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’ Mountain View Nursing &
F 000 | INITIAL COMMENTS FO00| Rehabilitation Center

| acknowledges receipt of the
An abbrevialed standard survey (KY24014, } Statement of Deficiencies and
KY24022, KY24047, KY240862) was initiated on
11/16/15 and concluded on 11/23/15. All of the
complaints were substantiated and deficient
practice was identified with the highest scope and
severity at "G" level,

the cxlent that the summary of
findings is faciually correct and in

{ proposes this Plan of Correction w
’ order lo mnaintain comphance with
L

F 151 | 483.10(a)(1)&(2) RIGHT TO EXERCISE RIGHTS F 151 applicable rules and provisions of F-15]
55=p | - FREE OF REPRISAL the quality of care of residents .
i This Plan of Correction is Oygg/[&, :
The resident has tha right to exercise his or her submitted as a written atlegation of
rights as a resident of the facility and as a citizen compliance, Mountain View

or tesident of the United Statas, Nursing and Rehabilitatuon

Center’s response ta this staiement
of deficiencies and plan of
: correcuon does not denote
| agreement with the siatement of
| deficiencies nor does it constitute
This REQUIREMENT is not met as evidenced an admussion that any deficiency 15
by: : accurale Further, Mounlain View
Based on interview and record review it was Nursing and Rehabilitation Center
deten'nineg H;ethfacility f:iler_j l;c; ensure resti:ents reserves the right to submit
ware afforded the opportunity to axercise their . e .
righis in the facility retated to medication g(‘):iu‘n‘ncmalur tu_:lclgl:: z\'ny :)I" the
administration for one (1) of twelve {12} sampled elhiciencies through mforma
rasidents {Resident #4). Registerad Nurse #1 dispute resolution, formal appeal
stated she administered thireen (13) doses of an . procedures and/or any other
"as needed" pain medication to Resident #4 administrative or legal proceeding.
without the resident's knowledge even though the i F151
resident told staff that pain medication *makes On Dccember |, 2013, the Director
(the resident) constipated.” of Nurses { DON) made Resident #
! 4 aware that he was aiven as
needed medication without his
consent or request and thal he
' would be afTorded the night

The resident has the right to be free of
interference, coercion, discrimination, and reprisal
from the facility in exercising his or her rights.

The findings include:

Review of the facility's poiicy titled "Residents’
Rights Policy," dated January 2009, revealed the

Administrator assumed the respansibility for the ask!l‘cqucsl/rclu:i? h'.s prescribed =15l
“as needed” medications, OAnt el
- ¥ I

LABORATORY DIRECTOR'S ORi’-tOWDE!USUI’I:_LJE R REPRESENTATIVE'S SIGNATURE TImLE R I PATE
J

U uot Qo - TG Dk X A L\ Nk '\ v 0//otk / 201t

T

Any deficiency statement ending with an astensk {*) desoles a deficiency which the institglion may be excused from comecling providing i is determined that
o'hier safeguards provide sufficienl pratection to the patienis  {See instruclions } Except for nursing hamas, the findings siated above are disclosahle 90 days
tollowing the date of survay whether or ot a plan of comection 15 provided  For nursing homes, the above findings and plans of correction are disclosable 14
days Inllowing the dale these documents are made avalable to the facilty I deficiencies e ciled, an approved plan of carredtion is requiside to continced
plogram paticipation
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All in-house residents were either
F 151 | Continued From page 1 F 151 | interviewed or their medication
implementation of resident rights in the facility. administration records for the last 2
The palicy did not outline the rights of the weeks were revicwed related lo
residents of the facility. administration of “as needed”

medications.
Review of Resident #4's medical record revealied

the facility admitted the resident on 09/23/15 with Between December 1-23, 2015
diagnoses that included Constipation and Chronic residents with a BIMS score of 8-
Pain. Review of the resident's Minimum Data Set 15 were interviewed by the DON w

{MDS) assessment dated 10/19/15 ravealed the
resident was assessed to be alert and oriented
with a Brief Interview for Mental Status (BIMS)

ensurc they had not been
administered “as needed”
medications without their

el knowledge or consent. No

i Review of Resident #4's physician's orders dated additional concerns were identified.
October 2015 revealed the resident had On, December 17, 2015 all other
physician's orders to receive Hydrocodone (a in-house residents, December
narcotic pain medication) 7.5 milligrams (mg) one medication administration records
tablet by mouth every six hours as needed for (MARS) were reviewed, by the

pain. Review of Resident #4's Controlled

| Substance Racord revealed the resident received
18 doses of Hydrocodone 7.5 mg from 10/10/15
until 10/29/15. Continued review of the resident's

DON, Assistant Director of Nurses
(ADON), the Quality Indicator (QI)
nurse, or the Staff Development

Controlled Substance Record revaaled Coordinator (SDC) o ensure that

Registerad Nurse (RN) #1 had administered 13 of any “as nceded"” medications had

the 18 doses of pain medication to Resident #4, “reason” for being adminisiered

the last dose RN #1 administered was dated and “effecliveness” was assessed,

10/28/15. MNo additional concerns were noted.
. . RN # | no longer works at the

Interview with Resident #4 on 11/18/15 at 2:10 facility

PM ravealed he/she stated that he/she did not )

take "pain pills” becausa "they mess with my On December 3. 2015_ and

digestive tracL.” The resident further stated that December 17. 20135, licensed

he/she had nat had pain medication in "a month nursing staff and certified

or lenger.” medication ades (CMAS) were

educated related to the
administration of “as nceded”
medicitons, by the SDC and

Interview with RN #1 on 11/20/15 at 11:00 AM
ravealed she administered Hydrocodone 7.5 mg )
to Resident #4, a total of 13 doses in October Aduiinistraton =51
2015. The RN acknowledged she had violated ) ' Con nudd
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A facllity must immediately inform tha resident;
consult with the resident’s physician; and if
known, notify the resident's legal representative
or an interested family member when there is an
accident involving the resident which rasults in
injury and has the potential for requiring physician
| intervention; a significant change in the resident's
| physical, mental, or psychosoctal status {i.e., a

! deterioration in health, mental, or psychosocial
status in gither life threatening conditions or
clinical complications); a need to aiter treatment
significantly (i.e., a need to discontinue an
existing form of treatment due to adverse
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The education included thac all
F 151 | Continued From page 2 F151| residents within the facility were Lo
Resident #4's rights when she administered a be afforded their resident rights to
narcotic pain medication to the resident withoul be informed of “as needed”
the rasident's knowladge. Tha RN stated that medications and that they had a
she stopped administering the pain madication to right 1o “refuse” those “as needed”
Residenlli:: vtvh:n :’RTQB:_:?M’" t:ide nltade . medications if they chose ta. The
comment that she was the only one . .
administering the pain madication to the resident. ed ueatan, i .
residents who were unable Lo “ask
Interview with the Director of Nursing (DON} on for” or “request” “as needed”
11/20/15 at 1:37 PM revealed RN #1 should not medications are to have “reasons".
have administered a narcotic pain medication to “indications” and "‘effectiveness”
an alert and oriented resident without the of “as needed” medications
resident's knowledge. The DON acknowledged it assessed and documented on the
was a violation of a resident's rights to administer medication administeation record.
medication without allowing the_ resident the right Any licensed nursing staff member
to refuse or accept the medication. \ . . .
not attending this education will
Interview with the Administrator on 11/23/15 at receive it prior o working. This
3:20 PM, revealed it was 8 violation of a education will also be added Lo
resident's rights and it was not standard nursing orientation for newly hired nursing
practice o administer narcotic pain medication to staff.
a resident without the residant's knowledge. | On, December 15, 2015 the
F 157 { 483.10(b){11) NOTIFY OF CHANGES F 157, Resident’s Rights Policy, dated
s5=D | (INJURY/DECLINE/ROOM, ETC) January 2009 was amended hy the

Administrator 10 include Resident
Rights

All other staff was educated by the
Admanistrator on December 17,
2015 of the policy addendum. All
employees not attending the in-
service will receive education prior
to working and upon hire tor new

employces. ¢ o, ‘,ﬁ.\‘ |\{ U\'..d
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The Administrator attended  the
F 157 | Continued From page 3 £157| Resident Council Meeting on
consaquences, or to commence a new form of December 17, 2015. 21 residents
treatment); or a decision to transfer or discharge atended the meeling. The
the resident from the facility as specified in Administrator read cach ol the
§483.12(a). resident’s “Federal Rights” and
“My Rights” to the residenis and
The facility must also promptly notify the resident re-assured the resident's. while in
and, if known, thg resident’s legal reprasentativa the facility, they would be afforded
or interested family member when there is a their rights to “exercise those
change in room ar roommate assignment as o
specified in §483,15(e)(2); or a change in rights™ without fef“' of
rasidant rights under Federal or State law or interference, coercion,
regulations as specified in paragraph (b){1) of discrimination or reprisal from the
this section. facility. No concerns were reported
at the meeting. The Admunistrator
The facility must record and periodically update infarmed residents that she was
the address and phone‘ number of the resident's available o meet with them
legal representative or interested family member. individually if they had any
concerns 1o discuss ahout
exercising therr righls as an
This REQUIREMENT is not met as evidenced individual, whilc in the faciluy.
by: On December 21, 2015 signage
Based on interview and record raview it was was posled in each resident's room,
determined the facility failed to notify the for viewing by residents, family
residsnt's legal representative or an inlerested members and other visitors related
:?Rm“z:!met:‘:?aro;%‘; (231:’; i‘h"::;" (122?5"19"‘5 | toresident's being afforded the
esiden n whe was . . A
accident that resulted in injury (Resident #1) and right lo.cxm.:m (LS 3k R T
when a resident was named as a victim in a ; fearof interference, coereion.
substantiated allegation of abuse (Residenl #2). discrimination or repnisal from
facility staff.
Resident #1 sustained a fall on 11/08/15, and was The DON, ADON, QI Nurse, SDC
transferred to the hospital. The resident or the 55D will either inerview
sustained multiple traumatic fractures as a result residents or audit the resident's
of the fall. Interviews with the resident's family medication adnnistration records
member and .faculllty staff revealed staff fa_lled to (MARSs) for 10 residents per the
notffy thela resmlgpls family of the change in the y following schedule. Waekly x | )
resident's condition. i month, then bi-weckly x 1 monll F“-'”
X g " cahinged
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falls in the facility, and was conlinent of bowe! and
bladder.

Further review of Resident #1's medical record

Director of Nursing ¢ ADON) or the
Quality Improvement {QI) Nursc,
for the purpose of venfying
notificiion of interested [amily
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concerns will be addressed at the
F 157 | Continued From page 4 F 57| time of the interview/review by the
Resident #2 was named as a victim in an designated employce performing
allegation of abuss, which occurred on 10/27/15. the mnterview/review and reported
The allegation was substantiated by the faciity; to the DON.
haowever, the resident's family was not notified
that the resident was involved in a substantiated The DON will report results of the
allegation of abuse. interviews and reviews to the
Qualily Improvement {QI}
Furthermore, the facility falled to ensure a policy Committee based on Lhe described
was in plac‘a that addressed the requirement to audit schedule for any
notify & 'rezalden‘t'.s family when changes in the recommendations. The QI
resident's condition accurred and/or there was a . .
need to alter a resident's traatment. Committee consists of the
Adminisuator, DON, QI Nurse,
The findings include: SDC, 85D and others as warranted
by topic/discussion. The Executive
i Review of the facility’s policy titlied "Natification of QI Committee will review the
1 Physician for Change in Residents’ Condition,” audits quarterly and recommend
dated August 2012, revealed it was the policy of any additional monitoring. The
U?e fgc:lrty LWL LT ) wheq 2 Executive Committee constsis of
significant change in a resident’s condition all members of the QI Commitiee
oceurs. However, the facility's policy failed to ! ! : C
addrass nolification of the resident's family plus the facility Medical Direclor,
member of changes in the resident's condition
and/or a need to alter the resident's treatment. F 157 = ST
1. Review of the medical recard for Residant #1 Residents #1 and #2 are v longer OYOB‘lLo
revealed the facllity admitted the resident on at the faciiity.
t 10/17113, with diagnoses that included
Ostecarthritis and Anemia. Review of the On December 4-8, 2015, a chart
resident's Annuai Minimurm Data Set (MDS) review of progress notes and '
Assessment dated 10/22/15, revealed the incident reports, for the past 60
resident utilized a walker and wheslchair to assist days, for all residents, was
with mobility, and required no setup or physical comipleted by the Director of
help from staff. Continued review of the medical Nurstng (DONY, the Assistant
record revealed the resident had no history of
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. member, unless the resident l
F 157 | Continued From page 5 F 157

revealed on 11/08/15, the rasident sustained a fall
at the facility and was assessed to have
complaints of pain to his/her left shouider.
Resident #1 was transferred to a local hospital.

Review of Resident #1's hospital record revealed
the resident expired at the hospital on 11/08/15
(dlagnoses included Septi¢ Shock likely
secondary to Urinary Tract Infection). Therefore,
the resident was not cbserved andfor interviewed.

On 11/16/15 at 2:10 PM, an intarview with Family
Member #1, listed in Resident #1's medical

record as the first emergency contact, revealed
staff had not notified her that the resident had
suffered a fall with injury on 11/08/15 or that the
resident was transferred to the hospital. The
family member stated she was notified by the
hospital staff that the resident had a fall with injury
"hours after the fall had occurred.”

Interview with Licensed Practical Nurse (LPN) #4
on 11/16/15 revealed she was caring for Residant
#1 when the resident fall on 11/08/15. LPN #4
acknowledged she had not notified the resident's
family members that the resident had sustained a
fall with injury, or that the rasident had been
transferred to the hospital. The LPN stated the
resident was hisfher own responsible party. LPN
#4 stated she had not been trained to notify family
members of changes in a resident's condition if a
resident was their own rasponsible party.

Interview with the Director of Nursing on 11/16/15
at 1:50 PM revealed staff was not required to call
family members refated to a change in the
resident’s condition, "unless they have a
responsible party listed" in the resident's medical
racord. The DON was not aware an interested

requested otherwise. Any concerns
identified through the review of the
progress notes and incident reports
were resolved by notification of
resident, resident [egal
representative or an inlerested
family member, unless the resident
requested otherwise.

On December 3, 20135, licensed
nursing staff were educated on
family notification, by the Staff
Development Coordinator (SDC).

This education included
notification of the family of an alerl
and oricnted resident, if the residem
leaves the facility due Lo an
accident, unless the resident
requests otherwise. Any licensed
stalf member not anending this
educatnon will receive it prior to
working. This education will also
be added Lo orientation tor newly
hired beensed staff,

On December {5, 2015, the facility
policy on notification of physician
of changes in a resident’s condition
was amended by the Administrator
to include notification of Resident,
Physician, Residenl's Legal
Representative or an inierested
tamsy member.

STkt
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On December 17, 2015, the
F 157 | Cantinued From page 6 F157|  Administrator educated nursing
| family member was required to be notified when a staff on the policy addendum
change in a resident's condition occurred. related to notification of Resident,
2. Review of the medical racord for Resident #2 Physician. Residenr's legal
revealed the facility admitted the resident on represcntalive or an interested
09/24/15, with diagnoses that included Malignant family member, u‘nless et
Neoplasm of the Prostate and Schizophrenia. requested other wise. If any
nursing staff did not attend the
Review of the resident's Admission MDS education session they will be
Assessment dated 09/30/15 revealed staff educated prior to working. The
assessed the resident to require extensive information will also be given Lo
assistance of two staff members with fransferring new employees during orientation.
and toileting and to always be incontinent of
bowet and bladder. Resident #2 was not On December 17, 2015 the
interviewable. The facility assessed the resident Admmnistrator atended the
to have a Brief Interview for Mental Status (BIMS) Resident's Council Meeting. There
OGS were 21 residents in aticndance
Review of Resident #2's rmedical record revealed Th‘f Adm'msl”“nr_ '".r‘_"m"d _lhc
the resident expired on 11/01/15 and was unable residents that the facility palicy on
to be interviewed or observed. notification had been amended 10
include noulication of the Resident.
Review of a facility abuse investigation, dated Physician, Legal Representalive.
11716715, along with witness statements, revealed andfor, if known. an intercsied
on 10/27/15 State Registered Nurse Aide (SRNA) o e L N e
#8 reporled that SRNA #3 told Resident #2 that further explained to the resident
: "[the resident] was not doing that again” referring . )
' to Resident #2 "urinating.” SRNA #3 was also cou'nml that ms’df‘:ms who were
ocbserved to have “took [the resident's] legs" and lhe"’_ own respansible party would
stated to Resident #2 "you are setting up” even comtinue to be afforded the nght to
though the resident stated he/she did not want to excreise their rights of “not
get out of bed at that time. Continued review of notifying” an iercsted family
the investigation revealed the allegation against memher if they chose that option
SRNA #3 was substantiated and histher N Resident’s were cncouraged, if they
employment was terminated from the facility. o -
chose for an interested famly
Interview with the Director of Nursing {DON) on member not to be_nuuf ted, L pul
11116/15 at 3:55 PM revealed she had conducted that request in writing for inclusien
the investigation related to the allegation of abuse in their medical record. Which 157 (o ]k
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would allow S5D and Licensed
F 157 | Continued Fram page 7 F 157 Nurzing Staff to know their wishes
which involved Resident #2. The DON stated she refated to family notification. The
had not contacted the resident's niece, who was resident’s were further informed
listed on the resident's Admission Transcript as that the SSD was available to assist
ra;;;;mergency conla;tl. becs;’swgﬁ’egt‘;’:s them if they desired 1o add the
ar own responsible party. 8 . Nyt rrr Rr2rH
she had not been trained to contact residents’ 9puonl of !101. holifying .un
family members when residents were involved in interested family member (a their
atlegations of abuse, substantiated or medical records. Only one
unsubstantiated, in the facility. Resident had a question about
F 225 | 483.13(c)(1)(il)-(iii), (c)(2) - (4) F225| exercising his rights. The SSD
55=E | INVESTIGATE/REPORT informed the resident that she
ALLEGATIONS/ANDIVIDUALS would discuss the concern with tam
in private. The SSD. mlarmed the
The facility must not employ individuals who have Administrator that actions were
be'en found gm!ty of abusing, neglecting, or nlready being laken for the
mistreating residents by a court of law; or have = - "
'hada finding entared into the Siate nurse aide resnlt;ugn of that particufar
registry conceming abusa, neglect, mistreatment r.cmdcnl s concern. There were no !
of residents or misappropriation of their property, further concerns voiced by the |
and report any knowledge it has of actions by a residents related to the informiny of i
| court of law against an employee, which would family members. The
} indicate unfitness for service as a nurse aide or Administrator informed the
other facllity staff to the State nurse aida regisiry resident's that she was available to
; ar licensing authorities. them individually, if desited lo t
| The facility must ensura that all alleged violations discuss any concerns or questions.
involving mistreatment, neglect, or abuse, . o
including injuries of unknown source and ?;;Z:DOI;: : }‘\[,)ON" Ql N"”f’ o
!misappruprialion of resident property are reported » will review all progress
| immediately to the administrator of the facility and notes, and incident reports Lo
to other officials in accordance with State law ensure family notification of
through established procedures (including to the nppropriate parties, unless
State survey and certification agency). requested otherwise by a resident.
y ‘ The {oltowing schedule of audits
T‘ha f_aclhty must have ewdencg that all alleged will be utilized: 5 times 4 week for
viclations are thoroughly investuga?ed. and must 2 weeks, then 3x a week for 2
prevent further potential abuse while the seks. the kly f i
investigation is in progress. weeks, then weekly for 4 weeks, .
then monthly for 3 months, Any Fiong L“t
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concerns will be addressed at the
F 225 | Continued From page 8 F225) time of the audil by the nurse
performing the review, and
The resuits of all investigations must ba reporied reported to the DON. The results of
to the administrator or his designated these audits will be reported to the
rgpresentativa and to.uther officlals in accordance Quality Improvement (Ql)
wnth. Stal.e law (including to the State survey and Commiltee, weekly by the DON,
cartification agency) within & working days of the f . :
incident, and if the alleged violation is verified orany ret.omme'ndauons. The QI
appropriate corractive action must ba taken. committee consists of the
Administrator, the DON, ADON.,
SDC, QI Nurse, SSD and other
members as warranted by
This REQUIREMENT is not met as evidenced topicsfdiscussion. The Executive
by: . . . Qualily Improvement Committee
Baseq pn‘mtarylev".'. record revirf!w. and review of will review the audits quarterly and
th§ facility's policy it was determined the facility recommend any additional
failed to ensure all alleged violations involving . .
mistreatment, neglect, abuse, and monttaring. The Exegunve Qu?Iuy
misappropriation of resident proparty were Improvement Commiltee consisls
thoroughly investigated and reported immediately of all members of the QI
to the administrator and state agencies as Committee plus the facility
! required for one (1) of twelve (12) sampled Medical Direclor.
residents (Resident #3). Staff reported to the
Director of Nursing that Resident #3's Fentanyl F225 pggﬁ
patch {utilized to treat pain) was missing and not
on the resident as ordered by the physician, at an On, December 3, 2015 Resident o /0'.5,“{,
unknown date and time, approximately two (2} #3's Fenmnyl pau:h placcmem Wity e

months ago. However, no evidence was
provided that the incident was reported or
invesligated o ensure the resident was free from
neglect or misappropriation of his/her ordered
pain medication,

Staff interviews revealed the DON had been
naotified by two (2) staff members that Registered
Nurse (RN} #2 reported to work and was
suspected to be under the influence of alcohol
andfor drugs, and the RN declined to take a urine
drug screen and just "went home" (unable to
recall exact date). No evidence was provided

verificd by the DON and ADON.

On November 30, 2015 the DON
assessed afl Resident's with ordered
Fetanyl patches, to verify
placement as ordered of the pain
patches. Mo additional concerns
were ohserved.

The concern rclated to RN # 2 was
mvestigated by the DON and
Administrator December 10- 14
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that the incident was investigated or repartad to
state agencies as required to ensure residents
were frea from potential abuse/neglect.

The findings Include:

Review of the facility's policy titled "Abuse,
Neglect, or Misappropriation of Resident Property
Policy," last ravised 05/01/13, revealed facility
staff would investigate all allegations. The policy
stated the Administrator was responsible to direct
the investigation process and would ensure
appropriate state agencies were notified as
required.

1. Review of Resident #3's medical record
revealed the facility admitted the residant on
06/03/08, with diagnosss that included Chronic
Pain Syndrome and Anxiety. Review of the
rasident’'s Quarterly Minimum Dala Set
Assessment (MDS) dated 10/22/15, revealed the
facility assessed the resident to not be
interviewable with a Brief Interview for Mental
Status (BIMS) score of 6.

Review of Resident #3's physician's crders dated
November 2015 revealed the resident had a
physician's order for a Fentanyl 50-microgram
{mcg) patch (narcotic pain medication) to be
applied 1o the resident every 72 hours related to a
diagnasis of pain.

Interview with LPN #1 on 11/17/15 at 1:50 PM,
revealed approximately two months earlier,
Resident #3 did not have hisfher physician
ardered Fentanyl patch on for pain as required
The LPN stated the DON was immediately
notified that the resident’s Fentanyl patch was not
on the resident as ordered, and was "missing."

to work, if released by physician o
return to full duty. RN # 2 returncd
to work on December 14, 2015,

On November 30, 2015, the DON
was educated by the Facility
Registered Nurse (RN} Consultnt,
on the facility policy for reporting
and investigating abuse allegations,
to include reports of missing
medications. This education
included, interviewing ol residents
and staff, suspension of the accused
perpetrator, drug screen and
statermnent 1o be completed prior Lo
accused perpetrator leaving Lhe
facility, statements from all stff
warking at the time, statements
from any residents tnvolved,
reporttng 1o Facility Admmistrator
and reporting to Office of Inspectos
General and Adult Protective
Services. The education aiso
included reporting conclusions ol
investigation 10 involved residents
and/or an interested family
member,

Between December 3-23, 2015,
staiT were educated on the facility
abuse policy, by the Siaff
Develupment Coordinator (SDC)
This education included a review of
the facility's policy on Abuse,
Neglect or Misapproprusion of

(x4) 1D SUMMARY STATEMENT OF DEFICIENCIES [ PROVIDER'S PLAN OF CORRECTION 5)
PREFIX {EACH DEFICIENCY MUJST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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2015. The Administrator and DON
F 225 | Continued From page 9 F225| concluded that RN # 2 could return
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Resident Property, as well as
F 225 | Continusd From page 10 F225; [following the chain of command
According fo LPN #1, she had reported the for reporting abuse if the staff felt
missing Fentanyl patch to the DON because it the situation was not handled
was suspected the medication had been appropriately. Any stalf member
misappropriated. The LPN stated the DON not atiending this education will
s;atetd; "I;Io I:|g c:eal. t'l:’n:)hably w?hs lost i;t m:.. receive it prior to working, On
sheets. Just put another one on the residen . " "
| No further dlr:cﬂons were given to the LPN to LSS Lo SO ES
ensure Resident #3's medication had not been were cducated by the SDC on the
misappropriated. steps to take when an allegation of
abusc is reporied 1o them. This
Interview with the DON an 11/20/15 at 1:37 PM education included removing the
ravealed she was notified that Resident #3's alleged perpewrator, il known, to
Fentany! pain patch was missing. The DON keep resident safe, notification of
?Ck:::metdege: srfhi?:li:;‘;ed"i{utf:derccme offin administrator and DON, assessment
nvestigated, bu S i . s .
the Iingns." The DON acknowledged allegations <.Jf.1.he re.:t:dem, ‘nou'ﬁl.aum? 1
of misappropriation were required to be raported .lcbldcm N FEDFCSEI!I.‘HIVC s .
{0 state agencies and investigated per facility mdicated, wrilten statements from
policy. staff and/or residents. Any licensed
nursing staff not attending 1his
2. Interview with Certified Medication Aide (CMA) cducation will receive it prior to
#4 on 11119115 at 3:45 PM revealed (unknown working,
date) she observed RN #2 report to work
approximately 30 minutes tate, and appeared to On December 17, 2015 the
be under the influence, The CMA stated the RN Administrator atiended the
fell "...over a medicine cart and was slurring her Resident's council meeting 2|
:_'::;':-;dz:?;ﬁgﬁ:%ﬂ%‘;‘:ﬁiﬂ;s e residents were in atiendance, The
I A . ool )
facility at the time the incident occurred. CMA #4 mbl.dem s rights were ro’C\T’E(l.
stated when she came to work the next day, she whichiincluded the yesidznt’s vights
reported her concerns related to RN #2 reporting to be free of abuse. neglect and
to work potentially under the influence to the misappropriation of resident
DON. The CMA stated the DON stated, "Yas," praperty. The Admimstralor
she had received phone calls about the incident imjormed residenty that she was
and, "It's taken care of.” available (o meet individualiyif
thev desired
Interview with RN #3 on 11/19/15 at 4:30 PM
revealed CMA #4 reported to her that she On December 21, 2015 the DON,
suspected RN #2 was working under the AN, O] Nurse, SDC and MDS 2257 ¢
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Nurses {Administrative Nurses)
F 2251 Continued From page 11 F 225 were educaled by the
influence (unable to recall exact date). RN #3 Administrator. The education
stated RN #2 had a cough but had difficulty included immediately beginning an
standing up and was "unsteady on her feat.” RN investigation, as well as,
#3 stated RN #2 was assignad to administer documentation of alleged concerns
medications the night the incident occurred so RN related to violations of the facitity's
#3 confronted RN #2 related to her suspicions expectations of o drug free
she might possibly be under the influenca. When P &
RN #3 discussed her concerns with RN #2, RN workplace.
#2 refused a drug screen at that time, stated she )
was "sick." and exited the facility. RN #3 stated -
the faility's policy was if any emplayee was Licensed Nurses were Fc-BdULn'lE:tlj
suspected of being under the influance of drugs by the DON related to the facility’s
or alcohol, staff could request that employee to expectations of a drug [ree
submit to a drug test RN #3 notified the DON workplace, as well as investigation
| that RN #2 had reported to work possibly under and documentation of
the influence, and that RN #2 had not submitted concerns/statements. I nurses
| to a drug screen when requested. RN #3 staled were not available to atiend
the DON did not direct her to iniliate an i o will e
investigation. RN #3 stated RN #2 continued to gg}:}ing ."“'y Ll :L L
be employed at the facility. prior to working.
| Attempts on 11/1915, 11720115, and 11/21/15 to Lo DOT ADON. Jume or
| reach RN #2 for an interview were unsuccessful. ! .. ¢ of progress
| notes, and incident reports for any
Interview with the DON on 11/20/15 at 1:37 PM possible allegation thix was aol
revealed, "It was told to me that she (RN #2) reported, 5 limes a week for 2
staggered and was really sick.” The DON stated, weeks, then 3x a week for 2 weeks,
"It wasn't told to me like she refused a drug then weekly for 4 weeks, then
screen.” However, the DON acknowledged if monthly for 3 months. Any
facility staff was suspected to be under the concerns will be addressed at the
influenca, they “shouldn't be able to refuse a drug time of the audit by the nursc
screen.” The DON further stated a CMA had .
voicad concemns to her that RN #2 had reported performig the review, and
to wark "under the influence” and she informed reported 1o the DON and
the CMA that "l was already locking into it " Admimnistrator, The results of these
However, the DON acknowledged there had been audits will be reparted to the
no investigation related {o the incident that had Quality improvement (QI)
been reported to her, and that RN #2 continued to Comimittee, weekly by the DON,
maintain employment at the facility. Caas
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55= | INDIVIDUALITY

The facility must promote care for residents in a
manner and in an environment that maintains or
enhances each resident's dignity and respact in
full recognition of his or her individuality.

This REQUIREMENT is not met as evidenced
by:

Based on interview, racord review, and review of
facility policy it was determined the facility failed
to promote care for residents in a manner and in
an arvironment that maintains or enhances each
resident's dignity and respect for one (1) of twelve
{12) sampled residents (Rasident #11). Interview
with Resident #11 conducted on 11/18/15
revealed, "a whila back” (unable to recall
dates/limas) afier the resident reported Licensed
Practical Nurse (LPN) #5 to the Social Worker,
the LPN came into the residen{'s room, "stuck her
finger in my face, and asked me why t had
reported her.” The resident stated the incident
made him/her “feet stupid and like | meant
nothing here." Resident #11 was observed to be
tearful at different intervals throughout the
interview. Interviews with staff revealed the
resident was "shaking all over” after the incident
and stated LPN #5 talked to him/her "like a dog.”

(X410 SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION )
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, | for any recommendations. The QI
F 225 Continued From page 12 F 225 committee consists of the
. . . i Administrator, the DON, ADON,
Interview with the Administrator on 1112'3115 at Q! Nurse, SDC, SSD and other
3:20 PM, revealed he had not besn notified that o
L - stalT as warranted by
any medications were potentialty misappropriated /discussion. The E i
in the facility. The Administrator stated all lapiciGiscusstan,, The Jajectiive
allegations that were reported to administrative Quality ‘lmproveme.m Commiliee
staff should be thoroughly investigated and will review the audits quarterly and
reporied o state agencies as required. recommend any additional
F 241 483.15(a) DIGNITY AND RESPECT OF F241, monitoring. The Executive Qualily

Improvement Committee consists
of all members of the QI
Commitee plus the (acility
Medical Director

The Administrative Nurses will
repott immediately to the DON and
compicte a monthly reporl x 3
months for the Admunistrator
related to any concerns thal have
been verbalized 10 them related to
violations of a drug free work
place. Then as directed by
Executive QI Commilttee.

F241

Fas
Oi/(ﬁll(p

Resident #11 was interviewed un
November 24, 2015, by the DON
and SSD regarding any additional
concerns with how staff
communicated with him or (reated
him, No additional concerns were
identificd.

+
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On, December 2, 20135 the DON
F241 Conti : '
R T el conducted interviews with all
L residents having n BIMS score ol
Th lude: = )
@ findings inc 8-15, for concerns related w staff
Review of the facility's policy titled "Dignity,” dated mlm‘aclions‘wilh resident, mu!
Octaber 2005, revealed care and traatment was tremtment of residents by sifl. No
to ba provided o hcility residents in a manner additional concerns were reportud
that helpad prasarve their dignity, seif-asteem,
and saif-respect. Facility staff was also required On, Deceanber 18, 2015 the DON,
to ensure each resident was valued as an ADON, 5DC and QI Nwse
individual, ang that staff interactions with facllity conducted o body audit of all
residents were conducted respectfully. residents who had a BIMS scoe of
- - dical d for Resident #11 99 or 7 and under o assess for any
aview of the medical record for Residen T S
il indications el
ravealed the facllity admitted the resident on ggi‘; ;nle ;c:;(mb;z]::;:ccm-; were
12/09/11 with diagnoses that included Amxdety and i s
Majar Depressive Digorder. Review of Resident identified
#11's Annual Minimum Dala Sat Assessment LEN # 5 no longer warks at the
{MD5) dated 11/04/15 revesled stsff assessed facility
the resident lo be Interviswable with a Briof ! ’
Interview for Mental Status (BIMS) scare of 15.
On December 3, 2015, all staff
Intarview with Resldent #11 an 11/18/15 at 3:00 were educated on treatin re‘si dents
PM reveslad he/she had reported to the Social ere edue ' g
Worker that Licensed Practical Nurse (LPN) #5 wnh.dlgmty and in f‘ cou::teous
had verbally abused him/her "a while back" fashion, by the SDC. This
(unable to recall datesitimes). The resident education included tone of voice,
stated "a few minutes" sfiter the roport was made being respectful, reporting and
to the sotclzll‘ whork?r. LPN #5 t;:rna inlg hlsng investigation of alleged violations
room, “stuck her finger in my face, and as me f resident dignity. Any staff
| why [ had reported her.” The resident stated the :‘ mb tfll :t);i lz
incident made him/her "fael stupid and fika | N t?r ne . en lng . ' .
meant nothing hera. The resident further stated, educgtlon “’"!I Teceive it prior to
“ will never report anything slse that happens working. This education will also
hera again.” Resident #11 was observed to be be added to orientation for newly
tearful at different times throughout the interview. hired staff,
Interview with Cerlified Medication Aide {CMA) #2
on 11418115 at 11:30 AM reveslad she had
anterad Resident #11's room to administer
FORM GRS 258702 94) Feovioud Varsiona Obsciate Event 10 OHIV 1Y Feciliy I0: 100498 If continuation sheet Page 14 of 34
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: On December 17, 2015 the
F 241 | Continued From page 14 F241 Administrator educated staff on

medications "a few months ago” (unable to recall
exact date) and the resident was observed to be
"shaking all over." CMA #2 stated that the
resident told her, "She talked to me like a dog,
she shouldn’t work with people like us” ({referring
to LPN #5). The CMA stated that tha resident
told her that after he/she reported the incident to
the Social Worker, LPN #5 came back to
Resident #11's room and "jumped all over”
him/her.

Interview with LPN #3 on 11/18/15 at 10:50 AM
revealed she had reported to the DON “aver and
over” that LPN #5 was rude and "hateful” 1o
residents. Howaver, the LPN stated the DON
took no action related o the reports of concetn of
resident treatment by LPN #5.

Interview with Stale Registersd Nurse Aide
{SRNA) #12 on 11/19/15 at 12:15 PM revealed
LPN #5 was "short and hateful with residents."
The SRNA stated she had reported it "a while
back" to a nurse {unable to recall who); however,

actions that should never be taken
by them such as confronting a
resident iF the resident had voiced o
concern or made an allegation
agamnst them. The staff was
informed that the alleged
perpetrator would be informed of
investigation conclusions, as it
related to them. Staff members nat
available oo this day for education
will be educated by the DON prior
to working,

On December 17, 2015 the
Administrator attended the
resident’s council meeting Lo
discuss the residents rights. The
admimstrator informed the
restdents that they had the right to
be treated with dignity, respeet and

-.in a courleous manner: The
Adminmistrator encouraged the
residents to practice that same
philosphy with Ltheir ncighbors in
the facihty.

she was told, "She's been reported and nothing's
been done, so just forget it." The SRNA was
unable to recal) any residents involved.

Interview with the Social Warker (SW) on
11/18/15 at 4;15 PM revealed Resident #11
stated he/she felt like LPN #5 was rude and had

! offended him/her, and that could be a dignity
issue for the resident. The SW acknowledged
that LPN #5 had "talked" to the resident about the
allegations made against her.

None of the vesidents fell they were
being abused or neglected. A few
concerns were voleed such as “nol
#l stalt knock on their doars and/or
provide privacy for residents”
Iherc were no names of statt
reported fo the administrator. The
Administrator informed the

Interview with LPN #5 on 11/19/15 at 2:35 PM
revealed she danied being rude or verbally
abusive to Resident #11. The LPN stated she
had been notified by the Social Worker or
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previous Administrator (unable to recall which
one) that Resident #11 had “accused me of
talking mean and slamming the door in" his/her
face. LPN #5 stated, "If | would have dene this,”
it would have been a concern of dignity for a
resident. The LPN stated she had gone info the
resident's room after the resident had voiced the
allegation against her and said the resident
stated, "1 didn't tell the Soctal Worker that." The
LPN stated that since she was accused of
something, she wanted to know what she had
done.

Interview with the DON on 11/18/15 at 5.00 PM
revealed she denied ever receiving and/or
requesting a written statement from any staff
member related to any incident that involved LPN
#5, The DON denied any staff members had
aver reported to her any concems of LPN #5's
reatment of residents or that the LPN was rude
or hateful to residents. The DON stated she had
not interviewed or discussed the incident with
Resident #11 after she had received a report that
the resident had stated that LPN #5 had
"slammed tha doot" in his/her face. Howaevar, the
DON stated, “Looking back, | probably should
have interviewed the resident." The DON
acknowledged if a resident felt that a staff person
had been rude or had offended him/her that was
a concem for a resident’s dignity.

F 312 483.25{a){3) ADL CARE PROVIDED FOR

ss=g DEPENDENT RESIDENTS

A resident who Is unable to carry out activities of
daily living receives the necessary services to
maintain good nutrition, grooming, and personal
and oral hygiene.

residents that she was available to

F 241 mect with them individually
needed to discuss any 1ssues.

On December 17, 2015 the

il they

Administrator educated the nursing
staff on the above issues. If any

nursing staff did not attend U

e

meeting they will be educated prior

1o working.
The DON, ADON, QI Nurse

SDC.or the 851D will interview ar
conduct a body audit on a total of

20 residents per month for 3
months related to staff reauy

icnt ol

residents and any indication of

possible nbuse/neglect/,
Audits/Interviews will focus
ensuring that vesidents are be

on
ing

treated with courtesy, respect and
dignity. After the first 3 months,
30 residents per quaiter will be
interviewed or have a body ouds
conclucted with a focus on residents

being ircated with courlesy,
and respect for an addivona
months.. Any concerns will
addressed at the time ol the

digmly
16
be

auditfinterview by the employee

F 312 performimg the interview/audil and
reported to the DON. The results ol
thesc auchits will be reposted to the |

Quahty Improvemeni (1)

Committee, weekly by the DON
for any recommendations. The QL

commitiee consists of the

FORN CHS-2567{02-99) Preveus Varsions Qbsolate Event 1D: OHDY 11
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This REQUIREMENT is not met as evidenced
by:

Based on interviews and record reviews it was
determined the facility failed to ensure residents
whn wers unable to carry out activities of daily
living received the necassary services to mainlain
good greoming and personal hygiens relatad to
tecaiving assistance with bathing for threa (3) of
twelve (12) sampled residents (Rasidants #3,
#11, and #12) and three (3) unsampled residents
{Resldenis A, B, and C). Interviews with staff,
rosidents, and a famiy member ravealed facility
staff had not provided assistance to residents
with bathing; and residents were going five (5) or
more days at limes without receiving a bath.

The findings include:

Interview with the Director of Nursing (DON) on
11/16/15 at 1:50 PM revealed there was no
written policy related fo bathing residents in the
facliity. However, the DON stated that all
residents ware required to recaive two baths a
week. She also stated residents should receive
adequate assistance to meet their needs in the
facility.

1. Review of the medical record for Resident #3
ravealed the facility admitted the resident on
06/03/08 with diagnoses that inciuded Morbid
Obasity and Anxiety. Review of the resident's
Quartarly Minimurn Data Sel Asseasment (MD3)
dated 10422115 reves!ed the facility assessed the
resident to not be interviewabls with a Brief
Interview for Mantal Status (BIMS) score of 6.
The facility assessed Resident #3 to require
extensiva assistance of two staff membera for

SDC, QI Nurse, SS5D and other
staff as warranted by
topie/discussion. The Executive
Quality lmprovement Comimitice
will review the audits quarterky and
recommend any additional
monitoring. The Excentive Quality
Improvement Commitice conRsists
of alf members of the Qf
Commiuee plus the facility
Medical Director.

312

Residents #3, 01,12, A, Band C
were ollered and assisted ov
provided full baths on November
24 and 25, 2015, by salf.

On December | and 2, 2015, %

1 00% roview, of resident bath
records Tor the previous week. was
compieied by the DON and the
Eacility RN Consultam 27
Residents were Tound to not have
full baths documented on compuier
per policy. However, there was
documentation on paper that
residents had been provided with a
full bath per pohcy, uniess the tull
paths had been refused by the
ressdent. Any resident not having 3

F3Q
Di/o¥iw
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F 312 Continued From page 17
dressing and bathing.

Review of Resident #3's bathing documentation
revealed the rasident had not recelved assistance
with bathing from Q8/30/15 until 10/10/15 {8
period of ten days), Further raview of the bath
shaet revaaled the resident received assistance
with bathing on 10/14/15; howaver, no bathing
assistance was provided for Resident #3 again
until 1072445 (a period of six days).

Interview with Resident #3's family member on
11/18/15 at 10:05 AM revealed she visilad the
residant almost daily. The family member stated
thera had been times that she had visited and
could "smell and tell* that the resident had not
had a bath. The family membar stated she would
report to ihe nurses and voica concorns related to
the rasident's hygiene, The family member
stated that staff would inform her that the "bath
twam was pulled” and there was not enough staff
to bathe the residents. Furiher intarview revealad
that bathing has been a concern in the facility for
the past faw months.

2. Revlew of the medical record for Resident #11
revealed the facility admitied the resident on
12/08/11 with diagnoses that included Anxiety and
Major Depressive Disorder. Review of Resident
#11's Annual MDS Assessment dated 11/04/15
ravealad the facility assessed the resident to be
interviewable with a BIMS score of 15. The
resident was siso assassed to require extensive
assistance of one staff member for personal
hygiene and bathing.

interview with Residant #11 on 11/16M15 at 10:20
AM revealed the resident stated, "One of the
biggest problems here is getting a bath." The

F 312

fufl bath documented per pohicy
was allercd a [ull bath and either
pravided with assistance or given a
full bath between December -4,
2015, unless u resident refused a
full bath,

On December 3, 2015, nursing staft
were educuted on the facihity
hathing poiwey, by the Siaff
Development Coardinator (SDCY.
This cducatan inchuded that
residents were 1o be provided wath
iwo Mol haths per week and partial
haths on nun-Lath days s well as
required documentation of the
haths andfor relusal ol the baths,
Any nursing statl member nol
altending shis cducution will
receive it prior to working This
education will also be added to
orientation Tor newly hired licensed
stalt.

The DON, ADON, Qi Nurse or
SDC, will review 100% ol the bith
records, W ensure balhs are being
given and documented per policy,
weckly x 2 months, then bi-
monihly x 2 moaths, then monthly
% 3 months  Any coocerns will he
addressed at the tume of the audd
hy the nurse performing the review
and reported to the DON. The

FOAM CMB-2567(02-939] Praviouy Varsitea Obaclets Event |D: GHOY 1
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resident stated he/she should have received a
bath "this past Saturday" {11/14/15), however,
when helshe requestad a bath, ha/she was told
there was not enough staff to bathe the resident.
The resident stated that he/she "...went six or
seven tiays before and no one would help me
bath.”

Review of Resident #11's bathing documentation
revealsd the rasident received assistance with
bathing on 08/27/15, 10/04/15, and 10/11/15 (a
six-day period between each bath). Resident
{#11's bathing documentation further reveated the
resident raceived a kath on 10/27/15 and did not
rstaive another bath until 11/03/15 (& perled of
saven days). Resident #11 received assistance
with bathing on 11/11/15, and was not provided a
bath agaln until 11/46/15 (a period of four days).

3. Review of Resident #12's medical record
revealed the facility admitted the resident on
07{14/14 with diagnoses that included Diabetes
and Chronic Pain. Review of Resldent #12's
Quarterly MDS Assassment dated 10/20/15
revesled the facility assessed the resident to be
intarviewable with a BIMS score of B. The facility
assesssd Resident #12 to be totally dependent
upon two staff members for bathing.

Duritig an interview with Resident #12 on
1111B/15 at 10:00 AM he/sha siated, *! have
missed my baths,” but he/she was unable ta
racall the dates/limes. The resldent further stated
If he/she asked for a bath, staff would say,
"There's not enough help here "

4, Review of Resident A's medical record
revealed the facility sdmitted the resident on
08/14/16 with diagnoses that included Diabetes

reported 10 the Cluality
Improvement (QI} Committee,
weekly by the DON, Tor any
recommendations. The Qi
commitlce consists ol the
Administrator, the DON. ADON,
QI Nurse, SDC, S8D and other
stafl as warranted by
topic/discussion. The Executive
Quality Improvement Commitice
will review the audits quinterly and
recommend any additional
monitoring The Exceutive Quality
Improvement Cominitlee consists
of all inemhers of the Ql
Committee plus the facility
Medicul Director.
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and Chronic Pein. Review of Resident A's
Admission MDS Assessment datad 08/20/15,
revealed the facility assessed the resident to be
intarviewable with a BIMS score of 13, The
facility assessed Resldent A o be totally
dapendent upan two stalf members for bathing.

revealad the resident stated hefsha had not
raceived asslstance as reguired with bathing in
the Hacility. The resident statad staflf had
informed him/her that “they don't have enough
staff* to batha the residents, The resident stated
heishie “went ten days without a bath,” while
he/she has resided at the facility.

Review of Resident A's bathing documentation
revealed the rasident received assistance with
bathing on 08/26/15 end had no bathing
documented again until 10/05/15 (elght days
without recaiving a bath). Raview of
documentation revealad the resident was bathed
on 11/02/15 and no assistance was provided to
the resident again until 11/09/15 (3 pariod of six
days).

5. Review of Resident B's medical record
revealed the facility admitted the resident on
03/02/12 with diagnoses that inciuded Muscle
Weakness and Anxiety Disorder. Review of
Resident B's Quarterly MDS assessment dated
08/03/15 revesled the resident was assessed to
be intarviewabla with a BIMS score of 8. The
facilily assesasd Resident B to be totally
depandant upon two staff members for bathing.

Intarview with Resident A on 11/46/15 at 9:50 AM

F 312

intarview with Resident B on 11/16/15 at 9:45 AM
revesalad that he/she had not received assistance
as requirad with bathing, Resident & stated staff

FUHM CHS-2567(02-99) Pravious Worecm Qbsoisie
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had informed him/er that "they didn't have time

| to help me bath® because thera was "not enough
hetp." Tha resident staled he/she could not
tamember specific dales or imeframes that the
baths were missed.

Review of Resitent B's bathing documentation
ravealed the resident raceived assistance with
bathing on 08/02/15 and had no bathing
documeanted again until 69/11/15 (elght days
without receiving a bath). Raview of
documentation revealed the reskient was bathed
on 08/16/15 and no assistance was provided to
the resident again until 09/26/15 (a perlod of nina
days).

8. Review of Resident C'a medical record
revealed the facility admitted the resident on
11/08/45 with diagnoses that included Pressure
Ulcars and Anxiety Disorder, Resident C had no
MDS assessment coded related to his/her new
admission status. Howaver, interview with the
Social Worker on 1117115 at 10:15 AM ravealed
she had eonducted a cognitive assessment and
had assessed the resident to be alert and
orianted and would score a 14 on the BIMS
assessmant. Even though the resident's
admission MDS Assessment was not complete,
review of the resident's initial care plan revealed
the resident required assistanca of two staff
members for bathing.

Intarview with Resident C on 11/16/15 at 10:15
AM revealed that he/she had not received
assistanca as required with bathing. ResidentC
stated slaff had informad him/her that there was

{raferring to 11/14/15). Resident C stated this
was his/her fifth day withaut a bath.

no ona that could give him/her a bath an Saturday

FOAM CMS-2567(02-99) Previous Veralans Gbaclete
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Roview of Resident C's bathing documentation on
11/16/15 revealed the resident received
assistance with bathing on 11/11/15 and had no
bathing documented after thal data (a periad of
five days).

Interview with State Registered Nurse Aide
{SRNA) #2 on 1116/15 at 2:40 PM revealed the
SRNA was schaduled to work on the Wast Wing
on 11/14/15. The SRNA acknowledged that
rasidents on the West Wing had not received
thair baths on 11/14/15. The SRNA stated this
nappened "often” becayse “we don't have enough
staff.”

Intarview with SRNA #13 on 11/18/15 at 3.30 PM
revsaled the facility's residents "miss getting their
baths often." The SRNA stated the facility's bath
team was frequently pulled to provide direcl care,
instead of only providing baths/showeans, which

leaves the unit “short staffed.” The SRNA stated
this has been an lssue for the past few maonths.

intarview with SRNA #10 on 11/17/15 at 1:25 PM
revealed the West Wing was “short staffed off
and on.” Tha SRNA stated residents have voiced
concems related to not receiving thelr baths.
SRNA #10 stated that she had reportad the
concerns to nurging staff (unable to recall who),
as this has been going on "off and on” for
maonths.

Interview with Licensed Practical Nurse (LPN) #3
on 11/18/15 at 10:50 PM revealed the residants
on the Wast Wing had not recelved their baths
twice a week as required, The LPN stated whan
staff calied in, the bath team on the West Wing
was pulled to provide direct residant care.

|
i
F312
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Therefore, sdaquate staffing was not avallable to
provide assistance with bething. LPN #3 stated it
had bean reported that residents had not
raceived their two showers/baths weekly as
raquired, She stated, "Nothing’s ever been done”
to correct the staffing concem.
Intarview with the DON on 41/16/15 at 1:50 PM
ravealed she was aware that if SRNAs schaduled
to provide baths ware pulted to provide care, then
“there would not be anyona hare to give baths."
The DON acknowledged that the residents should
be recelving two showers/baths every week, and
should not be "walting five or more days to
racaiva aselstanca with bathing.”
F 353 483.30(s) SUFFICIENT 24-HR NURSING STAFF F353 [3s3 F.353%
ss=¢ PER CARE PLANS Oifo3/ 1o

The facility must have sufficient nursing staff to
provide nursing and related services to attaln or
maintain tha highest practicable physical, mantal,
and psychosocial well-being of each resident, as

. delenminet by resident nssessments and
individual plans of care.

The facility must provide services by sufficient
numbars of each of the following types of
personnel on a 24-hour basis to provide nursing
care to all residents In accordance with resident
care plans;

Except when waived under paragraph {c) of this
saction, licensed nurses and other nursing
persopnel.

Except when waivad under paragraph (c} of thia
section, the facility must designate & licensed
nurse o serve a8 a charge nurse on each tour of

Residents #3, 11, 12, A, B, and C
were olfered and assisted or
provided with {ull baths on
Novermnber 24 and 25, 2015, by
staff, unless the resident 1efused the
bath,

On December 1 and 2, 2015, 1
1005 review, of resident's bath
recovds were conducled for the
previous week by the DON and the
Facility RN Consultant, 27
Residents were found to not have
Full baths docuinented on compuier
per pobicy. However, there was
documentition an paper that
residenis had been provided a lull
bath per policy, unless the full
baths had been refuscd by
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duty.

This REQUIREMENT is not met as evidenced
by:

Based on interviews and record reviews it was
determined the facility failed to ensure sufficient
nursing staff was available to provide nursing and
related services to attain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident related to bathing
assistance for three (3) of twelve (12} sampled
residents {Residents #3, #11, and #12) and three
{3) unsampled residents (Residants A, B, and C).
Staff interviews revealed when staff call-ins
occur, the designatad bath team for West Wing is
frequently pulled to provide direct care to
residents on the unit. Additionally, interviews
ravaaled that when the hath team was puilled to
provide direct resident care, residents failed to
receive assistance with bathing, resulting in
residents not receiving showers/baths for five (5}
or more days at a time dus to an insufficient
amount of staff to meet the resident's needs.

The findings include:

Interview with the Director of Nursing (DON} on
11/18/15 at 1:50 PM revealed there was nota
written policy related to staffing.

1. Review of the medical record for Resident #3
revealed the facility admitted the resident on
08/03/08 with diagnoses including Morbid Obesity
and Anxiety. Review of tha resident's Quarterly
Minimum Data Set Assessment (MDS} dated
10/22/15 revealed the facility assessed the

a full bath documented per policy
was offered a full bath and etther
assisted or gtven a full bath
between December 1-4, 2015,
uniess the resident refused a full
bath.

On December 3, 2015.1«“-':»:;)5(&['[
were educated on the facility
bathing policy, by the Staif
Development Coordinator (SDC)
This education included that
residents were to be given and
provided needed assistance with
two full baths per week and partal
baths on non-bath days as well as
required documentation of the

baths and/or refusal of the baths.
The nursing staff who did not

| auend ihis education will receve it
prior to working. This education |
will also be added to vrientation for
newly hired licensed staff.

On December 14, 2015, the
Administrator met with the DON to
assess staffing needs. The
Administrator instructed the DON
to place ad in the local newspaper
for licensed nurses and nursing
assistants, The ads were placed in
the paper the same week. The
Administrator met with the nursing
staff on December 17, 2015 to
educate them on the incentive to
earn exira dollars for referring new
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resident to be cognitively impaired with a Briaf
Interview for Mentai Status (BIMS) score of 6.
Staff further assessed Resident #3 to require
extensive assistance of two staff members for
dressing and bathing.

Review of Rasident #3's bathing documentation
revaaled the resident had not recelved assistanca
with bathing from 09/30/15 uatil 10/10/15 (a
period of ten days). Further review of the bath
shaet revealed the resident received assistance
with bathing on 10/14/15; however, no bathing
assistance was provided for Resident #3 again
until 10/21/15 {a period of six days).

Interview with Resident #3's family member on
11/18/15 at 10:05 AM revealed she visited the
resident almost daily In the facility. The family
member stated there had been times when the
farnily member had visited the resident and could
"smell” and "tell” that the resident had not had a
bath. The family member stated she would report
her concerns to the nursing staff related to the
resident's hygiene. The family member stated
that staff would inform her that the bath team was
being utilized to provide residant care and was
unable to provide a bath to Resident #3. The
family member stated bathing had been a
concern in the facility for the past few monthe.

2. Review of the medical record for Resident #11
revealed stafi admitted the resident on 12/09/11
with diagnases that included Anxiety and Major
Depressive Disorder. Review of Resident #11's
Annual MDS assessment dated 11/04/15
revealed stalf assessed the resident o be
Interviewable with a BIMS scare of 15, The
resident was also assessed to require the
extensive assistance of one staff member for

licensed nurses, medication aides
and nursing assisiants are being
offered bonuses to ensure that there
is sufficient siaff to meet the
resident’s needs.
The DON will give a writlen report
io the Administrator bi-weekly for
60 days informing the administrator
of the number of available
positions. Based un the collecied
data, action witl be wnken by the
administrator and the DON to
recruit additional stalf.

The DON will present hi-weekly
reports lo the Q1 Commiittee related
to available staft positions for 2
months, then monthly for 2 inonths,
Tirc Q1 Committee consisis of the
Administrator, DON, ADON, Q1
Nuse, SDC, SSD and other staff as
warranted by tapic/discussion. The
Execcutive QI Committee will
review the reports guarterly and
rccommend interventions and
additional monitoring. The
Executive Q1 Committee consists
of alt QI members plus the (acility
Medical Director.
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personal hygiene and bathing.

Interview with Resident #11 on 11/16/15 &t 10:20
AM revesled the resident stated, "One of the
biggast problems here is gelting a bath.” The
resident stated hefshe should have received a
bath "this past Saturday" (11/14/15); however,
when he/she requested a bath, he/she was told
there was not enough staff to bathe the resident.
The resident continued to state he/she "went six
or seven days before and no one would help me
bath."

Reviaw of Resident #11's bathing documentation
revealed the resident received assistance with
bathing on 09/27/15, 10/04/15, and 10/11/15 {a
six-day period between each bath). Residant
#11's bathing documentation further revealed the
residant received a bath on 10/27/t5 and did not
receive anothar bath until 11/03/15 (a pericd of
sevan days). Resident #11 received assistance
with bathing on 11/11/15, and was not provided a
bath again until 11/16/15 (a period of four days).

3. Review of Residant #12's medical record
revealed the facility admilted the resident on
07/14/14 with diagnoses that included Diabetes
and Chronic Pain. Review of Resident #12's
Quarterly MDS assessment dated 10/20/15
revealed the resident was assessed to be
interviewabla with a BIMS score of 8. Staff had
assessed Resident #12 to be totally dependent
upon two staff members for bathing.

Interview with Resident #12 on 11/16/15 at 10:00
AM revealed the resident stated, "1 have missed
my baths" but was unable to recall datesftimes.
The resident further stated if he/she asked for a
bath, staff would say, "There's not enough help
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here.”

4. Review of Resident A's medical record
revealed the resident was admitted to the facility
on 08/14/15 with diagnosas that included
Diabetes and Chronic Pain. Review of Resident
A's Admission MDS assessment dated 08/20/15
revealed the resident was assessed tobas
interviewable with s BIMS score of 13. Staff had
assessed Resident A 1o be iotally dependent
upon twe staif members for bathing,

Interview with Resident A on 11/16/15 at 9:50 AM
revealed the resident stated he/she had not
received assistance as requirad with bathing in
the facility. The resident stated staff had
informed him/her "they don't have enough staff to
bath us." The resident stated he/she "went ten
days without a bath,” while he/she has resided at
the facility.

Review of Resident A's bathing documentation
revealed the resident received assistance with
bathing on 09/26/15 and had no bathing
documented again until 10/05/15 (eight days
without receiving a bath). Review of
documentation revealed the resident was bathed
on 11/02115 and no assislance was provided to
the resident again untit 11/09/15 (a period of six
days).

§. Raview of Resident B's medical record
revealed the facility admitted the resident on
03/02/12 with diagnoses that included Muscle
Weakness and Anxiety Disorder. Review of
Resident 8's Quarterdy MDS assessment dated
09/03/15 revealed the resident was assessed 1o
he interviewable with a BIMS score of 8. Staif
assessed Resident B to be totally dependent
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upan two staff members for bathing.

ravealed the resident stated he/she had not
received assistance as requirad with bathing in

him/her that "they didn’t have time to help me
resident stated hefshe could not remember
missed.

Reviaw of Resident B's bathing documentation
revealed the resident received assistance with
bathing on 09/02/15 and had no bathing
documented again until 09/11/15 (eight days
without receiving a bath}. Review of

days).
6. Review of Resident C's medical racord
on 11/08/15 with diagnaoses that included

C had no MDS assessment coded retated to
his/her new admission status. However,
intarview with the facility Sccial Worker on
11/17/15 at 10.15 AM revealed she had
conducted a cognitive assessment and had
assessed the resident o be alert and oriented

Even though the resident's admission MDS
assessment was not complata, review of the

required assistance of two staff members for
bathing.

Interview with Resident B on 11/16/15 at 9:45 AM

the facility. Residant B stated staff had informed
bath" because there was "not anough help." The

specific dates or timeframes that the baths were

documentation revealed the resident was bathed
on 09/16/15 and no assistance was provided to
the resident again until 09/26/15 (a period of nine

revealed the resident was admitted to the facility

Pressure Ulcers and Anxiety Disorder. Resident

and would scor2 a 14 on the BIMS assessment.

resident's initial care plan revealed the resident

F 353
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Interview with Resident C on 11/16M5 at 10:15
AM ravealed the resident stated he/she had not
received assistance as required with bathing in
the facility. Resident C stated staff had informed

iha resident a bath an Saturday (referring to

day without a bath.

11/1615 ravealed the resident recsived
assistance with bathing on 11/11/15 and had no
bathing documented after that date (a peried of
five days).

Interview with State Registered Nurse Alde
(SRNA) #2 on 11/16/15 at 2:40 PM revealed the
SRNA was scheduled to work on the West Wing
of the facility on 11/14/15. The SRNA

the facility had not received their baths on
11/14/15. The SRNA stated this happened
"often" because “we don't have enough staff."

Interview with SRNA #13 on 11/16/15 at 3:30 PM
ravealed the facility residents "miss getting their
baths often." The SRNA stated the facility’s bath
tearn was frequently pulled to provide direct care
instead of providing baths/showers. The SRNA

| stated this has been an issue for the past few
months in the facility.

Interview with SRNA #10 on 11/17/15 at 1:25 PM
revealed the West Wing of the facility was "shont
staffed off and on." The SRNA stated residents
hava voiced concerns related (o not receiving
their baths, The SRNA slated she had reported
the concems to nursing staff (unable to recali
who) but siated this had been occurring “off and

the resident that there was no one that could give

11114/15). Resident C stated this was his/her fifth

Review of Rasident C's bathing documentation on

acknowledged that residents on the Wast Wing of
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on" for months.

Interview with Licensed Practical Nurse (LPN) #3
on 11/18/15 at 10:50 PM revealed the residents
on the West Wing of the facility had not recaived
their baths twice a week as required. The LPN
stated when staff called in, the bath team on the
Wast Wing was pulled to provide direct resident
care. Therefore, adequate staffing was not
available to provide assistance with bathing. LPN
#3 stated it had been reported to Administration

! that residents had not received their two

! showers/baths weekly as required and stated,
"Nothing's ever been done" to correct the staffing
concern.

Interview with the DON on 11/16/15 at 1:50 PM
reveaied she was aware if SRNAs scheduled to
provide baths were pulied to provide care, then
“there would not be anyone hera to give baths."
The DON acknowledged that facility residents
should be raceiving two showers/baths every
week, and should not be "wailing five or more
days to receive assistance with bathing." The
DON stated that stafiing for the Wast Wing
routinely consisted of five SRNAs for day shifl.
The DON stated that when the bath team was
pulled to work with residents on the unit then
resident baths were not completed as planned.
4B83.60(8),(b) PHARMACEUTICAL SVC -
ACCURATE PROCEDURES, RPH

F 425
85=E

The facility must provide routine and emergency
drugs and biologicals to its residents, or cbtain
them under an agreement described in
§483.75(h) of this part. The facility may permit
unlicensed personnel to administer drugs if State
law permits, but only under the general

F 353

I 425

On November 23, 2013, the
Facility RN Consultant reviewced
Resident #4, C,E, G, H, 1, ], K,
L.and M's current narcotic cards.
They were found 1o be intact with
no taped narcotics. On, December
I, 2013, Resident # 4 was made
aware, by the IDON, that he was
administered “as needed”
edieation withoul his knowledge
nr consent.

F 425

F-455
"3l |
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supervision of a licensed nurse.

A facility musl provide pharmaceutical services
{(including procedures that assure the accurate
acquiring, receiving, dispensing, and
administering of all drugs and biologicals) to mest
the needs of each resident.

The facility must employ or obtain the services of
a licensed phamacist who provides consultation
on all aspects of the provision of pharmacy
sarvices in the facility.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and raview of
the facility policy it was determined the facillty
failed to provide pharmaceutical services that
included procedures to assure the accurate
administration of all drugs to meet the needs of
facility residents for one (1) of twelve (12)
sampled residents (Resident #4) and for nine (9)
of thirteen (13) unsampled residents {Residents
G, E.G,H 1 J K L and M).

Observations of the medication carts on 11/20/15
ravealed controlled meadications packages had
clear tape over the foil on the back of the
packages. tnterviews with Licensed Practical
Nurse (LPN) #3 and Certified Medication Aide
{CMA) #4 revealed if a medication "popped out”
of the package, staff would reinsert the
medication and apply tape to the outside to

. secure the medication in place. However, staff

stated they had been trained to waste
medications if they had been removed from the

of all narcotic cards was completed
by the Facility RN Consullant. No
narcotics were found to be taped
inta the cards.

On December 3, 2015, licensed
nursing staff and CMAS were
educated on the facility policy
related to medication
administration. The cducation
included no taping of narcotic into
puckaging and wasting narcatics if
package was damaged and/for
medications was popped oul by
accident as well as two signatures
being required (o waste parcotics.

The Administrator educated the
Licensed Nurses and the CMAs on
December 17, 2015 that card stock
should be used between narcotic
cards to help prolect the
bubble/seal from tearing or being
punctured. Any Licensed nursing
staff member ar CMA nol
attending this education will
receive 1t prior lo working. This
education will also be added 10
orientation for newly hired licensed
staff.
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pharmacy packaging.

Review of Resident #4's Controlled Substance
Count Sheet dated October 2015 revealed
Registered Nurse (RN) #1 administered thirteen
(13) of eighteen (18) doses of Hydrocodone 7.5
milligrams (mg) from 10/10/15 untii 10/29/15 to
Resident #4. However, inlerview with Resident
#4 revealed the resident had not recsived the
medication “in a long Ume," approximately a
month or longer,

There was no evidence the facility had a system
. in place to monitor staff's narcotic medication
i administration practices.

The findings include:
Review of the facility's policy tilled "Medication

the facility's policy for pharracy services,
revealed the policy did not address monitoring
medication administration for residents in the
facility.

1. Observations conducted of the facility's East

Wing short hall medication cart reveated a bubble

package labeled as Hydrocodone 5 mg/325 mg
(a narcotic medication for pain) for Resident G.
Further observations revealed the back of the
package had been taped in various places.

Observations of the East Wing medication carnt

revealed the following medication packages were

taped: A package of medication labeled as
Valium (medication to treat anxiety) 2 mg lablets
for Resident H, had also been taped in various
places on the back of the packaging; Tramadol
{medication to treat pain) 50 mg, dispensed from

Administration," not dated, which was provided as

The DON or ADON will review
1009 of narcotic cards weekly x |
month, then bi-weekly x 2 months,
then monthly x 3 months Lo ensure
there is no taping of narcolic
medications into the narcolic cards.
The Audits will be forwarded to the
&I Comnmuttee, by the DON and
ADON, per same {requency. The
QI Committee consist of
Administrator, the DON, ADON,
QI Nurse, SDC, SSD and other
stafl’ as warranted by
topic/discussion. The Executive
Quality Improvement Committee
will review the audits quarterly and
recommend any additional
monitoring. The Executive Quality
Improvement Commitice consists
of all members of the QI

Commitiee plus the facility
Medical Dircctor.
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Pharmacy for Resident |, had been taped in
various places on the back portion of the
packaging; Hydrocodone 7.5mg/325 mg,
dispensed from the pharmacy for Residant J, was
observed to have been taped on the back portion
of the packaging.

Observations canducted of the West Wing short

hall medication cart ravealed Norco 7.5 mg/325

mg (narcotic pain medication) had been

dispensed to Resident #4, Rasident K, and '
Resident L. Observations of the residants’

narcotic pain medication packaging revealed staff

had applied tape lo the back portion of the

residents’ medications.

Observations of Hydrocodone 7.5 mg/325 mg
dispensed to Resident E and Hydrocodane 5
mg/325 myg dispensed to Resident M revealed
staff had taped tha back portion of the residents'
pain medication packs.

OCbservations of Xanax {medication used to treat
anxiety) 1 mg tablets for Resident #12 and Xanax
0.5 mq dispensed for Resident C revealed the
packaging had been taped on the back portion of
the residents' controlled medication packaging.

interview with Certified Medication Aide (CMA}) #4
on 11/20/15 at 2:40 PM revealed staff taped
narcotic packaging at imes, If a pill "popped” out.
The CMA stated staff was "supposed to” waste
medications if they became dislodged from the
pharmacy packaging.

Interview with Licensed Practical NMurse (LPN) #3
on 11/20/15 at 3:15 PM revealed she observed
. narcotic medication packages taped an the back
. portion of the pack. The LPN stated she had
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never taped them and that staff was required to
waste medications If they had been removed or
had “popped” aut of the pharmacy packaging.

2. Review of Resident #4's Controlled Substance
Count Shest dated October 2015 revealed the
resident recelved 18 doses of Hydrocodone 7.5
mg from 10/10/15 until 10/28/15. The resident's
Controlled Substance Record ravealed RN #1
had administered 13 of tha 18 doses of pain
medication to Resident #4. The last dose RN #1
administered was dated 10/28/15.

Interview with Resident #4 on 11/18/15 at 2:10
PM revealed the resident had not taken a "pain
pill" in a manth or longer. The resident statad,
“It's been 2 long time." Resident #4 continued to
state pain medication "rnesses with my digestive
tract.”

Interview with the Director of Nursing (DON) on
11/23115 at 4:30 PM revealed she conductad
*random chart checks” and had not identified a

concern related to contralled substance packages

being taped. The DON stated she had no system
for monitoring facility statfs narcotics
administration practices, even though she was
aware RN #1 had a history of drug addiction.

F 425

FORM £MS-2567(02-99) Provious Versions Obsolate

Event ID: OHDY 11

Facility 1ID. 100496 If continyation sheet Page 34 of 34




