan Policy,
revised December 2008, revealed the resident
care plan was a brief written portrait of the
resident and an individualized guide of the
nursing care needed. The care plan policy stated
the essentials of an overall plan of care included
“the identification of probfems and needs,
objectives or goals, and methods, approaches, or
plan: description of what is actually going to be
done for, to, or with the resident in order to
achieve the goals.

A review of the Daily Care Guidelines {undated)
revealed the guidelines were a communication
fool to communicate accurate information to the
certified nursing assistants relative to maintaining
continuity of care for resident and address
facility-specific information.

Interview with the Director of Nursing (DON} and
the Rehabilitation (Rehab) Manager on 04/26/12,
at 4.50 PM, revealed on a2 monthly kbasis
department heads audited a specific number of
resident care plans/guides to ensure care was
being implemented as planned.

1. Observation of Resident #9 on 04/24/12, at
B:05 PM, revealed he/she was sitting on the floor
in the bathroom of the resident's room. The
resident stated hefshe attempted to get off the
toilet unassisted and when he/she reached for the
wheelchair, the wheelchair slid causing the
resident to fall. There were ne alarms sounding
in the resident's room. Observation revealed a
pad alarm (pad for the seat of a chair or bed that
alarms when there is no pressure on the pad)
was not being utifized for the resident.

_and Unit Managers daily, Monday through

X4 D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
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. : CEFICIENCY)
F 282 | Continued From page 8 F 282

All care plans for new admit and readmit
residents will be reviewed daily, Monday through
Friday in the Clinical Meeting by the DON,
ADON, and MDS Coordinator to-ensure
appropriatc interventions are being implemented
based on the needs of the residents and being
followed. The DON, ADON, and MDS
Coordinator will audit 5 resident care plans weekly
x 4 weeks, then 5 resident care plans bi-weekly x
4 weeks, then 5 resident care plans monthly x 4
months, to ensure approbriate interventions are
being implemented based on the needs of the
residents and being followed as listed on the care
plan and care guide. The results of the audits

will be reviewed in the monthly Performance
Improvement (PI} Committee meeting,

Revisions will be made to the systems as
indicated.

Audits will be completed by the DON, ADON,

Friday x 4 weeks, weekly x 4 weeks, then
monthly x 4 months on all residents with

care plans requiring a 2 person assist transfer
to ensure appropriate interventions are being
implemented and followed. The results of the
audits will be reviewed in the monthly
Performance Improvement (PI} Committes
meeting. Revigions will be made to the

systems as indicated. 6-1-12

FORM CMS-2567(32-99) Previcus Versions Obsolete Event ID:11ZL11
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| at 10:35 AM, revealed SRNA#S was placing a

‘with SRNA #9 revealed the resident "used to have

Continued From page 9

A review of Resident #9's care plan initially dated
03/08/10, and revised March 2011 revealed the :
facility identified the resident was at risk for falls.
The care plan revealed siaff was required io
assess the rasident's need for
assistive/supportive devices, instruct the resident
on appropriate use of assistive/supportive
devices, and maintain the resident's environment
free of clutter and safety hazards,

A review of the Daily Care Guide for Resident #9
revealed staff was required to check the alarming
bed/chair pad for placement and proper
functioning every shift and as needed. The care
guide further revealed Resident #9 required
assistance of twe staff persons for
mobility/transfers.

An interview with Resident #9 on 04/25/12, at
9:48 AM, revealad the resident did not have a pad
alarm in the wheelchair and had not had one
since the resident first came to live at the facility
approximately two years ago. ‘

Further observation of Resident #9 on 04/25/12,

pad alarm in the resident's wheelchair and had a
pad alarm for the resident's bed. An interview

cne [pad atarm],” but the wires on the alarm -
became frayed and were taken out of the
resident's wheefchair. The SRNA stated it had
"been a long time" since the resident had an
alarm in the chair. "Since {the resident] first came
in | guess," the SRNA stated. The SRNA further
siated the resident had lived at the facility for
approximately two years.

F 282
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Interviews with State Registered Nursing
Assistants (SRNAs) #16 and #17 on 04/25/12, at
10:40 AM, and SRNAs #18 and #19 on 04/25/12,
at 415 PM, revealed the resident used to have a
pad alarm for the chair and bed, but it had been
months since the alarm had been used.
Licensed Practical Nurse (LPN) #1 on 04/25/12,
at 4:12 PM, revealed Resident #9 had not utilized
a pad alarm since at least September 2011. An
interview with LPN #5 on 04/26/12, at 5:10 PM,
revealed Resident #9 had not had a pad alarm for
the bed or wheelchair since March 2012

An interview was conducted with |.PNs #9 élnd

#10 on 04/26/12, at 10:40 AM. LPN #10 was

aware the resident was required fo have a pad
atarm, but the wires on the alarm became frayed
and the facility had to order a new alarm. |.PN
#10 stated the pad alarm should have been
discontinued.  According to SRNA#16 on
04/26/12, at 11:50 AM, the SRNA was aware
Resident #9's care plan required the resident to
have a pad alarm, but the resident had not had
one in months. The SRNA stated she was not
sure why the resident did not have a pad alarm.

Interview with the DON and Rehab Manager on
04126/12, af 4:50 PM, revealed they investigated
the falt sustained by Resident#1 on 04/24/12,
and during the investigation realized Resident #9
was not utifizing a pad alarm for the bed/chair.
The DON stated she was not aware how iong the
resident's pad alarm had not been on the
resident's bed and chair.

Further review of Resident #9's care plan initiaily
dated 03/08/11, and revised March 2011 revealed

1the facility identified the resident was at risk for

F 282
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falls and required staff {o give verbal cues and
reminders not to ambulate or transfer without
asgistance. Areview of the Daily Care Guide for
Resident #9 revealed two staff persons were
required to prompt and assist the resident with
toileting every two hours and as needed.

Further review of nursing fall assessments for
Resident #9 revealed the resident fell on
02/10/12; when SRNAs took the resident to the
bathroom toilet, the resident fried to stand up, and
slid down to the floor. A review of the faciiity's
investigation dated 02/10/12, revezlied a SRNA
assisted the resident to the bathroom and
instructed the resident to pull the call ight when
he/she was finished. The investigation further
revealed the resident aftempted to stand without
assistance and fell on the bathroom floor. There
was no evidence the facllity took action to ensure
Resident #9's care plan was implemented and
assistance was provided with toileting.

Further observation of Resident #9 on 04/26/12,
at 10:30 AM, with LPN #9 revealed the resident
was in the bathroom, on the toilet, in the
resident's room without staff assistance. The
resident was bending forward, leaning off the
toilet, with a urine collector in his/her hand. An
interview with LPN #9 revealed staff had assisled
the resident to the toilet and the resident would
ring the call light when he/she was finished.

Interview with SRNA #9 on 04/26/12, at 12:40
PM, revealed she anc another SRNA had
fransferred Resident #9 to the toilet sarlier that
morning. The SRNA left the resident on the toilet
and instructed the resident to ring the call light
when he/she was finished. SRNA#9 stafed she
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was not sure what the resident's care plan stated
about assisting the resident with toileting. After
the SRNA reviewed Resident #9's care gLide, she
stated the care guide did hot state how much
assistance Resident #8 required for toileting.

An interview with SRNA#18 on 04/26/12, at 11:50
.| AM, revealed Resident #9 was not safe to
transfer independently and should not be alone in
the bathroom by his/her salf.

- An interview with the DON and Rehab Manager
on 04/26/12, at 4:50 PM, revealed the facility was
aware staff was leaving Resident #9 in the
bathroom without staff assistance and had not
identified that the resident being left alone on the
toilet was a concern, even though the resident
was assessed to reguire the assistance of two
staff persons with toileting and the care guide
stated staff was required tc assist the resident
with toileting.

2. Areview of Resident #3's care plan dated
04/08/12, ravealed the facility deveioped a care
plan refated to the resident’s impaired physical
functioning. The care plan revealed the resident
required the assistance of one to two staff
persons for transfers and ambulation.

! Areview of "Nursing Assessment of Fall" dated

| 04/19/12, at 12:55 PM, revealed a SRNA (State
Registered Nursing Assistant) was atiempting to

i transfer Resident #3 from wheelchair to bed. The
resident lost his/her balance and was assisted to
the floor by the SRNA. The resident sustained
three skin tears to the left arm. '

Areview of the incident Follow-Up and
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i Recommendation Form signed by the Director of
i Nursing and the Administrator on 04/23/12,
revealed Resident #3 was being fransferred from
the chair to bed when the resident lost his/her
balance and was assisted to the floor by @ SRNA.

Areview of Resident #3's daily care guide dated-
04/25/12, at 6:35 AM, revealed the resident
required the assistance of two staff persons for
transfers and mobility (walking).

Observation of Resident #3 on 04/24/12, at 2:00
PM and 5:00 PM, and 04/26/12, at 10;30 AM,
revealed the resident had a dressing to the left
lower arm and steri-sirips on the resident's left
hand. Interview with Licensed Practical Nurse
{LPN} #10 on 04/26/12, at 10:30 AM, revealed the
resident sustained the skin tears as a resuli of a
fall. :

An interview with PN #5 on 04/26/12, at 5:10
PM, revealed Resident #3 required the
assistance of two people whén transferring
bacause the resident was weak.

Interview with SRNA#20 on 04/26/12, at 5:08
PM, revealed she was assisiing Resident #3 from
the wheelchair to bed when the resident's knees
"buckled” and the resident fell. The SRNA stated
she tried to catch the resident, but the resident's
anm, hit the side rail on the bed causing the skin
tears to the resident's arm. SRNA#20 further
stated that at the time of the fall, staff was
transferring the resident with the assistance of
one staff member. But after the resident fall, they
decided two staff members needed to assist the
resident. The SRNA stated she was "pretty sure”
the resident care guide stated one person was
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required when transferring Resident #3.

Interview with the DON and the Rehabilitation
Manager on 04/26/12, at 4:50 PM, revealed the
DON was aware only one staff member was
transferring Resident #3 when the resident fell,
but did not identify this as a concern because the
resident’s care pian stated one to two staff
members were required for transfers. The DON
stated some days the resident may require ftwo
staff members and it was up to the SRNAs to
decide how much assistance the resident
required. The DON was not aware the Daily Care
Guide for Resident #3 required two staff
members to assist the resident.

3. Areview of Resident #15's care plan inttially
dated 08/02/11 and revised 04/19/12, revealed
the fanility identified the resident was at high risk
for falls and required assistance with Activities of
Daily Living {ADLs). The care plan stated the
resident required one to two staff members for
toilet use, the resident was high risk for falls, and
the resident required encouragement to use the
call light for assistance.

Areview of the Daily Care Guide revealed
Resident #15 required the assistance of two staff
members for mobility, transfers, and toilet use.

Ohservation of Resident #15 on 04/26/12, af 5:24 ©

PM, revealed the resident transferred
independently from the bed and walked to the
bathroom. The resident was observed o hold on
to objects as he/she walked to the bathroom.
The resident statad he/she could get up alone.

Interview with LPNs #4 and #5 on 04/26/12, at
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Continued From page 15

5:26 PM, revealed Resident #15 could transfer
independently and go to the bathroom alone.

Interview with the Rehab Manager on 04/26/12, at
8:00 PM, and SRNA#21 on 04/26/12, at 7:39 FM,
revealed Resident #15 could walk without
assistance. SRNA #21 stated if the resident
needed assistance te go to the bathreom, he/she
would ring hisfher call light, otherwise, the
resident could go to the bathroom independently.

Interview with the DON and nurse consuliant on
04/26/12, at 7:30 PM, revealed Resident #15
required one to two staff persons for transfers per
the resident's care plan, but the DON believed the
resident had improved since admission and could

| transfer and ambulate independently. However,
| an interview with the MDS Coordinator on

04/26/12, at 8:00 PM, revealed that based on the
ADN. tracking for 04/10-16/12 (the assessment
reference period), the facility wouid continue fo
assess the resident to need extensive assistance
of two staff persons for transfers, ambulation, and
toilet use.

4. Areview of a nursing assessment compleied
after a fall Resident #1 sustained on 04/10/12, at
5:00 PM, revealed the resident had falien out of

| bed while turning in the bed. Docurnentation in

the assessment revealed the resident sustained a
hematoma to the right side of the head and a skin
tear to the left upper arm. Areview of the
comprehensive care plan for Resident #1
revealed the care plan had been updated on
04/10/12, to include an intervention for the
resident to have "hipsters” (hip protectors) on at
afl fimes.

F 282
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A review of a Daily Care Guide dated 04/16/12,
and utilized by the staff to identify care needs of
Resident #1 revealed the resident was required to
have hip protectors on at all times.

Observation conducted on 04/24/12, at 6:55 PM,
revealed State Registered Nursing Assistants
(SRNAs) #14 and #16 provided incontinence care
for Resident #16. Observation of the resident
during the incontinence care revealed the
"hipster" was not utilized for Resident #5.

An interview conducted with SRNA#16 on
04/24112, at 7;30 PM, revealed she was reguired
to check the Daily Care Guide at least every shiit
fo find what care was required by the residents.
The SRNA acknowledged "hipsters" had been
identified on the daily care guide for Resident #1,
and stated she had forgotten to put them on the
resident.

An interview conducted with SRNA#14 on
04/25/12, at 3:30 FM, revealed the SRNAwas
aware Resident #1 should have had hipsters on.
The SRNA stated she was expected to check the
Daily Care Guide at the beginning of her shift to
find the information regarding the care that was
required by the residents. The SRNA stated she
was unsure why she had not put the hipsters on
the resident.

An interview conducted with Licensed Practical
Nurse (LFN) #5 on 04/24/12, at 6:20 PM,
revealed the SRNAs were reguired to check the
Daily Care Guide at the beginning of every shift.
The LPN stated she also checks the Daily care
Guide as well as the comprehensive cars plan. .
The LPN stated Resident #1 should have had

i
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| hipsters. The LPN stated she was required o
make rounds at least every two hours to ensure
| the residents were being given the care they
!'required, but failed to identify that the resident did
not have hipsters on., '
An interview conductied with the Director of
Nursing (DON} on 04/26/12, at 6:05 PM, revealed
nurses wera required to check the
comprehensive care plan and the Daily Care
Guide every day. The DON also revealed the
SRNAs were also required to check the Daily
Care Guide at the beginning of every shift to
ideniify the care needs of each resident. The
DON revealed the nurses are expected to make
rounds at least every two hours ie ensure the
residents are getting the care they require. The
DON stated she makes rounds on every resident
daily to ensure they are getting the care they
require. The DON stated Resident #1 should
have had hipsters on and was unsure why the
nurse had not identified the problem.
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309
s8=D | HIGHEST WELL BEING l.a.| Resident #6 was started on antibiotic and cough
syrup on 4-21-12 for upper respiratory infection.
Each resident must receive and the facility must Restdent exhibited a cfhange in condition on
provide the necessary care and services to attain 4.24-12. Resident was assessed by the Unit
or maintain the h]ghESt practicabie physical1 Manager and ph‘ysician wag notified and an order
mental, and psychosocial well-being, in reccived to send the tesident to the hogpital for an
accordance with the comprehensive assessment evaluation. Family was notified.
and plan of care. Resident returned to facility on 5-6-12.
Resident #6 care plan was updated to reflect
aspiraton precautions. A care plan was implemen-
This REQUIREMENT s not met as evidenced ted regarding resident #6 not adhering to aspiration
by: precaution recommendations. ‘
Based on observation, interview, and policy
review, the faclility failed io ensure appropriate -
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revealed the staff was to support the resident by
placing a belt around the resident's waist to hold
and steady the resident. Further review of the
facility's Body Mechanics/Transfer Training
Demonstration Checklist, dated 11/01/08,
revealed staff was to demonstrate appropriate
transfer techniques using a gait beit or
mechanicat lift. The Checklist was to be initialed
by the staff member to denote he/she had been
instructed on proper procedures, proper use of a
gait belt, and not lifting residents under their ’
arms/pulling on arms. According to the Checklist,
this is to be compieted upon hiring and annually
thereafter.

An interview with the Director of Nursing (DON)
; and Rehab Manager on 04/26/12, at 4:50 PM,

revealad when new SRNAs were hired, Therapy

| in-serviced them on proper transfer technigues

Staff Development Coordinator and the Speech
and Language Pathologist for all licensed stafT,
Rehab staff, and Certified Nurse's Assistants
related to aspiration precautions and facility's
revised system for identifying all residents with
aspiration precautions. Once an order is written
for a resident to have aspiration precautions, the
Nursing staff will place a blue bracelet on the
resident, implement a care plan with appropriate
inferventions, and place on the resident’s care
guides. If the Speech and Language Pathologist
recommends any precautions other than standard
aspiration precautions, they will develop a
functional maintenance plan and all staff will be
educated on it. The plan will be placed in the
Restorative Plan Binder for easy access fo all
staff.
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transfer techniques were utilized for two of twenty 1b. | Head to toe assessment was completed on resident
sampled residents {Residents #9 and #11). Staff #9 and #11 by the Unit Manager on 4-27-12 and
was observed to transfer Residents #3 and #11 no adverse effects noted related to Certified
without utiiizing gait belts and by lifting the Nurse's Assistant not utilizing gait belts during
residents under their arms. In addition, based on transfers. DON interviewed all CNAs o ensurc
the facility's policy on Aspiration Precautions and that gait belts were available for use and in use
a Speech and Language Pathologist’s (SLP) when assisting residents that require gait belts.
recommendations for Aspiration Precauticns for '
Resident #6, the physician had ordered Aspiration 2.a. | 100% audit was completed by the DON and ADON
| Precautions to be utilized for the resident. and Unit Managers on 4-27-12 to ensure all
| Resident #6 was observed to be feeding herself residents with an order for aspiration precautions
unsupervised, and the resident's Head of the Bed were followed per facility policy. No prablems
(HOB) was not elevated per SLP noted.
recommendations. 2.5, | 100% audit was completed by the Unit Managers '
R , on 4-27-12 to ensure all regidents with an order
The findings include: for a 2 person assist transfer were being followed
A review of the facility's Assisting Resident from izrteﬁmmy policy uuhzmg gait belts. No problems
Chair to Bed Policy/Procedure, no date given, ‘
3.a. | An inservice was conducted on 4-30-12 by the
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and the new staff had to compiete a 3.b. | An inservice was conductad on 4-30-12 by the
demonsiration of fransfers. According to the Staff Development Coordinator for all licensed
DON, i a resident required extensive assistance Nursing staff and Certified Nursing Assistants
of two staff persons for fransfers, some of the related to the facility policy on gait belt
residenis would require a gait belt for steadying utilization for a 2 person assist transfer.
the resident. The DON stated if a resident
required a gait beit, it-would be documentsd on 4.a. |Physican orders for all new admit and readmit
the resident's care guide as a need. According to residents with an order for aspiration precautions
the Rehab Manager, staff should not pull on will be reviewed daily, Monday through Friday
residents’ arms. in the Clinical Meeting by the DON and ADON to
ensure ail residents with aspiration precautions arc
Araview of the facility's Policy for Aspiration identified per facility's revised system and -
Precautions, dated June 20086, revealed residents aspiration precautions are being followed per order,
placed on Aspiration precautions were to be care plan and care guides updated and revised
supervised during all intake, the resident's bed as indicated. '
should be positioned upright, to a 90-degree
angle, for alf intake, and the resident was to be Five andits will be completed by the DON, ADON,
reminded to take smail bites of foed and small and Unit Managers daily, Monday through Friday
sips of water. x 4 weeks, weekly x 4 weeks, then monthly x
# months on ali residents with order for
1. On 04/24/12, at 1:00 PM, two State Registered hspiration precautions to ensure the precautions
Nursing Assistanis (SRNAs) were observed to hre being fotlowed by the staff, care plan and care
transfer Resident #11 from a chair fo the bed, guides are revised as indicated.
! The staff was observed ta lift the resident from .
| the wheeichair by placing their arms under The results of the audit will be reviewed in the
' Resident #11's armpits and holding the waistband monthly Perforinance Improvement (PT}
! of the resident's ciothing to assist the resident to Committee meeting. Revisions will be made to
the bed. the system ag indicated.
interview with State Registered Nursing Assistant
#3 (SRNA) on 04/26/12, at 10:37 AM, revealed
SRNAs were to review each resident’s care guide
that nad been developed by staff to identify
transfer needs for each resident. SRNA#2
stated she did use a gait belt to assist a resident
to walk, but not at other times.
An interview with SRNA#2 at 10:40 AM on ; J
| %
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04/26/12, revealed she did not use a gait belt to 4.b.

assist residents and stated, "|t's [gait belt] in m
car.” -
An interview with SRNA #4 on 04/26/12, at 10:45
AM, revealed SRNA#4 asked other SRNAs fo
assist if a resident required total care. SRNA#4
also stated she did not utilize a gait belf to assist
residents with transfers.

2. Observation of Resident #9 on 04/26/12, at
10:30 AM, revealed the resideni was on the toilet
in the resident's bathroom. SRNAs #16 and #8
were observed transferring Resident #9 from the
toilet by puliing the resident by the resident's
arms. Once the resident was off the toilat, staff
held the resident's shirt and underneath the
resident's arms fo transfer the resident to the
foilet.

A review of Resident #8's Annual Minimum Data
Set (MDS) assessmeant signed as complete on
07/13/11, and quarterly MDS assessment signed
as complete on 03/19/12, revealed the facility
assessed the resident to require extensive
assistance of two or more peogple for transfers
and walking in the resident's room.

A review of Resident #9's Daily Care Guide
reveated the resident required the assistance of
{ two staff members for fransferring and mobility.

Interview with SRNA #39 cn 04/26/12, at 11:40 PM,
revealed the SRNA "got under [Resident #9's]
arm" to help puli the resident up off the toilet. The
SRNA stated she did not use a gait belt to
transfer the resident, but should have. The SRNA
was observed opening a new gait belt and placing

When the care plans are completed on new admit ‘
and readmit residents the MDS Coordinator will
bring care plans to the daily Clinical Meeting,
Monday through Friday, to review for identifica-
tion of residents requiring 2 person assist.

*| transfers, to ensure care guides are updated and
followed to reflect resident needs per facility .

policy.

Five audits will be completed by the DON, ADON,
and Unit Managers daily, Monday through Friday

x 4 weeks, weekly x £ weeks, then monthly x 4
months on residents with a care plan for a 2 person
agsist transfer to ensure gait belt utilization per
facility policy. The resuits of the audits will be
reviewed in the monthly Performance Tmprovement
(PI) Committee meeting. Revisions will be made
to the systems as indicated. . 6-1-12
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it around her waist.

An interview with SRNA#16 on 04/25/12, at
10:40 AM, revealed the SRNA would use a gait
belt to assist with transferring residents. SRNA
#16 stated the resident's care pian should state
whether or not the resident required a gait beit.
At that time, SRNA #16 stated her gait belt was in
her locker. Further interview with SRNA#16 on
04726112, at 11:50 AM, revealed she had assisted
Resident #2 with transferring, but did not use a
gait belt because she was told the resident was
on the toilet unassisted, so she (SRNA#16)
hurriedly went in to assist the resident without a
gait belt. '

3. Areview of the physician's-orders dated
04/01/12, revealed Resident #6 was to be on
Aspiration precautions and the head of the
resident's bed was to be elevated at all times.

The physician's orders also revealed Resident #5 |

was never fo be left lying flat. In addition, a
review of the care plan dated 09/01/11, for
Resident #6 revealed the head of Resident #6's
bed was to be elevated at all times. The care
ptan also indicated the resident was on safe
swallowing precautions and compensatory
strategies wers to be utilized.

Observation of Resident #6 on 04/24/12, during
breakfast and lunch revealed Resident #1 ate
breakfast and lunch in his/her room. Facility staff
was not observed in attendance during these
meals. The head of Resident #6's bed was
observed to be elevated at a 15-degree angle at
11:30 AM. Additional observations wers
conducted at 12:00 PM and 2:15 PM. At 12:00

PN, Resident #6 was observed to be eating
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unattended with the head of the hed flat. At2:15
PN, Resident #5 was observed to lying in bed
with the head of the bed slightly elevated at 15
degrees.

An interview conducted with LPN #9 on 04/24/12,
at 10:00 AM, revealed Therapy staff was to notify
Nursing if a resident required aspiration -
precautiions.

An interview was conducted with the Speech and
Language Pathologist (SLF) on 04/25/12, at
11:00 AM. The SLP stated the Therapy
Department was responsible to provide staff
education for swallowing precautions. The SLP
stated Resident #8 was alert and orienied and
had received education refated to precautions at
meals. The SLP stated once the evaluation and
aducation was complete, Therapy staff did not
monitor the resident's compliance.

An interview was conducted with the Social
Services Director on 04/25/12, at 1:25 PM. The
Social Services Director stated that different
disciplines would receive different education in

! relation to the staff's educational needs. The

! Social Services Director stated if agpiration
precautions were not followed with a resident
requiting aspiratior: precauticns, it could result in
the resident's death or pneumonia.

An interview was conducted with SRNA#9 ¢n
04/25/12, at 11:00 AM. SRNA #9 stated the head
of Resident #6's bed was o be elevated when the-
resident was eating.

An interview was conducted with SRNA#10 on
04/25112, at 11:15 AM. The SRNA stated staff
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was required to monitor residents identified to be
ai risk for aspiration for signs/symptoms of
choking during meals. SRNA#10 stated that
he/she was unaware Resident #5 was at risk for
aspiration.

An interview was conducted with SRNA#12 on
04/256/12. SRNA#12 stated Resident #6 was to
receive small bites of food during meals and the
head of Resident #6's bed was to be elevated 80
degrees after meals. SRNA#12 stated resident
care guides informed staff of the required
treatments/compensatory techniques to be
utilized during and after the resident's meal time.

An interview was conducted with SRNA #6 on
04/25/12, at 4:00 PM. SRNA#E stated residents
on swallowing precautions should have their beds
elevated at a 45 degree angle after the resident
finished a meal. SRNA#5 stated the staff was to
monitor each resident during mealtimes.

An interview was conducted with SRNA#1 on

04/25/12, at 4:30 PM. SRNA #1 stated staff had
received education on swallowing precautions
and there were three residents on swallowing
precautions.

483.25(c) TREATMENT/SVCS TG
PREVENT/HEAL PRESSURE SORES

Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
who enters the facility without pressure sores
does not develop pressure sores unless the
individual's clinical condition demonstrates that
they were unavoidable; and a resident naving
pressure sores receives necessary treatment and
services to promote healing, prevent infection and

F 308

F 314
1.b. 1 Resident #1 was assessed on 5-1-12 by the Unit
Manager, no adverse effects were noted related to
treatment record being initialed prior to providing
treatment as ordered and dressing not being intact

per order.

2.a. | 100% audit was completed on 5-1-12 by the DON
and ADON on all residents with physician orders
for wound care to ensure correct hand washing
techniques and gloves changed when needed while
providing wound care. No problemns noted.
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Policy/Procedure, no date given, revealed that ail

' treatments were to be documented and the nurse

was responsible for the administration and the
recording of all treatments according to the
physician's orders.

"1 1. Observations of wound care for Resident #2

on 04/25/12, at 11:15 AM, revealed Licensed
Practicat Nurse (LPN) #7 removed the soiled
dressing from the resident's pressure sofe on the
coccyx with gloved hands, cieansed the wound
on the resident's coccyx, changed gioves, and
applied a clean dressing to the coccoyx wound.
However, the nurse failed to wash her hands
between the glove changes. LPN #7 then applied
skin prep to the resident's heals without washing
hands or changing gloves.

4.a)

Developinent Coordinator on 5-1-12 for all
licensed staff related to providing wound care
prior to initialing treatment administration
record per facility policy.

The DON, ADON, and Unit Managers will audit

hand washing techniques, changing gloves, and
placement of dressings per order to follow facility
policy daily, Monday through Friday x 4 weeks,
weekly x 4 weeks, then monthly x 3 months.

The results of the audits will be reviewed at the
imonthly Performance hinprovement (PT)
Committee meeting. Systems will be updated and
revisions made as indicated,

all residents receiving wound care to ensure piroper
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prevent new sores from developing. 2.b. | 100% audit was completed on all residents
receiving would care by the DON and ADON on
) 5-1-12 to ensure all records were initialed after
This REQUIREMENT is not met as evicenced wound care was completed per facility policy.
by: No problems noted.
Based on observation, interview, record review,
and a review of facility policy, the facility failed to 3.a.| Aninservice was conducted by the Staff Develop- :
ensure two of twenty residents (Residents #1 and ment Coordinator on 5-1-12 for all licensed staff !
#2) received necessary treatment to promote related to hand washing, changing gloves, and
healing and prevent infections of pressure sores. placement of dressing per order when providing
Observations of wound care for Resident #2 on wound care.
04/25/12, revealed staff failed to wash
hands/change gloves between wound treatments. The Staff Development Coordinator will perform
In addition, observations on 4/24/12, revealed random observations of all licensed staff and
staff failed to provide treatment as ordered for new licensed staff upon hire to ensure correct hand
Resident #1. washing techniques, changing gloves, and place-
ment of dressings per order are being followed per
The findings include: facility policy.
A review of the facility's Wound Care 3.b.| Aninservice was conducted by the Staff
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An interview with LPN #7 at 11:30 AM on
04725412, revealed the LPN did not think she
needed to wash her hands after her gloves were
removed because it was not a sterile procedure.
LPN #7 acknowledged she should have washed
her hands and changed gloves before treating
Resident #2's heels.

2. Areview of the medical record for Resident #1
revealed a physician's order dated 03/28/12, 1o
cleanse the area on the resident's left hip with
Hibiclens {antiseptic antimicrobial skin ¢cleanser),
rins& the wound with normal saline, paf the area
dry, and apply a wet to dry dressing. The
procedure was o be performed twice a day.

Cbservation of a skin assessment for Resident
#1 on 04/24/12, at 7:05 PM, with the Unit
Manager for the West Wing and the Assistant
Director of Nursing (ADON) revealed the resident
did not have a dressing as ordered by the
physician on a pressure sore on the left hip.

Areview of the Treatment Administration Record
(TAR] for Resident #1 revealed staff documented
the wound care had been completed on the day
shift of 04/24/12.

An interview conducted with LPN #5 on 04/26/12,
at 4:00 PM, confirmed the treatment had not
been completed prior to the skin assessment
observation. LPN #5 stated she initials/signs the
treatment record prior to the provision of the
treatment and acknowledged the treatment to
Resident #1's hip had not been completed at the
time of the skin assessment on 04/24/12,

An interview conducted with the unit Manger on

4.b. | The DON, ADON, and Unit Managers will audit
all residents receiving wound care to ensure the
wound care i8 being completed prior to the
treatment administratien record being initialed,
daily, Monday through Friday x 4 weeks, weekly
x 4 weeks, then monthly x 3 months.

The results of the andits will be reviewed at the

- monthly Performance Improvement (PT)
Committee meeting, Systems will be updated
and revisions made as indicated.
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prevent accidents (Residents #1, #3, #5, #7, #8,
#9, #11, #13, and #15). The facllity failed tc have
an effective system io thoroughly investigate falls
to determine the possible cause/contributing
factors of each fall and failed to implement
interventions to prevent further falis. The facility
failed fo identify Resident #9 was not utilizing a
pad alarm for the bed and chair per the resident's
care plan and failed to identify staff was not

assisting Resident #9 with toileting as assessed

1b.

the facility system on investigating falls and im-
plementing intevention to preventing further falls
and to revise the system to include reviewing
residents care plan, care guides, physician orders,
and incident reports to assist the team with imple-
menting care plan interventions..
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04/26/12, at 4:12 PM, revealed the nurses were
not supposed to sign the treatment records until
the freatments had been provided.
An interview conducted on 04/26/12, at 6:05 PM,
with the Director of Nursing (DON) also revealed
nurses were not o sign the TARs until the
treatments had been provided to the resident.
F 323 | 483.25(h) FREE CF ACCIDENT F 323
ss=£ | HAZARDS/SUPERVISION/DEVICES 1.1 Resident #3 and #15's care guides and care plans
were corrected to reflect a 2 person assist with
The facility must ensure that the resident transfers.
en\(lronme_nt (em?jms as freg of aCCIdgnt hazards Resident #9's pad alarm was placed in use on
as is possible; ar_' 'eac:h rESld?nt FeCB!VEES_ ! 4-25-12 to match the care plan and care guides.
adequate supervision and assistance devices to
prevent accidents. All staff was inserviced on 4-27-12 related to
the staff assistance required for resident #3's !
transfers being followed per the care plan and care
guide. ‘
H
l.a} Resident #1, #3, #35,#7, #8, #9, #11, #13 and
. : . . #15 personal alarms were attached per
gh;s REQUIREMENT is not met as evidenced manufacturer's recommendations
y: .
Based on observations, interviews, record All personal alarms were reviewed by the
reviews policy review, and a review of Director of Nursing, Assistant_ Director of
manufacturer's guidelines, the facility failed to Nursing and Unit Managers on 4-30-12 and
ensure nine of twenty residents received placed per manufacturer's recommendations.
adeguate supervision and assistive devices to The DON, ADON and Rehab Manager reviewed
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and care planned. Resident #9 sustained three Lo A therapy sereen will be performed by 5-22-12
: per therapy for resident #9 to assist and identify
falls, twe when the resident attempted fo transfer T . o
o appropriate interventions for resident #9 related
to the toilet independently and one falt from the o iy
foilet wh F Teft ‘dent on the toilet to falls when toileting. Identified needs for
ohet w eg staff le the resi EFI. OC? & toile resident #9 per therapy screen will be implemented,
unassisted. The chﬂﬁy also. failed to ensure two care planned and revised as indicated.
staff members assisted Resident #3 with '
tranﬁers as assessed and care planned. 1.d,| A therapy screen will be performed by 3-22-12 per
Resident #3 fell on 04/19/12, when one staff therapy for resident #15 to assess for appropriate
: member assisted the resident to bed. The facility interventions telated to Tesident ambulation needs.
further faited to provide Resident #15 with the Identified needs for resident #15 per therapy screen
assessed and care pianned assistance of two will be implemented, care planned, and revised as
staff members for ambulation, transfers, and indicated.
?oﬂet use. Qbsewaﬂon of Readent_#‘] 5 and 2. | 100% review of all care guides and carc plans were
Inte Nlewf with staff re‘lveaEd the _resment \_rvas completed to ensure all physician orders and
"cransferring, ambulating, and using th_e_ toilet interventions are being implemented, followed,
independently (refer to F282). In addition, the and carried through, They were assessed to ensure
faCII!’Ey failed to ensure personal alarms for all care guides and care plans matched and was
ReSIdenfS #1, #5, #7, #8, #11 N aﬂd #13 were bcing followed by the staff,
being utilized in accordance with manufacturer - . .
recommendations. 2.a. | 100% audit of all residents with an order for a
personal alarm was completed on 5-2-12 by the
The findings include: Unit Managers to ensure proper placement of
personal alarms per manufacturer's recommenda-
Areview of the manufacturer's guidelines for the tions. No problems noted.
pullstr!ng menitor setup revealed if using t_he 25| 100% audit of all residents oxperiencing a fall in
pullstring monitor on a bed, staff was to clip the -
. . the past 60 days was completed by the DON,
monitor fo the bed mounting bracket. The ADON. a0d MDS ¢ 58124
guidefines also revealed staff was to ensure the ', and VLS team on 5-5-1- to enstire
. pullstring monitor was always free of interference f011.0\.~mg investigation did mf:lude rev‘le~wmg
from environmental factors such as sweaters, residident's care plan, care guide, physician
blankets, and piliows. orders and incident report to aid in the imple-
mentation of appropriate interventions to pre-
A review of the facility's policy entitied Chapter 7: vent further falls. No problems noted.
Abuse Prevention "Managing Incidents and Fall"
(undated) revezaled all residents would tenefit’
from a safe environment and an individualized
plan of care. Falls and incident management
policies included the following: provide timely
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analysis of falls/incidents to determine possible
contributing factors andior trends; develop and

" implement reasonable and appropriate action
: plans and resident specific care plans in order fo
¢ identify inferventions reducing the potential of

future falls/incidents; identify high-risk residenis
and ensure complete assessment and care
planning, provide for analysis of underlying
system issues and develop performance
improvement plans; and communicate pians to
appropriate staff through orentation, in-services,
staff meetings, shift report, and care planning.

Areview of the Falls Management Policy, not -
dated, revealed all falls would be reviewed by the
interdisciplinary Team (IDT) members following
the daily "Stand Up" Meeting. The IDT would

-review the Incident Report, fall history, the care

plan, and other pertinent data to determine the
need for further investigation. The policy stated
the need for further evaluation of the resident's
health condition, the environment, equipment,
medications, staff, resident practices, or other
factors that may have contributed to the incident
would be determined by the IDT in order to
promote a comprehensive plan of care,
According to the policy, the IDT would determine
the need for development of any additional

‘facility-wide or resident specific interventions,

staff, resident, and/or family education and
training, ar other follow-up measures that may be
needed to reduce the risk of reoccurrence.

An interview with the Director of Nursing (DON)
and Rehabilitation (Rehab) Manager on 04/26/12,
at 4:50 PM, revealed when a resident fell, Nursing
completed an incident report, conducted an
investigation of the incident, and notified the

3. | All nurging staff was inserviced on 5-2-12 by '
the Staff Development Coordinator related to
care plan and care guide implementation.

All management staff will review and compare
care plans and care guides in daily rounds to
ensure appropriate interventions are being im-
plemented and followed as listed on the care
plan and care guide.

3.a.} All licensed Nursing staff, Rehab staff, and
Certified Nursing Assistants was inserviced on
5-2-12 by the Staff Development Coordinator
related to proper placement of personal alarms
per manufacturer's recommendations, following
care plans, care guides, and reporting if alarm or
interventions are not effective,

3b.| Alllicensed Nursing staff, Certified Nursing
Assistants and Rehab staff was inserviced on
5-2-12 by the DON, ADON and Rehab
Manager related to the revised process of
investigating falls to include reviewing the
resident's care plan; care guides, physician
orders and incident reports to assist in the
implementation of appropriate interventions.
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guardian/physician. The [DT reviewed incident 4. | All residents care guides will be utilized daily,
reports for falls the next morning, reviewed the Monday through Friday, in rounds by the |
resident's care plan, and interventions were Management Team to ensure appropriate ;1
reviewed/implemented if needed, including a interventions and assistance required ' |
ther?‘p_y screen if the resident was not already is being implemented and followed by the staff.
receiving therapy. The DON stated the IDT met Charge nurses will utilize care gnides daily, ongoing,

for three days after a fall to follow up and
communicate any concems. Then, seven days
after a fall, the IDT collaborated and determined if
interventions were working and were appropriate.

to ensure appropriate interventions and assistance
required is being implemented and followed by
the staff. They will ensure the care plan and care

On 04/26/12, at 5:05 PM, the DON stated the IDT guides match and are being followed by compating
did not review the resident's Daily Care Guides or them to the care being provided. This process will be
physician's orders during the IDT meetings for falt followed daily, Monday through Friday x 4 wks,
in\_fesﬂgaﬁcnsl on[y the resident's care p[a n. then 5 resident care guides weekly x 4 wecks,
then 5 resident care puides monthly x 3 months,
1. Areview of Resident #9's medical record The results of the audits will be reviewed in the ‘
revealed the facility admitted the resident to the monthly Performance Improvement (PT) :
facility on 08/05/08, with diagnoseés that included Committee meeting and revisions will be made to
Alzheimer's Disease and left sided hemiplegia : the systems as indicated.

(paralyzed left side).

: 4.a. | All residents with an order for a personal alarm
Arteview of Resident #2's Annual Minimum Data will be audited by the Unit Managers daily, Monday
Set (MDS) assessrment signed as complete on
07/1311, and quarterly MDS assessment signed
as complete on 03/19/12, revealed the facility
assessed the resident fo require extensive
assistance (resident involved In activity, staff
provide weight-bearing support) of two of more
people for transfers (how resident moves

through Friday x 4 weeks, weekly x 4 weeks, then
monthly x 4 months to ensure proper placement is
being utilized, proper function and effectiveness

per resident per manufacturer's recommendations.

Physieian orders will be reviewed by the DON,

between surfaces inctuding to or from bed, chair, ADON and Unit Managers daily, Monday
wheeichair, standing position), walking in the through Friday in the Clinieal Moeting for new "
resident's room (how resident walks between orders related to personal alarms. Cgre plans and

locations in hisfher room), and toilet uge (how the care guides will be implemented and revised as

resident uses the toilet rcom, commode, bedpan, indicated.

or urinal; transfers on/off toilet, cleanses after
efimination; changes pad; manages ostomy or

catheter; and adjusts clothing). 6112
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A review of Resident #9's care plan initially dated b o ‘
03/08/10, and revised March 2011 reveated the o Aufhts will be completed bylthe DON, ADON and
facility identified the resident was at risk for falls. Unit Managers an all the residents experiencing
The care plan revealed staff was reguired to ' a fall daily Monday through Friday x 4 weeks,
assess the resident’s need for weekly x 4 weeks, then monthly x 4 months to
assistive/supportive devices, instruct the resident | ensure appropriate interventions are being j
on appropriate use of assistive/supportive implemented to prevent further falls with all
devices, maintain the resident's environment free fall investigations.
of clutter and safety hazards, and provide verbai
cues and reminders not to ambulate or fransfer 7 DON, ADON, and Unit Managers will continue
without assistance. A review of the Daily Care to review all residents with a fall, Monday

Guide for Resident #9 revealed staff was required
to check placement and function of the resident's

through Friday engoing in the Clinical Meeting.

alarming bed/chair pad during every shift and as ‘The results of the audits will be reviewed in the
needed. The Care Guide further revealed monthly Performance fmprovement (PT) -
Resident #9 required the assistance of two staff Committee meeting. Revisions will be made

members for mobility/transfers and required two
1 staff members 1o assist and prompt the resident
for toileting every two hours and as needed, .

to the systems as indicated. 6-1-12

A review of Resident #9's physician’s orders
dated 04/01/12, revealed the resident also had
ordars for an alarming chair pad, an alarming bed
pad, and a personal alarm at all times. There
were also physician's orders to check the pad
“alarms for proper placement and funciicn during
every shift and as needed.

An interview with Resident #9 on 04/25/12, at
9:46 AM, revealed the resident did not have a pad
alarm in the wheelchair and had not had one
since the resident first came to live at the facllity
approximately two years prior.

Interviews with State Registered Nursing

Assistants (SRNAs) #16 and #17 on 04/25/12, at
10:40 AM, and SRNAs #18 and #19 on 04/25/12,
at 4:15 PM, revealed the resident used to have a
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pad alarm for the chair and bed but it had been
months since the alarm had been used.
Licensed Practical Nurse (LPN) #1 on 04/25/12,
at 4:12 PM, revealed the LPN had worked at the
facility since September 2011 and during that
time Resident #9 had not utilized a pad alarm.
An interview with LPN #5 on 04/26/12, at 5,10
PM, revealed Resident #9 had not had a pad
alarm for the bed or wheelchair since the LPN
started working at the facility in March 2012,

"L An interview was conducted with LFNs #9 and

#10 on 04/26/12, af 10:40 AM. LPN #10 was
aware the resident was required to have a pad
alarm, but the wires on the alarm became frayed
and the facility had to order a new alarm, LPN
#10 stated the pad ajarm should have been
discontinued. :

According to SRNA#18 on 04/28/12, at 11:50
AM, the SRNAwas aware Resident #9's care
plan required the resident to have a pad alarm,
but the resident had not had one in months. The
SRNA stated she was not sure why the resident
did not have a pad alarm.

Areview of "Nursing Assessment of Fall" for
Resident #9 dated 02/04/12, revealed the ,
resident attempted to stand to go to the bathroom
after removing his/her alarm from his/her shirt
and fell. The assessment revealed the resident
was found lying on his/her back with his‘her head
on the bedside table leg and sustained & 1
centimeter open area to the back of the head. A
review of the Incident Follow-up &
Recommendation Form dated 02/04/12, revealed
the facility investigated Resident #8's fall and
determined the resident removed the personal
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F 323

alarm, got up to go to the bathroom, and fell. The
recommendations/actions taken by the facility as
a result of the fall were to conduct a therapy
screen and reeducate the resident to use the call
light for assistance. The facility also checked the
resident's blood sugar and offered the resident a
snack. The follow-up was fo encourage the
resident to wear hipsters and reeducate the
resident to call for assistance before transfers.
There was no evidence the facility identified the
resident's pad alarm for the wheelchair and bed
were not being utiized as ordered and care
planned and no evidence the facility took any
action to ensure the devices were being utilized
by the resident.

On 04/24/12 at 6:05 PM, a visitor summaoned the
surveyor to Resident #9's room because the
resident was yelling for help. Cbservation of the
resident revealed hefshe was sitting on the floor
in the bathroom of the resident's room with the
resident’s legs folded behind him/her. The
resident's arms were in the seat of the
wheelchair. Staff was summoned by another
surveyor to assist the resident. The resident
stated he/she was hot injured. The resident
further stated he/she attempted to get off the

toilet unassisted and when hefshe reached for the |

wheelchair, the wheelchair slid causing the
resident to fall. There were no alarms sounding
in the resident’s rcom. Observation revealed a
pad alarm {pad for the seat of a chair or a bed
that alarms when there is no pressure on the pad)
was not being ufilized for the resident.

Areview of the facility's Nursing Assessment of
Fall dated 04/24/12, revealed the resident turned
off the personal alarm and was transferring

F 323
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independently from the toilet to the wheeichair
when the resident fell. The assessment stated
the resident was noncompliani with transfers.
The alarm was placed back on the resident and
the resident was instructed to use the calt light for
assistance.

Areview of the facility investigation revealed
Resident #9 removed the personal alarm, got up
to ambulate to the bathroom (not transferring
from the toilet to the wheelchair as stated by the
resident and the nursing assessment of the fail),
and was found lying on the floor. The _
recommendations/actions taken were to conduct
a therapy screen, encourage the use of hipsters,
assist and prompt the resident to use the toilet
every two hours, and encourage the resident to
go to the nurses' station after meals. The
follow-up dated 04/25/12, revealed the facility
would remove the resident's personat alarm and
place a pad alarm in the wheelchair and bed.
There was no evidence the facility identified the
resident already had physician's orders and care
planned interventions for the pad alarms.

Further observation of Resident #9 on 04/25/12,
at 10:35 AM, revealed SRNA#15 was placing a
pad alarm in the resident's wheelchair and had a
pad alarm for the resident's bed. An interview
with SRNA #15 revealed the resident "used to
have one [pad alarm].” but the wires on the alarm
became frayed and the alarm was taken out of
the resident's wheeichair. The SRNA stated it
had "besn a long time" since the resident had an
alarm in the chair. "Since [the residant] first came
in 1 guess,” the SRNA stated. The SRNA further
stated the resident had lived at the facility for
approximately two years. )

F 323
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Further review of nursing fall assessments for
Resident #2 revealed the resident fell on
02/10/12; when SRNAs took the resident to the
bathroom toilet, left the room, and when the
resident tried fo stand up, he/she siid down to the

I flgor. The resident was found lying on the floor in

the bathroom. The resident did not sustain any
infuries, The resident stated he/she was reaching
for the call fight. Areview of the facility’s
investigation dated 02/10/12, revealed 2 SRNA
assisted the residenti to the bathroom and
instructed the resident to pull the call light when
he/she was finished. The investigation further
revealed the resident attempted to stand without
assistance and fell on the bathroom floor. The
facility recommendations/actions taken were o
bring the resident to the nurses’ station to sii,
offer a snack, and check the resident's blood
sugar. The resident was already receiving
therapy. The follow-up actions were to reeducate
the resident on using the call light for assistance,
to assess the calt light in the bathroom to ensure
it was within reach, and to educate staff to ensure
the call light was within reach at all times. There
was no evidence the facility identified Resident #8
was not receiving assistance with toileting when
the resident fell fromn the toilet on 02/10412. In
addition, the facility took no action to ensure staff
assisted the resident with toileting in the future.

Further observation of Resident #9 on 04/26/12,
at 10:30 AM, with LPN #10 revealed the resident
was in the bathroom, on the toilet, in the
resident's room without staff assistance. The
resident was bending forward, {eaning off the
toilet with a urine collector in his/her hand. An
interview with LPN #10 revealed staff had
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assisted the resident to the toilet and the resident
would ring the call light when he/she was finished.

Interview with SRNA#9 on 04/26/12, at 12:40
PM, revealed she and another SRNA had
transferred Resident #9 to the ioitet earlier that
morning. The SRNA stated staff left the resident
on the toilet and instructed the resident to ring the
call light when he/she was finished. SRNA #9
stated she was not sure what the resident's care
plan stated about assisting the resident with
{oileting. After the SRNAreviewed Resident #9's
care guide, she stated the care guide did not
state how much assistance Resident #9 required

.| for foileting.

An interview with SRNA#16 on 04/26/12, at 11:50
AM, revealed Resident #& was not safe to

transfer independently and should not be alone in

the bathroom by his/her self.

Interview with the DON and Rehabilitation
Manager on 04/26/12, at 4:50 PM, revealed they
investigated the fall sustained by Resident #9 on
02/04/12, but could not recall if they determined
whether or not the resident was utilizing a pad
alarm. The DON stated during the investigation
of the 04/24/12 fall that they realized Resident #9
was not utilizing a pad alarm for the bed/chair.
The DON stated she was not aware how long the
resident's pad alarms had not been on the
resident's bed and chair. The DON further stated
she was aware staff was leaving Resident #9 in
the bathroom without siaff assistance and had not
identffied that the resident being left aione on the
tollet was a concern, even though the resident
was gssessed to require the assistance of two
staff members with toileting and the care guide
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| resident sustained as a result of a fall,

stated staff was required to assist the resident
with toileting.

2. Cbservation of Resident #3 on 04/24/12, at
2:006 PM and 5:00 PM, and on 04/26/12, at 10:30
AM, revealed the resident had a dressing to the
left lower arm and steri-strips on the resident's left
hand. Observation of a skin assessment on
04/26/12, at 10:30 AM, with LPN #10, revealed
steri-strips were present on three areas of the
resident's left lower arm. Qbservation and
interview with LPN #10 revealed the areas to
Resident #9's arms were skin tears that the

LPN #10

stated the skin tears could not be accurately
measured because the steri-sirips were covering
the wounds. j

Review of Resident #3's record revealed the
facility admitted the resident on 04/02/12, and the
resident had diagnases that inciuded functlonal
decline, arthritis, and diabetes.

Areview of Resident #3's admission MDS
assessment with & completion date of 04/13/12,
and 14 Day Medicare A assessment with a
completion date of 04/18/12, revealed the facility
assessed the resident to require extensive
assistance (resident involved in activity, staff
provide weight-bearing support) of two or more
people for transfers (how resident moves
between surfaces including to or from bed, chair,
wheelchair, standing position; and for walking in
the resident's room {how resident watks between
locations in his/fher room}.

Areview of the ADL Functional/Rehabilitation
Potential Care Area Assessment (CAA)
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completed on 04/13/12, revealed the resident had
a self-care deficit refated to impaired physical
functioning secendary to weakness. The CAA
revealed Resident #3 was at risk for a fall,
impaired skin integrity, and injury related to
impaired physical functioning. Areview of the fali
CAA revealed Resident #3 was at risk for a fall
related to impaired physicai functioning,

- incontinence, and use ¢f psychotropic

medications. The fall CAA further revealed the

resident was at risk for injury.

Areview of Resident #3's care plan dated
04/08/12, revealed the facility identified the
resident had a self-care deficit related to impaired
physical funclioning. The care plan revealed the
resident required the assistance of one to two
staff members for transfers and ambulation.

A review of Resident #3's daily care guide dated
04/25/12, at 6:35 AM, revealed the resident
required the assistance of two staff members for
transfers and mobility (walking).

A review of "Nursing Assessment of Fall" dated
04/19/12, at 12:55 PM, revealed a SRNAwas
attempting fo transfer the resident from
wheelchair to bed. The resident lost his/her
balance and was assisted to the floor by the
SRNA. The resident sustained three skin tears to
the left arm. A review of the Non-Pressure Skin
Condition Record dated 04/19/12, revealed one
skin tear measured 7 centimeters long, one
measured 3 centimeters long, and one measured
2.5 centimeters long.

An interview with SRNA#20 on 04/26/12, at 5:08
P, revealed she was the SRNA who was
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assisting Resident #3 when he/she fell on
04/19/12. SRNA#20 stated she was assisting
the resident to bed from the wheelchair when the
resident's knees "buckled" causing the resident to
fall. The SRNA stated she tried o caich the
resident, but the resident fell, hitting his/her arm
on the side rait on the bed causing the skin tears.
SRNA#20 further stated that at the time of the
fall, staff was transferring the resident with the
assistance of one staff member, buf after the
resident fell, decided two staff members needed
to assist the resident The SRNA stated she was
"pretty sure” the resident care guide stated one
person was required when transferring Resident
#3. ' ‘

Areview of the incident Follow-Up and
Recommendation Form signed by the Director of
Nursing and the Administrator on 04/23/12,
revealed the facility summarized the investigative
facts as foliows: "Resident was been (being) '
transferred from chair to bed and iost balance
assisted to floor by SRNA assisting.” The
recommendations/actions taken were to conduct
a therapy screen. There was no evidence the
facility identified the resident was not being
transferred with two staff members as required by
the resident's assessment and Daily Care Guide.

Interview with LPN #5 on 04/26/12, at 5:10 PM,
revealed Resident #3 required two peopie to
assist with transferring because the resident was
weal '

interview with the DON and the Rehabilitation :

Manager on 04/26/12, at 4:50 PM, revealed they .
did not identify any concerns when investigating : :

Resident #3's 04/19/12 fall. The DON stated she
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was aware only one staff member was
transferring the resident. The DON stated she
believed it was appropriate for cne person to
transfer the resident hecause the resident's care
plan stated one to two staff members were
required. According to the DON, when a care
plan stated "one or two," staff could use their own
judgment and decide whether or not cne or two

¢ staff members were required to transfer a

stated when investigating a fal,, the Daily Care
Guide was nof reviewed during the investigation.
The DON was not aware the facilify assessed

A | Resident #3 and developed a care plan (Dally

Care Guide} that required the assistance of two
people for transfers.

3. Observation of Resident #15 on 04/26/12, at
5:24 PM, revealed the resident got cut of bed and
walked to the bathrocm. The resident was
holding onto objects as he/she walked to the
bathroom. The resident stated he/she couid get
up alone.

Interview with LPNs #4 and #5 on 04/26/12, at
5:26 PM, revealed Resident #15 could transfer
independently and go to the bathroom alone.

Areview of Resident #15's medical record

revealed the resident was admitted to the facility
i on 07/28/11, and had diagnoses that included

| altered mental status, hypertension (high biood

: pressure), history of breast cancer, and chronic
: obstructive pulmonary disease (COPD).

| Areview the ADL Functional/Rehabilitation
Potential CAA completed on 08/02/11, revealed
Resident #15 had a self-care deficit related to

resident. The DON and Rehabllitation Manager
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fmpaired physical functioning secondary to a
recent acute illness and hospitalization. The CAA
revealed Resident #15 was ai risk for a fall
related to impaired physical functioning:

Areview of Resident #8's quarterly MDS
assessment, signed as complete on 01/26/12,
revealed the facility assessed the resident to
reguire extensive assistance (resident involved in
activity, staff provide weight-bearing support} of
two or more people for transfers (how resident
moves between surfaces including to or from
bed, chair, wheelchair, standing position}, for
walking in the resident's room (how resident
walks between locations in his/her room), and for
toilet use (how the resident uses the toilet room,
commode, bedpan, or urinal; transfers on/off
toilet; cleanses after elimination; changes pad;
manages ostomy or catheter; and adjusis
clothing}. - ‘

Areview of Resident #15's care plan, initially
dated 08/02/11 and revised 04/19/12, revealed
the facility identified the resident as at high risk
for falls and required assistance with ADLs. The
care plan review revealed the resident required
one to two staff members for toilet use, was high
risk for falls, and staff was required to encourage
the resident to use the call fight for assistance.

A review of the Daily Care Guide revealed
Resident #15 required the assistance of two staff
members for mobility, transfers, and toilet use.

Interview with the Rehabilitation Manager on
04/26/12, at 6:00 PM, revealed the resident could
ambuiate without assistance.
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Interview with SRNA#21 on 04/26/12, at 7:39
PM, reveated if Resident #15 needed assistance
ta go to the bathroom, hefshe would ring hisfher
call light, otherwise, the resident could go to the
bathroom independently.

Interview with the DON and Nurse Consultant on
04/26/12, at 7:30 PM, revealed Resident #15
required one to two staff members for transfers
per the resident's care plan, but the DON
beiieved the resident had improved since
admissicn and could transfer and ambulate
independently. The Nurse Consultant stated an
MDS assessment was in progress and they
would check the ADL tracking to see what the
resident was assessed to require for the current
MDS.

A review of the Monthly Flow Report for ADLs for
Resident #15 for 04/01-26/12, revealed staff

-documented that Resident #15 was fransferred,

ambulated, and used the toilet with no
assistance, supervision, limited assistance,
extensive assistance, and tofal dependence.
Staff also documenied the resident required no
assistance, cne staff member, and two staff
members for transfers, ambulation, and toilet
use. An interview with the MDS Coordinator on
04726/12, at 8:00 PM, revealed that based on the
documentation, the facility would continue to
assess the resident to need extensive assistance
of two staff members for transfers, ambulation,
and toilet use.

4. A review of physician's orders, dated 03/01/12,
revealed Resident #11 was to ulilize a personal
alarm (an alarming device with a string that
attaches to the resident's clothing and has a

F 323
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magnet on the end of the string that attaches to a
box; when the magnet is disengaged from the
box an alarm sounds} when in bed. The Daily
Care Guide/Nursing Care Plan for Resident #11,
dated 04/25/12, also had an intervention for the
resident to use a personal alarm while in bed.

Resident #11 was observed on 04/24/12, at 4:12
PM and 5:40 PM, and on 04/25/12, at 10:25 AM,
with a personal alarm cord clipped to the
resident's clothing, and the personal alarm was
lying in the resident's bed. Observation on
04/25/12, at 3:00 PM, revealed the resident to be
in bed with a personal alarm tucked under the
pillow and not attached to the bed.

‘| . Areview of the physician's orders for Resident

#5 dated 04/01/12, revealed an order for a
personal alarm to be worn by the resident at all
times. Areview of the Daily Care Guide for
Resident #5, dated 04/16/12, revealed staff had
identified the need to check the personal alarm
for proper placement and preper functioning
during every shift for Resident #5. |

Observation of Resident #5 on 04/24/12, at 3:10
PM, revealed the resident was in bhed with the
personal alarm under the resident’s left cheek.

6. Areview of the physician's orders for Resident
#8 dated 04/01/12, revealed an order for a
personal alarm when the resident was in bed. A
review of the Daily Care Guide for Resident #8,
dated 04/16/12, revealed an intervention for the
resident to have a perscnal alarm on while in the
bed.

Observation of Resident #8 on 04/24/12, at 3:15
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PM, revealed the resident was in bed with the
personal alarm tucked under the resident’s piliow.

7. Areview of the physician's orders for resident
#13 dated 04/01/12, revealed an order for the
resident to have a personal alarm on at all times.
A review of the Daily Care Guide for Resident
#13, dated 04/25/12, revealed an intervention to
check the resident's personal alarm for proper
ptacement and proper functioning during every
shift. i

Observation of Resident #13 on 04/26/12, at 3:10
PM, revealed the resident was in bed with the
personal alarm tucked under the resident's pillow.

8. Areview of Resident #7's medica! record o i
revealed a physician's order dated April 2012 for
Resident #7 to have a personal alarm on at all :
: times. This information was also found on the |
Nursing and SRNA care plans. ‘

Resident #7 was observed on 04/25/12, at 3:15
PM, and again at 5:17 PM, to be in bed with a
personal alarm lying on the bed beside the pillow
unattached to the bed. No staff members were
present in the resident's room.

An inferview conducted with SRNA#10 on
04/25/12, at 2:25 PM, revealed the SRNA had
been responsible for providing care for Residents
#5, #8, and #13 on 04/24/12. The SRNA stated
she had been told to clip the personal aldm to
the resident's clothing and place the monitor next
to the pillow where the resident would be unable
to reach the monitor. The SRNA stated she
obtained the information regarding resident care
needs from the Daily Care Guide and was

i

i
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required to check it at the beginning of every shift.

An interview with SRNA#14 on 04/25/12, at 3:30
PM, revealed the SRNA had bean told by the
facility to clip the personal alarm string to the
resident’s clothing and place the monitor under
the resident's pillow. The SRNA stated she
obtained the information regarding resident care
from the Daily Care Guide and was required to
review the information at the beginning of every
shift.

An interview with SRNA #7 on 04/28/12, at 410
PM, revealed she was responsible for the care of
Resident #13 on 04/26/12. The SRNA stated she
had been instructed to place the personal alarm
in bed with the resident out of the resident's
reach. »

An interview with SENAs #18 and #19 on
04/25/12, at 415 PM, revealed persenal alarms
shouid be hooked ta the side rail of the resident's
bed. The SRNAs stated if the alarm was not
hooked to the side rail and the resident fell, the
alarm may fall with the resident and not sound.

An interview conducted with the Director of
Nursing (DON) on 04/26/12, at 6:05 PM, revealed
the DON thought the personal alarm was {0 be
attached to the resident's clothing and out of
reach of the resident. The DON stated she was
not aware the manitor was to be atiached to the
bed.

483.25(i) MAINTAIN NUTRITION STATUS
UNLESS UNAVOIDABLE

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

F 323

F 325

|
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feeding {Jevity) had been turned off and
disconnected and Resident #1 had not received
the prescribed amount of tube feeding (Jevity) for
four hours and twenty-two minutes.

The findings include:

A review of the facility's policy titled, “Tube
Feeding Administration," dated Cctober 2004,
revealed tube feedings wouid be administered as
ordered by the physician.

A review of the medical record for Resident #1
revealed the fesident was admitted by the facility

residents receiving tube feeding will be reviewed
daily, Monday through Friday in the Clinical
Meeting by the DON, ADON, and Unit Managets
to ensure all tube feeding is being administered
per order, care plan and care guides revised as
indicated.

All residents receiving interal feeding via feeding
tube will be audited to ensure tube feeding is
belng administered per order, daily, Monday
through Friday x 4 weeks, weekly x 4 weeks, then
monthly x 4 months by the DON, ADON and Unit
Managers.

(X4)ID | SUMMARY STATEMENT OF DEFICIENGIES > PROVIDER'S PLAN OF CORRECTION E)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMFLETION
TAG REGULATORY OR L5GC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 325! Continued From page 45 F 325( : _
resident - 1. | Resident #1's physician was notified on 4-24-12
(1) Maintains acceptable parameters of nutritional that resident did not receive tube feeding from
‘status, such as body weight and protein levels, . 1:36 p.m. to 6:18 p.m., new order cbtained to
uniess the resident's clinical condition bolus Jevity 1.2240 ce's to meet dietary needs.
demonstrates that this is not possible; and Family notified, no adverse effects noted.
(2) Receives a therapeutic diel when lhere >a 2.| 100 audit was completed on 4-30-12 by the Unit
nutritional problem. : . .
Managers to ensure all residents with an order
for g-tube feeding was receiving the feeding per
physician's order. No problems noted.
3. | All licensed Nursing staff was inserviced on
This REQUIREMENT is not met as evidenced 4-30-12 by the Staff Development Coordinator
by: | related to interal feeding administration,
Based on observation, interview, record review, communications between departments, to ensure
and poiicy review, it was determined the facility | notification to a licensed staff of.any resident
failed to ensure one of twenty sampled residents retuming to their room with tube feeding unhooked
received a therapeutic diet as prescribed by the so tube can be resumed as ordered.
physician (Resident #1). Resident#1 had a
physician's order for Jevity (gastrostomy iube All Rehab and Nursing staff inserviced on 4-30-12
feeding} 1.2 calories per milliliter, to be by Staff Development Coordinator related to new
administered by means of a gastrostomy tube at process of residents receiving g-tube feedings will
| 55 millititers per hour for twenty-two hours every not be unhooked for therapy services.
day. Observation of Resident #1 on 04/24/12,
and medical record review revealed the tube 4.1 Physician's order for all new admit and readmit
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on 08/27/10, with diagnoses that include Chronic | The results of the audits will be reviewed at the
Obstructive Pulmonary Disease (COPD), : | monthly Performance Improvement (PT)
Corenary Artery Disease, Vitamin deficiency, and Committee mecting. Revisions will be made
Decubitus Ulcer. A review of the Registered to the sysiems as indicated. 6-1-12

Dietitian (RD) notes dated 03/26/12, revealed a
significant change assessment was completed
after the resident had been admitted to the
hospital on 02/29/12, and discharged back to the
tacility on 03/19/12, with a diagnosis of
pneurnonia and after having a gastrostomy tube
inserted. Areview of the weight record for
Resident #1 revealed the resident's weight was
documented on 04/03/12, at 132 pounds, which
was a usual weight for the resident.

Documentation in the medical record revealed
physician's orders dated 04/02/12, for Jevity 1.2
calories per milliliter 1o run at a rate of 55
milliliters per hour for 22 hours every day via
Resident #1's gastrostomy tube,

Documentation in the medical record revealed
Resident #1 had been taken to the Therapy
Department on 04/24/12, at 1:56 PM, for speech
therapy services.

On 04/24/12, at 3:20 PM, Resident#1 was
observed sitting in a wheelchair in the Therapy
Department with the speech therapist and was
receiving therapy services. The resident was
observed to be disconnected from the tube
feeding at that time.

Observations conducted of Resident #1 on
04/24/12, at 4:35 PM, 5:10 PM, 6:00 PM, and
6:15 PM, revealed the resident to be in hisfher
roorn and the tube feeding continued to be
disconnected from the resident.

{
i
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On 04/24/12 at 6:18 PM, Licensed Praclical
Nurse (LPN) #5 was observed to reconnect the
resident’s tube feeding to a feeding pump in the
resident's room and cantinued the tube feeding of
Jevity 1.2 at 55 milliliters an hour.

Based on documentation, from 1;56 PM to 6:18
PM on 04/24/12, the resident's tube feeding was
not connected and the resident did not receive
the tube feeding as required, a timeframe of four
hours and twenty-two minutes.

An interview conducted with LPN #5 on 04/24/12,
at 7:45 PM, revealed the LPN had been unaware
the resident had been returned to his/her room on
04/24/12, following ihe speech therapy treatment
and as a result there was a delay in reconnecting
and administering the resident's tube feeding.
The LPN stated she had the respensibility cn
04/24/12, to ensure the resident received the
prescribed amount of tube feeding. The LPN
stated it was the responsibility of the Therapy
Department to notify the nurse when returning the
residents to their rooms after therapy and they
had failed to notify the nurse of the resident's
return. The LPN stated she had been busy and
had not checked i see if the resident had
returned nor had she checked with the Therapy
Department to see why the resident had not
returned.

An interview conducted with the Speech
Language Pathologist (SLP} on 04/25/12, at 8:45
AM, revealed the resident's tube feeding had
been disconnected by Nursing staff and taken to
the Therapy Department. by the therapist The
SLP acknowledged she had failed to notify the

F 325
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nurse after returning the resident to hisfher room
and stated she had not been toid it was her
responsibility to tell the nurse afier returning
residents to their rooms after therapy.

An interview conducted on 04/26/12, at 8:05 PM,
with the Director of Nursing {DON) revealed it had
been the responsibility of the nurses to ensure
the residents were being provided the care they
require, The DON stated nurses were expected
fo observe/assess the residents at least every
two hours. The DON revealed Therapy staff was
expected o notify the nurse after returning a
resident to hisfher room.

F 431 483.60(b), (d), {e) DRUG RECCRDS, - F431 :
$s=E | LABEL/STORE DRUGS & BIOLOGICALS 1. | The temperature of the West Wing medication
- room and refrigerator did not meet regulation.

The facility must empioy or obtain the services of The Maintenance Director immediately removed
a licensed pharmacist who estabiishes a system the refrigerator and replaced it with a new one.
of records of receipt and dispositicn of all Nursing discarded all medications in the
controlled drugs in sufficient detail to enable an refrigerator and called Pharmacy to replace the
accurate reconciliation; and determinas that drug temperature sensitive medieations. Nursing
records are in order and that an account of all . staff moved medication carts into the hallway.
controlled drugs is maintained and periodicalty

2.| DON, ADON, and Unit Managers audited 100%
of medications in the medication cart and re-
frigerator to ensure temperatures were in
compliance with regulations. No additional
problems were found.

reconciled.

Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the

appropriate accessory and cautionary 3.| The facility will repair air conditioner units by
instructions, and the expiration date when 1 8-1-12.
applicable.

Licensed Nursing staff was inserviced on 4-26-12
to relocate medication carts outside medication
rooms until air conditioning is repaired, therefore,
there will be no medication stored until air
conditioning is repaired.

In accordance with State and Federal laws, the
facility must store all drugs and biologicals in
locked compartments under proper temperature
conirols, and permit enly authorized personnel fo
have access to the keys.
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The facility must provide separately locked, 4. | DON and ADON wili audit the temperature in the '
permanently affixed compartments for storage of storage area daily, Monday through Friday x 4
controlled drugs listed in Schedule I} of the | weeks, then 3 x per week for 2 months. Findings
Comprehensive Drug Abuse Prevention and will be presented to the monthly Performance
Control Act of 1976 and other drugs subject to : Improvement (P1) Committce meeting. Revisions
abuse, except when the facility uses single unit will be made per findings. | 6-1-12

package drug disiribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced
by:

Based on observations, interviews, and a review
of faciiity policies, the faciiity failed to ensure i
fernperatures in both the East and West Wing
medication storage rooms and refrigerators
utilized to store medications were maintained at
proper temperatures. Observations of the East
Wing on 04/26/12, at 5:30 PM, revealed the
medication room temperature was 80 degrees.
Fahrenheit and the West Wing medication room
temperature was 84 degrees Fahrenheit at 6:00
PM. Observations of tha West Wing medication
refrigerator at 5:00 PM, revealed the temperature
inside the refrigerator was 56 degrees

Fahrenheit,

The findings include:

A review of the facility's medication storage policy
revealed the medication room temperature was
required to be maintained between 59 and 77 !
degrees Fahrenheit and the temperature of the
refrigerator was required to be maintained
between 36 and 46 degrees Fahrenheit.
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-Observations of the West Wing medication room
on 04/26/12, at 6:00 PM, revealed the room
temperature was 84 degrees Fahrenheit and the
medication room refrigerator was 56 degrees
Fahrenheit.

Medications stored in the West Wing medication
room included:

1. Two vials of Piperacillin and Tazobactam with
storage requirements of 68 to 77 degrees
Fahrenheit.

2. One vial of Ceftriaxone with storage
requireaments of 68 fc 77 degrees Fahrenheit.

3. Two vials of Vancomycin with storage
reguirements of less than 77 degrees Fahrenheit.

4, One viat of Primaxin with storage
requirements of a temperature not to exceed 77
degrees Fahrenheit. :

5. Two vials of Invanz required to be stored ata
temperafure not to exceed 77 degrees
-i Fahrenheit.

6. Three vials of Tazicef with storage
requirements of 68 to 77 degrees Fahrenheit.

7. Two vials of Cefazolin required to be stored
between 68 and 77 degreas Fahrenheit.

8. Two vials of Promethazine with storage
requirements between 68 and 77 degrees
Fahrenheit.
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9. One vial of Kionex required to be stored
between 68 and 77 degrees Fahrenheit.

An interview with Licensed Practical Nurse (LPN)
#4 on 04/26/12, aft 6:00 PM, revealed staff
recorded the room temperature on a daily
temperature log. Review of the iog revealed the
highest temperature recorded during the month of
May 2012 for the West Wing medication room
was 78 degrees Fahrenheit. Observations of the
East Wing on 04/26/12, at 5:30 PM, revealed the
medication room temperature was 80 degrees
Fahrenheit. There were no medications stored in
the East Wing medication refrigerator and no
temperature sensitive antibioiics stored in the
East Wing medication room.

An interview with the Corporate Consulting
Registered Nurse on 04/26/12, at 6:00 PM,
revegled the Maintenance Supervisor had been
notified and would replace the refrigerator on the
West Wing immediately. In addition, the nurse
stated the pharmacy would be notified and would
replace the temperature sensitive medications
immediately.

483,65 INFECTION CONTROL, PREVENT
SPREAD, LINENS |

The facility must establish and mainiain an
Infection Control Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and fransmission
of disease and infection. '

{a) Infection Control Program

The facility must establish an [nfection Control
Program under which it -

{1) Investigates, controls, and prevents infections

F 431

F 441

1.| Resident #8 was assessed by the Unit Manager on
4-26-12. No adverse effects were noted related
to nurse #4 not washing hands not washing hands
prior to delivering meal tray.

2| 100% meal tray observation on 5-2-12 by DON and
ADON to ensure proper hand washing techniques
were being followed per policy. No problems
noted.
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hand washing is indicated by accepted
professional practice.

(c} Linens

Personnel must handle, store, process and
transport linens so as fo prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by: . ' '
Based on observation, interview, and policy
review, it was determined the facility failed to
ensure the environment was sanitary for one of
twenty sampiled residents (Resident #8).
Observation of the evening meal service on
04/24/12, revealed Licensed Practical Nurse
{LPN) #4 was observed to drop two drinking

- glasses on the floor, pick the glasses up from the

XA D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFI[X {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
F 441! Continued From page 52 F 441 ,
in the facllity; 3, | All associates inserviced on 5-2-12 by the DON
{2) Decides what procedures, such as isolation, and ADON on infection control and hand
should be applied to an individual resident; and washing. Staff Development Coordinator
{3} Maintains a record of incidents and corrective performs observations and hand washing
actions related to infections. competencies on all Nursing staff annually,
randomly and upen hire to ensure proper hand
(b} Preventing Spread of Infection washing .techniques are being followed during
{1} When the Infection Control Program meal delivery.
determines that a resident needs isolation to . .
prevent the spread of infection, the facifity must 4.; The DON, ADON, and Unit Manager will perform
isolate the resident audits on 5 associates during meal tray pass to
™ . . . h hi li daily, Monda
{2) The facility must prohibit. employees with a ensure hand washing compliance daily, Monday
- . s - . through Friday x 2 weeks, weekly x 2 weeks, then
communicable disease or infected skin lesions monthly x 2 months.
fdrﬁgl dd;f::acc?ntﬁlcfrwr:thrrzﬁstf:';%Z;arstge'r food, if These audits will be reviewed in the menthly
will tranis . .
o . . Performance hmprovement (PI) Committee
(3) The facﬂlty mus_t TEC}UITE‘: staif to wash their . meetings. Revisions will be made to the systems
tands after each direct resident contact for which as indicated ‘
) 6-1-12
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floor, place them onto a cart, and proceed to set
up and deliver a meal tray to Resident #6 without
washing/sanitizing her hands.

The findings include;

Areview of the facility's policy titled, "Hand
Hyglene," with a revision date of 05/21/94,
revealed staff was reguired to use an alcohol
based hand rub for routinely decontaminating
hands in all clinical situations unless hands are
visibly dirty or contaminated. According to the
policy, if staff hands were visibly dirty or
contaminated, staff was required to wash their
hands with either a non-antimicrobiai soap or an
antimicrobial soap and water.

: Observation of the evening meal service in the -
.+ West Wing dining room on 04/24/12, at 5:12 PM,

revealed Licensed Practical Nurse (LPN) #4
dropped two glasses on the fioor, picked the
glasses up from the floor, and placed them on the
lower sheif of a meal cart. The LPN proceeded to
set up a meal tray for Resident #38 without
washing/sanitizing her hands. The meal tray was
observed to be delivered fo the resident.

An interview conducted with LPN #4 on 04/24/12,
at 6:25 PM, revealed the LPN was aware she
should have washed/sanitized her hands after
picking up the glasses from the fioor and was
unsure why she had not.

An interview conducted with the Director of
Nursing (DON) on 04/26/12, at 8:056 PM, revealed
staff was required to wash/sanitize their hands
prior to any interaction with a resident's tray. The
DON stated the PN should have
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washed/sanitized her hands after picking the
glasses up from the floor. The DON also
revealed staff was required to sttend an
in-service on handwashing upon hire, quarterty,
and as needed. The DON revealed LPN #4 had
attended a handwashing and infection control
in-service on 01/13/12, The DON stated all staff
is required at least annuelly to provide a returmn
demonstration for handwashing, and LPN #4 had
provided the return demonstration on 01/14/12.
F 4601 483.7C(d¥1)(iv)-(v) BEDROOMS ASSURE FULL F 460 .
ss=n| VISUAL PRIVACY i 1.1 On 4-26-12 the Maintenance Director installed
‘ a privacy track and curtain in room #151 to
Bedrooms must be designed or equipped to provide for resident in bed #1. A privacy curtain
assure full visual privacy for each resident. was also installed in rooms #127, #131, and #148,
all private rooms.
In facilities initially certified after March 31, 1892, ) . . . .
| except in private rooms, each bed must have 2.| Maintenance Director and Housekeeping Director
ceiling suspended curtains, which extend around chF:cked all o.ther TOOMmS to ensure there were
the bed to provide total visual privacy in privacy gurtams. ‘No other r.e51dent T00ms were
combination with adjacent walls and curtains. found without privacy curtains.
1_ | The Maintenance Director and the Executive
Director (ED} inserviced all staff on 5-11-12
This REQUIREMENT is not met as evidenced to complete Maintenance Request forms and turn
by: in so that the facility is informed if there is a
Based on observation, interview, and a review of maintenance issue that needs attention. Staff
facifity policy, the facllity falled to ensure every was encouraged to report anything they saw as a
bedroom was designed to assure full visual problem. :
privacy. Qbservations during the initial tour on 4.| The ED, Maintenance Director and Housekeeping
04/ ?4"'1 2, 04/25/12, and 0426/ 1 2, reve,a!ed . Director will complete audits 2 x per week for 1
r951d¢_ant roorm 151 W?S not BQUIpped.WIth anacy month and 1 x per week for 1 month fo assure
curtains to ensure privacy for the resident in room privacy curtains are placed in all resident rooms.
151, bed 1.
Audits will be reviewed by the Performance
The findings include: Improvement (PT) Committee monthly. Revisions
will be made as indicated. 6.1.12
Areview of the faciiity's Resident Rights Policy, '
no date given, revealed staff was to screen and
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drape residents for maximum privacy when
delivering care,

Observations on 04/24/12, 04/25(12, and ‘
04/26/12, revealed resident room 151 did not
have a privacy curtain that enclosed the resident
bed to provide privacy. Based on observations, a
mirror was jocated on the wali across from the
foot of bed 1 and there was a privacy curtain
between bed 1 and bed 2. Observation revealed
even when the privacy curtain between the beds
was closed, individuals on the bed 2 side of the
room were able to look in the mirror across from
the foot of bed 1 and have full view of the resident
in bed 1. In addition, if the enfrance door was
opened to room 151, there was no way to provide
privacy for the resident in bed 1.

An interview with the Unit Manager on 04/25/12,
at 2:05 PM, revealed she was unaware the
privacy curtain was rmissing for bed 1.

An interview with the facility Administrator on
04/25/12, at 3:00 PM, revealed she was unaware
of the lack of a privacy curtain and thought the
curtain track must have been remaved during
ramodeling and had not been reinstalied. '

F 514 | 483.75(}1) RES . F 514;
§8=D | RECORDS-COMPLETE/ACCURATE/ACCESSIB la. | Resident #9's personal alarm was removed on
LE 4-26-12 by the Unit Manager and the Certified
. . Nursing Assistant and replaced with a pad alarm
The facility must maintain clinical records on each to refloct current physician's order, care plan and
resident in accordance with accepted professional care guide.

standards and practices that are complete;
accurately documented; readily accessible; and
systematically organized,

The clinical record must contain sufficient
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mfo_rmatllon to identify the resident; a record of the | Lb. | Treatment was completed on resident #1 by the
reanents assessments; the plan of care and Unit Manager and and ADON on 4-24-12. No
SEN!CGS_ pl:owded; th§ results of any adverse effects noted to resident #1 related to
preadmission screening conducted by the State, nurse #5 initialing treatment administration
and progress notes. ;ecord prior to providing treatment.

Licensed nurse #5 was educated on 4-24-12 by

This REQUIREMENT is not met as evidencad the DON concerning signing treatment
{by: . administration record before providing treatment.
i Based on record review, observation, interview, © | Aneducation acknowledgment was signed by
and & review of facility policy, the facility failed to nurse #5,

ensure accurate clinical records were maintained
for four of twenty sampled residents (Residents PV _
#9,#1, #11, and #16). Resident #3's Treatment reviewed by the DON. The MDS Coordinator
Administration Record was initialed by staff to completed an MDS to reflect the resident's use
indicate the resident was utilizing a pad alarm to of a restraint.

the bed and chair, however, no pad alarm was

—
o

On 4-26-12 resident #11 medical records was

Ld The Rehab Manager reviewed resident #16's

observed in use by the resident Resident#1's record on 5-2-12 with Speech Therapy.
medical record indicated the resident had Documentation was completed to reflect
received wound care on 04/24/12, however, resident no longer required thickened liquids.
observation and interviews revealed wound care
had not been provided at the time of the | 2.4 | 100% audit of residents with an order for pad
observation on 04/24/12. Areview of the ' alarms was completed by the Unit Manager on
Minimum Data Set (MDS) assessment indicated 5-6-12 to ensure correet devise is being utilized
there were no restraints in use for Resident #11; and functioning properly per order,
however, observations revealed the resident did ‘

| utilize restraints. A review of the cocumentation 2b. | 100% audit of all treatment administration records
by Speech Therapy indicated Resident #16 and treatments per observation was completed by
required thickened liquids; however, the resident the DON and ADON on 5-6-12 to-ensure
did not require thickened liquids and had : treatment was being provided prior to treatment
physician's orders for thin fiquids. administration being initialed by licensed nurse.

2.c. | 100% audit of all residents with a restraint order
was completed on 5-7-12 by the MDS Team to
ensure all medical records reflect the use of

a restraint. No other records revealed restraint
migsing from an MDS. ' :

The findings include:

A review of the medical record policy, revised
01/22/08, revealed all medical records were to he
sysiematically organized. The poticy did not
address accuracy.
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1. Observation of Resident #9 on 04/24/12, at 24, 100% audit of all residents recelving Speech
: Therapy was completed by the Rehab Manager
605 PM, revealed a pad alarm (pad for the seat d Speech Therapist on 5-7-12 Speoch
f a chair or a bed that alarms when there is no and Speech Therapist on 57 12 {o ensure 3pese
0 . o documentation accurately reflects the physician's
pressure on the pad) was not being utilized for order related to liquid consistency. No problems
the resident.
] ) noted.
An inferview with Resident #8 on 04/25/12, at 3.a/b. An inservice was conducted on 5-7-12 by the
9:46 AM, revealed the resident did not have'a pad | ' Staff Development Coordinator for all
alarm in the wheelchair and had not had one ; licensed staff related to following the treatment
since the resident first came to live at the facility administration records and decumenting
approximately two years ago. treatments being provided and alarms being
utilized per facility policy.
Review of Resident #38's Treatment Administration ! _ _
{ Records {TARs) for March and 04/01-24/12, 3:¢. | The MDS Team was inserviced on 5-7-12
revealed staff documented during every shift that ‘ regarding care plan and MDS revisions by the
an alarming bed pad was in use while the DON.
| resident was in bed and an alarming chair pad o
was in use while in a chair, including 04/24/12, 3.d. | Rehab staff was inserviced on 5-7-12 by the
when the alarming pads were observed not being Rehab Manager regarding the medical record
utized for Resident #9. Further review of the documentation to reflect the physician's order
TAR revealed staff had also documented during _
every shift that the alarming chair/bed pad was 4.a/b. | 5 treatment administration audits will be completed
properly placed and properly functioning and the by the DON, ADON, and Unit Managers Monday
batteries had been checked and replaced every through Friday x 4 weeks, weekly x 4 weeks, then
month and as needed S, monthly x 4 months to ensure all treatment
) administration records for residents with orders
An interview was conducted with LPNs #9 and for wound care are being signed after treatment
#10 on 04/25/12. at 10:40 AM. Review of the has been provided and correct alarm on treatment
TAR revealed LF:‘N #9 éigned ﬁesident #9's TAR administration record is being utilized.
on 04/24{12, ]ndicating the resident was utilizing 4c. Audits will be completed by the DON, ADON,
an alarmlng pad. LPN #9 stated she could not and Unit Managers Monday through Friday x 4
remember if the pad' alarm was present or not. weeks, weekly x 4 weeks, then monthly x 4 months
LPN #10 stated Resident #9 had an order for a on alt residents with an order for a restraint to
pad alanm at one time, but the wires were frayed ensure the MDS and the medical record reflect
and the alarm was removed until a new alarm the use of the restraint.
was ordered. LPN #10 stated the resident had
not had a pad alarm for about three weeks and
FORM CMS-2567(02-99) Previous Versions Obsoiete Event [D:LIZL11 Facilty ID: 100502 If continuation sheet Page 58 of 61




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 06/05/2012
FORM APPROVED
OMB NO. 0938-0381

STATEMENT OF DEFICIENCIES

{X1) PROVIDER/SUPPLIER/CLIA

{(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY

she was not paying attention and signed the TAR

| by mistake.

2. Observation of a skin assessmen? conducted
on 04/24112, at 7:05 PM, for Resident #1 with the
Unit Mahager (UM} for the West Wing and the
Assisiant Director of Nursing (ADON) revealed
the resident had a pressure sore on the left hip

« which was observed not to be covered by a
- dressing.

A review of Resident #1's medical racord
revealed a physician's order dated 03/28/12, for
staff to cleanse the area on the left hip with
Hibiclens (antiseptic antimicrobial skin cleanser},
rinse the area with normal saline, pat the area

-1 dry, and apply a wet to dry dressing to the area.

The physician requested the treatment to be
performed two fimes a day.

A review of the Treatment Administration Kecord
(TAR) for Resident #1 revealed the nurse had
signed the TAR on the day shift of 02/24/12,
indicating the wound care had been provided.

An inferview conducted with LPN #5 on 04/26/12,
at 4:00 PM, revealed the LPN had signed the

to the systems as indicated.
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F 514 | Continued From page 58 F514
the pad alarm should have been discontinued T
. 4.4 Audits will be completed by the Rehab Manager
from the TAR'. LPN #10 stated she had signed and a Speech Therapist Monday through Friday
the TAR by mistake. x 4 weeks, weekly x 4 weeks, then monthly x
. . ith LPN 04/76 ] 4 months on alt residents receiving Speech
An interview with LPN #5 on 04/26/12, at 5:10 Therapy to ensure documentation reflects current
PM, revealed Resident #8 had not had a pad physician orders.
alarm for the bed or wheeichair since the LPN
‘;ig&z\dvvé? ;};Qgrﬂa\igﬂ::v?aﬁggtwehﬁirﬁhhig1 2 The results of the audits will be reviewed in the
\ . menthly Performance Improvement (PT)
documented thg b?d and chair alarms were in Committee meeting and revisions will be made
place and functioning properly. The LPN sated 6-1-12
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TARs with intentions to provide the treaiments at
a later time. LPN #5 acknowledged she had not
yet completad the treatment for Resident #1 on
04/24/12, and was aware she should not have
documented (by signature on the TAR) that the
freatment had been completed and was unsure
why she had done this.

An interview conducted with the Unit Manager on
04/26/12, at 4:12 PM, revealed the nurses were
not supposed to sign the TAR until the treatments
had been provided.

An interview conducted on 04/26/12, at 6:05 FM,
with the Director of Nursing {DON) also revealed
nurses were not to sign the TARs until the
treatments had been provided to the resident.

3. Areview of the MDS assessment, dated
03/08/12, revealed no physical restraints were in
use for Resident #11. However, cbservations
throughout the survey on 04/24-26/12, revealed
Resident #11 utilized an alarming seat belt when
sitfing in the wheelchair. Further review of
Resident #11's medical record revealed the
informed consent to physical restraint use was
signed by the resident's family on 11/01/11, and
Resident #11's care plan included the use of the
alarming seaft belt.

An interview with State Registered Nurse Aide

(SRMNA) #3 on 04/26/12, at 10:35 AM, revealed
Resident #11 has used the seat belt for "quite a
: while" and before that he/she used a lap buddy.

An interview on 04/25/12, at 3:10 PM with LPN #5
who was responsible for Resident #11's MDS
assessment completed on 03/08/12, revealed he
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"just missed it on the March assesstrient.”

i #1€ dated 04/12/12, revealed the physician had

1 ordered a regular, mechanical soft diet with
_pureed meats and thin liquids. However, a review
of the Speech Therapy notes dated 04/13/12,
revealed Resident #16 required thickened liguids.

An interview with the Rehabilitation Manager on
04/26/12,-at 7:00 PM, revealed that the computer
systern automatically included the thickened liquid
requirement if the resident was assessed to eat
less that 25 percent of meals and that the staff
has no capability to correct it. According to the
Rehabilitation Manager, it is a "drop down" hox
and while it is inaccurate since the resident does

to change it.

4. Areview of the physician's orders for Resident | -

not require thickened liguids, the staff was unable |

F 514
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INITIAL COMMENTS

CFR: 42 CFR 483.70(a}

BUILDING: 01

PLAN APPROVAL: 1976

SURVEY U:NDER: 2000 Existing

FACILITY T:YPE: SNF/NF

TYPE OF STRUCTURE: Cne story, Type V(000)
SMOKE COMPARTMENTS: Five

FIRE ALARM: Complete automatic fire alarm
system

SPRINKLER SYSTEM: Complete automatic
(dry) sprinkler system

GENERATOR: Type li diesel generator

A life safety code survey was initiated and
concluded on 04/25/12. The findings that follow
demonstrate noncompliance with Title 42, Code
of Federal Regulations, 483.70 {a) et seq (Life
Safety from Fire). The facility was found not to be
in substantial compliance with the Requirements
for Participation for Medicare and Medicaid.

Deficiencies were cited with the highest
deficiency identified at "E" lavel.
NFPA 101 LIFE SAFETY CCDE STANDARD

Doors protecting corrider openings in other than
required enclosures of vertical cpenings, exits, or
hazardous areas are substantial doors, such as

K 600

K018

LIER REPRESENTATIVE'S SIGNATURE

Gl cap e
L’<r(___./'

ﬁg)ﬂu R

(X8) PATE |
%ﬁ ;Z_._

Any deficiency staternent ending with an asterisk (*) denotes a%eﬁmency which the mstltutlon may be excused from cdrrecting providing it is determined that
other safeguards provide sufficient protection to the patients . (See Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
foliowing the date of survey whether or not a plan of correction is provided. For nursing homes, the abave findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plap of correction is requisite to continued

program participation.
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those constructed of 1% inch solid-bonded core
wood, or capable of resisting fire for at least 20 1. Maintenance Director will make
minutes. Doors in sprinklered buildings are only adjustmenrts to corridor door, to resident
required to resist the passage of smoke. There is room #104. #131. #134 an d;ﬂ3 6 by
no impediment to the closing of the doors. Doors 6-1-12 to a;sme t]ley Jatch.
are provided with a means suitable for keeping
:ahrg EZ?T;;ES;(!' E glgc.ggoors meeting 19.3.6.3.6 2| M_aintenance Director and Executive .
" Director made rounds through the facility
Roller latches are prohibited by CMS$ regulations to assure there were no other doors that did
in all health care facilities. mot lIatch. None were found.
3. | There are plans to replace all resident
room doors by 11-01-12. Maintenance
Director and Executive Director inserviced
ail staffto be aware and report
rmaintenance problems by completing
‘Maintenance Request forms and turning
“them in for repair. Staff were encouraged
‘o report any resident room doors that did
mot latch.
This STANDARD is not met as evidenced by: :
Based on observation and interview, the facility 4. | Maintenance Director/ED will audit doors
failed to ensure that comidor doors were 3 x per week for 1 month, 1 x per week for
maintained according to NFPA standards. This 1 month to assure all resident room doors
deficient practice affected two of five smoke latch. Audits will be reviewed by the
compartments, staff, and approximately forty-five Performance Improvement (PT) Committee
residents. The facility has the capacity for 106 monthly. Revisions will be made as
beds with a census of 98 on the day of the indicated. 06-01-12
survey. o
During the Life Safety Code tour on 04/25/12, at
9:50 AM, with the Director of Maintenance
(DOM}, a carridor door to resident room 104
would not latch. Corridor doors must close and
Iatch to help resist the passage of smoke and fire
in a fire situation. During the survey, doors to
resident rooms 131, 134, and 136 would not
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latch, '

An inferview with the DOM on 04/25/12, at 850
AM, revealed the DOM was not aware the doors
would not istch. Tha DOM stated corridor doors
. were not on a maintenance check list.

K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K 038
S53=D| -
Exit accass is arranged so that exits ara readily

accessible at aff times in accordance with section
T4, 1821

! This STANDARD ig not met as evidenced by:
Based on observation and interview, the facility |
failad to maintain an exit gccording to NFPA
standards. This deficient practice affected one of
five smoke compartments and staff. No rasidents
were direcily affected by this practice. The facility
has the capacity for 108 beds with a census of 98 ‘ 2.
on the day of the survey,

No rosidents were dircetly afficted by this
praclice.

An exterior exit locared in the facility dining
room was observed to not have a durable

‘ surface (o the public was as required.
The findings include: surface ¢ public was as required
| During the Life Safety Code tour on 04/25/12, at : 3. By 6-8-12 the facility will install
8:35 AM, with the Director of Maintenanan (DOM) gidewulk from the oxterior exit locared in

an exderior exit located in the dining room of the
facility was observed not lo have a durabla

surface to tha public way as required. An 4. | The sidewalk will provide all occupanls with |
interview with the DOM on 04/25/12, at 5:35 AM,

the dining room 10 a public way.

a safe acecss to a public way, 6-8-12
revealed the facility had plans to put s sidewalk in
but had not as of yet,
1 | |
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Exits shall terminate directly at a public way or at
an exterior exit discharge. Yards, courts, open
spaces, or other portions of the exit discharge
shall be of required width and size to provide all
occupants with a safe access to a public way.
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