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: Martin County Health Care Facility does
A standard health survey was conducted on not believe and does not admit that any
01/20-23/14. Deficient practice was identified -deficiencies exist. Martin County Health
with the highest scope and severity at "D" level. Care Facility reserves the right to contest
F 279 | 483.20(d}, 483.20(k)(1) DEVELOP F279 swrvey findings through formal dispute
55=D ] COMPREHENSIVE CARE PLANS resolutions,  formal  legal  appeal
i proceedings, or any admtinistrative legal
A facility must use the resuits of the assessment proceedings. This plan of correction does
to develop, review and revise the resident's not constitute an admission regarding any
comprehensive plan of care. facts or circumstances surrounding any
: alleged deficiencies to which it responds.
The facility must develop a comprehensive care Nor is meant to establish any standacd of
plan for each resident that includes measurable} care, contact obligation or position, and
chiectives and fimetables to meet a resident's Martin  Couaty Heaith Care Facility
medical, nursing, and mental and psychosocial, reserves all rights to raise all possible
naeds that are identified in the comprehensive contentions and defenses in any fype or
assessment. ) civil or criminal claim, action, or
proceeding,  Nothing contained in this
The care plan must describe the services that are plan or correction should be censidered as
to be furnished to attain or maintain the resident's a waiver of any potentially applicable peer
highest practicable physical, mental, and review, qualify assurance or self-critical
psychosocial well-being as required under examination privileged which Martin
§483.25; and any services thaf would otherwise County Health Care Facility offers it
be required under §483.25 but are not provided responses, credible  allegations  of
due fc the resident’'s exercise of rights under compliance and plan of correction as part
§483.10, including the right to refuse treatment of its ongoing efforts {o provide quality
under §483.10¢(h){4). care to-our residents.
This REQUIREMENT is not met as evidenced
by:
Rased on observation, interview, record review,
and review of the facility policy, it was determined
the facility failed to ensure approaches for
resident care were deveioped and addressed on
a Comprehensive Plan of Care for two of fifteen
sampled residents (Residents #6 and #8).
Resident #6 and Resident #8 were observed to
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F 278 | Continued From page 1 F 279 f is and was on the day of the survey the
have pommel cushions (devices used o prevent policy of Martin County Health Care’
a resident from sliding forward) in place during Facility to develop a comprehensive plan of
the survey on 01/20714, 01/21/14, 01/22/14, and care for each resident that includes
01/23/14. However, there was no evidence the measurable objectives and timetables to
facility had developed a plan of care to address meet a resident’s medical, nursing, and
the use of the Pommel cushions for Residents #6 mental and psychosocial needs that are
or #8. identified in the comprehensive assessment.
The findings include: 1} The Care Plans for resident #6 and #8
were updafed fo reflect the use of the
A review of the Care Plans policy {daled pornmel] cushion, '
01/09/03) revealed a comprehensive care plan '
would be developed for identified problem areas 2) All resident care plans were reviewed by
and would incorporate risk factors asseciated with the MDS nurse to ensure that all care plans
the identified problems. In addition, the policy include  measurable  objectives  and
revealad revisions would be made to the care timetables to meet a residents medical,
plan as changes in the resident's condition nursing, and mental/psychosocial needs that
dictaied. The policy also revealad the care pfan are identified in the comprehensive
would be reviewed, at a minimum, on a quarterly assessment,
basis, '
) ) ] ) 3) A conference was held on 2/10/14 with
1. Review of Resident #8's medical .record the MDS nurse given by the Director of
revealed the facility admitied the resident on Nursing on the necessity of putting
01/28/13, with diagnoses that include Anxlety and interventions on the resident care plan
SChiZOphrenia. Ccrl-ecﬂy’ .
Review of a quarterly Minimum Data Set (MDS) 4) As a part of the facilities ongoing CQI
assessment dated 12/30/13, revealed faciity staff program the CQI Nurse will do monthly
had assessed Resident #6 to have a Brief audits on 10% of the resident care plans to
Interview for Menlal Status (BIMS) score of 4 ensure that each residents care plan includes
which indicated the resident's cognition was measurable objectives and timetables to
severely impaired. Confinued review of the MDS meet a residents medical, nursing, and
revealed the facllity had assessed Resident #6 o mental/psychosocial needs that are identified
require the extensive assistance of two persans in the comprehensive assessment, Wil
to ambulate in the resident's room and in the continue audits for 6 months and ceas if o
oorndior& ;: af;dmi”;e a revxgwdci;fhe ass?sstmer;f_ ptoblems found. Will continue andits if
reveaied Resident #G required the use of a run problems found in that time period.
restraint on a daily basis due to poor safety
awareness and a history of fails. €} 2/14/14
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Observation of Resident #6 on 01/22/14, at 11:00
AM, revealed Resident #6 was silting in a
Geri-chair with a pommel cushion positioned
undermneath the resident's buttocks and befween
the inner aspects of the resldent's upper thighs.
A lap buddy” (irunk restraint) was also observed
0 he positicned over the resident's lap area and
was aftached to both arrrests of the resident's
Geri-chair.

However, review of the comprehensive care plan
for Residant #6 dated 01/28/13, with an update of
01702114, revealed although an intervention had
been added to the care plan to address ths use of
the "lap buddy," facility staff failed to address the
use of the pomme] cushion-and failed to ensure
interventions had been placed on the care plan to
address the use of the pommel cushion for

| Resident #6.

Review of the Nurse Assistant Care Plan for
Resident #6 dated January 2014 revealed an
intervention on the Nurse Assistant Care Plan for
the use of a lap buddy; however, facility staff had
faited to address the use of a pommel cushion for
Resident #6.

Interview conducted with State Registered
Nursing Assistant (SRNA) #1 on 01/23/14, al 8:25
AM, revealed Resident #6 required a pommel
cushion in the wheelchair to prevent the resident
from rising and falfing. According {o the SRNA,
nurses documented information related to each
resident's needs on the Nurse Assistant Care
Pian and nursing assistants were to review the
care plan at the beginning of each shift. SRNA
#1 stated Resident #5 had vsed the pommel
cushion for "a long fime" and acknowledged
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nurses had failed to add the use of the pommel
cushion to the Nurse Assistant Care Plan. SRNA
##1 slated the use of the pommel cushion should
have been-addressed on the Nurse Asslstant
Care Plan.
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Interview conducled with Licensed Praclical
Nurse (LPN) #1 on 01/23/14, af 9:30 AM,
reveated she had been assigned te provide direct
care to Resident #5 on 01/23/14. The | PN stated
Resident #6 had been using a pomimet cushion
for a long time. The LPN stated she was
responsible for adding an intervention to the care
pian and the Nurse Assistant Care Plan with any
changes. The LPN stated the pommel cushion
should be on both the comprehensive care plan
and the Nurse Assistant Care Plan and she was
responsible for ensuring they match, The LPN
stated she had not identified that the use of the
pomrrel cushion was not on Resident #6's
comprehensive care pfan or the Nurse Assistant
Care Plan and staled she "guessed” it was "just
missed.”

Interview conducled with LPN #3 on 01/23/14, at
10:15 AM, revealed she was the MDS nurse who
had developed the comprehensive care plan for
Resident #6. The LPN staied she reviews all
physician's orders daily and immediately updates
the comprehensive care plan, and also updales
the care plans with any new MDS assessment.
The LPN acknowledged the use of lhe pommel
cushion should have been addad to Resident #6's 3
comprehensive care plan and stated she had not ‘ |
been aware staff was using the pommel cushion
in the wheelchair or the Geri-chair for Resident
#6.

interview conducted with the Director of Nursing
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(DON) on 01/23714, at 10:30 AM, revealed she
had been unaware staff had ulilized a pommeal
cushion for Resident #6. The DON stated the
nurses were responsible for reviewing the
comprehensive care plan and the Nurse Assistant
Care Plan to ensure the care plans matched and
that alt interventions were addressed. The DON
stated she reviewad rasident care plans on a
moenthly basis to ensure care plans were accurate
but stated she had been unaware staff had
utiized a pommel cushion for Resident #6.

2. Observations of Resident #8 on 01/20/14 at
4:00 PM and 4:45 PM, 01/21/14 at §:50 AM,
10:30 AM, and 11:30 AM, 01/22114 at 10:50 AM,
and 01/23/14 at 10:30 AM, revealed the resident
was sitting in a wheelchair with a pommel cushion
ptaced underneath the resident's buttocks and
between the resident's inner thighs.

Review of the medical record for Resident #8
revealed & physician's order dated January 2014
for the use of a reclining back wheelchair with
pommel cushion position support. -

Review of the Comprehensive Plan of Care for
Resident #8 dated 12/05/13 through 03/09/14
revealed facility staff had not addressed the use
of the pommel cushion, with Interventions, on
Resident #8's care plan.

Interview with Cerlified Nurse Aide {CNA) #2 on
01/2314 at 12:00 PM revealed the pommael

cushion was in place for Resident #8 to prevent
the resident from "sliding" out of the wheelchair.

Interview with the Minimum Data Set (MDS)
Cogordinator on 01/23/14 at 2:25 PM revealed
physician's orders are reviewed and the use of
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interventions requested by the physician are put
on the plans of care. According to the MDS
Caoordinator, the use of the pommel cushion for
Resident #8 should have been addressed on the
resident's care plan.
The Director of Nursing (DON) acknowledged in
interview conducted on 01723114 at 2:50 PM that
the use of the pommel cushion for Resident #8
should have been addressed on the resident's
care plan.
F 282 483.20()(3)(il) SERVICES BY QUALIFIED F 282
58=D | PERSONS/PER CARE PLAN
The services provided or arranged by the fagility It is and was the policy of Martin
must be provided by qualified persons in County Health Care Facility on the day
accordance with each resident's written plan of of the survey to provide or arrange
care. services by qualified persons  in
accordance with each resident’s written
. plan of care.
This REQUIREMENT s not met as svidenced
by: 1) The bedside mats for resident #8 were
Based on observation, interviews, record review, immediately put into place.
and review of an incident report and the facliity's
policy, } was determined the facility failed 1o ) 2} All residents who’s rooms had orders
provide services in accordance with the plan of for bedside matts to be placed on the
care for one of fifleen sampled residents floor were inspected to ensure that
{Resident #8). According to documeniation on matts were in place as ordered.
the written plan of care for Resident #8, facility
siaff was to utilize 2 "low bed" for the resident and N An inservice with ajt nursing staff was
to place mats at the resident's bedside due to the held om 01/24/14 by the Director of
resident's decreased awareness of his/her safely. Nursing on the importance of foliowing
According to an accidentfincident report, Resident inferventions that are listed on the
- | #8 sustained a fall on 06/21/13, the bedside mats residents care plan. '
were not in place, and the resident sustained
redness to the left wrist and a finger on the right
hand.
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The findings include: 4y As part of the facilities ongoing CQI
program, the CQI nurse will do monthly -
Review of the facility's policy for Care Pians audits on 10% of the residents written
(dated 01/09/03) revealed the care plans were plan of care to ensure that services are
developed and revised to prevent declines In the provided or amanged by qualified
resident's function, and enhance optimal persons  in accordance  with each
functioning. residents writien plan of care. The
audits will continue for six months and
A review of the medical record revealed the if no further issues arise the audits
facility admitted Resident #8 on 12/06/11 with will cease, Will continue audits if issues
diagnoses that included Subdural Hemorrhage found during that time period.
| {from a motor vehicle accident in 1992},
Dysphagia, Coniractures, and Anxiety. Review of 5y 2/14/i4
documentaiion revealed on 12/06/11, facility staff
developed a plan of care for Resident #8 related
{0 the residenf's impaired physical mobility,
diagnosfs of head trauma, and the resident's risk
for falls. Continued review of the pian of care
revealed on 068/29/12, staff added an intervention
fo the plan of care that included the use of a lsw
bed, with mats, secondary to the resident's
decreased salely awareness.
A review of an accident and incident report
revealed on 06/21/13 at 6:10 PM facility staif
observed Resident #8 lying "face down" on the
fioor “in between the bed and the wall.”
Documentation on the incident report revealed
Resident #8& complained of "head pain” and was
observed to have an "abrasion/bruise” to the
"erist” and "finger.” The incident report revealed
the bedside mat was not in place at the time of
ihe fall as indicated on the care plan.
Chaervation of Residenl #8 on 01/20/14 at 3:00
PM revealed the resident was on a low bed with
mats at the bedside.
Interview with GNA #2 on 01/23/4 at 2:00 PM
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Continued From page 7

revealed nursing staff kept each resident's plan of
care up-to-date and stated staff was to provide
saervices in accordance with the plan of care.
According to CNA #2, Resident #8 would "roll" out
of bed and the mats on the floor beside the
resident's bed were placed there in an effort to
prevent the resident from getfing hurt.

interview with Registered Nurse (RN} #1 on
01/23/14 at 2:00 PM revealed facility staff utilized
the mats beside Resident #8's bed in an effort to
prevent injuries in the event the resident fell from
the bed.

Interview with the Director of Nursing (DON) on
01/23/14 at &:.10 AM revealed the CNA assigned
to Resident #8 on the day of the resident's fall
from bed had failed to ensure the bedside mats
were in place. According to the DON, the CNA
received discipiinary action related to the failure
to ensuie the fall mats were In place beside
Resident #8's bed. The DON also stated the
CNA was no longer employed by the facility.
483.25(k) TREATMENT/CARE FOR SPECIAL
NEEDS

The facility must ensure that residents receive
proper treatment and care for the following
special services;

Injections;

Parenteral and enteral fluids;

Colostomy, wreterostomy, or ilisostomy care;
Tracheostomy care;

Tracheal suctioning;

Respiratory care;

Foot care; and

Prostheses.

F 282

F 328

!

9]

2)

It is and was on the day of the survey
the policy of Martin County Health
Care Facility to ensure that residents
receive proper treatment and care for all
special services. ‘

Resident #6 oxygen was immediately
set on the physician ordered setting.

Afl residents with orders for oxygen
were reviewed to ensure that the
resident’s oxygen was set on the
ordered setting,
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Review of the medical record for Resident #6
revealad the facility admitted the resident on
(1/29/13, with diagnoses that included Chronic
Obstructive Pulmonary Disease and Congsstive
Heart Failure.

Review of the comprehensive care plan for
Resident #6 revealed an intervention dated
02118113, for oxygen o be deliverad as ordered.

Review of the physician's orders for Resident #6
revealed a physician's order dated 12/27/13, for
oxygen fo be defivered al 3 liters per nasal
cannuta, :

Cbservations of Resident #8 on 01/20/14 at 3:50
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3) The Director of Nursing conducted a
This REQUIREMENT is not met as evidenced nursing inservice on 01/24/13 with ali
by: licensed nursing staff on the importance
Based on observation, inferview, record review, of placing the residents oxygen on the
and faciity palicy review, it was determined the ordered setting and verify this on the
facility failed to ensure one of fifteen sampled resident treatment record (TAR)
residents {Resident #8) recelived proper care and
treatment related to oxygen administration. 4} As part of the facilities ongoing CQI
Resident #6 had a physician's order dated program, the CQI nurses with do
12427113, for oxygen to be delivered at three (3) menthly audits on 20% of tesidents
liters per nasal cannula. However, observalion who receive treatment and care for the
throughout the survey revealed Resident #6 was following special services : injections;
being administered oxygen at two (2) liters per parenteral and enteral fluids; colosiomy,
nasal cannuia, ureterostomy, or ileostomy  carg;
‘respiratory  care;  foot  care; and
Ths findings include: prostheses as outlined in the resident
plan of care.  The andits will continne
Review of the facility's policy filed "Physician for 6 months and if no further issues
Orders,” dated 08/01/13, revealed no drugs or arise the audits will cease. Will
binOgiCalS shall be administered except upen the contime audits if issves found daring
order of a parson lawfully authorized fo prescribe that time period.-
for and treat human ilinesses.
53 2/14/14
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PM, 5:00 PM, and 5:15 PM, and on 01/21/14 at
10:20 A, 11:30 AM, and 12:15 PM, all revealed
the resident was being administered oxygen at 2
liters per nasal cannula.

interview conducied with Licensed Practical
Nurse (LPN) #1 on 01/23/14, at 9:30 AM,
revegled she had hean responsible for the care of
Resident #6 on 01/20/14 and 01/21/14. The 1PN
stated she was required to check the oxygen
settings when she made her morning rounds and
stated she had failed to check Resident #6's
oxygen setlings on 01/20/14 and 01/21/14 as
required,

Interview conducted with the Director of Nursing
(DON) o 01/23/14 at 10:30 AM, revealed she
made rounds every morning lo ohserve the
residents and ensure staff provided the care and
freatment as planned. However, the DON stated
she had not monitored oxygen settings while
making her rounds. The DON stated the nurse
was required fo check the cxygen seftings and
ensure the oxygen was being administered at the
proper setling. _
483.35(e) THERAPEUTIC DIET PRESCRIBED
BY PHYSICIAN

Therapeutic diets must be prescribed by the
attending physician.

This REQUIREMENT is not met as evidenced
by '

The facility failed fo ensure a therapeutic diet
prescribed by the physictan was served to one of
fiffeen sampied residents (Resident #8),

Resident #6 was served a pureed food tray during

F328

F 367

1)‘

2)

changed to the physician ordered diet.

It is and was the policy of Martin
County Health Care Facility on the day
of the survey to provide diets as
prescribed by a physician.

Resident #6 diet was immediately
All resident diet orders were reviewed

by the Dietary Manager to ensure that _
thiey were given as physician ordered,
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the evening meal on 01/20/14 and the noon meal nursing staff on 01/24/2014 by the
on 01/21/14; howsver, a review of the physician's Director of Nursing to ensure that stafl
orders for Resident #5 dated 12/27/15, revealed checks the accuracy of  diets as
the resident was io receive a mechanical soft diet compare to the physician order and plan
with chopped meats. : of care.
The findings include: 4} As a part of the facilities on going CQIL
program the CQI nurse will conduct &
Review of the facility policy titled, "Physician's weekly audit on 10 meals a week to
Orders,"” dated 2013, revesled it was the paolicy of ensure that the meals reflect the
the facility to have written physician's orders for physician order and care plans. The
ali therapeutic diets and texture modifications audits will continue for 6 months and if
served to the residents. no further issues arise the audits will
cease. Will continue audits if issnes
A review of Resident #6's medical record found during that time period.
revealed physician's orders, dated 12/27/13, for a
mechanical soft dief with chopped meats. 5) 2/14/14

Observation of {he evening meal on 01/26/14 and
the noon meat on 01/21/14 revealed Resident #6
was served a puread food tray.

interview conducted with Regislered Nurse (RN)
#1 on 01722714, at 10:30 AM, revealed sha was
responsible for moniforing all physician's orders
o ensure each physician's order was carried over
to the next month's orders. According to the RN,
on 11/23/13 Resident #6's physician presciibed a
pureed diet with thin liquids; however, RN #1
staled the order written on 11/23/13 had not been
carried over {o the physician's orders dated
12/27/13. RN #1 stated although the diet order
written on 11/23/13 had not been carried over fo
the orders dated 12/27/13, Resident #5 had
received the appropriate therapsutic diet. The
RN staied she had just overlooked the diet order.

Interview conducted with the Director of Nursing
{DON3} on 01/23/14, at 10:30 AM, revealed she
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also reviawed ihe physician's orders at the end of
every month. The DON stated she had
overlocked the physician's diet order written on
11/23/13 for Resident #3 and had falled to ensure
the order was carried over to the next month's
orders,
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