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A standard health survey was conductad on F274
04/22-24/14. Deficlent practice was ldantified
with the highest scope and severity at "E" level, A signifi "
F 274 | 483.20(b)(2)(1) COMPREHENSIVE ASSESS F 274 Is'g(']"f'“‘“‘ ‘;(;““g;““"”“‘e‘“ \Vas com-
$8=D | AFTER SIGNIFICANT CHANGE pleted for Resident #1 on 04/22/14.
A facllity must conduct a comprehensive d The Intel:discip!inary team was in-serviced
assessment of a rasident wilhin 14 days after the by the Director of Nursing on 04/25/14 in
facility determines, or should have determined, | compliance with the CMS MDS Manual
that there has been a significant change In the { regarding significant change status assess-
rasidant's physical or mentai condlilon. (For | ments. The Interdisciplinary Team re-
purpose of this section, a significant change viewed the nursing 24 (twenty-four) hour
means a major decline or improvement in the report on all residents for the last 30 (thirty)
| resident's status that will not normally resoive days for any noted declines, improvements
Hiself without furher intervention by staff or by or changes in residents status to ensure sig-
implementing standard disease-related clinical i nificant change assessimenis had been com-
Interventions, that has an impact on more than | pleted when appropriate. This was complet-
ona area of the resident’s health slatus, and I ed on 05/12/14.

reguires Interdisciplinary review or revislon of the i

care plan, or both.) ! The Unit Coordinators will review the nurs-

ing 24 (twenty-four) hour report monthly to
ensure significant change assessments were
not missed.

This REQUIREMENT iIs not met as evidencad

by:
Based on observation, interview, and record - \ )
review, it was determined the facllity faiiad to Findings will be presented to the Quality | ps5/12/14
conduel a significant change in stalus Assurance Committee quarterly for | (one)
assessmant when one (1) of iwenly-one (21) year,

samplad residents {Resident #1) experianced a
major dacline in fjunctional status that impacted
one or more areas of the resldent's health status.
Based on a review of quarterly assassmenls
conducted on 12/16/13 and 03/00/14, Resident
#1 experienced a dacline in cognitive status, bed
transfers, dressing, {ollet use, and hygiens.
Resldent #1 also experienced a decline from

{lmited assistance of one staif person fo total ] ‘
]
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Any deficlency stalsmant anding wilh an astersk (*} denotes a deficiency which the Institutien may be excused from comecling providing it is datermined that ) Y
ather sefeguards provida sufficlent proteciion to the patients. (Sea instructiona.) Excep for nursing homes, he findings statad above ara disclosatia 90 days
following the dats of survey whether or nol a plan of corseciion is providad. For nuralng homes, tha abova findings end plans of correction are disciosable 14
days foliowing tho date these documents sre made avaliable to the faciity. if daficlencles are clied, an approved plan of correcton (s requisile to conlinued
program parficipation.
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dapendency of one setaff persen for lacomolion on
the unit, and for bathing; the resident's
locomotion off the unit went from limited
assistance of ona lo “aclivily only occurred once
or twice." In addition, Resident #1 experienced a
dacline in urinary status from occasionally
incontinent to the use of an indwalling urinary
catheter; and the resident declined from continent
of bowe! to always Incontinent. The resident also
exparianced a significanl walght oss and a Slage
Il pressure area to the coccyx.

The findings includa:

The facllity Adminislrator stated on 04/24/14 at
3:00 PM fhat the facllity did not have a spaciflc
pollcy for significant change in status
assessments. The Administrator stated the
facllity utilized the Centers for Medicare and
Medicald Services (CMS) Resldant Assessment
Instrurnant (RAY) user manual, version 3.0,

Review of the CMS RAI manual, version 3.0,
Chapter 2, pages 20 and 21, revealed a
significant change was & dacrease or
improvement in & residant's sfatus that would not
normally resolve without intervention by staff, was
not self-limiting, Impacted more than one area of
the resldent's health status, and required
interdisciplinary raview/ravision of the care plan.

Review of Resident #1's madical record reveated
the facility admitied the resident on 06/04/12 with
diagnoses that included Chronic Obstructive
Pulmonary Diseass, Congastive Heart Fallure,
Diabatas, Hypartensian, Bllateral Abova the Knea
Ampulations, Artariat Sclerotic Vascular Diseasa,
and Cirrhosis of the Liver. Review of the

quarterly assessment on 12/1513 revealed a

F 274
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Brief Interview for Mental Status {BIMS) score of
14, indicating an “intact” cognliive level,
tranafarred In and oul of bed, drassed, used the
{oilet, and parformed hyglene/bathing with
extensive asslstance of ona staff parson.
Resldent #1 was assessed to hava imiled
assistance of one person for on and off the unit
lecomolion, was accaslonally incontinent of
bladder, was continent of bowels, and had no
pressure areas.

Based an the review of the medical record,
Resldent #1 had a hospilal stay from 12/31/113
through 01/06/14, and a hospital stay from
02/11114 through 02/24/14.

Review of the quarterly assessments for Resident
#1 dated 12/15/13 and 03/09/14, revealed the
residant experlenced a decline In
decision-making from an intact cognitive level to
a moderately Impaired cognitive lavel; a decline
from exlensive assistance of ona staff person to
extenslve asslstance of two staff persons for
transfors in and oul of bed, dressing, toilet use,
and hyglene/bathing skills The facllity also
assessed Resldent #1 to experience a deciine in
hisfher locomotion abilities on the unit from
limited assistance of one staff parson to total
dependence of one staff person; and a decline in
locomotion off the unil from lmited assistance of
one person lo “the activily did not occur but once
or twice.” Resident #1 experienced a decrease in
his/her abililiss to eat and went from “"supervision”
of the residenl’s meals to {he asslsiance of ane
staff person for meals. The facllily assessed
Resident #1 to have a decrease in continencs,
which Indicated the resident want from continent

of bowels to always incontinant of bowels and
from occasionally inconlinenl of bladder to the l
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use of an indwelling urinary catheler. Resident
#1 also experienced a weight losa from 121
pounds to 113 pounds in a thres-month
{imeframe, which Indicated a significant loss In
weight. In addltion, Resldent #1 developed a
Staga Il pressure area to the coccyx area,
Based on a revlew of assessmants, Resident #1's
decision-rakting abilliies declined from
*independent” on the assessment conducted on
12/1513 to "modified" independence on
03/09H4; and the resldent's BIMS score declined
from 14, cognitively intact, on 12/15/13 to 9,
moderately Inlact on 03/09/14.

A review of Rasldent #1's Comprehensiva Care
Plan updated 03/09/14 revealad all the care areas
that had declined were addressed in the plan of
care. Howaver, the facility failed 1o conduct a
significant change in status assessmant as
requlred when the resident experlenced a
significant decline in his/her physical or mental
condition.

intsrview with Minimum Data Set {MDS)
Coordinator #1 on 04/26/14 at 2:00 PM revealed
the facility hald morning team meatings Monday
through Friday lo discuss resldent assessment
and health status changes. According fo the
MDS Coordinator, when a resldent had mora than
one change that affacted the restdent’s health
care status, staff would conduct a significant
change assessment. MDS Coordinatar #1 stated
the faclilty staff should have conducted a
signlficant chenge asaeasment of Resldent #1 on
03/02/14 inslead of & quarterly assessment. The
MDS Coordinator stated staff had missed the
significant change assessment after Resident
#1'3 discharge from the hospilal on 02/24/14,
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interviaw with the Diractor of Nursing (DON) an !
04/24/14 at 3.45 PM revealed a significant ¢
change assessment should have been conducted
for Resldent #1 on 02/24/14. F 278
F 278 ( 483.20(g) - () ASSESSMENT F 278

$8=D | ACCURACY/COORDINATION/CERTIFIED

The assessment must accurately reflact the
resident's status,

A registerad nurse must conduct or coordinate
each assessment with the appropriate
participation of health professionals,

A registared nurse must sign and cerlify that the
assessment is complated,

Each Individual who completes a portlon of the
assessment must sign and cedify the accuracy of
that portlon of the assessment.

Under Medicare and Medicald, an Individual who
willfully and knowingly cerlifies a material and
false statemant in & resident assesament is
subject to a ¢lvil money penalty of not more than
$1,000 for each assessment; or an individual who
willfully and knowingly causes another individual
to cerlify a materlal and false statementin a
residant assessment Is subject lo a clvil money
penalty of not more than $5,000 lor each
assessment,

Clinlcal disagreement doas not constiule a
material and false statement.

This REQUIREMENT is not mst a5 evidenced
by:

The MDS Interdisciplinary Team revicwed
Resident #9's current MDS on 04/25/14 to
ensure the resident's behavioral symptoms
were coded accurately. A quarterly MDS
wes completed on 5/29/14 {o ensure Resi-
dent #9's behavioral symptoms were coded
accurately. |
All current MDS’s on residents who were
noted to be non-compliant with care were
reviewed by the Interdisciplinary Team on
{5/14/14 to ensure the residents' behaviorai
symptoms were coded accurately.

Nursing staff were educated by the Director
of Nursing to document noncompliance/
rejection of care in Care tracker and/or
COMS in order for it to be coded on MDS
and be validated by 05/14/14.

Resident #9's care plan was updated on
412414,

All new nursing employees will be educat-
ed by the Director of Nursing or designated
Unit Coordinator on how/where to docu-
ment noncompliance/rejection of care upon
hire and annually thereafter.

F278 continued on next page............
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Based on observalion, interview, and record
raview [t was detarmined the facility failed to
ensure assessments coded on the Minimum Dala
Set (MDS) accurately reflacted the status for one
(1) of twenty-one {21) sampled residents
(Resident #9). Record review of Resldent #9's
MDS assessments revealed the assessment did
not accurately reflect the resident's fallure to
request assistance with ambulation and transfers.

The findings Include:

Review of the facilily's policy "Nursing
DPocumentation, Comprehensive Assessment and
Care Plan,” not deted, reveated each resident's
medical, nursing, mental, and psychosocial needs
would be Identified in the Comprehensive
Assessment,

Review of Resident #8's medical record revealed
the facility admitted the resident on 04/31/13 with
diagnoses of Difficulty in Walking, Generallzed
Muscle Weakness, Lack of Coordination,
Parsonal History of Falls, and Anxlety. Review of
the quarterly MDS dated 11/06/13 revealad the
facility assessed the residant to require
supervision with transfers and ambulation.
Revlew of a significant change MDS dated
12111113 revealed the resident experienced a fall
with injury on 11/30/13 and al that time the facliity
assessed the resident to requira exlensive
assistance with transfers and the assislance of
two (+) with ambulation. Review of the quarterly
MDS dated 03/03/14 reveatsd the facility
assessed the resident’s Brief Interview for Mental
Status (BIMS) score to be 15, meaning the
resldent’s cognilion was found lo be Intact,

Raview of the facllity's Fall Tracking Log revealed
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The Interdisciplinary team was in serviced
by the Director of Nursing regarding assess-
menis coded on the MDS to accurately re-
flect the status of the resident on 04/25/14.

We will audit 5 MDS's per week for 2 (twao)
weeks; then 10 MDS’s per week per month
for 3(three) months; then 15 MDS's per
quarter for 1 (one) year to ensure it accurate-
ly reflects the status of the resident,

Finding will be presented to the Quality
Assurance cominittee quarterly for 1 (one)
year.

05/29/14
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on 11/30/13, at 2:00 PM, Resldent #9
experiencad a fall, and stated that he/she thought
his/her "hip Is breken.” The factllty iransferred the
raskdent to ihe Emergency Depariment (ED) and
the rasident was diagnosed to have e fractured
hip. Continued review of the incldent revealed
facility staff determined the resident "had cane
walking, fell back" as the "cause of fall.”
Continued review of the Falls Tracking Log
revegled the resident exparienced falls on
02/03/14 at 6:40 PM (slid off the bed after an
atiempt to put self {o bed, and was assessed to
have an abrasion to the right side of the back); on
02/08/14 at 6:40 PM (atlempted to ransfer self
from recliner to wheelchair); on 02/17/14 at 8:30
PM (up from wheelchair attampting to get clothes
from closet); on 03/11/14 at 6:20 PM ( stood up
with walker in socked feet; compiainad of right
slde paln); on 03/17/14 at 7:35 PM (walking with
walker and shoes slipped, bruised noted on the
right arm); and on 03/19/14 at 7:16 PM (got up
from table and sat down). Record review
revealed the falls Resldent #9 experienced from
11/30/13 to 03/18/14 occurred In the resldent's
room, and the resident had not requested
assistance from staff prior to the falls.

Review of a significant change in status
assessment dated 12/11/13 and a quarierly
assessment dated 03/03/14 revealad the facllity
codad Section E0B0D (Relection of Care -
Presenca and Frequency, e.g. "blocd work, taking
medications, ADL assistance®) as "0-Behavior not
exhibited.”

Observation of Resident #9 on 04/23/14 at 4:37
PM revealed the resident standing in front of a
wheelchalr, unasslsted, trylng on clothes.

F278
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Continued From page 7

Interview with Resident #9 on 04/24/14 at 3:50
PM revealed the resident was aware he/she was
to raquast assistance with transfersfambulation.
According to Resident #9, " know that I'm
supposad to call them for help but | still get up.on
my own."

Interviews with MDS Coordinators #1 and #2 on
04/24/14 at 3:43 PM revealed they were aware
Resldant #8 failed to request help with
transfer/assistance. MDS Ccoordinator #1 stated
the resldent was aware o requast assistance and
slated the resldent "chooses {o not comply with
that”

interview with the Soclal Services Diraclor on
04/24/14 at 4:05 PM revealed that the Soclal
Services Department was responasible to
complste Section E0800, the "Mood/Bshavier"
sactions In the MDS assessmenis. The Director
acknowledged that Resident #9 is “noncompliant
as far as asking for assistance,” and staled, "
had not Identified that on the MDS and it should
have been part of their assessment.”

Interview wilh the Administrator on 04/24/14 at
12:00 PM revealed that she was awara that
Residant #9 was noncompliant with asking for
assistance wilh ambulation and transfers and
acknowledged the information should have basn
part of the reskdent's assessment. The
Administrator stated, "I've talked to [the reslident]
several imes about asking for assistance.” In
addition, the Adminlstrator stated, "Not asking for
help should be part of [the resident's]
assessmeant.”

483.20(d), 483.20(k)(1) DEVELOP
COMPREHENSIVE CARE PLANS

F 278

F279

F 279
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Afacllity must use the resulls of the assessment
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 timetablas to mest 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
{o be furnished to attain or maintaln the resident's
highest praclicable physical, mental, and
psychosocial well-belng as required under
§483.25; and any services that would otherwlse
be required under §483.25 but are not provided
due lo the resident’s exercise of rights under
§483.10, Including the right to refuse ireatment
under §4683,10(b){4).

This REQUIREMENT Is not met as evidencad
by:
Based on Interview, record review, and review of
facliity policies it was determined the facllity falled
to develop a comprehensive plan of care relatad
to noncompliance with assistance for ambulatlon
and ransfers for two (2) of twenty-one (21)
sampled residents {Residents #9 and #10).
Record review of Resident #9's comprehensive
plan of care revaaled the facllity assessad the
resident to require assistance to
transfer/fambulate, but failed lo address the
resldent's noncompliance with requesting
assistance. [n addillon, the facility failed to
develop a plan of care lo address Resident #10's
history of a past positive Purified Proteln

needs on 05/14/14.

year,

The MDS Coordinator updated care plans
for resident #9 and #10 on 04/24/14. The
care plans will be revicwed for all residents
with a history of (+) PPD as well as all resi-
dents who staff have reported to be non-
compliant with care by 05/01/14.

The Director of Nursing will educate the
Inter-Disciplinary team on how to write a
care plan to accurately reflect residents

The MDS Coordinators will review 7
(seven) residents care plans per week for 4
(four) weeks; then 10 (len) per month for 3
(three) months; then 15 {fifteen) per quarter
for 1 (one) year to ensure accuracy.

Findings will be presented to the Quality 05/19/14
Assurance Committee quarterly for | (one)
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Derivative {PPD) Tuberculln (TB) skin test that
Included monitaring for complications or
signsisymptoms of tuberculosis,

The findings include:

Raviaw of facillty policy titled "Nursing
Documentation, Comprehensive Assassment,
and Care Plan” not dated, revealed, "The care
plan will Include nead/problem, goals,
approaches, disclpline responsible, measurable
objeciives, and limetables to meet a resident's
medical, nursing, mental, and psychosocial needs
that are identified In the Comprehansive
Assessmant.”

1. Review of Resident #98's medical record
sevealad the lacility admitled the resident on
01/31/43 with diagnoses of Difficully in Walking,
Generalized Muscle Weakness, Lack of
Coordinatien, Personal History of Falls, and
Anxiety. Revlaw of tha quartery Minimum Data
Set (MDS) assessment dated 03/03/14 ravealed
the facility assessed the resident to have a Brief
Interview for Menlal Status (BIMS) score of 15,
which indicated the resident's cognition was
Intact.

Review of a significant change Minimum Data Set
{MDS) assessment dated 12/11/13 revealed
Resldent #9 required the physical asslstance of
two "+ {plus) persons for fransfers and walking in
the room.

Review of Resident #9's comprehensive cara
plan and Ongoing Nursing Assistant Care Plan
revealed the facllity addressed lhe resident's
requirement for assistance with transfers and

ambulation but failed to address the resident's
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noncompliance to raquest assistance.

Interview with Resldant #8 on 04/24/14 at 3:50
PM revealed the resident was o use his/her call
light to request assistance with
transfers/ambulation and stated, " know that I'm
supposed to call them for help but | sifll gel up on
my own."

Interview with Replstered Nurse (RN} #2 on
04/24/14 at 11:12 AM revealed staff was aware
the residant frequently falled to request staff
asasistanca when he/she got up from the
wheelchalr and attempted o self-transfar. RN
stated the resident did not elways request
assialance and would transfer from the bad/chair
and ambulate unassistad. RN #2 acknowledged
staff should have included the resident's
noncompliance wilh requesting assistance with
translers/fambuiation in the care plan, end stated,
“if [he/she) wasn't going to follow whatl we asked,
wa should have put that on the care plan.”

Interview with the Dirsctor of Nursing (DON) on
04/24/14 at 4:45 PM revealed staff had informed
the rasident to request assistence with transfers
and ambulation and slated the rasident falled to
request assistance at times. According to the
DON, staff was aware the resident did not always
requast assistance and stated, "It should have
been addressed belter on the care plan."

2. Review of the medical record revealed the
facility admitted Resident #10 on 05/30/13 with
diagnoses that included Dementia and
Depression. Review of the quarlerly Minimum
Data Set (MDS) asssssment, dated 03/05/14,
revealed Residenl #10's Brief Interview for Mental
Status {BIMS) score was fifteen {(15) which

F 278
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Indicated the resident’s cognifion was Intact. A
review of the Immunization record revealed the
rasident had a history of & posilive reaction to the
Purified Proteln Derivative (PPD) skin lest (lest fo
determine the presence of tuberculosis).

Review of the comprahensive care plan for
Resident #10 dated 03/11/14 revealad the facllity
faited to develop a plan of care lo address the
resident’s history of a past positive PPD skin test
that inciuded monlloring for complications or
signs/symptoms of tuberculosls.

Interview with Divactor of Nursing (DON) on
04/24/14 at 7:38 FM revealed staff have meetings
avary Monday and review the care plans. In
addition, the DON stated direct care staff was lo
review the care plans on a dally basls and update
the care plans when needed. The DON
acknowledged staff hed feiled to ensure Resident
10's care plan had bean updated to Include
monilering for signs/symptoms of TB.

F 282 | 483.20{k}(3){ll} SERVICES BY QUALIFIED

s8s=D | PERSONS/PER CARE PLAN

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

This REQUIREMENT Is not met as evidenced

Based on obeervation, interview, record review,
and review of the facllity pollcies, it was
determined the facliity falled to ensure services
were provided in accordance with the written plan
of care and physician's orders related {o oxygen

F 279

F 282

F282

l | to appropriate liter as ordered,

£282 Continued on next page.......

04/24/14 RN Supervisor #1 changed oxygen'
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therapy for ane (1) of twenly-one (21) sampled 04/24/14 all residents receiving oxygen
residents (Resident #5). Resident #S hed a were checked for appropriate oxygen set-
physiclan's order for oxygen at 3 ilters per minute tings.
by nasal cannula, as nesded, In addition, review
of Resident #5's comprahensive plan of care 04/25/14 the Director of Nursing began in
revealed staff would administer the resident's -servicing nursing staff segarding the
oxygen as orderad by the physician. Howaver, Nurse being responsible for setting the
abservalion of Residant #5 on 04/22/14 and oxygen concentrators according to physi-
04/23/14 revesled the resident's oxygen setling cian orders. The flow rate will be noted
LB BRI U LS on the Medication Adminisiration Record
The findings Include: for the nurse to check.evcry s}ﬁﬁ. The
State Registered Nursing Assistants were
Review of the facility's policy titled, "Nursing in-serviced regarding checking concentra-
Documenlation, Comprehensive Assassment, lors {0 cnsul'e-that “ley are set ﬂccordlng
and Cars Plan," undated, revealed the to the nurse aid care plan and to report any
comprehensive plan of care would include the discrepancies immediately o the Nursing
prablem, goals, approaches, discipline Supervisor. The Directar of Nursing con-
responsible, measurable objectives, and ducted several in-services for the SRNA's
timstables io meet a residant's medical, nursing, beginning on 04/25/14 with the final in-
mentel, and paychosocial neads that were | service completed on 05/29/14.
identifted in the comprahensive assessment. !
i The Unit Coordinator will audit all resi-
Raeview of Resident #5's medical record ravealad dents on oxygen daily times 1 {one) week;
the facliity admitted Resident #6 on 04/23/07 with . then weekly times 2 (two) months; then
gi:lg::gs?_lsyg'al:e’:‘;ﬁ?‘eg&"gger::g‘;:;;e;y“ A ' - quarterly times ! (one) year to ensure the |
review of physiclan's orders daled 08/27/13 | i LU L 05/29/14
revealad an order for oxygen, at 3 lilers "per | &
minute” on an as nesded basls. Review of the I eroas .
Minimum Dala Set (MDS) annual assessment | imdmgs wg] be pir esented to llhefQu;llin
dated 01/18/14 revealed the resident’s Brief SRS R L LA
Interview for Mental Status (BIMS) score was 98, {one) year,
which indicated the resident was unable to be
interviewed.
Review of Residant #5's Comprehensive Care
Plan dated 01/28/14 revealed staff would
administer the resident's oxygean as ordered. |
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Based on a review of the cara plan, staff failed to
establish a plan and/or develop intarventions that
inciuded goals, approaches, or measurabte
objectives for the use of the oxygen. in addiffon,
the facility failed to plan an Individualized care
plan to address the criteria/guidance for the use
of the oxygen on an as needsd basis.

Observations of Resident #5 on 04122714 &t 3:17
PM and 3:54 PM, and on 04/23/14 al 9:17 AM,
11:40 AM, and 2:14 PM ravealed oxygen was In
use by the resident and set at 2 liters per minuls.

Interview with Stale Reglslered Nurse Alda
{SRNA) #4 on 04/23/14 at 3:28 PM revesled she
did not know the rele at which Resfdant #5's
oxygan was 1o be delivered and stated the nurses
adjusted the oxygen according to physician
ardera.

Intarvisw wilh State Registared Nurse Aide
(SRNA) #5 on 04/23/14 at 3:37 PM revealed she
was not parmilted to adjust the rate of oxygen but
it she noticed the oxygen was on the wrong rate
she was required fo inform the nurse. According
to SRNA #5, she was aware of the corract rale of
Resident #5's oxygen but had failed to chack the
rate "yostarday.”

Interview with Reglstered Nurse (RN) #1 on
04/24/14 at 5:40 PM revealed she monitored
each resident’s oxygen saturation level and the
rate at which oxygen was deliverad at the
beginning of every shiR. RN #1 slated she was
not readily eware of lhe rate the physician had
prescribed for Resident #5. According fo RN #1,
sha refarred to the physician orders and care
plans to ensure the oxygen was delivered as
ordsred when she monitored residenis that had

F 2821
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oxygen orderad.
Intarview with the Director of Nursing (DON) on
04/24/14 al 7:39 PM revaaled nurses were
required to make rounds three to four times dally
to ansure oxygen was administered at the rate
prescribed by the physician and In accordance
with the plan of care, The DON stated she also
made rounds daily and had not idenilfied any
concerns selated to oxygen adminislcation. F323
F 323 | 483.25(h) FREE OF ACCIDENT F 323
85=0 | HAZARDS/SUPERVISION/DEVICES The Director of Nursing anatyzed trends
The facllity must snsure that the resident with falls on Resident #9 on 04/28/14 to
environment remains as free of accident hazards ensure inferventions were apprapriate.
as is possible; and each resident recelves . ,
adequete supervision and assistance devices (o Unit Coordinators' will analyze trends on
prevent accidents. all residents that had a fall in the last 30
days to ensure interventions applied are
appropriate, The analysis was completed
i on 05/14/14,
i
This REQUIREMENT Is not met as svidenced The falis committee was educaled by the
by: Skilled Nursing Facility Clinical Consultant
Based on interview, record review, and a review to apply interventions related to the cause of]|
of the facility's palicles, it was determined the the fall and to analyze trends on 05/14/14.
facliity failed to ensure adequate supervision to
mmlomg:r;l:am ;devmggg nfg F;:sf;;:: - The falls committee will review falls week-
: ly on all residents who fell during the previ-
Facllity staff assessed Resident #8 to be alerl and o k iat 820 p
oriented and noted the resident had limited Ous waelk 0 ENsure appropriale interven-
mobility and required staff assistance with tions have been applied and trends were
transfors :n deaqmbulallon D:clti::\e‘r;le!avt‘;:m ! analyzed. This process will be on going
revealed facility staff informed the resident he/she | weekly times 1 (one) year.
would need to requast asslstance with transfers - . .
and ambulation. Based on Interview and The findings will be_presented to the Quali- [ 0520714
documentation in the medical record, Resident #9 1y Assurance commiltee quarterly for |
failed to request asslslanca with (one) year.
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transfarafambulation on numerous occasions and
axperlenced falls, one of which resultedin a
fracture of the resident's hip on 11/30/43.
Interviews raveeled the facility had tracked and
trended the falls sustained by Residant #9,
however, the facliity feiled to enalyze trends
related lo tha falls sustained by Resident #9 to
ansure [nterventions were developed based on
the analysls and/or assessment.

The findings Include:

Revlew of the facility policy titled "Falls
Menagement,” affective 01/01/10 revealad the
facllity would screen all residents lo identify
possible risk factors that place a resident at risk
for falls, to evaluate the risks, implemant
intervantions to reduce those risks, and lo
monitor those inferventions and modify the
interventions when necessary. In addilion, the
policy revealed the facility would rack the
indlvidual falls (Falls Tracking Log) as well as
facllitywide to analyze trends for Quality
Assurance Reporting.

Raview of Resldent #9's medical record revealed
the facillty admitted the resident on 01/31/13 with
diagnoses of Difficulty in Walking, Generalized
Muscle Weakness, Lack of Coordination,
Personal History of Falls, and Anxiety, Review of
the quarterly Minimum Data Set (MDS)
assessment dated 03/03/14 revealad the facility
assessed the resident fo have a Brief Interview
for Mental Status (BIMS) score of 15, which
indicated the resident's cognillon was Intact.

Reviaw of the quarterly MDS dated 11/06/13
revealed {he facllily assaessed the resident to

require supervision with lransfers and ambulation,

F 323
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After the resident had a fall with Infury on
41430113 the facllity assessed via a significant
change MDS dated 12/11/13 that the reskdent
required extensive assisiance with transfers and
two (+) asslslance with ambulation. The facllity
care planned the residant to be at risk for falls
related lo waakness, lack of coordination,
difficulty walking, history of falls, history of back
surgery, and chronic back pain.

Review of the facility's Fall Tracking log revealed
Resldent #0 experiencad seven falfs (without
Injury) at various Umes from 07/17/13 to 11/20/13.
Bocumentation revealed staif eveluated the falls
and developed interventions. On 11/30/13, at
2:00 PM, documentation revealed Resident #9
axperlenced & fall, and stated that ha/she thought
hiser "hip Is broken." The facility transferred the
resident to the Emergancy Dapariment {(ED) and
the resldent was diagnosed to have a fractured
hip. Continued review of the Incident revealed
facility staff determined the rasident "had cans
walking, fsll back" as the "cause of fall."

Continued review of the Falls Tracking Log
revealed the resident experlenced a fall on
02/03/14 at 6:40 PM and noted lhe resident “slid
off the bed after an attempt to put self to bad."
The facility noled the resldent had en ebrasion to
tha right side of the back and documented "slip
strips” had been applied to the resident's bedside
as an Interventlon, On 02/08/14 a1 6:40 PM,
documentation revealed Resident #9 experienced
a fall when he/sha "was golng to get from wic
[wheslchair] and wic moved."” Dacumentation
revealed the facllity noled the whesls on the
wheelchalr were locked and asked for
Malntenance {o evaluate the wheelchair.
Documentatlon on the fall log revealed on

i

F 323
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02/17/14 at 6:30 PM Resident #9 experlenced a
fall because he/she was “up from wheelchair
attempting to get clothes from closet.” The facillly
requested the resident "lo ask for aasistance
when gelling clothes from closet" as an
intervention. Based on documentation on
03711114 at 8:20 PM, Resident #9 was observad
“standing up with watker in sock feet." The facllity
"educated" the resident "not to get up without
shoas on." On 03/17/14 at 7.35 PM, the facility
noled the resident was “walking with walker” and
"shoes just slipped." Documentation revealed
sleff abservad a bruise on the resident's right
arm, directed staff {o "remind resldent fo use call
light when needing assistance,” and noted "non
slip strips applied to floor." On 03/18/14 at 7:15
PM, stafi documented Resident #9 reported
hafshe "got up to push my table and | just sat
down." Documentalion revealed the rasident
reporied the “floor was slick,” and that the facility
Inspectad the floor and determined the Noor wes
"not slick” and revealed safety sirips were applied
in front of the resident's chair. Continued review
of the facllity's Falls Tracking Log revealad alt of
the falls the resident sustained from 07/47/13 to
03/19/14 occurred in the resldent's room.

Although the facility identified causes of Resldent
#9's falls and developed interventlons to address
the falls, the facility falled to analyze trends
related to the falis to ensure intarventions were
developed based on the analysls andfor
assessment.

Prograss notes dated 04/07/14, revealad the
facliity discontinued the resident from the falls
pregram and ra-aducated the resident on asking
for asslstance with ransfers and ambulation.

F 323
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Continued From page 18

Interview on 04/24/14 at 11:12 AM wilh
Registarad Nurse (RN) #2 revesalad Resident #9
had experienced falls due o “getiing up without
asglstance." The RN stated the facilily iracks and
trends falis and stated the facliity discussed falls
during the morning meelings. After a review of
the falls Resident #9 had sustained aflar
11/30/13, RN #2 statad, ") hadn't realized that the
[residents) falls were happening right after
dinner."

Intarviaw with the Directer of Nursing (DON} on
04/24/14 at 4:45 PM revealed staff had informed
Resident #9 to use a call light when he/she
required assistance. The DON stalad the facility
had Identified a peltern with the times of tha
tasldent’s fallg, and stated, “We encourage” the
resident to use the resiroom before end afler
meals. The DON stated Rasident #3 "knows to
not gat up without help but does anyway."

Interview with the Administrator on 04/24/14 at
12:00 PM revealed the facility maintained fall logs
in order to track and trend resident falls. The
Adminlstrator stated the facllity iooked at the time
of the day that Resident #&'s falis accurred and
what the resident was doing. Afier a review of the
facility falt logs for Resldent #8, the Administrator
slaled, "You can look at the fracking sheet and
see a patlem bul | couldn't tell you speclfic
Intervantions being dona for that pattern.” The
Administrator also stated staff had "talked" (o the
resident "several imes" about asking for
assistance and "calling out" before getting up,
and stated the resident was “"noncompliant.”
483.25(k) TREATMENT/CARE FOR SPECIAL
NEEDS

F 323

F 328

F 328

04/24/14 RN Supervisor #1 changed oxygen
to appropriate liter as ordered.

F 328 Continued on next page............

FORM CMS-2587(02-09) Fravious Versions Obsolsto

Event ID:HGIZH

Facility 1D; 100003

If conlinustion ahesl Page 19 of 27




PRINTED: 08/03/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORMAPPROVED
ENTE OMB NO. 0938-0301
STATEMENT OF DEFICIENCIES (%) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
186062 8.WING 04/124/2014
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SUMMIT MANOR HEALTH & REHABILITATION CENTER 4008 HElGHTS
COLUMBIA, KY 42728
X4) ID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION o8
PREEIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
wa RAEGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRO$S-REFERENCED TO THE APFROPRIATE DATE
DEFICIENCY)
i F328 continuation..........ceevseeernencrenes
F 328 | Continued From page 18 F 328;

The facllity musi ensure that rasidenls receive
proper treatment and care for the following
special services:

Injactions;

Parenleral and enterat fluids;

Colostomy, ureterostomy, or lleostomy cars;
Tracheostomy care;

Tracheal suclioning;

Resplralory care,

Foot care; and

Prostheses.

This REQUIREMENT is not met as avidencad
by:

Based on cbservation, Interview, and record
raview, it was determined the facility falled to
ensura one (1) of twenty-one (21) sampled
residents recelved proper care and treatment
related 1o oxygen adminisirallon {Residents #5).
Reasident #5 had physician's orders, dated
08/2413, for 3 liters of oxygen per minuts "as
neaded.” However, observation on 04/22/14 and
04/23/14, revealed Resident #5's oxygen was In
use and set af 2 liters per minute.

The findings Include:

Interview with the Administrator on 04/24/414 at
4:28 PM ravealed the facility did not have a
specific policy related to the provision of oxygen
or providing care In accordance with physiclan's
orders. The Administrator stated care was
provided In accordance wilh the alandards of
nursing practice protocols. Howaever, the facllity
did not have written documsentation of the nursing
practice protocots for raviaw.

A review of Rasident #5's medical record

04/24/14 all residents receiving oxygen
were checked for appropriate oxygen set-

tings.

04/25/14 the Director of Nursing began in-
servicing nussing staff regarding the Nurse
being respansible for setting the oxygen
concentrators according to physician orders. '
The flow rate will be noled on the Medica- |
tlion Administration Record for the nurse to
check every shift. The State Registered
Nursing Assistants were in-serviced regard-
ing checking concentrators to ensure that
they are set according to the nurse aid care
plan and to report any discrepancies imme-
diately to the Mursing Supervisor.

The Unit Coordinator will audit all resi-
dents on oxygen daily times 1 (onc) week;
then weekly times 2 (two) months; then
quarterly times | (one) year to ensure the
concentrators are set on the appropriate

setling.

Findings will be presented to the Quality 05/29/14

Assurance Committee quarterly for 1 {one)

year,
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revealed the facility admitted Resident #5 on
04123107 with diagnoses that included Congeslive
Hear Failure, Hypertenslon, and Cardiomegaly.
Centinued review of Resident #5's record
ravesled a physiclan's order dated 06/27/13 for 3
liters of oxygen "per minute." Review of the
Minimum Data Set (MDS) annual assessment
datad 01/18/14 revealed the facility assessed
Resident #5 to have e Brief Intervlew for Mental
Stalus (BIMS) score of 99, which indicalad the
resident was unable to be interviewed.

Observalions of Resident #5 on 04/22/14 at 3:17
PM and 3:54 PM, and on 04/23/14 at 9:17 AM,
11:40 AM, and 2:14 PM revealed oxygen was in
use by the resident and set at 2 liters per minute.

Interview with State Registered Nurse Aide
{SRNA} #4 an 04/23/14 at 3:28 PM revealad she
did nol know the rate at which Resldent #5'a
oxygen was to be delivered and could not adjust
the rate. According to the SRNA, she could
raview the resident's care plan to detarmine the
rate at which the oxygen was fo ba deliverad but
only nurges could adjust the flow rate,

Interview with State Reglstered Nurse Alde
(SRNA) #5 on 04/23/14 at 3:37 PM revealad she
had reviewed Resldent #5's cars plan on
04/23/14 and was aware of the rate at which tha
oxygen was (o be administered. However, the
SRNA stated she had failed to monitor the
residenl’s oxygen rate on 04/22/14 and, as a
result, failed {o report the oxygen rata to the
nurse.

Interview wilh Reglstered Nurse (RN) #1 on
04/24/14 at 5:40 PM revealed staff could review
{he physician's orders and care plans to
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The facility must -

{1} Procure food from sources approved or
consldered sallsfaclory by Fedaral, Stats or local
authorities; and

{2) Store, prepare, distribute and serva food
under sanitary conditions

This REQUIREMENT s not met as evidenced
by:

Based on cbservation, interview, and facliity
policy review, It was determined the facllity failed
to store, prepars, disiribute, and sarve food under
sanitary conditions. Ohssrvation of the tray line
on 04/22/14, beginning at 12:35 PM, revealed
dietary staff touched an slectric cord that was
obsarved on the floor to the plate warmer with

Dietary aide #] was counseled regarding
touching cord with her hands, wiping off
counter and adjusling her waistband then
returning to the tray line without washing
her hands on 04/22/14. She was aware of
her mistakes. She stated she was nervous
having the surveyor watching her and
acknowledged that she knew the hand
washing policy and demonstrated proper
procedure.

All dietary staff were re-in-serviced regard- |
Ing infection control and proper hand wash-
ing observation on 04/29/14, All new hires
will be educated regarding proper hand
washing and infection contro] procedures as
welt as annually thereafter,

F 371 Continued on next page.............
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determine each resident's oxygen setting. RN #1
slated that nursing staff monlitors each resident's
oxygen In the mornings, checks thelr oxygen
saluration, and reviews the Madication
Administration Records (MARs), RN #1 staled
she falled to identify Resldent #5's oxygen was ;
sal at the wrong rete on 04/22/14.
Interview with Director of Nursing (DON) on
04124114 at 7:39 PM revealed nurses made
rounds three to four imes dally to monitor
resident care and lo ensure the rasidents’ oxygen
was al the prescribad rate. The DON stated that
there had besn no concerns related to oxygen
flow rates observedireportad.
F 371 | 483.35(]) FOOD PROCURE, F 37
55=E | STORE/PREPARE/SERVE - SANITARY Fi71
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bare hands and proceedad to serve food from the
steam {able without washing/sanitizing thair
hands; staff then proceeded to laave the fray line,
obtalned & wet dishclolh {o clean spllled food
products from the food preparation lable,
disposed of the dishelolh in the sink, adjusted the
walsiband of her pants, and proceeded to serve
foad from the tray line without washing/sanitizing
her hands.

The findings include:

Revlew of the facllity's policy titled,"
Environmental Sanitation/Infection Contral,”
revealed employaes lavolvad In storing,
preparing, distributing, and serving of food should
wash their hands frequently using proper hand
washing procedures to pravent food
contamination and the spread of foodborne
liness. The policy also revealed staff was
required to wash/sanitize their hands when
entering the kitchen from outside the kitchen,
before and after food handling and preparation,
afler contact with soiled dishes and utenslis, and
after touching anything that can be a source of
conlamination.

Observation of Dietary Aide #1 In the food
preparation area of lhe kitchen on 04/22/14, at
12:35 PM, revealed the aide louched the electic
cord lying on the floor to the plate warmer with
her bare hands, and then proceeded to serve
realdeni food trays from the serving line without
washing/sanitizing her hands; Distary Aide #1
was then observed to leave the tray line to obtain
a wat dishcloth, cleaned spilled food from a food
preparation lable, disposed of the dishcloth in the
aink, adjusted the walstband of her pants, and
then proceeded to serve food from the tray line

The Dietary Manager wilt monitor the staff’
during tray line daily alternating between
breakfast, lunch and dinner for 2 (lwo)
weeks; then weekly times 2 (two) months;
then quarterly for 3 (three} quarters to en-
sure staff nre following appropriate infec-
tion control and hand washing procedures.

Findings will be presented to the Quality
Assurance Committee quarterly for | (one)
year.
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without washing/sanitizing her hands.

Interview conducted with Dietary Aida #1 on
04/23/14, a1 2:35 PM, revealed she was raquired
to wash/sanitize her hands prior to serving food
on the {ray line, after touching any part of her
body or clothes, and after cleaning the food
preparation lable. The Dietary Alde stated she
should have also washed/sanilized her hands
after touching the elactric cord to the plate
warmer. The Dietary Alde staled she had
allended in-services provided by the facllity on
hand washing/saniiizing and was aware she
should have washed/sanitized her hands anyiime
she stopped serving food from the tray line and
prior to beginning to serve food agaln.

Interview conducted with the Distary Manager on
04/2314, al 3:15 PM, revealed distary staff was
tequired to wash/sanitize thelr hands prior to
gerving food from the tray line and when they
isave and relurn to the tray line for any reason.
The Dletary Manager stated steff was also
raquired to wash/sanitize thelr hands f they
touched any surface such as the electric cord lo
the plate warmer, or the employee’s clothing prior
to beginning to serve food from the tray line, The
Distary Menager slated she monitorad the tray
line In the kilchen once a weal 10 ensure staff
washed thelr hands properly and had not
identified any concamns,

Interview conducted with the Regisiered Dietitlan
(RD) on 04/23/14, at 3:25 PM, revealed kitchen
staff was raquirad to wash/sanilize their hands
prior to serving food from lhe tray line, any time
they left the tray line for any reason, if the kitchen
employee touchad any surface such as the
electric cord o the plate wammar, or if they

F 371

FORM CMS-2507(02-60) Pravious Vesslons Obsalels

Event ID:HGIZ1

Faclity ID: 100003

If continuation shest Page 24 of 27




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/03/2014
FORM APPROVED

The facility must esteblish and mainialn an
Infection Control Program designed to provide &
safe, sanitary and comforlable environment and
to help prevent the development and transmission
of disease and nfaction,

{a) Infection Control Program

The facllity must establish an infection Conirol
Program under which it -

{1) Investigates, controls, and prevents infections
in the facillty;

(2) Decides what procedures, such as fsolation,
should be applled to an individual resident; and
{3) Maintains a record of Incidents and corrective
actions related to infactions.

(b) Prevanting Spread of Infection

(1) When the Infection Cantrol Program
deterrines that a resident needs Isolation fo
prevent lhe spread of Infection, the facility must
fsolate the resident.

{2) The faclilly must prohibil employees with a
communicable diseass or Infected skin lesfons
from direct contact with residents or thelr food, if
direct contact will ransmit the disease.

{3} The faciilly must require staff to wash thelr

State Registered Nursing Assistant #1 and
#3 were re-educated on infection control
regarding hand washing and food handling
on 04/23/14,

Al residents on second floor dining room
were inonitored for signs and symptoms of
infection for 2 (two) days. No infections
related to improper hand washing at meal
time was found.

All State Registered Nursing Assistants
were re-in-serviced by the Director of Nurs-
ing regarding handling of food when serv-
ing and hand washing during meal time;
beginning on 04/24/14 and completed on
05/29/14,

Infection controi procedures will be re-
viewed with all nursing and dietary stalf
upon hire and annually thereafter.
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touched their clothing or body. The RD stated the
Dletary Manager had recantly provided an
in-servica for kitchen staff related to hand
washing and infeclion control. The RD stated she
monitored one meal service avary month at
differant meal times and had not identified any
concems with hand washing.
F 441 | 483.85 INFECTION CONTROL, PREVENT F 441
§S=E | SPREAD, LINENS
F441

hands after each direct resident contact for which F441 Continued on next page.......c.cccvuuee.
hand washing s indicated by accepled
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professional practice,

{c) Linens

Personnel must handls, store, process and
transport linens so as to prevant the spread of
infection.

This REQUIREMENT Is not met as evidenced
by:

Based on obaervation, interview, record raview,
and facility policy raview, it was determined the
facility failed to establish and mainiain an
effective infection control program designed to
provide a safe and sanilary environment to
prevent the transmission of disease and Infaclion.
Obsarvation of the breakfast meal service on
04/23/14 in the second floor dining room revealed
slaff came inlo direct contact with food ilams with
their ungloved hands and failed to wash/sanitize
their hands prior to oblalning/touching the food
ilems, or after serving the food items to residents.

The findings Inchide:

A review of the facillly's policy titled,
"Environmental Sanliation/Infection Control,” not
dated, revealed employees involved in storing,
preparing, distributing, and serving of food were
to wash their hands frequenlly using proper hand
washing procedures to prevent food
contaminallon and the spread of foodborne
Hiness,

A raview of an in-service training record tilled,
“Hyglene and Sanitalion,” dated 04/02/14,
revealed facility staff had discussed hand
washing techniques and hed been Instructed on

The Dietary Manager and Director of Nurs-
ing will observe staff performance during
meal service to ensure that they are follow-
ing proper food hendling and hand washing
procedures, alternating behween breakfast,
lunch and dinner daily times 1 (one) weeck
then weekly times ! {(one) month then quas-
terly times 1 (one) year.

Findings will be presented to the Quality
Assurance Comimittee quarterly for 1 (one)
year,

05/2914
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importance and guldance.

Slale Registarad Nurse Alde (SRNA} #1 was
observed during the breakfast meal! service on
04/23/14, at 8:33 AM Yo feed a resident and then
assisted another resident with their meal without
washing/sanitizing her hands. SRNA#1 also
touched a biscult with hisfher bare hands, served
the biscuit to a resident and failad to wash hisfher
hands prior to or afler serving the biscuit,

Further observation revealed State Reglstered
Nurse Aide {SRMNA) #3 obtained bacon from the
steam lable with her bare hands and ata the
bacon. SRNA#3 was not observad
washing/sanilizing her hands prior to obtalning
tha bacon. At the lime of the observalion, 10
residents were obsarved in the dining room.

Interview conducied wilh the Director of Nursing
{DON}) on 04/24/14, al 7:39 PM, revealad the
facility conductad an in-gervice on safe hendling
of food the week of April 14, 2014, and observed
meal services on a daily basis to ensure staff
followed proper infactiion control measures.
According to the DON, the facility had not
ldentified any problems relfated to infection conlrol
during meal sarvica.

FORM CM8-2567(02.-99) Previous Varsions Obsolsle

Event ID:HGIZ11

Faclily 1D: 100003 If comtintiation shesl Pege 27 of 27




