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F 000 INITIAL COMMENTS

A Recertification Survey was initiated on
: D4/28/15 and concluded on 05/14/15,
Deficiencies were cited with the highest Scope
rand Severity of a "G",
157 483.10(b)(11) NOTIFY OF CHANGES
§8=D " (INJURY/DECLINE/ROOM, ETC)

© A facility must iramediately inform the resid

; consult with the resident’s physician: and if ‘
“known, notify the resident's legal representafive

cor an interested family member when there is an
accident involving the resident which results in

“injury and has the potential for requiring physician
intervention; a significant change in the resident's -

* physical, mental, or psychosocial stafus (i.e. a

. detericration in heaith, mental, or psychosocial

“status in either life threatening conditions or

- clinical complications); a need {o alter treatment

significantly (i.e., a need to discontinue an

-existing form of treatment due to adverse
consequences, of to commence a new form of

- treatment); or a decision to transfer or discharge
the resident from the facility as specified in

 §483.12(2)

- The facility must also premptly notify the residen:

. and, if known, the resident's legal representative

“or interested family member when there is a

. change in room or roommate assighment as

“specified in §483.15(e)(2); or a change in

- resident rights under Federal or State law or
reguiations as specified in paragraph {b)(1) of

: this section.

: The facility must record and periodically updats
the address and phone number of the resident's
: legal representative or interested family member. |

F 000 Preparation and execution of this plan of:
. correction does not coastitute an admission of
"or agreement by the provider of the truth of the
facts alleged or conchusions set forth in the
statetnent  of  deficiency, This Plan of
- Correction is prepared and executed solely
s zbecause Federal and State Law require i,
“Compliance has been and will be achieved no
1an the last completion date identified in
RE C. Compliance will be maintained as
- proyided in the Plan of Correction. Failure to
__dispute or challenge the alleged deficiencies
* below is not an admission that the alleged facts’
. occurred as presented in the statements. '

Fis7D

" Residenis Affected ;
. The physician for Resident # 8 was notified of)

" the rash under the left breast and for the:
- excoriation to the buttocks on 4-30-15 by the!
charge nurse. Treatment orders were received.
A skin assessment for resident #8 was
. conducted again on 5-6-15 by the unit
manager and the condition of the skin issues
© have improved with less surface area and
redness.
The physician for Resident #2 was notified of
the red rash and chafing under the abdomen
folds, the excoriation between the buttocks and
the perineal area on 4-29-15 by the treatment
nurse. A skin assessment for resident #8 was
conducted again on 35-6-15 by the unit
manager and the condition of the skin has

improved.

Fdentification of Other Residents
All residents in the facility has a potential to
be affected. On 5-19-15 thru 5-26-15 complete

et s
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+ head to toe skin assessments was performed on
F 157 all the residents by the administrative team

F 15?; Continued From page 1

. This REQUIREMENT is not met as evidenced
“by:
. Based on observation, interview, record review
and review of the facility's palicy, it was
- delermined the facility failed to notify the
Physician when there was a significant change in
*a resident's physical status: or for 2 need to alter
 treatment for fwo (2) of twenty-two (22) sampied
residents {Resident #8, and #2).

Resident #8 was observed during a skin
fassessment performed on 04/29/15, to have an
_rash under the left breast and excoriation to the
“buttocks. Interview with the nurse performing the
. skin assessment revealed the Certified Nursing
Assistant (CNA) assigred o Resident #8 had
“informed him of the changes in the resident's skin

condition earlier in the shifi. However, record
‘review on 04/30/15, revealed no documenied
. evidence the Physician was notified and an order
~obtained for treatment to the rash and excoriatad

_ area.

- Also, Resident #2 was observed during a skin
assessment on 04/29/15, to have red rash areas

- and chafing under the abdominat foids, redness

. to the perineal area and excoriation between the

"buttocks. Interview with the nurse performing the
sKin assessment revealed no evidence the aregas -
had been identified priot to the skin asseassment.

| Review of the medical record on G5/05/15,

. revealed orders were obtained on 04/29/15

refated 1o the redness to the perineal area and
the excariation between the huttocks. However,

further record review revealed no documented

- evidence the Physician was notified of or an grder
obtained for treatment of the chafing and rash

which included the DON, Unit managers,
¢ Infection Control nurse, QA nurse, and shift
Supervisors.
“The skin  assessments completed  were
. reviewed by the DON and the physician was
notified of amy skin abnormalities and
. ftreatment orders were obtained as needed.

- Systemic Changes

- The RN Nurse educator, QA nurse and the
Infection control  nurse performed  skin
assessmemt  competencies on  all licensed
nurses including RN’s, LPN’s and CMT’s:
beginning on 5-29-15 and completed on O-14-
L5. This skin assessment competency has been

- added to the facilitics new hire orientation
program, i

An in-service was conducted with the licensed .
nurses including RN’s, LPN’s and CMT’s on |
5-29-15 thru 6-14-15 by the RN Educator and -
the Infection control nurse regarding
completing a thorough skin assessment and
notifying the physician immediately if any
skin abnormalities identified during a skin
. assessment and/or any changes of condition.
This in-service information has been added to
the new hire and agency orientation packet
which is curremtly being provided 1o the
i agency personne! by the staffing coordinator.

The infection control nurse began on 6-8-15

reviewing the shower sheets that are being -

completed by the SRNA’g Monday thru
. Friday; the weekend supervisor reviews the

shower sheets on Saturday and Sunday.

The treatment nurse is reviewing  skin -

assessments completed by the licensed nurses

IRM CMS-2567(02-99) Previous Versions Ohbsoiete Evant D 5HEM ¢
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~area of the resident's abdominal foids,
The findings include:

!
!
[
i
!
|
fi ‘
i F 157 . Continued From page 2
|
]
| :
/ Review of the facility's policy titted, “Notification of
- Changes", undated, revealed it was the policy of
] the facility to notify the Physician of any changes
I -1In a resident’s physical, mental or psychosocial
! well-being,
1. Review of Resident #8's medical record
“revealed the facility admitted him/her on
- 03/04/15, with diagnoses which included Colon
- Cancer and Chronic Obstructive Pulmonary
. Disease {COPD). Raview of the G3r11/45,
I - Admission Minimum Data Set (MDS)
! - Assessment revealed the facility assessed
Resident #8 to have a Brief Interview for Mental
- Status (BIMS) score of ten (10} out of fifteen (15) .
| which indicated moderate cogritive impairment.
;

Review of a Hospital Discharge Summary, dated
04716715, revealed Resident #8 was admitted to

the hospital on 04/08/15 and discharged back to
“ the facility on 04/16/15.

i Review of the Re-Admission Resident Dats
Collection Form section tited, "skin condition",
s completed on 04/22/15 after Resident #8's
re-admission, revealed the resident had redness
lo the left armpit. Review of Resident #8's
Re-Admission Physician's Orders revealed orders
- for: bedrest; palliative care: Remedy Nutrashield
with Ofivamine (skin protectant lotion) to buttocks -
- and perineal area every shift and as neaded
{(prn); and cleanse reddened area 1o loft armpit

- with soap.

. Observation of Resident #8's skin assessment on

., Monday thru Friday to validate that the
F 157 bhysician has been notified of any skin

abnormalities including  rashes, abdomen

chaffing and excoriation and will report

findings to the DON daily. The weekend
supervisor will review the skin assessments on -

-Saturday and Sunday and submits their audits
to the DON on Monday morning

: Monitoring
~The infection control nurse began on 6-8-15
reviewing the shower sheets completed by the

SRNA’s Monday thru Friday; the weekend

supervisor reviews the shower sheets on
Saturday and Sunday.

The treatment nurse s reviewing  skin
‘assessments completed by the licensed nurses .
Monday thry Friday to validate that the
physician has been notified of any skin:
abnormalities including rashes, ahdomen
chaffing and excoriation and will report:

“findings to the DON daily. The weekend
supervisor will review the skin assessments on

: Saturday and Sunday and submits their audits

to the DON on Monday morning.

‘The DON will submit the findings to the.

monthly  Quality Assurance and  Safety

‘Committee meeting which consists of the:

Medical Director, DON, Administrator,

Consultant pharmacist, Infection control nurse,

Quality  assurance nurse, Social services
“director and the Dietary manager for review
and recommendations,

Date of Correction:
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F ‘157; Continued From page 3 F 157

- 04/29/15 from 10:50 AM until 11:20 AM.

- performed by Licensed Practical Nurse {LPN) #2,
the nurse assigned io the resident, with CNA #25
 assisting, revealed Resident #8 had red

» excoriation to the buttocks and had a red rashy
“area under the left breast. Interview with LPN #2
¢ at the time of the skin assessment, revealed CNA
. #25 had informed him of the areas of skin
‘breakdown earlier in the shift
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Record review revealed no documented evidence
the Physician was notified of the rash under

- Resident #8's left breast or excoriation of his/her
buttocks. Review of Resident #8's Physician's

- Crders revealed no documented evidence of naw

. orders obtained for treatment of the areas unti

1 04/30/15. Review of the Physician's QOrders
obtained and dated 04/30/15, revealed orders
were recaived for Nysiatin Powder to be apolied

1o the resident's left and right breast after
cleansing every shift and as needed: and to clean

“and dry Resident #8's butlock area and apply '

: Calazime Cream (a skin protectant paste) to the
reddened area every shift and as needed.

e et e
e et e e

Continued interview on 04/30/15 at 2:30 PM with
“LPN #2, revealed he did not immediately notify
. the facility's Wound Nurse or the Physician about
'the rash area under Resident #8's left breast or
: the excoriation fo the resident's buttocks on
04/28/15. He stated he had not notified them
i because 04/29/15 was the first day he was
assigned to Resident #8, and he was uraware
" whether the areas were new. Per interview, ha
_did not check Resident #8's medical record, but
“thought there was already orders in place for
treatment of the areas.

e et s -

2. Review of Resident #2's medical record

ORM CMB-2567{02-28) Pravious Versions Obsaolete Event 1D: SHEM 13 Facility iD: 100835 i continuation sheat Page 40 13
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F 157 Continued From page 4
. revealed the facility admitted the resident an
- 09730714, with diagnoses which included Cereb
. Vascular Accident (CVA), COPD and Diabetes
Meliitus. Review of Resident #2's Significant
: Ghange MDS Assessment dated 01427715,
revealed the facility assessed the resident as

rat,

- having a BIMS score of fifteen (15) out of fifteen

(15} indicating he/she was cognitively intact.

. Review of the Hospital Lischarge

Summary dated '

| 04/23/15, revealed Resident #2 was admitted to
- the hospital from 04/63/15 until 04/23/15, where

the resident was treated for Lower Extremity
- Ceilulitis with intravenous {1V} antibictics.

'Review of Resideni #2's Re-admission

: Physician's Orders dated 04/23/1 5, revealed an

order for Remedy Nutrashield with Olivamine to

- the buttocks and perineal area every shift and a

. needed.

S M

s Observation of Resident #2's skin assessment on

04/29/15 at 2:25 PM,
“facility's Wound Nurse), revealed {
,'ed rash chafing areas under the &
‘redness to the perineal area and excoriation
- between the buttocks. Interview with LPN #5,
“during the skin assessment, revealed she was

performed by LPN #6 (the
he resident had

bdominal folds,

‘ unaware of Resident #2 having the areas of skin
~breakdown under the abdominal foids and there

“was no order for treatment of the area. | PN #5
. stated, she was also unaware of the redness io

Resident #2's perineal arez and the excoriation
. between the buttocks.

- Continued record review revealed Physician's
_ Orders dated 04129118, received by [PN#5 to
“ Cleanse Resident #2's perineal ares with s0ap

and water, pat dry, and apply Remedy

Calazime

F 157
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F 157 Continued From page 5 F 157,

!
i
! - Cream with every incontinence or voiding episcde .
{ . Or every shift for fourteen (14) days. Confinued
! " review of the 04/29/15 Physician's Order received
} : by LPN #6 revealed to cleanse Resident #2's
f cocoyw/inner buttocks excorifation area with 08P
! +and water and apply Calazime Cream four {4)
times a day and as needed for fourteen {14)
i “days. However, further review of the Physician's
. Orders revealed no documented evidence of new
| “orders received for treatment of the redness and
- chafing to Resident #2's abdominal folds.

Interview with LPN #6/\Wound Nurse on 05/06/15
at 5:50 PM, revealed during Resident #2's skin
assessment with the Surveyor on 04/29/15, she
_had failed to write down alf the skin issues
“identified. According to LPN #68/Wound Nurse,
 therefore, she had not notified the Physician of
the redness and chafing of the abdominal folds
. and obtained orders for treatment of the area.

|

f

) - Interview, on G5/01/15 at 4:10 PM, with the ,
! Attending Physician for Resident #8 and Resident
i . #2 reveaied it was his expectation he be notified

f _for any new areas of skin breakdown.

|

. Interview, on 05/02/15 at 8:00 AM. with the

* Director of Nursing (DON), and on 05/06/15 at
. 6:10 PM with the Assistant Director of Nursing
(ADON), revealed the Physician should be

- notified of any new areas of skin breakdown in
“order to obtain treatment to prevent further

{ breakdown, as per the poiicy.

. 483.15(a) DIGNITY AND RESPECT 0OF

_ F 241
T INDIVIDUALITY

Uy T
)y
]

- The facility must promote care for residents in a
- manner and in an environment that maintains or

- Residents Affected
On 5-6-15 Resident #22 medical record was

F241D

reviewed by the social services director and

ORM CMS-2567(02-89) Pravious Versions Obsoletz Evert ID: SHSM 11
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& 241 . Coniinued From page 6 : F 241 the MDS coordinator for any behaviors not |
enhances each resident's dignity and respect in addressed in the comprehensive care plan and
- full recognition of his or her individuaity. ? social services progress notes. Restdent #22 is
'  being addressed properly and in a dignified
i : “manner by all staff as evidenced by interviews
: This REQUIREMENT is not met as evidenced . by the social services director or the
by administrator weekly and no issues have been
- Based on interview, record review and review of voiced by resident #22.
i the facility's policy, it was determined the facility ; . . .
| failed to ensure residents were treated in a ' Identification of Other Residents
, - manner which maintained or enhanced each : - All residents has the potential to be affected.
resident's dignity and raspect for one (1) of Interviews were‘conducted with 52 residents
s twenty-two (22) samipled residents (Resident : - assessed as having a BIMS score of 8 and
#22). above for any allegations of dignity concerns
, : starting 5-7-15 thru 5-13-15 which were
| - t G ina . conducted by the Administrator, Social
J Resident #22 reported to a Certified Nursing : : by >
| Services Director and Human Resources

!

I

i

J

|

I

i

f

!

|

- Assistant (CNA]J that another CNA had called : !
- him/her the "N word during a fire drill procedure. - Director. ) . ) !
- Resident #22's allegation was documented on the In addition, the social services directors §
performed a psychosocial well-being check !‘

{

E

|

E

|

]

i

{

!

f

|

]

E - facility's Behavior Monitoring Record form for the Lorim _ h
i resident, dated 02/26/15, signed by staff and : - which included any changes in cognition,
noted to have been reviewed by the Social behaviors, mood changes, or depressive

Services Director (S8D). At a Care Conference - symptoms on 48 the residents with a BIMS

- meeting held on 03/12/15, Resident #22 reported . score below 8 to identify any signs and
symptoms of distress. No concemns were

the same allegation to staff present, and the CNA - Sympl _
- identified by the resident was sent to be ~ identified. This was completed on 5-13-15,
re-educated on abuse and Residents Rights on

i'
J 103/13/15. However, the facility failed to : Systemic Changes o o
} determine if other residents residing in the facility Re-training of the Administrator, Social’
- were freated with dignity and ensure staff : * Services Director and Human Resource
[ . provided care in a manner to maintain each _ Director conducted by the Regional Director
f “resident's dignity. : " of = Qper&tions and Regional Director of
i - Clinical  Services on  reporting  and
! The findings include: investigating allegations of failure to maintain
I _‘ : - the resident’s dignity on 5-7-15.
" Review of the facifity's poticy titled, "Quality of ' - .
- Life-Dignity", revised November 2010, revealed EI}mservnc:r;g?flo; ?1” sta}ffé_:g e;wh dePa““Fe“‘
“each resident was to be cared for in a manner ‘ egaz;ont. - dtci—oug _t‘s- i‘}; refpgf-tmgd’
that promoted and enhanced his/her quality of m;es 'gating ar; t,Ocumeg ing | ? aviors anh
life, dignity, respect and individuality. Per the  cancing, protecting and maintaining eac
Event 1D 5HSM11 Feeility 1D: 100638 if continuation shaet Pags 7of 134
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F 41, Fesident’s dignity, The in-servicing will be E

F 241 Continued From page 7
- Policy, residents wers treated with dignity and
respect ai all imes. The Policy revealed "reated ‘
“with dignity" meant the resident was assisted in
. maintaining and enhancing his/her self esteem
“and self-worth. Further Paolicy review revealad
. staff were fo speak respectiully {o residents at afl -

times.

Review of Resident #22's medical record
revealed the facility admitied the resident on
 08/26/14, and re-admitted him/her on 09/30/1 4
- with diagnoses which included Anemia, Heart
: Failure, Type If Diabetes, Chronic Kidney Disease
Stage IIf and Muscle Weakness, Review of the

Quarterly Minimum Data Set (MDS) Assessment

dated 03/27/15, revealed the facility assessed

Resident #22 as cognitively intact.

lnterview, on 05/02/15 at 8:25 AM and 1141 A,
. with Resident #22 revealed an "aide” had caited
“him the "N" word about two (2) months ago, but it
-had not bothered him/her. Resident #22 reveaied

he/she reported the incident to staff at ihe time it
s aceurred, and also reported the incident again at

a care conference meeting about two (2) months
fago. Further interview with Rasident #27

revealed no one from the facility had ever
Cinterviewed him/her regarding the incident,

Interview, on 05/04/15 at 12:29 PM, with CNA#7

revealed during a fire driil on 02/26/15, Resident
F#22 got upset when she was closing the

resident's door and had yelled, cursed and threw
Hitems at her. CNA#7 revealed, after the fire driff,
_Resident #22 told another CNA, CNA #25. she
{CNA#7) had called him/her the "N" word. :

Continued interview revealed however, it was not
- true that she hiad called Resident #22 the "N" :
. word. Perinterview, Resident #22 aiso told CNA

conducted by the RN nurse educator after -
‘receiving  education  from  the Regional
Director of Clinical Services, Post- tests were
* conducted after the in-servicing. '

The Social Services will start receiving a copy |
~of ail physicians® orders each morming to
review for any deletion, addition or changes in:
: psychoactive medications and the 24 hour
feports each moming for any new and o
‘escalating  behaviors  and/or resident

psychosocial issues that may need to be
reported or investigated. In addition, if
escalating behaviors or concerns are identified
thru this process, the social services will

~document findings, review care plans for

appr_()priate behavioral interventions and notify
nursing if physician needs to be notified of
identificd escalaling  behaviors.  The

" administrative team which would include the
Administrator, DON, Social services, Unit

managers, QA nurse, Infection control nurse,

treatmgnt nurse, shift supervisors, Weckend
Supervisors and MDS  Coordinators are
: responsible for observation of staff providing

care to the residents fo ensure they maintain

‘and  protect  resident’s dignity. These
. observations are on-going daily Monday thru

Sunday and any jssues identified are reported

. to the social services department, the DON or

the Administrator, Any allegation of failure to
maintain the resident’s dignity to be reported
to OIG by the Social services director and the
Administrator.

Monitoring
The administrative team which would mclude
the Administrator, DON, Social services, Unit
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‘ Cn g ) - : managers, QA nurse, Infection control nurse, {

: #.13 and CNA #Zb. if she {CNA #7) repoﬁe_d . treatment nurse, shift supervisors, Weekend

“himiher for behaviors the resident was gangto supervisors and MDS  Coordinators  are

! : (Sjaf\ifASQ? h‘?]d Calffshhfm{st?f (t“)hh?A‘N ‘ WO:E dt Per ; responsible for ohservation of staff providing
; v/, 8Nhe anc the o er s went fo the - care to the residents fo ensure they maintain

L nurse's station after the incident invelving : and  protect resident’s dignity. These

{ Resﬁgnt #22, and reported the resident's . :  observations are on-going daily Monday thru
allegation to a nurse who no longer works at the " Sunday and any issues identified are reported

5 ;acgsh(;yé;;g I,,Tséa;?dg,{g g g;ﬂha\;tgf Mom,;‘c?;’ gorm& ' - to the social services department, the DON or

; sff eeh ad included a w ritten S‘A{,\zeg}?{:?ﬁﬁ g’naz ; - the Administrator. Any allegation of failure to

from CNA #13 and #25. who ‘; od the p _ - maintain the resident’s dignity will be reported.

ren 71 anag #ey, >in © : to OIG by the Social services director and the
statement, about what they witnessed and heard. : .
Administrator. i

!
I/ - Further interview revealed the next day, G2/27/15.
. she had informed the SSD of the incident :
{ invelving Resident #22 and that she had
completed the Behavior Monitor Form.

: behavigrs resulting in an allegation of failyre |
to maintain the resident’s dignity that is |
reported to the Social Services affice, DON or

1

} ' Review of the facility's Behavior Monitor Record ‘ * by any other department and will be reported

I form, dated 02/26/15 at 9:30 £M, revesled 4 10 OIG and then the facility will began
writien statement signed by CNA %7, CNA #13. _ investigation,

' The Administrator wil} review  grievances
:Mond‘ay thra  Friday which have been
submitted to social services, or to the DON for

|

|

!

|

l

|

The Administrator will be informed of any !
f'

!

|

|

}

!

]

. Resident 22 displayed behaviors which included

) “and CNA #25, which noted during a fire drifl
]
] yeiling, calling CNA#7 a "bitch” and throwing

, items. Continued review of the written statement review of possible fatlure to maintain the
. 0n the back of the document revealed Resident resident’s  dignity and OIG reportable |
" 22 reported to CNA #25 during the incident ) oceurrences, i
/ ; he/she was called a "nigger” by CNA#7. Further The administrator wili report findings to the J
review of the written statement revealed Resident : monthly  Quality Assessment and Safety !
’  #22 had told CNA #25 hefshe had called the - Commitiec meetings which consists of the ‘f
|  "aide" a "bitch” and if the "aide” turned the : Medical  Director, DON,  Administrator, |
[ resident in, he/she was going to turn the "aide” in : - Consultant pharmacist, Infection control nurse, E
. for calling him/her the name. Review of the _ " Quality  assurance musse,  Social Services: |
“Behavior Monitor Record revealed it was signed s director and  the Dietary for review of ;
by a Licensed Practical Nurse {LPN), who no : compliance and recommendations, |
_longer worked at the facility, as the SUpervisor. f !
: - Date of Correction: !
: Interview, on G5/04/15 at 10:38 AM. with CNA #25 . !
revealed CNA #7 and CNA#13 were standing by I
. Resident #22's door and asked him to check on f
Event 1D 5HSM11 Faciiity 1; 1008238 If cortinuation sheet Page S of 134
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} F 241" Continued From page 9
! the resident. CNA#25 revealed when he went in :
} Resident #22°s room the resident reported calling
| CNA#7 the “B" word and she (CNA#7) called
[ him/her the "N" word, Per interview, he had toid
[ Resident #22 to report the incident, and was told
. by the resident if CNA #7 turned him/her in then
the resident was going to report her in for calting
- him/her the "N” word. Continued interview
revealed all three (3) CNA's went to the nurse's
*station and he explained everything to the nurse
| there; however, couid not recall the nurse's :
name. CNA#25 revealed the nurse had CNA#T
complete the Behavior Monitor record and she
“and CNA #13 signed as witnesses,

Interview, on 05/04/15 at 1:15 P, with CNA #13
- revealed after the fire drill CNA#7 had told her
Resident #22 was upset and throwing things at
“her. Per interview. wher she went to check on
Resident #22, while CNA#7 sfayed outside the
foom, the resident yelled he did not want that g
- back in histher room. CNA#12 revealed
Resident #22 was very upset and CNA #7 said
- she was gong to fill out a Behavior Report.
Continued interview revealed Resident #22 then
- stated if CNA#7 told on him/her, then the
_resident was going to te!l she had called himher
“the "N" word. CNA#13 stated she got Resident
: #22 to calm down, went to the nurse's station and
- CNA#7 wrote the statement about what
: happened and she and CNA #25 signed as
witnesses. Further interview revealed they had
' signed the written staterment because Resident
 #22 had told CNA #25 hefshe was going io tell
- the facility CNA #7 had called him/her an "N*,

e e e

Interview, 05/02/15 at 12:15 PM and on on
- 05/03/15 at 9:15 AM. with the SSD revealad

<

Resident #22 reported an “side” called him/her

ORM CMS-2587(02-99) Previous Versions Obsolete Svent [D: SH5M 1

Facility (D 100638

if continuation sheet Page 10 of 134



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 0&/26/201
- FORM APPROVE
OMB NO. 0938.039

CENTERS FOR MEDICARE & MEDICAID SERVICES

i STATEMENT OF DEFICIENCIES

(X3} PROVIGERISUPPLIER/CLIA

AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

185215

X2y MULTIPLE CONSTRUCTION {X3) DATE SURVEY
COMPLETED

A BUILDING

§ B WING 05/14/2045

e e i

i
NAME OF PROVIDER OR SUPPLIER

PROVIDENCE PINE MEADOWS

STREET ADDRESS, CITY, STATE. ZIP CODE
1608 HILL RISE DRivE
LEXINGTON, KY 40504

I
]

FROVIDER'S PLAN OF CORRECTION

|
|
|
|
|

(X4yiD SUMMARY STATEMENT OF DEFICIENCIES 18]
PREFIX . (EACH DEFICIENCY 8MUST 85 PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE
TAS REGULATORY OR L8C IDENTIFYING INFORMATION} TAG CROSE-REFERENCED TO THE APPROPRIATE
DEFICIENCY?
F 241

F 241 Continued From page 10
. the "N" word and he discussed the incident with
" the resident. Per interview, during the discussion
. Resident #22 did not appear to be in any
“emolional distress. The SS0 revealad the "aideg"
- had documented the incident on the Behavior

Monitor sheet, on 02/26/15, which he had

‘reviewed. According to the SSD, since he knew

both Resident #22 and the "aide” he locked at the

“incident only as a behavior episode, as both the

, resident and "aide” reported they were called a

‘name, Continued interview revealed the SSD

: was alse aware Resident #22 feported the
incident at a care conference meeting, on

* 03/12/15, which was attended by the facility's
other Social Worker (SW). The SSD reveated

~the other SW went to the Administrator and
reported what Resident #22 had said in the care
conference; however, the incident was viewed as

- @ resident behavior,

:Interview, on 05/04/15 at 11-48 AM, with SW #1
revealed she was st the care conference, on

L 03712/18, when Resident 22 reported helshe and
CNA#7 had exchanged words. Per interview,

" Resident #22 stated during the care conference
when the "aide” exited the room she had

mumbied the "N” word; however, the resident

was not upset when discussing the incident. Sw

#1 revealed after the care conference she talked

_to the Unit Coordinator (UC} about the incident

“reported by Resident #22. and later the
Administrator asked her what had happened at

" the care conference.

Interview, on 05/14/15 at 1:45 PM, with both the
. SSD and SW #1, revealed staff's alleged use of
the "N" word reported by Resident #22 was
. considered labeling and disrespactful. Both
revealed if there was a possible concern or
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F 241 Continued From page 11
~incident regarding residents’ dignity by sia#f, other :
residents were interviewed lo determine if they
- also had dignity concerns, They stated staff were

also re-educated if a concern or incident :
- happened; however, neither the SSD or SW #1
couid verify staff re-education had been

l ‘ completed after Resident #22 made the

allegation. Further interview revealed they were

“not sure if the facility needed to interview other

: interviewable residents related to how they were
| treated by siaff based on this particutar incident,

/ Interview, on 05/04/15 at 12:30 PM and on

i - 05/14/15 at 12:50 PM, with Registered Nurse

; (RN} #2/Unit Coordinator {UC) revealed she had

' - not known about the allegation until days later

] when called into the Administrator's office and

[ questioned about the incident on 02/26/15. RN

5 #2/UC revealed the "N” word was derogatory and
* not a dignified way (o speak fo a resident. :

} Continued interview revealed the Administrator

' “was comfortable allowing the "aide" to work after

) _she had received the re-education on abuse.

f - Further interview revealad she was not aware of

! . other residents being asked i they had dignity

f S concerns or of staff being in-serviced: however,

; . that was something which should have been

done.

- Further interview with CNA #7, on 05/04415 at
12:25 PM, revealed sometime later after the
| - incident, she met with both the Adminisirator and
: the Unit 2 Coordinator. Per interview, she told
- them about the incident involving Resident #22
which she had reported to the the nurse. and told
- them she docurnented the incident on the
Behavior Report. CNA#7 revesled the
- Adrrinistrator then sent her o do "hands on”
tralning on abuse.

F o4t

|
I

|
l
|
f
|
|
|
|
|
I
|
|
Ir
|
i
|
/
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e e e,

Fersonnel record review revealed CNA #7 was
- trained on 03/13/15, by the Staff Developmeni

Coordinator (SDC) on information which included

 the Centers for Medicare and Medicaid's {CMS)
- modute titled, "Hand in Hand: What is Abuse"?

- Inferview with the SDC, on 05/14/15 at 125 B,
revealed she trained staff during orientation and

“annually on Resident Rights and dignity. The

- SDC revealed staff were trained to treat residents
with dignity and respect and were not to labei

s .

s residents. Per interview, she was unaware of any

dignityfabuse incident, but had been toid io frain
- CNA#7 on abuse and dignity. Continued

interview revealed staff using the "N" ward was a
“dignity issue for a resident, and this was not

reported, the faciiity needed to talk to oiher
- residents lo see if they had any dignily issues and
staff should be inserviced. Further interview

- on abuse and Resident Rights between January
and March 2015,

e U

Interview, on 05/14/15 at 1-00 PM, with the

' Director of Nursing (DON} revealed aif siaff were :

10 treat residents with dignity and reéspect and
“they had inserviced nursing staff refated to
- dignity, Resident Rights, on 03/27/15. The DON
5 stated however, she was unsure why the facility
. had provided the inservicing on 03/27/15,
Continued interview revealed the use of the "N"

fword by staff was both labeling a resident and not

-respectiul. Per interview, however, she was not
aware of the allegation made by Resident #22.

. The DON revealed with any allegation in which
staff talkad (o a resident inappropriately, all

finterviewable residents should be interviewead

cacceptable. The SDC stated if an allegation was

revealed she had provided staff annual inservices .

9]
PREFIX {EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE
BEFICIENCY?Y
F 241
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the alleged incident.

Interview with the Administrator. o 05/02/15 at
$12:21 PM, revealed the incident involving

, Resident #22 was brought to his attention, and he
“spoke with CNA#7 who told him the resident was
upset she closed the door during the fire driii. Per

“interview, CNA#7 aiso told him Resident #22

: threw things at her and called her the "B* word.
The Administrator revealed CNA #7 reported

Resident #22 told other CNA's if she reported

. him/her, then the resident was going fo telf CNA

#7 had used the "N" word, Continued nlerview

. revealed CNA #7 denied calling Resident #22 the :

"N"word, Per the Administrator, he believed
- Resident #22's statement was 2 threat of
retaliation against CNA #7. and he viewad the

“incident as a resident behavior. £ urther interview -

revealed the Administrator was proactive and
“sent CNA#7 to be inserviced on resident verbai
. behaviors: however, he had never discussed the
“incident with Resident #22.

Additional interview with the Administrator, on
- 05/14/15 at 2:00 PM, revealed in order to
determine if use of the "N" word by staff was
- considered a dignity and respect issue, the
person being cafled the name would have to he
- asked abeut it. The Administrator revested the
facility had not determined the "N* word was used
* by the staff persor. According to the
. Administrator, the facility had not interviewed
“other interviewable residents, after the incident
. and prior to the current survey, regarding any
~dignity concerns. Further interview revealed afl
: staff were inserviced on dignity from January to

March.
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! F 279 4B83.20(d), 483.20(k)1) DEVELOP

i 8S=G COMPREHENSIVE CARE PLANS

f A facifity must use the resufts of the assessmeant
/ - to develop, review and revise the resident's

comprehensive plan of care.

The facility must develop a comprehensive care
- plan for each resident that includes measurable
objectives and timetables o meet a resident's
‘ medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
‘assessment,

" The care plan must describe the services that are

- to be furnished to attain or maintain the resident's
highest practicable physical, mental, and

- psychosocial well-being as required under
§483.25; and any services that would otherwise

- be required under §483.25 but are not provided
due to the resident's exercise of rights under

'+ §483.10, including the right fo refuse treatment

- under §483.10(b)(4),

' This REQUIREMENT is not met as evidenced
- by
f * Based on interview, record review and review cof

¢ the facility'’s policy, it was determined the facility
fatied to ensure & Comprehensive Care Pian was _

. developed for each resident which inciuded
measurable objectives and timetables to meet 2

resident's medical and nursing needs identifisd
through the comprehensive assessment for one

{1) of twenty-two (22) sampled residents
{Resident #8).

. Review of Resident #8's Comprehensive Cars
‘ Plan revealed the facility had assessed and care
planned the resident as at risk for infury. Review 7

F279 G

£27g’

- Residents Affected
. The comprehensive care plan for Resident # §
has been developed to include the bed alarm

utilized in her fall rigk category on 5-4-15 by

‘the MDS coordinator. In addition, the care .
‘plan inciudes checking for placement and

functioning of the alarm each shift. The SRNA

“care plan, SRNA pocket care plans, and the .
. treatment administration record (TAR) also’

has instruction to  check placement and

. function of the alarms each shift. This was i
completed on 6-2-15 by the QA nurse. E

Adeniification of Other Residents
All residents are required to lave a,

comprehensive care plan to address current
and potential problems and interventions,

: therefore all residents may Dbe potentially

affected.

All resident’s care plans were reviewed and
revised as needed by the MDS coordinators on
4-28-15 thru 5-8-15 for appropriate care plan
interventions including fall risk management,
The residents utilizing alarms have cate plan

_Interventions o include checking  for
“placement and functioning of the alarms each
. shift. 5
" The SRNA care plan, SRNA pocket care
cplans, and the Treatment Administration

Record {TAR) also has instruction to check

: placement and function of the alarms at the

beginning of each shift. This was completed:

on 6-2-15 by the QA nurse.

Systemic Changes ;
- The DON, MDS coordinators, Unit Managers, '
- Shift supervisors, Weekend supervisor and the;
: QA nurse was in-serviced by the Regional

Director of Clinical Services on 5-18-15:
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F 279; Continued From page 15 - 279 regarding specific individualized
of the risk for injury care plan revealed no : comprehensive care plans, SRNA care plgns,
| “documented evidence it was developed to be , ' ,SRNA_ P‘}Cke‘_ care piaps and  the _TAR
I individualized and specific regarding Resident including specific instructions when utilizing
| #8's Physician ordered bed alarm which was in fall prevention alarms which should melude
place; the need for checking the alarm for . checking for placement and functioning of the
“placement and function: or, when and how often alarms each shift. . ) :
- the bed afarm needed to be checked. Siaff - The licensed nurses were in-serviced by the
interviews revealed Resident £8 had a bed alarm:; RN nurse educator regarding when receiving
- however, the bed and chair alarms were not physician’s orders for fall prevention alarms
always checked at the beginning of their shifis to - that the orders should include checking for -
“ensure the alarms were functioning properiy. - placement and functioning each shift and this
' specific information should be included on the
- On 04/17/15, Resident #8's bed ajarm was not comprehensive care, SRNA care plan, SRNA
 checked at the beginning of day shift by Licensed pocket care plans and the TAR. The in-
Practicai Nurse (LPN) #12 and Certified Nursing - | Serviees were started on 6-7-15 and completed
. Assistant (CNA) #27, who were assigned to the on 6-14-15,
resident’s care. At 7:50 AM on 04/17/15, : )
_ The facility utilizes & 3 part form for

- Resident #8 experienced an unwitressed fali

“which resulted in the resident being transferred to

: the hospital emergency room (ER) and admitted
to the hospital with diagnoses of hio and pelvis

physician’s orders. One section of the form
immediately updates the comprehensive care
plan, one section is used for the nurse’s notes
and one section is the actual physician orders.

fractures.
As a second check, a new QA audit was
- The findings include: - developed by the DON on 6-4-15 1o have the
_ - QA Nurse to audit physician orders Monday
: Review of the facility's policy titied, "Safety thru Friday to validate that the comprehensive
Alarms”, undated, revealed it was the facility's : ~ care plans, SRNA care pian, SRNA pocket
care plan and are updated and revised as

- policy to utilize bed and/or chair alarms to atert
staff when a resident was trying to get up - needed. This audit is turned into the DON
unassisted. The Policy revealed the facility's daily for review and compliance.
Interdisciplinary Team (IDT) or the hurse could ‘
- decide whether a resident needed a bed/chair A new QA audit was developed on 6-8-15 by
alarm which might alert the staff if the resident - the DON for the unit managers, shift
twas trying to get up out of the bed or chair supervisors and weekend supervisor to check
unassisted. Further review of the Policy revealed for proper alarm placement and functioning
“the Physician was to be notified and the each shift Monday thru Sunday. The audit
_resident's care pian was to be updated if alarms includes Resident name, fal] prevention alarms -
“were to be used. Additional review of the Policy, . ordered by the physician, proper placement
revealed no documented evidence of when and

ORM CMS-2567(02-99) Pravicus Versions Obsolate Event 10: SH5M 11 Facility 1D 100638 If continuation sheet Page 16 of 134
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F 279 Continued From page 15 F27g o '
’ pag 7 ~and  proper functioning. These audits are
l ; how often alarms were to be checked o ensure tumed into the DON daily for review ang
’ the alarms were functioning property. : . compliance. '
' Review of the facility's, "Fall Management : - Monitoring
- Program®, undated, revealed r@SideﬂfS' _ The DON will submit the resulis of the QA
; Compre'heﬁssve Care P#am_; would refiect the : audits complete daily by the QA nurse ang
- resident's risk for falls and include goais and - the results of the audits completed each shifi
- intervention which were resident specific. , by the unit managers and shif supervisors to
: the monthly Quality Assura
; Hibde 1 e - L ance and Safet
- Review of the facility's, "Care _ Committee " meeting  for  reviny ané]
Pians-Comprehensive Folicy, revised September’ recommendations

2010, revealed an individuatized Camprehensive
. Care Plan which included measurahle objectives
and timetables to meet the resident's medical, Date of Correctipn:
: nursing, mental and psychoiogical needs was
daveloped for each resident. Per the Policy, each
‘resident's Comprehensive Care Plan was

designed to: incorporate identified problem areas:
incorporate risk factors associated with identified 6-26-15
areas; reflect reatment goals, timetables and

objectives in measurabie outcomes; and aid in
. breventing or reducing decliines in the resident's
“functional status and/or functional level,

——— e,
B

' Record review revealed the facitity admitted
! . Resident #8 on 03/04/15, with diagnases which
“included Chronic Obstructive Pulmonary Disease
; . and Malignant Neoplasm of the Colon. Review of
_ Resident #8's Admission Minimum Data Set :
{MDS) Assessment dated O03/11/15, reveaied the
facility assessed Resident #8 to have a Brief
! Interview for Mental Status score of ten (10} out
~of fifteen (15) which indicated moderate cognitive
; “impairment. Continued review of the MDS
. revealed the facility was unable to determine i
- Resident #8 had experienced a fail in the past six
(6) menths prior to admission, Further review of
- the MDS Assessment reveaied the facility
. assessed Resident #8 {0 require extensive

Event 1D SHEM T Facifiy (& 100538 i continuation sheet Page 17 of 134
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F 279 Continued From page 17
. physical assistance of two (2) staff for transfers
" and for ambulation in the corridors.

‘Review of the MDS Care Area Assessment (CAAY
- Worksheet, dated 03/1715, revealed falls had
’ triggered due to Resident #8's unsteady gait and
! : balance. Continued review of the CAA
} Worksheet revealed Resident #8 was noted to
“have generalized weakness from her/his medical
conditions and was receiving assistance with all
- Activities of Daily Living (ADL's). Per the CAA
. Worksheet, Resident #8's primary mode of
“locomotion was a wheelchair and the resident
fwas ambulating with Physical Therapy. Further
review of the CAA Worksheet revealed safety
‘ measures were in place as per the Physician's

Orders.

i Review of the Rasident #8's “Resident Fall Risk"
dated 03/04/15, revealed the facility assessed the |
“resident as at risk for falls due to problems with
_functional status. & history of falls in the past six

+ (6) months and the use of medications which

- potentially predisposed him/her to falis.

e et

. Review of Resident #8's monthly Aprit 2015
Physician's Orders revealad an order for the
resident to have a bed sensor alarm and a chair

. tab alarm.

. Review of Resident #8's Comprenensive Care

Plan dated 03/17/15, revealed the facility had

: care planned the resident as at risk for an

“accident, injury, or fall related to his/her

i weakness and impaired maebility. Caontinued
review of the at risk for accident, injury or fail

- revealed interventions which included’ siaff to

. orient the resident o the facility as needed;

- educate him/her about safety and help maintain

if continuation shest Page 18 of 124
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: safe environment; ensure corract tse of "sensory |
aides"; observe for safely and intervene as

“needsd; and ensure appropriate assistance with

. care and mobility. Further raview revealed no

" documented evidence however, Resident #8's at
risk for accident, injury or fa# care plan was
specific and individualized with interventions to

s include the resident's Physician ordered bed

alarm.

Review of the CNA Care Pian Record for Aprii
2015, revealad Resident #5 was to have a sensor
. alarm to the bed; however, there was ne

documented evidence it addressed the need for

checking the alarm for placement and functicn, or
for when and how often to do alarm checks.

Review of a Hospital Discharge Summary dated
U4/16/15, revealed Resident #8 had been

- admitted fo the hospital on Q4/08/15, with
diagnoses which included Prieumonia, Urinary

~ Tract Infection (UTH) and Hydronephrosis (a
swaollen kidney which results from failure of

“normal urine drainage from the kidney to the

. bladder). Further review of the Discharge
Summary revealed Resident #8 was discharged

- back to the facility on 04/16/15.

‘Review of Resident #8's Re-admission

- Physician's Orders dated 04/16/15, revealed no
" documented svidence the resident's bed sensor
s alarm and chair tab alarm had been re-ardered,

- Review of the Nurse's Note dafed Q4/17/15 at

- 07:50 AM, revealed the nurse heard Resident #8

fall and immediately ran into the resident's reom.

: Continued review of the Note revealed the nurse
found Resident #3 lying on his/her left side on the ;

+ floor beside the roommate’s bed. The Note

If continuation sheet Page 19 of 124
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revealed there were alarm sensors an the bed
- and wheelchair which had not sounded. Further
. review of the Note revealed EMT (Emergency
" Medical Technicians) arrived at 8:15 AM and
transferred Resident #8 to the hospital,

- Review of the Hospital Discharge Summary dated .
04/22/15, revealed Resident #8 was admitted on
04/17/15 after experiencing a fafl in the facility.

- Continued review revealed Resident #8 was
diagnosed at the hospital with Acute Left Inferior
Fubic Ramus Fracture (pelvis fracture), and a

: Mildty Dispiaced Transverse Fracture through the
superior portion of the Left Greater Trochanter

" {Mip Fracture).

interview with LPN #12 on 04/28/15 at 1245 P,

- during initial tour, revealed Resident #8 had

. experienced a recent fall af the facility which had

“resulted in fractures of the rasident's peivis and

. hip. LPN #12 revealed she was the nurse

“assigned to Resident #8 on 04/17715, at the time
of the fall. According to LPN #12, 0on 04117115,
she was near Resident #8's room in the haftway

“and heard a loud noise in the resident's room.

. Perinterview, she went to Resident #8's room

“and was the first person there. She stated she

- found Resident #8 lying on his/her left side on the ¢

fioor. Continued interview revealed Resident #8

: must have gotten out of bed on his/her own
without assistance. She stated Resident #8's call

- bell was not ringing and the bed alarm was not
sounding when she entered the residents room,

"Per LPN #12, if Resident #8's bed alarm had

. been sounding she would have heard it in the
“hallway and responded to it which might have
prevented the resident's fall. She clarified she

_hed not checked Resident #8's bed alarm when

- she started work on the day shift at 7.00 AM, prior .

1]
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‘to the resident's fail at 7.50 AM.

Interview with CNA #27 on G4/29/15 at 9:50 AM,
- revealed when she came to work on day shift at

‘ Resident #8 as the breakfast trays came out early

that morning, at 7:10 AM. According to GNA #27.

- she was assigned to Resident #8 that day, and

. had been delivering a breakfast tray to a room

“near Resident #8's room, when she heard a loud

. crash and eniered the resident's room. Per
interview, when she went into Resident #3's

“room, LPN #12 was already there. CNA#27

. revealed Resident #8's roommate’s wheelchair

“was in front of the bathroom door and the

resident was lying on his/her left hig in front of the
wheelchair near the roommate’s bed. She

‘revealed Resident #8's bed alarm was not

- sounding when she entered the resident's room.

Per CNA #27, Resident #8 told her and LPN #12

- he/she was trying to go 1o the bathroom at the

tlime of the fall

Interview with LPN #13 on 04/29/15 at 6:00 P,
“who was assigned to Resident #8 on the right

. shift on 04/168/15 until 7:30 AM on 04/ 715,
“revealed she checked the residents’ bed and

: chair alarms herself at the beginning of her shift
_to make sure the alarms were hooked in and
were working. She siated this would have
-included Residsit #8's bed alarm on 04/016/15
“when she began her shift. According to LPN #13,
. she could not recall Resident #8 ever attemipting
o get out of bed on his/her own without

- assistance. Further interview revealed she
recatled Resident #8 being taken to the bathroom
for tofleting on 04/17/15 between 5:00 AM and

1 8:00 AM. and then was assisted back to bed.

—nm_.__h___m.._m.._.__-«.",._m___nm».._ et et e
- . .
-ﬂv——%__._m__m___,__._.%_mm.___.m...__w

F2?9_

7.00 AM on 04/17/15, she did not get fo check on |
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[ Phone interview with CNA#28 on 04/30/15 at {
£ 11:30 PM, who was assigned to Resident #8 on /
{ the night shift on 04/16/15 until 7:30 AM on f
L 04/17/15, revealed she checked her residents’ , [
. bed and chair alarms at the beginning of her shift - ’
“to make sure they were working property and

then also checked the alarms with each round ’

“performed. According to CNA #28, night shift did : : _
. not ever get Resident #8 out of bed, and checked : : f
~and changed the resident in the bed for ‘ - !
. incontinence care during the night. Per interview, i
she started her last rounds on her residents : f
- between 5:00 AM and 6:00 AM and campleted ;
her rounds by 6:30 AM each mormning. Further g
!
|
|
|

e N,

|
! Finterview revealed Resident #8 was still in bed
/ ~when she performed her fast rounds.

. Interview with the Unit Coordinatar {UC) for Unit 2
“on 04/28/15 at 8:00 PM and 04/30/15 at 11-:00
i - AN, where Resident #8 resided, revealed nurses _
’ checked the residents’ alarms each shift, but net
i - necessarily at the beginning of their shift, The ‘ :
! UC stated CNA's also checked residents’ alarms: }
- however, there was no set time for them to check
the alarms. According to the UC, it was best if |
- the nurses and CNA's checked the alarms during ¢ )
their first rounds on their shift, for placement and 4 :
functioning. Per interview and review of the : :
record, the UC revealed Resident #8 had the care :
- plan in place noting "sensory aides" which could
possibly mean his/her bed and chair alarms. The
i UC revealed however, the care plan should be '
specific to include the bed and chair aiarms which ;

' had not been discontinued.

!
s
|
|
|
- Interview with MDS Coordinator #1 on 05/01/15 at _ f
4:43 PM, revealed the MDS Coardinators had the | ' |
- respansibiiity for development of residents’ ,
Comprehensive Care Plans. MDS Coordinator
of 134

JRM CMS-2867{02.59) Pravious Versions Obsalete Event D 5H50 11 Faciity {- 100838 If continuation sheat Pags 22 of



DEPARTMENT CF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: G8/28/201
FORM APPROVEL
OMEB NO. 0838-039

i (X2} MULTIPLE CONSTRUCTION

(X3! DATE SURVEY

i STATEMENT OF DEFICIENCIES (X1 PROVEDERISUPPLEER’CUA
]AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLFTED
| ! 185215 B WING } 0511412015
NAME OF PROVIDER OR SUPPLIER f STREET ADDRESS, CITY, STATE, 1P CODE
1808 HILL RISE DRIVE
PROVIDENCE PINE MEADOWS _
! LEXINGTON, KY 40504
XAy I SUMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF CORRECTION X5y
PREFIX | (EACH DEFICIENCY MUST BRE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTHON SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPPROPRIATE CATE
DEFICIENCYS
F279 . Continued From page 22 F 279

s,

#1 review Resident #8's medical record and

' stated the resident had orders for bed and chair
alarms. Per interview, she was unable o find a
' care pian regarding the alarms untif 04/28/15,

when a care plan update was added. Continued

- interview revealed the MDS Coordinators should
- have developed & care plan which included
“interventions for the bed and chair alarms though

when the alarms were ordered in March 2015,

: According to MDS Coordinator #1, the ‘sensory

aldes” intervention on Resident #8 care plan was

“in reference to glasses or hearing aides if the
resident had those in use. Further interview

revealed when the MDS Coordinatars were

- developing a resident's care plan, they reviewed

the resident's entire chart, aspecially Physician's

- Orders and Progress Notes for all disciplines.
MDS Coordinator #1 revealed the residenis'
« Comprehensive Care Plans should be deveioped -

o be individualized and specific for each resident

interview, on 05/04/15 at 11-10 AM, with the

Quality Assurance (QA) Nurse, revealed
residents’ Comprehensive Care Plans, as weli as,

- the ONA Care Plans should state bed and chair

alarms were to be checked at the beginning of

. each shift for ptacement and function. Per
interview, nurses and CNA's should be
- performing the alarm checks.

. Interview with the DON on G5/01/15 at 12:09 P,
revealed nurses and CNA's both had the

responsibility for checking alarms for placement

“and function which shiouid be performed during
. the first rounds of their shifts and throughout the
“shift. Per interview, Resident #8's

Comprehensive Care Plan should have included

 the chair and bed alarms since the alarms were
. ordered on the admission orders dated 03/04/15.
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Continued interview with the DON revealed

' Monday through Friday, residents’ falls were

. brought to the Interdisciplinary Team {10T)
Meeting which inciuded the UCs and herself

. She stated Monday through Friday, afler the IDT

Meeting, falls were also further discussed in the

- moming meeting to review the interventions in
place and to come up with additional interventions

o try to prevent further falls, The DON revealed

. falls were also discussed in the facility's weekly

“standards of care meeting with the interventions

. reviewed (o ensure they were effective. Further

inferview revealed however, the facility staff

i present in the meetings had not recognized

during the review of residents’ care plans

interventions, that the care plan interventions did

not include interventions for the use of the bed

“and chair alarms.

F 279,

interview, on 05/04/15 at 4-30 PM, with the
s Administrator revealed ail residents'
Comprehensive Care Plans shouid be developed .
to be individuaiized, therough, and according to
. the resident's assessed needs.
F280 483.20(d)3), 483.140{(k)(2) RIGHT TO
58=£ . PARTICIPATE PLANNING CARE-REVISE Cp

' The resident has the right, unless adjudged
. Incompetent or otherwise found to be
“incapacitated under the laws of the State, to
. participate in planning care and treatment or
“changes in care and treatment,

A comprehensive care plan must be developed
- within 7 days after the completion of the
. Comprehensive assessment: prepared by an
interdisciplinary team, that includes the attending
- physician, a registerad nurse with responsibitity

Fova

F280 I
F 280,
 Residents Affected
The care plan for Resident #7 has been revised

to address the PICC line insertion during a
hospital stay. The care plan revision includes
the PICC iifie dressing changes and assessment
for signs and symptoms of infection. The
PICC line dressing changes are scheduled to
be changed every 7 days and there are no signs
or symptoms of infection at the PICC line site.
The care plan was updated/revised on 5-1-15
by the MDS coordinator. Resident’s PICC was
discontinued on 6-5-15 and again care plan
was revised by the MDS coordinator on 6-5-°

15,
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F 280 The care plan for Resident #6 has been revised ;
“for the right ankle fracture and the non-weight :
-status for 6 weeks. The re-evaluation of the :
‘weight bearing status occurred on 5-27-15 |
L with no weight bearing changes ordered.

The care plan was also revised to include the

H
1
F 280" Continued From page 24 ,f
- for the resident, and cther appropriate staff in i
disciplines as determined by the resident's needs, . r

s and, to the extent practicable, the participation of
the resident, the resident's family or the resident’s }

{egal representative; and pericdically reviewed

and revised by a team of qualified persons after resident’s transfer status from one person |
- €ach assessment : . assist to non-weight bearing status. The care i
: 5 plan was additionally revised for the change of if
- the fiberglass knee to toe cast on 3-13-15 i
related to the resident removing the splint. f
- Currently the resident has a boot to the right |
lower extremity while QOB, and her transfer i
" status is with a Vander 1ift and assistance of 2. i
Resident #6 care plan was also revised to |
* remove her oxygen which was discontinued on }
: 5-8-15. The care plan was aiso revised io ;
remove the valium medication which was net {
" reordered on readmission on 1-8-15. The care| !
plan was updated/revised on 6-2-15 by the f

MDS coordinator.

- This REQUIREMENT is not mef as evidenced
by:

- Based on observation, interview and record

| . review, it was determined tha facility failed to

“ensure the Comprehensive Care Plan was

. revised for four (4) of twenty-two (22) sampied

residents (Residents #2 #6, #8 and #223

‘- Resident #2 had a Peripherally Inserted Central _
: Catheter (PICC) tine in place on re-admission o The care plan for Resident #8 was revised to _

J

|

|

| |

[ the facifity, however, there was no documented address her bed rest status due to the hip/pelvic - }f
|

| |

|

- evidence the resident's Comprehensive Care : fracture. The resident’s current status is
. bedrest and on Hospice services. The care plan

has also been corrected to remove the cast
~ from the care plan which she didn’t have on
readmission. The care plan has also been
‘ revised to remove assisted with ambulation,
. she is currently a non-ambulatory status, The
" care plan was updated/revised on 5-4-15 by

Plan was revised related to the PICC line io

s ensure the PICC fine dressing was changed and
the PICC line site was assessed for signs and

* symptoms of infaction.

- Resident #6 sustained 2 right ankle fracture on
0127115, and was ordered to be aon-weight ;

- bearing for six {8} weeks, then re-evaluated. the MDS coordinator.
Howsver, there was no documented evidence : :

- Resident #6's Comprehensive Care Plan was

_revised to reffect the resident's transfer status

- which changed from a one (1) person fransfer to

. @ non-weight bearing status.

i
I
!
3
. The care plan for Resident #22 has been j
" updated to include his verbal behaviors toward . -

others by the social services directar and the 1

MIJS coordinator on 5-15-15. 5

In addition, there was no documented evidence : ; |
if continuation shest Page 25 of 134

SRM CMS-2587(02-99) Pravious Versions Chbsalete Event 1D: 5HEMT1 Facility 1D: 100838



PRINTED: 05/20/20-
FORM APPROVE
OMB NO. 06638-0ac

{X3) DATE sURvVEY

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

TAG

. Hdentification af Other Residents

F 280 All residents are required to have a
comprehensive care plan and revisjon to that

~care plan according to current care needs,

. therefore all residents may be potentially

F280° Continued From page 25
- the Comprehensive Care Plan was revised when
. Resident #6's spiint was changed to a knee to toe

! STATEMENT GOF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA 42 MULTIPLE CONSTRUCTION uR
| AND PLAN OF CORRECTION IDENTIFICATIGN NUMBER- A BUILOWG COMPLETED
i 165218 5 wmG I 08/14/2018
;E NAME OF PROVIDER OR SUPPLIER | STREET ADDRESS. GTv. STATE. 91 SODE
| 1668 HILL RISE DRIVE
£y PR
| PROVIDENCE PINE MEADOWS LEXINGTON, KY 40505
| - ' Nt .
VN SUMMARY STATEMENT OF DEFIGIENCIES 0 PROVIDER'S PLAN OF CORRECTION e
522;—'3( _ (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE . CONPLETion
' : REGULATORY OR LSC IDENTIFYING INFORMATION: CTAG CROSSREFERE?EEE;;% g\'ﬁE APPROPRIATE ATE
EFICIENCYS
[
|

B

{ Also, there was no documented evidence

Resident #6's Comprehensive Care Plan was

“revised when the resident's oxygen (02) and
. Valium (an antianxiety medication) were
discontinued

. Resident #8 experienced a hip/pelvic fracture:
however, there was no documented evidence the
: resident's Comprehensive Care Plan was revised |

to address the resident's order to be on bed rest,

* Review of the facility's care plan
. update/immediate Care Plan dated G4/22/15 for

Resident #8, completed after hisjher return from

- the hospital, revealed the resident was to be

assisted with ambulation. In addition, Residant

- #8 was care planned for a cast; however, the

resident had no cast in piace on re~admission

from the hospital,

: Resident #22 displayed verbai and physical
i behaviors towards others: however, the resident's -

behavior care plan was not revised to address the

behaviors displayed on 02/26/15
? The findings include:
Review of the facility's policy titied, "Care

- Pians-Comprehensive” revised September 2010,
revealed an individualized Comprehensive Care

lan was developed to meet the resident's

. medical, nursing, mental and psychological
needs. The Policy revealed the assessment of
 residents was angoing and care plans were

' Fiberglass cast on 03/13/15, related to the : foctod
ident removing the splint. : | alected. i '
residen 9 P All resident’s care plans were reviewed and
_ revised as needed by the MDS coordinators for
" appropriate care plan interventions:; the care
- plan reviews and revisions were completed on .

- 5-8-15.

- Systemic Changes
. The MDS coordinators were re-inserviced on:

6-10-15 by the RN Regional Clinical Director
on the MDS process to ensure ongoing

. compliance.
" A new Interdisciplinary Plan of Care (IPOC)

brogram was implemented on 5-7-15 by the
DON. The IPOC team members includes the

¢ DON, Unit managers, Social Services, QA

nurse, MDS Coordinator and the

~ Administrator and meets Monday thru Friday.

If an admission or readmission ocews on the

5 weekends, the house supervisor will audit the
. medical record utilizing the QA nurse’s new
' admission/readmission audit form and turn the
; audit into the DON on Monday. The IPOC

program was implemented to review of new

¢ admission residents, resident’s readmissions,
- 24-hour reports, incident reports, all physician -
- orders obtained in the last 24 hours, pharmacy
corders, lab reports, and any other related
 information essential to planning the care for a

resident.
The MDS coordinators are responsible to

- ensure that the comprehensive care plans are

being updated Monday thru Friday using the

- physician’s orders and the 24 hour report
before the IPOC meetings and if addiz%onalm_______wg

fevised as information about the resident and the

Event 10: SH3M11
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: resident's condition changed. Further review ‘
reveaied the Care Planning/interdisciplinary Team
S{IDT) was responsible for the review and updating

of care plans when there was a significant

s change in the resident's condition or the resident
. was re-admitted from a hospital stay.

. Review of the facility's, "Updating Care Plans” ‘
" procedure, undated, revealed the faciity utilized a
three (3) part Physician Order form. Per the ,
- Procedure the three (3) part Physician Order form

was completed and after an order was received

“one of the three (3) copies went 1o the resident's
: Cemprehensive Care Plan for immediate updates

of the care plan. Further review reveaied the

: Comprehensive Care Plans were alsa reviewed

and updated with the scheduled Minimum Data

- Set {(MDS) Assessments.

1. Review of Resident #2's medical record

. reveated the facility admitted him/her on

1 09/30/14, with diagnoses which included Diabetes .
. Meilitus, Cerebral Vascular Accident and Chronic

' Obstructive Pulmonary Disease. Review of the
0127715 Significant Change Minimum Data Set

{MDS) Assessment revealed the facility assessed

- Resident #2 to have & Brief Interview for Mental
* Status (BIMS} score of & fifteen {18} which
indicated no cognitive impairment.

; Review of the Hospitaf Discharge Summary,

dated 04/23/15, revealed Resident #2 was

c admitted to the hospital from 04/03/15 through

04/23/15. Continued review revealed Residani

¢ #2 was treated with intravenous {IV) antibiotics
for lower extremity Cellulitis. Per the Discharge

- Summary, the discharge diagnoses included

Venous Stasis, Diabetes Mellitus, Bilateral Heel

“Uicers, Status Post Debridement and Xenograft

F 20 care planning is identified during the TPOC
. meetings, a list of care planning needs are -
written on the [POC follow-up sheet and care
‘plans are updated either during the [POC'’
meeting if the medical record is present or the .

immediately .

following the 1POC meeting by the MDS

‘care plan  will be updated

coordinators.

The facility utilizes a 3 part form which-

“includes the physician’s order, nurse’s rnote

and care plan update/revision Monday thru :

Sunday. One section of the form immediately

: updates the comprehensive care plan, one

section is used for the nurse’s notes and one
section is the actual physician orders.

As a second check, a new QA audit was
developed by the DON on 6-4-15 to have the

QA Nurse to audit physician orders Monday -
thru Friday and the weekend house supervisors

on Saturday and Sunday to vaiidate that the
physician’s orders are on the medication

fadministration  record (MAR) and the

treatment administration record (TAR) and-
that the comprehensive care plans, SRNA care
. plan, SRNA pocket care plan are updated and’
are being followed as ordered. This audit is:
and:

turned into the DON daily for review
compliance.

 Mounitoring

The MDS coordinators are responsible to°
- ensure that the comprehensive care plans are.

- being updated Monday thru Friday using the
physician’s orders and the

~ before the POC meetings and if additional
care planning is identified during the 1POC

. meetings, a list of care planning needs are

“written on the IPOC follow-up sheet and care

24 hour report :
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F 280 Continued From page 27
- Appilication (surgical tissue grafting) and Heel

Infection with Carbapenem Resistant

- Enterobacteriaceae (CRE), a bacieria resistant to

most available antibictics, and Methicillin
Resistant Staphylococcus Aureus {MRSA} an

. antibiotic resistant bacteria.

- Review of Resident #2's 04/23/15 Re-admission

Physician’s Orders revealed orders for the

‘resident o have Contact Precautions and for

Zosyn (an antibiotic medication) 3.375 milligrams _

IV via the PICC line every six (8) hours for seven

{7) more days. Continued review of the Orders
written on 04/23/15, revealed no documented

“evidence of orders rejated to dressing changes

for the PICC line,

Observation, on 04/30/15 at 8:00 AM. of Resident _
#2 revealed the PICC line was in place in the
resident’s left arm and the PICC line dressing in

piace was dated 04/20/15.

Review of Resident #2's Comprehensive Care
Plan revealed a care plan for “Contact
Precatitions” with a goal for the resident "to be

free of infection transmission to seif or others",
_dated 04/23/15. Continued review of the "Coniact
' Precautions” care plan revealed interventions

. which included treatment as ordered, medications

as ordered, follow contact precautions as pear the
facility policy, keep the resident's hands clean,
and keep the resident's room and surroundings
Clean. Howsver, further review of Resident #7's
Comprehensive Care Plan revealed no

“documented evidence of a care pian {o address

the resident's PICC line which included

“interventians for assessing the PICC line site for
. 8igns and symptoms of infection, or for
~performing dressing changes to the PICC line.

E o plans are updated either during the IPOC
280 meeting if the medical recard is present or the
care plan  will be updated iminediately -
following the IPOC meeting by the MDS
coordinators.
The facility utilizes a 3 part form which
includes the physician’s order, nurse’s note
and care plan update/revision Monday thru
Sunday. One section of the form immediatety
updates the comprehensive care plen, one
section is used for the nurse’s notes and one
section is the actual physician orders.
As a second check, a new QA audit was
developed by the DON on 6-4-15 1o have the
QA Nurse to audit physician orders Monday
thru Friday and the weekend house Supervisors
on Saturday and Sunday to validate that the
physician’s orders are on the medication;

ireatment administration record {TAR) and
that the comprehensive care plans, SRNA care
plan, SRNA pocket care plan are updated and
are being foilowed as ordered. This audit is
turmed into the DON daily for review and
compliance.

Tthe DON will submit the results of the QA
avdits completed daily by the QA nurse to the
monthly  Quality  Assurance and  Safety
Committee meeting which consists of the
Medical Director, DON, Administrator,
Consultant pharmacist, Infection controf nurse,'
Quality assurance nurse,  Social  services:
director and the Dietary for review and

i

i

i

i

|

|

|

;

|

i

i

|

!

f

I
administration  record (MAR) and the )‘I
!

|

|

|

|

H

!

|

!
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{

|
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*Interview with MDS Coordinator #1 on 05/01/15 at

443 PM, revealed residents’ care plans were o

" be automatically updated from the Physictan’s

- Orders since they were a three (3) part system
which contained the Physician's Order, the

- Condition Change and the Care Plan update.
She stated the MDS Coordinators updated the

~care plans quarterly with the MDS schedule and

: the copy from the three (3) part Physician's
Crders stood as an update for the care plans until
the next MDS Assessment was completed. :

. Continued inferview revealed there was a copy of

“the Physician's Order on 04/23/15 refated to -

- Resident #2's 1V antibictic meadication
administered via the PICC line: however, she

“revealed could not find a copy of a Physician's
Order for the PICC line dressing. She stated

there should have been an order for the PICC line

- oressing change in order for Resident #2's care
plan to be updated/revised. Per interview, as
even though residents’ care plans were
Updated/revised from the copies of Physicfan's

“Orders, the MDS nurses did not always receive

. the copies of the orders for updating/revising
residents’ care plans. Further interview revealed

- she could find no evidence Resident #2's
Comprehensive Care Plan was updated/ravised

' to address the resident's PICC line. She sigted

_however, ihe Comprehensive Care Plan should

have heen revised/updated however, with a care

. ptan for the PICC fine to include monitoring for
the signs and symptoms of infection at the PiCC

line site and for dressing changes to be

. performed to the PICC line site.

. Interview, on 05/06/15 2t 6:10 PM, with the
_ Assistant Director of Nursing {ADON) in the
- absence of the DON, revealed Resident #2's
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F 280. Continued From page 29
Comprehensive Care Plan should have heen
‘ revised (o include a care plan to address the
_restdent's PICC fine with interventions which
" included monitoring of and dressing changes to

- the PICC line site.

. 2. Review of Resident #6's medical record

revealed the facility re-admitted the resident on

- 03/62/15, with diagnoses which included Status
Post Right Ankie Fracture, Dementia, Chronic

¢ Dizziness and Generalized Ostecarihritis.
Review of the Annual MDS Assessment dated

- 03/20/15, revealed the facility assessed Resident

#6 with a Brief Interview for Mental Status {BIMS)
“score of twelve (12) out-of fifteen {15), which
. Indicated he/she was interviewabile.

F280°

- Review of the Hospital Discharge Summary dated

03/02/15, revealed Residant #8 had sustained a

- Comminuted (a bone injury that results in more
than two {2} separate components) Fracture of

- the Distal Fibula and the Medial Malleolus
{prominence on the inper side of the ankfe,

- formed by the lower end of the tibia) on 02/27/15,

and was ordered to be non-weight bearing for six

- {8) weeks, then to be re-evaluated.

- Review of the April 2014 Physician's Orders

revealed orders for Resident #6 which included:- ;

to be a full body lift dated 03/07/1); have bed
paths until the Orthopaedic Surgeon said
otherwise dated 03/02/15: have oxygen at fwo (2)
liters per nasal cannula at ail times dated

- 03/02/15; and the right lower extremity splint was .

o stay on at all times dated 03/02/15.

. Review of Resident #8's Comprehensive Care
- Plan revealed a fracture afiercare care plan

. related to the resident's right ankle fracture dated

i continuation sheet Page 30 of 134
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03/0715, which had a goal of the resident to have
fess risk for compiications associated with the :

- right ankle fracture. Continued review of the

fracture aftercare care plan revealed no

. documented evidence the care plan was revised
to include Resident #6's transfer status of being
non-weight bearing. Review of Resident #5's

“self-care deficit care plan dated 05/06/14,

- revealed it was revised on Q3/07/15, to include an ,
intervention which stated “change to transfer

. status”; however, there was no documented
evidence the care plan was revised to include

: what the transfer status change was,

f

|

} - Continued review of Resident #6's fracture

, aftercare care plan dated 03/07/ 15, revealed an

i - intervention stating the resident was to have

! "splint to (R)LE (right lower extremity) at all x's

I C{times)". However, review of the care plan
revealed no documented evidence it was revised

| after Resident #6's splint was changed to & knes

;’ {0 toe Fibergiass cast on 03/13/15, related to the

§r . resident removing splint,

!

|

|

i

. Further review of Resident #6's Comprehensive
Care Plan revealed a risk for alteration i

. fespiratory function care plan dated 05/06/1 4,

“with an intervention of "02 (oxygen) as ordered”
dated 01/03/15. Continued review of the

" afteration in respiratory function care plan

revealed no documented evidence it was revised :

“when Resident #6's 02 was discontnued

302115

Continued record review reveated Resident #6

L was adimitted to the hospital from 01/03/15 to
01/08/15. and had discharge diagnoses which :
included Nursing Home Acquired Pneurnonia and
Congestive Heart Failure. Review of Resident

4o
PREFIX - (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX
TAG REGULATORY OR LSC IDENTIFYING INFORMATION; TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
F 280¢

A

CRM CMS-2667(02-99) Pravious Versions Obsoleta

Eveni (D 3H5M71

ff continuation sheet FPage 31012



- PRINTED: 05/29/20%
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM A_?PRGVE;{
! CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-039
[ STATEMENT OF DEFICIENCIES $X1) PROVIDERISUPPUER/CLIA (X2} MULTIPLE COMSTRUCTION {X3} BATE SURVEY
% AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
i

i i 185215 B. WiNGQ _ i
H
| sTReEET ADDRESS, CITY, STATE, 7IP CODE

| 1808 HILL RISE DRIVE
PRO = P ft g
ROVIDENCE PINE MEADOWS I LEXINGTON, KY 40504

X SUMMARY STATEMENT OF DEFICIENCIES . 0 PROVIDER'S PLAN OF CORRECTION ) (X5
: (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ;s 2
: CROSS-REFERENCED TO THE APPROPRIATE TE

PREFIX
TAG REGULATORY OR LSC IDENTIFYING INFCGRMATION; . TAG
: . DEFICIENCY)

051412015

NAME OF PROVIDER GR SUPPLIER

e e
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i #6's Re-Admission Physician’s Orders dated
01/08/15, revealed no documented evidence of
: an order for Valium. Review of Resident #6's
_ Physician's Orders prior to the resident's

- hospitalization revealed an order daied 1G/17114, - !
for Valium two (2) mitligram {mg) by mouth once 5 |
" daily as needed for worsening dizziness. : : i
i
i
i

F 280

et

* Additional review of Resident #6's ?
. Comprehensive Care Plan revealed an at risk for : ,
“adverse side effects related to psychotropic drug

use "receives Valium {an anti-anxiety medication) !

I/t (related to) vertigo” (dizziness) care plan, ' [
- undated. Continued review of the at risk for [

adverse side effects care plan revealed |
“interventions which included: to administer _ }

medication as ordered; observe for adverse side : |
" effects of medication and report to Physician if f
. they were present; pharmacy to review i
medications pericdically for possible dose [
- reductions; observe for change in mood and ;

behavior and report to Physician and Social }
- Services; observe for change in condition and

notify Physician's and family; report unresopved f
- altered mood to Social Services; and "Rx" _ : ' _ |

et .

{prescriptions) as ordered, However, there was
"o decumented evidence the care plan was
revised when Resident #6's Valium was not
- re-ordered on his/her readmission to the facility

~on 01/08/15. . !
i

Continved interview with MDS Coerdinator #1 on
- 05/01/15 at 4:43 PM. revealed the purpose of a

resident's Comprehensive Care Plan was to .
L ensure the resident received individualized care. :

She stated the MDS staff should have assessad /
- Resident #8, and ensured his/her Comprehensive -

Care Plan was revised and updated with an ; |
- necessary changes. Per interview, Resident #5's : : i
Event ID; BHEM 1T Facility 1D: 100838
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" Comprehensive Care Plan should have been
_revised and updated for the change in the
“resident's fransfer status, when the resident's
’ splint was changed to a cast, when the oxygen

e e »

“was discontinued and when the Valium was not
' : fe-ordered in January 2015,

- 3. Review of Resident #8's medical record f

revealed the facility admitted the resident on fl

£ G3/04/15, with diagnoses which included !

Malignant Neopiasm of the Colon and Chronic j
- Obstructive Pulmonary Disease (COPD). Review

of the Admission MDS Assessment dated

03/11715, revealed the facility assessed Resident )
. #8 as having a BIMS of a ten (10) out of fifteen -

{15} which indicated moderate cognitive ’

Cimpainment. j

!

j

E

|

- Review of the Hospital Discharge Summary dated
04722715, revealed Resident #8 was admitted to
" the hospital on 04/17/15, after sustaining a fail at
g - the facility. Continued review of the Discharge
| Summary reveaied Resident #8 had been
[ - diagnosed with hip and pelvis fractures. The
i Discharge Summary revealed Resident #8 was
f - seen by Orthopedics while in the hospital, and
Orthepedics had deemed the resident nota :
- surgical candidate. Per the Discharge Summary,
Resident #8's family wanted the resident fo have !
palliative care (specialized medical care for |
. people with serious illnesses which focuses on i
 providing patients with refief from symptoms and !
stress of a serious iliness to improve the quafity of f
life}. : ;
- Review of the Re-Admission Physician's Orders I
dated 04/22/15, revealed orders for palliative care 5
- and bedrest. However, review of the 04/22/15 , j
Initialimmediate Care Plan” (the acute care plan
- used by the facility for resident re-admited to be
Event 1D SH5M1s
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F 280 Continued From page 33 :
; used in conjunction with the Comprehensive Care ‘
Plan in place previously) revealed the facility had
Hidentified a problem for Resident #8 for “impaired
. mobility/positioning" with interventions which '
"included "assist with ambulation®  Even though
. Resident #8 had a Physician's Order for bedrest.

' Observation of Resident #8 on 04/29/15 at 10:50

: AM, during a skin assessment, revealed the

resident did not have a cast in place. Further

- record review revealed no documented evidence
Resident #8 had a cast on when re-admitted on

04722115, or after being re-admitted to the facitity.

 However, further review of the "Initial/immediate

Care Plan” revealed a problem titted "fracture”
which had interventions which included "cast

care”.

 Interview, on 05/01/15 at 4:00 PM, with the

“Physical Therapist (PT) revealed when Resident

- #8 was initially admitted to the facility hefshe
ambulated in the hallway one hundred (100) fest

- with the assistance of ane (1) person and another
person with the wheeichair behind the resident in

‘case he/she needed to sit down. The PT :

revealed however, after Resident #8 was

re-admitied to the facility on 04/22/15, after

: sustaining the fracture, the resident had been on

“bedrest and palliative care as per the Hospital

- Discharge Summary.

“Further interview, an 05/01/15 at 4-43 PM, with

. MDS Coordinator #1, revealed Resident #8 was ‘

now on pafliative care and bed rest and no longer

. ambulated. MDS Coordinator #1 reviewed :
Resident #8's "Initial/immediate Care Plan” dated _

L 04/22/15, and stated it was an acute care plan

. completed by the nurse re-admitting the resident,

“and twas to be used in canjunction with Resident

#8's Comprehensive Care Plan which was

If continuation shest Page 34 of 134
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. already in place. Per interview, the
nitialfimmediate Care Plan" should not have :
: stated assist with ambulation, it should have been
revised to include the order for Resident #8 to be
: on bed rest, MDS Coordinator #1 revealed the
“nitiallmmediate Care Plan” should rot have
indicated cast care as Resident #8 had not had a
cast when re-admitted or afterwards. She '
‘revealed ihe care plan should have been revised

o reflect no cast.

Interview with the DON on 05/02/15 at 8:00 AM,
‘revealed an "Initizl/lmmediate Cara Plan” could
i be done when a resident was re-admifted from
the hospital and was used in conjunction with the
‘resident's Comprehensive Care Pian which was
i place prior to hospitalization. She stated
- Resident #8's "Initiallimmediate Care Plan”
should have been revised for bed rest, and assist

Cwith ambutation and cast care should not have
. been interventions,

- 4. Review of Resident #22's medicai record

_revealed the facility re-admitted the resident on

- 08/30/14, with diagnoses which included Muscle

: Weakness, Heart Fajlure, Type I Diabetes and

‘Chronic Kidney Disease. Review of the Quarterly

CMDS, dated 03/27/4 5, revealed the facility
assessed Resident #22 ag cognitively intact.

- Continued review of the MDS Assessment
revealed the faciiity had not assessed Resident

- #22 as having behavioral symptems directed

: towards others,

. Review of Resident #22's Comprehensive Care
Plan revealed the facility had care planned the
resident for "resident has sccially inappropriate
. behavior vt (related to) sexua!

- commentsfactions”, dated March 2018, with a

280

|
|
|
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goal of the resident would have reduced risk for
“inappropriate behavior through July 2015
. Continued review of the socially inappropriate
" behavior care plan revesled interventions which
s included: approach resident in caim manner and
explain all procedures; if resident becomes
- sacially inappropriate try to redirect; try to
_determine the circumstances around the behavior
‘and prevent the circumstances; and remove the
resident from socially Inappropriate situation as
needed, stay calm and protect the dignity of the
: resident and others.

:Interview, on 05/04/15 at 10:38 AM with Certified
Nursing Assistant {CNAY #25. at 12:29 PM with

CONAFHT and at 1:15 PV with CNA #13 revealed

. 0n 02/26/15, Resident #27 displayed verbal and

' physical behaviors towards CNA £7 Per

interview, Resident #22 cursed at CNA#7, and
yelled and threw items ai her. The CNA's

: revealed a nurse instructed CNA #7 1o initiate a

Behavior Monitor form for Resident #22 regarding

" his/her behaviors. CNA #7 revealed she
reported Resident #22's behaviors to the Social

: Services Director (SSD) the next day, G2/27115.

' Review of the facility's Behavior Monitor Record
form, dated 02/26/15 at 6:30 PM, revealed it
contained a written statement signed by CNA #7,
. CNA#13, and CNA #25, which noted during a fire
- drill that day Resident 22 displayed behaviors :
- which included veliing and throwing ifems and
“calling CNA#7 a “bitch”. Continued review of the
- three (3) CNA's written statement revealed
Resident 22 reported to CNA #25 during the
behavior incident CNA #7 called him/her a
'nigger” and he/she had called CNA #7 & "bitch”.

_' Further review of Resjdent #72's Comprehensive

e e
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|

Care Plan revealed no documented evidence it
- was revised to include the resident's behaviors
_displayed on 02/26/15.

Interview, on 05/06/15 at 5:02 PM, with LPN #7
revealed Resident #22 had some behaviors at
. times where he/she velled at staff and was
' borderfine verbally abusive. LPN #7 revealed
Resident #22 had a behavior care plan related to -
: making inappropriate sexual comments to female
. staff, however, the care plan had not been
revised to address Resident #77's behaviors
displayed on 02/26/15.

Cnterview, on 05/05/15 at 5:45 FM, with LPN #6
_revealed she cared for Resident #22 before and
‘ sometimes the resident had behaviors of cursing
. al staff hefshe did not like. Further interview with
LPN #6 revealed when a resident displayed

verbal and physical behaviors towards others it
' shouid be care planned to assist staff in "dealing"

. with the behaviors.

- interview, on 05/04/15 12:30 PM, with RN #2/UC

“revealed the nurse assigned to Resident #22 on

: 02126115, when the CNA's reported the behaviors |

displayed by the resident was who had been '

: responsible to updatelrevise the resident's care
plan related to behaviors. RN #2/UC revealed

cwhen a resident displaved behaviors. the nurse
was o notify the Physician of the behaviors and

: updatefrevise the resident's care plan with any
refated orders and with interventions to attempt to .

: prevent further behaviors. )

Cnterview, on 05/04/15 at 11424 AM, with MDS
Coordinator #2 revealed she had attended a care

 blan conference with Social Services and
Resident 22, an 03/12/15, and at the and of the

ORI CMS-2567102-99) Previous Versions Obsaiste
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F 280 Continued From page 37
meeting the resident reported an incident of
‘name calling between him/her and a siaff person.
, MDS Coordinator #2 ravealed however, Resident
- #22's Comprehensive Care Plan was not
. updated/frevised to include the behavior.

s interview, 05/02/15 at 12:15 PM and on on
05/03/15 at 9:15 AM, with the Sociai Services

* Director (S8D) revealed he was aware of the

- Behavior Monitor Report form dated 02/26/15.

Per interview, Resident #22's behaviors should

- have care planned through the revision of histher

inappropriate sexual behavior care plan, or
: through creating a new behavior care plan.

s interview with the DON on 05/02/15 at 8:00 AM,
revealed she had noticed concerns with revising

‘residents’ care plans and the facility was in the
process of looking at this through the Quraity

“Assurance (QA) Program. Continued interviaw

. with the DON via a phone inferview, on 05/05/15, :

revealed she was unaware of the behaviors
displayed by Resident #22. Per inferview,

residents’ Comprehensive Care Plans were

- Individualiized and when specific behaviors were

displayed by residents the care plan should be

: Updated/revised with the behaviors and related

interventions. The DON revealed Resident #22's

! care plan needed {o be revised if he/she had

 displayed verbal and physica! behaviors.

- Continued interview revealed when an incident
oceurred, it was brought to interdisciplinary Team

{IDT) moming meeting and discussed by

- Administration, the SSD, UCs and MDS nurses.

" The DON further revealed the IDT reviewed and

 fevised residents’ care plans with interventions.,

“Per the DON, that shouid have been done for

- Resident #22 related to the behavior incident.
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* Interview, on 05/05/15 at 840 PM, with tha
Administrator revealed Social Services wernt to
residenis’ care plan meetings and had an active

- partin care plan development and revision. Per
interview, he was not a Social Worker and .

“deferred to Social Services Fegarding the revision
of care plans refated to verbal and physical

" behaviars.

- 483.20(K){3)(i) SERVICES PROVIDED MEET
PROFESSIONAL STANDARDS

The services provided or arranged by the facifity
must meet professional standards of quality.

' This REQUIREMENT is not et as evidenced
by

' Based on observation, interview, record review

. and review of the "Lippincoti's Nursing
Procedures” manual, it was determinad {he

facility failed to ensure services provided met

. professional standards of quality for one (1) of

twenty-two (22) sampled residents {(Resident #2).

Resident #2 was re-admitted from the hospital on .

L D4/23/15 with & PICC line (peripherally inserted
cenlral catheter for intravenous access) in place

for intravenous (IV) antibiotics: however. there
was no documentad evidence of g Physician’s
Order obtained for a PICC line dressing change.

' The findings inciude:

“Review of the "Lippincott's Nursing

. Procedures-Sixth Edition” manual, {professional
“standard used by the faciity) revealed a PICC

s dressing should be changed at least every seven
{(7Ydays ifa fransparent semipermeabie drassing

F 280

F281

F281D

FResidents Affected
- Resident #2 has physician’s orders for dressing |
changes for the PICC line every 7 days. This
physician order was obtained by the unit
manager. The PICC line was discontinned on .;

F6-5-15.

Mdentification af Other Residenty
. All residents in the facility has a potential to
be affected.
All the resident’s medical records were audited
which included reviewing hospital discharging
Summary, admission orders, physician orders,
skin assessments, lab  results and  the
comprehensive care plans by the MDS
. coordinators on 4-28-15 thru 5-8-15 fo ensure
- physician orders were present for all care
needs including PICC line dressing changes.
Al audit  corrections including  obtaining
physician orders if needed were completed by
the MDS coordinators and the QA nurse.

- Systemic Changes :
A new Interdisciptinary Plan of Care (IPOCY:
program was implemented on 5-7-i5 by the’

- DON. The IPOC team members includes the

" DON, Unit managers, Social Services, QA

- nurse, MDS Coordinator  and  (he-

i
|
1
|

|
|
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-was used. Conlinued review revealed if a patient ’
was diaphoretic or the site was bleeding or ;
: 00zing, & guaze dressing should be used instead _

of a semipermeable dressing. Further review

revealed the gauze dressings shouid be changed
every two (2) days. ’

Review of the facility's poiicy titted, "Med

- Care-Dressing Change for Vascular Access

. Devices”, dated 06/01/99. revealed dressing
“changes would be done at established intervals
- for Vascular Access Deavices, Continued review

revealed transparent membrane dressings were

changed every week and as needed, and gatze
_and tape dressings were changed avery
forty-gight (48) hours and as needed.

Review of Resident #2's medical record revealed
- the facility admitied the resident on 09/30/14, with

diagnoses including Diabetes Mefiitus, Cerebrai

Vascular Accident and Chronic Obstructive

Pulmonary Disease {COPD;}. Review of the
Significant Change Minimum Data Set (MDS)

- Assessment dated 01/27/15, revealed the facility

assessed the resident to have a Brief interview

for Mental Status (BIMS) score of fifteen {15}
_indicating no cognitive impairment,

. Review of the 04/23/15 Hospital Discharge
Summary revealed Resident #2 was admitted to
. the hospital frorm 04/03/15 to 04/23/15 for

treatment of lower extremity Cellulitis, Continued

: review revesled the Cellulitis was treated with IV

antibiotics. Further review revealed the discharge

 diagnoses included Status Post Debriderment and °

Renograft Application (a surgicat tissue graft), and

' Heel Infection with Carbapenem Resistant
- Enterobacteriaceae (a bacteria resistant to maost
" available antibiotics) and Methiciflin Resistant

F 281

Administrator and meets Monday thru Friday,
If an admission or readmission occurs on the

" Saturday and Sunday, the house supervisor
. will audit the medical record utilizing the QA

nurse’s new admission/readmission audit form
and turn the audit into the DON on Monday,
The TPOC program was implemented fo

" review of new admission residents, resident’s

. readmissions,

“and any other related information essentiaf o

24-hour  reports, incident
reports, alt physician orders obtained in the

last 24 hours, pharmacy orders, lab reports,

. planning the care for a resident.

- The facility utilizes a 3 part form which |
includes the physician’s order, nurse’s note |
and care plan update/revision Monday thry!
Sunday. One section of the form immediately :

updates the comprehensive care plan, one
© section is used for the nurse’s notes and one

section is the actual physician orders.

As a second check, a new QA audit was
developed by the DON on 6-4-15 to have the
QA Nurse to audit physician orders Monday
thru Friday and the weekend house Supervisors
on Saturday and Sunday to validate that the

* physician’s orders are on the medication

administration  record (MAR) and the

' treatment administration record (TAR)., This

audit is turned into the DON daily for review
and compliance.

Monitoring
A new Interdisciplinary Plan of Care (1IPOC)

program was implemented on 5-7-15 by the!

DON. The IPOC team members includes the

DON, Unit managers, Social Services, QA
Coordinator  and the

nurse, MDS

|
f
!
|
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¢ Staphylococous Aureus (an antibictic resistant
. bacteria).

. Review of Resident #2's Re-admission

* Physician's Orders dated (4/23/15, revealed

- orders for Contact Precautions and Zosyn {(an
antibiotic medication) 3.375 milligrams {mgs) v

- via the PICC line every six (6} hours for seven {7} .

- more days, Further review of the orders written
04/23/15, revealed there was no documentead

. evidence of an order related to dressing changes

for Resident #2's PICC line. :

Review of Resident #2's Medication
s Administration Record (MAR) dated April 2015,
 revealed the order for the Zosyn IV via the PICC
line. However, review of the Treatment :
. Administration Record (TAR) for Aprit 2015, which
was initiated on 04/23/15, revesled na '
: documeanied avidence of interventions related o
changing Resident #2's PICC line dressing.

- Observation of Resident #2 an 04/30/15 at 8:00
AM, revealed the PICC line was in place in the
_resident's lefi amm, and the PICC line dressing
“was dated 04/26/15.

“Interview, on 04/30/15 at 8:00 AM, with

. Registered Nurse (RN} #2/Unit Coordinatar (UCy, -
the unit on which Resident #2 resided. revealad

. she could not find a Physician's Order for the

PICC line dressing change; however, thers

- should be an order. Continued interview revealad
there was also no intervention on the TAR to '

: change the PICC line dressing or to menitor the

 site for signs and symptoms of infection, but

- shouid have been. Per interview, the nurse who
re-gamitted Resident #2 should have obtained

the order for the PICC line dressing change.

E 281 Administrator and meets Monday thru Friday. -
:If an admission or readmission occurs on the
 Saturday and Sunday, the house supervisor
‘will audit the medical record utilizing the QA :
nurse’s new admission/readmission audit form,
and turn the audit into the DON on Monday.'
iThe IPOC program was implemented to .
_review of new admission residents, resident’s
:l‘eadmissions, 24-hour  reports, incident

reports, all physician orders obtained in the
last 24 hours, pharmacy orders, lab reports,
-and any other related information essential to
planning the care for a resident. '
The facility utilizes a 3 part form which
includes the physician’s order, nurse’s note
and care plan update/revision Monday thru
- Sunday. One section of the form immediately
updates the comprehensive care plan, one
section is used for the nurse’s notes and one
. section is the actual physician orders.
As a second check, a new QA audit wasi
- developed by the DON on 6-4-15 to have the
QA Nurse to audit physician orders Monday !
* thru Friday and the weekend house supervisors:
_on Saturday and Sunday to validate that the,
- physician’s orders are on the medication
- administration  record {MAR) and the
~ treatment administration record (TAR). This
. audit is turned into the DON daily for review

and compliance.

The DON will submit the results of the QA
audits completed daily by the QA nurse to the
monthly  Quality Assurance and Safety
: Committee meeting which consists of the
Medical Director, DON, Admiinistrator,
- Consultant pharmacist, Infection control nurse,
Quality assurance nurse, Social services
director and the Dietary for review and

: recommendations.
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Cnterview, on 05/06/15 at 510 PM, with the
. Assistant Director of Nursing (ADON) in the

absence of the DON, revealed there should have |

. been an order obtained for the PICC line dressing 6-26-15
“change and the order then transcribed to the ' o 1
TAR.

F 282 483.20(k)(3)(il) SERVICES BY QUALIFIED . Fogp F2I82

$8=E ' PERSONS/PER CARE PLAN ; L

Residents Affected :

' The services provided or arranged by the facility - Resident #2, 43, 46, #3, #11 medical
- must be provided by qualified persons in : _records were audited which included |
“accordance with each resident's written plan of reviewing  hospital  discharging
care. 5 : summary, admission orders, |
‘ physician orders, skin assessments, |

lab results and comprehensive care:
plans by the MDS coordinators on 4-

This REQUIREMENT is not met as evidenced :
by 28-15 thru 5-8-15 to ensure physician
Rased on observation, interview, record review orders were present for all care needs,
- and review of the facility's policy, it was ' The care plans were compared to the
determined the facility failed to ensure residents’ | - MAR, TAR, SRNA care plans and
the SRNA pocket care plans to ensure

Comprehensive Care Plans were followed for five
(5} of twenty-two (22) sampled residents : care plan interventions are being
(Resident #2, #3, #6, #8 and #11}. followed.
7 : The physician was notified for
Observation of a skin assessment on 04/29/15, . Resident #2 of the chafing and
: revealed Resident #2 had chafing and redness to redness (o abdominal folds on 5-5-15
the abdominal folds. However, Resident #7's : by the treatment nurse and orders for.
- Comprehensive Care Plan interventions to notify Interdry was obtained and applied to
the Physician of any areas of skin concern was these areas. The resident’s current
- not implemented to ensure orders were received _ skin condition is unchanged as of 6-5- |
 for freatment of the area. : 15,
: . Resident #3 is being assisted with |
" turning  and repositioning  and s
: receiving  his  meal trays  with ;
assistance as needed. Resident #3%s |
: skin condition is stable with a foot
wound  secondary o peripheral |
. vascular disease and his weight is

Resident #3's Comprehensive Care Plan
“revealed the resident was care planned to be at
 risk for impaired skin due to impaired mobility and
included an intervention to assist him/her with
- tuming and repositioning with care. However,
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F 282 l, Continued From page 42

“observation and interviews revesled on G4/28/1 5,

- the faciiity failed to implement the intervention to

- assist Resident #3 with turning and repositioning

. from 2:50 PM until after 7:00 PM. in addition,
Resident #3's Care Plan was not followed related

: fo setting up the tray and providing total :
assistance, Observation of the evening meaf on

- 04/28/15 revealed staff failed to provide the
resident with a dinner tray or to assist with the

s maal untit surveyor intervantion,

* Resident #8's Comprehensive Care Plan
revealed staff failed to implement the

interventions to assist the resident with meat
service, and to assist the resident with

“repositioning and tolleting after he/she refurned

_ from an appointment and was transferred to

" another unit on 04/29/15,

Observation of a skin assessment on 04/29/15
. revealed Resident #8 had excoriztion to the
buttecks and a rash under the breast. However,
. the resident's Comprehensive Care Plan
“interventions to notify the Physician of any areas
- of skin concern was not implement to ensure
orders were received (o treat the areas.

Resident #11's Comprehensive Care Plan

- revealed the resident was care planned to be at _
risk for elopement related to wandering behaviors

s with interventions which included ensuring the ‘
resident had a pink bracelet to identify him/her as

- a wanderer. However, observation on 05/01/15
and interview revealed staff failed to implement

- the intervention as Resident #11 had no pink

braceiet on.

The findings include:

0
PREFIX {EACH CORRECTIVE ACTION SHOULD BE
TAG CROS5-REFERENCED 7O THE APPROPRIATE
DEFICIENCY:
2125 with a weight gain of 4 pounds
F 282: since April. :

. Resident #6 is recelving meals before,
during and after appointment visits as;
- she desires. Resident #6 weight is 163.

. pounds as of May 1 with no weight
loss. She is receiving assistance with .
- repositioning  and toileting  before, .
during and after appointment visits
- and her skin condition as of 6-5-15 is
clear.
The physician for Resident #8 was
notified of the excoriation to the
buttocks and a rash under the breast
on 4-30-15 by the floor nurse and
orders for Nystatin powder and
- Calazime ointment was obtained and
applied to these areas. The resident’s
~ current skin condition is unchanged
as of 6-5-15.
Resident #11 is wearing her pink
bracelet to identify her at risk for
wandering  and  exit  seeking
~ behaviors. In addition, a pink bracelet |
~ has been applied to her walker as:
- owell

Identification of Other Residents

All residents have the potential to be -
affected. Skin assessments have been
performed on all residents on 5-20-15
thr 5-30-15 by the Administrative
nurses  which includes the Unit
managers, QA nurse, Infection
control nurse and Treatment murse.
The skin assessments have been
reviewed by the DON for any skin
issues identified and treatment orders

© obtained as needed.

|
|
|
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- . All residents were assessed again for |

F 282 Continued From page 43 F 262 clopement risk by the QA nugrse and
Interview, on 04/30/15 at 5:00 P, with the onfy 5 residents were assessed as’
: Director of Nursing (DON) revealed the facility wandering/elopements risk. Each of
~had no policy for following residents’ care plans: the 5 resident has a pink bracelet on
however, her expectation was siaff would follow for identification for  staff and

 the care plan interventions. c visitors. A new daily audit was
created on 6-3-15 by the DON to

* check the bracelets on each resident
each shift Monday thru Sunday to
validate that the 35 residents are

- wearing the pink bracelets. The QA
nurse witl perform the audit on day

- shift Monday thru Friday; the shift

. supervisions  will do  the audit

|
|
|
f X4 1D
I
i

1. Review of Resident #2's medical record
_revealed the facility admitted the resident on
F 09/30/14, with diagnoses which included Cerebral -
_ Vascular Accident, Chronic Obstructive
Puimonary Disease and Diabetes Meilitus.
Review of Resident #2's Significant Change
Minimum Data Sat (MDS) Assessment dated

e N R

B . -

- 0172715, revealed the faciity assessed Resideni -

#2 as having a Brief interview for Mental Siatus

(BIMS) of a fifteen (15) out of fifteen (15) which
- indicated no cognitive impairment.

. Review of the 04/23/15, Hospita! Discharge

Summary revealed Resident #2 was admitted o

- the hospital from 04/03/15 until 04/23/15, where

he/she was treated with intravenous {iv)

“antibiotics for Lower Extremity Cellulitis.

Review of the Re-admission Physician's Orders
. dated 04/23/15, revealed orders for Remedy

Nufrashield with Olivamine (skin protectani lotien)

- to the buttocks and perineal area every shiit and
as needed.

Review of Resident #2's Comprehensive Plan of
* Care dated 10/09/14, revealed the resident was

atrisk for impaired skin inteqrity reiated to

“impaired mobility and Diabetes Meliitus.

Continued review revealed the goal stated

Resident #2 would maintain intact skin integrity
. and interventions included staff io report any

areas of skin concern {o the Physician and

- Wound MNurse,

Monday thru Friday and the weekend

© supervisors will perform the audit on

Saturday and Sunday. The audits will|
be turned into the DON daily for,
review and compliance.

. Meal service is now being monitored

Menday-Sunday at breakfast, lunch
and dinner by the restorative aides to
validate that every resident receives
their meal tray as ordered and care
planred and receiving the assistance
as needed,

The appointment clerk is now
responsible for notifying the dietary
department of zll appointments as of
6-3-15 for the following day for sack
lunch and drink to be provided to take
with the resident and the escort on
their appointments.

The nursing department including
RN’s, LPN’s, CMT’s and SRNA's.
have been in-serviced orn 6-5-15 thru
6-14-15 by the DON the Unit'
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Observation of Resident #2's skin assessment on
| 04/29/15 at 2:25 PM, performed by Licensed
Practical Nurse (LPN) #86, the facility's Wound
- Murse, revealed the resident was observed to

care plan including turning  and

.~ repositioning, toileting, and assisting’

with meals.

Systentic Changes
¢ In-service with the licensed nurses:

. have red rash chafing areas under the abdominal ; di : :

folds, redness to the perineal area and ; | resarding doing  thorough Skin,

- excoriation between the buttocks Interview with ‘ dssessnmms. ?md promptly notifying
the  physician  of any  skin

“LPN #6/Wound Nurse, during the skin

: assessment, revealed she was unaware of the
skin breakdown under the resident's abdominal

- folds and there was no treatment order for the
areas. She further stated she was also unaware

“of the redness to Resident #2's perineal area and .

. the excoriation between the buttocks.

 Interview, on 04/29/15 at 5:30 PM, with LPN #2,
“the nurse assigned o Resident #7's care,

. revealed he was unaware of the resident having a
rash to the abdominal folds. redness 1o the 1
. perineal area or excoriation between the

bittocks.

iInterview, on 04/30/15 at 2:50 PM, with CNA #25
fwho was assigned to Resident #2 on 047297115,
revealed the resident received perineal care
- yesterday and he was unaware of any skin
concerns. CNA #25 revealed however. if a new
‘ area of skin breakdown was observed he was o

notify the nurse.

Review of the Nursing Assessment dated
1 04728115, performed by LPN #7. revealsd there
was no documented evidence Resident #7 having
‘red rash and chafing arees under the abdominal
folds or redness to the perineal area; however,
- according to the body diagram on the
_ Assessment there was radness/pinkness to the
 resident's buttocks.

- abnormalities and obtaining treatment

. orders

and  head to toe skin
assessment  competencies  and g
wound care quiz was completed on
each licensed nurse on 5-29.15 thru
6-14-15 by the Infection Control

. nurse. This new skin assessment
- Gompetency and the wound care quiz
- has been added to the facilities new

hire and the in-service information
and wound quiz has been added to the

; dgency orientation program,

+ The infection control nurse began on |

6-8-15 reviewing the shower sheets to!

 ensure showers are being given and to
. detect any potential or actual skin’

" abnormalities

that  may require!

. medical or nursing intervention that,

are being completed by the SRNA's!

- Monday thru Friday; the weekend

supervisor reviews the shower sheets

‘on Saturday and Sunday.

©oassessments

The treatment nurse is reviewing skin’
completed by  the:
licensed nurses Monday thru Friday

' to validate that the physician has been

_potéﬁe.d of any skin abnormalities
Including rashes, abdomen chaffing
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F 282 fhndings to the DON daily. The-

F 282 Continued From page 45

Interview, on 05/06/15 at 4:45 PM. with LPN 47

. revealed she had completed the skin assessment :

section of the Nursing Assessment dated

£ 04/28/15, and on performing the skin assessrnent 3
she did not cbserve any chafing or redness under
- the abdominal folds, redness to the perineal area

o excoriation between the buttocks. LPN #7

- stated If she had observed any changes in
Resident #2's skin condition she would have

. notified the Physician for treatment and notified
" the wound nurse, as per the care plan.

~Continued record review reveaied a Condition
Change Form placed in the Nurse's Notes
~completed on 04/29/15, by LPN #6/Wound Nurse
. which noted Resident #2 had redness to the
“perineal area and inner buttocks excoriation.
. However, continued review of the Nurse's Notes
‘revealed no documentad evidence the red rash
. chafing areas to the abdominal foids was noted.
Review of the Physician's Orders received on
. 04/29/15, revealed orders to treat Resident #2's
- the redness to the resident's perineal area and
inner buttocks excoriation, However, there was
- no documented evidence the Physician was
notified of the chafing and red rash areas o the
- resident's abdominat folds, as per the care nlan,
and orders received for treatment of the areas.

: Interview with LPN #8/Wound Nurse on 05/06/ 15
a8t 5:50 PM, revealed she had not written down all

Resident #2's skin issues observed during the

. skin assessment on 04/29/15. Per interview, she

“also had not written a Note or notified the

: Physician related to the red rash and chafing of
the resident's abdominal folds. However, she

: reveaied she did recall Resident #2 fiaving the

“chafing and redness fo the abdominai folds, and

. the resident’s
* time, dietary notification, escort name |
- and the food and drink that is taken

weekend supervisor will review the

. 8kin assessments on Saturday and
- Sunday and submits their audits to the :
i DON on Monday morning

A new daily audit was created on 6-4-
. 15 by the DON 10 check the bracelets -
" on each resident each shift Monday .
s thru Sunday to validate that the §

residents  are wearing the pink

 bracelets. The QA nurse will perform

the audit on day shift Monday thru
Friday: the shift supervisions will do

. the audit Monday thru Friday and the

weekend supervisors will perform the
- audit on Saturday and Sunday. The
- audits will be turned into the DON

daily for review and compliance,

The appointment clerk is now
responsibie for notifying the dietary
department of ail appointments as of

: 6-3-15 for the following day for sack

lunch and drink to be provided to take

- with the resident and the escort on:

their appointments. The facilities

. back up process for the appoiniment

clerk’s responsibilities is the staffing

- coordinator Monday thru Friday. The

facility currently has one resident

going to dialysis on Saturday!
morning at 6:3¢ a.m. and the Friday
cnight  11-7  shift supervisor s,

responsible for assuring a sack lunch
is taken with him. The appointment
clerk utilizes a form which consist of’
name, appointment
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- with them on the appointment. This E!
F 282 form is turned into the administrator ;

* would notify the Physician for an order for
lreatment.

Interview, on 05/02/15 at 8:00 AM, with the DON,
-and review of Resident #2's record revealed the ,
CNA's performing care such as perineal care and |
: baths shouid report any new skin concern areas
to the nurses. Per interview, the nurses
- performing treatments or skin assessments
- should report any new areas of skin breakdown 16 -
_the Physician. She revealed staff should have
- followed Resident #2's care plan intervention and :
notified the Physician of all areas of skin concemn.

2. Review of Resident #3's medicai record
: revealed the facility re-admitted him/her on
03/13/12, with diagnoses which included
: Diabetes, Alzheimer's Disease, Parkinson’s
Disease and Dementia. Review of the Quarterly
- MDS Assessment, dated 02/06/15, revealed the
facility assessed Resident #3 as severaly
cognitively impaired, to have limited range of
~motion in his/her upper and lower extremities and
to require extensive physical assistance of one

- {1) staff for eating.

- Review of Resident #3's Comprehensive Care

' Plan revealed the facility care planned the
resident as at risk for impaired skin related to

~impaired mobility and incontinence. Continued
review of the risk for impaired skin care plan

: fevealed interventions which included assisting

" Resident #3 with turing and repositioning during
care rounds. Review of Resident #3's ONA Care

. Plan revealed staff were to turn the resident every
two {2) hours and he/she needed total

: assfstance with eating.

. Observation: of Resident #2, on 04/28/15 at 2:50

The meal service is now being
" monitored Monday-Sunday at
breakfast, lunch and dinner by the
restorative aides to validate that every
resident receives their meal tray as
;ordered and care planned. Meal!
service round sheets are turned into’
cthe DON  daily for review and |
compliance. '

The nursing  department  which |
included RN’s, LPN’s CMT's and |
SRNA’s have been in-serviced on 6]
9-15 thru 6-14-15 by the DON the |
“Unit managers and 3-11 and [1-7.
shift supervisors regarding following /
each resident’s care plan including :
. turning  and repositioning, toileting, :
" and assisting with meals.

The Unit managers will be auditing
turning and repositioning during day
shift Monday thru Friday; the 3-1]
and 11-7 shift supervisor will be
auditing turning and repositioning
Monday thru Friday and the weekend
supervisors will be auditing turning
and repositioning on Saturday and
Sundays. The audits will be turned
. into the DON daily for review and
compliance.

Monitoring

: The infection control nurse began on :
6-8-15 reviewing the shower sheets to |
ensure showers are being given and to
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revealed the resident was lying on the bed on
histher back during all observations.

Interview, on 04/28/15 at 6:45 PM. with CNA #23

: revealed she was caring for Resident #3, and the
resident was currently positioned on his/her back.

- CNA#23 revealed Resident #3 had not been
repositioned to histher side at 3:00 PM, by the
- day shift CNA, Per inferview, she was not

“informed during shit change rounds Resident #3

. had not been turned towards the window as per
the turn schedule. CNA #23 revealed at about
4:00 PM, she observed Resident #3 on his/her
back and should have turned the resident;
however, had not turmed him/her because at 500 :

: PM, residents were positioned on their back for

the dinner maatl.

{
Interview, on 04/29/15 at 2:31 P, at 2:31 PM,
- with CNA#30, who worked day shift and was
“assigned to Resident #3's care on 04/28/ 15,
} revealed the resident was supposed to be turned
“and repositioned about every two (2) hours, to
! prevent bed sores. According to CNA#30, the
- facility had a directional turning schedule and at
3:00 PM residents, in bed, were repositioned
 towards the window. CNA#30 revealed the Jast
I “time she cared for Resident #3 on 04/28/15, was
| - at2:30 PM, and had not repositioned the resident -
- because it was before 3;00 PM. Per interview,
she reported to the second shift CNA, Resident
:#3 had not been repositioned according to the
schedule. Further interview revealed if Resident
! . #3 had not been repositioned by CNA #30, the
i “second shift CNA was to ensure the resident was
' . turned towards the window at 3:00 PM. :

Interview, on 04/29/15 at 3:42 PM, with LPN #8

PM, 414 PM, 5:32 PM, 5:52 PM and at 7:00 PM,

: detect any potential or actual skin

abnormalities that may require

‘ medical or nursing intervention that
are being completed by the SRNA’s '
: Monday thru Friday; the weekend
supervisor reviews the shower sheets
- on Saturday and Sunday.

The treatment nurse is reviewing skin

i assessments  completed by the

ficensed nurses Monday thru Friday
to validate that the physician has been
notified of any skin abnormalitics

: including rashes, abdomen chaffing

and excoriaticn and will report

‘findings to the DON daily. The

weekend supervisor will review the

- skin assessments on Saturday and

Sunday and submit their audits to the

‘DON on Monday morning. The

results of the audits will be reported

to the moathly Quality Assurance and ;
Safety committee meetings by the
* DON for review and |
recommendations. '

The appointment clerk is now:
* responsible for notifying the dietary:
department of all appointments as of
- 6-3-15 for the following day for sack
lunch and drink to be provided to take
: with the resident and the escort on
their  appointments. The facilities:

back up process for the appointment

clerk’s responsibilities is the staffing

 coordinator Monday thri Friday. The

facility currently has one resident
going to dialysis on Saturday
morning at 6:30 am. and the Friday

cnight  11-7  shift  supervisor s
_responsible for assuring a sack lunch
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(is taken with him. The appointment
F 2827 Continued From page 48 F 282 clerk utilizes a form which consist of
. - 8 i ? 7 :
- revealfed she had provided care for Resident #3 the resident’s ame,  appomntment |
" before, and knew the resident was af risk of - time, dietary notification, escort name
- Pressure Ulcers and was supposed to be turned and the food and drink that is taken
every two (2) hours. LPN #8 revezled nurses on ‘ ‘f"'fh Ehf?m on t_he appointment. This
 the floor were supposed to monitor to ensure form is turaed into the administrator |

residents were turned and repositioned, as per
: the care plan.

- Interview, on 04/30/15 at 2:55 PM, with
Registered Nurse (RN) #1/Unit Coordinator ey
‘revealed Resident #3 had a care plan to turn and
reposition the resident with care, about every two -
(2) hours to prevent skin breakdown. RN #1/UC
revealed the facility had scheduled tumn positions
fattwo {2) hour intervals and at 3:00 PM, when
second shift started, residents were turned to
Fface the window. Per interview, the nurses
supervised the CNA's and monitored resident
positioning. Further interview revealed if
Resident #3 was not repositioned between 3:00
- PM and 7:00 PM, hisfher care plan was not

followed.

Interview, on 05/04/15 at 11214 Al with MDS
- Coordinator #2 revealed residents’
Comprehensive Care Plans were developed
: based on the assessed needs of each resident. ‘
MDS$ Coordinator #2 reveaied Resident #3's care
- ptan for skin integrity included :
" turning/repositioning with care as a preventive
measure (o relieve pressura. Per inferview, staff
“were supposed to reposition Resident #3 with
each round which was every two (2} hours. MDS
“Coordinator #2 revealed if Resident #3 was not
turned and repositioned then staff had not
followed the care plan intervention, but should

have.

: Interview, on 05/01/15 at 4:05 PM. with the DON

the audits will be reported to the
‘monthly  Quality  Assurance and
. Safety committee meetings by the

Administrator  for  review and

Crecommendations.

" A new daily audit was created on 6-4-

L5 by the DON to check the bracelets

“on each resident each shift Monday

thru Sunday to validate that the 5
residents are  wearing the pink
bracelets. The QA nurse will perform
the audit on day shift Menday thru
Friday; the shift supervisions will do
the audit Monday thru Iriday and the
weekend supervisors will perform the
audit on Saturday and Sunday, The
audits will be turned into the DON

-

|

“daily for compliance. The results of i
’ !
|

.f

|

|

i

|

|

- daily for review and compliance. The

results of the audits will be reported |

: to the monthly Quality Assurance and

Safety committee meetings by the
DON for review and
recommendations.

The meal service is now being |
‘monitored  Monday-Sunday  at’

breakfast, lunch and dinner by the

‘restorative aides to validate that every
_Tesident receives their meal tray as:
‘ordered and care planned. Mea]
_service round sheets are turned into |
‘the DON daily for review and
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, revealed Resident #3 had a skin mtegrity care
plan and was supposed to be turned and
: repositioned every two (2) hours, as per the care
plan. The DON revealed the facility had a turning
- schedule to ensure residents were turnad. :

Further interview revealed if Resident #3 was

. positioned on his/her back from 3:00 PM through
7:00 PM, his/her care plan intervention was not
. followed: however, should have been.

: Confinued review of Resident #43's

Comprehensive Care Plan revealed the facility

: care planned the resident for eating/nutritional

status refated to conditions which included
Parkinson's Disease and Dementia, Further

review of the eating/nutritional status care plan
. revealed interventions which included staff
providing Resident #3 with {otal assistance with

. hisfher meals,

- Additional observation on 04/28/15 at 5:372 PM

and 5:52 PM revealed Resident #3 was not
served a dinner meal tray until Surveyor
intervention. Observation revealed Resident #3

- did not have histher dinner meal tray provided
“unti! 7:00 PM.

“Interview, on 04/28/15 at 6:45 PM with CNA #23,

at 7:03 PM with CNA#12 and at 7:12 PM with

- CNA#4, revealed Resident #3 normatly ate in the

restorative dining reom; however had not for the

Cdinner meal. Per CNA#4, if residents were not in

restorative dining, their trays were on the meal

: tray cart and were served by the CNA's. Per the

CNA’s, residents requiring meal assistance trays
usually were on the floor between 5:30 PM and

- 6:00 PM. CNA #23 revealed Resident #3
. required assistance with his/her meals and she
~had observed the resident not having a meatl tray

£ 2go compliance. The results of the audits

~will bhe reported to the monthly
Quality  Assurance  and Safety
commitiee meetings by the DON for
review and recommendations.

" The unit managers will be auditing
~turning and repositioning, during day
shift Monday thru Friday; the 3-11

cand 11-7 shift supervisor will be |
" auditing turning and repositioning |
Monday thru Friday and the weekend
supervisors will be auditing turning :
and repositioning on Saturday and
Sundays. The audits will be turned’
into the DON daily for review and
compliance. The results of the audits
will be reported to the monthiy
Quality  Assurance and  Safety
* committee meetings which consists of
the  Medical  Director, DON,
Administrator, Consultant
pharmacist, Infection control nurse,
© Quality assurance nurse,  Social
- services director and the Dietary
" manager by the DON for review and
reconinendations,

Date of Correction:

6-26-15
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. after most of the other residents had alrezdy
“eaten. According to CNA#23. she was going to
. notify the kitchen to get Resident #3 a meal tray.
- CNA#12 revealed a tray with no meal ticket to
identify whose tray it was had been left on the
“meal tray cart. Per CNA #12, staff were

supposed to ensure alfl residents received a meal
“tray and the assistance required. CNA #4
. revealed Resident #3 should have been served

“before 7:00 PM.

lnterview, on 05/04/15 at 3:15 PM. with LEN #4
revealed on 04/28/15, she was in the dining hall
when dinner meal trays were served on Resident
- #3's hall. According to LPN #4, CNA's were 4
“supposed to ensure all residents got a mea! tray.
- Perinterview, Resident #3 was care planned 1o
be assisted with meal tray set up and with his/her
. meals by staff, however, the resident's care plan
was not fotlowed as the resident had not receive
. the meal iray, until Surveyor intervention.

Continued interview, on 05/04/15 at 11:21 AM,
“with MES Coordinator #2 revealed Resident £3
. was assessed as needing fota! assistance with
“meals and had a nutrition care plar which
included the intervention of total assistance with
histher meal, However, MDS Coordinator #2
revealed Resident #3's care plan was not
followed if someone had not ensured the resident -
had received and was assisted with hisfher meai

3. Review of Resident #5's medical record

: revealed the facifity re-admitted the resident on

- 03/02/15, with diagnoses which included
Dementia, Right Ankle Fracture, Neuropathy and -

- Chronic Dizziness. Review of the Annual MDS
Assessment dated 03/20/15, revealed the factity |

‘ assessed the resident as having a Brief Interview

jf
|
|
|
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*for Mental Status (BIMS) of a twelve {(12)
indicating moderate cognitive impairment.
Eurther review revealed the facility assessed the

. resident as requiring total assistance of two (2)
staff for transfers, extensive assistance of two {2)

s for toileting, and as frequently incontinent of urine
and always continent of bowel, :

. Review of Resident #6's Comprehensive Care
*Plan, dated 05/06/18, revealed the facility care
. planned the resident as needing assistance with
toilleting and being occasionally incontinent with a
+ goal of the resident would have decreased risk for.
mcontinence. Continued review of the care plan
revealed interventions which included
encouraging assistance with toileting upon
“arising, before and after meals, at night and as
. needed. Review of the nutritional risk care plan,
dated 03/15/15, revealed a goal for the resident
“to have reduced risk for weight loss and
nutritional deficit with interventions which included

‘ diet as ordered, encourage the resident to eat

. and drink and provide assistance as needed.

- Further review of the Comprehensive Plan of

: Care revealed care plan for the resident being at
risk for impaired skin integrity related to

; decreased mobility dated 06/06/14, with a goal for :

the resident's skin to remain intact. Continued
s review of the at risk for impaired skin integrity
. care plan revealed interventions which included
- staff fo assist with turning and repositioning with
~care and rounds and as needed. and to ensure
the resident's skin was clean and did not have

. EXcess moisiure,

 Observations on 04/28/15 at 9:30 AM. 10:30 AM,
11:30 AM and 2:00 PM revealed Resident #6 Was ¢
. out of his/her assigned room, 606-1, for an :
“orthopedic appointment to have his/her cast
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. removed. Continued observation at 3:30 P : 5[

revealed Resident #6 had not returned to room ;

: B06G-1. }
i
|
|
i
i

|
/

Cinterview, on 04/29/15 at 4:57 PM, with CNA #4,

~Uniti, second shifi CNA, revealed she was

- assigned to Resident #6 and she was unaware if
the resident had received a lunch meal tray upon

“return to the facility.

!
5
i
|
§
l
|
J
{
;
-f interview with LPN #2, on 04/29/45 at 3:30 PM.
- who was the nurse assigned to Resident #6's 1
care on the facility's Unit !, revealed Residen: #6 _ iﬁ
; +had been transferred to another room on the g
facility's Unit 1. Per interview, he was unaware !
; ‘Resident #6 was being transferred to another i
. foom on Unit | after the resident returned from the _ !
orthopedic appointment around noon, until he }
. saw hausekeeping moving the resident's bed J
from room 606-1. LPN #2 revealed he |
f Himmediately gave report to the Unit 1 nurse and ,f
f _explained Resident 46 was transferred to a |
J “private room, room 104, an Unit | related to a new E
J . disgnosis of Vancomycin Resistant Enterococeus i
“(an antibiotic resistant bacteria) in his/her stool. f
. LPN #2 further stated he was unaware if Resident
#5 had received a lunch tray Upen return from the
!
f

s appointment,

s Interview, on 04/29/15 at 3:45 PM and 04/30/15 l
at 10:40 AM, with LPN #8 on Unit 1, where [
‘ Resident #6 was transferred to, revealed she was : |
not notified when the resident was moved into ' i
roorn 104, on Unit L. She stated Resident #5's : .
medical record and appointment paperwork were
“brought to Unit | at about 12:30 PM on 04/26/15. ;
- Continued interview revealed when she found oyt f
. Resident #6 was on the unit, she "peeked” in on :
“him/her but did not do any type of assessment, J
Event D 3H5M1
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_and this was at approximately 2:00 PM. She
- stated the Unit [ Manager had told her Resident
- #6 had eaten lunch prior to being transferred to

“room 104,

interview with the Unit | Nurse Manager on i
: 04/30/15 at 10:50 AM, revealed she was unaware

it Resident #6 had eaten lunch on 04/29/15, when
- he/she was transferred to room 104 around 12:00 _

PMto 12:30 PM.

Even though Resident #6 had Comprehensive
' Care Plan interventions for his/her diet as
ordered, to encourage the resident to eat and
" drink and provide assistance as needed: staff did :
_not ensure the resident received a meal tray after
returning from an appointment on 04/29/45.

- Observation on 04/29/15 at 3:46 PM revealed

. Resident #6 sitting in a wheeichair in histher

“room, with the right leg extended and his/her ayes:
ciosed. Interview with Resident #6 on 04/29/15 at,

- 4:44 PM, revealed he/she had returned to the

. facility between noon and 12:30 PM and was

“taken to hisfher new room shorily after returning.

- Continued interview revealed Resident #6 had not -

“received a Junch meal tray, nor had a sack lunch

. been provided to the resident prior to the _

- appointment. Continued observation of Resident

#6 revealed he/she did not received a meal tray
until the dinner meal when his/her meal tray was

~served between 6:00 PM and 6:30 B\,

_Further abservations on 04/29/15 at 3:45 PM.
415 PM, 4:44 PM, 5:30 PM and 6:00 PM
revealed Resident #6 remained sitting up in
histher wheelchair. Observation at 6:15 PM
revealed staff assisted Resident #6 {0 bed and
- was performing incontinence care, and the

Foap
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“resident's buttocks were observed to be red and

. the resident's brief was wet. Interview with
CNA#4S revealed this was the first time

; Incontinence care for Resident #6 had been
provided since she had come on shift at 3:00 PM.

- three {3) hours and fifieen (15) minutes earfier

- Even though Resident #8 had care plan
interventions to assist with toiteting, to ensure the

resident's skin was clean and did riot have
excess moisture and {o assist with turning and
repositioning, staff failed to ensure the

Cinterventions were implemented when the
resident returned to the facility from an

- appointment and was transferred to another

OO0,

Interview with the DON, on 04/30/15 at 5:00 PM,
‘ revealed there had been a breakdown in
communication regarding Resident #8's room
ftransfer on 04/29/15. Per interview, as a resuif of .
the breakdown in communication there had been
“a defay in care and services for Resident #6,
such as, not being repositicnedftoileted and not
receiving the lunch meal. Continued interview :
with the DON revealed if Resident #6 returned at
C1:30 PM and was still up at 4:30 PM, that was a
long time to sit up without being tolleted and
- repositioned, and not receiving something to
eat/drink. Further interview revealed it was the
- DON's expectation staff follow residents’ care
plans; however, she revealed Resident #65's care
. pian interventions had not been followed related
to re-positioning, incontinence care and nutrition.
: She stated # was the nurse's responsibfiity to
ensure residents’ care plan interventions were

: foilowed.

4. Review of Resident #8's medica! record
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revealed the facility admitted the resident on

- 03/04/15, with diagnoses which included

_Malignant Neoplasm of the Colon. Review of the

- Admission MDS Assessment dated 03/11/1 5,
revealed the facility assessed Resident #8 as

¢ having a BIMS of a ten (10) out of fiieen (15)

“indicating moderate coghitive impairment,

F 282,

' Review of the Hospital Discharge Summary dated

- 04722115, revealed Resident #8 was admiited

Cfrom Q4117115 to 4/22/1 5, with a diagnoses which

included peivic and hip fractures.

~Review of Resident #8's Re-Admission

* Physician's Orders dated 04/22/15, revealed
orders for: badrest; palliative care: Remedy

- Nutrashield with Olivamine (skin protectant) to
buttocks and perineal area every shift and as

- needed (prn); and fo cleanse the reddened area
{0 the resident's left armpit with soap and water,

: pat dry, apply Nystatin Powder three (3) times a

“day.

Review of the Re-Admission Resident Data

_ Coltection form, of the section iabeled "skin

: condition”, completed on re-admission on
04/22/15, revealed Resident #8 had redness to

“the left armpit.

: Review of the Comprehensive Care Plan
revealed the facility care planned the resident as

- at high risk for impaired skin related fo impaired

“mobility dated 03/17/15, with a goal far the

. resident to maintain intaci skin. Continued review

~of the care plan revealed interventions which

_included reporting any areas of skin concern o

- the Physician and Wound Care Nurse.

' Observation of Resident #2's skin assessment,
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. on 04/29/15 from 10:50 AM until 11:20 AM,
*performed by LPN #2, who was the nurse
_assigned to the resident's care, revealed the
“ resident had red excoriation to the butiocks and
~had a red rash area under the left breast.
- Interview with LPN #2, at the time of the skin :

assessment, revealed CNA#25 had informed him

| earlier in the shift, of the skin concerns observed.

- Further review of the medical record on 04430015,
revealed there was no documented evidence in
: the Nurse's Notes regarding the Physician or
Wound Nurse being notified of the skin
: breakdown observed during the skin assessment :
on 04/28/15, as per the care plan, until 04/30/15,
- Review of the Physician's Orders on 04/30/15, _
“revealed new orders for treatment of the red rash
. under the resident’s left breast and red
excoriation were received at 10:00 AM.

Interview, on 04/30/15 at 2:30 PM with LPN #2.

revealed he did not notify the Wound Nurse or the .
| Physician about the rash area under the

resident's breast or the excoriation to the
‘resident’s buttocks on 04/29/15, as per the care

plan, because 04/29/15 had been the first day he .
; was assigned to the resident and he didn't know if -
the skin breakdown areas were new or not. Per :
interview, he thought there was already orders for
treatment in place for the skin breakdown areas.

CInterview, on 05/02/15 at 8:00 AM, with the DON,

“and review of Resident #8's record revealed the
CNA's performing care for resident, such as,

' perineal care and baths should report any new
skin breakdown areas o the nurses. The DON

: revealed the nurses should report any new areas

~of skin breakdown to the Physician, as per the

: care plan,

F 282
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: 5. Review of Resident #11's medical record
revealed the facilily admitted the resident on

. 03/11/18, with diagnoses which inciuded : 5

| Alzheimer's Disease, Chronic Obstructive : ;
Pulmonary Disease (COPD) and Cardiac

: Dysrhwthmia, Review of the Admission MDS
Assessment dated, 03/18/15, revealed the faciiity
assessed Resident #11 as severely cognitively

Cimpaired.

. Review of the facility's Incident Reports revealed

“ Resident #11 had experienced exit seeking
behaviors and tried to get out an exit door on

: 03/30/16 at 11:40 AM, and on 04/10/15 at 4:00
PM. Continued review revealed the facility

~injtiated fifteen (15) minute chacks of Resident

#11, after each episode, for a twenty-four (24)

hour period.

Review of Resident #11's Comprehensive Care
Plan revealed the facility care planned the

| resident as an elopement risk, March 2015,
reiated to having wandering behaviors, with
interventions to ensure the resident had a pink

- bracelet in place.

However, observation of Resident #11, on
C05/0%15 at 2:14 PM, with RN #1/UC revealed
Resident #11 had no pink bracelet in place on
his/fher arm. Continued observation revealed RN
- #1/UC found a pink bracelet in the first drawer of
Resident #11's bedside chest and RN #1/UC then
- placed the bracelef on the resident's rightarm.

Interview, on 05/01/15 at 2:43 PM, with RN #H/UC:
- revesled the facility's process for wandering
 residents included ensuring orders were cbigined
for a pink bracelet to be placed on the resident
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“and to ensure the order was placed on the

the pink bracelet placement was monitored,

However. review of Resident #11's April 2015
. Physician's Orders revealed ne documented

'Resident 11's pink bracelet for placement.

had & wandering resident care plan which

wore a pink bracetet to alert staff he/she
s wandered. Per interview, if staff were not

care plan.

“seeking behavior and was to wear a pink

- exit seeking behavior and had a care plan

bracelet. Per interview, Resident #11's pink

. plan.

_ Trealment Administration Record {TAR} to ensure

“evidence of an order for a pink bracelet. Also,
review of Resident #11's April 2015 Medication

- Administration Record (MAR), and TAR revealed

: o tocumented evidence nurses had checked

Continued interview, on 05/04/15 at 11:21 AM.
s with MDS Ceordinator #2 revealed Resident #11
sincluded an intervention to ensure the resident

checking to ensure the pink bracefet was on the
! : resident each shift, they were not following the

Interview, on 05/04/14 at 315 PML. with LPN #4
 revealed Resident #11 wandered and had exit

- bracelet. LPN #4 revealed Resident #11 took off
the pink bracelet and was unsure if there was an
- ordet for the bracelet on the TAR to ensure the

" nurses monitored it's placement on the resident,

' Further interview, on 05/01/15 at 2:43 P, with
- RN #1/UC revealed Resident #11 had exhibited

_intervention to ensure the resident wore a pink

- bracelet was not supposed to be in the drawer,
- and should have been in place. as per the care

|
|
|
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* Further interview, on 05/01/15 at 4:05 PM, with
. the DON revealed Resident #11 had exit seeking
“behaviors, but there was no order written for the
: pink bracelet and the MAR/TAR was not updated
to ensure the nurses checked placement of the
tresident's bracelet, The DON revealed Resident
#11's care plan was not followed because the
" pink bracelet was not in place and staff were not
- monitoring the bracelet. Additional interview with
“the DON on 05/02/15 at 8:00 AM, revealed it was :
" also the responsibility of her, the Unit
Coordinators, Staff Development Nurses to
ensure residents’ care plan interventions were
followed.
483.25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

£ 309
S8=:

" Each resident must receive and the faciity must

. provide the necessary care and services fo atiain

“or maintain the highest practicable physical

- mental, and psychosacial well-being, in
accordance with the comprehensive assessment .

- and plan of care.

This REQUIREMENT s not met as evidenced
“hy:
~ Based on observation, interview, record review
“and review of the facility's policy, it was
_determined the facility failed io provide the
" necessary care and services to attain or maintain |
. the highest practicable physical, mental, and
- psychosocial well-being, in accordance with the
- comprehensive assessment and plan of care for

two (2) of twenty-two (22) sampled residents
- (Resident #8, and #2).

F282

Fapg F309D

Residents Affected

' Resident #2 comprehensive care plan |
_interventions are being followed and | : i
the physician was notified of the | : i
: chafing and redness to abdominal | '
folds on 5-5-15 by the treatment
nurse and orders for Interdry was
obtained and applied to these areas.

_ Resident #8 comprehensive care plan
interventions are being followed and

_the physician was notified of the
excoriation to the buttocks and a rash

i under the breast on 4-30.15 by the
floor nurse and orders for Nystatin

-and  Calazime was obtained and
applied to these areas.

: Hdentification of Other Residents :

All residents have the potential to be
- affected. Skin assessments have been |
. performed on all residents on 5-20-15
thru 5-30-15 by the Administrative
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“Resident #8 was observed on 04/26/15. io have

- an rash under the left breast and excoriation to
the buttocks during 2 skin assessment. [nterview ,

s with the nurse performing the skin assassment

revealed the Certified Nursing Assistant (CNA)

- assigned to the resident had informed him of the

changes in skin condition earlier in the shift.

- However, review of the record revealed an order

had not been obtained for treatment to the areas

untit 04/30/15 at 10:00 AM. In addition, the nurse

had not documented the new areas of skin

“breakdown as per the facility's protacol,

I addition, Resident #2 was observed on
- 04/289/15, 1o have red rash areas and chafing

areas under the abdominal folds, redness to the

- perineal area and excoriation between the

buttocks during a skin assessment. Record

‘review revealed no documented evidence the

areas had been identified prior to the skin

Tassessment. Also, record review on 05/05/15

revealed no documented evidence Physician's

- Orders were obtained for freatment of the red

rash and chafing areas under Resident #2's

- abdominal folds, and no documented evidence of

the new area of skin breakdown to the abdominal

 folds, as per the facility’s protocol.

The findings include:

' Review of the facility's, "Wound Care Policy-Skin
_Assessment”, undated, revealed the facility
- should routinely monitor the skin condition of all

residents and inlervene, as appropriate, to treat

- skin frregularities upon admission, readmission,

- when alerted that the CNA's had identified any

- skin irregularities, and with weekly "head to toe

. sKin body assessments”. Further review revesled :

managers, (A  nurse,
i control nurse and Treatment nurse.

The skin assessments have beeﬂ
reviewed by the DON for any skin
issues identified and treatment orders

obtained as needed.

Systemic Changes
_ Skin  assessmenis  have
' performed on all residents on 5-20«:155
thru 5-30-15 by the Administrative;

been:

nurses  which  includes  the Unit |
- managers, QA nurse, Infection .
control nurse and Treafment nurse. |
"~ The skin assessments have been |
- reviewed by the DON for any skin
issues identified and treatinent orders
© obtained as needed. '

In-service with the lcensed nurses
- regarding  doing  thorough  skin
assessments  and  notifying  the
physician promptly of any skin
abnormalities and obtaining treatment
corders;  and  head to toe skin
. assesstnent  competencies and a
+ wound care quiz was completed on
. each licensed nurse on 5-28-15 thry
 6-14-15 by the Infection Controf
. nurse. This new skin assessment’
competency and the wound care quiz
has been added to the facilities new |
hire and agency orientation program,

The treatment nurse will be auditing :
- the  weekly  scheduled skin |
assessments performed by the floor
- ‘nurses Monday thru Sunday for any
skin abnormalities identified and

|
g
|
|
%
!
|
;
|
!
|
;
!
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|
|
|
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|
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the CNA's were to observe the skin of residents
in their care on a daily basis, and report any skin
. rregularities to the Charge Nurse. Per the Policy,

the Charge Nurse or designee was to conduct an .

: assessment of each resident who exhibited any
new skin irregularitias.

1. Record review revealed the facility admitied

- Resident #8 on 03/04/15, with diagnoses which
inciuded Celon Cancer and Chronic Obstructive

. Pulmonary Disease {COPD}. Review of the
Admission Minimum Data Set (MDS)
Assessment dated 03/11/15, revealed the tacility
assessed Resident #8 to have a Brief Interview

_for Mental Status (BIMS) score of ten (10} out of
fifteen (15) which was indicative of moderate

- cognitive impairment.

- Review of the 04/22/15, Hospital Discharge
Summary revealed Resident #8 was admitted to
the hospital on 04/17/15 after sustaining a fall in
the facility. The Hospital Discharge Summary ,

. fevealed Resident #8 was diagnosed with hip and

“pelvis fractures. Further review of the Discharge
Summary revealed Residen! #8 was seen by

- Orthopedics while in the hospital, and
Orthopedics determined the resident was not a

' surgical candidate, and the family wanted him/her
to have pailiative care.

Raview of Resident #8's Re-Admission
: Physician's Orders dated 04/22/15, revealed
orders for the resident fo be on bedrest, to have
palliative care, Remedy Nutrashield with
Ofivamine (a skin protectant paste) o the
resident's buttocks and perineal area every shif
“and as needed {prn), and to cleanse reddened
_area to the resident's left armpit with soap.

F 3pg checking to see if the physician was

notified and that a freatment is in
“place. The audits will be turned into,
the DON daily for review and
" comphiance.

e . S

- Monitoring
. The treatment nurse will be auditing
“the  weekly  scheduled  skin

- assessments performed by the floor
nurses Monday thru Sunday for any
skin  abnormalities identified and
checking to see if the physician was
notified and that a treatment is in
place. The audits will be turned into
the DON daily for review and
compliance,

et e

The DON will submit the results of
the daily skin assessment audits to the
monthly  Quality Assurance and:
Safety committee meeting  which
consist of the Medical Director,:
DON,  Administrator, Consultant
pharmacist, Infection control nurse,:
Quality assurance nurse, Social
services director and the Dieary
manager for review and:
recommendations,

Date of Correction:

6-26-15
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. Review of the Re-Admission Resident Data
" Collection section fabeled "skin condition”
. completed on readmission 04/22/15, revealed the
" resident had redness to the left armpit.

Observation, on 04/29/15 from 10:50 AM unitil
11:20 AM, of a skin assessment performed by

Licensed Practical Nurse (LPN} #2, nurse

. assigned {o the resident, with CNA #25 assisting,
revealed Resident #8 had red excoriation to the

- buttocks and had a red rash area under the left

breast. Per interview, with LPN #2, at the time of |

“the skin assessment, revealed CNA #25 had
_informed him of the new areas of skin changes
“earlier in the shift.

Review of the Physician's Orders however,
revealed no documented evidence of orders to
treat the areas observed during the skin
- assessment on 04/28/15, until 04/30/15 at 10:00
 AM. Review of the Physician's Orders dated
- 04/30/15, revealed orders to apply Nystatin
Powder (an anti-fungal antibiotic) to Resident #8's

left and right breast after cleaning every shift and

:as needed. Further review revealed an order to
_clear and dry the buttocks area and apply
- Calazime Cream (a skin protectant) to the
- reddened area every shift and as needed.

. Also, review of the Nurse's Notes revealed no

“docurnanted evidence of the areas of skin

. breakdown observed during the skin assessment

“on 04/29/15, until 04/30/15. Review of a Change

¢ in Condition Form, dated 04/30/15, reveaied the

“status change" was "L & R” {left and right)

breast”, and to apply Nystatin Powder every shift
and as needed to the reddened area; and

- "buttocks area”, clean and dry and apply

. Calazime C{eam to reddened area every shift
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F 309 Continued From page 53
fand as needad.

Interview, on 04/30/15 at 2:30 PM, with LPN #2

reveated he did not notify the Wound Nurse or the

Physician about the rash area under Resident
#8's breasts or the excoriation to the resident's

buttocks on 04/29/15, as it had been his first day
- caring for the resident and he was not aware the

areas observed were new. Per interview, he
« thought there were already treatment orders in

place for the areas. He further stated he also did
‘not document the new areas of skin breakdown in

the Nurse's Notes on 04/29/15.

. 2. Record review revealed the facility admitied
Resident #2 on 09/30/14, with diagnoses which

sincluded Diabetes Meflitus, Cerebral Vascular
Accident and Chronic Obstructive Pulmonary

- Disease. Review of the resident's Significant

. Change MDS Assessment dated 01/27/15,

“revealed the facility assessed Resident #2 to

_have a Brief Interview for Mental Status (BIMS)

“score of fifteen (15) out of fifteen (15) which was
_indicative of no cognitive impairment. Review of

the 04/23/15, Hospital Discharge Summary
revealed Resident #2 was admitted o the

~hospital from 04/03/15 until 04/23/15 and treated

- with intravenous {1V} antibiotics for Lower
~ Extremity Cellufitis,

Review of the Re-admission Physician's Orders

- dated 04/23/15, revealed orders for Remedy
~Nutrashield with Olivamine to the buttocks and
- perineal area every shift and as needed.

' Observation of a skin assessment on 04/29/15 af

2:25 PM, performed by LPN #58/Wound Nurse,

revealed Resident #2 was noted {o have red rash

. chafing areas under the abdominal folds,
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t excoriation between the buttocks and redness to

. the perineal area. interview with LPN #6/Wound
Nurse, during the skin assessment, revealed she

. was unaware of Resident #2's having the skin

breakdown under the abdominal folds and there

P was no treatment order for the arsas. LPN
#6/Wound Nurse revealed she was aleo unaware

- of the excoriation between to Resident #£2's
buttocks and the redness to the perineal area.

- Review of the Nursing Assessment dated
04/28/15, performed by LPN #7, revealed there

- was no documented evidence of Resident #2

_having red rash areas and chafing under the

“abdominal folds or redness o the perineal area.

- Continued review revealed however, the diagram
of the body on the Assessment, revealed

s documentation indicating redness/pinkness (o the
resident’s buttocks.

revealed she had compieted the skin assessmeni
- section of the Nursing Assessment on 04/28/15.
Per interview, she did not notice any chafing or
‘redness under Resident #2's abdominal folds, or
. redness to histher perineal area or excoriation
“between the buttocks. She stated if she had
: observed any changes in Resident #2's skin
“condition she would have notified the Physician
~for reatmient and notified the Wound Nurse.

, Interview, on 04/30/15 at 2:50 PM, with CNA #25,
! . who had been assigned to Resident #2's care on
04/29/15, revealed the resident had been
! provided perineal care yesierday, and he was not |
aware of any skin concerns. Per interview,
however, if a new area of skin breakdown was
. observed he would tell the nurse.

|

[

|

!

j Interview, on 05/06/15 at 4:45 P, with LPN #7
|

i
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F 309 Continued From page 65
_Interview, on 04/29/15 at 5:30 PM, with LPN #2.
who was assigned to Resident #2's care,
. revealed he was not notified of the resident
having a rash to the abdominai folds, redness io
- perineal area or excotiation between the

. buttocks.

|

[

]

!

!

i

. Further record review revealed orders were ; j
received and a Condition Change Form placed in !
|

!

I

:

f

5

j

i

[

;

|

- the Nurse's Notes compieted on 04/29/15, by

. LPN #8/Wound Nurse which noted Resident #2
had redness to the perineal area and inner )

" buttocks excoriation. Continued review however,
revealed no documented evidence of the rash
and chafing to the abdominal folds noted in the

: Nurse's Notes,

' Review of the Physician's Qrders, dated
- 04/728/15, revealed to cleanse Resident #2's
perineal area with scap and water, pat dry, apply
- Remedy Catazime with every
_incontinence/voiding episode or every shifi
related to the red perineal area for fourteen {14} |
- days, and to cleanse the resident's inner J
coceyx/buttocks excoriation area with soap and : I
i
s

twater and apply Calazime four (4) times a day

. and as needed for fourteen (14) days. Howsver, :

further review of the Physician's Orders revealed

- no documented evidence of a treatment order ' : |
obtained for the rash and chafing to Resident #2's

i abdominal folds.

Interview with LPN #6/Wound Nurse on 05/06/15
; at 5:50 PM, revealed she had failed o document
all the skin issues observed during the skin _ , :
“assessment with the Surveyor on 04/29/15. Per : ,
. Interview, she also had not written a Nurse's Note : 5
- or notified the Physician refated to the rash and ) : ]
- chafing of Resident #2's abdomina! folds. : |
Eveant D BHEM11 Facifity 10 100838
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F 309" Continued From page 66 F 309
Interview with the Director of Nursing (DON) and
‘review of Resident #8's and Resident #2's
rmedical records on 05/02/15 at 8:00 AM,
revealed if CNA's observed any new areas of
i : concern when performing care, such as, perineal
care and baths they should report the new areas
I -tothe nurse. Per interview, if nurses observed
| ~any new areas of skin breakdown when
f - performing treatments or skin assessments thay
j should notify the Physician for treatment to the
j areas in order to obtain freatment to prevernt
. further breakdown. The DON revealed any new
l areas of skin breakdown were to be documented
? tin the Nurse's Notes or on the Skin Assessment
forms.
F 312 483.25(a)(3) ADL CARE PROVIDED FOR F 312 F312D
$S=0 . DEPENDENT RESIDENTS _
i
Residents Affected

P Aresident who is unable to carry out aclivities of

daily living receives the necessary services {o

*maintain good nutrition, grooming, and personal
. and oral hygiene.

 This REQUIREMENT is not met as evidenced

. by

" Based on obsarvation, interview, record review

; and review of the facility's poficy, it was
determined the facility failed residenis were _

s served and received assistance with his/her meal

to ensure one (1) of twenty-two (22) sampled

‘ residents {(Resident #3).

: The facility assessed Resident #3 as needing
- assistance with hisfher meals: however, on
04/728/15 during the dinner meal, the resident dic

Resident #3 comprehensive care plan

* interventions are being followed and
- he is receiving his meal trays with

assistance as needed. Resident #3's
weight is 212.5 pounds as of May §,
2015 with no weight loss.

Identification of Other Residents

S Al

residents who s ordered to

i receive a meal tfray has the potential

to be affected.

The meal service is now being
moenitored Monday-Sunday at
breakfast, funch and dinner by the

. restorative aides to validate that every

i ordered

resident receives their meal
and care planned
receiving the assistance as needed.

tray as
and

e —
e "
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F 312 Continued From page 67
not receive a dinner meal tray and assistance,

untif Surveyor intervention. : 6-14-15 by the DON the Unit
, E cmanagers  and  shift  supervisors

 The findings include: . regarding following each resident’s
' carc plan including turning  and
. repositioning, toileting, and assisting

 with meals.

" have been in-serviced on 6-5-15 thru

- Review of the facility's policy fitled, "Resident

. Nutrition Services”, revised 2008, revealed each

resident was 1o receive prempt meal services and

“appropriate feeding assistance. Further review of
i the Poiicy revealad hursing personnel would ‘

“ensure residents were served the carrect food

“tray and would report if an incorrect meal was

. defivered so a new food tray was jssued.

; Spstenic Changes
 The nursing department  which
included RN’s, LPN's CMT's and
SRNA’s have been in-serviced on 6-
5-15 thru 6-14-15 by the DON the

Unit managers and shift supervisors

Review of Resident #3's medical record revealed _ {
* regarding following each resident’s

- the facility re-admitted the resident on 03/4 3112, _ :
[ with diagnoses which included Alzheimer's - care plan including  turning  and
Disease, Dementia, Parkinson's Disease (a + Tepositioning, toileting, and assisting
- Progressive nervous system disorder whic . with meals.
- affects movement) and Diabetes Type lf. Review :
The meal service is now being

- of the Quarterly Minimum Data Set (MDS) '
. Assessment, dated 02/06/ 18, revealed the facility
" assessed Resident #3 as severely cognitively
impaired. Further review of the MDS revealed

the facility assessed Resident #3 to have both
* Upperflower extremity range of motion deficits
- and fo require extensive assistance of one (1)

staff with eating.

monitored Monday-Sunday at

breakfast, lunch and dinner by the

restorative aides to validate that every
* resident receives their meal fray as
- ordered and care pianned. Meal
: Service round sheets are turned into
: the DON daily for review and
. tompliance.

“Review of Resident #3's Comprehensive Care : )
. The facility has added a shower team

: Plan revealed it included a care plan for

- eating/nutritional status which included an
intervention {o provide the resident with total
_ assistance with hisfher meal.

- Observations, on 04/28/15 at 5:32 PM and 5:52
 PM, revealed Resident #3 was nof served a

: dinner fray untii the Su vVeyor intervened by

. inquiring where the meal fray was. Staff provided

1o the additional current staffing as of
- 6-8-15 consisting of 4 SRNA’s 1o:
. perform all showers as care planned

. for

cach resident. The SRNA’s:

;. providing direct care to the resident’s

on the floor will no longer be’
responsible for giving showers which

© will allow the SRNA’s more time:
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F 312’ Continued From page 68
Resident #3's meal tray af 7:00 PM.

_Interview, on 04/28/15 at 8:45 PM with CNA #23
“revealed she had cared for Resident #3 before,
; and during the dinner meal that day she had just
finished assisting another resident with his/her
“meal and noticed Resident #3 had not received
~histher meal tray.  Per interview, by the time she
. neticed this, most of the other residents had
already eaten. CNA#23 revealed she was going

- to notify the kitchen the resident had not received :

,atray. Perinterview, residents who needed
" assistance with meals normally had their dinner

i meal trays defivered fo the floor between 530 P

and 6:00 Pm.
Sdmterview, on 04/28/15 at 712 PM. with Certified

Nursing Assistant (CNA) #4 revealed Resident #3

normally ate in the resforative dining area, but
- had not during dinner that day. CNA#4 reveaied
. when residents were not in restorative dining,
trays were left in the tray cart and taken to the

floor to be served by CNA's. Per interview. she
“thought the first meal cart went to the floor about
- 5:30 PM. Further interview revealed Resident
-#3's meal tray should have been served before

7:00 PM.

. Further interview, on 04/28/15 at 720 M, with
CNA#23 revealed Resident #3 had gaten 100%
- of histher dinner meal afier it was received,

nterview, on 04/28/15 at 7:03 PM . with CNA#12
revealed all residents’ meal trays had a meal
ticket and she had noticed when passing dinner
trays earlier one (1) of the meal trays on the cart
- had no meal ticket fo identify whose tray it was,

. Per interview, someone was supposed (o ensure

all residents had a dinner meal tray and she didn't

Monitoring
The results of the meal service round

+ sheets will be reported to the monthly

Quality  Assurance  and Safety

. commitliee meetings by the DON for
review and recommendations.

Date of Correction:

6-26-15

bt et e
. S
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F 312 Continued From page 68
- Know why Resident #3 had not received his/her
dinner meal.

- Interview, on 04/28/15 at 6:53 PM. with
Registerad Nurse (RN) #3 revealad the faciity _
- staff were now checking on why Resident #3 was
not served a dinner meal tray. RN #3 revealed
. she was aware there was a tray teft on the meal
“cart with no meal ticket to identify whose it was;
however, someone should have checked o see
-whose it was and ensured it was delivered. Per

interview, CNA's were to ensure all residents had

“a meal tray, but anyone walking the hall should

have cbserved Resident #3 had no dinner tray.

Inerview, on 05/04/15 at 3:15 PM, with Licensed
- Practical Nurse (LPN) #4 reveated she was in the :
- dining halt when supper (dinner) meal trays were

saerved, on 04/28/15. Per interview, the CNA's

5 passing meal trays on the floor were supposad o
“énsure all residents got a tray. LPN #4 revealed
- Resident #3 required staff's assistance with

his/her meal tray set-up and to consume the
mesls.

interview, on 04/30/15 at 2:55 PM, with RN
~#1/Unit Coordinator (UC) revealed Resident #3's
- meal tray came out on the meal cart with other
_residents' trays who required feeding assistance.
Per interview, the CNA's delivered the meal frays -
- and were alse supposead to assist residents with
- consuming their meals. RN#1/UC revealed

nurses were supposed 1o walk the hall and
ensure all residents had gotten their mes! tfrays.

Further interview revealed she was unsure why it
~had not been identified Resident #3 had never
- received hisiher meal tray during the dinner meal
. on 04/28/15,

B WING — 05/14/2015
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Continued From page 70
Interview, on 05/04/15 at 8:16 AM. with the

- Dietary Manager (DM) revealed Resident #3's

meal tray was originally sent out with all other

trays during the 04/28/15 dinner meal service,

‘ However, the DM revealed there was g

. breakdown in cormmunication. Per inferview, the
staff on the floor were supposed to ensure all
‘residents' meal trays were passed: however,

: there was one (1) tray left on the meal cart that

day which had no meal ticket to identify who it

“belonged to. The DM stated no one had notified

the kitchen of this information at the time
however, and it was late and serving carts had
been brought back to the dietary area when it was

reported to him staff were unable to find Resident
#3's meal ticket. He stated he made Resident #3

another tray and meal ticket which was deliverad

‘o the resident,

Interview, on 05/01/15 at 4:05 PM. with the
“Director of Nursing (DONj) revealed Resident #3
:was not served a dinner meal tray on 04/28/15.

because no one had inquired why a tray was left

“on the cart which had no meal ticket or why

Resident #3 had not received hisiher meal. The
DON revealed no one in the kitchen was notified

“ 1o get another meal tray until after the meal fray
: carts were returned to the kitchen. Further
_interview revealed Resident #3 was unable io

- communicate with staff and there had been =

- potentiat the resident could have missed his/her
_dinner meal on 04/28/15, i the Surveyor had not
Cintervened.

F 323
$8=G ;

483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

' The facility must ensure that the resident

as free of accident hazards

fanvironment remaing as 1

F323.Fr323¢G

Residents A {ffected

‘The comprehensive care plan for Resident 48 _
has been developed to include the bed alarm
.utitized i her fall risk category on 5-4-15 by
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- as is possible; and each resident receives
i adequate supervision and assistance devices to
. prevent accidents,

- This REQUIREMENT is not met as evidenced
- by:

“the facility's poticy, it was determinad the facility

s

. Supervision and assistive devices to prevent
“accidents for two {2) of twenty-twe (22) sampled
residents (Resident #8 and #11). The facility did
g not have an effective system in place to ensure
| bed alarms and chair alarms were checked for
function and placement to ensure they sounded
tin the event a resident attempted to stand or
. transfer unassisted. |n addition, the facility failed

to do a thorough investigation of Resident #8's fall

fon 0417185, and the investigation did not
- recognize the bed alarm was not sounding af the
~time of the fall.

(0N 04417715 5t 7:50 AM, Resident #8 sustained

~an unwitnessed fall, and the resident was
transferred to the hospital emergency room (ER)

- where he/she was admitted to the hospital with

. diagnoses of a Fracture of the Left Inferior Pubic

'Ramus (Pubic Bone Fracture) and Transverse

- Fracture of the Left Trochanter (Hip Fracture).

Interviews with the nurse and Certified Nursing
Assistant (CNA) assigned to the resident at the
time of the fafl, revealed Resident #8 had 3 bed

. alarm in place which was not sounding prior to

. fhe fall. The nurse and CNA stated however, they
_had not checked the bed alarm for function at the :

- beginning of the shift, prior to the resident's fali.

Based on interview, record review, and review of

failed to ensure each resident received adequate

‘the MDS coordinator. In addition, the care
F 323 plan includes checking for placement and
functioning of the alarm each shift. The SRNA
‘care plan, SRNA pocket care plans, and the
‘treatment administration record (TAR) also
has instruction to check placement and
function of the afarms each shift. This was
“completed on 5-4-15 by the QA nurse. The -
' resident currently  has  fall prevention
interventions which includes
Bed in low position, bed bolsters, bilateral fall
mats, sensor alarm. The resident’s current
- condition is unchanged. The facility’s DON
will perform a thorough and complete
investigation of any additional falls or incident
that may occur, '

-Resident  #11  comprehensive  care plan
iterventions are being followed and she is

- wearing her pink bracelet to identify her at risk

¢ for wandering and exit seeking behaviors. In

- addition, a pink bracelet has been applied to
her walker as well.

When the Beauty shop is open for service to
the residents the door is being locked when
unattended by the beautician and/or a staff
" member  due  to potentially  hazardous
: chemicals that are used in the beauty shop.
. The facility has installed a key code pad on the
* door so that the no one can enter the beauty
shop without the security code.
The beauty shop doors are being checked
during routine rounds every 2 hours that the
door is locked when unattended Monday thru
¢ Thursday 10 am to 4 pm by the Unit 2
: Manager and the 3-11 supervisor. The audit is
~ turned into the DON daily.

|
N
|
|
|
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Systemic Changes
F 323 The DON, MDS coordinators, Unit Managers,

F 323 Continued From page 72

+ Policy review revealed there was no guidance for ¢

: staff on wher or how often they were to check the .

 alarms. Staff interviews revealed bed and chair

" alarms were checked during their shift; however,

¢ not necessarily at the beginning of each shif.
Resident #8's Comprehensive Care Plan was not ;
individualized or specific, and had no '

interventions refated to the resident’s bed alarm

- or for checking the bed alarm for placement and

. function. After the falt and resulting fractures,

- Resident #8 had a noted decline in his/her

" physical status, from being able to ambulate fort

- {40) feet with a rolling watker. fo bad rest and

. baliative care.

Yo

" Additionally, observation on 04/29/15 of Residert
#8 being turned and repositioned revealed the
resident's bed alarm was not sounding, which

- siaff revealed was not working.

- Also. the facility failed to ensure Resident #11
received adequate supervision after an episode
- of exit seeking behavior on 03/30/15. Afthough
- Resident #11 was to be placed on fiffleen {18)
. minute checks for twenty-four (24} hours o
“ensure closer supervision by staff after the
[ episode, record review revealed no documented
. evidence of observations from 5:00 PM on
103/30/15 until 11:00 PM to ensure the resident
{remained safe. in addition, per interview if a
: fesident experienced wandering and exit seeking
“behavior he/she was to have a pink bracelet
“placed on him/her, However, even though
Resident #11 experienced two (2) episodes of
exit seeking behavior, observation revealad the
resident was not wearing a pink bracelet. Staff
interview revealed Resident #41 took the pink
. bracelet off and the facility failed to ensure he/she |
“wore the pink bracelet to identify the resident as g -

3-11 and the 11-7 Shift supervisors, Weekend
supervisor and the QA nurse was in-serviced
© by the Regional Director of Clinical Services
regarding specific individualized
comprehensive care plans, SRNA care plans,
" SRNA pocket care plans and the TAR
- including specific instructions when utilizing
. fall prevention alarms which should include
_ checking for placement and functioning of the
* alarms each shify.
The nursing staff mcluding RN’s. LPN’s,
CMT’s and SRNA were in-serviced by the RN
nurse  educator regarding when receiving
physician’s orders for fall prevention alarms
that the orders should include checking for
_ placement and functioning cach shifi and this
specific information should be inchided o the
- comprehensive care, SRNA care plan, SRNA
t pocket care plans and the TAR; and that the
. alarms  shouid be physically checked for
placement and functioning each shift. The in-
services were completed on 6-7-15,

. In addition; a new QA audit was developed on

- 6-8-15 by the DON for the unit managers, 3-

- 11 supervisor, 11-7 supervisor and the

: weekend supervisor to check for proper alarm

. placement and functioning each shiff as well
Monday thru Sunday. The audit includes
Resident name, fall prevention alarms ordered
by the physician, proper placement and proper
functioning. These audits are turned into the
DON daily for review and compliance, '

. A new Interdisciplinary Plan of Care {pPOC)
~ program was implemented on 5-7-15 by the .
 DON. The IPOC team members includes the |
: DON, Unir managers, Social Services, QA
murse,  MDS  Coordinator  and  the |

e e,

|
|
|
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Administrator and meets Monday thru Friday.
F 323 The IPOC program was implemented to

F 323 5' Continued From page 73
wanderer with exit seeking behavior, as per the
facility's process.

. Furthermore, the faciiity failed fo ensure the

_ resident’s environment remained as free of

- accident hazards as possible as evidenced by

: observation on 04/28/15, revealed the beauty
shop was left unattended with the door uniocked

“from 12:25 PM to 12:38 PM, with containers of

- petentially hazardous chemicals stored on the

. 8ink counter.

The findings include:

1. Review of the facility's policy titled, "Safety
Alarms”, undated, revesled it was the policy of
- the facllity to utilize bed and/or chair alarms to

alert staff when a resident was trying to get up
“unassisted, Per ihe Policy, the Interdisciplinary
! - Team (D7) or the ficor nurse could decide a

st

bed/chair alarm might alert staff a resident was
lrying to get up out of the bed or chair unassisted
“ Further review revealed if an atarm was to be
- placed, the Physician was to be notified and the
resident's care plan updated to include the aiarm. !
: However, there was no documented evidence the .
| . policy provided guidance to staff on when and L
, _how often to check the alarms.

- Review of the facility's, “Fall Management ‘
Program” document, undated, revealed it was the
“ policy of the facility to safeguard residents while
promoting the highest possible level of
“independence and quality of fife. The Policy
- revealed the facility would accemplish this
through assessment to establish a risk for fails,
care planning and impiementing appropriate
sinterventions to minimize falls and injuries related
to falls. Per the document, a resident's :

review of new admission residents, resident’s
readmissions, 24-hour reports, incident reports
and investigation, physician orders, pharmacy
orders, lab reports, and any other related

. information essential to planning the care for &
resident. During the IPOC meetings if any

resident’s comprehensive care plans are
identified as neceding development, revisions

or interventions it will be updated at that time.

“The
‘reviewing
nvestigation, witness statements if applicable,

nchide
falis

investigation will
incident  report,

incident
the

nurse’s notes, notification of physician and
POA, obtaining of physician’s orders for new
interventions, initiation of the 72 hour post fall
assessments, neuro checks if an unwitnessed
fall, head to toe skin assessment or any
injuries, pain  assessment, updating  of
comprehensive care plan, SRNA care plan and

- SRNA pocket care plans.

- A new daily andit was created on 6-3-15 by

the DON to check the pink wander bracelets

“on each resident identified at risk each shift :
- Monday thru Sunday to validate that the 5
 residents are wearing the pink bracelets. The
QA nurse will perform the audit on day shift

Monday thru Friday; the 3-11 and the 11-7
shift supervisions will do the andit Monday
thru Friday and the weekend supervisors will
perform the audit on Saturday and Sunday.
The audits will be turned into the DON daily
for review and compliance.

In addition the facility instailed a new wander
guard system which was completed on 6-14-15
for all the exit doors. The wander guard

 bracelets have also been applied to these 3

- residents on 6-14-15.
_perform the audit on day shift Monday thru

The QA nurse will
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; ‘Friday; the 3-11 and the 11-7  shift !
{ F 323 Centinued From page 74 F 323. supervisions will do the audit Monday thru
' Comprehensive Care Plan would reflect the fail [Friday and the weekend supervisors will
: risk and interventions for falls and would include ‘perform the audit on Saturday and Sunday.
. goals and interventions which were resident The audits will be turned into the DON daily
specific. Continued review revealed the Director for review and compliance. /
- of Nursing {DON) would review the incident
investigation and the incident report for - - The two beauty shop beautician’s was in-
- appropriate interventions and documentation after serviced on April 28, 2015 and again on April
. aresident’s fall. The Policy noted the findings * 129, 2015 by the Administrator to lock the
“and recommendations would be submitted to the * beauty shop when unattended by them or a :
10T meetings for revision or adoption of - staff member. In addition, a sign has been {
. Interventions according to the root cause analysis posted on the door to keep door locked if
f identified for the resident’s fall : tnatiended. When the Beauty shop is open for
| : _ service to the residents the door is being
Review of Resident #8's medical record revealed locked when unattended by the beautician
the facility admitted the resident on 03/04/15, with and/or a staff member due to potentially
: diagnoses which included Matignant Neoplasm of hazardous chemicals that are used in the ;
the Coien and Chronic Obstructive Pulmonary beauty shop, |
! + Disease (COPD). Review of the Admission The facility has installed a key code pad on the E
 Minimum Data Set (MDS) Assessment dated door so that the no one can enter the beauty !
03/11/115, revealed the facility assessed Resident shop without the security code. j
#8 as having a Brief Interview for Mental Status The beauty shop doors are being checked :
(BIMS) of a ten (10) out of fitteen (15} indicating . during routine rounds every 2 hours that the J
I “mederate cognitive impairment. Further review of door is locked when unattended Monday thru j
; . the MDS Assessment reveaied the facility aiso Thursday 10 am to 4 pm by the Unit 2
“assessed Resident #8 as being able to transfer Manager and the 3-11 supervisor. The audit is ’
| - with extensive physical assistance of two {(2)  turnted into the DON daily.
persens, and as able fo ambdate in the corridor Monitoring
“with extensive assistance of two (2) persons. The DON will submit the results of the QA
: Review of the monthly Aprit 2015 Physician's audits regarding the fall alarm placement and
Orders reveaied Resident #8 was {o have 3 bed fimctioning; the pink bracelets and the wander |
- sensor alarm and a chair tab alarm. bracelets and the results of each ineident f
‘ investigation, and the beauty shop door audits
‘Review of the “Resident Fall Risk" dated to the monthly Quality Assurance and Safety
- 03/04/15, revealed Resident #8 was assessed as f Committee meeting which consists of the
. at risk for falls related io 3 history of fails in the : Medical Director, DON,  Administrator,
' past six (6) months, the use of medications which Consultant pharmacist, Infection control nurse,
i had the potential to predispose to falfs, and Quality assurance nurse, Social services
problems with functional status. director and the Dietary for review and
recommendations.
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- Review of Resident #8's Comprehensive Care

. Plan dated 03/17/15, revealed the resident was at _

risk for an accident, injury or fall related to :

- impaired mobility and weakness, with :

- interventions which included to orient the resident
to the facility as needed, and ensure use of ‘

"sensory aides”. However, continued review of 7

. the Care Plan revealed no documentad evidence

it was net specific and individualized refated to f

* Resident #8's bed alarm or the need to check the .

. alarm for placement and function. Review of the

' CNA Care Plan Record for April 2015, revealed

‘Resident #8 was to have a sensor alarm o the

. bed.

Interview, on 05/01/15 at 4:00 PM, with the

- Physical Therapist (PT) revealed upcn admiission

~Resident #8 was walking down the hall one
hundred (100} feet with the assistance of one {1

: berson and another person pushing the
wheelchair behind him/her in case the resident

‘needed to sit down. The PT stated after Resident .

. #8 reached his/her maximum potential the
resident was discharged from Physical Therapy

1o the facility's Restorative Nursing Program

. (RNP).

: Review of the RNP Plan of Care revealed it was
initiated 03/20/15. Review of the Aprif 2015 RNP

“Plan of Care revealed the interventions inciuded;

. assisting and cueing Resident #2 to perform

" Active Range of Motion (AROM) to the bilateral

s upper extremities for fitteen (15) minutes a day
for six {B) days a week: and assisting and cueing

 the resident to ambulate forty (40) feet with

. minimum assistance of ane (1) for fifteen (15)

- minutes a day for six (8) days per week. Further

- revigw of the April 2015 RNP Plan of Care
revealed the interventions were initialed as

: 6/26/15
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F 323 Continued From page 76
- compfleted from 04/01/15 through 04/07/15, and
- the resident was transferred to the hospital on

04/08/15.

F 323

. Review of a Hospital Discharge Summaty, dated
04/16/15, revealed Resident #8 was admitied to

the hospital on 04/08/15, with diagnoses of a

~Urinary Tract Infection, Pneumonia and

: Mydronephrosis (swelling of a kidney due to a

. buiid-up of urine which happens whean uUrine
‘cannot drain out from the Kidney to the bladder as .
¢ a result of a blockage or obstruction) and was '

discharged back to the facility on 04/16/15.

'Review of the Re-admission Physician's Orders

dated 04/16/15, revealed the order for Resident

#8's bed sensor alarm and chair tab alarm had
: not been carried over,

'Review of the Nurse's Note dated 04/1 7115 at

750 AM, revealed the nurse heard Resident #8

fall and immediately ran into the room and found

the resident on the fioor lying on her/his left side,

beside the roommate's bed. Continued review of
: the Note revealed there were alarm sensors on

Resident #8's bed and wheelchair which had not

- sounded. According o the Note, Resident #8
- stated he/she was going to the bathroom priar to
“the fall and complained of severe pain of the left
thip. Review of the Note revealed a piifow was

placed under Resident #8's head and he/she was

- leftlying on the ficor, and the Physician and 911

were notified. Further review of the Note

revesled the "EMT" (Emergency Medical
- Technicians) arrived at 8:15 AM and transferred
Resident #8 to the hospital,

Review of the Hospital Discharge Summary dated _5
- 04722115, revealed Resident #8 was admitted to ;
- the hospital on 04/17/15, after sustaining a fall at

|
|
|
|
|
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_the facility. Review of the Assessment portion of :

| the Discharge Summary, revealed Resident #8
. had been diagnosed with an Acute Left inferior
" Pubic Ramus Fracture and a Mildly Displaced
- Transverse Fracture through the superior portion
of the Left Greater Trochanter. The Discharge

- Summary further revealed Resident #8 was seen

by Orthepedics while in the hospital, and
- Orthopedics had deemed the resident not g
_ surgical candidate. Further review of the
- Discharge Summary revealed Resident #8's

. family wanted the resident to have palliative care

" (specialized medical care for people with serious
itnesses which focuses on providing patients with

relief from symptoms and stress of 2 serious

tillness to improve the quality of life).

. Observation of Resident #8 on 04/28/15 at 2-55

- PM, revealed the resident was lying on the bed

- on histher back with a bed alarm at the head of

“the bed, and two (2) and a half padded side rails

cwere up at the head of the bed. Interview was

“atternpted with Resident #8 at the time of

- observation; however, the resident spoke very
quietly and was difficult to understand.

e e v e,

Interview, on 04/29/15 at 9-50 AM, with CNA #27

f revealed the CNA's were to check residents' bed

- and chair alarms at the end of the shift and also,
t during their shift when assisting the resident up
- out of bed for the day. She stated on 04/1 715,
“she came on shift at 7:00 AM. but did not getfo
. check on Resident #8 before breakfast as the
meal trays came out out early at 7:10 AM that
.morning. CNA #27 revealed she was passing a
breakfast tray to a room nearby Resident #8's
. foom when she heard a foud crash and entered
Resident #8's room where she observed the
: resident lying on the floor near his/her
roommate's bed. Per interview, LPN #12 was
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F 323 Continued From page 78
“already in Resident #8's room when she entered
. and the resident's bed alarm was not sounding.
. Continued interview revealed Resident #8 told
- staff he/she was trying to go to the bathroom
- when the fall occurred. CNA#27 revealad

Resident #8's roommate's wheelchair was i front |

~of the bathroom door and the resident was lying
s or histher left hip on the floor in front of the
. wheelchair as she recalled. She stated she
“ checked Resident #8's roommate's wheelchair,

- which also had an alarm on it, and that alarm was

. not functioning either.

:Interview, on 04/28/15 at 12-45 PM, with Licensed

Practical Nurse (LPN) #12, during initia tour,
revealed Resident #8 had experienced a recent
fall at the facility and had sustained a fractured
pelvis and hip. She stated she was assigned to

Resident #8 on 04/17/15, at the time of the

resident's fall. Per interview, she was in the hatt
near Resident #8's room when she heard a loud
| noise and she was the first person to respond to

“was lying on the floor on histher left side and the
- resident must have gotten out of bed on his/her

“own. Continued interview revealed Resident #8's
- call bell was not ringing at the time of the fall, and

 the resident’s bed aiarm was not sounding. She

“stated if Resident #8's bed alarm had been

s working she would have heard the alarm and
responded, because she was near the resident's

froom and might have been able to prevent the

fall. According to LPN #12, CNA#27. who was

“assigned to Resident #8 at the time of the fall.

- and the Unit Coordinator {(UC) of Unit 2 came fo
the resident's room te assist her the morning of
the fal. LPN #12 revealed she completed an

- Incident Report after the fall, but did not

“remember being questioned about the fall details

!

!

}

|

{

I

{

|

|

; _ |
’ the resident's room. LPN #12 stated Resident #8
!
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. by administrative staff or the DON, Per LPN #12
“the CNA's coming on at change of shift and the
- offgoing CNA were to check the bed and chair
. alarms during shift change when they did the
“walk through. She revealed the CNA's were to
i check the alarms for placement and function.
LPN #12 stated nurses did not routinely check the .
residents’ alarms; however, residents’ Treatment
Administration Records (TARs) had a place for an
EYT {for your information) 1o alert the nurses
- when residents had alarms. She clarified she
. had not checked Resident #8's bed alarm on the
“day shift prior to the fall at 7:50 AM. and stated
- her shift started at 7:00 AM.

e U

Review of the Incident Report, dated 04/17/15,
s completed by LPN #12, revealed Resident #8
“was found lying on the floor beside the
‘roommate’s bed on his/her left side and was
[ barefooted. Continued review revealed the
- section marked "recommended steps to pravent
. fecurrence”, noted to remind Resident #8 to
utilize staff's assistance and to utilize catl light and
- the resident was sent to the hospital for .
evaluation and treatment. Review of the Falls
- Investigation Worksheet completed by LPN #12,
. revealed on 04/17/15 at 7:50 AM. Resident #8
“had experienced an unwitnessed fall when up
- walking alone not using an assistive device and
was found on the ficor, Review of the second
. bage of the Falls Investigation Worksheet
revealed no documented evidence it had been
- completely filled out, as it was left blank including -
an section marked "Environmental” which asked
- if @ safety intervention was in use at the time.

interview, on 05/01/15 at 12:09 PM. with the DON
. revealed she, the Quality Assurance {QA) Nurse
“and the UCs all assisted with the fall

F 323"
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. investigations. The DON reviewed the fall :

“investigation compieted by LPN #12 for Resident

- #8's fall, and stated the Fal Investigation

- Worksheet back page was not complete and the
nurse should have ensured this was compleiad.

- Continued interview revealed the back page of

- the Worksheet inciuded a section labeled ;

“Environmental” which asked if safely intervention ’

Lwere in use at the time of the fall, and this would

: have specified if alarms were in place and -
functioning.

e e e e

tnterview, on 04/28/15 at 8:00 PM and 04/30/15
at 11:00 AM, with the UC for Unit 2, revealed on
04717115 shortly after the day shift had began,
'LPN #12 heard a noise in Resident #8's room '
- and went to check. Per interview, by the time she
“got there LPN #12 and CNA #27 were already in
‘Resident #8's room. She stated Resident #8 was
telling LPN #12 and CNA#27, he/she had gotten
up off the bed to go visit his/her roommaie when
the fall occurred, and had hit hisiher head on the
. dresser. According to the UC, later on Resident
#8 also told her helshe fall after getting out of
“bed. The UC stated she did not check the bed
. alarm to see if it was functicning properly at the
lime of Resident #8's fall and was not sure if it
“had sounded at that time. She stated the
. . Physician was in house and said to send
: Resident #8 to the hospital ER, because the
' resident was complaining of hip and leg pain.
Continued interview revealed the process for
“alarms was the nurse checked alarms each shift, |
* but not necessarily at the beginning of their shift.
Per the UC, there was no set time for the CNA's
to check the afarms, but the CNA's typically :
checked the alarms as they assisted residents up
. out of bed in the mornings. She statad it would
 be best for the nurses and CNA's to check the

IRM CMS-2567(02-59) Previous Varsions Obsolete Event I 3H5M 11

Faciiity 1D; 100638 If continuation sheet Page 81 of 134



DEPARTMENT OF HEALTH AND HUMAN SERVICES
ENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/29/201:
FORM APPROVEL
OMB NO. 0838-038"

STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIERIGLIA I
AMD PLAN OF CORRECTION IDENTIFICATION NUMBER:

| 185215
I

{X3) DATE SURVEY

(X2} MULTIPLE CONSTRUCTION
COMPLETED

A BUILGING

B. WING 05114420458

NAKME OF PROVIDER DR SUPPLIER

PROVIDENCE PINE MEADOWS

STREET ADDRESS, 017, STATE, 7IF CODE
1608 HILL RISE DRIVE
LEXINGTON, KY 40504

PROVIDER'S PLAN OF CORRECTION

J X4y SUMMARY STATEMENT OF DEFICIENCIES i x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE i COMPLETION i

! TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

| DEFICIENCY;)

1

-; F 323 Continued From page 81 Fasa

. atarms for placement and functioning during their

“first rounds on their shiftséto ensure the alarms

- were working properly.  Further interview and
review of the record with the UC, revealed

- Resident #8 had a care plan in place for "sensory

- aides” which could possibly mean bed/chair

“alarms, but the care plan should be maore spegific

: and say bed and chair alarm. She stated the :
Physician's Orders written 04/1 6/15, when
Resident #8 was re-admitted to the facility afier

- hospitalization for a UTH, Preumonia and
Hydrorephrosis, had not had the bed and chair

“alarms carried over. The UC reviewed Resident

#8's TAR for 04/16/15 and 04/1 7115, and noted

the bed afarm and chair alarms was not on the
TAR for those dates. However, per the UC, the

. orders for the alarms should have been carried
over as the alarms would have still been in place

“on 04/17/15, at the time of the fall, because they

- had not been discontinued.

Interview, on 04/29/15 at 6:00 PM, with LPN #13,
who was assigned o Resident #8 on the night '

“shift on 04/16/15 up to 7:30 AM on 04717115,

- revealed she checked the bed and chair afarms :

 herself when she came on shift to make sure the

" afarms were present and working properly. She

: stated she also checked Resident #8's bed alarm -
when she arrived at work on 04/16/15. Continued :

interview revealed she did not recall Resident #8

. ever altempling to get out of bed on his/her own

' LPN #13 revealed she knew Resident #8 was

 [aken to the bathroom to be toileted between 5:00
AM and 6:00 AM on 04/17/15, and assisted back .

to bed afterwards. Further interview revealed she 5
was never interviewed by the DON or any f

- administrative staff regarding Resident #8's fall

con 041715

———
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F 323, Continued From page 82
_Interview, on 04/30/15 at 11:30 PM, per telephone -
- call, with CNA#28, whe was assigned to
. Resident #8 on the night shift on 04/16/15 until
L 730 AM on 04117115, revealed she checked the

residents’ bed and chair alarms at the beginning
- of her shift to see if they were working properly.
Per interview, she also checked the alarms with
“each round during her shift. CNA#28 revealed
Resident #8 was checked and changed during
- her shift for incontinence care while lying on the
bed. She stated on her shift at night, Resident #8
fwas not gotten up cut of bed because the
resident was not on the list of residents who were
"o be assisted to the dining room for breakfast
Further interview revealed she performed her last |
‘rounds on her residents between 5:00 AM and
6:00 AM, and compteted her rounds by 6:30 AM
: each morning. In addition, CNA #28 stated
Resident #8 would have stilt been in bed when
: she completed her last rounds on 04/17/15.

- Interview, on 05/01/15 ai 4:43 PM, with MDS

Coordinator #1, revealed she and another MDS

. Coordinator wers responsible for developing

residents' Care Plans. After reviewing Resident

#8's medical record, MDS Coordinator #1

- revealed the resident was ordered to have a bed
and chair alarm on admission. However, review

- af the care plan revealed no documented
evidence of a care plan for the alarms uniil a care
plan update was added on 04/28/15. Continued |

interview with MDS Coordinator #1 revealed a

. care plan should have been developed with

- approaches for a bed and chair alarm. Further
interview revealed the "sensory aides”

_intervention on the care plan was in reference to

glasses or hearing aides if the resident wore

: those,

?
|
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. Review of the Resident investigation Report Form

(RIRF), completed by the DON, dated 04/18/15,

; revealed a section labeled "summaries of
interviews with persons reporting the incident”.

- Review of the RIRF revealed a written statement

from LPN #12, which noted the nurse had heard

: a loud crash sound, went to see what happened
“and found Resident #8 lying on the floor

: complaining of pain in the head and hip. Review
of the written statement from CNA#27 revealed
the CNA heard an atarm and went to Resident
#8's room where she found the resident lying on

 the floor and other staff were in the room.
Continued review of the RIRF, of the “summary of

- findings” section, revealed the information :
gathered noted: Resident #8 had gotten up

“unassisted and felf in hisfher room; the call light :
was not used; and request for help was not |

s made.

Cnterview, on 05/01/15 at 12:09 PM, with the DON
revealed she did not have siaff write oul their own

- written statements and had documented the '
staff's statements herself. Per interview, she

- thought CNA#27 had indicated she heard

" Resident #8's alarm sounding at the time of the
fall. Even though Surveyor interview with CNA

#27 and LPN #12 revealed the bed alarm was not
sounding, and review of the LPN's Nurses's Note

i dated 04/17/15, revealed the bed alarm was not

sounding. Continued interview with the DON on
05/01/15 at 12:09 PM, revealed she had not

- recognized during the investigation of Resident
#8's fall the bed alarm was not sounding. The

. DON stated Resident #8 might not have

" sustained a fall if the bed alarm had been
functioning and had sounded on 04/17/15,

- because staff would have heard the aiarm and

responded.
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:Interview, on G5/04/15 at 11:10 AM, with the
‘Quality Assurance (QA) Nurse revealed the CNA :
. Care Plans, as well as, residents’ Comprehensive
“ Care Plans should have interventions which

. stated the bed and chair alarms were to be

“ checked each shift for placement and function.

Per interview, the nurses, as wel! as, the CNA's

“should be checking residents' bed and chair

afarms. The QA Nurse revealed she kept an

- updated list of Physician's Qrders of which

residents had alarms and she gave the list to the

QACNA. She stated the QA CNA then checked

all bed and chair alarms on day shift ohce a week

“to ensure the alarms were in place and

functioning. The QA Nurse called the QA CNA

Cinto the interview. Interview with the QA CNA. in

conjunction with the QA Nurse, revealed she {the

- QA CNA} checked the room of each resident who !

had alarms on Thursdays. The QA CNA stated

. during the room checks she ensured the bed and :

chair alarms were in place and functioning, and

. ensured the alarm batteries did not need tc be
“replaced. Per the QA CNA, if the alarm battery

needed to be replaced it would make g

: continuous beeping noise; however, she had na

sel schedule to change the batteries. According

- 10 the QA CNA, she also checked four (4) to five
“(5) resident's rooms daily to ensure the alarms

were in place and functioning on the day shift.

5 During the interview, the QA CNA reviewed her

alarm check log, and stated the last time she had -

- checked Resident #8's bed and chair alarms was
“on 04/15/15, while the resident was i the

hospital. The QA Nurse also had the Ceniral

- Supply Clerk (CSC) come into the interview. Per .

the CSC, she "randomiy" checked bed and chair
alarms, but did not keep an audit tooi and did not

- check the room of each resident who had alarms

|
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“daily. The CSC stated she did not keap up with
when the sensor strips to the alarms needed to

' be changed: however, reveaied the alarm sensor
strips were good for a year per the

- manufacturer's recommendations written on the
sensor strips.  Further interview with the QA

. Nurse revealed the facility's systern was not

effective by just auditing residents' bed and chair |

. @larms on the day shift. Per the QA Nurse, the

facility should have been auditing alt the alarms

_ on ail shifts to make sure they were in place and

functioning properly.

*Further interview, on 05/01/15 at 12:09 P, with
the DON revealed it was both the nurses and the
CNA's responsibility to check placement and
function of the bed and chair alarms and the

* alarms should be checked during first rounds and

_throughout the shift. She stated Resident #8's

“ chair and bed alarm should have been included
on his/her Comprehensive Care Plan. Continued _

interview revealed the bed alarm should have
been written on the 04/16/15 re-admission

- Physician's Orders because the alarm was still
being utilized on those dates and had not bean
discontinued. The DON stated she had

conducted the investigation for the fall Resident

#8 sustained on 04/17/15 resulting in the

“fractures. According to the DON, she was (o he
notified as soon as a resident experienced a fall,

- and the nurse assigned to the resident was to put
in an immediate intervention to prevent further

faifs. Per interview, the day after falls occuired,
Monday through Friday, the falls were brought to
the Interdisciplinary Tearn (1DT) Meeting for

“discussion, and this meeting included the UCs
and harself. She stated after the iDT Meeting,

 falls were further discussed in the facility’s

morning meeting, Monday through Friday, which

|
|
|
|
|
|
|
|
|
|
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included the UCs, the QA Nurse, the Activities
: Director, Human Resources (HR} staff, the
Rehab Therapy Director, the Staffing Coordinator
-and the Administrator. The DON revealed during
. the morning mesting the different digciplines
discussed the falls and came up with
interventions to prevent further falls, She stated
" during the meeting they also reviewed the
- interventions which were afready in place for the
residents to ensure they were sill appropriate and
effective. The OON reveaied the facility also had
, @ weekly "standards of care” meating which
“included the UCs, QA Nurse, Social Services
. (58) Director, Assistant Director of Nursing
{ADON), Dietary Manager, Dietician, Treatment
i : Nurse and herself. Per the DON, in the
"standards of care" meeting they also discussed
falls which had occurred during the past week
and interventions were also reviewed then fo
s ensure they were effective. The DON revealed
Resident 38 had started declining when ;
- hospitalized from 04/08/15 to 04/16/ 15; however,
had further declined since the fall with fractures
con 04/17115, and was now on bed rest and

_paliiative care.

Interview, on 05/04/15 at 4:30 PM, with the

- Administrator revealed he did not conduct the
fafls investigations and refied on department
heads which he had hired to do the
investigations. He stated they had hired a QA

: CNA fo ensure residents’ alarms were checked
and functioning property. However, the

“ Admiinistrator stated the facility would make any

. changes needed to ensure there was an effective

“system in place to make certain residents’ bed
and chair alarms were chacked for placement

s and function.
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- 2. Continued observation of Resident #8 on

_ G4/29/15 at 10:50 AM, during 2 skin assessment

- performed by LPN #2 with CNA #5 assisting,

_revealed two (2) bed alarm boxes at the head of :

- the resident's bed. Observation revealed one {1 -

. of the alarm boxes had a sensor strip hanging

- down from the box and was not attached i

. Resident #8's bed. It was observed by the

- Burveyor, when the LPN and CNA where turning

. and repositioning Resident #8 during the skin

- assessment, the bed alarms did not sound. After

. the skin assessment was completed and the staff

"asked If there was anything eise, the Surveyor

- Interviewed LPN #2 and CNA#5 as to why
Resident #8's alarm did not sound. Further

. observation and interview revealed LPN #2

‘checked the alarm and the sensor strip, and

. stated the alarm which was attached to the

‘sensor strip under Resident #8 was not working.
Further interview with LPN #2 revealed he

- checked the bed and chair alarms when he
entered residents’ rooms to administer

 medication or to perform treatments and he did
not necessarily check them at the beginning of

: his shift.

Interview, on 04/29/15 at 11:20 AM, with CNA #5

'revealed he had checked Resident #8's bed
alarm earlier at change of shift with the previous

 CNA assigned and the alarm was functioning

_then. He stated he usually checked the aiarms

- every two (2) hours with rounds, and he was
unsure why there was two (2) alarm boxas at the

i head of Resident #8's bed.

3. Review of the facility's policy titled, "Accident

- Prevention Policy”, revised December 2007,

. revealed resident safely and supervision and
assistance to prevent accidenis were facility wide .
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F 323 Continued Frem page 88
. prioriies. Further review of the Policy revealed
resident supervision was a core companent of the |
systems approach to safety and ihe type of
- resident supervision was determined by the
individual resident's assessed needs.

£ 323

- Unsafe Resident", revised February 2014,
revealed the facility strived to prevent unsafe
- wandering for residents who were at risk for _
elopement. Further review of the Policy revealed
~if a resident was identified as a wandering risk,
interventions to maintain safety, such as, a

| - detailed monitoring plan was put in place on the

l resident’s care plan.

i
’ Review of the facility's pelicy tilled, "Wandering,
|

Review of Resident #11's medical record

‘revealed the facility admitted the resident on
03/11/15, with diagnoses which included

. Alzheimer's Disease, Chronic Obstructive
Pulmonary Disease (COPD) and Cardiac

. Dysrhythmia, Review of the Admission Minimum
Data Set (MDS) Assessment dated, 03/18/15,

- revealed the facility assessed Resident #11,

“through the use of the Brief interview for Mental

. Status assessment, as severely cognitively

*impaired.

' Review of the facility's incident reports revealed
Resident #11 had experienced exit seeking

: behaviors and tried to get out an exit door on
03/30/15 at 11:40 AM, and on 04/10/15 at 4:00

 PM. Continued review revealed the facility

- initiated fifteen (15} minute checks of Resident
#11, after each episode, for a twenty-four (24)

- hour period.

e ———— "

- Interview, on 05/01/15 at 4:05 PM, with the DON
' revealed after a resident had an episode of axit
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: seeking behavior, a pink bracelet was placed on
the resident and hisfher picture was put in the

« facility's wander book located on each unit. The

- DON revealed the purpose of the pink bracelst

‘was to ensure auxiliary staff were aware the

. resident wanderad and had experienced exit

“seeking behavior. Per interview, an order was

s written and transcribed to the resident's

“Medication Administration Record {MAR] to

: enslre nurses checkad the pink bracelet to

ensure it was in place. in addition, the DON

frevealed fifteen (15) minute checks were put in

place to ensure a resident was monitored more
closety after experiencing an episode of exit

seeking behavior.

However, observation of Resident #11, on :
- 05/01/15 at 2:14 PM, with Registered Nurse (RN)

#1/UC revealed Resident #11 had no pink

“bracelet on his/her body, even though the

resident had experienced twao (2} episodes of exjt -

“seeking behavior for which the DON indicated

residents should have a pink bracelet in place.

- Continued observation of Resident #11 and

his/her room, with RN #1/UC, revealed a nink

bracelet in the first drawer of the rasident's

bedside chest which the RN placed on the

 resident's right arm.

- Additionally, review of Resident #41's Aprid 2015

Physician's Orders MARs and TARs reveaied no
documented evidence the pink bracelet order was

5 placed on the resident's MAR ar TAR to ensure

nurses checked the pink bracelet for placement.

- Continued review revealed no documented

evidence the nlrses were monitoring placement

- of Resident #11's pink bracelet to ensure it was
on the resident as indicated by the DON,
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- Interview, on 04/30/15 at 2:10 PM and on

- 05/04/15 at 2:46 PM, with LPN #1 revealed on

03/30/15, Resident #11 was on Unit 2 and had

‘ attempted to go outside, but had not gotten out
the door. LPN #1 revealed after that incident;

- however, the facility’s process was not foliowed

" as there was no order for a pink bracelet placed

~on the resident's TAR to ensure the nurses

" monitored the placement of the bracelet on the
resident. Continued interview revealed Resident

“#11 also had another elopement atternpt, but ;
there was no order pltaced on the TAR again for a

| pink bracelet to be placed on the resident and

-monitored by the nurses. Further interview with

LPN#1 revealed after Resident #11's exit seeking

‘ episode an 03/30/15, she started the fifteen (15)
minute monitoring intervention of the resident
which was completed by the nurses.

However, review of the facility's “Observation
. Charting™ form, dated 03/30/15, of the every
fifteen (15) minutes checks which were
implemented because Resident #11 sounded the -
- door alarm, revealed no documented evidence of
monitoring by staff of the resident's location on
 03/30/15, from 5:00 PM unti 11:00 PM.

Interview, on 05/01/15 at 2:35 PM, with CNA #29 _
. revealed she routinely cared for Resident #11 and
 knew the resident had wandering behavior. CNA :

#29 stated however, she was not certain :
Resident #11 had a pink bracelet which the
- nurses checked to ensure the pink bracelet was
“in place. Further interview revealed she was not
_aware the pink bracelet was in Resident #11's

drawer and was not sure how iong it had been

there,

“interview, on 05/04/14 at 3:15 PM. with LPN #4

|
|
|
|
|
|

If continuation sheet Page 91 of 134

|
|
j

e s e e s e,

“ORM CMS-2567{02-99) Previcus Versions Cbsclete Event 2 5H5M 11

aciity I 100838



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 05/29/201
FORM APPROVE!
OMB NO. 0938-025

CENTERS FOR MEDICARE & MEDICAID SERVICES

(X2} MULTIPLE CONSTRUCTION

{X3} DATE SURVEY

STATEMENT OF DEFICIENGIES X1} PROVIGER/SUPPUER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: o COMPLETED
A BUILDING
185215 B WING . [ osramots
STREET ADORESS. 0ITY. STATE. 7P ConE

NAME OF PROVIDER OR SUPPLIER

PROVIDENCE PINE MEADOWS

1608 HILL RISE DRIVE
LEXINGTON, KY 40504

F 323 Continued From page 91

‘revealed Resident #11 wandered and had exit ;
seeking behavior and was to have a pink bracelet

“on. LPN #4 revealed Resident #11 took off the

i pink bracelet; however, the LPN was not sure if
there was an order for the pink bracelet on the

: TAR to ensure the nurses maonitored it's

. placement on the resident.
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Interview, on 04/30/15 at 3:45 PM and on ‘

FOB01/15 at 2:43 PM, with RN #1/UC revealed if &

- resident was assessed with wandering behaviors

~or the resident had an episode of exit seeking

. behaviors the facility's process was to get an

“order for a pink bracelet which was placed on the

‘ restdent's TAR {o ensure nurses checked the pink :
bracelet for placement. RN #1/UC revealed

- Resident 11's pink bracelet should be on the
resident and was niot supposed to be in his/her

' bedside drawer. Per interview, whoaver initigted
Resident #11's pink bracelet had not followed the

facility's elopement process because there was
no pink bracelet order on the MAR or TAR to

- ensure the nurses monitored the bracelet for

_ placement on the resident. According o

- RN#1/UC, also when a resident had an episode

. Of exit seeking behavior the faciiity's process was

for staff {o put the resident on fifteen (15) minute
checks which nursing staff documented. Further -

interview revealed nursing staff documented the
resident's location fo ensure the resident was

- safe and not continued the behavior, Additionally, .
RN #1/UC revealed staff re-directed the rasident

- if needed when performing the fifteen {15} minute .

‘checks. Per RN #1/UC, however, the 03/30/15,

. observation docurnentation revealed Resident

“#11 was not monitored by staff every fifteen (15)

: minutes from 5:00 PM to 11:00 PM the resident
was not monitored by staff. Further interview

‘ revealed the facility had no format process to
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“ensure the every fifteen (15) minute ohservation
. document was completed by staff.

: Continued interview, on 05/01/15 at 4:05 PM, with
the DON revealed there was a breakdown in the
¢ facility's wanderer supervision procedure for
Resident #11, as there was no order for the pink
- bracelet in place to ensure the nurses checked
_placement of the resident's bracelet, She
f' ‘revealed however, there should have been an
I . order and nurses should have been monitoring
the placement. Per the DON, after review of the
1 : 03/30/15 observation monitoring document for
i Resident #11, which was initiated after the :
“resident had an episode of exit seeking behavior, _
] staff had not documented to ensure the resident
{ ' was supervised every fifteen (15) minutes from
5200 PM through 10:00 PM. The DON revealed
“however, staff should have completed the
documentation to ensure Resident #11 had been
- monitored every fifteen {15) minutes,

4. Review of the facility's "Beauty Salon
Contract”, dated 05/24/11, revealed the contract

: Salon was responsible for complying with all
applicable rutes, laws and reguiations governing

- salon operatfions. Further review revealed the
Salon was to be lecked at all times when not in

| operation.

Review of the faciiity's "Resident Wanderer List”
“dated 04/24/15, revealed the facllity had six (6)
residents fisted as at "high risk” for wandering
. and were "safety risks".

Observation, on 04/28/15 at 11:18 AM, during the |
“initial tour of the facility, revealed a resident sitting
: under a hair dryer with no Beautician or facifity

staff present. Continued observation revealed :
Evert iD: 515811
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the DON and the Regional Consultant (RC) were
- standing approximately six {8) feet from the Saion

H
/ . while it was unattended: however, from where
' they were standing they could not see inside the
f - Salon. Further observation revealed inside the
Salon, sitting on the sink counter there was a
[ - container of Barbicide (a disinfectant solution)
“used to clean combs and brushes,

Interview, on 04/28/15 at 1119 AM, with the DON

- and RC revealed residents should never be left
unattended in the Salon. Continued interview

revealed the Saton door should be focked when it :

. was unattended.

- Additional observations on 04/28/15 at 12:25 PM
revealed the Beautician left the Salon unsecured

: with the door unlocked, re-entered the Salon at
12:26 PM for approximately thirty {30) seconds,

- left the Salon again with the door unlocked and
the area unsecured. Observation of the Saton

- revealed LPN #5 enterad the Salon at 12:34 PM,
and then immediately left it with the door

- remaining uniccked. Further observation
revealed the Salon remained uniocked and

[ unsecured unti] 12:36 PM, when LPN #5
re-entered the Salon. Additional observation at

£ 12:38 PM, of the Salon area revealed the

Barbicide continuing o sit on the sink counter.

B

Cinterview, on 04/28/15 at 12:38 PM, with LPN #5
revealed she had observed no one in the Saion
“and had left to call and see where the Beautician

. was. She stated she returned to the Salon as

- 800N as possible to guard the area until the
Beautician returned. Per interview, the Salon

| could be a dangerous area for wandering
residents who might enter and possibly ingest

liguids, such as, the Barbicide on the sink
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