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A facility must immadiately inform the resident
consull with the resident's physician; and if
known, notify the resident's legal representative
of an interested family member when therg is an
accident involving the resident which results In
injury and has the patential for requiring physician
intervention; a significant change in the rasident's
physical, mental, or psychosocial stalus (ie. a
deterioration in health, mental, or psychosacial
status in either life threatening conditions or
clinical complications); a need to alter treatment
significanily {i.e., a nead to disconlinue an
existing form of treatmeant due o adverse
consequences, of o commance a new form of
treatment): or a decision to transfer or discharge
the resideni from the facility as specified in
§483.12(a).

The facility must also promptly notify the resident
and, if known, the resident's legal representative
or interesied family member when iHere is a
change in room or roommale assignmant as
spacified in §483.15(2)(2); or a change in
resident rights under Federat or Stale law or
regulations as specified in paragraph (b)(1) of
this section.

The facility must record and periodically update

lhe address and phone numbsr of the resident's
tegal representative or interested famity member,

This REQUIREMENT is not met as evidenced
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Basad on interview, record review, and review of
facility policies, it was determined the facility
failed to have an effactiva syslem to ensure the
resident’s physician was immediately consulted
for one residant (#2), in the selected sample of
ffteen residents, who displayed suicidat
behaviors and veiced suicidal ideations.

On 06/04/11 at 6:40 AM, facility stalf found
Resident #2, in his/her reom, with a cail light cord
and oxygen {02} tubing tangied and wrapped
around the resident’s neck. The facility failed to
impianment the one-to-one supervision and
notification of the physician, per facility palicy and
procedure. On G5/05/11 at 8:30 AM,
approximately 26 hours after the first episode,
while in hisMmer room, facility discovered Resident
#2 with 02 tubing wrapped around his/her nack.
The resident told staff that if they did not kill
him/her, he/she would kil himMerself. The {acility
failed again to implement one-to-one supervision
and notify the resident's physician, per the facility
policy and procedure, afler the second incident.

The facility's failure to notify and/or consult with
the physician resulfed in a sifuation that was likely
to cause sefious injury, harm, impairment, or
death. immediate Jeopardy was determined to
exist, on 06/04/11 through 06/09/11. The facility
implemented corrective aclion which was
compieted prior to the State Agency's standard
survey, thus it was determined Past Jeopardy.
The Jecoardy was delermined {o be comected on
06/1011 1.

The findings include:

Past nancompliance: no plan of
correction required.
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A review of the facility's policy entitied, "Notifying
Physician of Change in Residen{ Condition,”
dated 01/28/07, revealed the facility would keap
the attending physician updated on the resident's
condition, A change in condition would be
assessad by a licensed nurse and reporiad to the
attending physician. The nurse would utilize
his/her judgement to determine the need for
physician notification. Procedures included 1o
notify the attending physician, and if the attending
physician was unavailabte, the on-call physician
would be called, and then the medical director.

A review of the facility's policy entitied, "Suicide
Precaution.” undated, revealed the facility would
atiempt to protect residents from acts of self
harm, when suicidat ideations were voiced.
Procedures included to assign employee to sit
with resident one-to-one, while notifying physician
of resident's threats 1o hamm self; and to nofify the
Direclor of Nursing {DON) of threats to harm self.

Record review revealed Residen! #2 was
admitted to the facility, on 04/29/11, with
diagnoses fo include Nonorganic Psychosis.
Review of the resident's Admission Minimum
Data Set (MDS) assessment, complated on
05/09/11, reveated the facility assessed the
resident fo be moderately impaired in cagnition.
The facility assessed the resident to exhibit
behaviors of restlzssness, insomnia. and to resist
care.

A review of nurses noles, dated 08/04/11 at 6:40
AM. revealed Cerlified Medication Technician
(CMT) #1 found Resident #2 in bed, with the
oxygen {O2) lubing and call light cord tangled
togethar and wrapped around his/her neck.
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CMT#1 removed the iubing and cali light cord
fram around the resident's neck and the resident
was brought to the dining room, in @ whealchair,

An interview with CMT #1, on C7/07/11 at 1:50
PM, revealad she discovered Resident #2 in the
resident's room, on 06/04/11 at 6:40 AM. CMT
#1 stated the resident had the czali light and 02
tubing wrapped around hisfher neck. at least
eight times She revealed she attempted to calm
the resident; however, alt the resident woutd say
was. "Praise the Lord and 1ove Jesus.” CMT #1
stated she removed the call light from the rcom.
removed the (2 tubing from the resident's neck,
and notified Licensed Practical Nurse (LPN) #1.

An interview with LPN #1, on 07/07/11 at 3:00
PM. revealed she compieted the documentalion,
dated 06/04/11 at 6:40 AM. LPN #1 revealed she
did nol contac! the physician, because it was the
change of shift and the on-coming nurse told her,
she would coniac! the physician. She revealed
the resident was brought to the dining room;
however, no staff member was assignad io
pravide one-to-one supervisian for Resident #2.

A review of nurses noles, dated 08/04/11 at 7:45
AM, revealed the facility initiated "suicidal
precautions”, due {o the resident’s behavior.
Further review of the nurses notes revealed the
suicidal precautions included the call Hight cords
were removed from the resident’s room, and ihe
resident and his/her room mate ware provided
call bells. The staff was notifted of the suicide
precautions. Further review revealed no
evidence the resident’s physician was notified of
the residenl's bahavior of self harm.
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An interview with Registered Nurse (RN} #1, an
0707441 at 9:25 AM, revealed she completed (he
documentation, dated 06/04/11 at 7:45 AM. RN
#1 revealzd she notified the Advanced
Registered Nurse Practitionsr {ARNP), but did not
notify the physician. She obtained an order fram
the ARNP for "suicidal precautions”, which
included call light cords were remioved from the
resident's room. and the resident and his/her
room mate ware provided call bells. She stated
Resident #2 remained in the dining rcom,
however, no staff were assigned to provide
one-to-ong supervision,

A review of nurse's notes, dated 08/05/11 at £.30
AM, revealed staff again observed Resident #2,
with O2 tubing wrapped around his/ner neck.
Resideni #2 staled, the gas was going to kil
him/her and i, "you don't kil me, Fif kill myself",
There was no documented evidence the facility
notified the primary physician, regarding
Resident#2's continued suicidal behaviors and
expressions of intent to kil him/merseli.

An interview with LPN #2, on 07/07/11 at 3:30
PM, revealed sife compleled the nurse's nole,
daied 08/05/11 at 8:30 AM, She revealed the
resident wrappad the 02 tubing around his/fner
neck and stated, "if we didn't kill him/her then
hel/she was going fo kill him/herself.” LPN #2
stated she notified the ARNP; however, she did
not receive a returned call from the ARNP, until
11:10 AM, two hours and 40 minutes, after the
incident. She revealed she did not aliempt to
notify the resident's primary physician or on-call
physician in the interim, and did not altempt to
call the ARNP again, when she did not gel a
Tesponse.
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An interview with the ARNP, on 07/08111 at 400
AM, revealed she did not recali the 06/04/1 1
incident, but did recall the 06/05/11 incident She
revealed a nurse calied her on 06/05/14;
however, if the cail was placed at 8:30 AM, she
prebably did not call back till 11:10 AM, because
she would not have returned hame from church,
until that time. She revealed she was unawars
Resident #2's hatl made a siatement, on
C6/05/11, that if the facility stafi wouid not kill
himfher then he/she would kill himmersslf. The
ARMNP revealed she wouid have expected the
facility to natify the on-call physician at the time
the resident made the statement. She revealed
when she returned the call at 11:10 AM, she
instructed the staff to keep the resident near the
nurse’s station area, because she could not
discontinue the oxygen because the resident
needed the treatment. dus o Pneumonia.

An imterview with Resident #2's primary physician,
on 07/08/14 at 10:50 AM, revealed he was
unaware of either incident, on 06/04/11 or
05/05/11, when Resident #2 exhibitad sutcidal
behaviors and expressed suicidal thoughis. The /
resident’s physician revealed he would have
expected the facility to naotify either himseal or the
oncall physician of such behaviers, and have the
resident sent out of the facilitly for 2 psychiatric
evaluation. He alsc revealed he was the on-calf
physician, on 08/04/11 at 6:40 AM, and did not
recall receiving a call from the facility, regarding
Resident #2,

interviews with the DON, on 07/08/11 at 12:00
PM and 2:25 PM, revealed she was not notified
of Resident #2's behaviors, until 06/05/11, when
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RN #1 noiified har afier the second inciden. She
stated she expected staff to nolify the physician
as soon as ihe resident was safe. She slatad !
LPN #1 should have contacted the physician on
06/04/11 after the first incident.

An interview with the Administrator, on 07/13/11
at 4:.40 PM, revealed she wauld expect staff to
"secure” the resident and contact the physician
for instructions.

The facility implemented the following acticns to
correct the deficiency:

-On 05/04/11, the facilily inifialed suicide
precaufions. Resident #2's call light was
removed, as well as the resideni's roommate's

call kght, on 06/04/11, and both residents were
provided a cait beli.

-On 06/04/11 Resident #2's care plan was
updated to include suicide precautions.

-Inserviced all licensed staff, on 06/C6/11, on
suicidal precautions, 1o include assigning staff to
remaiﬁ with resident on a one {o one basis and
notitying the resident's attending physician
conceming the resident’'s behavior,

“*The surveyor validated the corrective action
taken by the facility as follows:

An observation of Resident #2's room, on
07105/14 at 12:45 PM, revzated a calt bell in place
and the call fight removed from the room.

Qbservations of Resident #2, on 07/05/11 al 3:30
P, 07/08/11 at 8:20 AM, 07/06/11 al 9:00 AM
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and 07/06/11 at 11:00 AM. revealed Resideni #2
up in eithar the dining room or lobby area.
Residant's affect was bright and made good eye
contact when approachad. Resident engaged in
activities on 07/03/11 at 3:00 PM and 07/05/11 at
11:00 AM.

interviews with the DON, on 07/08/11 at 12:00
PM and 07/13/11 at 4:35 PM, revealed she had
inserviced licensed staff on 06/06/11 regarding
the care of a residant threatening to harm
him/erself. The DON stated the purpose of the
inservice was to review with the licensed staff
what to do when a resident was exhibiting self
harm behaviors or threats to someone els2.

A review of the facility’s inservice training report,
dated 06/06/11, revealed licensad nurses were
inserviced regarding what to do when a resident
threatens to harm themselves. Training record
Indicated staff was 1o maintain one to one
supervision until safety is maintained and to nolify
the physician for instructions. A review of the
signature portion of ihe training record revealed
alf icensed staff had signed as having received
{he training,

Interviews with RN #1 and LPN #4, on 07/08/11
al 2:10 PM and 945 AM, respactively, revealed
both licensed staff had been provided an
inservice on suicide precautions, on 06/06/11, by
the DON. Both related knowledge of the
inservice to include placing the resident on ene to
one supervision to ensure safely, contacting the
physician to report the resident's behavior,
encourage transfer out of the facility for a
psychiatric evaluation and initiate safety checks
as direcied by the physician.
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Interviews with cerlified medication technicians
(CMT) #1 and #2, on 07/08/11 at 9:30 AM and
10:20 AM, revealed both CMTs were aware of the
facility policy on suicidal precautions and how to
respond when a resident displayed suicidal
behaviar or expressed suicidal thoughts. These
interventions included to monitor the resident to
ensure safely, repori the behavior to tihe licensed
siaff immediately, remove all harmiut items from
the resident's roem including the call fight and to
initiate safety checks as directed by the licensed
staff.

Inlerviews with cerlified nurse aids (CNA) #1, #2,
#3, #4 and #5, on 07/08/11 at 10:30 AM, 9:45
A, 9:55 AM, 10:05 AM and 10:10 AM.
respectively, revealed all the CNAs aware of the
facility policy on suicidal precautions and how to
respond when a resident displayed suicidal
behavior or expressed suicidal thoughts. These
interventions included to manitor the resident to
ensure salely, report the behavior 1o the licensed
staff immediately, remove all harmful items from
the resident’s room including the call light and to
iffitiate safely checks as directed by the licensed
staff.

F 281 {48320(%)(3){)) SERVICES PROVIDED MEET
s5=D | PROFESSIONAL STANDARDS

The services provided or arranged by the facility
must meet professional standards of quatity,

This REQUIREMENT is not met as evidenced
by: '

Based on obsayvaticns, interviews and record
reviaw, the facilily failed to provide or arrange

F 157

F 281
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F 281 | Continued From page 10 281 1. On 7/07/2011 LPN clarified order
services to meet professional standards of quality from wound cen.ter in regard to the
for one resident (#3), in the selected sampie of treatment of resident #3's wound.
fifteen (15}, related lo failure to foliow a Order reads as follows: Cieqnse
physician's order for a wound treatment. cos:c:yx ulcer with normal‘sa]me and
Physician's orders were inaccurately transcribed . patdry. (:Ber:tly place mOEStf‘:"QEd
following Resident #3's visit to the Wound Care gauze with % strer]gth Dakin's
Center on 07/01/41. solution and pack into ulcer. Cover
with ABD pad and secure with
The findings include: medipore tape after applying skin
barrier to the peri-ulcer skin BID.
A review of the facility's policy and procedure Apply Critic Aid and NYStaﬁOf_’
titled "Procedure for Taking off Naw Physician's Cream 1:1 mixture to the peri-ulcer
Orders,"” undated, revealed "o place on skin BID. _
Medication Administration Record (MAR} and On 7/08/2011 one-on-one teaching
TAR, as appropriate.” moment given by DON to LPN #4
regarding proper procedure for
A record review revealed Resident #3 was measuring wound depth.
admitted to the facility on 03/18/10 with diagnoses 2. On 7/29/2011 ADON audited the
to include Chronic Stage 1V Sacral Ulcer, treatment records of all residents to
Hemiplegia with eft sided weakness. ensure that wound treatment
Cerebravaszular Accident, Renal Failure, Anxiety, records were properly transcribed
Acule Pain related 1o Stage 1V Sacral Uicer, from the physician orders. All MD
Parkinsen’s, History of Chronie Urinary Tract orders were found to be correctly
Infections, Pseudomonas Colonized Urine, transcribed and recorded on MAR's
Arihrifis, Hypertension, History of Pneumaonia, and TAR's.
/ | Gastroanterilis, Anemia. History of Coronary On 7127, _7[23- and 7/29 the QA
Arlery Bypass Graft, Cardiomyopathy, Atrial nurse raviewed all MD orders and
Fibritlation, History of Fractured Femur with Opan ensured that all MD orders were
Reduction internat Fixation left hip, Cardiac properly transcribed onto the
Pacemaker and Diabetes Mellitus Type 11, MAR's and TAR's.
Further record review reyealed Resident #3
returned from the Wound Care Clinic, on
Q7/01/11, with treatment orders for a stage IV
pressure ulcer on hisfher coccyx. A review of the
orders, dated 07/01/11, ravealed "cleanse the
tlcer site with normal safine and pat dry. Gently
place 1/4 slrength Dakin's solution moistened
ORM CMS-2357(02-99) Previcus Versiona Obaciate Evert £ MZDA41) Facity ID: 100012 if conlinuation shaset Paga 13 of 31
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F 281 | Continued Fram pags 11 F 281 3. On 7/26/2011 DON in-s_erviced ail
gauze into the coceyx uicer and change the fiCaned nurses regarding
dressing two times a day. Cover with an ABD transcnp%torlof E'IH MD orders onto
pad and secure with medipore taps afler aoplying the MAR's, TAR's and labs. If
skin barrier to the peri-ulcer skin. Ensure the changes a,re ne?fied'the nurse
dressing is sacured on alt sides. Apply Critic-Aid rust obtain clarification from MD
and Nystatin Cream 1.1 mixture {o the peri-uicer order. . . .
skin two times a day.” A. Licensed nurse will receive

MD order and transcribe
A review of the {reatment administration record OI‘dEf’ onto MAR's and
(TAR), dated 07/11, revealed "Dakin‘s solution, TAR's.
cleanse the wound with normai safine and apply a B. Quality Assurance Nurse
wet to moist dressing.” Tha 07/01/11 order was will verity ali MD orders
transcribed incorreclly. nave been transcnbed onto
MAR's and TAR's

An observation during a treatment, cn 07:08/11 at accurately on a weekly
10:25 AM. revealed Licensed Practical Nurse basis. QA nurse will obtain
{LPN) #2 did not cleanse the wound with normal clarification on orders If
saline solution as ordared. LPN #2 applied necessary.
Dakin's solution 1o the gauze and used cottan C. QA nurse wilt report tq
tipped applicalor to pack the wound. She applied . DON on a weekly basts
Nystatin cream and Critic-Ald $o the surounding regarding weekly findings.
tissue and covered it with gauze and medipore 4. DON wiil report verification finding
tape. An interview with LPN #2, at 10:45 AM, to the Administrator on a monthly
revealed she did not usually use the normat basis. Administrator will report '
saline solution and anly usad it to cleanse the findings to the QA comimittee 7 /k‘/z':“
area, # the area was soiled. / monthly for one year. .
Further observation during a treatmant, on
07/08/11 at 11:30 AM, revealed LPN #4 applied
rommal saline solution to the gauze and cleansed
the wound. She then insered a colion tipped
applicator into the wound for wound
measurements and usad a marker to mark the
applicator, while it was still in the wound and
returned the marker {o her pocket. LPN #4
applied Dakin's solution to the gauze and packed
the wound, and then covered the wound with 2x2
gauze and applied the medipora tape. No skin
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harnier cream, Critic-Aid or Nystatin cream was
- appliad.
An interviaw with the Director of Nursing (DOM},
on Q7/06/11 at 12:50 PM, revealed Resident #3's
wound treatment orders, dated 07/01/11, were
transcribed to the TAR incarrectly. The arders
and the TAR did nof match. She stated she
expected the nurses te transcribe orders correctly
and carry aut the treatments carrectly, and she
revealied Resident #3's treatment was not
completed as ordered. If orders were unclear, the
nurses were to clarify the information.
F 315 | 483.25(d) NO CATHETER, PREVENT UTI, F315(F315 483.25 (D)
$8=D | RESTORE BLADDER 1. On 7/07/2011 CNA #10 secured

Based on the resident's comprehensive
assessmant, the facility must ensure thal a
resident who enters the facility without an
indwalling catheter is not cathetenzed uniess the
resident's clinical condition de2monstrates that
catheterizalion was necessary, and a resident
who is incanlinent of bladder receives appropnate
treatment and services {o prevent urinary fract
infeclions and {o restore as much normal bladder
function as possible.

This REQUIREMENT is not met as svidenced
by:

Based on observation, inlenviews and record
review, the facilily failed to ensure one resident
(#1), in the selecled sample of filleen (15},
received the appropriale treatment and services
lo prevent urinary {ract infections.

The findings includa:

and positioned the catheter tubing
off the floor and the drainage bag
was replaced in a dignity bag for
resident #1,

Qn 7/07/2011 LPN #4 and CMT #1
performed sweep of building to
assutre that all tubing and catheters
were off the floor and secure in
dignity bags.

On 7/10/2011 DON in-serviced ai
nursing staff with regard to policy /
and procedure NP-00070 Foley
Catheter insertion-Maintenance-
Removal and policy and procedure
for Closed Urinary Drainage.
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A review of the facility's policy and procedure for
"Foley Catheler Inserliort-Maintenance-Removat”
undated, revealed "Sacure catheter to thigh and
attach to drainage bag.”

A record review revealed Resident #1 was
admitted to tne facility on 08/31/10 with diagnoses
to include Dementia, Osteoarthrosis, Renal
Failure and Meuropathy.

An observation, on 0770711 al 2:32 AM, revealed
Resident #1 was being assisted by CNA #10
while in hisfher geri-chair in the haliway. The
resident’s catheter bag was dragging on the floor
and the cathster tubing was behind the wheel of
the geri-chair. Resident #1 was sitling in the
geri-chair with a leg strap lying on hisfher lap and
the catheter was not secured at this time.

An interview with CNA #10, on 07/07/11 at 9:55
AM, ravealed tha catheter should be secured and
the catheter tubing should not drag on the floor,

An interview with the DCN, on 07/07/11 at 2:15
PM, reveaied the drainage bag should be in &
dignity bag and the catheter tubing should no!/
drag on the foor, The DON stated when the
residenis were provided showers, the staff
usually took the {eg bands off, hawever, the staff
was o ensure the leg bands were placad back cn
the resident once the showsr was completed. The
DON revealed she expected the nursing staff to
monitor proper placement of the leg bands.
483.25(h} FREE OF AGCIDENT
HAZARBS/SUPERVISICN/IDEVICES

The facility must ensure that the resident
environment remains as free of accident hazards

F 315

F 323

F315 {coni.)

4. Licensed nurses will menitor
cathsters per shift on all resident
treatment records. The
management {=am will perform
weekly dignity/infection control
audit and give to Administrator for
review during monthly QA for one
yaar.

Thsefesil
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as fs possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, and review of
facility policies, it was determined the {acility
failed to have an effective system in place to
ensure adequate supervision was provided for
one resident (Resident #2), in the selecled
sample of fifieen (15} residents, when the
resident exhibited suicidal behavior and
expressed intent 1o "kill" him/herseif. The facility
failed to implement established policy and
procedures related to one-to-one supervision.

On 06/04/11 at 6:40 AM, facility siaff found
Resident #2, in hisfher room, with a call light cord
and oxygen {O2) tubing tangled and wrapped
around the resident's neck. The facility failed to
implement the one-to-ope supervision and
netification of the physicgn‘ per facility poficy and
procedure.

On 06/05/11 at 8:30 AM, approximately 26 hours
after the first episode, while in his/her room,
facility staff discovered Resident #2 with 02
tubing wrapped around hisfher neck. The
resident told staff that if they did not kill him/her,
he/she would kill him/herself, The facility faited to
implement the one-to-one supervision and
notification of the physician, per the facility policy
and procedure, after the second incident.

Past noncompliance: no plan of
correction required.
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The facility's failure to implement one-to-one
supervision resulled in a situation that was likely
to causa serious injury, harm, impairment, or
death. immeadiate Jeopardy was determined {o
exist, on 068/04/11 through C6/09/11. The facility
implemented comective action which was
compieied prior to the State Agency's standard
survey, thus it was determined Past Jeopardy.
The Jeopardy was determined to be correcled on
G&MOM .

The findings include:

A review of the facility's paolicy eniitled, "Suicide
Frecaution”, undated, reveated the facility would
attampt to protect residenis from acls of self
harm, when suicidal ideations were voiced.
Procedures included 1o assign employee to sit
with resident one-io-one, while notifying physician
of resident's threals to harm self; lo notify -
physician of thréats to hamm self and encourage
transfer to another facility for evaluation; to notify
the Director of Nursing {DON) of threats to harm
self; to initiate safety checks to monitor resident
closely for further threats to harm seff; and, to
schedule psychiatiist evaluation.

Record raview rovealed Resident #2 was
admitted 1o the facility, on 04/29/11, with
diagnoses to include Nonorganic Psychosis and
Chronic Renal Failure. Review of the resident's
admission Minimum Data Set (MDS)
assessment, completed on 05/08/11, revealed
the facility assessed the resident to be
moderately impaired in cognition. The facility
assessed the resident to exhibit behaviors of
restlessness, insomnia, and to resist care.

F 323
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Review of the resident's comprehensive plan of
care, datad 05/09/11, revealed interventions
which included to check on the resident every 1-2
hours and when passing for needs and safety,
and to consult with the facility's Psychiatrist as

needed.

An interview, on 07/07711 at 1:50 PM. with CMT -
#1, revealed she discovered Resident #2 in the
resideni’'s room, on Q6/04/11 at §:40 AM. CMT
#1 stated the resident had the call light cord and
02 tubing wrapped around hisfer neck, at least
eight imas. She attempted to calm the rasidant;
howaver, ail the resident said was, “Praise the
Lord and | love Jesus.” CMT #1 stated she
rermoved the call light from the room, removed
the O2 lubing from the resident’s neck, and
notified the nurse.

An interview, on 87/07/11 al 3:00 PM, with
Licensed Practical Nurse {LPN) #1, revealed the
resident was brought to the dining room after the
incident on 05/04/11; however, no staff member
was assignad o provide one-to-one supervision
for Resident #2.

A review of nurses noles, dated GS!CM/ﬁ at 6:40
AM and completed by LPN #1, revealed Certified
Medication Technician (CMT} #1 found Resident
#2 in bed, with the oxygen (02) fubing and call
tight cord tangled together and wrapp2d around
hisfher neck. CMT#1 removed the tubing and

call light cord from around the resident's neck and
the resident was assisted to the dining room in a
wheelchair, The documentation revealed the
iniervention implemented was to continue to
“monitor” the resident,
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A review of nursas notes, dated 08/04/11 at 7:45
AM. revealad the facility initiated "suicidal
precautions”, due to the resident's bebavior,
Furher review of the nurses notes revealed the
suicidal precautions included the call kght cords
ware removed from Ihe resident’s reom, and the
resident and his/her room mate were provided
call balls.

An interview with Registared Nurse (RN) #1, on
Q70711 at 9:25 AW, revealed she completed the
documentation, dated 06/04/11 at 7:45 AM. RN
#1 revealed she notified lhe Advanced
Regisizred Nurse Practitioner {ARNP), but did not
notify the physician, She obtained an order from
the ARNP for "suicidal precautions”, which
inciuded call light cords were remaved from the
resident's room, and the resident ang his/her
roam malte were provided call bells, The staff was
notified of the suicide precautions. She stated
Resident #2 remained in the dining room;
however, no staff were assigned to provide
oneg-lo-one supervision.

A seview of nurse's nales, dated 06/05/11 at 8:30
AM, revealed staff again ocbsarved Resident #2, /
with O2 tubing wrapped around his/her neck.
Resident #2 told staff H, "you don't kill me, ¥ kili
mysel”. The resident remained an suicidat
precautions. Further review of the clinical record
revealed no documented evidence staff had
evaluated lhe residents self harming behaviors
andéor implamented or modified interventions to
ensura the residant's safety.

An interview with LPN #2, on 07/07/11 at 3:30
_IPWM, revealed she completed the nurse's nole
decumentation, dated 06/05/11 at 8:30 AM. She
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revealed the resident wrapped the O2 {ubing
around his/ner neck and stated, "if we didn't kil}
hirn/ner then he/she was going to kil him/Aerself”
LPN #2 stated she guessed the facility should
hava placed the resident on one-to-one
supervision, She stated, by having the rasident
near the nursing station, she felt the resident was
within sight of staft.

An interview, on 07/08/11 at 9:00 AM, with the
ARNP, revealed she did not recall the 06/04/171 -
incidant. but did recall the 06/05/11 incident. She
reveated she was unaware Resident #2 had the
statement of intent to kill histherself, i staff did
not kill hirmvher, on 08/05/11. The ARNP revealed
she would have expacted the facility to nolify the
on-call physician at the {ime the resident made
the staterment.

An interview with Resident #2's primary physician,
on 07/08/11 at 14:50 AM, revealed he was
unaware of either incident, on 06/04/11 or
06/05/11, when Resident #2 exhibited suicidal
behaviors and expressed suicidal thoughts. The
residant’s physician revealed he would have
expecied the facility to notify)either himself or the
on-calt physician of such behaviors, and have the
resident sent oul of the facility for a psychiatric
evaluation. He also revealed he was the on-call
physician, on 08/04/41 at 6:40 AM, and did nol
remember recaiving a cail from the facility,
regarding Resident #2.

Interviews with the DON, on 07/08/11 at 12:00
PM and 2:25 PM. revealed she became aware of

Resident #2's behaviors, on 06/05/11, when RN
#1 notified her of Ihe second incident. She staied
she expected staff to place a resident displaying
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suicidal behaviors or voicing suicidal thoughts on
one-lo-one supervision 1o ensure the resident's
safety, and notify the physician as soon as the
resident was safe.

Further interview with the DON, on 07/08/11 at
2:40 PM, revealed she expected the nurses o
document at least every shift on residents with
suicide precautions. Per interview the nurses
should assess how the resident was doing. if any
thoughts of seif harm were voiced, or if any salf
harm behaviors were exhibited.

An interview with LPN #2 on 07/07/11 at 3:30 PM
revealed she "guessed” the resident should have
been charted oh every shifl due to suicide
precautions; however, this was not done. An
interviey with RN #1 on 07/08/11 at 2:10 PM
revealed the resideni's mental stafus and
thoughts of seff harm should "probably” be
monitored every hour when on suicide

precautions. Further interview revealed she did
not implemented this for Resident #2,

An interview with the Administrator, on 07/13/11
at 4:40 PM, reveated she would expect staff to /
"secure" the resident while contacting the
physician for instruction. She stated securing the
resident would mean staying with the resident or
at teast doing "tag teams” on the resident. First
wae would contazt the doctor and foltow his or her
instructions.

The facility implemented the foliowing actions to
correct the deficiency:

-0n 06/04/11, the {acility initiated suicide
precautions. Resident #2's call light was
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removed, as well as the resident's roommate's
calt fignt, on 08104/11, and both residents were
provided a call bell.

-On 06/04/11 Resident #2's care plan was
updated to include suicide precautions.

-Oblained an order, on 06/05/11, for a urinalysis
with culture and sensilivity due to increased
confusion, agitation and change in behavior,

-Obtained an order, on 08/06/11, to begin Ativan
0.5 milligrams {mg) three times a day.

-Conducted a care plan meeling with Resident
#2's family, on 08/06/11, to discuss residenl's
situation. Allowed family to bring in sewing
machine, to assist resident with adjustment
issues, at the family's request. Changed
Resident #2's room, at the family’s request.

-Inserviced alt licensed staff, on 06/05/11, on
suicidal pracautions, to include assigning staff to
remain with resident on a one to one tasis and
nolifying the resident's attending physician
concerring the resident's behavior.

-Provided psychiatric services for Resident #2, on
06/09/11, and implamented psychiatrist's
recommendations of trial of the antidepressant
Citalopram and to engage the residenl's
socialization activities.

-Obtained an order, dated 06/09/11 at 10:50 AM,
to begin Citalopram 20 mg. every day.

*The surveyor validated the coreclive aclion
taken by the facliity as follows:
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An observation of Resident #2's room, on
07/05/11 at 12:45 PM, revealed a call bell in place
and the call light removed from the room,

Observations of Rasider #2, on 07/05/11 ai 3:30
PM, 07/06/11 at 8:20 AM, 07/06/11 at 9:00 AM
and 07/06/11 at 11:00 AM, revealed Resident #2
up in either the dining room or lobby area,
Resident's affect was bright and made good eye
cantact when approached. Resident engaged in
activiies on 07/05/11 at 3:00 PM and 07/06/11 al
11:00 AM,

A record review of Resident #2's current
physicians orders revealed the resident remainad
on Citalogram 20 mg. every day and Ativan 0.5
mg three times a day.

Intarviews with the DON, on 07/08/11 al 12:00
PM and 07/13/11 at 4:35 PM, revealed she had
inserviced licensed staff on 06/06/11 regarding
the care of a resident threatening to harm
nim/merself. The DON stated the purpose of the
insarvice was to review with tha licansed staff
what to do when a resident was exhibiting saif
harm behaviors or threats to someone else.

A review of the facility's inservice training report,
dated 06/06/11, revealed licensed nurses ware
inserviced regarding what {o do when a resident
threatens to harm tnemselves. Training record
indicated staff was to maintain one to one
supervision until safety is mainiainad and to notify
the physician for instructions. A review of the
signature portion of the training record revealed
all licensed staif had signed as having received
the training.
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An interview with the secial services director, on
97/08/11 at 11:15 AM, revealed she nad met with
Resident #2's family on 06/06/11 to discuss
resident’s behavior. Family requested a room
change and to be aliowed to bring in a sewing
machine to help resident with adjustment issues.
She stated room was changed on 06/06/11 and
family brought sewing machine {o the facitity.
Famity did not want resident sent out of facility for
a psychiatrc evaluation as did not fee! resident
was suicidal but was having difficulty adjusting to
being at the facility.

An interview with Resident #2's daughter, on
07/08/11 at 11:25 AM, revealed the facility had
conjacted her regarding the resident's behavior,
She stated did not feel resident’s behavior was
suicidal, but rather was related to adjustment
issues. Daughter revealzd she had told facility
she did no{ want resident sent out of the facility
far a psychiatric evaluation. The facilily also
adjusted the resident's madications and allowed
the daughter ta bring in a sewing maching, which
she had brought o the fadility on 06/06/11.

Intervisws with cedified medication technicians
(CMT) #1 and #2, on 07/08/11 af 9:30 AM and
10:20 AM, revealed both CMTs werg aware of the
facility poficy on suicidal precautions and how to
respond when a resident displayed suicidal
behavior or expressed suicidal thoughts. These
interventions included to monitor the resident to
ensure safety, report the behavior to the licensed
staff immediately, remove all harmful items from
the resident's rocm including the call fight and fo
initiate safety checks as directed by the licensed
staff.
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Interviews with cariified nurse aids (CNAY #1, #2,
#3, #4 and #5, on 07/08/11 al 10:30 AM, 9:45
AM, 9:55 AM, 10:05 AM and 10:10 AM,
respectively, revealed all the CNAs aware of the
facility policy on suicidal precautions and how to
respond when a rasident displayed suicidal
behavior or exprassed suicidal thoughts. These
interventions included to monitor the resident jo
ensure safety, report the behavicr to the licensed
staff immadiataly, remove all harmifut items from
the resident's roam including the call kght and to
initiate safaty chacks as directed by lhe licensed
staff.

Interviews with RN #1 and LPN #4, an 07/08/11
at 2:10 PM and §:45 AM, respectively, revealed
both licensed staff had been provided an
inservica on suicide precautions, on 08/08/1 1, by
the DON. Both related knowledge of the
inservige to include placing the resident on one to
one supervision to ensure safety, contacting the
physician to report the resident's behavior,
enceurage transfer out of the facility for a
psychiatric evaluation and initiale safety checks
as directed by the physician. /
483,75 EFFECTIVE
ADMINISTRATION/MRESIDENT WELL-BEING

A facility must be administerad in a manner that
enables it to use ils resources eflectively and
efficiently to attain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident.

This REQUIREMENT is not mel as evidenced

F 323

F 450
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Based on interview, record review, and review of Past noncompliance: no plan af
facility policies, it was dstermined the facility correction required.

failed {o have an eiffective system in place to
ensure it was adminisiered in a manner that
enahled it 1o use its resources effeclively and
efficiently lo attain or maintain the highest
practicable physical, mental and psychosocial
weill-being of each resident. The facllity faifed to
have an effective sysiem to ensure
implementation of their policy pertaining lo
suicidal precautions and for physician notification:
for one resident (#2), in the selected sample of
fifteen residents.

On 08/04/11 at 6:40 AM, facility staff found
Resideni #2, in hisfher room, with a call light cord
and oxygen {O2) tubing tangied and wrapped
around the resident's neck. The facility faited to
implement the one-to-one supervision and
natification of the physician, per facility policy and
procedure.

On 06/05/11 at 8:30 AM, within 26 hours of the
first episode, facility staff discovered Resident #2
with O2 tubing wrapped around his/her neck.

The resident told staff that if they did not kil /
him/mear, he/she would kitt him/erself, The facility '
failed to implement the one-to-one supervision
and natification of the physician, per the facility
policy and procedure, afler the second incident.

The facility's failure lo ensure Resident #2
receivad the appropriate level of supervision
direcied by the facility policy, resulted in a
situation that was likely to cause sericus injury,
harm, impaimant, or death. Immediate Jeopardy
was determined to exist, on 06/04/11 thraugh
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06/09/11. The faciity implemenied carrective
action which was completed prior to the Siate
Agency's standard survey, thus it was determined
Past Jeopardy. The Jeopardy was determined to
be corrected on 06/10/11,

The findings include:
Refzrence to F157 and F323

The facility failed to ensure Resident #2 received
adequate supervision to prevent an accidant
{suicide) and faited to ensure the resident’s
physician was nofified and provided sufficient
information regarding the resident suicidal
behavior and suicidal expressions, in accordance
with facility policy and procedure. On 06/04/11 at
6:40 AN, Resident #2 was observed with the cali
fight and oxygen tubing wrapped around hisfher
neck. The facility implemented suicide
precautions on the resident; however, failed to
implement one-lo-one supervision and faited o
notify the resident’s physician. On 06/05/11 at
£:30 AM, while on suicide precautions, Residant
#2 was again observed with oxygenfubing
wrapped around his/her neck and the resident
stated, “if you wor't Kill me § will kilt myssif.” The
facility failed to place Resident #2 on one-lo-one
suparvision andfor contact the attending or the
on-calt physician, after lhe second incidant.
Insiead, staff notified the Advanced Registered
Nurse Praclilioner {ARNP) and left a message,
which was not addressed with a retum cali for two
hours and farly minutes. In the intarim, Resident
#2 was not provided one-to-one suparvision and
licensed staff made no attempt to contact the
or-call physician.

F 480
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The Directar of Nursing (DON} was notified of
Resident #2's behaviors and suicidal threats, on
06/05/11, after the second incident, and provided
no additional guidance to staff at the time.

Inierviews with the DON, an Q7/08/11 at 12:00
PM. an 07/13/11 at 4:35 PM, and on 07/08/11 at
2:40 PM revealed she expected stafi to place a
resydent displaying suicidal behaviors or voicing
suicidal thaughts on one-to-one supervision to
ensure the resident’s safely, and notify the
physician as soon as the resident was safe. Per
intarviaw the nurses should assess how the
resident was doing. if any thoughts of self harm
were veiced, or if any self harm behaviors were
exhibited and this should be documented at {zast
every shifl. However, interviews with LPN #2 on
07/07/11 at 3:30 PM and RN #1 on 07/08/11 at
2:10 PM revealad ihese procedures had not been
foilowed,

An interview with the Staff Development
Coordinator, on 07/13/11 at 09;30 AM, reveaied
she had not provided training to facility staff
regarding suicide precautions. All new hires were /
provided the poiicy and procedures for review,
however, she did not do any iraining directly
related o suicide precautions.

Aninterview with the faczility Administrator, on
07/13/11 at 4:40 PM, revealed she expeciad siaff
to "secure” any residant who displayed suicidat
behaviors or voiced suicidal thoughts until the
physician could be contacted. At that time, the
licensad stafi would act as directed by the
physician and i necessary cantinue the ane-
te-ane or implement safety checks.
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The facility implemented the following actions to
correct the deficiency:

-On  06/04/11, the facilily initiated suicide
pracaulions. Resident #2's call lignt was
removed, as well as the resident’s roommate’s

call fight, on 06/04/11, and botn residents were
provided a call bell.

-On 05/04/1 1 Resident #2's care plan was
updated te inctude suicide precautions.

-Obtainad an order, on 06/05/11, for a urinaiysis
with culture and sensilivity due lo increased
confusion, agitation and change in behavior.

-Oblained an arder, on G6/06/11, to begin Ativan
0.5 milligrams (mg) three times a day.

-Conduded a care plan meeting with Resident
#2's family, on G5/06/11, {o discuss resident's
situation, Allowed family to bring in sewing
maching, ta assist resident with adjustment
issues, al the family's request. Changed
Resident #2's roam, at the fj-'jmily’s request.

-inserviced all licansed staff, on 06/05/11, on
suicidal precautions, to include assigning staff to
remain wilh resident on a one to one basis and
notifying the resident’s attending physician
concemning the resident’s behavior.

-Pravided psychialric services for Resident #2, on
06/09/11, and implemenied psychiatnist's
recommendations of trial of the antidepressant
Citalopram and {o engage the resident’s
socialization activities.
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-Obtained an order, dated 06/09/11 at 10:50 AM.
io begin Citalopram 20 myg. every day.

“*The surveyor valigdatad the corrective action
tzken by the facility as follows:

An observation of Resident #2's room. on
07/05M1 at 12:45 P\, revealed a call bell in place
and tha ¢call light removed from the room.

QObsenvations of Resident #2, on G7/0511 at 3:30
PM, 07/06/11 at 8:20 AM, 07/05/11 at 9:.00 AM
and 07/C8/11 at 11:00 AM, revealed Resident £2
up in either the dining room or lobby area.
Resident's affect was bright and made gocod eye
coniact whan approached. Resident engaged in
activities on 07/03/11 at 3.00 PM and 07/058/11 al
1100 AM.

A record review of Resident #2's curren!
physicians orders reveated the resident remainad
on Citalopram 20 mg. every day and Ativan 0.5
mg three times a day.

Interviews with the DON, on 07/08/11 at 12:00
PM and Q7/13/11 al 4:35 PM, revealed she had
inserviced licensed staff on 08/06/11 regarding
the care of a rasident threatening to harm
himfMerself, The DON stated the purpose of the
inservice was 1o review with the licensed staff
what fo do when a resident was exhibiting seif
harm behaviors or threats o someone else,

A review of the facllity's inservice training report,
dated 06/06/11, revealed licensed nurses were
inserviced regarding what to do when a resident
fhreatens to harm themselves. Training record
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indicated staff was to maintain one to one
sup=ivision unti safety is maintained and to notify
the physician for instructions, A review of the
signature poriion of the {raining record revealed
ali licensed staff had signed as having received
the fraining.

An interview with the social sarvices director, on
"197/08/11 at 11:15 AM, revealad she had met with
Resident #2's family on 08/06/11 to discuss
resident's bzhaviar. Family requested a room
change and to be allowed to bring in a sewing
machine to heip resident with adjusiment issues.
She stated room was changed on 06/05/11 and
family brought sewing machine o the facility.
Family did not want resident sent oul of facility for
a psychiatric evaluation as did not feel resident
was suicidal but was having difficully adjusting to
being at the facility.

An inferview with Resident #2's daughter, on
07/08/11 at 11.25 AM, revealed the facility had
contactad her regarding the resident's behavior,
She siated did not feel resident's behavior was
suicidal, bul rather was related to adjustment
issues. Daughter revealed she had told facility
sha did not want resident sent out of the facitity
for a psychiatric evaluation. The facility also
adjusted the resident's medications and allowead
the daughter to bring in a sewing machine, which
she had brought to the facility on 06/08/11,

Inlerviews with certified madication technicians
(CMT) #1 and #2, on 07/08/11 &t 9:30 AM and
10:20 AM, revealed both CMTs ware aware of the
facifity policy on suicidal precautions and how to
respond when a resident displayed suicidal

behavior or expressed suicidal thoughis. These
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interventions induded to monitor the resident to
ensure safety, report the behavior to the licensad
slaff immediately, remove all harmiut items from
the resident's room including the call light and to
initiate safety checks as directed by the licensed
staif.

Interviews with certified nurse aids (CNA) #1. #2,
#3, #4 and #5, on G7/08/11 a1 10:30 AM, 9:45
AM, 9:55 AM, 10:05 AM and-10;10 AM,
respeciively, revealed all the CNAs aware of the
facility policy on suicidal precautions and how 1o
respond when a resident displayed suicidal
behavior or expressed suicidal thoughts. Thase
interventions induded to monilor the resident to
ensure safety, report the behavior to the licensed
staff immediately, remove all harmiul iterns from
the resident's room including the call fight and to
initiale safely checks as direcled by the licensed
staff,

interviews with RN #1 and LPN #4, on 07/08/11%
at 2:10 PM and 9:45 AM, respeactively, revealed
both licensed staif had been provided an
inservice on suicide precautions, on 08/06/11, by
the DON. Both related knowledge of the
inservice 10 include placing the residant on ong fo
ong supervision to ensure safety, contacting the
physician to report the resident’s hehavior,
encourage transfer out of the facility for a
psychiatric evaluation and initiate safety checks
as directed by the physician.
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K 062 | Continued From page 1

This STANDARD is not met as evidenced by
Based on observation and interview, it was
aetermined the faciity failed 10 ensure heat
supplied {o the valve reom, was from a
permanent heat sourcs, according to National
Fira Proieclion Association (NFPA) standards.
The deficiency had the potential to aflect five (5)
of five (5) smoke compariments, sixty (60}
residents, staff and visilors,

The findings nclude:

Cbservation on 070772011 af 12:26 PM, raveeied
3 portable heater was located in the valve room.
The permanant wall mounted heater was biocked
by a large air compressor used to supply aif to
the dry sprinkler system. The observalicn was
confirmed by the Maintenanca Oirector 21 time of
discovery.

Interview on 0T/07/20%1 at 12:38 PM, with the
Maintenance Direcior, revealed the faciity had to
replace the old alr compressor approximatety two
{2} to thzee (3) years ago, and have been using
the smafl space feater since then, due 1o the new
compressor being larger and biccking the wall
mouned heatar. Furlher interviaw, revealed the
facility coutd not produce any documentaiion
stating the heater element of the spaca heater did
not exceed 212 °F.

Reference. NFPA 13 {1999 edition)

4-2.5.2 Valve rooms shail be lighted and heated.

The source

of heat shall be of a permanently installed ype.
Heat tape shall

nol be used in bisu of healed valve enclosures to

protect the ’

KoGa2
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dry pipe valve and supply pipe against freezing.
$9.7.8 Portable Space-Heating Devices. Portable
space-heating
devices shall be prohibited in all health carg
OCLUPANGeS.
Exception: Portable space-heating devices shalt
be permitted to be used
in rionsleeping staff and employee areas where
the heating elements of
such devices do not exteed 212°F {100°C).

£04310 SUMMARY STATEMENT OF DEFICIENCES D PROVIDER'S PLAN OF CORRECTION. P
PREFIX, (EACH DEFICENCY MUST BE PRECEDED BY FULL PREFIX (EACH CCRRECTWVE ACTION SHOULD BE COMPLETIN
TAG REGULATORY OR £SC IDENTFYING INFORMATION) TAG CROSS-REFERENCED T THE AFPRUPRIATE DATE
DEFICIENCY)
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