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DEFICIENCY)
Submission of this Plan of Correction does L
FO00 INITIAL COMMENTS F 000 not constitute admission or agreement by th

provider of the truth or the facts alleged or

A Recertification Survey and an Abbreviated conclusions set farth in the Statement of
Survey investigating Compiaint KY#22827 was Deficiencies. The Plan of Correction is
conducted on 02/24/15 through 02/27/15 with submitted solely because it is required by thf
deficlencies cited at the highest scope and provision of federal and state law.
severily of a "E°, KY #22827 was substantiated
with deficlencies cltad

F 188 483.10{(7{2) RIGHT TO.PROMPT EFFORTS TO F 188
8S=g RESOLVE GRIEVANCES
F166
A resident hes the right to prompt efforta by the .10 Right to Prompt Efforts to
fecliity to resoive grisvances the resident may ﬁu,v‘,f’(‘;z,’,“,“nm P
have, Including those with respect to the behavior 4815
of other residents.

It is the routine practice of this facility to
make effort to resolve grievances voiced by

This REQUIREMENT is not met as evidenced residents or hiser representative.

by: X (] for
. d i :

e i oy, v st roow of The minutes from the Resident’s Council
falled to ansure each residents right to volce meetings from the prior three months were
@revanicas and to be assured that after recelving reviewed to verify that all concerns had beeT
a complaint of grievance, the facility wouid addressed. Inservice with nursing staff was
actively seek a resolution and keep the resldent conducted on 2/25/15 regarding bed
appropriately epprised of its progresa loward & making, linen change, assisting residents
resolution for five (5) of six (6) unsamplad after meals and activities. The care plan of
residents (Residants D, E, F, G, and H.) who resident requesting to be gotten up earlier,
attended the Group Interview and Residant was revised to reflect that preference.
Councll.

How other residents who may have been
The facliity failed to act upon repeatad ed e ntifled
camplaints, made during the monthly Resident A Resident's Council Meeting was held on
Councll Meetings, of staff talking and texting on 2/27/15. Concems expressed during this
thelr csll phones In the resident's rooms and care meeting wese managed through the facility'y

areas; beds linens not belng changed In a timely
mannaer, concems with residents naeding
assistance back to their rooms after meals and
having to walt, as much as two (2) hours, and out

LAEQRATORY DIRECTOR'S OR PROVIDEFV'SUPPLIER REPRESENTATIVE'S sww TITLE QM/DJ\J (KB DATE L[ ”
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munmmmwnmmnmum.gsummy Emnthmhgmhhwmm-mdmmm
lullulmﬂudmqummu-ndaphnﬂmawonhprwm Fwnmhghnmn.lhubwo!ndlmmdphmdwmeﬂmmmu
dmwmmmmHMmbnnmmthﬂu. Ildwld-dumeﬂd.mwmndmuwlmbmmd
progrem participation.
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F 188 Continued From page 1

of bed and dressed in tha momings. Additionally,
the facility falled to keep tha residents apprised of
its progress toward a resolution to the complaints
made by the Resldeni Council Members.

The findings Include:

Raview ¢f the faciiity’s policy titied *Resident
Counclif Activities™ and "Resident Council
Guidelinen®, last revised 01/14/10, ravealed the
Rasldent Councll was to enabla the rssidents to
exarcise their rights and protect thelr intarests by
participating fully in the decisions and tasks which
affect thelr evarydsy Ives. The designated
support parson should complete the Secrelary’s
Worksheet for Residant Councll Notes, for aach
meating and submit these to the Administrator, as
=oon as poasible, 86 that concems o
suggestions can be acted upon imely. The
Administrator or designes will respond to el
supgestions following the meeting. The
designated support parson Is to request a formal
response (o ak identifled concems and follow up
on all identiffed cancems to assure respanses are
available to the councll prior to the naxt counclt
maating,

A review of the factiity policy for "Communication
Devices and Cellular Telephones,” lasi revised
01/01/43, revealad employees’ personal caliular
telaphones may not be uesad during working times
and In working areas of the facillty, except in
response to a faclity or parscnal smargency and
ware to be usad during non-working times, before
clocking in or after clocking out, during authorized
braak or meal imes, so long as this doss not
disturb residenta or interfere with the work

performad by the employee,
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F 188 F166 (continued)
grievance process and addressed by the
appropriate discipline for the identified
concern. Resolution to the grievance was
communicated back to the individual (if
known) thet expressed it and was reviewed
and signed by the Administrator, Resoluti
of the issues will be communicated to the
group at the next residents council meeting,

Measures Implemented or Systema

The Activity Directar, who is responsible fo
facilitating the Resident's Council Meetings
was provided education on 2/26/15 and was
directed to provide copies of minutes 1o the
Administrator following the meeting and to
initiate the facility's grievance or missing
items proceas for any concerns not
immediately resolved., This education was
provided by the Director of Nursing. He w
further educated to report back o resident’s
council the resolution of issues reported in
previous meeting. Reaffirmation of the
education was conducted on 3/23/15 by the
Director of Nursing.
Monj mpliance:
The Administrator will review the Resident’
Council minutes following each meeting to
assure a prievance was initiated for issues
identified. The open grievances will be
followed through the facilities Abbreviated
Quality Assurance meeting until completed.
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Interviews with six (6) reaidents, Residents D, E, Grievances will be reviewed by the facility'd
r':'v?é:' ﬂ‘;:;g‘;’:::m:é:aw&:"& Quality Assurance Committes monthly to
12/01/14, 12/30/14, and 01/26/115 revealed O e
oy s with heving lo wiait, &8 much concerns. The Abbreviated Quality
o-gok e Shar s o Ak 8 mu A Assurance Commitiee includes the
lso'molt(mom after n:uls or' out of:.:d inthe © Adm!nistratgr. DON, Assistant Director of
momings; bad linans ot being changed oflan Nursing, Unit Managers, Staff D_eu:elcpmen1
snough; and, staff talking and texting on their cel C?ordmator, Soclal Seyvice, J_Actmties
phones In the rasident reoms and In hallways and Director, Medical Records Dlrecto_r,
not being available when neaded. Admissions Directer, MDS Coordinator,
Dietary Manager, Environmental Service
Interview with tha Activity Coordinator, on Director. The Quality Assurance Commi
02/27118 at :03 AM, revealed the stalf member consists of the same peope plus the
had reportad tha concems from group, to the Consultant Pharmacist, Medical Director
pravious Administrator, verbally and st ona time
thers was a sheet to have been fllled cut. Since
that time, he has baen reporting tha concerns to
various depajiment heads, depending on what
department was Involved and these particutar
concems were given fo the Director of Nuraing
(DON,) verbally and in e-matfis, Ha stated he had
never given anyane a copy of tha Resident
Council Minulas, except the previous
Administrator, but would have if asked. A review
of e-malis ta the DON revealed the concems had
bean reported to her,
Interview wilh the DON, an 02/27/15 at 1:42 PM,
reveaisd sha probably did aae the e-malis from
the Activity Coordinator but needed to do a better
Job of acting on them.
F 254 483.15(h)(3) CLEAN BED/BATH LINENS IN F 254
8= GOOD CONDITION
The facliity must provide clean bed and bath
Tinens that are In good condition.
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483. 15(h)(3) LINEN 4/8/15
;‘;‘ REQUIREMENT Is not met as evidanced It is the routine practice of this facility to
Btz ot v st ity e S ey of e
policy review, it was detemmined the faciity failed C five M for Resi !'e i
to ensure an adequats supply of washcioths and Identified in the deficlency:
o A ets (o Mall8hd RS KIata Na8 Additional stock of wash clothes and towels
) that were in supply were placed into
Review of the Census with Licensed Practical G
Nurse (LPN) #8 revealed thera were twenty-sight An additiona) 3000 wushc!otllu and 200
(28) residenis, resicling on 300 Hall on 02/25/15 towels wer purchased on 3/3/15,
at 8:30 AM,
the h
The findings include: were ident]
An inventory of washcloths and towels was
Review of the faciiity's poticy tiied, "Laundry conducted on all units by the environmental
Services*, last revised 04/10/13, reveeled the service director on 2/25/15.
facllity should provide an adequata supply of
hyglenically clean and odor fres linens to meet
the neacla of the residents. The laundry Meas tem
department will maintain an adequate supply of H
hygisnically clean linens to provids resident care. Par levels of linen were established 1o have
on available for use, Laundry staff is now
Intarview with Unsampled Resident #C, on supplying a minimum of two washcloths
02/24/16 at 11:16 AM during inttial four, revealad and one towel per resident at the beginning
he/she does not gat a claan washciath and towel of day and evening shift. The supply is
dally when bathing. Further Intervisw revealed replenished 2-3 times during the shift. An
there were momings he/she had to walt for additional supply of linen, including at least
laundry ataff to atock the linen on the unit. 2 washeloths is being stocked at the end of
the evening shift to be available for night
Interview with Resident #11, on 02/25115 a1 3:15 shift. An additional supply of washcloths is
PM, revealad he/she had an "lssus® with the being stored in the Main Clean Utility room
facllity not having washcloths avallable whenever across from the nurses station for easy accesh
hﬂlll'lﬂ needed ane. ledﬂﬂl #1 slated at “m.‘ in lhe event thara is an excessive use,
"“"; had o uss towels to bathe when Additional stock will be maintained for
;r;sh oths mr“ehm:lt ncoesalb; and she know utilization as needed. When back up supply
nursing 8d to wash finen when supplies is accessed to meet stocking needs,
wera short during after houra when laundry staff
FORM CME-2687(02-09) Pravicus Vetsione Obeclste Event ID:130V11 FacifRy 1D: 100299 if continustion sheet Page 4 of 25
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F254 Continusd From page 4 F 254 F254 (continued)
off dty. additional items will be ordered.
Observaton of 300 Hel nen storage closet, on VRIS, AS111S by the St Developmen
02/24/15 ot 12:40 PM, revesied thers were no iy 10 bt to Environmental
wash clothes or towels. Further observation of A PO onmen
the 300 Hall linen storage closet, on 02/26/15 at Service Director and AdminlstrmPr en the
8:25 AM, reveaied there were sevan (7) event linen is required to be obtained form sJ
washdol'i'la and eight (8) towsia svallable. Ravisw the Clean Utility Room so distribution lev!:l
of resident Cansus on 300 Hall 02/28/15 at 8:30 can be adjusted. After 3/31/15 SRNA's will
AM, twenty-eight (28). be trained prior to their next shift worked,
Imarview with Certified Nurse Alde (CNA) #7, on Monitoring for Oneoing Compliauce:
02/26/16 at 8:25 AM, revesied the (7) washcloihs ] .
and (8) towels was the average number available Linen inventory -vs- par leveis will be
ta begin AM care prior o Isundry services reported to the quality assurance committee
delivering linen fo the unit. CNA #7 stated cach month by the Environmental Service
washclotha and towels ara not atwaya readily Director and Resident's Council will be
avallable for stafl and residents to uss, CNA #7 queried regarding availability of linen in the
stated, * f'm surprised there are this many Monthly Resident’s Council Meeting.
washcloths this moming, we usually have o Rounds will be made by ADM, DON,
search shower rooms or other units before ADON, SDC or UM axs assigned weekly x 4
laundry makas a delivery to the halls in the weeks, then monthly x6 to verify that the
moming. The nurses do have access to the quantity of linen supplied is adequate.
laundry rcom if we {nursing staff) hava to wash a Findings of rounds will be reported to
load of linen, Administrator and QA Committee to
determine if par levels require adjustment.
Intarview with CNA #8, on 02/24/15 at 3:40 PM,
reveniad towels and washcicths were not always
avallabls for residents and staff to provide cara,
CNA #8 atatad the facility stopped using wst
wipes in November 2014 which increased
demand of washcloths and towels, CNA #8
stated, "There are imes when giving a resident a
shower or providing care that | have to go to the ,
laundry and wash a foad of washcloths and
towals just to provids care (o the patients®,
Interview with Hounekeaper #4, on 02/25/15 at
12:48, tsd washcloths tend to gat thrown In
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the trash by residants and etaff. She stated there
had besn times when washcioths were In fimited
supply and not enough to stock Bnen shelvas on
units,

Intesview with Housekeopar #3, on 02/25/15 at
12:55 PM, revealed facility experienced a8
shortage of washcioths for approximataly two (2)
weeks In Novembar when the facliity stopped
supplying wat wipes, She stated she and other
latndry/housakesping steff wera getting
camplaints from stalf and residenta washclothe
and lowals were not baing avallable to provide
care,

Intarview with Plant Service Director of Laundry/
Hotisskeeping /Malntanance, on 02 /27/16 et
10:10 AM, revealad ha bacame aware of the
washcloth shortage In October 2014 when the
facllity stopped using wel wipes. Ha stated staff
and rasidents dispoaing of soiled washeloths and
underpad's [n the irash caused a reduction of
available inen. He revealed there had never
bean a time the facliity was without washcloths,
and the CNAs with a history of laundry
expearience had gone to the laundry and washed
8 load, if linan waa unavaiable,

Intarview with the Diractor of Nursing (DON), on
0272315 at 5:00 PM, revealad the facility siopped
using wet wipes three (3) months ago because
wet wipes weare being flushed creating problams
with tha clty sewer system. The DON stated ahe
would not axpect wet wipes o atfect quantity of
washcloths avaitable for residants and ataff uze
whiie providing care. The DON revaaled staff had
accass lo laundry during off hours of the laundry
perscnnel.
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88=0 PROFESSIONAL STANDARDS

It i3 the practice of this facility to provide or

The services provided or aranged by the fadliity asrange for services

must mest profassicnal standards of quelity. i
Identified in the deficiency:

This REQUIREMENT s ot met &s avidenced New Transfer-Lift Analysis' for Residents #

by: 4 and #9 were cumplcll’ed that reflect the
. correct size indicated based on the

aﬁ’&ﬂmmmm' :‘:0 m * manufacturer's recommendation. The Nurss

Statamant (AOS) #14 and #27, it was dstermined were updated to reflect the evaluated sizes by

tha fecity fafled {0 provide services to meet ; unit nurses on 2/25/15. An order was

professional standards of quality for three (3) of I obtained by the Unit Manager on 2/25/15 for

ninetesn (19) sampled residents (Resident #4, | Resident # 6 for use of the soft lap tray. Tha

Resident #8, and Resident #8). The facilty falled | order for the alarming seat belt was

to complete a Full Risk Assesament on Resident | discontinued on 2/25/15. The treatment

#4 and Resident #8 1o determine the sizs of the Administration record, Care Plan and Nurse

sling nesdad to trangfer the resident with the Aide Data Sheet were updated on 2/25/15 by

transfer kft. In addition, there was no physician's the Unit Manager to reflect the current

order for the use of a soft lap top wheslchalr tray orders,

on Resldent ¥5's whealchalr that had been In use,

on a rial basis since November 2014, Furthar Ho h ave

review revealed Resident #9 had a physiclan's . by this w

order for a veicro alamming seat belt and pressure ‘The Transfer Lift Analysis for all residents

sensilive alarms for the bed and wheel chalr, were audited by Director of Nursing,

however, observations during the four day survey Assistant Divector of Nursing and Unit

(02/24/16-02/27/18,) rovealed the itarms wers not Manager on 2/25/15 to verify that the

in use and review of the February 2015 analysis was complete and that sizing was

Troatment Administration Record (TAR) revealed accurate. Nurse Aide Data Sheets were

ficansad staft had initialad the items were In audited to verify that the method of transfer

place. and sling size when indicated was correcily
transcribed onto the Nurse Alde Data Sheet

The findings inciude: on 2/25/15 by the MDS Nurses,

gﬂmﬂ;m&;mﬁ ".:';;g:;aﬂm{ The Physician‘s Orders, Treatment

ravealed the licenaed ;wms Were respon sli:lo for Administration Records {TAR) and Nurse
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e administration of medication or treatment as
authorized by the physiclan. Review of Licensed
Practical Nursing Practice AOS #27, last revised
08/2014, revealed licensed siaff should documant
on the appropriate record to accurately describs
all aspects of nursing care provided.

Review of tha faciity's policy titted, *Lifts and
Transfaming Devicas,” revised 12/119/13, revealed
documentation to include i was the poiicy of the
facliity to seek mathods by which Iiting and
trensferring of residants was conducted In the
safest means posaible for the safely of residents
and the care of providers and residents would be
evaluated for the need of a it on admisaion and
whenaver thers was 8 changs in the resldent's
abllity to bear welight or transfer. Further review
revaaled employaes would be trained on the
proper use of lifts and camgivers would have
accoss (0 resident specific Information on the
type of lift, aling or transfer device end were to
follow manufacturer Instructiona.

Review of the Manufactures Instructions, titled
Hoyer Sling Guide, undated, revealad
documentation to include a suggested size and
waight range chart and recommendad a full riek
assassmemnt be conducted before eny sling was
selected,

1. Record review revesaled the facllity admitted
Raslident #4 on 01/31/12, with dlagnoses which
Included Coronary Astery Olsenss, Congestive
Heart Failure, Arthritls, Depressien, Dementla
and Alzhelmer's typa with Behaviors., Review of
the quarierly Minimum Data Set {(MDS)
ascessment, dated 01/16/15, revealad the facilily
assessed the residant’s cognition as sevarely
impaired with a Braf Interviaw of Mental Status
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Aide Data Sheets were audited by the Unit
Manager (UM}, Assistant Director of
Nursing (ADON) and Director of Nursing
(DON) berween 3/23/15 and 3/25/15 to
validate that the devices in use reflect the
curtent orders and documentation.

Prevent R rence;

Education was providéd to Licensed Nurses
en 3/19/15 through 3/27/15 by the Staff
Development Coordinator (SDC) to educate
regarding the proper completion of the Lift
Transfer Analysis and proper method of
sizing slings. Training also included
transeription of analysis findings onto the
Nurse Aide Data Sheet (NADS).After
initiation of Transfer / Lit Analysis audit,
only nurses who have completed training will
be autherized to complete analysis.

Training was provided at the same time
regarding Professional Standards of Practice
reguirement 1o accurately record care
provided. This training was extended to
Licensed Nurses and Medication Aides
responsible for documenting provision of
such things as treatments and safety
measures.

State Registered Nursing Assistants were
provided education by the SDC, DON,
ADON or UM beginning on 3/23/15,
continuing through 3/31/15, regarding
process of sizing of slings by the nurse,
method of communicating sling sizing and

Fasitty tD: 100200 I continusiion sheet Paga 8 of 25
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(BIMS) score of 99, and the resldent required a method of identifying sling size for use.
machanical I} with assist of two (2) staff for After 3/31/15 any SRNA not yet trained will
transfers. be trained prior to next shift worliced. fSizi:g
charts denoting the weight capacity of eac
Raview of Reskdont #4's Resident Lit/Transfer size sling and tghe color of binding used to
Analysis, dated 12/11/13, revealad documentation fckly identify the sling size, was posted in
to includa the resident lacked head controf. quick’y 1 $ 108 51z, Was po
axhibited involuntary is and was 'unable the Lift Storage Room fqr quu'.lf reference
to maintain an upﬂghll m’“ '""m' Iro on the toilet when choosing the §pcc|ﬁed sling on
or bedakis commads and needed a basic aling. 3/23/15 by the Quality Management Nurse.
Further review revealsd thare wes no svidence nitor . .
Monitoring for Ongoing Compligace:
:p;f;gﬂﬂx::::::&t.m resident for the The MDS Nurses will check for proper
completion of the Lift Transfer Analysts,
. when gathering info for the quarterly MDS,
szm ;I:::m :?;gmﬂgn:th?r::m They will confirm that the master NADS
Instructions revealed & Medium (yeliow) siing was contains the sling size specified on the
appropriste for Resident ¥4 whose welght was completed analysis. In the event a sling size
betwean zero (0) and two hundred (200) pourda. is not present, they will immediately report
to DON for completion. Findings will be
Obsesvation of Residant #4, on 02/25/15 at 8:20 reported weckly in the Abbreviated Quality
AM, revesiad the resident waa sitting In the maln Assurance meeting and conveyed to full
dining rocm on a yellow iRt sling in a broda chalr. QAA committee for monthly review monthly
X 3 months, then quarterly x3.
2. Racord Raview revealed the facillty admitted
Raaident #9 on 05/21/14, with diagnoees which
inchuded Setzures and Post Oparative Brain
Surgery. Regview of the quartarly MDS
assessment, dated 02/03/15, revealed the faciity
assassed the resident in a comatoss stats, and
the resident required a mechanical it with asstst
of two (2) staff for transfars.
Review of Resident #9's Realdent Lit/Transfer
Anslysis, dated 05/21/14, ravealed
documentation to Inciuda that the resident was an
“Active Ler, avaluate for aling siza. Proceed to
Question A®, Question A was not compieted and
Qusstion B was answered by circling *Yes, Full
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back Sling" plus two (2) person asalst. There
was no documented evidence the sling size was
defermined.

Review of Resident #9's Weight Record and
review of the Manufacturar's Instructions revealed
a Medium {yellow) sling was appropriate for
Rasident #4 whose weight was between zero {0}
and two hundred (200) pounds,

Observation of Resident #8, on 02/24/15 at 3:45
PM. reveal the realdant lylng In bed In a right
lateral position with the head of bed elevated, no
% sling visible In the room or beneath tha
resident,

Intarview with CNA #2, on 02/25/15 at 12:45 PM,
revealsd the yallow *medium” siing was ueed for
Residents #4 and #0, CTNA #2 said she used the
medium (yeliow) siing most of the time. She
statad *| would not use the amall (red), | just try to
think about it, 1 have not been tralnad on how to
salect a sling sizs, therapy usually talls us.” CNA
#2 atated sling aize wes not discussed during
shift change.

Review of Resident #9 Resident LI/ Transfer
Analysis, dated 08/24/12, revaaled there wes no
ovidence the facility evalugted the residsnt for the
appropriets sling size.

Interview with Medical Records Perscnned, on
02/25/15 at 12:40 PM, revealad she previously
worked a8 a CNA at the facilily and was taught to
measure resldenis from the neck (o the lower
back to detarmine the appropriate sling size. She
stated siing stze should be assessed prior to
using of a lit and she was unsure |f staff
measured for aling sizs prior to usa at this Yime.
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Interview with the Licensed Practical Nursa (LPN)
#3, on 02/25/16 &t 12:20 PM, revealed the sling
sizes ware color caded and the red frimmed sling
was a smal, yeliow was a madium, gresn was a
large and biue was an axira large. Shoe sald the
facility had not assessed the twenty-two (22)
residents who required the use of g mechanical
Tt tor the appropriate sling stze.

Interview with the DON, on 02/25/1 5 at 3;15 PM,
revealed sling size should be assessed and
documantad on the Nursa Aida Dala Sheet in the
“device type” section and the proper stze should
be circled on the Residant It/ Tranater Analysis
form. She stated she axpectsd the nurse to
complete both forms on admission and when a
resident's transfer abllity changed. The DON
revegied she expectad all nurses to be trained on
all forms and they should know how to mark the
Resident Lit/Transfer Analysis form based on the
resident's walght She staied sling slze was not
determined by Physical Therapy, “they may
recommaend  {it but not the sfing size.” The

DON stated sha was not aware of any falls of
significant Infury related to the use of a lift,

3. Retord review revealed the facliity admitted
Realdent #6 on 04/14/08, with dlagnoses which
Includad Chronic Heart Fallure, Alzhelmer's
Dementie, Renal InsufMciancy, Arthritis and
Diabates Meliius. Review of the quartery MDS
gasassment, dated 12/15/14, revealad tha Facility
assessed the resident's cognition as severely
impatred with a BIMS score af *3" which indicated
the resident was not interviewable. In addition,
the resident was assessad as naeding the
axtansive asaistance of two {2) staff with Activities
of Dally Living (ADL) and was listed aa having a

Fa81
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chalr restraint that prevented rising.

Review of the February 2013 Physiclan Orders
revealed the resident required a pressure alarm
to the bed and wheel chale and a velcro, alarming
seatheit to the wheelchalr with a etart date of
12/06M4, However, cbsarvation of Reskdent #8,
on 02/25/15 st 1216 PM, revealed the residant
wae belng esslsted by ataff for maeals, In the
dining room and was seated in the wheal chalr,
with an attached soft lap tray, Thers was no
valero alarming seat beit and pressure alarm in
use,

Further review of the February 2015 Physician's
Qrders revealed there was no order for the soft
lap tray,

Raview of the February 2015 Treatment
Administration Record (TAR) revealed the
residant required @ pressurs atarm {o the bed and
whael chalr and the licenead staff ware to have
chacked placament every shift and a veicro,
alarming seatbeit to the wheel chair with g
placement check. The TAR was initlaled avery
twelve hours indicating the pressurs alanma and
velcro alarming seatbeit were in place. However,
further cbservations of Ragldant #8 on
D2/24/18-02/27/15 revealed the pressura alarm
snd alarming seaibeit were notin placs.

Interview with CNA #4, on 2/25/15 at 1:10 PM,
revealod the CNA was unsure how long the
alarms had not been in place and stated the
resident had not been using the alarming seat
beit,

Intecview with Licansed Practical Nursa (LPN) #3,
on 02/2515 at 1:35 PM, revealed she updated

FORM CMS-2467(02-69) Pravious Varlons Obsclsty Event ID: 130V11 FacRyiD: 100200 it continustlon sheet Page 12 of 25
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the CNA Care Plan, adding a solt lap tray, per
therapy communication, but did not ensure thera :1812‘:::, {vo:li:’ ;;.‘:;ei Ll L Lt

was a physiclan's order for the aoft lap tray.

It is the routine practice of this facility to
provide the necessary care and services to
attain or maintain the highest practicable
physical, mental and psychosocial well-being

interview with Regletered Nurse (RN) #1, on
02/25/16 ot 1:20 PM, revealed the nurse was
unsure if an alarming saal belt had besn used
with this realdent and siated the lap tray had been i
In placs for *a goad bit of tme" and stated she did in accordance with the comprehensive

not know there was no physicien order for the lap assessment and plan of care.
tray. M ide

Interview with the Director of Nursing (DON), on
2/26/15 at 11:05 AM, revealed the lsaus with the
lap tray was with the process of following up on a
iriel that therapy recommended. She stated the
siaff fallad to follow the TAR and the physiclan
orders and the Valcro seat belt should not have
bean Initialed on the TAR, if it wae not baing
utiitzed.

F309 483.25 PROVIDE CARE/SERVICES FOR

58~ HIGHEST WELL BEING

Each resident must racelve and the fsciity must
provide the necessary care and sarvicas to aitaln
or mainiain the highast praciicable physical,
mental, and psychanccial well-being, in
accordance with the comprahensive assessment
and plan of care,

This REQUIREMENT I8 nat mat as evidenced
by:

Based on obsarvation, intarview, record raview
and facilty pollcy reviaw it was detarmined the
facliity faed lo provide the necessary care end

F 309

Identified jn the deficiegcy:

An Admission/New Onset/ Weekly Wound
Analysis was completed for residents #7 on
227115 and #9 on 2/24/15 documenting the
current status of each resident's wound.
WNew analysis have been completed weekly
since 3/4/15 ta record the progress of the
areas.

Weekly skin observations were also
completed and recorded for each of these
residents o review for any additional skin
concemns by Unit Nurses beginning on
3NNS.

have bee

2 w i
Skin Observations were completed on gll
residents by Unit Nurses between 2/24/15
and 3/2/15, Records were audited to assure
that each resident had the results of the Skin
Observation recorded on his/her record. The
clinical records of all residents having
wounds were reviewed by the ADON on
2127115, to determine il an Admission / New
Onset! Weekly Wound Analysis had been

W i wh
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eorvices relaled to wound assessments for two
{2) of rineteen (19) sempled rasidents (Resident
#7 and #8), The faciiity falled to complete and
document weekly skin observations for Resldent A I
#7 end assess and document the condition of the le " .
skin prior to resident #9's transfer to another

v
Education was provided 1o licensed nurses,
feclity and upon return from another facility. by the SDC on 2/27/15, instructing that

completed for any wound that was present.
All were found to be present.

. unless a medical emergency exists, the

Tho indings include: condition of a resident's skin should be

ntervisw . evaluated prior to transfer to another ficility

lmmr D?mmlggﬂ;?&mﬂ ::!Iiy for treatment. The findings of that

did not have a policy, specific to clinical evaluation should be recorded either in the

sssessments priorto  nafar of upon retum from nurses notes or on a Weekly Skin

enather facliity. She said when a reskient retums Observation record. Upon return from the

from an emergency reom visit the nume should outside facility, the resident's skin should

assass and complets & two (2) page document once again be checked for abnormalities or

titted, Clinical Admisalon Chackhat for New or trauma that may have developed during the

Readmitted Realdents, dated 19/19/14. The DON time he/she was away from the facility. The

said new admissions or randmissions following findings of that evaluation shouid also be

hospiia! steys should be asssssad using the two recorded in the clinical record, either in the

(2) page document titied, Comprehensive nurses notes or on the Weekly Skin

Resident Analysis, duted 10/28/13. Observation record, Reaffirmation of this
training will be completed between 3/23/15

Review of the facliity policy for Presaurs and 3/27/15.

Ulcar/Wound Care, clinical practice guldelines,

dated 12/18/13, revaaled & review should be Education to all nurses was provided

completed upon identification of @ wound or regerding completion of Weekly Skin

pressure sore, and weakly until resolvad.,
Documentation of the weund should bs made on
the "Admission/New Onsst/Weeldy Wound
Analysia® form,

Observations, for all residents to monitor for
the cmergence of skin cancerns, The TAR
was re-organized to facilitate easy
recognition of scheduled Weekly
Observations. This education will be
provided by SDC, ADON, DON & UM
between 3/23/15 and 3/31/15.

Review of the faciiity's "Admisslon/New
Onsel/Weeldy Wound Analysis Guidelinas® form,
dated 12/16/13, revealed the fom Included
I"bm'm"ﬁl;n":f'cm“;:‘"dm of the waakly A reference list for tasks to be completed
documenta s “Weakly Wound following a short term transfer /

Analysis (Form 250.3800,8), which Included the oTlowing & short tenm transfer /retum was
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location: describe the wound site, date wound
firat identified or admitted with, wound type: entsr
appropriate codes, diagnoats pertinent and
contributing faciors, and initiai siage of the wound
as it appsared when idantified.

1. Record Raview revealad the facility admitted
Resident #9 on 05/21/14, with disgriosas which
Included Selzures, Hypothyroldiam, Hypertension,
Post-Operative Brain Surgery and Comatoss
State. Arevisw of the quarterly Minimum Data
Set (MD3) assessment, deted 02/03/15, ravealed
the resident was in a cometose slale, and
required & machanical Iift with asslst of two {2)
ela¥ for ransfers and was at risk for the
development of pressure sores.

Interview with Registered Nurse {RN} #2 during
the Inittal tour, on 02/24/18 at 11:48 AM, revealed
he noled Resident #8 hed “shesring® on the Jeft
and right buttocks during hia maoming skin
assessmentl. RN #2 stated he photographed the
wound on Resident # 8'a butiocks, RN #2
revealed he did not receive a verbal repont from
the night shift nursa bacawse she left prior {o his
arrival at 8:00 AM; howaver, he stated he read
the shift report from the twonly-four (24) hour
report form and did not ses 2 wound reportora
nursing note about the areas on Resident #0's
buttocks. In addition, RN #2 stated Resident #5
had been transferred by ambulanca to the local
amargsncy room last night because of an
elevated temperature

Review of the phatograph of Resident #9's
buttock wound, dated 02/24/1 5, ravealed a
handwrittan note on & maasurement tool that
read the wound was savan {7) by three (3)
centimetars {cm),

developed to be used for ER visits or ouuideﬂ
treatments in which no actual discharge or
readmission occurs triggering the
admission/readmission processes and
evaluations. The checklist includes a head tq
toe skin evaluation with findings
documented, review & impiementation of
orders {ssucd during visit, revigion of care
plan to reflect any new condition, reatment
plan or change in abilities and
communication of new conditions through
written and verbal report. Licensed Nurses
were provided training on pre- and post
transfer evaluations of resident's skin
condition beginning on 3/23/15 through
3/31/15 by the SDC, ADON, DON & UM.
Implementation of the checklist will be on
4/1115.

The completion of Admission / New

Onset /Weekly Wound Analysis for
residents having wounds will be monitored
weokly by the ADON to verify that all
residents having 2 wound has an cvaluation
of the wounds stetus, She will review new
physician orders to identify any new wounds
that require evaluation and/or monitoring. In
her absence the reviews will be completed by
the DON or another Administrative nurse as
assipried.

Unit Managers will audit for the completion
of Weekly Skin Observations 3x weekly to
verify that planned observations have been
completed. Any identified as not having been
done will be completed on the day of audit,
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Revigw of the nurae'a notes, dated 02/24/15 st inical R
9:30 AM, rovealed documentatian fo Include E:g,;';;’:oﬂtﬁ°;ﬂ,°f§f ig;"}:,w ho are
“resident has two unstageabls pressure areas on pras :
faft and right bultocks. New order for calazime treatment/eval will be audited by the Unit
(every shiftfor fou rha.n (14) days and Manager, SDC, ADON or DON to verify
re-aveluale.” ¥s that skin abservations were recorded prior tp
) transfer, unless contraindicated by pre-
o 2128 transfer condition, and upon return to
gg?m by :'I;::Z Pmcﬂm'g ?LPN) L.':at facility. Findings of the audits will he
a;1d eul'lhd by RN #4 revealed LPN #4 cleansad reported in the next Abbreviated Quality
the areas on Realdent #9's buttocks with wound Assurance Committes meeting, which meet;
cleanser, patiad the arsas dry and applied an M-F except holidays.
antfungal cream to the wounds then spraysd
buttocks with Lotrimin spray. LPN #4 stated the
wound measurad 7 by 3 cantimeters and was a
"shesring type® wound.
Raview of a weakly skin chaarvation form with
documantation fo Inciude a skin abservation on
02/01/18, 02/15/18, and 02/22/15, revealed a
weekly akin sssasament was not completed on
02/08/15. Furthar review of tha weekly skin
obsarvation form completed on 02/22/15 revealed
°no open areas, radneas on buttocks and under
breast and treatment in progress.”
Intarview on 02/25/16 at 9:15 AM, with LPN #4,
revegled Resident #0 did not have the wounds on
her buttocks when LPN #4 worked day shift (6:00
AM-8:30 PM) on 02/23115.
Review of Residant #9's clinical recard revealed
thare was no documentation evidencs in the
Consolidatad Nurses Notas that a akin
agsassment was conductad ptor to the realdent
going io the hospital on 02/24/15 at 1:30 AM.
Review of the hospital Emergency Room (ER)
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documantation, dated 02/23/18 at 10:47 PM,
revaalad on the "Assessment® section for
"DERM: rash noted buttocks with some bioady
drainage.”

Further review of Resident #9's record revealed
thers was no Ciinical Admisaion Checklist for
New or Readmitted Reskients following the
02/24/15 emergency room visit and no naw

onsstwsekly wound analysla form.

Interview on 02/26/15 at 12:05 PM, with LPN #5,
revagied she worked the night shift (8:30 PM-8:30
AM)on 0223115, LPN #5 stated she was the
Charge Nurss for Resident #9 on 02/23/18 when
tha residant was sent to the local emergency
rocm for an elevated iamperature, The LN sald
she assesaed Resident #9 when ha/she retumed
{o the facillty by ambulance at approximately 1:30
AM, LPN#Bmvealedlhomlmd.opmnm
that was "a line sbout Ivee (3) centimeters by
one and a haif (1.5) centimetiars”, and she shoukd
have documentad the skin assessmant in the
char and on the iwenty-four hour shiit reporl
LPN #5 sald she did not report the skin
assessment to anyonas and only she and Reasident
#9's parant was In the room when she comploted
the assesament, LPN #5 said she was given
permissian by the 5teff Development
Coomtinator to leave early and she left at
approximatsly 8:00 AM on 02/24/15. LPN #5 sald
she lsht a writien report on the twenty-four hour
report form for the day shift nurses but did not
leave any Information about Resident #9's buttock
wound.

Infervisw on 02/26/15 at 6:10 PM, with Ceriifled
Nurng Aide (CNA) #4, revealed she worked night
shift on 02/23/18, the avening Realdent #9 waa
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transferred to the emergency room. CNA #4
stated she and the Charge Nursa along with the
resident’s mother and two (2) ambulance
personnel tranaferrad the resident from the
sireicher to the bad, CNA #4 said she carad for
Resident #9 for two (2) or three {3) days pricr and
ol that time the residents bottom was red with
Httie blistors. The CNA said the res!dent retumed
10 the facliity on 02/24/18 at approximately 12;30
AM. The CNA said there was a *bloody abraslon
type area® on Resident #9's bottom that was "an
Inch In length® and she saw biood on the
washcloth when the resident’s mother cleaned
the resident’s buttocks. CNA #4 ravealad on
02/24/15 at approximataly 8:00 AM, CNA#8 and
CNA #9 ropositioned Realdent #9 prior to hiather
physical therapy session. CNA #4 stated In
sddition, 02/24/15 at approximately 7:00 AM, a
day shift male nurse cams into Residant #0's
room, measured, and made pictures of Resident
#9's bottom.,

Intarview on 02127115 at 11:00 AM, with Resident
#9's mother, revealad the resident "has always
hed the redness” and the redness had improved
when she saw the resident on 02/22/15, Tha
resident's mothar sald sha firet saw the buttock
wound on 02/24/15 at approximately 12:30 AM, In
the emerpency room and made pictures. On
02/24/18 at approximataly 9:00 AM, she went to
the nursing facllity, spoke with the Staffing
Coordinator and showed the pictures of Resident
#8's buttocks, She sald the Staffing Coordinalor
mada notes dusing thelr conversation. She sald,
"It wes a flabbergasting expariance and the
Stafling Coordinator gat on it Immediatsly end
called later In the day and sald staff had been
repsimanded and new procedures were putin
place.”
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Intarview on 02/27/15 at 5:50 AM, with LPN #2
tevealed Residant #9's skin assessment was not
completad prior to or upon retum from the
Smaergancy room and tha night shift nurae had
been "“writlen up®.

Intervigw on 02/27/15 a1 1:25 PM, with the ADON,
revealed she was the wound care nurse. She
gaid she was aware akin assessments for
Resldent #9 were missad but she was unawsre of
missed skin asseasments for any other residents,
Sha aald RN #2 lold her sboul Resident #9's
buttocka on 02/24/28 at approximately 8:30 or
9:30 AM, In addition, the ADON said she was
present when the Staffing Coordinator Informed
LPN #5 It was the nurse's rasponaibliity 1o make
sure a resident was groomed and a skin
Agsssament completed prior to fransfer from the
facliity and upon return to the facility. In addHlon,
the ADON said the Staffiing Coordinater tald LPN
#5 the nuree was respansibla for care pravided
by 8 CNA. The ADON said the nurse should
complete and docyment a skin assessment priar
to transter to another facifity and upon retumn from
another faciiity,

Interview on 02/27/15 at 10;15 AM, with the
Director of Nursing (DON), revealed the night
shift nurse, LPN #5, would be “writtan up” when
she retumed to work. The DON said the Charge
Nurse should lock at the skin assssamant
assignment sheet at the beginning of each shift
and ensure skin assessments were completed as
assigned. In addition, the DON said the Assistant
Diractor of Nursing {ADON) waa reaponsibies for
reviewing skin obaervations and placing them In
the charts. The DON sald she noticed on
Monday (02/23/15) several weakly akin
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observations were missed and the Stafling
Coordinator bagan In-servicing atafl on 02/24/15.

2. Record review revealed the facility readmitted
Resident #7 on 01/20/15 with diagnosas which
Included Atrial Fibrtiation, Cangestive Heart
Fallure, Chronic Obstructive Pulmenary Disaase,
and stage threa (3) Kidney Dissase, Review of
Significant Change MDS asseasment, dated
02/19/15, revealed the faciiity assessed Resident
#T's cognition as cognitively Intact with a Brief
intarview for Mental Status {BIMS) scons of
fourisan {14).

Interview with Resident #7, on 02/24/15 at 11:35
AM during initlal tour, ravealed "f have & sore on
my butt that they putting cresm on®, Further
interview revealad he/she have been receiving
treatment to wound for over & month.

Obaervation of Resident #7's skin asseasment,
on 02/25/13 al 10:25 AM, revealed an open area
to the right buttock with measurements of four
(4) centimaters (cm) by three (3) cm obtainad par
LPN #8. Further observation revealed LPN #8
cleansed the right buttock with wound cleanser
end applied calazima ointmant and left the wound
open to alr.

Review of Residant #7 Nursas Note, dated
01/26/15, revealed the resident acquired wound
to right butiock while being repositianed In bed,
Further review of the medical record revealed
there are no weekly skin assessments or
documentation lo reveal ongoing assessment of
mrea,

Interview with LPN #8, on 02/25/15 at 10:40 AM,
revaalad the wound to Resident #7°s right buttock
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revegled she wae not aware Resident #7's wound
bherlghtbuﬂoﬂhadpmgmmdbapmm
related area. Further Intarview rovasled she
would axpact any changes in a wound Lo be
assessed weekly or as nesded, documentation
on wound, and notify physician of any changes
that may require a change In treatment.

The medications that were initially omitted,
were administered later in the morning upon
recogniticn of the omission,

H iden A4
i
Audit of MARS for omitted medication was
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309 Contiued From Page20 F300  483.25(m)1) Free of Medication Ercor
was ideniified 8a “shaaring”. Furthet Inlerview Rates of $% or Mare anns
reveeind weekly skin assessments have not bean
ﬁ;‘:mc‘:: 10 assess and reavaluats changes in It is the routine practice of this facility to
wound, administer medications as ordered.
Intarview with the DON, on 02/27/15 st 2:30 PM, e L0 el

F332 433.25(m)1) FREE OF MEDICATION ERROR Fa32 .
cq= completed on 3/23/15 by Unit Manager,
58D RATES OF 5% OR MORE SDC, ADON or DON.
Tha facliity must ensure that # Is free of
medication eror. rates o five percent or greatsr. easures 1 e -
ce;
Education was provided to licensed nurses
and medication aides regarding
This REQUIREMENT is nat met as evidancad administration of medication on 3/14/15 by
a the 8DC, utilizing the Six Rights of
Based on cheervation, Inlsrview, record review Medication Administration. Education for
and a review of the facility policy on General nurses for the requirement 1o add new orders
Dose Preparation and Medication Adminlatration, for routine medications to the end of a
it was determined the facility falled to ensure the routine medication page or start a new page
medication administration etror rate wag less and not add routine medications to the PRN
than five (5} percent (%). Observation of page was conducted by the SDC on 3/3/15 .
madication passes revealed thirly-three (33 Additional Med Pass observation was
medication administration opportunitios with two conducted with CMA#10 by Unit Manager
(2) medication errars, for a medication to verify accuracy in medication
adminiatration error rats of aix percent (8%). administration, The Medication
Certiflsd Medication Aida (CMA) #1 failed 1o Administration Records were reviewed
administar twa medications that were ordered to during the month end process to assure that
have been given with the 8:00 AM medication routine medications were separate from PRN
il medications.
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The findings include:

Raview of the faciity policy, "General Doas
Preparation and Medication Adminisiration,*
dated 12/01/07, revealed the medications wers to
have bean prepared using the five (5) rights of
medication administration: the right resident, right
madication and strength, tha right time of
administration, the right frequancy and routa of
adminfstration.

1. Obsarvation of a mactication administration
peas, on 02/25/15 at 8:00 AM, revealed CMA #1
failad to administer two medications, Zantag, a
madication for the treatment of Gastric Reflux
and Mathotrexate, a medicstion for the treatmant
of Rheumatokd Arthritls,

Review of the Physician Ordars for February
2015, ravealad the Zantac was ordered on
02/14/15 to be given daily and tha Methotrexats
wes orderad to have been sdministered one (1)
time a wesk on Wednesday.

Raview of the MAR, dated 02/25/15, revealsd that
both medications were scheduled to have been
given that morming.

Interview with Ceriifisd Madication Assigtani
(CMA) #1, on 02/25/15 at 8:30 AM, revealed she
*Just missed® the order, as the medication were
printad with the PRN, or aa nesdad medications
and the CMT did not sae tham.

Inferview with tha Director of Nurses {DON). on
02/26/15 at 10:10 AM, revesied the madications
should have been administered with the 8:00 AM
madication pass,
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Med Pass Observations of CMTSs and
licensed nurses have been scheduled and will
be completed by 4/8/15 by DON, ADON,
SDC, UM or Phanmacy representative.

ni % in innce;
Med Pass Observations will be completed
monthly,by administrative nurses or a
pharmacy representative, for three different
staff members for three months then, two
staff members monthly for the next six
months. Resuits of observations will be
reviewed by the QAA Committee and
future frequency for further monitoring will
be established based on findings.
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483, 60(b),(d), (¢) Drug Records, Label

$3=0 LABEL/STORE DRUGS & BIOLOGICALS

Tha faciity must ampioy or obtaln tha services of It is the routine practice of this facility to 4/8/15

store, administer and dispose of Controlled
:,Im: :,h mﬁmm :'mtem Substances utilizing a system which enables
controfied druga Inpsufﬂebm detall {0 snabie an accurate reconciliation and accounnting of th
accurate reconciilation; and determines that drug drugs.

records are In order and that an account of a
confrolled drugs ia maintained end periodically

reconcllad. LrecHy . ld
blolog! ‘The Ativan for the discharged resident was

m;%dmz:m;xﬁm - given to the Director of Nursing, reconciled

profassional principles, and include the with the count sheet, properly stored ina

8ppropriate accessory and cautionary double locked secured compartment in a

instructions, and the sxplration date when locked room, until destruction occurred.

applicabla.

In accordance with State and Federal laws, the H b idents w

facility must store all drugs and bislogicals In ed by th entj

locked compartments under proper tempearatyre Remaining controlled subsiances were

controls, and pamit only suthorized personnal to audited by the DON, ADON, SDC and Unit

have access to the keys. Manager on 2/26/15 to verify that all were
for current residents, count on reconciliation]

The factlity must provide separately locked, sheet corresponded with medication and

permanently affixed compartments for storage of were properly stored.

controlisd drugs listed In Schadule |l of the

Comprahsnaive Drug Abuse Prevention and Mea: ted

Control Act of 1978 and other drugs subject to = arrence:

abuse, except when the facllity uses singls unit Education was conducted with Licansed

packsge drug distribution systama in which the Nurses on 2/26/15 by the SDC, to instruct

quantty stored is minimal and & missing dose can them to give narcotics of residents who

be rezdlly datected. discharge or expire, to the Unit Manager as

30on s possible following discharge. Meds
will then be logged with the Director of
Nursing and stored in the double
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locked area until destruction. Follow- up
b";'ﬂ REQUIREMENT Is ot met as evidenced education was initiated on 3/20/15, by tlf;e
' Staff Development Coordinator to clari
Based on observation, intarview and review of that the medication is 1o be conveyed directiy
the facity's policy on Controfied Substance to the DON to be secured in the double
Dispoeal, it was determined the facility fafled to :
ensure madications and biologicals wars L W LS
appropriately counted and destroyed, after ona
unsampled realdant (Resldant B) had explred, ey
The findinga Inchude: The DON will check locked narcotic storage
weekly to verify that controbled substances
ggnﬂ%?m l:o‘:l:';'cy ::w m:::lz have been discontinued or for residents that
after 8 controlled substance lated as Schedule Il have been discharged, were removed. In the
i, iVandV,is discontinued, or the residant is ) event & medication is found to be remaining
discharged, the medication wil be taken directly on the unit, during the weekly DON audit,
1o the Direcior of Nursing (DON) or his/her the med will be removed by the DON at that
altemnate, as specifisd within the faciity, The time. Results of weekly Audits will be
medication will be stored in a designated reported monthly to the Quality Assurance
non-portable location that is bahind two (2) locked and Assessment committee for review and
doors/drawers, further recommendation,
Obasarvation, on 02/26/15 at 9:05 AM, of the Main
Medication Room revealed one (1) opsned vial of
Alivan, a madication usad in the trsstment of
anxisty and aetzures, in the locked box of the
medication refrigerator, with approximataly 28
millliters (mi) of medication left. Further
observation mveaied the madication was for
Unsampled Resident B and was not accountad
for In the Nareotic Count Sheets used on tha 300
Wing,
Revigw of Resident B's Narcotic Count Shest,
obtained from Medical Racorda, ah 02/26/15 at
10:00 AM, revealed the last tima the narcotie had
besn counted was 10/28/14.
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Interview with Licensed Practical Nurse (LPN)#1,
on 02/26/16 at 9:10 AM, revealed Unsampled
Residont B had axpired several months earfier
and the LPN was nat awars thare was a narcotic
in the refrigerator locked box.

Inlarview with the LPN #2, Unit Manager, on
02/28/16 at 9:55 AM, ravealad nursing staff was
responsibla 1o monlior the medication reom for
expired medications and this was never brought
1o the Unit Manager's attention, as she rarely
passes medications, The resident expired on
10/30/14 and the Narcotic Count Sheet was sent
to medical records,

Interview with the DON, on 02/28/15 at 10:10 AM,
revealed the narcotio shauld have continued to
have baen counted, unti tumed in to the DON
and disposad,

FORM CMS-2367(02.00) Pravious Viersions Obsoisls Event (D: B3OV1t Facimy 10: 100299 I conlinualion sheet Page 250123



