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A Recentificalion Survey and Abbrevialed Survey
were inlilated on 01/18/11 and concluded on
01/25/11. Deliciencies were cited wilh the highest
scope and severity baing a "G". ALlle Safety
Survey was conducted on 01/18/11 with the
highest scope and severity being "F". ARQ
#KYQ0016475 was subsiantiated with no deﬂclenl
practice. ARO #XY00015649 was
unsubstantiated with no dsficient practice. ARO
#KY00015803 was substlanliated with the G-level
deficiant practice identiied. A repeal deliciency
was ciled at F 465.

483.13(a)} AIGHT TO BE FRAEE FROM
PHYSICAL RESTRAINTS

The resident has the right to be free Irom any
physicat restrainls imposed for purposes of
discipline or conventence, and not required to
treat lhe resident's modical symptoms.

This REQUIREMENT is not mel as avidenced
by:

Based on gbservation, interview and record
review it was determined the facility faited to
idenlily changes in risk facters related to restrainl
use (side ralis) for ane (1) of twenly (20} sampled
regidents {Resident #13). The (acility failed 1o
attempt to eliminate or reduca physical resiraints
for Resident #13. On 06/17/10, Resident #13 el
from the bed wlih the side rails raised. The
facility failed to identify that Resident #13 was al
risk lor climbing over the side rails per the *Side
Rail Assessment”. Resident #13 sustained a
second fall from the bed with side rails raised on
08/08/10. Reslden! #13 was hosplialized for
surglcal repair of a fractured right hip.

“any facts or cnrcumstanccs

Rehabilitation does not believe nor
does the facility admit that any
deficiencies exist.

Ridgeway Nursing and
Rehabilitation reserves all rights to
contest the Survey Fndings through

;_ Je or legal proceedings.
yl orrection does not

surtounding any alleged deficiencies
to which it responds; nor is it meant
to establish any standard care,
contract, obligation or position.
Ridgeway Nursing and
Rehabilitation reserves all rights to
raise all possible contentions and
defenses in any type of civil or
criminal claim, action or proceeding.
Nothing contained in this plan of
correction should be considered as a
waiver of any type of civil or
criminal claim, action or proceeding.
Nothing contained in this plan of
correction should be considered as a
waiver of any poteniially applicable
peer review, quality assurance or self
critical examination privileges which
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yweficlancy sialament ending with an asterisk () danoles a delicigncy whigh Lhe inslitullon mey be axcused lrom gorredting providing It g determlned Ihat
other safeguards provida suffictant protection to the patiants {Sea Instructions.) Excepl lor nursing homas, (he lindings siated above are disclosable 90 days
following the date of sufvey whather or nol a plan of correction la providad. For nurglng homes, 1he above findings and plans of corraclion are disctosable 14
daya following the dats thase documents are made avallable to the facliity. If deflciancles are chied, an approved plan of coraciion ta raquisita 10 conlinuad
program partlcipation.
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The findings Inciude: Rehabilitation does not waive, and
. reserves the right to asserl in an
Review of the "Side Rail Assessment’ policy ds ves e righ! t'l rLn |Y
revealed side rail assessmenis should be administrative, civil, or crimina
compisted upon admission, quarterly with the claim, action, or proceeding.
Minimum Data Set (MDS) assessment, and with Ridgeway Nursing and
50 comeigered s rascint, and | they were. Rehabilitation offers its responses,
sider , . . g
25605564 as a rastraint, the side rails should be credible allegations of compliance
realed accordingly. The side rail assessments and plan of correction as part of its
were completed with quanterly MDS ongoing cllort 1o provide qualily
assessments. care to residents.
. I sing and
Raeview of 1he clinical record revealed Resident Rldge\f;?y Nur ng vide the
#13 was admitted to the facility on 02/16/04 with R_ehabl itation stnves 1o proviae
| diagnoses which included Dementia and highest quality care while assuring
Depression. Further review of the MDS revealed the rights and safety of all residents.
the facillty assessed lhe resident to have both
ghort and long-term memory deficits, and as -
being severely impaired in skills for daily decision
making. '
Review of the “Resiraint-Physlcal” policy, dated o -
01/09/02, revealsd no information related to F221 Itis and was on the day of 02/18/11
reassessing the use of a restraint alter a Lesid:nt survey the policy of Ridgeway
had an Incidant (fall) which may be relaled lo the Nursing and Rehabilitation t
use ol rastraints. Per the facllity’s poticy, restraints N % h[b o on 1o cnsure
were 10 be re-evaluated at least quarterly to ¢ residents are tree trom any
determine their continued need. Additionally, the physical restraints improved for
palicy stated the facilily should make every effort purpose of discipline or convenience.
to eliminate the use of the resizaint.
Review of the clinical record reveated Resident I. Resident #13's side rail
#13 was admitted to the facility on 02/16/04 with assessment has been reviewed and
diagnoses which Included Dementia and updated. At this time there were no
gaf"ﬁsﬁsli""- Review t°'(;“t° g“gggg%'g'g\’g:’:; 4 changes in her assessment from the
ala Sel assessments date . :
the facility assessed Resident #13's side rails to time of survey. This assessment was
be reslraints, Revlaw of the “Slide Rail reviewed on 02/17/11.
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{ioor beside the bed. The facility assessed the

Assessmant", dated 04/30/10, revealed the facility
assessed that there was no possibllity the
resident would climb aver the side rails. Inerview
with AN #3/MDS Coordinator revealod when
conducling a review of the slde rails she would
interview staff, review clinical records, and fook at
any incident reports thal may have been
completed.

Review ol Physiclan's Orders and the "Treatment
Record” revealed Resident #13's side rails were
initlally ordered on 03/16/10. Further review
revealed the Physiclan’s order did not have a
maedical condition for the use of the side rails, nor
did the Physician's orders Identify which type of
side rells were to be usaed. In interview, on
01/21/11 at 6:45 PM, RN #3/MDS nurse slated
the Physician's order for side rails times two (2)
meant lhe four side rails would be up. She
axplained this was due 10 the facility's beds
usually had two (2) tull side rails.

Review of the "Comprehensive Care Plan” dated
05/12110, revealad Resident #13's side rails were
identilied as a restraint. The facility's goal lor the
side rails was tor the rasiden! 10 be free trom
Injury. Reviow of the care plan revesled It did not
detall the type and/or the number of side rails that
were to be used.

Review of 1he "Nurse's Notes® and a "Resident
Accident/Incident Report” dated 06/17/10,
revealed Resident #13 was lound sitling on the

resident and tound no Injurtes. Per the Incident

repori, the resident was getting in, or out of bed,
and the two (2) long side rails were up. The
incidant repon indicated the facitity's

recommendation/action leken Included

2. The Director of Nursing reviewed
all residents with side rail orders for
accuracy of the assessments, and
possible reduction. All restraints are
reviewed weekly in the faciltity’s
quality of care meeting; this was
done on 02/17/11. No other
problems were identified and all
residents were in the least restrictive
device.

3. As part of the weekly quality of
care meeling the facility will review
restraint assessments to ensure the
least restrictive measure is being
used. In addition, if a resident
experiences a fall or accident the
Director of Nursing will review the
appropriate assessment for any
changes within 72 hours of the
incident. Inservice education was
provided to all licensed staff (RN,
L.PN, und CNAs) by the
Administrator on 02/04/11 related to
orders and individualized care plans
related to restraint usage.
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| resident not to standftransler without assistancs,
and lhe addition of a pressure pad alarm 1o lhe
bed. Review of lhe "Comprehensive Care Plan"
rovised on 06/17/10, revealed the care plan
included the inlerventions from the "Rasident
Accldant/incident Repont”.

IMerview, on 01/24/11 at 7:19 PM, with
Registered Nurse (RN) #2 revealed she was on
duty 06/17/10 when Resident #13 was found on
ihe tioor. The RN stated the resident had to have
"squirmed" through the sida rails in order to get
out of bed.

Interview, on 01/24/11 at 4:51 PM, with State
Ragistered Nurse Aide (SRNA) #13 revealed he
was on duty 06/17/10 when Resident #13 was
found on the flgor. Per the SRANA the side ralls
ware up. The SANA stated Resident #13 would
glide to the foot of the bed and \ry to gel out. He
| slated the nurses were aware of the residenl’s
habil of sliding to the oot of the bad.

In inlerview, on 01/24/11 at 5:49 PM, SANA #7
was on duty when Rasiden! #13 fell on 06/17/10.
SRANA #7 stated the side rails were up when she
eniered the room to assist with the resident. The
SRNA verlfied the resident would slide 1o the foot
"| of the bed and attempt to get up. She slated the
nurses were aware the residents allempts 10 get
out of bed.

Intarviow, on 01/24/11 at 5:28 PM, with SRNA #5
ravealed Rosident #13 Iried to ¢climb out of the
bed prior to the faill on 06/17/10 and “still tries to
climb out of the bad®.

Interview, on 01/25/11 at 3:50 PM, with RN

continuglion of Irequent visual checks, encourage

F221| 4. As part of the facility’s ongoing
quality assurance program the
Director of Nursing will audit 10%
of all restraint assessments monthly
for six months to ensure accuracy.
Weekly the facility will continue to

monitor restraint usage and

care meeting.

assessments during the quality of
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#3/MDS Coordinalor revealed after review of the
incident repont and the Nurse's Note, she did not
see anything about the side rails, therefore she
did not compiete a "Side Rall Assessment” tor lhe
06/17/10 fall. RN #3 steted she had completed
the 06/12/10 tall lollow-up assessment on
Rasident #13 after-the fall on 06/12/10 and could
590 no r¢ason to add any other interventions than
those she had suggested; even though the
documentation on the incident report dotalled the
resident was getting in and oul of bed wilh side
rails up.

Interview, an 01/25/11 a1 2:53 PM, with Licensed
Practical Nurse (LPN) #1, who also compieted
*Side Rail Assessments”, revealed based on her
review o!f the inciden! repon, dated 06/17/10, and
the Nurse's Notes for the 06/17/10 lall, she would
need to camplete a more comprehensive review
ol the side ralls to determine the need for heir
conlinued use,

Further record review revealed no documented
evidence that the lacllity re-assessed to
delermine whether Resident #13's continued use
ol the slda ralls was sale.

Inlerview, on 01/25/11 at 3:55 PM, with the Vice
President of Clinical Operations revealad based
on the ingident report and (he Nurse's Note for
the 06/17/10 fall, she would assume the residani
had climbed oul of the bad but would need
additional intarmalion,

Review of tha Minimum Dala Sel assessments
dated 07/30/10 revealed the facility assessed
Resident #13's side rails as resirainis.

Raviow of the "“Slde Rall Assessmenl” dated

Fa21
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07/30/10 revealed the 1acillty continued 10 855855
ihat there was no poss|bliity thal Resident #13
would climb over the side rails.

Record review revealed these assessmenls were
complated by RN #3/MDS Coordingtor. Inlerview
with RN #3/MDS Coordinator revealed when
conducting & review of side ralls she would
interview staff , review clinical records and look at
incident reports that may have been completed.

| However, turther review of these assessments
revealed no evidence AN #3MDS Coordinator
considered the 06/17/10 tall involving the side
ralls when completing the side rall assessment lo
determine the safety of this resident's continued
use of side rails, '

Revlew of the "Nurse's Notes", dated 08/08/10 at
10:30 AM, revealad Resident #13 had been found
lying on the Hoor and was assessed 1o have no
injurles. Per the Note, the resident was tound on
the floor and the side ralls wara stilt up. At 830
AM, an assessment ol Resident #13 revealed no
apparent injury. Additional Notes {imed at 12:00
PM and 12:30 PM revealed no discomfont was
noted. Per lhe 1:30 PM entry Resident #13 was
noled lo have pain In the right lowar extremity
upon transler to bed and was gent 1o the hospital
tor turther evaluation. Review of the "Progress
Note", dated 08/11/10, revealed the resident had
undergone a Tolal Hip Adhroplasty (hip
replacement) after a traclure to the right hip.
Additionally, the Nurse's Noles detalled the
incident report was faxed 1o the Physician.
However, the facllity was unabla 1o provide
documented evidance of the incident report, for
this fall.

Intarviaw, on 01/24/11 al 4:41 PM, with AN #1

F 221
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1 facility assessed Residont #13's side ralls as

factors associated with the use o! the side rails.

| Review of the "Side Rail Assessment” for

Continusd From page 6

revealed she was on duly on 08/08/10, when the
resident sustained a fall. The AN stated when
she enlered the resident's room the residen was
lying on the floor. The RN stated the residem
would have had to have climbed over tho slde
rails or oul the toot of the bed. The RN stated the
0B/08/10 fall was 1he tirst time she was aware that
Resident #13 had fallen gelling out of bed.

intarview, on 01/25/11 al 10:43 AM, with Siale
Registerad Nurse Aide (SRNA) #6 revealed
Aesidenl #13 was silting on the itoor when she
entared the room on 08/08/10. The aide staled
the side rails were up.

Review of the Signiticant Change Minimum Data
Set assessment dated 08/20/10 revealed the

restralnts,

Review of the "Resident Assessment Prolacol
Summary' (RAPS) dated 08/26/10, revealad the
facllity assessed Resident #13 to have a physical
rosiraint and the use of an atarming seatbel
related.to a history of talis from the wheelchair,
The RAPS did not identify the res|dant's side rail
usage as a resiralnt and dlid not detail any risk

Additionally, the RAPS detailed the resident had
experiencad a recent tall with hip fraciure.
However, the tacilily did nol idenlily/address the
risk factors related lo the use of side rails
regarding the resident's falls on 06/17/10 and
08/08/10.

Resident #13 with an assessmen! date o
08/20/10 revealed the facility continued to assess
the resident 10 have no possibility to olimb over

F 221
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the side ralls, There was no documented

| evidence the tacifily allempled to reduce or
eliminate the use of the sida rails Irom 03/15/10
(hrough 01/24/11. .

Interviews, on 01/24/11 at 4:51 PM, 5:28 PM, and
5:49 PM, wilh SRNAS 45, #6, #7 and #1]
revealad they were aware that Resident #13
would scool to the foot of the bed and allempl o
get up. They stated the nurses were aware
Resident #13 woutd altempt to get out of bed.

In interviews, on 01/24/11 at4:41 PM and 7:18
PM and on 01/26/11 at 2:45 PM RN #1, AN #2,
AN #3 and LPN #1 denled knowledge of Resident
#13's attempt to get out of bed unassisted,

Observation of Resident #13, on 01/21/11 at
11:00 AM, revealed the resident was lying on the
bed with side rails in place. Observation, on
01/21/11 at 12:40 PM, revealed the resident was
lying on the bed with three (3) hall side rails in
place. Two (2) side rails on the right and one (1)
side rail an the left side. Observations, on
01/24/11 at 3:42 PM, revealed the resident was
lying on the bed with three (3) hall side railg in
place. Two (2) side rails on the laft and one (1}
side rail on the right side. Observation, on
01/24/11 at 5,15 PM, revealad the resident lying
on the hed with four (4) hall side ralls in place.
Random observalions, on 01/25/11 trom 11:50
AM until 3:20 PN, revealed the resident was lying
on the bed with four (4) hall side rails in place.

F 225 | 483.93(c){1)(ii)-(iil), (€)(2) - (4)

85<€ | INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS

The l.aoilily must not employ individuals who have
been found guilty of abusing, neglecling, or

F 221

F 225

F225 I is and was on the day of 02/05/1 1
survey the policy of Ridgeway
Nursing and Rehabilitation to ensure
“that all alleged violations involving
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(X4) 10 ~ SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION - o)
PREFIX {EACH DEFICIENCY MUST BE PAECEDED BY FULL PREFIX (EACH CORRECTIVE ACTIONGHOWLD B | compuimion
170 REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CAOSS-REFERENCED TO THE APPROPRIATE DATE
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F 225 | Continued From page 8 F 225| mistreatment, neglect or abuse,
mistrealing residants by a coun of law; or have including injuries of unknown
heagdlsat r;ir;t:’l:geenltere: bInu:: the Slialle mIJrfe alide \ source, and misappropriation are
r rning abuse, neglecl, mistreatmen reported immed; .
of residents or misappropriation ol their propenty; d P ibed i mﬁdiately - The incidents
and report any knowledge it has of actions by a escribed in the statement of
count of law against an employee, which would deficiencies all involved residents
indicate unfitness for service as a nurse aide or who were confused. The definition
olhpr lacility staff to the State nurse aide registry of abuse is “a willful intent”. There
or licensing authorities. : .
was no willful intent on the part of
The facility must ensure thal all alleged violalions any resident described in this
involving mistreatment, negtect, or abuse, statement of deficiencies,
including Injurles of unknown source and
misappropriation of residant property are reparted
immediately \o the adminisirator of the fagility and
ta other officlals In accordance with State law ] o
through estabtished procedures (including to the |. Resident #13 is now bedfast and
Slate survey and certification agency). confused to ime, place, and person.
' esident #9's skin is intact and the
The facitily must have evidence thal all alleged Rk ) {hg IS dkw'th ¢
violations are thoroughty investigated, and must SKin lear healed withou
prevent further potential abuse while the complications.
investigalion is In progress, Resident #10 continues to have a
™ N of &l investicatt ‘b tod diagnosis of dementia with
e resulls of all investigations must be reporte . . .
lo the administrator or his designated behavioral dngturba!nces, with '."0
representative and to other officlals In accordance further behavioral issues. Resident
with State law (Including to the Siale survey and #10 receives psychiatric care
cenification agency) within 5 working days of the routinely with medication
|ncident, and il the gllagac'i viglation is verified adjustments. No further incidents
appropriale corraclive aclion musl be 1aken.
have been noted.
Resident #11 has a diagnosis of
. ) mental retardation. He receives
.;;\‘is REQUIREMENT is nol met as avidenced psychiatric care through Pathways
Based on Interview and record review it was and has had numerous medication
determined the facilily failed to ensure all alleged adjustments, No further incidents
violations Involving mislreatment, neglect or have been noted with resident 11,
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residenls (Resident #7, 9, #10, #11, and #13).

abuse Including injuries of unknown origin, were
reported Immadiately to the appropriate State
Agency as avidanced by the facliity falling to
report three (3) ditterent allagations of abuse
invoiving five (5) of nineteen (19) sampled

The findings include:

Review ol 1he facility’'s policy and procedures
enlitlad “Abuse Reponing" revealed upon
racelving reporis of misireatment, abuse,
misappropriation of propeny, or neglec, the
Administrator or Director of Nursing witl
immedialely report the inciden to the appropriate
State Agencles. In the event the Adminisirator of
the Director of Nursing is not avallable, the
charge nurse will report the incident Immediately.

1. Review of the clinical record for Resident #13
revealed documentation of a resident to resident
allercation involving Resident #13 and Resident
#9. Roaview of the Nurses's noles, dated
06/17/10, revealed Resident #13 look a sharp pin
and stuck Il Into Residen #9's leg causing a skin
tear. Funther review of the clinical récord -
revealed the lacility had assessed Resident #13
1o have savere cognllive impalrment. The lacillly
developed a care plan for Resident #13 for
disfuptive behaviors related to dementia with a
history of racurrent behaviors and intermittent
threatening behaviors. The lacility had assessed
Resident #9 lo have moadilied independence with
dally dacision making.

Interview with Licensed Practical Nurse (LPN) #2
on 01/21/11 at 4:30 PM, revealad Resident 413
took flowers out of the flower pot and sluck the
metal end on one of the flowers into Resident
#9's log. Review ol the facllly's reports revealed

FOAM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
BYATEMENT OF DEFICIENCIES ()ﬂ) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {X3J) DATE SURVEY
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_ : A BUILDING
. C
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(X4) 1D SUMMARY STATEMENT OF DEFIGIENCIES D " PROVIDER'S PLAN OF CORRECTION 6
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F 225 | Continued From page 9 F 225| Resident #7 was not harmed and did

not have any adverse effects related
to the incident in question. This
resident has a primary diagnosis of
Alzheimer's. :

2. All staff (licensed and unlicensed)
were inserviced on 02/04/11 by the
Ombudsman and Administrator on
abuse reporting protocol and the

need to report immediately, and on
Resident Rights. During the resident
council {approximately 18 residents} -
were questioned related to potential
abuse by other residents,

3. The Administrator and Director
of Nursing will review all incident
reports (Monday through Friday) and
shifl reports to ensure any alleged
violation of abuse, neglect, or
misappropriation is reported
immediately to all appropriate
apencies, and a thorough
investigation is conducted and
residents are protected during the
investigation. Per the facility policy
any allegations of abuse will be
reported immediately to the
Administrator. '
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a Resldent Accident/incident Report was
complated on 06/17/11 wilh a leltow-up repor
compleled on 06/17/11. Howaver, there was no
documented evidence the incldent had been
reported 10 the appropriate State Agencies.

2. Review of the olinical record for Resident #10
revealed two rasident to resldeni altercations
involving Resident #10. On 06/16/10 revisw of a
Resident Accident/incident Report revealed
Residant #10 was shouting and punching ancther
resident. The report steted tha other resident
obtained scratches on the arm. The resident who
was Injured was nol identilied. On 07/09/10
review ol the Resldenl Accidentincident Repon
rovealed Resident #10 was observed 0 hit
another resident in the chast. The residant who
was hit was not Identitied. The repont Indicated
thig resident was not injured. There was no
documented evidence these two incidents had
been reported 16 the appropriate Stale Agencies.

Review of the clinical record revealed the facility
had assessed Residert #10 lo be moderately
impalred in daily decision making. The resident
nad several diagnoses which included Demenlia
with Behavioral Disturbances.

Intarview with the Minimum Data Set (MDS)
Coordinator on 01/21/11 at 6:30 PM revealed she
coutd not remember the olher residents involved
in the 06/16/10 or 07/09/10 incidant,

Interview with Registered Nurse (RN) #1 on
01/21/11 at 6:45 PM, revealed she was the nurse
who had filed out the incident reporl on 07/0910,
but could nol remember the other resident who
was Involved.

4. As part of the facility’s ongoing
quality assurance program the
Administrator and Social Service
Director will review any incident of
resident to resident abuse to ensure it
is reported to proper authornities.
These incidents will be forwarded to
the QA committee for review
monthly. This will be ongoing.
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3. Reviow of the olinical record for Resident #11
revealed a resigent o resident altercation.
Review of the Nurse's Notes on 10/22/10
revealed Resident #11 was rubbing another
resident on the back and was inappropriate with
ihis resident.

Interview with the Direclor ot Nursing on 01/20/11
al 10:15 AM revealed Resident #11 was observed
kissing Resident #7 on 10/2210. Per interview
and record review Resident #11 was placed on
one 10 one supervision untll the tamily arrivad.
The rasident was taken home for the weekend,
and sent tor a psychological avalualion on
10/25/10. The resident returned to the facliity on
10/25/10. There was no documentad evidence
the incident had been repcorted to the appropriate
| State Agencles.

Review of the clinical regord revealed Resident
#11 had several diagnoses which included Menlal
Retardation (MR). The facility had developed a
care plan lor Resldent #11 for socially
inappropriate/disruptive behavior which included
inappropriate sexual comments/behavior at times
related to MR.

Interview with the Vice President of Clinlcal
Servicas on 01/21/11 at 9:50 PM, revealed she
believed there was no intent for abuse related 10
the cognitive levels of resldents involved and lhe
incidents did not need 1o he reporiad to the State

Agencies. F28] It is and was on the day of
F 281 | 483.20(k)(3)(/) SEAVICES PROVIDED MEET F281| survey the policy of Ridgeway 02/18/1)
§8=0 PROFESSDNAL STANDARDS Nursing and Rehabilitation (0 ensure
The services provided or arranged by the lagility Services provided or'arranged by the
must meet professional stendards of qualily. facility meet professional standards
of quality.
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Based an interview and record roview it was
determined the facilily failed to carry oul
physician's ordaers for one (1) of ninsetean {19)
had a physician's arder to have a urinalysis on
08/1710.

The findings include:

Review of the clinical record revealed, &

be compteted on Realdent #7 on 08/05/10.
Howavaer, there was no documenied evidance

Review of the Nurse's Noles dated 068/06/10,
ravealed an attampt to obtaln 8 urinalysis had

agitatad. However, there was no documented
ovidence \hat gther alempts lo obtain the
vrinalysls were made.

the admitting nurge or the nurse receiving. the

calonder. Step #3 stated lhe medical record

physician.

Q1/21/11 at 2:15 PM, revealed she was nol

This REQUIREMENT is not met as evidencad '

sampled residents (Restdent 7). Resident #7

08/05/10. The tagility tauled to obtain the test until

physician's order was oblained for a urinalysis (0
that the urinalysis was completed until 08/17/10.

been unsuccesshul related lo the resident being

.| Review of the facility's * Lab Monltoring Syslemn®
policy dated 11/02/07, reveated Step # 2 staled

order would document (he order on the laboratory

person would check the calender and complste a
lab requisition for the labs 10 ba obtained. Step
#4 indicaled that a copy of the requisition would
be maintained in a notebook at the nurse's station
until the resulls were returned and reported lo Lthe

Inlervle\;v with the Director of Nursing (DON) on
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F 261 | Continued From page 12 F 281

|. The urinalysis on Resident #7 was
attempted on 08/05/10, however the
resident refused. Resident #7
remains in the facility and has had
additional urinalysis since 08/17/10,
which were reviewed in accordance
to physician’s orders and obtained as |’
ordered.

2. All residents could potentially be
affected. All ordered labs are
monitored by the Director of Nursing
on a daily basis to ensure there are
none missed. This will be
accomplished by reviewing the
requisitions and lab calendar. This
process will be ongoing.

3. Labs ordered are placed on the
_lab calendar by the nurse receiving
the order, daily medical records
completes lab requisition for the next
lab day. A copy of the requisition i$
maintained in a notebook at the
nurse's station until lab results are
retumed and reported to the
physician. The copy will be
removed from the notebook by the
nurse after he/she reports the results
to the physician. If a requisition
remains in the notebook then this
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employad during August, 2010, but was now the missed. The notebook will be
one responsible for tracking labs. She was checked daily.
unaware Lhat the lab had not been obtained in a :
fimely manner. )
F 309 | 483.25 PROVIDE CARE/SERVICES FOR' £ 309{4. Weekly duringthe
85= | HHGHEST WELL BEING - interdisciplinary care conference

Each resident musi racelve and the facllity mus!
provide the necessary care and services to attain
or maintain the highest practicable physical,
menlal, and psychosaoclal well-being, In
accordence with the comprehensive assessment
and plan ol care.

This REQUIREMENT is not met as evidenced
by:

Based on Interview and record review it was
determined the tacility tailed to provide the
nacessary care and servicas lor four (4) of
nineteen (19) sampled residents when the Bowel
Care Protocol was not Implemented consistently
(Residants #12, #18, #8, and #8).

The lindings include:

Review of the tacility's Bowe! Care Protaco!
revealed the Nursing Assislant/Nursing would
dooument every shifi i & resident had a bowel
movement. The poficy stated if a resident had
gona three (3) days without having adequate
bowel elimination, the bowel prolacol would be
implemented.

medica! records will audit the charts
of those residents scheduled for care
plans 10 ensure labs have been
obtained as ordered. A report will be
forwarded 10 the Director of Nursing
‘weekly.

F309 It is and was on the day of 02/18/11
survey the policy for Ridgeway
Nursing and Rehabilitation 1o ensure
each resident receives and the
facility must provide the necessary
care and services to attain or
maintain the highest practicable
physical, mental, and psychosocial
well-being, in accordance with the
comprehensive assessment and plan

1. Review of the Clinical Record revealed of care.
Resident #12 was admlitted on 11/18/10 wlilh
diagnoses which Included Diabetes,
Hypertension, and status post Cérebrovascular
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