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Based upon implementation of the acceptable
POC, the facility was deemed to be in
compliance, 10/15/15 as alleged.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting 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
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above 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 plan of correction is requisite to continued
program participation.
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This Plan of Correction is the
center’s credible allegation of

A Recertification Survey was initiated on compliance.
09/09/15 and concluded on 09/11/15 with
deficiencies cited at the highest scope and Preparation and/or execution of
severity of an "E". this plan of correction does not
F 160 | 483.10(c)(6) CONVEYANCE OF PERSONAL F160|  constitute admission or
§8=B | FUNDS UPON DEATH agreement by the provider of the
truth of th
Upon the death of a resident with a personal fund c o;czszo:.f;:}ﬁ;f%ﬁ;g
deposited with the facility, the facility must convey statement of deficiencies. The

within 30 days the resident's funds, and a final
accounting of those funds, to the individual or
probate jurisdiction administering the resident's

plan of correction is prepared
and/or executed solely because it
Is required by the provisions of

estate. Jederal and state law,
This REQUIREMENT is not met as evidenced F160: 10715715
by:
Based on interview and record review, it was Corrective action for
determined the facilily falled to convey funds residents affected:
upon death to close the account within thirty (30)
days for two (2) of five (8) unsampled deceased Resident A & B no longer
residents. Unsampled Resident A and Unsampled reside in the facility. The
Resident B. Trust Fund for Resident A
o was closed on 6/30/2015.
The findings include: The Trust Fund for Resident
By losed on 6 .
Review of the Resident Trust Fund Statement for vas closed on 6/4/2015
Unsampled Resident A revealed the resident He Titv vuill idomts
expired 04/25/15; however, the account was not Owﬂc’{w will {demlﬁ/
closed until 08/30/15, thirty-four (34) days late other residents with
g : potential to be affected:

Heview of the Resident Trust Fund Statement for
Unsampled Resident B revealed, the resident
expired 04/21/15; however, the account was not
closed until 06/04/15, thirteen (13) days late.

A review of the discharges
over the last 12 months was
conducted by the
Administrator on 9/30/2015.

Interview with the Administrator, on 09/11/15 at

LABORATORY DIRECTOR'S OR PROVIDE| PRHER REPRESENTATIVE'S SIGNATURE JITLE {X8) DATE
- Ny -
% %), ¥ Actwirstvely 0f2 i

(A}xy deficiency s!atemir(f ending wi@ﬁﬁ;s'@ﬁsk {*) denotes a deficiency which the institution may be excused from correcting providing it is datermined that

other safeguards provide-subicisiil protection to the patients. {See Instructions.) Except for nursing homes, the findings. stated.above are disclosable 90-days
; 14

d

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and pla
days following the date these documents are made available to the facility. If deficiencles are cited, an approved plan of
program participation.
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F 160 | Continued From page 1 F 160 This review found that no
11:20 AM, revealed the delay in closing the other residents were
accounts occurred due to poor communication affected.
between the facility and corporate office in a
timely manner. What systemi .

F 253 | 483.15(n)(2) HOUSEKEEPING & F 253 bt s enes will

8s=£ | MAINTENANCE SERVICES deficiency does not reoccur:
The facility must provide housekeeping and ;
maintenance services necessary to maintain a gg 19/.01;2915 ;{he.
sanitary, orderly, and comfortable interior. ministrative Assistant,

The Accounts Payable Clerk
and the Personal Care -
This REQUIREMENT is not met as evidenced Administrator were
by: inserviced by the
Based on observation, interview, and record Administrator on the i
review, it was determined the facility failed to requirements for closing
ensure resident's closet doors were kept in good Resident Trust Accounts
repalr for fifteen (15) of fifty-eight (58) rooms, with in 30 days,
Rooms #132, #133, #135, #136, #139, #140,
#142, #234, #237, #239, #240, #2409, #250, #251, The Administrative
and #254. Assistant will log all
discharge residents and will
o log date of the residents trust
The findings include: account being closed.
Review of the facility's policy regarding Weekly the Administrati
Maintenance Work Orders, not dated, revealed in Assisteﬁnt will rgg:ts irha;we
order to establish a priority of maintenance results of the dischareed
service, work orders must be filled out and residents log to the &
forwarded to the Maintenance Director, Administrator.
Observations, on 09/09/15 at 9:26 AM, revealed H 1ity ol
room 251-1 the closet door was completely off ow facility plans to
the hinges. At 2:25 PM, in room 237-1 the closet monitor its performance to
door was not aitached. The resident stated the make sure solutions are
door had fallen three times. At 3:22 PM, rooms sustained.
132-2, 133-1, and135-1, the right door hinge was
missing. At 3:35 PM, room 136-2 and 139-2 the
FORM CMS-2567(02-99) Pravious Versions Obsolete Event [D:CO4G 11 Facifity ID: 100242 if continuation sheet Page 2 of 26
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F 253 | Continued From page 2 F 253
right hinges were missing. At 3:42 PM room 140
had two right hinges missing. Continued
observations on 09/10/15 revealed the closet
door hinges either right, left or both sides missing
in rooms 142, 239-1, 240-2, 249-1, 250-2, and Weekly for 3 months the
254-2. in room 234-1, the closet door was ministrator will review
missing. th:e dxschargeq rgmdept log
with the Administrative
Interview with Licensed Practical Nurse (LPN) #5, Assistant to ensure timely
on 09/09/15 at 2:25 PM, revealed she was aware closing of residents trust
the door hinge in room 237-1 was off. The upper accounts.
right closet door hinge and middle hinge were
missing. She stated, she had not completed a Monthly for 3 months the
work order. Administrator will report the
results of the audits to
Interview with the Director of Maintenance, on Quality Assurance
09/09/15 at 2:45 PM, revealed he was unaware of Performance Improvement
the closet door hinges needing repair. He stated {QAPI) Committee. The
nursing was to fill out a work order for needed QAPI Committee can make
repairs. further recommendations s
. . _ . . needed.
Further interview with the Maintenance Director,
on Oz}/11/15 at 5:25 PM, revealed he had been The Administrator is
working on the closet doors for the last thirteen responsible for obtainin
; . ; g
{13) years. If a resident hits the closet door with a and maintaining compli
wheelchair the door will come off. There had § compliance
heen talks of renovation in the past, but nothing F 253 L0515
definite. The Maintenance Director stated he did : L
not have any work orders as it related to the Corrective action for
Resident closet doors. He made rounds to each residents affected:
room weekly and was shocked so many resident . .
doors were In need of repair. He stated he had Residents in rooms #132,
come up with a plan to remove the hinge and #133, #135, #136, #139,
place a continuous hinge, but needed the #140, #142, #234, #237,
approval of the Administrator to do so. He stated #239, #240, #249, #250,
it was a pretty extensive cost to replace all of the #251, #254 have had their
hinges at cne time. closet doors repaired,
Interview with the Acting Administrator, on
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incompetent or otherwise found to be
incapacitated under the laws of the State, to
participate in planning care and treatment or
changes In care and treatment,

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the altending
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment,

STATEMENT OF DEFICIENCIES (Xf) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
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F 253 | Continued From page 3 F 253 How facility will identify
09/11/15 at 6:00 PM, revealed he was not aware other residents with
the closet doors were in need of repair and had potential to be affected:
not heard of any renovation plans. The .
Administrator stated the doors needed 10 be fixed An audit of all Closet Doors
and thelr was no reason as to why they were not was completed by the
fixed. The Acting Administrator stated the door Maintenance Director on
could be an accident problem and fixing the doors 9/22/205. This audit
should be a priority. indicated that 15 closet
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F 280 doors needed to be repaired.
$8=D | PARTICIPATE PLANNING CARE-REVISE CP All repairs have been
completed by the
The rosident has the right, unless adjudged Maintenance Director.

be put in place to insure

Weekly the Maintenance

doors in the building and
will complete any needed
repairs.

Staff was educate aﬁd
October 9th by the Staff
Development Director on

work orders.
Weekly the Maintenance

Director will review any
open work orders, repairs

What systemic changes will

deficiency does not reoccur:

Director will audit all closet

completion of Maintenance

completed and the audit of

This REQUIREMENT s not met as evidenced closet doors with the
by: Administrator.
Based on observation, interview, record review
and facility policy review, it was determined the
FORM CMS-2567(02-99) Previous Versions Obsolete Event 10:CO4G Facifity 1D: 100242 if continuation sheet Page 4 of 26
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F 280 | Continued From page 4 F 280
il il ctiv in place o
facility failed to have an effective system in plac How facility plans to

lo ensure care plans were revised for one (1) of
eighteen (18) sampled residents, Resident #14.
The staff failed 1o revise the care plans to include
physician ordered fall mats, bunny boots, low bed
and a brace to the ieft foot of Resident #14.

The findings include:

Heview of the facility's policy regarding
Comprehensive Care Plans, reviewed December
2011, revealed assessments of residents were
ongoing and care plans were revised as
information about the resident and the resident's
condition changed. The Care
Planning/Interdisciplinary Team were responsible
for the review and revision of the care plans.

Review of Resident #14's record revealed the
facility admitted the resident on 04/06/15 with
diagnoses of Muscle Weakness, Difficulty in
Walking, Symbolic Dysfunction, Lack of
Coordination, Dementia wilhout behaviors and
Generalized Pain.

Review of Resident #14's Physician Orders,
dated 09/02/15, revealed Resident #14 was
ordered to weight bear as tolerated (WBAT) to loft
ankle while the brace was on, a low bed with fall
mats at all imes and bunny boots to both heels.

Review of Resident #14's Comprehensive Care
Plan, labeled: For long term care services needed
to provide activities for daily living, dated
04/06/15, revealed Resident #14 was 1o weight
bear as tolerated and to have a brace to his/her
ankle at all times except when sitting.

Review of Resident #14's Comprehensive Care

monitor its performance to
make sure solutions are
sustained:

Weekly for 3 months the
Administrator will review
the maintenance log, work
Orders, completed repairs
and audits of closet doors.

Monthly for 3 months the
Maintenance Director will
report the results of the
audits to Quality Assurance
Performance Improvement
{QAPI) Committee, The
QAPI Committee can make
further recommendations s
needed,

The Maintenance Director is
responsible for obtaining
and maintaining compliance.

F 280:
Corrective action for
residents affected:

10/15/15

Resident #14 care plans
were reviewed and revised
by the MDS coordinator to
ensure that the care plans
included Physician ordered

FORM CMS-2567(02-99) Previous Versions Obsolete
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Plan, labeled: History of falls, dated 04/06/15,
revealed there were no documented interventions
about fall mats or a low bed.

Review of Resident #14's Comprehensive Care
Plan, labeled: Pressure, dated 04/06/15, revealed
there was no documented Interventions for bunny
hoots to both heels.

Review of Resident #14's Cerlified Nursing
Assistant (CNA) Card, not dated, located on
Resident #14's closet door, revealed no bunny
boots, or brace to left foot when weight bearing
nor a low bed,

Observation of Resident #14, on 09/10/15 at 4:21
PM, revealed the resident was sitting in his/her
wheelchair at the nurses station. The resident
had an alarm attached to the back of his/her
blouse and whaelchair. Thers were no bunny
hoots or a brace applied to the foot of the
resident.

Observation of Resident #14, on 09/11/15 at 9:26
AM, revealed the resident was sleeping in hisher
bed. There was a fall mat on the right side of bed
in the up position and not lying flat on the floor.
There was no fall mat to the left of the bed.
Resident #14's bunny boots were laying on top of
his/her blanket and his/her feet were under the
blankets. There was no ankle brace present to
Resident #14's feet and the bed was found
positioned in the medium high position.

Interview with Ceriified Nursing Assistant
(CNA)H, on 09/11/15 at 9:46 AM, revealed he
did not normally work with Resident #14. CNA #1
stated he was not familiar with Resident #14's
care in regards to the brace to left ankie, bunny
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. Interventions of fall
F 280 | Continued From page 5 F 280 mats,

bunny boots, low bed, use of
brace and weight bearing
status,

Resident #14 CNA care card
was removed from the closet
door by the DON. The CNA
daily care guide was revised
by the MDS coordinator to
include Physician ordered
interventions of fall mats,
bunny boots, low bed, use of
brace and weight bearing
status.

Resident #14 was placed on
hourly checks by the clinical
coordinator to ensure
Physician ordered
interventions of fall mats,
bunny boots, low bed, use of
brace and weight bearing
status are in place.

How facility will identify
other residents with
potential to be affected:

An audit of all current
residents Physician Orders,
Care Guides and Careplans
were reviewed by the
Director of Nursing 85
residents had corrections to
their careplans and care
guides.
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F 280 | Continued From page 6 F 280

boots, fall mats and the low bed. CNA #1 stated
he did not know he was to utilize an ankle brace
to Resident #14's ankle when pivoting during a
transfer. CNA #1 stated Resident #14 needed
minimal assistance. CNA #1 stated if he needed
to know how to care for a resident he would go to
the CNA Care Card located on the closet. He
stated he would like to know this information.

interview with Licensed Practical Nurse (LPN} #1,
on 09/11/15 at 9:58 AM, revealed she was not
familiar with Resident #14, but did ses the
treatment plan that stated Resident #14 was to
have a brace to support hisfher ankle. LPN #1
stated she did not revise the CNA care cards or
the nursing care plans. It was the responsibility of
the Clinical Coordinator.

Interview with LPN #6, on 09/11/15 at 10:17 AM,
revealed the nursing staff could revise the CNA
care cards in the computer system. LPN #6
staled it was mandatory that the nursing staff
print out the CNA care cards. LPN #6 stated if
she made a change to the CNA care card she
would reprint the care card and place on the
resident's closet,

Interview with the Reglstered Nurse (RN) Clinical
Coordinator, on 09/11/15 at 4:00 PM, revealed
the nursing care plans were revised by the
Minimum Data Set (MDS) Coordinator, The RN
Clinical Coordinator stated she updated the CNA
care cards. She stated the CNA care cards
should have been updated to reflect the fall mats,
bunny boots and the low bed. The brace, fall
mats and low bed were ordered to prevent falls
and support Resident #14's ankle. The RN
Clinical Coordinator stated she was not aware of
any falls with Resident #14 concerning the non

What systemic changes will be
put in place to insure deficiency
does not reoccur:

All current residents Physician
Orders were reviewed by the
Director of Nursing.

CNA care cards were removed
from the closets by the Clinical
Coordinator.

Physician ordered interventions
were placed on the residents care
plans and on the daily care guide
by the MDS Coordinator. C.N.A
& Licensed Nurses were notified
by the Director of Nursing that
the daily care guides will be used
and CNA care cards were
removed from closet doors.
C.N.A staff was notified to
review the residents care guides
for changes. Licensed Nurses
were notified that if any changes
need to be made to the care guide
that the MDS Coordinator is
responsible for updating the daily
care guides and the residents
careplans.

The Policy and Procedure for
revising care plans and the daily
care guide was reviewed and
revised by the Administrator and
the Director of Nursing on Qct
1st, 2015.
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Licensed Nurses and Certified
F 280 | Continued From page 7 F 280 Nursing Assistants were in-

serviced on daily care guides,
Physician ordered safety
interventions and procedure for
revising daily care guides and the
residents plan of care by the Staff
Development Coordinator on Qct
2 and Oct 9",

use of -his/her brace. She stated the bunny boots
were ulilized to prevent skin breakdown to the
heels. She stated she was not sure who was
responsible to monitor the CNA care cards that
were in the residents' rooms. The CNA care cards
were to be revised and printed out the same day.
She stated the nurses were able to revise the
care cards and print them out.

How facility plans to monitor its
Interview with the MDS Coordinator, on 09/11/15 performance to make sure

at 4:39 PM, revealed the care plans were initiated solutions are sustained:

upon admission and revised quarterly. The MDS
Coordinator stated during the morning meetings,

they decide as a group who would be responsible Weekly for 3 months the

to initiate a specific care item. She stated if there Director of Nursing, Clinical
was a new item she would at times revise the Coordinator and MDS

CNA care cards. The stalf were expected to Coordinator will review 20
follow the care plans. The MDS Coordinator residents clinical records to
stated there was a problem with revising care ensure Physician ordered
cards and care plans. In the little time she had interventions are on the residents
heen the MDS Coordinator, she noted what was care plan and on the residents
in the computer system did not match the care daily care guide

plans and could cause the resident's to not guide.

receive thg proper care needed. Weekly for 3 months the

Director of Nursing and the
Clinical Coordinator will conduct
visual audits or 20 residents to
ensure Physician ordered

Interview with the Director of Nursing (DON), on
08/11/15 at 5:04 PM, revealed the CNA care
cards and care plans should be revised quarlerly
and as needed and the nursas were responsible

to print out the care cards. The DON stated she interventions are in use per

was not a fan of the CNA care card in the Physician crders.

resident's closet because it seemed to be

inconvienent to revised the care card and farmily Weekly for 3 months the

members may see things that should have been Director of Nursing wilt report

revised. the results of the audits to the
F 282 | 483.20(k)(3)(il) SERVICES BY QUALIFIED F282|  Administrator.

g8=p | PERSONS/PER CARE PLAN
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The services provided or arranged by the facility
must be provided by qualified persons in
accordance with each resident's written plan of
care,

This REQUIREMENT s not met as evidenced
hy:

Based on observation, interview, record review
and review of the facllity's policy, it was
determined the facility failed to follow the
resident's Comprehensive Care Plan to prevent
falls by ensuring adequate monitoring and
supervision for one (1) of eighteen (18) sampled
residents, Resident #6. Resident #6 had a history
of multiple falls from the wheelchair, observations
on 09/10/15 and 09/11/15 revealed the resident
sleeping in the wheelchair and leaning forward
with no staff present. Staff failed to monitor the
resident as careplanned to encourage the
resident to go o bed when sleeping in the
wheelchair,

The findings include:

Review of the Comprehensive Care Plan Policy,
revised on December 2011, revealed an
individualized comprehensive care plan that
included measurable objectives and timetables to
meet the resident's medical, nursing, mental and
psychological needs would be developed for each
resident. Each residents comprehensive care
plan would be designed to identily problem areas,
incorporate risk factor's associated with identified
problems and aid in preventing or reducing
declines in the resident’s functional status and or
functional level.

Review of the facility's policy regarding Falls -
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F 282 | Continued From page 8 F2g2{ Monthly for 3 months the

Director of Nursing will report
the results of the audits to
Quality Assurance Performance
Improvement (QAPI)
Committee. The QAP]
Committee can make further
recommendations s needed.

The Director of Nursing is
responsibie for obtaining and
maintaining compliance

F282

Corrective action for residents
affected:

Resident # 6 Fall Careplan was
reviewed and revised by the
MDS coordinator to reflect
current safety needs,

How facility will identify other
residents with potential to be
affected:

An audit of all current residents
Physician Orders, Care Guides
and Careplans were reviewed by
the Director of Nursing 85
residents had corrections to their
careplans and care guides.

What systemic changes will be
put in place to insure deficiency
does not reoccur:

10/15/15
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Clinical Protocol, revised December 2011,
revealed following a resident's fall the staff would
evaluate and document findings of the eventto
determine the root cause of the fall. The staff
would then develop relevant interventions to
reduce or eliminate falls. The staff would monitor
the developed interventions to determine the
resident's response and the need for further
evaluation and revision of the interventions.

Review of Resident #6's clinical record revealed
the facility admitted the resident on 08/13/13 with
diagnoses of Debility, Muscle
Weakness-General, Lack of Coordination,
Syncope and Collapse, Cardiovascular Accident
(CVA) and Dementia with Behavior Disturbances.

Heview of the Falls Comprehensive Care Plan for
Resident #6, dated 02/02/15, revealed a plan was
developed with updated goals and target date of
12/01/15. The problem stated the resident was at
risk for falls related to cognitive deficits, functional
decline, and psychotropic medication usage. The
goal stated the resident would be free of falls
through the review period. The Falls Care Plan
interventions direcled the staff to continue to
provide frequent (no designated time frame to
define "frequent”) safety checks, re-direction and
manitoring the resident while in the wheelchair in
the dining room; however, the interventions were
not dated to show that the interventions were
initiated, reviewed or revised.

Review of the Certified Nursing Assistant {(CNA)
care card, no date provided, revealed Resident
#6 was care planned 1o be encouraged to lay
down if sieeping when up in wheelchair. Residant

Al current residents Physician
Orders were reviewed by the
Director of Nursing. All current
residents’ safety interventions
were reviewed by the Director of
Nursing.

CNA care cards were removed
from the closets by the Clinical
Coordinator

Physician ordered interventions
were placed on the residents care
plans and on the daily care guide
by the MDS Coordinator,

The Policy and Procedure for
revising care plans and the daily
care guide was reviewed and
revised by the Administrator and
the Director of Nursing on Oct
1%, 2015,

The Policy and Procedure for
Fall & Incident Management was
reviewed and revised by the
Administrator and Director of
Nursing on Oct 1%, 2015.

Licensed Nurses and Certified
Nursing Assistants were in-
serviced on daily care guides,
Physician ordered safety
interventions and procedure for
revising daily, fall prevention
and monitoring of residents, care
guides and the residents plan of
care by the Staff Development
Coordinator on Oct 2nd and Oct

(%4} 1 SUMMARY STATEMENT OF DEFICIENCIES in PROVIDER'S PLAN OF CORRECTION (x5)
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F 282 | Continued From page 9 F 282

th
#6 was care planned to be checked every two (2) 9™
hours for incontinence, but not care planned 1o be
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monitored frequently, nor monitoring the resident
\\;hen up in wheelchair as stated in the Falls care How facility plans to monitor its
plan. : performance to make sure

soluti ined.:
Review of the Resident Incident Report for utions are sustained

Resident #6, dated 04/24/15 at 6:32 AM, revealed
a non-witnessed fall where the resident attempted

to stand up unassisted from the wheelchair. Weckly for 3 months the

Director of Nursing, Clinical

Review of the Resident Incident Report for Coordgnator an.d MD.S

Resident #6, dated 04/28/15 al 6:16 PM, revealed Coordinator will review 20

a non-withessed {all where the resident was residents clinical records to
sitting in the wheelchair reaching for something ensure Physician ordered

and then found sitting on the floor, lags were interventions are on the residents
extended and the resident's back was against the care plan and on the residents
wheelchair behind him/her. daily care guide.

Review of the Resident Incident Report for Weekly for 3 months the
Resident #6, dated 05/01/15 at 6:00 PM, revealed Director of Nursing and the

a non-witnessed fall where the resident was Clinical Coordinator will conduct
noted reaching for something and slipped out of visual audits or 20 residents to
th.e' wheelchair gnd was foupd on thg floor in the ensure Physician ordered

dining room which resulted in two skin tears to interventions are in use per

the right upper back side of the arm, Physician orders.

Review of the Resident Incident Report for Weekly for 3 months the

Resident #86, dated Q9/05/15 at 2:45 PM, revealed
a non-witnessed fall where the resident stood up
to get out of the wheelchair and fell forward hitting
his/her face on the floor and sustained a
Hematoma to the right side of the forehead,

Director of Nursing and Clinical
Coordinator will audit 20
residents’ clinical records to
ensure the Plan of Care is being

following.
Observation of Resident #6, on 09/10/15 at 8:15
AM, on the second (2) floor dining room revealed Weekly for 3 months the
the resident was in the wheel chair at the table Director of Nursing will report
and no staff was present. Extensive bruising was the results of the audits to the
noted on the resident's right side of the face and Administrator.

forehead, right front and mid side of the neck and
shoulder with healing in various stages.
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. Monthly for 3 months the
F 282 | Continued From page 11 F 282 Director of Nursing will report
. ‘ the results of the audits to
Observation of Resident #86, on 09/1 0/15 at 9:10 Quality Assurance Performance
AM, 9:35 AM, 9:55 AM, revealed the resident was Improvement (QAPI)
in the haliway sleeping in the wheelchair, the Committee. The QAPI
upper body was leaning forward with no stafl Committee can make further
present. recommendations s needed.

Observation of Resident #8, on 09/11/15 at 9:45
AM, revealed Resident #6 was sitting in the
wheelchair in the haliway sieeping with their head
leaning forward with no staff present.

The Director of Nursing is
responsible for obtaining and
maintaining compliance

Observation of Resident #6, on 09/11/15 at 10:35
AM, revealed the resident was in the hallway in
the wheelchair sleeping leaning their head
forward and resting on his/her hand without staff
present.

Interview, on 09/11/15 at 10:00 AM, with Certified
Nursing Assistant (CNA) #4, revealed Resident
#6 frecly wheeled around the second floor unit in
his/her wheelchair and liked to go into the
Dining/Day Room, She also stated Resident #6
was pleasantly confused and would have to be
re-directed throughout the day. CNA #4 stated
frequent monitoring to her meani checking on the
resident less than every two (2) hours, such as
every thirty (30) minutes or up to an hour {1). The
CNA stated she was aware of Resident #6's
histary of falls and the care plan interventions to
monitor frequently and to encourage him/her to
go to bed when sleeping while up in his/her
wheelchair, At this time the CNA stated she was
nat going to encourage the resident {o go to bed
because she knew the resident well and the
resident would wake up and attempt to ambulate
without assistance, which could result in another
fall. :
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Continued From page 12

Interview, on 09/11/15 at 1:45 PM, with Certified
Nursing Assistant (CNA) #3, revealed safety
checks for her meant checking every two (2)
hours for fall mats or mattresses on the floor,
alarms and seeing the resident. For fall risk
residents it depended on the rasident, it was
individualized to each resident. The checks were
documented in the Care Tracker for CNA's.
Frequent monitoring to her meant less often than
every two {2) hours, but wasn'l sure how often,

Interview, on 09/11/15 at 2:00 PM, with Licensed
Practical Nurse (LLPN) #2, revealed frequent
monitoring meant every fifteen (15) to thirty (30)
minutes and would be documented in the
computer or sometimes on paper. Most of the
time the residents wers just visualized while the
nurses were passing medications and this was
not documented. LPN #2 stated if a resident had
multiple falls he/she should be monitored more
than every two (2) hours for safety checks. When
safely checks were performed, she would assess
for working alarms, proper placement of alarms
and visualized the resident in general.

Record review of Resident #6's medical record,
revealed only two (2) hour toileting chacks were
completed, but no safely checks were
documented.

Interview, on 09/11/15 at 2:35 PM, with the
Minimum Data Set (MDS) Coordinator, revealed
she and the Director of Nursing (DON) revised
and added to the post fall care plan the
interventions and each intervention should be
daled with the date initiated. Frequent safsty
checks written on a care plan meant for all staff
members In general to view the resident for
safely mare often during their shift. The MDS

F 282
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Coordinator stated the frequent safety checks
intervention should specify how often and should F309 10715115
be documented by the staff, Corrective action for residents
affected;
Further interview with the MDS Coordinator, on
09/11/15 at 4:39 PM, revealed when she wrote Resident # 14 Physician Orders
the intervention for moniloring the resident more were reviewed by the Director of
frequently, she meant for the resident to be Nursing.
monitored hourly. The MDS Coordinator stated
her documentation was in need of help. She How facility will identify other
stated if Resident #6 was monitared hourly it residents with potential to be
could have prevented his/her fall in which he/she affected:
sustained a hematoma.
. ) An audit of all current residents
Interview with the DON, on 09/11/15 at 5:04 PM, Physician Orders, 85 residents
revealed staff were expected to follow the care had corrections to their current
plans. The DON stated she was accustomed to Physician orders
the care plan being more specific; however, ’
Resident #8's care plan was not speciic to how ,
often to monitor thepresident. The DON further What systemic changes will be
stated if a staff member was not a routine care pul in place to insure deficiency
giver for Resident #6 she would expect them to does not reoccur:
go to the resident's closet to see how to provide o .
care for the resident. She stated the CNA care All current residents Physician
card and care plans should match the orders the Orders were reviewed by the
physician had written and the staff were expected Director of Nursing.
to follow the care plans and physician orders. Residents Physicians were
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F309| contacted for order clarifications
$8=p | HIGHEST WELL BEING as indicated by the DON and

Clinical Coordinator.

Physician ordered interventions
were placed on the residents care
plans, MAR/TAR and on the
daily care guide by the MDS
Coordinator.
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. . A Policy and Procedure for
F 309 | Continued From page 14 F308|  following of Physician orders

was implemented by the
Administrator and the Director of

This REQUIREMENT is not met as evidenced Nursing on Oct 1st, 2015.

by:

Based on observation, interview and record Licensed Nurses were in-

review it was determined the facilily failed to serviced by the Staff

follow physician orders for one (1) of eighteen Development Director on Oct 2

(18) residents, Resident #14. The staff failed o
apply bunny boots, a brace and place fall mats
and a low bed as ordered by the physician.

& 9% on the policy for following
Physician orders.

How facility plans to monitor its
performance to make sure
solutions are sustained:

The findings include:

No policy could be provided for following the
physician orders.

Review of Resident #14's clinical record revealed Weekly for 3 months the

the facility admitted the resident on 04/06/15, with Director of Nursing, Clinical

diagnoses of Muscle Weakness, Difficulty in Coordinator and MDS

Walking, Symbalic Dysfunction, Lack of Coordinator will review 20

Coordination, Dementia without behaviors, residents’ clinical records to

Generalized Pain. ensure Physician orders are being
: followed. -

Review of Resident #14's Physician Orders,

dated 09/02/15, revealed Resident #14 was Weekly for 3 months the

ordered a low bed with fall mats at all times and Director of Nursing will report

bunny boots to both heels. In addition, the the results of the audits to the

resident was to weight bear as tolerated (WBAT) Administrator.

on the left ankle with a brace on.

Observation, on 09/10/15 at 4:21 PM, revealed
Resident #14 was silting in hisfher wheelchair at
the nurses station. The resident had an alarm
attached to the wheelchair and their top. The
resident did not have bunny hools or brace
applied to the feet.

Monthly for 3 months the
Director of Nursing will report
the results of the audits to
Quality Assurance Performance
Improvement (QAPI)

Observation, on 09/11/15 at 9:26 AM, revealed
Resident #14 was sleeping in histher bed. There
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was a Fall mat on the right side of bed; however, Committee can make further
it was not laying on the floor next to the bed and recommendations s needed
there was no fall mat on the floor next to the left
side of the bed. Resident #14's bunny boots were The Director of Nursing is

laying on top of the blanket and the resident's fest
were under the blanket. Resident #14 did not
have a brace on the left foot and the bed was
found in the medium high position.

responsible for obtaining and
maintaining compliance,

Interview with CNA #1, on 09/11/15 at 9:46 AM,
revealed he did not normally work with Hesident
#14. CNA #1 stated someone had placed
Resident #14 in the bed on 09/11/15. He was not
familiar with the brace, boots, low bed or fall mats
that Resident #14 was to utilize. CNA #1 stated
he did not know Resident #14 needed a brace to |-
pivot when transferring.

Interview with Licensed Practical Nurse (LPN) #1
and observation of Resident #14's room, on
09/11/15 at 9:58 AM, revealed she was not
familiar with Resident #14 having a brace, but
once she reviewed the treatment log she realized
the Resident was to ulilize a brace. Observation
of Resident #14's room, revealed the brace was
stored in the resident’s closet, on the top shelf in
the back.

Interview with the Registered Nurse (RN) Clinical
Coordinator, on 09/11/15 at 4:00 PM, revealed
she remembered Resident #14 having some form
of a brace on. The RN Clinical Coordinator stated
when she observed Resident #14, he/she was
usually in his/fher wheelchair and was not sure
how staff transterred the resident. The RN
Clinical Coordinator stated the brace, fall mats
and low bed were utilized to prevent falls and the
bunny boots were utilized to prevent skin
breakdown to the back of Resident #14's heet,
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The RN Clinical Coordinator stated she expected

staff to follow the physician's orders. Corrective action for residents
affected:

interview with the Director of Nursing (DON), on
09/11/15 at 5:04 PM, revealed she expected the
staft to follow physician orders. The DON stated
the nurses on the unit were responsible to ensure
the CNA staff followed the physician orders.

Resident # 6 careplan, Physician
Orders, Daily care guide and
careplans were reviewed by the
Director of Nursing, Clinical

F 323 | 483.25(h) FREE OF ACCIDENT F 323 Coordinator and MDS

$8=D | HAZARDS/SUPERVISION/DEVICES Coordinator.
The facility must ensure that the resident Temperatures on the 200 Unit
environment remains as free of accident hazards | were adjusted and monitored by
as Is possible; and each resident receives the Maintenance Director until
adequate supervision and assistance devices to the optimal temperature of less
prevent accidents. then 110 degrees was achieved,

Staff were notified and instructed
to not use the water on the 200

. ' ] Unit by the Director Of Nursing,
This REQUIREMENT is not met as evidenced

bg: g ) o, interui ecord revi The Administrator was notified
ased on observalion, interview, record review by the Director Of Nursing.
and review of the facility's policy, it was
determined the facility failed to have an effective ey )
system in place to ensure adequate supervision Hm‘vf aczht;_: will 'den.tlf}” other
residents with potential to be

to prevent accidents was provided for one (1) of )
eighteen (18) sampled residents, Hesident #6. affected:
The stalf failed to complete frequent checks as
care planned and the resident sustained a fall on -
09/05/15 resulting in a Hematoma 1o the right Fall Careplans were reviewed by
side of the forehead. the Director of Nursing 85

in addition, the facility failed to ensure the residents had corrections to their
environment was free of water temperatures in careplans.

excess of and above one hundred and ten {(110)
degraees Fahrenheit (F) for one (1) of two (2)
units, the 200 Unit. Water temperatures tested on
09/10/15 ranged from 112 to 114 degrees (F).

An audit of all current residents
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The findings include;

Review of the facility’s policy regarding Falls -
Clinical Protocol, revised December 2011,
revealed the interdisciplinary team would evaluate
the resident's history of falls and risk factors for
subsequent falling. In addition, the nurses would
assess precipitating factors, details on how the
ialis occurred and staff would document findings
in the resident's chart. Following a resident's {all
the staff would evaluate and document findings of
the event to determine the root cause of the fall.
The staff would then develop relevant
interventions to reduce or eliminate {alls. Staff
would monitor the developed interventions to
determine the resident's response and the need
for further evaluation and revision of the
interventions, :

Review of the facility's policy regarding Assessing
Falls and Their Cause, revised October 2010,
revealed the purpose of the policy was to provide
guidelines to assess a resident after afalito
assist staff in identifying causes of the fall, In
identifying causes of the fall or fall risk the siaft
would evaluate chains of events or ¢ircumstances
preceding a recent fall, including fime of day, time
of last meal, what the resident was doing,
witnessed or un-witnessed, environmental risks
involved, and whether there was a patlern of {alls
for the resident.

Review of the clinical record for Resident #6
revealed the {acility admitted the resident on
08/13/13 with diagnoses of Debility, Muscle
Weakness-General, Lack of Coordination,
Syncope and Collapse, Cardiovascular Accident
{CVA) and Dementia with Behavior Disturbances.
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6 residents were at risk for less
than optimal water temperatures.
The staff were notified and
instructed not to use the water by
the Director of Nursing,

What systemic changes will be
put in place to insure deficiency
does not reaccur:

All residents that have incidents
will have their Physician Orders,
daily care guides and careplans
will be reviewed by the IDT.
Incidents will be investigated to
identify a root cause and have an
intervention implemented.

The Policy and Procedure for
revising care plans and the daily
care guide was reviewed and
revised by the Administrator and
the Director of Nursing on Oct
1st, 2015.

The Policy and Procedure for
Fall & Incident Management was
reviewed and revised by the
Administrator and Director of
Nursing on Oct 1st, 2013,

Licensed Nurses and Certified
Nursing Assistants were in-
serviced on daily care guides,
Physician ordered safety
interventions and procedure for
revising daily, fall prevention
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Review of the Quarterly Minimum Data Set
(MDS) assessment for Resident #6, completed
on 08/24/15, revealed a Brief Interview for Mental

| Status (BIMS) exam was conducted and the

facility assessed the resident with a score of three
(3) out of a total score of fifteen (15) which meant
the resident was not interviewable.

Review of the Falls Comprehensive Care Plan for
Resident #6 dated 02/02/15, revealed a plan was
developed with updated goals and target date of
12/01/15. The problem stated the resident was at
risk for falls related to cognitive deficits, functional
decline, and psychotropic medication usage. The
goal stated the resident would be free of falls
through the review period. The Falls Care Plan
inlerventions directed the staff to continue to
provide frequent {no designated time frame to
define “frequent”} safety checks, re-direction and
manitor the resident while in the wheelchair in the
dining room; however, the interventions were not
dated to show the interventions were initiated,
reviewed or revised.

Observation of Resident #6, on 09/10/15 at 8:15
AM, in the second (2) floor dining room revealed
the resident was at the table sitting in a wheel
chair with no staff present in the room. Extensive
bruising was noted on resident's right side of the
face and forehead, right front and mid side of the
neck and shoutder with healing in various stages.

Review of the Resident Incident Report for falls,
for Resident #6, dated 02/06/15 at 9:39 PM,
revealed a staff member withessed the resident
stand from the wheel chair without assistance
after removing shoes and fell onto the floor, alarm
intact. The initial intervention was to continue to
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guides and the residents plan of
guides and the residents plan of
care by the Staff Development
Coordinator on Oct 2nd and Oct
9th,

The Safety of Water
Temperatures policy was
reviewed by the Maintenance
Director and The Administrator
on Oct 1st, 2015,

Weekly the Maintenance
Director will randomly sample
water temperatures for 20
resident rooms and common
areas for temperatures greater
then 110 degrees Fahrenheit.
Any temperatures found to be
greater then 110 degrees
Fahrenheit will be corrected
immediately.

Staff were inserviced on water
temperature requirements, the
policy of Safe Water
Temperatures and how to contact
the Maintenance Director should
unsafe temperatures be
suspected.

How facility plans to monitor its
performance to make sure
solutions are sustained:
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Wecekly for 3 months the
Director of Nursing and Clinical
Coordinator will review residents
with any type of incident to
ensure that the IDT has reviewed

monitor the resident (with no designated time
frame or what was being monitored). The follow
up intervention dated 02/18/15, was for staff to
monitor the resident closely when up in wheel

chair. . .

the interventions. The director of
Review of Hesident #6's medical record, revealed : nursing will ensure that
no documented evidence that Resident #6 was incidents were investigated and
being closely monitored or monitored while in that interventions have been
wheglchair. implemented.
Review of the Resident incident Report for falls, Weekly for 3 months the
for Resident #8, dated 04/24/15 and timed 6:32 Director of Nursing will report
AM, revealed the resident attempted to stand the results of the audits to the
unassisted from the wheel chair and sustained a Administrator,
non-witnessed fall. The initial intervention was to
take the resident to the dining room. Further Weekly for 3 months the
review of the Resident Incident Report for the Maintenance Director will
follow up intervention, dated 04/30/15, was for conduct audits to ensure that
Staﬁ tO Conhnue 10 momtOI‘ and provfde \Vater temperamres are Optimal

re-direction as needed.

Weekly for 3 months the
Maintenance Director will
review the results of the audit
with the Administrator.

Review of Resident #6's medical record, revealed
no documented evidence for monitoring and
re-direction of the resident.

Review of the Resident Incident Report for

Resident #6, dated 04/28/15 and timed 6:16 PM, Monthly for 3 months the
revealed the resident was sitting in the wheel Director of Nursing will report
chair reaching out and sustained a non-witnessed the results of the audits to

fall by sitting on the floor, legs were extended and Quality Assurance Performance
their back was to the wheel chair behind him/her, Improvement (QAP1)

The initial intervention was to assess and assist Committee. The QAP

ihe resident back to the wheel chair. The foliow Committee can make further
up intervention, dated 04/30/15, was for staff lo recommendations as needed.

continue monitoring Resident #86 for changes and
provide frequent re-direction and safety cues
related to poor safety awareness (no designated
time frame to define "frequent").
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Review of Resident #6's medical record, revealed
no documented evidence for monitoring and
re-direction of the resident.

Review of the Resident Incident Report for
Resident #86, dated 05/01/15 and timed 6:00 PM,
revealed the resident was noted reaching for
something and slipped out of the wheel chalr and
sustained a non-witnessed fall to the floor in the
dining room which resulted in two skin tears on
the right upper back side of the arm. The initial
intervention was first aid. The follow up
intervention, dated 05/06/15, revealed staff was to
monitor for changes and continue current
interventions.

Review of Resident #6's medical record, revealed
no evidence of documented monitoring for safety.

Interview with Certifled Nursing Assistant (CNA)
#4, on 09/11/15 at 10:00 AM, revealed Resident
#6 went to the dining room frequently. Resident
#6 liked the television and activities. Resident #6
freely propelled him/her self in the dining room
and hall ways on the unit. CNA #4 stated the
resident was pleasantly confused and was not
aware of his/her surroundings and thinks he/she
was with the spouse from the pasi. Resident #6
was placed in the halls so that hefshe was
frequently monitored.

Observation of Resident #86, on 09/10/15 at 9:10
AM, 9:35 AM, 9:55 AM, revealed the resident was
in the hallway sleeping in the wheelchair leaning
the upper body forward with no stalf present.
Continued observation of Resident #6, on
09/11/15 at 9:45 AM, revealed Resident #6 was in
the wheelchair in the hallway sleeping with their
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The Director of Nursing is
responsible for obtaining and
maintaining compliance

Monthly for 3 months the
Maintenance Director will report
the results of the audits to
Quality Assurance Performance
Improvement (QAPI)
Committee. The QAP
Committee can make further
recommendations s needed.

The Maintenance Director is
responsible for obtaining and
maintaining compliance.
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head leaning forward with no staff present.
Observation of Resident #8, on 09/11/15 at 10:35
‘AM, revealed the resident was in the hallway in
the wheelchair sleeping leaning head forward
resting on his/her hand without staif present.

Interview with the Licensed Practical Nurse (LPN)
#3, on 09/09/15 at 2:00 PM, revealed on 09/05/15
at 2:45 PM Resident #6 was laying down and
staff had gotten Resident #6 up because he/she
was restless. Resident #6 was placed in his/her
wheelchair and was taken to the dining room. The
resident was in his/her wheelchair by his/her self
and was not monitored. LPN #3 stated she did
not have a time frame as to how long Resident #6
was by him/her self in the dining room:.

Review of the Resident Incident Report for
Resident #6, dated 09/05/156 at 2:45 PM, revealed
a non-witnessed fall where the resident stood up
to get out of the wheel chair and fell forward
hitting his/her face on the floor and sustained a
Hematoma to the right side of the forehead. The
initial intervention was to keep the resident in
arms reach at all times,

Furlher review of Resident #6's medical record
revealed no documentation to support the staff
kept the resident in arms reach at all times.

Interview with LPN #3, on 09/09/15 at 2:00 PM,
revealed she checked the residents on her team
in the beginning of the shift for working alarms
and safely checks while she did her vital signs.
Each shilt did safely checks along with the
Certified Nursing Assistants (CNA) and to her
knowledge there was no where to document
completed safety checks.
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Interview, on 09/11/05 at 10:30 AM, with LPN #1,
revealed safety checks to her meant checking
that the alarms are in working order and visualize
the resident's presence at least every two hours,
or more frequently for residents who were a risk
for falls or behaviors. However, there are no
designated areas for nurses o document safety
checks when completed.

Interview, on 09/11/15 at 2:00 PM, with LPN #2,
revealed frequent monitoring meant every fifteen
(15) to thirty (30) minutes and document in the
computer or somelimes on paper. Most of the
time the residents were just visualized while the
nurses were passing medications and this was
not documented. LPN #2 stated if a resident had
multiple falls he/she should be monitored more
than every two (2) hours for safety. When safety
checks were performed, she looked for working
alarms, proper placement of alarms and
visualized the resident in general.

Interview with the Registered Nurse (RN) Clinical
Coordinator, on 09/11/15 at 1:30 PM, revealed
during the AM (morning) stand ups the
interdisplinary team met to review the falls and
discussed all the clinical concerns. The RN
Clinical Coordinator stated there was no concerns
identified with the fall on 09/09/15 because the fall
was an isolated fall and their was no fall since
05/01/15. She felt because of all of the things that
were pul into place there were no concermns,

Interview, on 09/11/15 at 2:35 PM, with the
Minimum Data Set (MDS) Coordinator, revealed
frequent safety checks written on a care plan
meant for all staff members in general to view the
resident for safety risks more often during their
shift. The MDS Coordinator stated frequent safely
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chack interventions should specify how often and
should be documented by the staff. She also
stated if this would have been better
communicated to the staff, Resident #6 may not
have sustained a fall with injury, referring to the
09/05/15 fall.

Further interview with the MDS Coordinator, on
09/11/15 at 4:39 PM, revealed when she wrole
the intervention for monitaring the resident more
frequently, she meant for the resident {o be
monitored hourly. The MDS Coordinator stated
her documentation was in need of help. She
stated if Resident #6 was monitored hourly it
could have prevented his/her fall in which he/she
sustained a hematoma.

Interview, an 09/11/15 at 3:00 PM, with the
Director of Nursing {DON), revealed since July
2015 (she was hired at this time) the facility had
gone through a transition period and were aware
there were areas thal needed revision and staff
needed to be re-educated.

2. Review of the facility's policy regarding The
Safety of Water Temperatures, revised December
2011, revealed water temperatures in the facility
would be kept within a temperature range to
prevent scalding of residents. Water
temperatures would be no more than 110
degrees (F).

Review of the water temperature log book,
revealed monitoring of the water temperatures
were done bi-weekly and the water temperatures
ranged between 107 degrees (F) to 110 degrees

(F).

Observations of water temperatures, on 09/10/15
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at 4:15 PM, revealed the facilily's water
temperatures in the following rooms exceeded
110 degrees: Room 243 was 114 degrees (F);
room 239 was 114 degrees (F); and, room 237
was 112 degrees (F). In the shower room on the
second floor across from the Director of Nursing's
office, the hand washing sink had a water
temperature of 112 degrees (F).

Observalion with the Maintenance Director, on
09/10/15 at 4:43 PM, revealed the Maintenance
Director rechecked the water with his device and
confirmed the water temperatures were in excess
of 110 degrees (F) in rooms, 243, 239, 237, and
the second floor shower room. The Maintenance
Director adjusted the temperature down and
waited for the water {o circulate in the building.

Review of the temperature log for 09/10/15
revealed temperatures taken at 5:25 PM in room
246 was 109.1, at 6:07 PM in room 243 was
108.4, at 6:15 PM in room 239 was 106.5 and at
11:02 PM the shower room was 105.9.

interview with the Maintenance Director, on
09/11/15 at 5:25 PM, revealed the problem with
the water temperalures was a bad valve. He
stated there were two (2) systems sitting side by
side. The one (1) system was at 140 degrees (F)
which was utilized by the Janitors and slop sinks
for sanitizing and it was back flowing into the 110
degree (F) system which was utilized by the
residents. The Maintenance Director stated the
water temperatures for residents should be
between 100 to 110 degrees (F)i. if the water
temperatures were above 110 degrees {F) it
could cause residents to become scalded by the
water. The Maintenance Director stated he

monitored the water once (1) every two (2) weeks
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and chose random rooms with a shower room,
with no concerns.

Review of the work order from a local vendor,
dated 09/11/15, revealed he found the hot supply
to be back feeding the check valves in the boiler
room. He shut the circulating pump oh 140
degrees (F) temperaturs, turned the line off and
closed the valve to prevent crossover into the
tempered water system. Rooms were maintaining
correct readings at that time.

Interview with the Acting Administrator, on
00/11/15 at 6:00 PM, rovealed he became aware
of the water temperatures being elevated by the
Direclor of Nursing. The protocol for elevated
waler above 110 degrees (F) was to notify the
Administrator and make sure family members,
visitors and residents were safe. The Acting
Administrator stated he had not been reviewing
the water log temperatures, though he was the
Maintenance Directors supervisor.
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Based upon implementation of the acceptable
POC, the facility was deemed to be in
compliance, 10/02/15 as alleged.
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