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I'manner and in an environment that maintains or ‘
enhances each resident's dignity and respect in
 full recognition of his or her individuality.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and facility policy raview, it was determ ined the
facility failed to enhance the residents dignity by
informing the resident he/she may have to move
to another room related to his/her weight for cne 1
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; | Plan of Correction |
F 000 ! INITIAL COMMENTS E F 000] Friendship Health & Rehab |
f i | Standard Survey 6/25/15
E A Recertification Survey was initiated on 1
| 08/23/15 and concluded on 06/25/15 with ! | . ; |
l ; n of
deficiencies cited at the highest scope and : ,' T}?e P regaratlon anfi exe;utlo |
severity of an "F", ’ ; I this credible allegation o _ i
F 241 | 483.15(a) DIGNITY AND RESPECT OF ; F 241 compliance does not constitute !
§8=D | INDIVIDUALITY | admission or agreement by the
. , . | i F facts
The facility must promote care for residentsina | provider of the truth of the fact

alleged or conclusions set forth in
the statement of deficiency. The |
facility reserves its right to dispute
the facts and conclusions in any
forum necessary and disputes that
any action or inaction on its part
created any deficient practice. This
Plan of Correction is prepared and
executed solely because it is required
by federal and state law.

(1) of twenty-five (25) sampled residents !
(Resident #25), In addition, the facility failed to ;
ensure residents wers treated with dignity during |
meal services for one (1) of twenty-five (25) F 241 Dignity
sampled residents (Resident #19), and one (1) of s fe 8/4/15
: : The facility must promote care for
flve (5) unsampled residents {Unsampled ) . .
Resident D). residents in a manner and in an |
| f environment that maintains or
| The findings includ | enhances each resident’s dignity and |
¢ lindings include: | respectin full recognition of his
i i . . x N
| | or her individuality.
| Raview of the facility's policy regarding Quality of f N 113 902 KAR 20:300-6(1) Section
| Life - Dignity, policy revised date: 01/01/15 L6
| B N | .
| revealed each resident shall be cared for in a |
| manner that promotes and enhances quality of i
i life, dignity, respect and individuality. Residents |
1
|
LABQRATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X€) DATE
( Fr H X Administrator %257/1 5
Any deticiency Statament 9 with an asterisk (*) denotes g deficiency which the institution may be excused from correcting providing it is determ #d tRAt
other safeguasds provide sufficient protaction to the patients. (See instructions. ) Except for nursing homaes, the findings slated above are disclosable 90 days
following tha date of survey whather or not a plan of corraction is provided. For nursing homes, the abova findings and plans of corraction are disclosable 14
days following the data these doguments are made available fo the facility. if daficiencies are cited, an approved plan-of corraction-is. requisi nued.
pragram participation. I s
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 shall be treated with dignity and respect at all

™ oy o et residents in a manner and in an
| times. Per the facility's policy "treated with dignity" . ; environment that maintains or ’

enhances each resident’s dignity
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| , ; i Quality of Life. |
Faa1 f Cantinued From page 1 | F 2411 The facility shall promote care for
i

| means the resident will be assisted in maintaining

| and enhancing his or her seif-esteem and

i self-worth. and respect in full recognition of his
| her individuality
- Review of Resident #25's clinical record revealed | orherin )
' the facility admitted the resident on 08/21/14 with . )
diagnoses including, Muscle Weakness, j Criteria 1: -Resident #25 has
Depressive Disorder, Diabetes, and Difficulty in been provided toileting facilities/
walking. equipment that meet her
Review of Resident #25's Significant Change bariatric needs, as verified by the
Minimum Data Set (MDS) Assessment, dated administrator,
05/22/15, revealed the facility assessed the -Resident #19 and
residents cognition using the Brief Interview for . .
| Mental Status (BIMS), and determined the Unsampled Resuflent D are assisted
resident was cognitively intact with a sccre of with their meals in a manner that
fitteen (15) of fifteen (1 8). The facility assessed maintains each resident’s dignity
the resident's mood as having little interest in .
doing things and feeling tired. wu_h staff seated to»‘vard the
resident, as determined by meal
Review of the Comprehensive Care Plan for service observations conducted by
Resident #25, revealed the facility developed a the administrative nursing team on
care plan on 05/15/15 for risk for mood changes 17,719, and 7/13/15
related to depression. The interventions 717,719, an .
included: encourage to participate in activities,
observe for changes in mood, and Psychiatry Criteria 2: All residents with a
| consult &s needed. weight exceeding 200# have been
g Observation, on 06/23/15 at 9:30 AM, of Resident | | assessed for bariatric
| #25's bathroom revealed a wooden block placed }
{ undemeath the toilet for support. The biock had j
| staining from the top and from the bottom. During | |
| the observation of 06/23/15 at 9:30 AM, Resident !
| #11 who is the roommate of Resident #25, stated J
| the block had been under the toilet for about two J !
,! (2) months. ; ;
, |
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Review of the Psychosocial Notes, dated
06/23/15 at 6:23 PM, for Resident #25, revealed
Social Services #1 documented she had spoken
| with the resident about his/her safety in the

| current semi-private room. She explained to the
resident his/her weight on the current commode
was a concern, and the resident may have to
move {0 a different room to resclve the issue.
She informed the resident, the resolution may be
10 move to another room offering a commoda not
mounted on the wall. The resident agreed to use
the rastrcom next to the elevator across from the
Social Services' office until the issue could be
resolvad,

Review of the Psychosocial Notes, dated
08/24/15 at 10:17 AM, for Resident #25 revealed
- Social Services #1 followed up with Resident #25

and Resident #11 regarding concerns with the
bathroom. She documented Maintenance was
replacing the current commode and the tacility
had ordered a device made to address the safety
concern, Resident 425 and Resident #11
expressed their concerns about having to
separate or move (o another room. The writer
explained it was never the goal to cause upset
feelings and only to assure evaryone's safety.
The resident expressed gratitude for repiacing
the toilet and researching options.

Observation, on 08/24/15 at 7:50 AM, revealed
Resident #25 and Resident #11 were in their
room and appeared by demeanor disturbed about
something.

Interview with Resident #25, on 06/24/15 at 7:50
AM, revealed Social Warker #1 came to his/her
room last evening and told the resident he/she
may hava to mova because of the bathroom

i toileting facilities/equipment.

Residents identified with

bariatric equipment needs have
received these items, as determined
by the Administrator and

DON by 8/3/15.

-All residents requiring
assistance with eating are provided
this assistance by staff in a manner
that maintains each resident’s
dignity, with staff seated toward
the resident. This was determined by
meal service observations conducted
by the administrative nursing team
on7/7,7/9,and 7/13/15.

Criteria 3; -The Director of
Admissions has received inservice
education on the identification of
bariatric needs for potential

new admissions as provided by the
Administrator on 7/17/15. This
included but was not limited to the
identification of the need

for bariatric: toileting facilities/
equipment; beds; wheelchairs; and
lift equipment. When these

needs are identified, the Director of
Admissions will communicate these
to the facility Interdisciplinary team

£X4) 1D SUMMARY STATEMENT OF DEFICIENCIES o) PROVIDER'S PLAN OF CORRECTION (X8)
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.
;' . needs, including but not limited to
F 241 | Continued From page 2 F 241
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o410 | SUMMARY STATEMENT OF DEFICIENCIES | 10 PROVIDER'S PLAN OF CORRECTION r (xs)
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| 5 i DEFICIENCY) i
i 'so that they may be arranged prior to 5
F 241 | Continued From page 3 F 241, admission/room changes.
| issue. | |
| ‘ N . LAlLL nd non-licensed
I" Interview and observation with the Maintenance ? All I.1censec}f; d ived inservice |
i Director, on 06/24/15 at 8:10 AM, reveaied the  nursing stati have received inse |
 block under the toilet in Resident #25's bathroom  education by the Staff Development
| h!as been there for a:rieast twod(g? m':)nthc-js ancf his Coordinator by 8/3/15 on providing
pian was to remove the stained block and replace L ‘
it with a new wooden block. While inspecting the mefll Service ina manner th.at .
alock in the bathroom, the Maintanance Director maintains each resident’s dlgfm?"
flushed the toilet and water leaked out of the toilet which included but was not limited to
and flowed across the bathroom floor. providing assistance while seated
Interview with Registered Nurse (AN) #5, on | toward the resident,
06/24/15 at 9:16 AM, revealed a CNA reported to |
her earlier in the morning Resident #25 and | Criteria 4: The CQI indicator for the
Resident #11 were upset because someong told Cpd liance with the
Resident ¥25 he/she was going to have to move mo.mtorm'g o‘f com;:ﬂa , il b
to a different room because of the toilet in the resident dignity regulation will be
resident bathroom. She stated she talked with utilized monthly X 2 months, and
the residents then reported to Social Worker #1. then quarterly thereafter under the
Interview with the Assistant Director of Nursing direction of t_he Director of Social
(ADON) for the South Unit, on 06/24/15 at 4:30 Services. This tool includes
PM, revealed the nurse on the South unit had | observations of residents and
came to her and told her Resident #11 and : for 5 randomly selected
Resident #25, who room together, were upset reSfdent car:l orb . y lad
because Social Worker #1 told Resident #25 residents. The obser vations include
he/she may have to move to a different room with but are not limited to: availability of
a biggefr baéhro?{;n. Shedstateld ishea went to their | the equipment/devices needed by
room after breakfast and explained it was . e : rin
optional and Resident #25 did ot have to move if | . the resident; resident assistance during
he/she didn't want too, - ealing with staff seated; and provision
| of privacy
Interview with Social Worker #1, on 06/24/15 at |
5:07 PM, revealed she went to Resident #25's ' |
room to speak to the resident the pravious |
evening. She stated Resident #11 was in the I
room when she spoke to Resident #25. She I
stated it had been brought up on the day before }
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| i t ,
F 241 Continued From page 4 F 241 dur"‘lg ;‘? hFaﬂglrf dto ;ﬁietsg;fm
i , . \ ; ' i W =2
 abouta problem with the toilet in the bathroom | . established thresho ono]
- and a concern about the resident's weight being | the development of an action planto |
100 much for the wall mounted toilet. She stated | i address the identified issues.

they had talked with Resident #25 before about

| using the hall bathroom because of a concemn
about safety in the resident's bathroom. She
stated when she told the resident about the
weight Issue the resident just shrugged his/her
shoulders. She told the resident the solution may
have to be to transfer to another room with a
different toilet for the rasident's safety. She
stated she feit terrible about saying this ta the
resident and couldn't imagine how the resident
felt. She stated she went home and looked up on
the computer for other options. She stated she
researched and found a device to attach to the |
toilet for suppaort of the toilet and reported the
information to the Maintenance Director this *
morning (06/24/15). She stated it was going to
[ take awhile to get back in good graces with
Resident #25.

Criteria 5: August 4, 2015

Interview with the Director of Nursing (DON3, on
06/25/15 at 10:13 AM, revealed she was not
aware of the maintenance issue with the toilet or
about a block of wood under the toilet in Room
#130. She stated she did not kriow why the
resident was told he/she may have to move; ! 5
however, the resident did not have to move now
| that the toilet was replaced.

Record review for Resident #19 revealed the
facility admitted the resident on 04/22/13 with
dlagnoses of Dementia, Schizophrenia, and
Parkinson's.

Review of the significant change Minimum Data
| Set (MDS) done on D6/05/15 revealed the
| resident did not have a score for cognition. The ;
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5 DEFICIENCY) ‘
I}
: |
F 241 | Continued From page 5 F 241 |

resident needed extensive assistance of one for
| eating. Review of the comprehansive care plan
revised on 06/22/15 revealed the resident had to
‘ be fed and was now receiving hospice services.

Observation of Resident #19, on 068/25/15 at 7:55
AM, revealed the resident was lying in the bed on ;
his/her back being fed breakfas!. Staff was ‘
standing beside the resident and feeding him/her.

Interview with Centified Nursing Assistant {CNA)
#6, on 06/25/15 at 1:23 PM, revealad you should
be sitting at the same level with the resident when
assisting them with eating. She revealed she did
not know why she didn't get a chair. She revealed
it was a dignity issue to be standing over the
resident when they were trying to eat.

Observation of Unsampled Resident D, on
06/25/15 at 7:56 AM, revealed the resident was
lying in the bed on his/her back being fed
breakfast by staff. Observation further revealed
staff was standing beside the resident and
feeding him/her,

Interview with CNA #7, on 06/25/15 at 1:22 PM,
revealed she should have been at the same level
as the resident. She revealed there wera no
chairs in the room. She stated it was a dignity
issue to be standing over someone while they
were eating and it could make the resident feal
uncomfortable, ;

Interview with the Director of Nursing (DON), on
08/25/15 at 10:50 AM, revealed it was a standard
] of practice for stal to be seated when feeding a

| resident; however, the staff dont necessarily

| have to be seated to be at the sama level as the

i resident. They did not have a policy onit. She
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F 241 Continued From page 6 f F 241 F 24§ Accomg:o‘i?tllilt OfN.ﬁ:f dsn d 8/4/15
| revealed it was a dignity issue and the residents | A re’mdent ]}as 1enght to reside and
would have to tilt their heads upward to eat. The | receive services in the facility with
resident would not be able to maintain eye ' reasonable accommodations of
g:g;e;ct with the staff who was assisting them with ! | individual needs and preferences,
F 246 | 483.15(e)(1) REASONABLE AGCOMMODATION | F24g| exceptwhen the health or safety of th
ss=0 ' OF NEEDS/PREFERENCES individual or other residents would be!
i endangered.
Aresident has the right to reside and receive
services in the facility with reasonable L. .
accommodations of individual needs and Criteria 1:  -Resident #25 has been
preferences, except when the health or safety of provided toileting facilities/
the individual or other residents would be | equipment that meet her bariatric
endangered. . needs and preferences, by the
provision of a commode support
device which supports bariatric
. | . ) weight and prevents leaking, as
g;x.as REQUIREMENT is not met as evidenced verified by the administrator.
Based on observation, interview, and record
review, it was determined the tacility failed to Criteria 2: -All residents with a
ensure a resident had a toilet that accommodated - odi # have been
| his/her size and in good repair for one (1) of weight exceedm.g 2(,)0' 3‘ includi
| twenty-five (25), sampled residents (Resident ’ assessed for bariatric needs, including
#25). The facility failed to ensure the wall i but not limited to toileting
;nout?ted lw“e_i f"I,Rif;ide”“t ’;25'5 ba}hrootr;:; wasl | facilities/equipment. There were no
unctional as it slightly pulled away from the wall, . : : !
and had a wooden block placed under the toilet other r esident bathrooms identified |
for support. When the toilet was flushed. water that did not accommodate the
ran across the resident's bathroom floor. residents with bariatric equipment
i needs, as determined by the
The findings include;
| ¢ | Administrator and DON by 8/3/15.
| The facility did not provide a policy regarding |
| Accemodation of Needs. f ;
} Review of Resident # 25's clinical record revealed I J
, |
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i
F 248 | Continued From page 7 F 245! Critef'ia'& -The Dlre‘:ctor‘of ‘ i
| the facility admitted the resident an 08/21/14 with Admissions has rt::cem?d inservice
| diagnosis including, Muscle Weakness, education on the identification of
}‘ Deprgssive Disorder, Diabetes, and Difficulty in I accommodation of bariatric
}f Walking. | needs for potential new admissions
Review of Resident #25's Significant Change - as provided by the Administrator on
. Minimum Data Set (MDS) Assessment, dated 7/17/15. This included but was not
05/22/15, revealed the tacility assessed the i limited to the identification of the
residents cognition using the Brief Interview for i bt i) g e
Mental Status (BIMS), and determined tho | neefi for bariatric: tOIIeting.facﬂltles/
resident was cognitively intact with a score of . equipment; beds; wheelchairs; and
fifteen (15) of fifteen (15), The facility assessed ' lift equipment. When these needs
the resident's mobility, as independent with | | are identified, the Director of
supervision. The resident was weighed by the | . . icate th
facility upon admission. | Admissions will communicate these
to the facility Interdisciplinary Team
Review of the Comprehensive Care Plan for (IDT) so that they may be arranged/
Resident #25, revealed the facility developad a . : : ed m
care plan on 08/21/14 for alteration in Activiies of provided prior to admission/roo
Daily Living, with revisions on 05/15/15. changes.
Interventions included: Ambuiate and transfer
with assist of one (1) and rolling walker as Criteria 4: -The CQI indicator
| neaded, Toilets with assist of one {1) as needed. | f for the monitorin g of ¢ ompli ance
Qbservation, on 06/23/15 at 9:30 AM, of Resident | with accommodation of resident
#25's bathroom revealed a wooden block placed needs will be utilized monthly X 2
underneath the toilst for support. The block had ; t rterly
staining from the top and from the bottom. | months, and henhqu; ion of th
Roommate of Resident #25 was present during thereafter under the irection of the
this observation, Resident #11, and stated the Director of Social Services.
block had been under the tailet for about two (2) This tool includes observations of
maonths, residents and resident care for 5
Review of the Psychosocial Notes, dated randomly selected residents.
06/23/15 at 6:23 PM, for Resident #25, revealed The observations include but are not
Sacial Services #1 documented she had spoken limi  availahili
. : , , imited to: availability of the
with the resident about the residents safety in the . t/devi Y ired
current semi-private room. She explained to the cquipment/devices require
resident his/her weignt on the current commode |
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Continued From page 8 /

was a concern, and the resident may have to
move to a different room to resolve the issue.
She informed the resident the resolution may be |
to move to another room that offers a commode
that was not mounted on the wall, The resident
agreed to use the restroom next to the elevater
racross from the Social Services' office until the
issue could be resolved.

| Review of the Psychosocial Notes, dated

}' 06/24/15 at 10:17 AM, for Resident #25 revealad
Sacial Services #1 followed up with Resident #25

and Resident #11 regarding concerns with the

bathroom. She documented Maintenance was

replacing the current commode and the facility

had ordered a device made to address the safaty

concerm.

Observation, on 08/24/15 at 7:50 AM, revealed
Reslident #25 and Resident #11 were in their
room and by their demeanors appeared disturbed
by somsthing.

Interview with Resident #25, on 06/24/15 at 7:50
AM, revealed Social Worker #1 came to his/her
room last evening and told the resident he/she
may have to move bacause of the bathroom
issue.

Review of an order form provided by the
Maintenance Director, dated 06/24/1 5, revealed
the facility had ordered a Big John Toilet Support,
The description stated Wall hung toilet bowals are
only rated to support up to 300 {three-hundred)
pounds. With the new support you can now
increase the weight capacity to 1,000
{one-thousand) pounds.

Review of the Maintenance Deparimant Work

by the residents to accommodate
their needs; resident assistance
during eating with staff

i seated; and provision of privacy

| during care. Failure to meet the
established threshold will

result in the development of an
action plan to address the identified
issues.

F 246

Criteria 5: August 4, 2015
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| Up on U5/13/15 for a leaking toilet in Room #130,

: Interview with the Maintenance Director, on

Continued From page 9

Order, provided by the Maintenance Director on
06/24/14, revealed a work order had bean written

(Residents #25's room). The emergency box was |
checked on the work order,

06/24/15 al B:10 AM, revealed the block under
the toilet in Resident #25's bathroom has been
there for at Izast two (2) months and his plan was
to remove the stained black and replace it with a
new wooden block. While inspecting the block in
the bathroom the Maintenance Director flushed
the toilet and water leaked out of the toilet and
flowed across the bathroom floor. He stated he
knew there was a part that could fix the toilet but
had not been able to locate it until today.

intarview with Social Worker #1, on 06/24/15 at
5:07 PM, revealed she went to Resident #25's
room to speak to the resident the previous
evening. She stated Resident #11 was in the
room when she spoke to Resident #25. She
stated it had been brought up on the day before
about a problem with the toilet in the bathroom
and a concern about the resident's weight being
too much for the wall mounted toilet. She stated
they had talked with Resident #25 before about
using the hall bathraom because of a concern
about safety in the resident's bathroom. She
stated when she told the resident about the
weight issue the resident just shrugged his/her
shoulders. She told the resident the solution may
have to be to transfer to another room with a
different toilet for the resident's safety. She
stated she felt terrible about saying this to the
resident and couldn't imagine how the resident
felt. She stated she went home and looked up on
the computer for other options. She stated she

F 246 f

| i
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$8=D | MAINTENANCE SERVICES

The facility must provide housekeeping and
maintenance services necessary to maintain a
sanitary, orderly, and comfortable interior.

This REQUIREMENT is not met as evidenced
by

Based on observation, interview, record review,
and facility policy review, it was determined the
facility failed to maintain the environment and to
keep the toilet in good repair in an orderly fashion
for one (1) of twenty-five (25) sampled residents
(Resident #25). In addition, the wall in one {1) of
three (3) halls, the East Half television room was
in disrepair with a hole in the wall,

The findings include:

A maintenance policy was requested. Interview
with Maintenance Director, on 08/24/15 at 8:10
AM, revealed the tacility utilized the TELS
technology program for their preventive
maintenance program in the facility and they did

(X4 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC {DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ DEFICIENCY)
F 246 | Continued From page 10 F 248/ p 253 Housekeeping and 8/4/15
found there was a device i attach to the toilet to ; o
support the toilet and reported the information to ]r Mamte:.u.mce Services id
the Maintenance Director this morning (06/24/15). The facility must provide
- housekeeping and maintenance ]
Interview with the Director of Nursing (DON), on | services necessary to maintain a
06/25/15 at 10:13 AM, revealed she was not itary, orderly, and
aware of the Maintenance issua or there was a sanifary, orderly, :
block of wood under the toilet in Room #130. comfortable interior,
She stated she did not know why the resident N 134 902 KAR 20:300-6(7)(a)2.
was told he/she may have to move; however, the : ality of Life
resident did not have to move now the toilet has Sectmxz.ﬁ.. Quality d
been repiaced. ' The facility shall provide
F 253 | 483.15(h){2) HOUSEKEEPING & F 253 housekeeping and maintenance

services necessary to maintain a
sanitary, orderly and comfortable
interior,

Criteria 1: -The toilet and
television of resident #25 were
repaired on 6/25/15,

-The wall in the East Hall
television room was repaired on
6/25/15.
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F 253 | Continued From page 11 Fes3! Criteria 2; An inspection of the ;
not have a specific palicy, entire Facility interior was completed |
! | by the Maintenance Director/ r
| Observation and interview, on 06/23/15 at 09:30 | o - ‘
: : s istrator on 6/25/15 to
| AM, revealed Resident #11's bathroom had a ; ;&dmm' hat th. e no other
- wooden block placed underneath the wail § etermire that there ar
supported toilel. The wooden block was stained | toilets, televisions, walls, or other
| from the top and bottom. Resident #11 stated the maintenance issues which require
g?}:%:h\;/as placed under the toilet about two (2) | attention.
i :
Interview and observation with the Maintenance Criteria 3: -The Maintenance Staff
Director, on 06/24/15 at 8:10 AM, revealed the i have received in-service education on
block under the toilet in the shared bathroom of .
Residents #11 and #25 had been there for at 7/ 17{ 15 by the {idmlmstrator on the
least two (2) months and his plan was to remove routine inspection of
the stained block and replace it with a new facility resident rooms and common
wooden block. While inspecting the block in the identify and address issues
bathraom, the Maintenance Director flushed the areas to identify an
toilat and water lsaked out of the toilet and flowed which require repair.
across the bathroom floor. The Maintenance
Director stated he had no outstanding work Criteria 4: -The CQI indicator for
orders for any repairs. He reported all the work _ T e
orders were completed at this time, including any [he.mon[t()‘IITg/IdGI%tlflCat.l(.)n of
| plumbing repairs, as well, maintenance issues in facility
% . resident rooms and common areas
| Review of the Social Service Progress Notes, ' ill be utilized monthly X 2 months |
dated 06/23/15 at 6:23 PM, revealed Social | v 4 bh orl dyer e
Warker #1 spoks to Resident #25 related to the and then quarterly under |
facility's concerns of Resident #25's safety in *he supervision of the Administrator
resident's current semi-private room. The Social | who will assign completion of
Warker #1 explained to Resident 425 his/her | the tool to maintenance staff. ‘The
weight on the current commods was a concermn, X . ion/review of
The Social Worker #1 informed the resident ‘ tool includes the inspection/review o
he/she may have to move to another room if the resident rooms and common areas to
concern could not be resoived. Resident #25 identify
agreed to use the restroom next to the elevator |
across from the Social Services'/Activity's Office f
until this issue was resolved. The Social Worker |
| #1 informed Resident #25 the resolution may be |
FORM GMS-2567(02-39) Previous Varsions Obsolate Evant ID: BQY611 Facility 1D: 100355 if continuation sheet Page 12 of 59
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housekeeping/maintenance issues
F 253 | Continued From page 12 PInS

| Observation, on 06/24/15 at 12:40 PM, and on

to move into another room offering a commode
not mounted to the wall.

Review of Social Services Progress Notes, dated
06/24/15 at 10:17 AM, revealed the Sacial

Worker followed up with Resident #25 and
Resident #11, related to concerns of Resident

#25 using the commade in their bathroom. She |
stated the Maintenance Director was replacing

the current commode and the facility had ordered
& device made to address the safety concerns for
Resident 425 using the commaode in his/her

room.

Review of the Maintenance Department Work
Order provided by the director of maintenanca,
dated 05/13/15 at 9:30 AM, revealed room #130
had a leaking toilet. The work order was
identified as an emergency.

Interview with Social Worker #1, on 06/24/15 at
5:07 PM, revealed she was informed on 06/23/15 |
by the Maintenance Director about the issue with
the bathroom. The concern was the weight of
Resident #25 and the amouni of weight the walt
mounted toilet could hold, The Social Worker
discussed with Resident #25 about using the
bathroom in the hallway by the elevator which

was also near the Social Worker's office. Social
Worker #1 revealed the concern was about salety
and the resident was told it was because of
his/her weight. Resident #25 was told it was a
safety issue and the solution may be for him/her
ta move 10 another room for his/ner safety,

06/25/15 at 3:30 PM, revealed the East Mall
television (TV) room wall with a plexiglass wall

F 253 Which include but are not limited to
the condition of the walls and
resident equipment, as well as |
common area equipment/devices. ;
All completed tools are reviewed by
the CQI commiittee in the

CQI meeting, with action plan
development for any findings which
fail to meet the stipulated

threshold.

Criteria 5: August 4, 2015

i
i
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! F 282 SERVICES BY QUALIFIED 8/4/15
F 253/ Continued From page 13 | F253] pERGONS/PER CARE PLAN _
 covering was broken with sharp edges exposed. | ; rovided or arranged bv |
i The hole in the wall measured six {6) inches by The ‘sel“;.nces P b ided bg Y
eight (8) inches. ! the facility must be provided by

qualified persons in accordance with |

each resident's written plan of care. |

Interview with the Maintenance Director, on .
06/25/15 at 3:30 PM, stated he was not aware of N 194 902 KA,R 20:300-7(4)(c)2. ,
the hole in the wall in the TV Room on East Hall, Section 7. Resident Assessment. ;
He stated, he had not been notified there was a (4)Comprehensive care plans.
hole in the wall and did not have a work order for ; ided or arranged
the repair. However, he stated he had the TELS éc}gxefsef;xtces}f rgade &
program for his preventive maintenance. He ¥ the facility shall: ,
| stated the TELS program did not provide direction 2.Be provided by qualified persons in
; for checking the walls, | accordance with each resident’s

interview with the Owner, on 06/25/15 at 3:30 written plan of care.

PM, stated he was the owner of the facility and : _
the Acting Administrator while the Administrator | Criteria 1: Residents #2, 4, 5,7, 9,
::xasho‘ijt of 30“’”{“ He r ‘ipj‘mﬁd ?\e, was not athgar e 16, 17, and 18 receive restorative
e hole was in the wall in the room on the R . . .
East Hall; however, did expect the environment to services in accordance with their

be monitored and maintained. He reported the care plan as determined by care
hele appeared to be caused by the recliner observations completed by the
placed in the corner. He reported the facility was DON/Restorative Coordinator by
under renovation, yet this area should have been
repaired, | 8/3/15.

F 282 | 483.20(k)(3)(il) SERVICES BY QUALIFIED F 282

§8=E | PERSONS/PER CARE PLAN

The services provided or arranged by the facility
i must be provided by qualified persons in
. accordance with each resident's written plan of
cara.

This REQUIREMENT is not met as evidenced
by:
Based on observation, interview, record review,

E ; |
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! Criteria 2: All residents with current
F 282 Continued From page 14 F 2825% orders/care plan interventions for

and review of facility policy, it was determined,

! the facility failed to follow the care plan relatad to

' Restorative Services for eight (8) of twenty-five |
(25) sampled resident (#2, #4, #5, #7, #9, #1 6, |

#17, and #18). |

. Refer to Tags 311 and F353
The findings include:

Review of the facility policy regarding

Comprehensive Care Plans, undated, revealed
care plan approaches will be communicated to
staff for use in providing direction for care.

1. Review of Resident #7's clinical record
revealed the facility admitted the resident on
05/06/15 with Diagnosis including Cerebral
Vascular Accident (CVA), Asphasia, and
Dysphagia.

Review of the Resident #7's Admission Minimum
Data Set (MDS) Assessment, dated 05/13/15,
revealed the facility was unable 1o assess the
residents’ cognition related to a communication
deficit. The tacility asssssed the resident as
having not ambulated during the assessment
reference date and required extensive assistance
with two (2) person physical assist. The facility
assessed the resident's range of motion as no
deficit.

Review of the Comprehensive Care Plan for
Resident #7, revealed the tacility developed a
care plan on 08/13/15 for Restarative Nursing,
related to a potential decline in strength and
endurance. Approaches listed were sit, stand, |
pivot using grab bar to improve toilet transfers

and ambulation up to twenty-five (25) feet.

restorative services have been
reviewed by the Restorative
Team to determine that they are
. involved in the most appropriate
. program(s) based on their
identified needs. Restorative
services are being provided in
accordance with the resident care
plan as determined by care
observations completed by the
DON/Restorative Coordinator
by 8/3/15.

Criteria 3: Nursing staff have
received inservice education by the
DONY/Staff Development
Coordinator by 8/3/15

on the need to provide restorative
services for all residents as ordered/
care planned, and to provide timely
notification to the charge nurse,
Unit manager or restorative
coordinator of any services that can
not be performed for any reason, for
appropriate follow up.
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days.

Review of the Physical Therapy's {PT) dischargs
summary for Resident #7, dated 06/04/15,

| revealed the resident received services from l

05/07/15 through 06/04/15. The resident was
discharged from PT on 06/04/15 to the
Restorative Program for Active Range of Motion
(AROM) and ambulation.

Review of the Occupational Therapy {(OT)
discharge summary for Resident #7, dated
06/12/15, revealed the resident was discharged
on 06/12/15 to the Restorative Program and staff
had been trained.

Review of Resident #7's Hestorative Nursing
Training Record, revealed the Occupational
Therapist trained RNA #1 on 06/13/15 for
ambulation with rolling walker and two (2) assist
for fifteen (15) feet and transter sit to stand with a !
grab bar. |

Review of Resident #7's Restorative Nursing
Evaluation, dated 06/13/15, revealed the goal
was to maintain strength and endurance. The
plan indicated the resident would sit, pivot, stand
transfers using a grab bar and to ambulate up to
twenty-five (25) feet with a rolling walker with
contact guard with assist of two (2). Both
programs waould take fifteen (15) minutes a day,
six (6) to seven (7) days a week.

Review of Resident #7's Restorative Nursing
Service Delivery Record initiated on 06/13/1 5,
revealed the resident only received AROM and
ambulation, three (3) of twelve ( 12) possible

Observation, on 068/23/15 at 11:35 AM, of f

will be utilized monthly X 2 months
and then quarterly thereafter under
the direction of the Director of
Nursing. This tool includes

review of restorative documentation
and observation of resident
restorative programs to determine
that they are being provided/
documented in accordance with the
residents plan of care.

-5 Restorative care observations
will be performed by administrative
nurses weekly X 1 month, monthly
X 2 months, and then quarterly
thereafter to determine that
restorative services are being
provided in accordance with resident
care plans and facility policy.
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! Criteria 4: -The CQIindicalor [OF
F 282 | Continued From page 15 ] F 282 the monitoring of restorative services
|

Criteria 5: August 4, 2015
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F 282

| received tube feeding at 75 cc/hour. The resident

Continued From page 16

Resident #7, revealed the resident was sitting up
in a wheelchair in the common area, The resident

drooled but had a cloth to wipe his/her mouth. A
cordless alarm was attached to the resident's
whgeichair. Resident #7 did make eye contact
and answered yes and no questions by a nod of
the head.

Qbservation, on 06/23/15 at 2:00 PM, revealed
Certifled Nursing Assistant (CNA) #3 assisted
Resident #7 to the bathroom in the residents
room. The resident returned to the common area.

Cbservation, on 06/24/15 at 10:40 AM, revealed
RNA #1 assisted Resident #7 to ambulate. The
resident ambulated about fifty (50) feet with a
walker. The resident smiled during ambutation.

2. Review of Resident #16's clinical record,
revealed the facility admitted the resident on
10/06/14 with Diagonsis including CVA,
Dementia, Asphagia, and Anxisty,

Review of Resident 16's Quarterly MDS
Assessment, completed on 05/13/15, revealed
the facility asssessed the resident's cognition with
short term and long term memory loss. The ’
facility assessed the resident's mability as
requiring extensive assistance with two (2) staff,
This was unchanged from the Admission MDS
Assassment completed on 10/13/14.

Review of Resident #16's Com prehensive Care
Plan revealed the facilily developed a Restorative
Nursing Program care plan, completed on
03/26/15. Problems on the care plan included a
potential for decline in mobility and strength.

k282
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Review of Resident #16 's Restorative Nursing

| Evaluation dated 03/25/15, revealed the facility
implemented Active Range of Motion (AROM) by
maving wheelchair independently, and sit to stand
transfers at grab bar for fifteen (15) minutes six
{6) to seven (7) times a day.

Review of Resident #16's Restorative Nursing
Service Delivery Record, revealed tha facility
implemented the program on 03/26/15; however,
the resident did not recieve the first Restorative
Therapy until 03/30/15. For tha month of April,
2015, the facility failed to provide Restorative
Therapy for thirteen (13) of thirty (30) days. For
the month of May, 2015, the facility falled to
provide Restorative Therapy for twenty-two (22}
of thirty-one (31) days. For the month of June,
2015, the resident refused twe (2} days; however,
the facility failed to provide Restorative Therapy
for thirteen (13) of twenty-two (22) possible days.

Observation, on 06/24/15 at 4:46 PM, of Resident
#16 revealed the resident was sitting up in a
wheelchair in the common area, dozing.

Observation, on 06/25/15 at 8:10 AM, of Resident
#16, revealed the resident was sitting up in the
wheeilchair in the comman area.

Observation, on 06/25/15 at 9:30 AM, of Resident
#18, revealed the resident was up in a wheslchair
in the common area. The resident was unable to
roll the wheelchair upon request ralated to
impaired cognition,

Interview with CNA #1, on 06/25/15 at 9:35 AM,
revealed she was assigned to Resident #16. She
stated the resident could rolf the wheelchair down
the hallway, and had, just a couple days before.
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She stated the resident was able to transfer with
one assist with the grab bar.

| 3. Record review of Resident #2 revealed the

| facility admitted the resident on 01/26/13 with

- diagnoses of Parkinson's, Hypertension, Diabetes
| Mellitus, and Dementia. Review of the
comprehensive care plan dated 04/08/15
revealed the resident was on a restorative
nursing program due to the potential for decline in
mobility and the risk for further contractures.
Review of the interventions revealed the resident
was to receive Passive Range of Motion {PROM)
to the bilateral upper extremities (BUE) and the
bilateral lower extremities (BLE) with splint
application. Review of the restorative nursing
program care plan revealed restorative was on
hold effective 06/23/15,

Review of Resident #2's Restorative Nursing
Service Deilivery Record, dated 06/01/15 through
06/23/15, revealed the resident was to receive
PROM to BUE and BLE one time a day for two
(2) sets of ten (10) repetitions for six {6) to seven |
(7) days a week for at least fifteen (15) minutes, |
Review of the delivery record revealad PROM
had only been marked for nine (9) days out of the
twenty-three (23) possible days,

Review of Residents #2's Restorative Nursing
Service Delivery Record, dated 06/01/15 through
08/23/15, revealed the resident was also to
receive splints for six (6) to seven (7) days a
week for at least fifteen {15) minutes a day.
Review of the delivery record revealed the splints
had been marked as being applied for nine (9)
days out of the possible twenty-three (23) days. i
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Review of the Restorative Nursing Certified
Nursing Aid (CNA) documentation sheset revealed
on 06/20/15 the restorative nursing staff could not
apply the splints due to swelling of the hand.
Review of the documentation sheet revealed no
other documentation of why other days were not
signed as being completed. :

Observation of Resident #2, on 06/23/15 at 11:29
AM, revealed the resident was lying in bed on the
left side with the grab bars up and no splints wera
noted to be on the residents hands. Observation,
on 06/24/15 at 10:00 AM, revealed the resident
was lying in bed with hand splints on both hands.

4. Record review of the clinical record for
Resident #5 revealed the facility admitted the
resident on 11/21/12 with diagnoses of
Ostecarthritis, Closed Dislocation of the Hip,
Reflux, Hypertension, Pacemaker, Pain and
Urinary Tract Infections,

Review of the Resident #5's Annual Minimum
Data Set (MDS), dated 04/03/15, revealed the
resident had an impairment of ROM on one side.

Review of the Comprehensive Care Plan for
Resident 45, revealed the facility developed a
care plan on 04/14/15 for restorative nursing
program related to a potential for decling in
functional mobility and for increased pain. Review
of the interventions revealed the resident was to
receive Active ROM (AROM) to BUE.

F 282
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IJ Review of the Resident #5's Restorative Nursing

Service Delivery Record, dated 06/01/15 through
06/23/18, revealed the resident was 1o receive

{ AROM to BLE one (1) time a day tor two (2) sets
| with twenty (20) repetitions for at least fifteen (15)
minutes a day for six (6) to seven (7) days a
week. Review of the delivery record revealed the
resident had received AROM restorative for ten
{10) days out of the twenty-three (23) avajlable
days.

5. Review of the clinical record for Resident #18
revealed the facility admitted the resident on
12/19/13 with diagnoses of Cerebral Vascular
Accident (CVA), Contractures, Malnutrition,
Hypertension, Atrial Fibrillation, Osteoarthritis,
Osteoporosis and Dysphagia.

Review of Resident #18's Quarterly MDS, dated
05/01/18, revealed the resident did not have any
impairment in ROM.

| Review of the Comprehensive Care Flan for
Rasident #18 ravealed the facility developed a
Restorative Nursing Care Plan on 06/12/15 for
the restorative nursing program due io the
potential for a decline in functional mobility.
Review revealed the resident had one approach
of PROM to LUE with splinting.

Review of Resident #18's Restorative Nursing
Service Delivery Record, for 06/12/15 through
06/23/15, revealed the resident was to have F
received PROM to the Left Upper Extremity one {
(1) time a day for two (2) sets of five (5) i
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repetitions for at least fifteen (15) minutes a day |
- for six (B) to seven (7) days a week. Review of i
the delivery record revealed the resident received
PROM for five {5) of the twelve (12} available !
days. The resident was also in the splint program.
The rasident was to have a splint applied to the
left hand at least fifteen {15) minutes a day for six
(6) to seven (7) days a week. Review of the
Restorative Nursing Service Delivery Record, for
08/12/15 through 06/23/15, revealed the splint
had been applied for five (5) days of the twelve

i (12) availabie days. Review of the Restorative
Nursing CNA Documentation Sheet revealed
there was no explanation as o why the other
days were not signed as being completed,

6. Record review revealed the facility admitted
Resident #9 on 12/31/12 with diagnoses of
Pre-senils Dementia, Depression, Anxiety,
Chronic Kidney Disease, Anemia, Hypertension,
Coronary Artery Disease (CAD), Muscle
Weakness, and Osteoarthritis (OA).

Review of the Quarterly Minimum Data Set
(MDS) assessment, dated 04/08/1 5, revealed the
facility assessed Resident #9 as needing limited
assistance of one (1) person for transfers, and
extensive assistance of one (1) person for
ambuiation.

Review of the Interdisciplinary Resident Data
Collection Form, dated 04/06/15, ravealed
Resident #9 was currently in a restorative nursing
program for transfers and ambulation, and the
restorative nursing program was st appropriate
for Resident #9.

Review of the Restorative Nursing Care Plan for
Resident #9, revealed the facility developed the ! |
care plan on 05/01/15, with a goal date of : i
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1 06/21/15. Problems on the care plan included a
Potential to decline in strength and endurance.
Goals of therapy included: Resident would
maintain functional mobility, and resident would
demenstrate increased strength/endurance.
Approaches listed were fransfers, ambulation,
and to refer to Restorative Nursing Service

| Delivery Record.

Review of the Restorative Nursing Service
Delivery Record for Resident #9 revealed the
resident was to ambulate up to three hundred
(300) feet one (1) time per day with a rolling
walker six (6) to seven (7) times per week and at
least fifteen (15) minutes per day. In addition,
Resident #9 was on the transfer program five (8)
times a day from sit to stand at grab bars, six (8)
to seven (7) days per week, at least fifleen (15)
minutes per day. The Restorative Nursing
Service Delivery Record for Resident #9 showed
a gap in restorative services. Restorative
services were not provided from 06/10/15 through
08/20/15.

Interview with Restorative Nursing Aide (RNA) #1,
on 08/24/15 at 11:00 AM, revealed for the last
couple weeks she had been getting pulled to
work on the floor as a Certified Nursing Assistant
(CNA). RNA #1 stated that gaps on Resident #9's
Restorative Nursing Service Delivery Record from
June 10th through June 20th, 2015 meant that
restorative care was not provided.

7. Review of Resident #17's medical record,
revealed the facility admitted the resident on
04/03/18, with diagnoses including Dementia,
Cerebral Vascular Accident (CVA or Stroke), and
Dsyphagia.

; i

F 282
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| Review of Resident #17's Admission Minimum
| Data Set (MDS) Assessment, dated 04/1 7/15,

.

revealed the facility assessed the resident's
cognition using Brief Interview for Mental Status
(BIMS) score of rine (9) of fitteen (15), being
moderately impaired. The facility assessed the
resident's mobility as requiring extensive
assistance with two (2) sta#f assistance.

Review of Resident #17's Comprehensive Care
Plan, revealed the facility deveioped a
Restorative Care Plan, dated 05/23/1 5, fora
patential to decline and functional mobility
strength and endurance. Interventions included;
ambulation and active range of motion.

Review of the Physicai Therapy Discharge
Summary for Resident #17, dated 05/22/1 5,
reveaied the resident was discharged from
Physical Therapy on 05/22/15 to the Restorative
Program.

Review of Rastorative Nursing Evaluation for
Resident #17 dated 05/23/15, ravealed the facility
developed a plan for the resident to
maintainfimprove functional mobility, strength,
and endurance, The resident will also ambulate
Up to one hundred and fifty {150) feet with a
rolling walker, active range of motion to the
bilateral upper and lower extremities.

Review of Restorative Nursing Services Delivery l

Record, dated 05/23/15, for Resident #17
revealed the resident received Restorative
Services two (2) times, 06/10/15 and 06/21/15.

Observation, on 06/25/15 at 9:22 AM, of Resident
#17 revealed the resident was up in a wheelchair
self propelling in the hallway using his/her arms
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©and legs.

- Observation, on 06/25/15 at 3:40 PM, revealed
reslorative tharapy attempted to walk Resident
#17, however, the resident became agitated and
attempted to hit the staff with hissher right fist. A
rolling walker was located in the resident's room,
8, Review of Resident #4's clinical record
revealed the facility re-admitted the resident on
05/07/15 with diagnoses including of Depression,
i Anxiety, Psychosis, Insomina and Cognitive
Impairment.

Review of the Resident #4's Significant Change
Minimum Data Set (MDS) assessment, dated
05/16/18, revealed the facility assessed the
resident's Brief Interview of Mental Status (BIMS)
at tweive (12) of fifteen (15), being moderatety
cognitively impaired. The facillty assessed and
determined the resident required extensive
assistance with one (1) person physical assist.
The facility assessed the residents range of
motion as no deficit.

Review of the Comprehensive Care Plan for
Residert #4, revealed the faciiity developed a ;
carg plan on 06/05/15 for Restorative Nursing,
related to a potential decline in functional mobility
and strength. Approaches listed were active
range of motion to bilateral upper extremities and
transters.

Reviaw of Resident #4's Restorative Nursing
Evaluation, dated 06/05/15, revealed the goal
was fo maintain and improve strength and
functional mobility. The plan indicated the
resident would participate in active range of
motion to bilateral upper extremities by flexing
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and extending shoulder, elhows and wrist.
He/sha will do pivoting transfers from bed to
reciiner and then recliner to chair. Both programs
would take fifteen (15) minutes a day, six (6) to
seven (7) days a week,

Review of Resident #4's Restorative Nursing
Service Delivery Record initiated on 06/05/15,
revealed the resident only received AROM and
ambulation, one (1) of twenty {(20) possible days.

Observation, on 08/23/15 at 11:40 AM, 1:02 PM,
and 1:33 PM, of Resident #4, revealed the
resident laid in bed, with the television playing.

Observation, on 06/24/15 at 9:30 AM, revealed
Resident #4 was again in bed with the television

playing.

Observation on 06/25/15 at 12:30 PM, revealed
Resident #4 was seated in his/her chair behind
the privacy curtain in his/her room,

Interview with the Director of Nursing (DON}, on
06/25/15 at 10:15 AM, revealed the care plan was
updated by Registered Nurse (RN) #2. The DON
revealed the care plan had not been followed if
there were days when the restorative nursing
were not done. She revealed if there were blanks
on the Restorative Nursing Service Delivery
Record and there was no explanation as o why it
was not done, then it may be a documentation
issue or restorative may not have been done,
(The DON was preparing to exit the facility for the
remainder of the survey; therefore, interviews
were completed to the extent possible.) ,

Interview with RN #2, on 06/25/15 at 1:30 PM,
revealed the care plans had not been followad

F 282
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She revealed, for the most part, when the RNA's improve their abilities specified in
were pulled 10 the floor the restorative nursing for paragraph (a)(1) of this section.
: ROM and splint application were not done,
s . -
Interview with RNA #1, on 06/26/15 at 4:20 PM, Criteria 1: Residents #2,4, 5,7, 9, 16,
revealed there were times splinting and ROM 17, and 18 receive restorative services
were not done for the residents on restorative in accordance with their care plan as
bec_ause the rest.orative nursing staff wasg determined by care observations
assigned to do direct patient care rather than th N/R .
restorative. She revealed sometimes ali three (3) completed by the DON/Restorative
RNA's would be pulled to the floor and there Coordinator by 8/3/15.
would not be any staff available to provide -Resident #2 is currently on therapy
restorative nursing services on those days. case load for splinting and ROM.
Interview with Restorative Aide #2, on 06/25/15 at -Resident #4 was treated by therapy
2:10 PM, revealed he was the only staff and discharged with no restorative
scheduled to do Restorative today. He siated he ices indicat
could not get to all the residents scheduled for serw.iies indicated, ferred to th
Restorative. He reported he would make sure the -Resident # 5 was referred to therapy
residents with splints were done, then the by the Orthopedic MD for specialized
residents who were highlighted on his paper. He ‘ therapy to the hip.
stated the resident who were highlighted were : .
due for an assessment this month. He stated he “Resident # 7 is currently on therapy
waould only get to about fifteen (15) resident on caseload.
this day when he was the only one providing -Resident # 9 will be discontinuing
Leﬁmafigig He rfipgrttec:hto?!ay “{33139(2351 dai’ he the transfer and ambulation
ad no n pulled to the floor in two (2} weeks. .
F 311 | 483.25(a)(2) TREATMENT/SERVICES TO F 11| [estorative programs due to
85=E | IMPROVE/MAINTAIN ADLS reaching independence with these
ADLs,
A resident is given the appropriate treatment and :
services to maintain or improve his or her abilities g
specified in paragraph (a)(1) of this section, |
This REQUIREMENT is not mst as evidenced l
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Based on observation, interview, record review,

* and review of facility policy, it was determined the
' facility tailed to ensure residents received
Restorative Services as assessed and plan
specified to achieve highest practical outcomes
for eight (B) of twenty-five (28) sampled residents
(Residents #2, #4, 45, #7, #9, #16, #17, and #18).
The faciiity failed to consistently provide Passive
Range of Motion and splints for Resident #2,
Active Range of Motion and transfer training for
Resident #4, Active Range of Motion for Resicent
#5, Active Range of Motion and ambulation
training for Resident #7, Transfer and ambulation
training for Resident #9, Active Range of Motion
and sit to stand transfer training for Resident #16,
Active Rangs of Motion and ambulation for
Resident #17 and Passive Range of Motion and
splint for Resident #18.

Refer F282 and F353

The findings include:

Review cf the facility policy regarding Restorative
Nursing, dated 01/2013, revealed the facility
would provide restorative nursing services as i
indicated to aide in attaining or maintaining the

[ highest practical well being, for those residents

| that did not require professional therapy services.
Residents who required Restorative Nursing
Services, would have a specific plan developed,
and implemented, with the residents response
recorded. A periodic evaluation by a licensed
nurse would be present in the clinical record.

Raview of the Master List of residents scheduled

to receive Restorative Services, provided by

AROM and Transfer restorative
services.

-Resident #17 refused restorative
gervices, and was referred back to
therapy for re-evaluation.
-Resident #18 receives PROM to
upper bilateral extremities and
splinting restorative services.

Criteria 2:  All residents with current
orders/care plan interventions for
restorative services have been
reviewed by the Restorative

Team to determine that they are
involved in the most appropriate
program(s) based on their

identified needs. Restorative services
are being provided in accordance
with the resident care plan as
determined by care observations
completed by the DON/Restorative
Coordinator by 8/3/15.
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F 311 | Continued From page 28 Faqq, Criteria 3 Nu%'sing staff‘have
Restorative Nursing Aide (RNA) #1, undated, received inservice education by the
revealed seventy (70) residents were listed to | DON/Staff Development
receive Restorative Services as of 06/24/15, " Coordinator by 8/3/150n the need to
1. Review of Resident #7's clinical record provide restorative services for |
revealed the facility admitted the resident on ! all residents as ordered/care
05/06/15 with diagnoses including Cerebral i planned, and to provide timely
gazctélar Accident (CVA), Asphasia, and notification to the charge nurse,
ysphagia. program manager or restorative
Review of the Resident #7's Admission Minimum coordinator of any services that can
Data Set (MDS)Assessment, dated 05/13/15, not be performed for any

revealed the facility was unable to assess the
resident's cognition ralated to a communication
deficit. The facility assessed the resident as
having not ambulated during the assessment Criteria 4: - The CQI indicator
reference date and required extensive assistance for the monitoring of restorative

with two (2) person physical assist. The facility , . et
assessed the residents range of motion as no services will be utilized monthly X 2

reason, for appropriate follow up.

deficit, months and then quarterly
Review of the C hensive Care Plarn | thereafter under the direction of
eview of the Comprehensive Care Plan for ; JUrsi i
Resident #7, revealgd the facility developed a ’the Dlrector‘ of Nursing, T,hls tool
care plan on 06/13/15 for Restorative Nursing, includes review of restorative
related to a potential decline in strength and documentation and observation of
| endurance. Approaches fisted were sit, stand, resident restorative programs to

pivot using grab bar to improve toilet transfers

and ambulation up to twenty-five (25) feet. determine that they are being 5

| provided/documented in accordance

Review of the Physical Therapy's (PT) discharge ! with the residents’ plan of care.
summary for Resident #7, dated 06/04/15, |
revealed the resident received services from
05/G7/15 through 06/04/15, The resident was
discharged from PT on 06/04/15 to the
Restorative Program for Active Range of Motion
{AROM) and ambulation. !

Review of the Occupational Therapy (OT)
discharge summary for Resident #7, dated ' 1
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06/12/15, revealed the resident was discharged
on 06/12/15 to the Restorative Program and staff
had been trained, i

Review of Resident #7's Restorative Nursing
Training Record, revealed the Occupational
Tharapist trained RNA #1 on 08/13/15 for
ambulation with rolling walker and two (2) assist
for fifteen (15) feet and transfer sit to stand with a
grab bar.

Review of Resident #7's Restorative Nursing
Evaluation, dated 08/13/15, revealed the goal
was to maintain strength and endurance. The
plan indicated the resident would sit, pivot, stand
transters using a grab bar and lo ambulate up to
twenty-five (25) feet with a rolling walker with
contact guard with assist of two (2). Both
program would take fifteen (15) minutes a day,
six (8) to seven (7) days g week.

Review of Resident #7's Restorative Nursing
Service Delivery Record initiated on 06/13/15,
ravealed the resident only received AROM and
ambulation, three (3} of twelve (12) passible
days.

Observation, on 06/23/15 at 11:35 AM, of
Resident #7, raveaied the resident was sitting up
in a wheelchair in the common area, The resident
received tube feeding at 75 co/hour. The resident
drooled but had a cloth to wipe his/her mouth. A
cordless alarm was attached to the residents
wheelchair. Resident #7 did make eye contact
and answered yes and no questions by a nod of
the head,

Observation, on 06/23/15 at 2:00 PM, revealed
Certified Nursing Assistant (CNA) #3 assisted

-5 Restorative care observations
will be performed by administrative
nurses weekly X 1 month, monthly
X 2 months, and then quarterly
thereafter to determine that
restorative services are being
provided in accordance with
resident care plans and

facility policy.

Fan

i

Criteria 5: August 4, 2015
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Resident #7 to the bathroom in the residents
room. The resident returnad to the common area,

Qbservation, on 06/24/15 at 10:40 AM, revealed
RNA #1 assisted Residant #7 to ambuiate. The
 resident ambulated about fifty {(S0) feet with a

| walker. The resident smiled during ambulation.

2. Review of Resident #16's clinical record,
revealed the facility admitted the rasident on
10/06/14 with Diagnasis including CVA,
Dementia, Asphasia, and Anxiety.

Review of Resident 16's Quanerly MDS
Assessment, completed on 05/13/15, revealed
the facility assessed the resident's cognition with
short term and long term memory loss. The
facility assessed the resident's mobility as
requiring extensive assistance with two (2) staff.
This was unchanged from the Admission MDS
Assessment completed on 10/13/14,

Review of Resident #16's Comprehensive Cara
Plan revealed the facility developed a Restorative
Nursing Program care plan, completed on
03/26/15. Problems on the care plan included a i
potential for decline in mobility and strength. !

Review of Resident #16 's Restorative Nursing
Evaluation dated 03/25/15, revealed the facility
implemented Active Range of Motion {AROM) by
maoving wheelchair independently, and sit to stand
transters at grab bar for fifteen (15) minutes six
(6) to seven (7) limes a day.

Review of Resident #16's Restorative Nursing
Service Delivery Record, revealed the facility
implemented the program on 03/26/15; however,
the resident did not receive the first Restorative

F 311
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Therapy until 03/30/15. For the month ¢f April,
2015, the facility failed to provide Restorative
Therapy for thirteen (13) of thirty {30} days, For
the manth of May, 2015, the facility failed to
provide Restorative Therapy for twenty-two (22)
of thirty-one (31) days. For the month of Juneg,
2015, the resident refused two (2) days: however,
the facility failed to provide Restorative Therapy
for thirteen (13} of twenty-two (22) possible days.

Observation, on 06/24/15 at 4:46 PM, of Resident
#16 revealed the resident was sitting upina
wheelchair in the common area, dozing.

Observation, on 06/25/15 at 8:10 AM, of Residant
#186, revealed the resident was sitting up in the
whealchalr in the commoaon area.

Observation, on 06/25/15 at 9:30 AM, of Resident
#16, revealed the resident was up in a wheelchair
in the common area. The resident was unable to |
roll the wheelchair upon request related to
impaired cognition.

Interview with CNA #1, on 08/25/15 at 9:35 AM, :
revealed she was assigned to Resident #16. She ;
stated the resident could roll the wheelchair down j
the hallway and had just a couple days before.
She stated the resident was able to transfer with
one assist with the grab bar.

Interview with CNA #1, on 06/25/15 at 2:00 PM, |
revealed she did not do any type of Restorative ;
because there ware designated Restorative |

Aides, who have specific training.

! Interview with Restorative Aide #2, on 05/25/15 at
2:10 PM, revealed he was the only staff
scheduled 1o do Restorative today. He stated he
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| could not get to all the residents scheduled for

,f Restorative. He stated he would make sure

} residents with splints were done then the
I'residents who were highlighted on his paper. He
stated the resident wha were highlighted were

{ due for an assessment this month, He stated he *
f would only get to about fifteen (15) resident on i
this day when he was the only one providing
restorative. He stated today was the first day he
had not been puliéd to the floor in two (2) weeks.

!
i

Review of Staft Training record, dated 06/1 8/15,
revealed sixteen (16) staff attended the training
on how to stretch and apply splints. !

Interview with CNA # 5, on 06/25/15 at 4:50 PM,
revealed she did not do restorative because there
were assigned restorative aides,

[ 3. Record review of Resident #2's the ciinical

record revealed the facility admitted the resident
on 01/26/13 with diagnoses of Parkinson's, |
Hypertension, Diabetes Mellitus, and Dementia, |

|
|

]

Review of Residents #2's quarterly MDS, dated
03/26/15, revealed the facility assessed the
resident and determined the resident did not have
! an impairment in ROM.

| Review of Resident #2's Comprehensive Care
Plan, dated 04/09/15, revealed the resident was
on a restorative nursing program due to the
potential for decline in mobility and the risk for |
further contractures. Review of the interventions :
revealed the resident was to receive Passive
| Range of Motion (PROM) 1o the bilateral upper |
| extremities (BUE) and the bilateral lower ' i
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extremities (BLE) with splint application. Review
of the restorative care plan revealed restorative
was on hoid effective 08/23/15, ‘

Review of the Occupational Therapy (OT)
discharge summary, for Resident #2, dated
04/14/15, revealed the resident had been referred
fo Restorative Nursing and the Restorative
Nursing Assistant (RNA)'s had been trained on i
orthotic application and an appropriate wearing
schedule. Review of the Restorative Nursing
PROM and Splint Program revealed the resident
was to start PROM and splint application on
04/15/15 for five {5) to seven (7) times a week. i
The resident was 1o receive PROM from the i
shoulder to the distal upper exiremities. The !
resident was also to have bilateral hand splints
applied for six (6) to eight (8) hours a day.
Review of the physical therapy (PT) discharge
summary, dated 04/08/13, revealed the rasident
had been referred to restorative nursing for
PROM and splinting. The resident was to receive
PRCM to stretch bilateral knee extensors and hip
abductors to maintain joint integrity. The resident |
was also to receive hip adductor spiint to be worn
far four (4) to six (8) hours when up in the
wheelchair after PROM stretches.

Review of Resident #2's Restorative Nursing
Service Delivery Record, dated 06/01/15 through |
06/23/15, revealed Resident # 2 was to receive
PROM to BUE and BLE one time a day for two
{2) sets of ten (10) repetitions for six (B) ta seven
(7) days a week for at least fifteen (15) minutes;
Review of the delivery record revealed PROM
had only been marked for nine (9) days out of the
twenty-three (23) possible days as being
completed. Review of the Restorative Nursing
Service Delivery Record, dated 05/01/15 through
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05/30/15, revealed PROM had only been marked
for seventeen (17) days out of the thirty-one (31)
possibie days as being completed.

| Review of the Resident #2 ‘s Restorative Nursing
Service Delivery Record dated, 06/01/15 through
06/23/15, revealed the resident was also to
receive splints for six (6) to saven {7) days a
week for at least fitteen (15) minutes a day,
Review revealed the splints had been marked as |
being applied for nine (9) days out of the possible |
twenty-three (23) days. Review of the restorativa
nursing Certified Nursing Aid (CNA)
documentation sheet revealed on 06/20/15 the
restorative nursing stafl could not apply the
splints due to swelling of the hand. Review of the
Restorative Nursing Service Delivery Record,
dated 05/01/15 thraugh 05/31/15 revealed splint
appiication had been done seventeen {17} days
out of the thirty-one (31) possible days.

Observation, on 06/23/15 at 11:29 AM, of
Resident #2 revealed the resident was laying in
bed on the left side with the grab bars up and no
splints were noted 1o be on the residents hands. j

Observation, on 06/24/15 at 10:00 AM, of
Resident #2 revealed the resident was laying in
bed wilh hand splints on both hands.

interview with RNA #1, on 06/25/15 at 4:20 PM,
raevealed there were times splinting and ROM
were not dong for the residents on restorative
because the restorative nursing staff was
assigned 1o do direct patient care rather than
restorative. She revealed sometimes ali three (3) ¢
RNA's would be pulled to the floor and there i
would be no one doing restorative nursing on :
those days. She revealed if there was a blank on |

F3M

]
| |
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the delivery record it was because restorative was
nat done on those days; however, they did not
document tha reason on the back of the sheet in
the documentation area. She further revealed |
* Resident #2 was having trouble with the g
application of the splint and it was making his/her
left hand swell. The RNA was also having more
difficuity loosening the right shoulder to hand.
Resident #2 was referred back to therapy on
06/21/15 and that was the reason services were
on hold now, while on the therapy case load.

4. Review of Resident #5's clinica! record for
revealed the facility admitted the rasident on
11/21/12 with diagnoses of Osteoarthritis, Closed
Dislocation of the Hip, Reflux, Hypertension,
Pacemaker, Pain and Urinary Tract Infections.

Review of Resident #5's Annual Minimum Data
Set (MDS), dated 04/03/15, revealed the resident
had an impairment of Range of Motion (ROM) on
one side,

Review of the Comprehensive Care Plan for
Resident #5, revealed the facility developed a
care plan on 04/04/15 for restorative nursing for a
potential for decline in functional mobility and for
increased pain. Review of the interventions
revealed the resident was to receive Active ROM
(AROM) to bilateral upper extremities (BUE).

Review of Resident #5’s Restorative Nursing ;
Transfers and AROM Program revealed the
resident was to start on 04/11/15. The resident
was to receive AROM with bilateral lower
extremities (BLE) tor two (2) sets of twenty (20).
The resident was to receive AROM to BUE with
shoulder flexion, elbow flexion, horizontal
abduction/adduction while seated for at least
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fifteen (15) minutes or participate in group
exercise activity. i

Review of Resident #5's Restorative Nursing
Service Delivery Record, dated 08/01/1 5 thraugh |
06/23/18, revealed the resident was to receive
AROM to BLE gne {1)time a day for two (2) sets
with twenty (20) repetitions for at least fifteen {15}
minutes a day for six (6) to seven (7)days a
week. Review revealed the resident had received
AROM restorative for ten (10) days out of the
wenty-three (23} available days. Record review
of the service delivery record, for 05/01/15
through 05/31/15, revealed the resident received
fourteen (14) days of AROM out of the thirty-one
(31) possible days. Resident #5 was also on the
transfer program which inciudad transferring five
(5) times a day from wheelchair to bed for six (6)
to seven (7) days a week for at least fifteen (15)
minutes.

Review of Resident #5's Restorative Nursing
Service Delivery Record, for 06/01/15 through
06/23/15, revealed the resident had received

| transfer restorative for nine (9) days out of the
twenty-three (23) possible days. in May the
resident received fourteen (14) days of transfer
restorative out of the thirty-one (31) possible
days. Resident #5 was to receive AROM to s
bilateral upper extremities one (1} time a day for
two (2) set of ten (10) repetitions for six {6)to
seven (7] days a week for at least fifteen (15)
minutes. Review of the Restorative Nursing
Service Delivery Record for June 2015 revealed
the resident recelved eleven {11) days of !
restorative AROM for the twenty-three (23)
possible days, For the month of May 2015 the
resident received restorative AROM for
twenty-two (22) days out of the thirty-ona (31)
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possible days.

Interview with Resident #5 on 06/23/15 at 1:30
PM revealed he/she received restorative;
however, it was not done everyday. Hefshe
revealed somstimes a group of rasident would
kick or bat balls to one another to help stretch
their arms.

Observation of Resident #5, on 06/24/15 at 1.00
PM, revealed a group of residents were sitting in
the common area doing exercises led by the
Restorative Nursing Aide (RNA) #1.

5. Record review for Resident #18 revealed the
facility admitted the resident on 12/19/13 with
diagnoses of Cerebral Vascular Accident (CVA),
Contractures, Malnutrition, Hypertension, Atrial
Fibrillation, Ostecarthritis, Osteoporosis and
Dysphagia.

Review of Resident #18's Quarterly MDS, dated
05/01/15, revealed the facility assessed the
resident for no impairment in Range of Motion
(ROM).

Review of the Comprehensive Care Plan for
.Resident #18 revealed the facility developed a
Restorative Nursing Care Plan, dated 06/12/15.
The resident was to participate in the restorative
nursing program due to the potential for a decline
in functional mobility with one approach of PROM
to left upper extremity (LUE} with splinting.

| Review of the OT discharge summary, dated
06/11/15, for Resident #18, revealed the resident
would be in the Restorative Nursing program
which included PROM to the left wrist and digits.
The resident would have an orthotic wear
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schedule done. A Restorative Nursing program J |
was developed and the Restorative Nursing staff
was lrained with the carry over of the program,

| The Restorative Nursing staff gave return
demonstration with one hundred par cent (100 %)
competency, .

Review of the Restorative Nurging PROM LUE
and Splinting program for Resident #18, revealad
the resident was to begin in the program on
06/12/15 for five (5) to seven [7) timas & week.

| However, review of the Restorative Nursing
Service Delivery Record revealed the program did
not start untif 06/14/15. The resident was to
receive PROM with complete gentle PROM of left
hand including all the digits and wrist with a focus
on prolonged stretch in extension prior to
dawning splint. Resident #18 was to raceive
splinting to the left hand for up to four (4) to six

1 {8) hours.

]

Review of the Restorative Nursing Service
Deiivery Record, dated 06/12/15 through
06/23/15, for Resident #18 revealed the Resident
was (o have received PROM 1o the Loft Upper

! Extremity (LUE) one time a day for two (2) setg of
tive (5) repetitions for at least fifteen {15} minutes i ;
a day for six (8) to seven (7) days a week. Review f;
revealed the resident received PROM for five {5}
of the twelve (12) available days. The resident
was also in the splint program. The resident was

{ 1o have a splint applied to the left hand at least

| fifteen (15) minutes a day for six (6) to seven (7)

| days a week. Review of the Restorative Nursing

| Service Delivery Record, for 06/12/15 through

1 06/23/15, revealed the splint had been applied for
| five (5) days of the twelve (12) available days.

| Review of the Restorative Nursing CNA

[ | Documentation Sheet revealed there was no
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explanation as to why the days wers not signed
as being completed.,

F3an

I 8, Review of Resident #9's clinicai record
‘revealed the facility admitted the resident on

- 12/31/12 with diagnoses of Pre-senile Dementia,
Depression, Anxiety, Chronic Kidney Disease,
Anemia, Hypertension, Coronary Artery Disease
(CAD), Muscle Weakness, and Osteoarthritis
(OA).

Review of Resident #9's Quarterly Minimum Data
Set (MDS) assessment, dated 04/08/15, revealed
the facility assessed the resident as needing
limited assistance of one (1) person for transfers,
and extensive assistance of ane (1) person for
ambulation.

Review of Resident #9's interdisciplinary
Resident Data Collection Form dated 04/06/15,
revealed the resident was currently in a
restorative nursing pragram for transfers and
ambulation, and the restorative rursing program
was still appropriate for resident,

Review of the Restorative Nursing Care Plan for
Resident #9, revealed the facility developed the
care plan on 05/01/15, with a goa! date of
086/21/15. Problems on the care plan included a
potential to decline in strength and endurance.
Goals of therapy included: Resident would
maintain functional mobility, and resident would
demonstrate increased strength/endurance.
Approaches listed were transfers, ambulation,
and to refer to Restorative Nursing Service
Delivery Record.

i ;
; 1
[ Review of the Restorative Nursing Service !

i
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Delivery Record for Resident #9 for June 201 5,
revealed the resident was to ambulate up to three
hundred (300) feet one (1) time per day with a
rolling walker six (6) to seven (7) times per week
at least fifteen (15) minutes per day. In addition,
Resident #9 was on the transfer program five (5)
times a day from sit to stand at grab bar six {€) to
seven (7) days per week at least fifteen {15)
minutes per day. The Restorative Nursing Service
Delivery Recerd for Resident #9 showed the
resident had not recleved therapy from June 10th !
- 20th, 2015, :

Interview with Restorative Nursing Aide (RNA) #1,
on 06/24/15 at 11:00 AM, revealed for the last
couple weeks she had been getting pulled to
work on the floor as a Certified Nursing Assistant
{CNA). RNA #1 stated gaps on Resident #9's
Restorative Nursing Service Delivery Record from
Junie 10th - 20th meant restorative care was not
provided,

7. Review of Resident #17's medical record,
revealed the facility admitted the resident on
04/03/15, with diagonisis including Dementia,
Cerebral Vaseular Accident, and Dsyphagia.

Review of Resident #17's Admission Minium Data
Set Assessment, dated 04/17/15, revealed the
facility assessed the resident's cognition usuing
Brief Interview for Mental Status {BIMS) scors of
nine (9) of fifteen (15) indicating moderately
impaired. The facility assessed the resident's
mobility as requiring extensive assistance with
twa (2) staff assistance.

Review of Resident #17's Comprehensive Care
Plan, revealed the facility developad a j
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Restorative Care Plan dated 05/23/15 for, a
potential to decline and functional mobility
strength and indurance. Interventions include
ambulation and active range of motion.

Review of the Physical Therapy Discharge
Summary tor Resident #17 dated 05/22(15
revealed the resident was discharged from
Physical Therapy on 05/22/15 to the Restorative
Program,

Review of Restorative Nursing Evaluation for
Residant #17 dated 05/23/15, revealed the facility
developed a plan for tha resident to
maintain/imprave functional mobility, strength,
and endurance. The resident will also ambulate
up to 150 feet with a rolling walker, Active Rangs
of Motion to Bilateral upper extremities/Bilateral
lower extremities.

Review of Restorative Nursing Services Delivery
Record dated 05/23/15 for Resident #17 revealed
the resident only received Restorative services
two (2) times, 06/10/15 and 06/21/15.

Observation, on 06/25/15 at 9:22 AM, of Resident
#17 revealed the rasident up a wheelchair self
propelling in the hallway usuing hisfher arms and

legs.

Observation, on 06/25/15 al 3:40 PM, revealed
restorative therapy attempted to walk Resident
#17, however, the resident bacame aggitated and
attempted to hit the staff with his/her right fist.
There was a roiling walker in the room.

8. Review of Resident #4's ciinical racord
revealed the facility re-admitted the resident on

F 31
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058/07/15 with diagnoses including of Depression,
Anxiety, Psychosis, Insomina and Cognitive
impairment.

Review of the Resident #4's Signiticant Change
Minimum Data Set (MDS) assessment, dated
05/15/15, revealed tha facility assessed the
resident's Brief Interview of Mental Status (BIMS)
at twelve (12} of fifteen (15}, being moderately |
cognitively impaired. The facility agsessed and
determined the resident required extensive
assistance with one (1) person physical assist.
The facility assessed the residents range of
motion as no deficit,

Review of the Comprehensive Care Plan for
Resident #4, revealed the facility developed a
care plan on 06/05/15 for Restorative Nursing,
refated to a potential decline in functional mobility
and strength. Approachss listed were active
range of motion to bilateral upper extremities and
transfers.

Review of Resident #4's Restorative Nursing
Evaluation, dated 06/05/15, revealed the goal
was to maintain and improve strength and
functional mobillity, The plan indicated the
resident would participate in active range of
motion to bilateral upper extremities by flexing
and extending shoulder, elbows and wrist.
He/she will do pivoting transters from bed to
recliner and then racliner to chair. Both programs
would take fifteen (15) minutes a day, six (6) to
seven (7) days a week.

Review of Resident #4's Restorative Nursing
Service Delivery Record initiated on 06/05/15,
revealed the resident only received AROM and
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ambulation, one (1) of twenty (20} possible days.

Observation, on 06/23/15 at 11:40 AM, 1:02 PM,
and 1:33 PM, of Resident #4, revealed the
resident laid in bed, with the television playing.

Observation, on 06/24/15 at 9:30 AM, revealed
Resident #4 again in bed with the telsvision

playing.

Observation on 06/25/15 at 12:30 PM, ravealed
Resident #4 was seated in his/har chair behind
the privacy curtain in histher room.

Interview with the Director of Nursing (DON), on
06/25/15 at 10:15 AM, revealed the intent of
rastorative was for the residents to maintain
maximum potential within their health condition.
She revealed there was a potential for decline in
maintaining their present status when restorative
was not dane; howaver; she was not aware of
any decline in any residert, The DON revealed
you have to prioritize primary care over
restorative and direct patient care was the
primary concern. The DON revealed the failure
to do restorative consistently had been discussed
at the Interdisciplinary Team meetings.

Interview, on 06/25/15 at 1:30 PM, with
Registered Nurse (RN) #2 revealed restorative
nursing had not been done consistently because
the Restorative Nursing Aides (RNA) had been
pulied to the floor to do patient care. She
revealad, for the most part, when the RNA's were
pulled to the floor the restorative nursing for ROM
and splint application were not done. She
revealed she instructed the RNA's to not put any
time in the restorative record if they did not fulfili

FORM CMS-2667(02-99) Previous Varsions Obsolate Evant 1D BOYS TS Facility {J: 100386 If continuation sheet Page 44 of 59

e abed 86GY 172206 GeysH '® uMeaH duspusuq /0'2L GLOZ 82 1nT



PRINTED: 07/08/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391 ‘
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIEFUGLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORBECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
185281 B. WING 06/25/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

7400 LAGRANGE RD

FRIENDSHIP HEALTH AND REHABILITATION, LLC PEWEE VALLEY, KY 40056

o410 F SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION X5
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG |  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE oATE
DEFICIENCY)
|
F 311 | Continued From page 44 F311] F353 Nursing Services -Sufficient | 8/4/15
the fifteen minute requirement. She revealed staff
they were doing as much restorative as they The facﬂity must have sufficient
could, but;* staff can't be in two places atonce. nursing staff to provide nursing
They can't be working the floor and doing d related . tai
restorative also. She revealed she was not aware an bre ated ser vices to at a_m or
of any decline in any resident because of the maintain the highest practicable
restorative not being done consistently., . physical, mental, and psychosocial

F 353 | 483.30(a) SUFFICIENT 24-HR NURSING STAFF F 3583

ssoF | PER CARE PLANS well-being of each resident, as

determined by resident

The facllity must have sufficient nursing staff to assessments and individual
provide nursing and related services to attain or plans of care.

maintain the highest practicable physical, mental,
and psychosocial well-being of each resident, as o .
determined by resident assessments and Criteria L: -The facility has
individual plans of care. hired nursing staff to fill all of the

full time positons on the

The facility must provide services by sufficlent nursing schedule for sufficient

numbers of each of the following types of

personnel on a 24-hour basis to provide nursing staffing to provide nursing and
care to all residents in accordance with resident related services for Residents #2, 4,
care plans; 5,7,9,16, 17, and 18 related to
Except when waived under paragraph (c) of this | restorative services as determined
section, licensed nurses and other nursing by care observations completed by
personnel. I the DON/Restorative Coordinator
Except when waived under paragraph (c) of this : by 8/3/15. _ .
section, the facility must designate a licensed | - The facility has hired nursing
nurse to serve as a charge nurse on each tour of ’

duty,

This REQUIREMENT is not met as evidenced
by:
Based on observation, interview, record review,

| ' ,F

L
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staff to fill all of the full time .
F 353 | Continued From page 45 F 353 positons on the nursing schedule for
review of facility audits, review of daily staffing, sufficient staffing to provide nursing |

and review of facility policy, it was determined,

the facility failed to provide adequate staffing to and related services for Residents in ~

meet the residents needs for two {2) of three (3) the East and South Nursing units
nursing units, { East and South), The facility failed related to assistance with their meals
to serve meals in a timely manner resulting in as determined by care observations

cold coffee and food required reheating. In

addition, the facility failed to have adequate staff completed by the DON/Restorative

to provide Restorative services for eight (8) of Coordinator by 8/3/ 15.
twenty-five (25) sampled residents, (#2, #4, #5,
#7, #9, #16, #17, and #18). Criteria 2: -The facility has hired

nursing staff to fill all of the full time
positons on the nursing schedule for
sufficient staffing to provide nursing
and related services for all residents

Refer to F282, F311 and F384

The findings include:

The facility did not provide a policy on stafting. with current orders/care plan
interventions for restorative services.

dated 2013, revealed food would be dalivered .
promptly to assure proper temperature and high have bee‘n reviewed by the i
quality food. Restorative Team to determine
that they are involved in the most
interview on 06/23/15 at 2:00 PM, during the ;
Group Resident Council meeting, revealsd they a}lf I:trggnat;p gogrardn(s) based o‘n
do not have enough staff to help with the dining their identified needs. Restorative
experience and sometimes they would have to services are being provided in
Wai;'fhif% (30) to fOFgf (‘éﬂl} migute; for their accordance with the resident care
meals. The group stated lunch and supper were :
the worse timas o hava their trays delivered. plan as dgterm ined by care
observations completed by the

Review of Residant Council Minutes, dated i DON/Restorative Coordinator
05/17/15, revealed two (2) residents complained by 8/3/15.

the coffee was cold and one {1) resident i
complained the food was cold. Under the section
how this problem will be resolved, the Dietary
Manager documented coffee will be tempted prior
to meal service and Department Head meal
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monitoring rounds implemented 05/01/15.

Observation, on 06/24/15 at 7:12 AM, revealed,
the breakfast tray cart was delivered to the South
Unit. Certitied Nursing Assistant (CNA) #3 was
the only staff who passed frays. Unsampled
Resident E did not receive his/her tray until 8:32
AM, and required reheating prior to delivery.
Unsampled Resident F was served his/her
breakfast tray at 7:35 AM and complained it was
cold, CNA #3 reheatad the tray.

Interview, on 06/24/15 at 8:32 AM, with CTNA #3,
revealed he usually was the only stalf who pass
trays on the hall, however, the residents normally
didn't complain of cold food. Ha stated the
reason it took so long for Unsampled Resident E
to receive his/her tray was because hefsha
needed assistance and he was assisting
Resident #16 with breakfast first. He stated
Resident #16 usually didn't eat as much as
he/she had on this day.

!

i

Interview with CNA #4, on 068/24/15 at 12:35 PM, {
revealed the nurses did not help with passing
trays on a regular basis.

interview, on 06/25/15 at 8:34 AM, with CNA #1
revealed residents complained every morning of
food being cold. She stated they have to warm
up coffee and cocoa every moming, She stated
tha nurses will sometimes help and she had
reported the complaints to Administration.

Interview, on 06/25/15 at 8:42 AM, with CNA #2
revealed sometimes nurses would help pass
trays and sometimes they didn't. She stated
coffee usually had to be warmed up. She stated
it took a long time fo pass tray because they don't

x4} I SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION o
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
- The facility has hired nursing
F 353 | Continued From page 46 F 353 staff to fill all of the full time positons

on the nursing schedule for sufficient
staffing to provide nursing and
related services for all residents
related to meal tray delivery and
eating assistance, Hall meal tray
delivery schedules have been revised
by the Dietary Manager to determine
that residents are provided assistance
with their meals in accordance with
their care plan in a timely manner by
8/3/15.

Criteria 3: -The Staff
Development Coordinator has
received inservice education by
8/3/15 on the need to review all
nursing staff positon openings that
become available with the DON and
Administrator on a weekly basis so
that these may be addressed and
filled timely, as provided by the
Administrator.
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‘ -Nursing staff have
F 353 | Continued From page 47 3 F383| received inservice education by the
Svivri ::gggh staff and she gets ask fraquently to DONY/Staff Development
Coordinator by 8/3/15

Interview, on 06/25/15 at 8:55 AM, with
Unsampled Resident C, revealed he/she said the
food was good then stated it was “cold, cold,
cold". When ask if he/she had it rehsated,
he/she said "no, | didn't want bother anyone”.

Interview with the Director of Nursing (DON}, on
08/25/15 at 10:13 AM, revealed she
acknowledged there had been complaints of cold
food but thought it had improved at the last
Resident Council Meeting, She stated she was
aware Reslorative Aides were getting pulled to
the floor but primary care was her main focus.
She stated she was not sure if the problem was a
staffing issue.

Interview with Family Member #4, on 06/25/15 at
2:45 PM, revealed they were understaffed at the
facility and staff had to work double shifts all the
time. The family member felt Unsampled
Resident A was not being cared for appropriately,
mainly due o not having enough staff to meet the
residents needs. The family member ravealad
Unsampled Resident A was supposed to go back
1o bed at 8:00 PM; however, there were many
nights the resident did not get to bed until around
11:00 PM. The family member revealed the
facility admitted the resident on 02/08/15 and the
resident depended on staff for their care needs.

interview with Licensed Practical Nurse (LPN) #3,
on 08/25/15 at 3:10 PM, revealed meals had

been a big issue. She stated if someone called in
the nurses couldn’t help pass trays bacause they
had so many other things to do. She stated thers
was one (1) nurse for forty (40) residents, and

on the need to provide restorative
services for all residents as ordered/
care planned, and to provide timely
notification to the charge nurse,
program manager or restorative
coordinator of any services that can
not be performed for any

reason, for appropriate follow up.
Nursing staff have received inservice
education by the DON by 8/3/15 on
the revised hall meal tray delivery
schedules, and the need to

provide residents assistance with
their meals in accordance with their
care plan in a timely manner.

Criteria 4: -The Staff
Development Coordinator will
review all nursing staff positon
openings that become available with
the DON and Administrator on a
weekly basis so that these may be
addressed and filled timely.
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; I “The CQI indicator for the
F 353 | Continued From page 48 ; F 353, , Q -
. . ' monitoring of the provision of
she was responsible for accu checks, breathing . . .
restorative services in accordance

treatment, call lights, bed alarms, doctor's calls, : ) "
and anything eise that came up. She stated they with the care plan will be utilized

did not have statf to do Restorative. ‘ i monthly X 2 months and
then quarterly as per the established

interview with Certified Medication Technician

(CMT) #1, on 06/25/15 at 3:30 PM, revealed the CQI calendar under the direction of
facility had been short staffed for the last month the Director of Nursing. This tool
of s0 and she had worked seventy (70) hours a includes review of restorative

week the last month. She stated they were short . . .
staffed on this day and were only going to have doc?umentatlon a_‘nd observation of
two (2) CNA's for thirty-three (33) residents after resident restorative programs to
5:30 PM. determine that they are being

Interview with Family Member 42, on 06/25/15 at provided/documented in accordance
3:45 PM, revealed the facility was frequently short with the residents’ plan of care.
staffed. The family member revealed the resident -The CQI indicator for the
shouild be gotten up every day, but there were monitoring of resident meal

days when they could not get the resident up due . . o ;
to not enough staff present. The family revealed assistance in accordance with their

the resident was to have splints on everyday, care plan and in a timely

however, sometimes the splints were applied and manner will be utilized monthly as
sometimes they were not applied. per the established CQI calendar
Review of the daily staff provided by the Staffing under the dir ?Ction ?f the Dietary
Coordinator revealed: thers wers forty-five (45) Manager. This tool includes
residents on the North Unit, thirty-three (33) observation of meal service for 5

residents on the South Unit, and forty (43)

residents on the East Unit. Continued review of randomly selected residents to

the daily staffing revealed: the facility was three determine that they are being
{3) CNA's short on 08/24/15, with one Restorative provided their meal and any
Nursing Assistant (RNA) pulled to the floor at 2:30 assistance needed in a timely

PM, on 06/23/15 the facility was short three (3)

CNA's and two (2) RNA's short, on 06/22/15 RNA manner and in accordance

#1 was pulled to work the floor leaving only one with their plan of care.
{1) BNA to do Restorative, with the North and
East Unit still short one (1) CNA on each unit for Criteria 5: August 4, 2015,
the day shift, ’
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FRIENDSHIP HEALTH AND REHABILITATION, LLC

F 353 | Continued From page 49 F 353!
Continuad review of the Daily Staffing Sheet from
05/31/15 through 06/24/15 revealed the facility
was short at least one {1) staff member
twenty-two {22} of tweniy-three (23) days
reviewed. For six {6) of twenty-three (23) days
reviewed, a RNA was pullad to the floor, with all
three (3} RNA's pulled on 06/06/15. On 06/12/15
and 06/17/15 there was no Restorative Nursing
Agsistant scheduled.

Interview with the Staffing Coordinator, on
06/25/15 al 4:00 PM, revealed the facility had

. been short staffed the last couple months. She

; stated staff called in or guiet without notice. She
acknowiedge they wera three (3) staff short on
03/24/15 and five (5) staff short on 03/23/15. She
stated she was not aware there was seventy (70}
residents on the Restorative Program, She
stated they were normally not that short staffed
but four (4) or five (5) stalf went an maternity
leave. She stated she did not have to get
approval to pull Restorative staff and just notified
the East Unit Manager of the changes in the
schedule. She stated Registered Nurse #2 told
her the Restorative staff needed to quiet gelting
pulled. She knew Restorative had their work to
do and thought they were getting their work done.

Interview with the Owner of the Facility on
06/25/15 at 5:20 PM revealed he belisved the
probilem was a Nursing Service leadership
problem, He acknowledged they were short
staffed and had worked on getting naw staff in the
building.

F 364 | 483.35(d)(1)-{2) NUTRITIVE VALUE/APPEAR, F 354
88=E | PALATABLE/PREFER TEMP

Each resident receives and the facility provides
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. F 364 Food Temps !
F 364 | Continued From page 50 F 364 ) p - 8/4/15
" Each resident receives and the facility |
food prepared by methods that conserve nutritive | ides food d by hods |
value, flavor, and appearance: and food thatis | provides 1ood prepared by metho ~
palatable, attractive, and at the proper . that conserve nutritive value, flavor,
temperature, and appearance; and food that is ,
palatable, attractive, and at the proper
This REQUIREMENT s not met as evidenced temperature,
by N 273 902 KAR 20:300-10(4}(b)
Based on observation, interview, review of facility Section 10.

policy and review of facility audits, it was

determined, the tacility failed to ensure food was Dietary Services

served at a proper temperature to enhance the Each resident shall receive and the
tlavor of the meals served for the residents facility shall provide: (b) Food that is
safisfaction for two (2) of three (3) Nursing Units, palatable, attractive and at the proper

(East and South Units).
temperature.

The findings include:

Review of the facility's poficy titled, “Trmely Meal Criteria 1: Residents # 11, 25, and
eview of the facility's policy titled, "Timely Mea .

Service", dated 2013, revealed fcod would be unsampled r e,SJdentS E, F, and' G are
delivered promptly to assure proper temperaiure served meals in accordance with the
and high guality food. regulatory requirements as

. determined by Test Tray monitorin
Review of the facility's policy titled, "Dining Room srouec by Y oring

Service", dated 2013, revealed meals will be done daily X 1 week, then weekly X 3
distributed promptly 1o maintain adequate weeks, and then monthly thereafter
temperature and appearance. There should be by the Dietary Manager/Registered
enough stalf available in the dining areas to Dietician

assist those who need help and to handle any ’

situation that arises.

Interview with Resident #11, on 06/23/15 at 1:25
PM, revealed the food was not warm and it was a
frequent occurrence.,

Interview with Resident #25, on 06/23/15 at 1:50
PM, revealed the coffee was always cold.

Interview, on 06/23/15 at 2:00 PM, during the
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| Group Resident Council meeting, revealed they
; do not have enough staff to help with the dining
i experience and sometimes they would have to

| walit thirty (30) to forty (40) minutes for their
meals. The group stated lunch and supper were
the worse times to have their trays delivered.,

Review of Resident Council Minutes, dated
05/17/15, revealed two (2) residents complained
the coftee was cold and one (1) resident
complained the food was cold. Under the section
how this problem will be resolved, the Dietary
Manager documented coffee temperatures were
to be taken prior to meal service and Depariment
Head meai monitoring rounds were implemented
on 05/01/15.

Review of the Department Head meal monitering
calender for the menth of June, revealed no
monitoring of meals on Saturdays or Sundays.
Of the sixty-six (66) meals, during the week, for
Department Heads to sign up, only twenty (20)
meals were accounted for monitoring.

Observation, on 06/24/15 at 7:12 AM, revealed
the breakfast tray cart was delivered to the South
Unit. Certified Nursing Assistant (CNA) #3 was
the only staff who passed trays. Unsampled
Resident G did not receive histher tray untii 8:32
AM, and required reheating prior to delivery.
Unsampled Resident F was served his/her
breakfast tray at 7:35 AM and complained it was
cold. CNA #3 then reheatad the tray.

Interview, on 06/24/15 at 8:32 AM, with CNA #3,
revealed he usually was the only staff who pass
trays on the hall; howsver, the residents normally
didn't complain of cold food., He stated the
reason it took so long for Unsampled Resident G

[

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (x5}
PREFX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTIONM SHOULD BE COMPLETION
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CEFICIENGY)
: . Criteria 2: Residents are served
F 364 | Continued From page 51 F 364

i

|
i
{
!
H
i
|
|
|

meals in accordance with the
regulatory requirements as
determined by Test Tray monitoring
done daily X 1 week, then weekly X
3 weeks, and then monthly
thereafter by the Dietary
Manager/Registered Dietician,

Criteria 3: -Dietary staff have
received inservice education by the
Dietary Manager/Registered
Dietician on the preparation of food
to ensure that it is palatable,
attractive, and at the proper
temperature as completed by 8/3/15.

Criteria 4: -The CQI indicator
for the monitoring of tray service
food temperatures will be utilized
monthly as per the established

CQI calendar under the supervision
of the Dietary Manager.
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, -The facility has established a
F 364 | Continued From page 52 ! v

I (3) coffee cups had to be reheated.

to receive his/her tray was because he/she
needed assistance and he was assisting
Resident #16 with breakiast first. He stated
Resident #16 usually didn't eat as much as
he/she had on this day.

Observation of the breakfast meal, on 06/24/15 at .
7:45 AM, revealed a breakfast tray on the unit
was delivered to Unsampied Resident F. The
resident requested the coffee be reheated.

Interview with CNA #7, on 06/24/15 at 7:46 AM,
revealed the coffee was cold and she had
reheated it for the resident.

Observation of the breakfast meal, on 08/24/15 at
7:49 AM, in the East Dining Room, revealed three

Interview with Unsampled Resident E, on
06/24/15 at 7:50 AM, revealed the coffee was
cold and he/she asked the staff to reheat it,

Cbservation, on 08/24/15 at 11:21 AM, of the
lunch tray line temperatures, revealed: the
lemperature for the beef tips was 177 degrees
Fahrenheit (F), noddle temperature was 192.6
degrees F, vegetable temperature was 204
degrees F, and the soup temperature was 186
degrees F.

Obsarvation, on 06/24/15 at 12:12 PM, revealed
the food cart was delivered to the South dining
room. The last tray was passed at 12:19 PM.
Temperatures of the test tray was as followed:
Beef tips with noodles - 118 degrees F, the
vegetables - 111.0 degrees F, and the soup was
155.8 dagrees F.

F 364,

|

“Food Council” with residents,
families and staff as members. This
council will meet monthly to review
the facility meal service

compliance with the F 364
regulation, and to develop action
plans for any issues identified.

The first meeting was held on
7/13/15.,

Criteria 5: August 4, 2015
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F 364 | Continued From page 53 F 364

Interview with the Dietary Manager, on 06/24/15
at 12:30 PM, revealed she preferred the point of
service food temperatures to be greater than 120 ;
degrees F and the food was a little coid. ‘

Interview, on 06/25/15 at 8:34 AM, with CNA #1,
revealed Residents complained every morning of
foad being cold. She stated they had to warm up
coffee and cocoa every morning. She stated the
nurses would sometimes help and she had
reperted the complaints to Administration.

Interview, on 06/25/15 at 8:42 AM, with CNA #2
revealed scmetimes nurses would help pass
trays and sometimes they didn't. She stated
ceftee usually had to be warmed up. She stated
it took a long time to pass trays because they
didn' have enough staff and she frequently got
asked to work extra.

Interview with the Director of Nursing (DON), on
06/25(15 at 10:13 AM, revealed she had been
informed by the Dietary Manager of complaints of
cold food and audits were being conducted. She !
stated sha had not been told of the outcome of
those audits. She stated now it was a
collaborative effect and the process had not been :
brought together.

Interview with the Dietary Manager, on 06/25/15
at 12:56 PM, she had been at the facility since
October 2014. She stated it took ten (1 0)
minutes to fill the tray cart, then the cart was
taken to the floor where a nurse had to sign and
time the dellvery of the carnt. She stated this was
implemented because the carts were taking too
long to be delivered. She stated that was fixed
now. She stated she had received complaints ;
about cold food and coffee. She stated she |
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: suggested a beverage cart to go with the cart
 instead of coffee poured in the kitchen and placed

Continued From page 54

on the tray. She stated it was stifl a work in
progress. She stated she had a meeting with the
Administrator and Dietician every Monday and
had discussed trays wers taking to long to be
dellvered. The Administrator then implemented
for Department Heads to sign up to help pass
trays at meal time. She stated she had not really
talked with the Director of Nursing about the cold
tood but stated she played a big rale in trays
being passed in a timely manner. She went on to
say they had conducted audits and found it was
taking too long to pass the trays.

Review of Test Tray Audit Form, dated 04/29/15
was conducted by the Dietician. The cart left the
Kitchen at 8:08 AM, and arrived on the North Unit
at 8:11 AM. The first tray was not passed until
8:19 AM with the last tray served at 8:29 AM.
The temperatures wera checked on a regular
puree diet. The oatmeal temperature was 131.8
degrees, the eggs were 111.1 degrees, the bread
was 91.7 degrees and sausage and gravy was
112.3 degrees. The comments written on the
audit form stated food wouid have been more
palatable i warm.

Interview with Licensed Practical Nurse (LPN) #3,
on 06/25/15 at 3:10 PM, revealed the meals have
been a big issue. She stated if someone called
in, the nurses couldn't help pass trays because
they had so many others things to do. She stated
there was one (1) nurse for forty (40) residents,
and she was responsible for accu checks,
breathing treatment, call ights, bed alarms,
doctors calls, and anything else that comes up.

Interview with the Owner of the Facility, on

F 364
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