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: A standdrd health survey was conduetad on
| 14/29/11-12/01/11, Deficient practice was
identiffied with the highest scope and severity at ' ,
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F 164 | 483,10(e), 483.75(1)(4) PERSONAL F184]  Refer to Attachment

g5=0 | PRIVACY/CONFIDENTIALITY OF RECORDS

N
The resident has the right fo personal privacy and
confidentiality of his or her personal and clinical
records.

Personal privacy includes accommogalions,
medical freatment, written and telephone
communications, personal care, visits, and
meatings of family and resident groups, but this
does not reguire the faclity to provide a private
room for each resident ' _ - ‘ :

Except as provided in paragraph (2)(3) of this
section, the resident may approve of refuse the
release of personal and clinical records fo any -
individual cutside the facilly. T

The resident's right to refuse release of personal
and clinical records does not apply when the -
resident is transferred ta another health cars
institufion: or record release is requirad by law. : . T

The faciity must keep confidential ali information
contained in the resident's records, regardiess of
the form or storage methods, except when
release is required by transfer to another .
healtheare institution; law; third party payment P
contract orthe resident .

Y, | This REQUIREMENT is not met as evidenced
Y TITLE (G} DATE ' i
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Based on observation, interview, and record
review, the facility failed to provide personal
privacy during treatment for two of nineteen
sampled residents. Resident #5 and Resident
#10 were not provided privacy during skin
assessments conducted on 11/30/11.

The findings include:

A review of the guidelines for the facility policy
tiled Quality of Life (dated 10/31/10} revealed
privacy of the body was to be maintained and

staff was to provide care in a manner that C
maintained each resident's dignity. :

1. On 11/30/11, at 9:35 AM, Licensed Practical
Nurse (LPN) #4 was observed to conduct a skin
assessment of Resident #6. The LPN failed to
close the window blind/curtain to a window facing . |
the facility front parking lot and the resident's ;
groin area was exposed and in view of the
window. '

| An interview conducted with LPN #4 on 11/30/11,
at 9:35 AM, revealed it was facility policy to close
the blinds and pull the privacy curtain to provide
privacy for the resident during the skin
assessment. LPN #4 stated she forgot to close
the blinds/curtain.

2. Observation on 11/30/11, at 2:45 PM, revealed
RN #1 (Evening Supervisor) conducted a skin
assessment for Resident #10. Resident #10 was
positionad in the bed iocated near the door.
Observation of Resident #10's room revealed .
only one privacy curtain was present which
encircled and provided personal privacy for the
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resident in the bed located next to the window.
During Resident #10's skin assessment, facility
staif knocked on the resident's door on two
separate occasions and was permitied by RN #1
to open the door while the resident was partially
undressed and exposed.

Interview on 11/30/11, at 3:00 PM, with RN #1

: revealed privacy should always be provided for
‘ residents during any procedure. RN #1

i acknowledged privacy had not been provided
during the skin assessment performed for
Resident #10. RN #1 stated she was not aware a ;
privacy curtain was not available to provide - |
personal privacy for Resident #10 during the skin
assessment,

Interview on 11/30f11, at 3:00 PM, with the
Housekeeplng Superwsor (HS) reveaied the,
privacy curtain in the resident's room had been -
removed on 11/2%/11 for cleaning. The HS .
stated it was her responsibilify to ensure privacy
curtains were in every resident room and she
falted to provide a replaceiment privacy curtain for
Resident #10 from the facility’s stock. -
F 221| 483.13(a) RIGHT TO BE FREE FROM F 221
3S=D | PHYSICAL RESTRAINTS .

The resident has the right to be free from any
physical restraints imposed for purposes of
discipline or convenience, and not required to
treat the resident's medical symptoms.

This REQUIREMENT is not met as ewdenced
by:

Based on observation, interview, record review,
and a review of facility policy, the facility failed to
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ensure one of nineteen residents was free from
physical restraints (Resident #3). Documentation
revealed a "Lap Buddy" restraint was fo be used

" | for Resident #3 due to the resident's medical
diagnosis of Alzheimer's Dementia and the
resident's inability to sit upright in a seated
position. Physician's orders and the resident's
Comprehensive Care Plar revealed the "Lap
Buddy" restraint was to be removed during meals.
However, observations revealed facility staff
failed to remove the resident's “Lap Buddy”
restraint during meals.

The findings include;

A review of the Restraint policy {dated April 2009)
revealed a systematic and gradual process to
reduce the use of restraints was in effect for each
resident whose care pian indicated the nesd for
restraints. ‘ '

A review of Resident #3's medical record
revealed physician's orders dated 11/12/11 which
indicated a "lap Buddy" restraint was {0 be used
while the resident was up in a wheelchair due to
the resident's diagnosis of Alzheimer's Disease

| with Dementia and the resident's inability to sit
upright. The physician's order revealed the "lap
buddy will be removed during meals.” A review of
the Comprehensive Care plan dated 10/056/11
revealed, "May remove the lap buddy during
meals, activities of daily living care or as resident
wili allow.” Further review of the CNA care plan
indicated a "Lap buddy” was to be utilized for
Resident #3 when the resident was sitting up in
the wheelchair. The CNA care plan did not
indicate when to remove the lap buddy.
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Observations on 11/29/11, at 7:.06 AM, revealed
Resident #3 was in the North Hall dining room
seated at the dining table in a wheelchair with a
-Hap buddy in place. A CNA {Certified Nursing
Assistant) assisted the resident with. the breakfast
meal and, even though the CNA remained at the i
resident's side during the entire meal, the CNA
did not remove the lap buddy. Observations on .
11/29/11, at 10:05 AM and 10:50 AM, revealed
the resident was seated in the hallway with the
fap buddy in place. At 11:00 AM on 11/29/11,
Resident #3 was assisted by staff to the
bathroom and inconfinence care was provided.
The resident was then returned to the dining
room and the {ap buddy was observed o remain
in place. At 12:10 PM on 11/258/11, the noon
meal was delivered to Resident #3; the lap buddy
remained in place on the wheelchair throughout
the meal service even though CNA #8 was
seated beside Resident #3 to assist with the
resident's meal. In addition, observation on
11/29/11, at 5:00 PM, revealed a CNA assisted
Resident #3 with the meal while Resident #3 was
seafed at the dining room table in a wheelchair
with the lap buddy in place. '

Interviews conducted on 11/30/11, at 2:30 PM,
with CNA #7 (who worked the 3:00 PM-11:00 PM
| shiff) and CNA #8 (who worked 7:00 AM-3:00 PM
shift) revealed all residents who had restraints
should have the restraint removed while at the
dining room table; especially when staff was
present with the residents. The CNAs stated
Resident #3 required the assistance of staff for ali ‘ ‘
meals and, since staff would be seated with the |
resident, staff should remaove the resident's lap '
buddy during meals. CNA #8 acknowledged the '
lap buddy was not removed for the meals on : '
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11/29/11 for Resident #3. CNA #8 stated, "l just
didn't remove the restraint.”

interviews conducted on 11/30/11, at 2:40 PM,
with LPN (Licensed Practical Nurse) #4 (who
worked the 7:00 AM-3:00 PM shift on 11/30/11)
and LPN #5& (who worked the 3:00 PM-11:00 PM
shift on 11/30/11) revealed the LPNs monitored
restraints for alf residents to ensure the restraints
were removed as ordered/pianned, however, the
| LPNs were unaware the lap buddy utilized for

| Resident #3 was to be removed at meal times. .

Interview with LPN #6 (unit manager) on |
11/30/11, at 2:40 PM, revealed the lap buddy
should be removed for Resident #3 during meals.

| interview with the Director of Nursing (DON) on
11/30/11, at 2.30 PM, revealed Resident #3's lap
buddy should have been removed for meals
when staff assisted the resident with meals and
the resident was closely monitored. :
. F 241 483,15(a) DIGNITY AND RESPECT OF F 241
85=D | INDIVIDUALITY - '

The tacility must promote care for residents ina
manner and in an environment that maintains or
enhances éach residents dignity and respect in
full recognition of his or her individuality.

| This REQUIREMENT is not met as evidenced
by ) :

Based on gbservation, interview, and review of
the facility's policy, it was determined the facility
failed to provide care for each resident that
promoted the resident's dignity and respect.
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Observation of the moming meal on 11/29/11
revealed Certified Nursing Assistant (CNA) #10
stood at a resident’s bedside while feeding the
resident {unsampled Resident B},

The findings include; _— :

Review of the facility's policy titled Activities of
Daily Living/Feeding the Resident {dated
04/28/09) revealed residents that were unabie fo
feed themselves would be assisted in a manner , ‘
that provided nutrition, dignity, and social Cod ‘ : '
interaction and in a way that reduced the risk of
aspiration. The policy directed staff to sit next to
the resident and staff should not feed residents
while standing. In addition, the policy indicated
the resident should be able to see the staff
member during the meal and that sitling eye-ievel
with the resident prevents hyperextension of the .
resident's neck which could lead to choking.

Observation on 11/29/11, at 7:45 AM, of the

: moming meal service revealed Cerfified Nurse
Alde {CNA) #10 delivered a breakfast tray to
unsampled Resident B. Further observation
revealed CNA #10 stood at the resident’'s bedside
while she fed the resident the meal. CNA#10
failed to sit at eye level of the resident while
feeding the resident.

Interview on 11/29/11, at 2:35 PM, with CNA#10
revedled she was knowledgeable of the
requirement that staff shauid sit in a chair while
feeding residents. CNA#10 stated there was not
a chair in the room but she should have obtained
a chair prior to feeding the resident. :

Interview with the DON on 12/01/11, at 9:30 AM,
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revealed staff should be seated in a chair beside
the resident, and at the eye level of the resident,
when assisting the resident with meals.

F 253 | 483.15(h){2) HOUSEKEEPING & F 253
Ss=E | MAINTENANCE SERVICES

The facility must provide housékeeping and _ ‘ i
maintenance services necessary to maintain a ‘ : : i '
sanitary, orderly, and comfortable intetior,

This REQUIREMENT is not met as evidenced : . |
by: : : : |
Based on observation and interview, the facility '

failed to ensure housekeeping and maintenance
services necessary to maintain a sanitary,
comfortabie, and orderly environment were

i provided, A card table used for resident dining
had a hole in the top of the tabie and tom edges
which created a surface that was not comfortable
or sanitary for the residents. A "Lap Buddy”
restraint used for Resident #3 had torn areas in
the covering and was in disrepair. A toilet tissue
dispenser was missing from the wall in resident
room 221 which was not comfortable or orderly
for the resident. The overbed table in one
resident room was chipped and splintered around
the edges which created a surface that was not
comfortable for the resident.

The findings inctude:

An interview with the facility Administrator on
11130/11, at 12:57 PM, reveaied the facility did
not have a written policy regarding maintenance
| of resident equipment and repairs. However, '
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according to the Administrator, the facllity had
developed a work order process to be completed
by staff to identify items in need of reparr.

Observation on 11/29/11, at 7:06 AM, in the North
Hall dining room revealed a resident was seated
and served the breakfast meal af a card fable.
Additional observation revealed two heles in the
top of the card table and the edges of the table
were very worn and taitered which creafed a
surface that wottld be difficult to ensure a sanitary
and comfortable environment was maintained.

Observations conducted during the initial tour on
11/29/11, at 7:20 AM, revealed an overbed table
in room 120 that had chipped/splintered edges
which created a surface that would also be
difficult to ensure a sanitary and comfortable
environrnent was maintained. In addition, a toilet
tissue dispenser was missing from the wall in
resident room 221. :

Observation of Resident #3 on 11/28/11, at 8:00
AM, revedled facility staff utilized a "Lap Buddy"
restraint to ensure the resident's proper

' positioning when seated. The covering of the
:"Lap Buddy" had torn and rough edges.

An interview conducted with the fagiiity
Maintenance Director on 12/01/11, at 10;15 AM,
revealed staff was to complete a maintenance
request form for items identified to be in need of
repair, place the reguests in a box at each
furses' station, and the Maintenance Director
collected the requests daily. According to the
Maintenance Director, the items identified were
repaired immediately or 2s soon as parts or
supplies were available. Further interview
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revealed the Maintenance Director was not aware
the card table was being utilized for residents and
was hot aware of the chipped/splintered overbed
fable and missing toilet tissue dispenser,

An interview conducted with the Occupational
Therapist {OT) on 12/01/11, at 10:32 AM,
revealed the therapist was responSIble to report
resident equipment that needed repair and was
not aware that Resident #3 had a torn lap buddy.
Further interview revealed resident equipment
was inspected and replaced quarterly or if the
resident had a therapy evaluation, and the
equipment to be utilized for therapy was observed
to be in need of repair, According to the therapist
the card tabie was utilized for residents with
low-rise wheelchairs for meals. The therapist
was aware the table was in disrepair and was to .
be replaced. g
F 328 | 483.25{(k) TREATMENT/CARE FOR SPECIAL F 328
8s=p ! NEEDS :

The facility must ensure that residents receive
proper treatment and care for the followmg
special services:

Injections;

Parenteral and enteral fluids;

Colostomy, ureterostomy, or lleostomy care;
Tracheostomy care; .
Tracheal suctioning;

Respiratory care;

Foot care; and

Prostheses.

This REQUIREMENT is not met as evidenced
by:
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Based cn abservations, inferviews, record
reviews, and review of facility policy/procedure, it
was determined the facility failed to ensure one of
nineteen sampled residents (Resident #9} and
ocne unsampled resident (Resident B) received
proper care and treatment related to oxygen
administration and that unqualified staff did not
administer oxygen therapy. Resident #9 and
Resident A were observed on 11/29/11 to have a .
nasal cannula in place to receive oxygen; i
however, the oxygen container was not in ,
operation. ‘ '

The findings include: ' ‘ : 7

A review of the facility policy/procedure Oxygen
Administration {no effective date) revealed when
administering oxygen to residents staff was
required to turn the oxygen on and adjust the flow
meter to the prescribed flow rate (1-6
liters/minute). The policy stated the primary staff |
person responsible would be a ficensed nurse :
and the secondary responsible staff person would : _ i
be a therapist. The facility Administer confirmed ‘
on 11/29/11, at 3;15 PM, this was the -
pelicy/procedure presently used in the facility.

1. Review of the medical record of Resident #9 _ i
revealed the facility admitted the resident on : _ 5
11/30/08 with diagnoses that included congestive ‘
heart failure and dementia. Review of the
physician's orders for Resident #9 dated 07/14/11 |
revealed the resident was to receive oxygen at
two liters per minute (2 L/min) via a nasal
cannula. Review of the comprehensive care plan
for Resident #9 dated 10/25/11 revealed the
resident was to receive oxygen in accordance
with physician's orders.
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Observations on 11/29/11, at 8:40 AM, revealed
Resident #9 in a wheelchalir in the hallway of the
South Hall near the nursing station. The resident
had a portable oxygen container hanging on the
back of his/her wheelchair. - The flow meter on ) ,
the oxygen container was set on zero and was i
delivering no oxygen to the resident. . i

Inférview with the South Half supervisor on .
11/29/11, at B:40 AM, revealed the resident's
oxygen should have been turned on to 2 U/min.
According to the supervisor, residents requiring
oxygen therapy utilized portable canisters when
up in a wheelchair. The supervisor stated staff
was required to turn on the flow meter when the ‘ _ oo
resident was placed into the chair and snsure the ‘
delivery rate was correct. The supervisor stated :
the facility State Registered Nursing Assistants
(SRNA) were responsibie for ensuring the flow
meter was turned on and delivering the comect
rae. Licensed staff was required to ensure the
residents were receiving the physician ordered
flow rate at least one time each shift.

Interview on 11/30/11, at 10:10 AM, with SRNA
#2 revealed staff was required to turn on the : |
resident's axygen when they were connected to 1
the portable oxygen canister. According to SRNA
#2, licensed nursing staff was required to check
the setting during the day to ensure the resident
was receiving the correct amount of oxygen,
SRNA #2 stated the amount of axygen each
resident was fo receive was documented on the
SRNA care pian sheet at the nursing station.

Interview with Licensed Practical Nurse (LPN) #1 - ' :
on 11/30/11, at 9,40 AM, revealed licensed staff )
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was reguirad to monitor the resident's oxygen to
determine if the oxygen was on, needed to be
filled, and was at the right setting. According fo ;
LPN #1, licensed staff performed random checks . ‘
each shift. LPN #1 stated the SRNAs were ' !
responsible for ensuring the oxygen was turned
on for the resident. The LPN was unaware the
facility policy/procedure required a licensed nurse
{0 initiate the oxygen therapy.

' 2. Review of the physician's orders for Resident
Arevealed the resideni was to receive oxygen at
2 Limin via nasatl cannula continuously due to ; ‘ 1 ‘
congestive heart fallure. Review of the SRNA | :
care plan for Resident A revealed the resident i
was to.receive oxygen per nasal cannula at 2 :
L/min. : i

Observations on 11/28/11, at 3:35 PM, revealed
Resident A in a wheelchair at the South Hall
nursing station. The resident had a portable ‘ %
oxygen canister hanging from the back of the <
wheelchair. The oxygen flow meter was set fo . _ !
zero. i

interview with SRNA #3 on 11/29/11, at 3:35 PM,
revealed the SRNAs were required fo ensure the
oxygen was at the comect flow rate when'the !
resident was placed into the chair. SRNA #3 'i
confirmed the oxygen for Resident A was not
turned on.

[nterview with SRNA#3 on 11/29/11, at 3:50 PM,
revealed the resident was already in the chair
when she arrived for work. SRNA#3 stated the
SRNA care plan documents how much oxygen
the resident was to receive. SRNA #3 also stated ‘
SRMNAs were responsible for ensuring each . i
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resident's cxygen was turned o when they were
placed into the chair. :

[nterview with the Director of Nursing {DON) on
114/30/11, at 9;30 AM, revealed the SRNAs were
responsible for ensuring the oxygen flow meter
was turned on when they got the resident out of
bed and used the portable oxygen canisier. The
DON stated licensed nursing staff was required o |.
monitor the resident's oxygen therapy during
rounds each shift. The DON was unaware the
facility policy/procedure required licensed nurses
and/or a therapist to initiate the resident's oxygen
therapy..

F 441 | 483.65 INFECTIDN CONTROL, PREVENT ' F 441
55=p | SPREAD, LINENS

The facility must establish and maintain an
infection Control Prograrm designed to provide a
safe, sanitary and comfortable environment and
to help prévent the development and transmission
of disease and infection.

(a) Infection Control Program

The facility must establish an Infechon Control ‘ _ :
Program under which it - } o _ :
(1) investigates, controls, and prevents |nfect|on5 :
in the facility:

(2) Decides what procedures, such as rsofanon
shouid be applied to an individual resident; and
(3) Maintains a record of incidents and corrective ‘ ;
actions refated toinfections. . " :

{b} Preventing Spread of infectron ' g
{1) When the Infection Control Program - , i
defermines that a resident needs isolation to ; _
pravent the spread of infection, the facllity must
isolate the resment : , ' E
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{2} The facility must prohibit employses with a - :
communicable disease or infecfed skin lesions . :
from direct contact with residents or their food, if ;
direct contact will transmit the disease.

{3) The facility must require staff to wash their .
' hands after each direct resident contact for which
i hand washing is indicated by accepted
| professional practice,

{c) Linens ‘ ,
Personnel must handle, store, process and
transport finens so as to prevent the spread of . :
infection. ' ‘

This REQUIREMENT is not met as evidencad
by:
Based on observation, interview, and review of
facility poticy, it was determined the facility failed
. to provide a safe, sanitary environment to help
' prevent the development and transmission of
disease and infections for residents during the
delivery of breakfast trays on 11/29/11.
Observation of the morning meal on 11/28/11
revealed a CNA failed to wash/sanitize hands
between resident contact during the delivery of
breakfast trays. Additionally, the facifity failed to
have an effactive Infection Control Program as
indicated by staff impropery placing a visibty
soiled incontinence brief, soiled incontinence
wipes, and sciled gloves on the floor beside a
resident's bed.

:The findings include:

A raview of the facility infection Controf policy
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Hand Hygiens/Handwashing (dated 08/31/11)
revealed handwashing was the singie most
important procedure for preventing the spread of
infection. The policy directed staff to wash hands
between resident contact. Review of the facility's
policy titled Adult Brief or Underpad (dated
10/31/09) revealed adult briefs or underpads
were disposable and should be folded so the
fecal material was contained and shouid be
discarded in the designated waste receptacle.

1. Observation of the breakfast meai on 11/28/11
revealed CNA #9 delivered a tray to a resident in
room 208. CNA #@ positioned the resident's
bedside rolling table, opened the items on the tray
for the resident, discarded an empty box in the
trash, and exited the room and returned to the
meai cart and continued to obtain and deliver
resident trays. CNA #9 failed to wash/sanitize her
hands after contact with potentially confaminated |
items. . -

Further observation revealed CNA #8 delivered a
fray to a resident seated in the common area.
CNA #9 piaced a cloth napkin on the resident's
chest area to use as a clothing protecior and then
opened the items on the resident's tray. CNA #9
patted the resident on the arm, discarded plastic
lids in a garbage receptacle, and then retumed to
‘the meal cart and continued to deliver resident
trays. :

CNA #9 obtained a tray from the meal cart and
placed it on a roliing tabie in the commeon area.
CNA #9 posifioned the tabie in front of a resident
and placed a cloth napkin on the resident's chest
area. CNA#9 removed the [ids and piastic
covering from the food and discarded the items in
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a garbage receptacie, Observation revealed
CNA #8 failed to wash/sanitize her hands af'ter
resident contact.

Interview on 14/29/11, at 2:30 PM, revealed CNA
#9 was knowledgeable of the requirementio -~
wash/sanitize hands after resident contact. CNA !
#9 stated she had failed tc obtain hand sanitizer
from the storage room when starting her shift.
CNA #9 stated by not sanitizing/washing hands
she could have spread germs from one resident
to another

Interview on 12/01/11; at 9:30 AM, with the
Director of Nursing (DON) revealed staff was ‘
required to wash/sanitize hands between resident :
centact or after contact with any contaminated B
surface,

2. Observation during the initial tour on 11/29/11,
at 8:25 AM, revealed CNA #1 was in the process
of providing incontinence care to unsampled
Resident C. Further observation revealed an
incontinence brief and two disposabie wipes
visibly soiled with fecal material lying on the floor
beside the resident's bed. Coniinued observation
revealed CNA #1 removed her gloves and tossed
the gloves over the resident's bed te the area
where the solled incontinence brief and wipes

| were on the floor.

Interview with CNA #1 on 11/29/11, at 10:25 AM,
revealed the CNA had forgotten to obtain a trash
bag to contain the soiled itemms, CNA#1
confirmed it was the facility's policy to bag all
soiled items in plastic bags to prevent the spread
of germs and she had just failed to follow the’
policy. CNA #1 stated she should have obtalned
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all items needed prior fo starting the incontinence
care. :
Interview on 11/29/41, at 10:45 PM, with the
South Wing supervisor revealed staff should

prepare all items prior to providing care o :
; residents. The supervisor stated staff should g
never place soiled items on the floor. The :
supervisor acknowiedged trash cans were in the
resident rooms and could be used if staff falled to
; have a trash bag with them.. The supervisor
stated staff would be required to remove the bag
from the resident's room after the incontinence
care was completed.
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F-164 483.10(E), 483.75()(4) PERSONAL PRIVACY/CONFIDENTIALITY OF
RECORDS |

Liberty Care Center will continue to extend the right of personal privacy and |
confidentiality to its residents.

1) - LPN #4 was reeducated and given a written counseling regarding providing
personal privacy to resident #6 (and all other residents) during skin assessments and other
treatments and/or while providing care including ensuring privacy curtains and/or
curtains or blinds on windows that have a view to the exterior of the facility are closed.

RN #] was reeducated and given a written counseling regarding providing
privacy to resident #10 (and all other residents) during skin assessments and other
treatments and/or while providing care including ensuring privacy curtains are in place
and closed.

2) All residents of Liberty Care Center have the potential to be affected by this
practice.

3) Licensed staff and SRNA’s were inserviced regarding providing privacy to all
residents during assessments, treatments and/or while providing care, including ensuring
privacy curtains are pulled and/or curtains or blinds that have a view to the outside are
closed. This inservice was provided by Staff Development Coordinator on 12/9/11 and
12/28/11.

4 During daily rounds, Unit Managers will observe SRNA’s and licensed staff
while providing care and performing assessments and treatments to ensure privacy is
observed. Any concerns identified will be addressed immediately.

DNS and/or Executive Director will observe care by licensed staff and SRNA’s
during their weekly rounds to ensure privacy is provided.

The result of these rounds will be reviewed by the IDT during the monthly
Performance Improvement Committee meeting monthly for three months and quarterly
thereafter.

4) Date of compliance: January 15, 2012



F-221 483.13(a) RIGHT TO BE FREE FROM PHYSICAL RESTRAINTS

Liberty Care Center will continue to ensure that each resident has the right to be free
from any physical restraint imposed for purposes of discipline or convenience and not
required to treat the resident’s niedical symptonis.

1) Resident #3 will have her “Lap Buddy” removed every two hours, at meal times
and prn.

The care plan for resident #3 was updated on 12/5/11 to indicate that her “Lap
Buddy” will removed every two hours, at meal times and prn. The SRNA worksheet was
updated on 12/5/11 to indicate that resident #3°s “Lap Buddy” is to be removed every
two hours, at meal times and prn.

2) All residents with restraints have the potential to be affected by this practice. A
list of residents who have restraints was pulled from the RCS system. An audit was
completed on 12/27/11 to ensure the care plan and SRNA worksheet of those residents
with restraints indicate the placement of the restraint and instructions for the periodic
release of the restraints. Updates were completed as needed. Liberty Care Center
continues to review restraints and their release on an individual basis.

3) New restraint use will be assessed on an individual resident basis. An assessment
will be done on admission, quarterly and on an “as needed” basis by the IDT. Restraint
use will be care planned and placed on the SRNA worksheet at the time of
implementation. Any current restraint in use will be reviewed quarterly and on an “as
needed” basis by the IDT for reduction and to ensure the care plan and SRNA worksheet
indicate current use and instructions for release.

SRNAs and licensed staff were inserviced by the Staft Development Coordinator
on 12/9/11 and 12/28/11 regarding following the care plan and/or SRNA worksheets,
including the use and releasing of restraints.

Random observations by the Unit Managers, Staff Development Coordinator, and
DNS were done during the month of December to ensure SRNA worksheets are being
used and followed for release of restraints.

4) Unit Managers will observe restraints on their units daily as a part of their daily
rounds for proper use and release of the restraint. UM’s will update SRNA worksheets
weekly and prn with any new care plan changes, particularly with the use and/or release
of restraints. Any concerns identified will be addressed immediately by the IDT.

Weekly rounds by the Executive Director and/or the DNS will include
observations to ensure restraints are released per care plan and SRNA worksheet.

An audit will be completed monthly by the MDS Coordinator to ensure restraints
are care planned and SRNA worksheets are updated to reflect any changes. This audit as
well as the results from the ED/DNS rounds will be reported to the IDT during the
monthly Performance Improvement Committee meeting, monthly for three months and
quarterly thereafter.

5)  Date of compliance: January 15, 2012



F-241 483.15(a) DIGNITY AND RESPECT OF INDIVIDUALITY

Liberty Care Center will continue to promote care for residents in a manner and in an
environment that maintains or enhances each resident’s dignity and respect in full
recognition of his or her individuality.

1)  SRNA #10 has been reeducated regarding the policy entitled “Activities of Daily
Living/Feeding the Resident” and given a written counseling regarding the proper
procedure for feeding residents at bedside. Resident B will be assisted out of bed for
meals as her condition allows.

2) All residents who are unable to feed themselves or who need additional help with
cating have the potential to be aftected by this practice.

3 An inservice presented by the Staff Development Coordinator was held on
12/9/11 and 12/28/11 for licensed staff and SRNAs to review the aforementioned policy
and the proper procedure for feeding residents at bedside.

Daily observations by Unit Managers and other licensed staff with administrative
duties will be conducted to ensure residents are being fed in a dignified and respectful
manner. Any concerns identified will be corrected immediately.

Weekly observation rounds will be made by the Executive Director and/or DNS
to ensure residents are being fed in a dignified and respectful manner. Any concems
identified will be corrected immediately.

4) The result of these observations will be presented to the IDT by the DNS for
review at the monthly Performance Improvement Committee meeting monthly for three

months and quarterly thereafter.

3) Date of compliance: January 15, 2012



F-253 483.15(h)(2) HOUSEKEEPING & MAINTENANCE SERVICES

Liberty Care Center will continue to provide housekeeping and maintenance services
necessary (o maintain a sanitary, orderly and comfortable interior.

I} The card table cited under this section was removed from use in the facility on
11/29/11 and replaced with a different table.

The overbed table in room 120 was removed from the resident room and replaced
on 11/29/11.

The “Lap Buddy” of resident #3 was replaced on 11/29/11.

The toilet paper dispenser was replaced and affixed to the wall im the bathroom of
room 221 on 11/29/11.

2) All residents who reside at Liberty Care Center have the potential to be affected
by this practice.

3) In an inservice presented by the Staff Development Coordinator on 12/9/11 and
12/28/11, staff were reeducated regarding the procedure for reporting maintenance and
equipment issues and the use of work orders to report these issues. :

Daily rounds on their units by Unit Managers include looking at environmental
issues and equipment repair needs. Weekly rounds are completed by the Executive
Director and Maintenance both separately and together and are documented on a rounds
sheet. Any problems identified will be addressed as soon as possible before the next
week’s rounds, with issues being prioritized according to need.

4) Round sheets will be presented by the Executive Director or Maintenance
Director to the IDT at the monthly Performance Improvement Committee meeting for

three months and quarterly thereafter.

5) Date of compliance: January 15,2012,



F-338 483.25(K) TREATMENT/CARE FOR SPECIAL NEEDS

Liberty Care Center will continue to ensure that residents receive proper treatment and
care for special services, including respiratory care.

1 Oxygen for Resident #9 and Resident B was immediately checked by licensed
staff and administered at the ordered rate. Additionally, licensed staff assessed each
resident’s respiratory status, including monitoring oxygen saturation by pulse oximetry.
All portable oxygen canisters were checked and labeled with the prescribed liters per
minute as ordered.

2) All residents with orders for oxygen administration were identified as having the
potential to be affected by this practice. All other residents with oxygen were reviewed
by licensed staff to validate correct administration of oxygen.

3). SRINAs and licensed staff were inserviced on 12/9/11 and 12/28/11 by Staff
Development Coordinator regarding the policy and procedure on providing oxygen to
residents, including the change to facility protocol, including ensuring the nasal cannula
is in place, portable oxygen tank contains enough oxygen and that the portable tank is
turned on and to the proper setting.

A review of all oxygen orders was performed to ensure orders are correct and care
plans and SRNA worksheets were updated and revised as needed.

When a portable oxygen tank is put into use, licensed staff will ensure it is
stickered with the correct oxygen flow for that resident. Unit Managers will do a random
spot-check daily to ensure oxygen is turned on and at the proper setting. Any concerns
identified will be addressed immediately.

A facility protocol has been implemented that allows SRNAs to switch a resident
from a concentrator to the portable liquid oxygen tank. Licensed staff will still be
responsible for putting oxygen orders on the MAR, putting a sticker on the portable and
concentrator indicating the ordered flow and placing this information on the SRNA
worksheet. Licensed staff will monitor portable tanks 2 times per shift to ensure the tank
is full.

In weekly rounds, the DNS will monitor oxygen administration on a random basis
and note on a rounds sheet. Any concerns identified will be addressed immediately.

4} The DNS will track and trend any reported problems and all data will be reported
monthly to the facility Performance Improvement Committee for three months and
quarterly thereafter.

5) Date of Compliance: January 15, 2012,



F-441 INFECTION CONTROL, PREVENT SPREAD, LINENS

Liberty Care Center will continue to provide a safe, sanitary and comfortable
environment and to help prevent the development and transmission of disease and
infection.

1) SRNA #9 was given a written counseling regarding following the infection
control policy, particularly during meal service and between resident contact or contact
with any contaminated surface. '

SRNA #1 was given a written counseling regarding the infection control policy,
particularly while giving incontinence care and in the disposal of soiled and/or
contaminated items and the use of bags to contain these items. SRNA #1 removed the
soiled items from the resident floor and cleaned the floor with bleach wipes.

2) All residents who live at Liberty Care Center have the potential to be affected by
this practice.

3) Licensed staff and SRNA’s were inserviced on 12/9/11 and 12/28/11 by the Staff
Development Coordinator regarding following the infection control policy, particularly
while giving incontinence care, the disposal of soiled and/or contaminated items and the
use of bags to contain these items and handwashing and/or using antibacterial gel
between resident contact during meal service and at other times of care.

Unit Managers will continue to make daily rounds to observe for infection control
issues. Any concerns identified will be addressed immediately.

Executive Director and DNS will observe infection control practices as part of
their weekly rounds. Any issues identified will be addressed immediately.

4) The result of these rounds will be presented to the IDT at the monthly
Performance Improvement Committee meeting for review. Infection Control is a topic

that is always on the agenda at the monthly PIC meeting.

5) Date of Compliance: January 15, 2012,
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