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- An off-site revisit was conducted on 07/22/14.
After review of the acceptable POC, i was
determined the facility was deemed to be in
. compliance, as alleged on 07/22/14.
(X8 DATE
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; . .
: An Abbreviated Survay investigating )
CRYO00021755 was intliated on 06/10/14 angd ! i :
Feoncluded on 06411714, KYOQ021755 was 5 e
; substantiated with deffciencies cited with the : 5 ¥ / /
" highest Scope and Severity of an "E". 282 T2 /7(‘
F 2821 483.20(k }{3)(i1) SERVICES BY QUALIFHED 282, i, On 6/13/14 Resident #3, |
Ss=b PERSONSIPER CARE PLAN : : Unsampled Resident B, and
{ The services provided or arranged by the facility Unsampled Resident C  care
" must be provided by qualified persons In : i plans was reviewed by the uni
i accordance with each resident's writlon plan of manager to ensure that the care
i care, , ! plan was appropriate and being
i ! C followed. :
;h‘és REQUIREMENT is not met as evidenced E On 6/13/14 the rehab it
gased on interview, record review and roview of | manager verbally educated the
* the facility's policy, it was determined the facifity : rehab staff on the procedure of
[ falled o provide or arrange services by quaiified | : rounding Q2 hows and as !
. persons in accordancs with each resident's E needed to assist with toileting i
" written plan of care for one (1) of three (3} ; and bed mobility needs. A
| sampled residents (Resldent #3) and two {(2) of | formal in service will be held |
" three (3) unsampled residents (Unsampled ; . . ) !
| Resident B and Unsampled Resident C). 5 o W18/14 by the SDC to !
' : educate  all  siaff on  the
' Resident #3 was care planned for slaif procedure of rounding every 2 ;
 assistance with tolleting needs and staff assist | hours and as needed to assist
- with bed mobiiity every two (2) hours. Interview ; with toileting and bed mobility ;
i with Resident #3 revealed he/she was not ‘ : needs :
. assisted by staif with toileting needs and bed )
?;oggatg [\?;2{;;230 pﬁi hours during the night shift, ’I‘h-e week of 6/11/14, the 1'eh:fb
; ; unit manager completed a s;km;
: Unsampled Resident B was care planned for staff | : assessment for Resident #3,
~assist with turning and repositioning every two (2) | ' Unsampled Resident B, andi
Vhours and stalf o offer the urinal every two (2) :
; hours, Interview with Unsampled Resident B X !

26} DATE
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revealad staff on night shift did not offer him/her
!the urinal or assist him/her with turning and
| rapositioning every two (2) hours,

i lo rn and repositien him/her every two (2} hours
" and stalf assist of two (2) tolleting needs.
Cinterview with Unsampled Resident C revealed
¢ staff on night shift did not assist with hisfher
toiteling needs every two {2) hours,
i The findings include:
| Review of the facility's policy litled, "Care Plans -
. Comprehensive” revised October 2010, reveafed |
 each resident’s comprehensive care plan was
i designed to: incorporate identified problems
. areas; incorporate risk factors associated with ihc
C identified problems:; build on the resident's
: strengths; reflect the resident's expressad wishes |
' regarding cara and lreatment goals; reflect ‘
Hreatment goals, limetablas and obiectives in
. measurable outcomes; identify the professional ;
: services responsible for each element of cars; aid’
i in prevenling or reducing dedclines in the !
_restdent's functional status and/or functional :
levels; and enhance the optimat funclioning of the
; resident by focusing on a rehabilitative program
“and reflect currently recognized standards of
i praclice for problem areas and conditions.

' 1. Record review revealed Resident #3 was

; admitled by the facilily on 12/17/13, with a

“re-admission date of 01/28/14, with diagnoses |
i which included Spina Bifida, Paraplegia, history of
: Pressure Ulcers and Urinary Frequency Raview f
* of the 04/27/14 Quarterly Minimum Data Set

{{MDS} revealed Resident #3 was assessed by

, the facility to have a Brief Interview for Mental

i Unsampled Resident C was care planned for staﬁ‘E

AMEY PLAN OF GORREGTION IDENTIFICATION NUMBER; A BULDING GOMPLETED
G
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XAy SUMMARY STATEMENT OF DEFICIENCIES oo PROVIDERS PLAN OF CORRECTION P
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX ! (EACH CORRECTIVE AGTION SHOULE BE ; COMPLETION
TAG  REGULATORY ORLSC MENTIFYING iNFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE PATE
| DEFICIENGY)
i . - .
: . : 1 o ygr :
F 282, Continued From page 1 Fogs] Unsampled Resident C with no i

!

negative findings. :

2. On the week of 6/15/14 — |
6/20/14 a 100 percent review of |
all residenis care plans was
completed by the  Unit
Managers, DON, ADON,
Restorative Nurse, evening shift
BN suparvisor, and weekend
RN supervisor to ensure that
care plans were appropriate and

being followed related 1o
toileting  and  bed  mobility |
needs.  During the review 1o !

identify any potential Issues,
residents were interviewed and

skin assessments were
completed with no negative :
findings. ’

3. The SDC will educate ali
nursing staff on the procedure |
of 2 hour checks to assist with
any needs, including toileting |
and bed m(}bl ity by 72174,
The facility will implement a
menitoring fool by 7/21/14 to |
ensure all residents are checked
at least every 2 houss to ensure |
any needs are  being  met!
including bed mobility  and
toileting. The tool will consist
of the nurse signing off with the ;
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F 2821 Continued From page 2
[ Status (BIMS) score of fifleen {15) which
. indicated ne cognitive impairment. Continued
“review of the MDS reveated Resident #3 was
I assessed by the facility to require assistance of
: lwo (2) staff for toileting needs, to reguire
_Intermiltent urinary catheterization and to be
- occasionally incontinent of urine and frequently
i incontinent of bowsl,

E Review of Resident #3's Comprehensive Care
{ Plan, 02/11/14, revealed the care ptan o have
i been updated on 04/25/14 for the resident to in

“and out catheter self. Review revesled an update !

" on 04/30/14 to reflect assistance of one (1) staff

f with the residenit's loffeling needs. Further revmw

of Resident #3's Comprehensive Care Plan

" revealed the resident was care planned for

{ Activities of Daly Living (ADL) self care deficit

: with interventions which included siaff were to

_ assist the resident with bed mobi fiity every lwo {2)
hourb

Entarwaw with Resident #3 on 06/10/14 at 12:10

' PM, revealed he/she was not aware of wmatmg
1 on himselitherself when he/she was asleep, and

. had requested staff wake him/her up every two

£ {2} hours throughout the day and rHight to check
; for incontinence. Resident #3 stated he/she
“hardly ever" got “chacked at night" on the night
: shift, 11:00 PM to 7:00 AM. According to

- Resident #3, on night shift he/she did not usually |

" get checked by staff until hetweaen 5:00 AM and
:8:00 AM. Even though the resideni's care plan
. indicated staif were to assist with the resident's
“tolleting needs and assist him/her with bed

i mobility every two (2) hours,

 interview with State Ragisterad Nursing Assislant |

; (SRNA) #4 on 06111114 at 11:52 AM, revealed

F 282!

i

[

i

SRNA that the Q2 hour checks |
were completed. The SDC will
complete an education session
for all nursing staff by 7/21/14 !
for the implementation of the
monitoring tool.

4. The monitoring tool will be
reviewed in the morning
clinical meeting Monday thru
Friday by the Unit Managers,
Restorative  Nurse, DON,
ADON  or  other nursing
supervisors, during the |
weekend, the Weekend RN
Supervisor  will  review  the
monitoring fool i ensure that
the Q2 hour checks are
comgpleted. The daily review
witl be completed daily for one
month, then 3 times a week for
4 weeks, then weekly for 4 -
weeks. The ongoing process |
wilf be discussed in the Quality |
Assurance committee meetingg
monthly for three maonths, o
recommendations  and  for’
forther follow up as indicated. |
The members of the Quality
Assurance committee include, |
but not limited to the Medical |
Director, Administratot,
Director of Nursing, f—‘sssismﬁtf
Director of Nursing, SDC,!
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F 282 Continued From page 3
: Resident #3 had requested to be woke up every
_ two {2) hours and checked for incontinence _
dunng tha day and night. SRNA #4 stated she |
t had informed SRNAS on other shifts of the
7 resident’s request.

? Record review revealsd Unsampled Resident
B was admilted by the faciiity on 12/43/13, with

! diagnoses which included Cerebrovascular i
¢ Accident, Anxisty, Depression and Legal '
Bimcfnes*s Review of the 12/22/13 Admission
"MDS revealed Unsampled Resideni B was ,
i assessed by the fadility to have a BIMS score of i
fifteen (18) which indicated no cognitive X
Vimpairment. Further raview of the MDS revasaied
i the facility assessed Unsampled Resident B to
. require extensive gssist of two {2) staff for
Emlettnc; and to be occasianally incontinent of
{urins. g

i Review of Unsampled Resident B's
i Comprahensive Care Plan, dated 12/24M3, the
 tesident was care planned for a potential for i
“complications associated with incontinence of
! bowel andfor bladder related fo oocasional
. bladder incontinence, Further review of the
* Comprehensive Care Plan revealed staff were to;
i to offer the urinal every twa [2) hours and assist
the resident with turning and repositioning every
" two (2) hours.

: !
Interview with Unsampled Resident B on G'Sfﬂl“iz% i

Fat 9:15 AM, revealed staff did not come in avery
. two (2) hours at night to check him/her or to offar :
 the urinal. Unsampled Residen! B indicated siaff !
Falso did not assist him/her to tum and reposition
i evary two (2) hours. Even though the resident's
" care plan indicated staff were to assist him/her
{ with {urning and repositioning every two {2) hours

i

4

¥ 282

{
i

Social  Services  Dhrector,
Dietician, Quality of Life
Director, and Unit Managers.
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[ 282 Conlinued From page 4
I and offer the urinal every two (2) hours.

' 3. Racord review reveafed Unsampled Resident
i G was admitted by the facility on 09/20/08, with |
; diagnoses which included Neurogenic Bladder,

" Anxlety, Depression and Alzhsimer's Diseass,

i Review of the Annual MDS Assessment, dated
- 04/23/14, revealed the facility assessed )
f Unsampled Resident C to have a BIMS score of

. eight (8), which indicated the resident was
"interviewable. Continued review of the MDS

: revealed the facllily assessed Unsampled :
. Resident C to require extensive assistance of two .
L (2) staff with toileling, and to be frequently

: incontinent of bowel and bladder.

[ Review of Unsampled Resident C's
; Comprehensive Care Plan, dated 04/09/14, i
"revealed the resident was care planned for the
potential for skin breakdown related to decreased |
bed meblilly and a history of bowe! incontinence. g
Interventions inciuded turning and repositioning

, the resident every two (2} hours, assist of twa (2) |
- staff with bed mobility and assistance of two {2}

¢ staff with histher toileting needs.

i Interview with Unsampled Resident C on 06/11/14.
, al 8:26 AM, revealed staff did not check him/her |
“at night for incontinence. Even though the _
i resident's care plan indicated staff were to assist |
_ the resident with his/her toilleting needs and bed |
¢ mobility, and assist the resident to turn and :
: repositfon every two {2) hours, )

Interview with SRNA#T on 06/10/14 at 3:20 AM,
- tevealed night shift staff were to check residents
t during the walking rounds with the previous shift :
;at 11:.00 PM. SRMA#1 stated night shift staff i
“were then o check residents at 1:00 AM, 300

F 282 i'
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i AM and again at 5:00 AM. She stated however, if | |
staff were busy residents might have to wait to ba .
t checked on and assisted with turning and
, repositioning. i

; Interview with tha Director of Nursing, on 06/11/14 .
“at 2:41 PM, revealed she expected staff to

i petform rounds checking on residents every wo
. {2} hours day or night. She stated incontinent

i

{ incontinence with pravision of perineal care as |
needed, According to tha DON, if a resident had
| problems with bed mobi iity, these residents
should also be awakened and offered assistance |

i hours. The DON indicated staff should follow the 1
rosudenfs care plans, i

!ntemew with the Administrator, on 06/11/14 at
1510 PM, revealed her expectation was for staff to;

. {2} hours.
F 309 483.25 PROVIDE CARE/SERVICES FOR
58=0; HIGHEST WELL BEING

£ 3091

 Each resident must receive and the facility must |
. provide the necessary care and services {o atiain |
* or maintain the highest practicable physical,

: mental, and psychosocial well-being, in
“aceordance with the comprehensive assessment |
: and plan of care. :

i This REQUIREMENT Is not met as evidenced

by
* Based on abservation, interview and review of
: i

*residents should be woke up and checked for

o turn and reposition and io toilet every two (2) . i

¢ rrake rounds on each resident at least avery two i

x4y ! SUMMARY STATEMENT OF DEFICIENGIES i 3 PROVIDER'S PLAN OF CORRECTION o35
FREFIX . {EACH DEFICIENCY MUST BE PRECEDED BY Fuis PREFK {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) PoTAG CROSS-REFERENCED T THE APPROPRIATE DATE
: DEFICIENCY)
. . |
2821 Continued From page 5 k282,

7/22/;’f
F309

1. Resident #1 was assessed for °
pain  on  &/10/14  and ne
complaints of pain were voiced. |

2. A 100 percent review will be |
completed by 7/11/14 per the
unit managers for all residents
recelving  any  pm  pain,
medication to ensure that a pain
assessment way completed per!

FORM CMS-2567(02-083) Provious Versions Obsolete Event ID:NS8GHH
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' the facility's policy, it wes determined the facllity
; failed to ensure each resident received the ’
n@cessa:y care and services o attain or maintain s
* the highsst practicable physical, mental, and

. psvchosoclal well-being, in accordance wnh tha

‘comprehensive assessiment and plan of care for |

i one (1) of the three (3) sampled (Resident #1).

. The facility failed to ensure pain management :

' protocols were adhered fo for Resident #1.

The findings include:

1 Review of the facility's policy tiled, "Pain i
Management” dated December 2010, revealed
[ pain was a stressor and unrefieved it could cause
, both physical and psychologlcal strain. Policy i
"review revealed each resident identified bythe .
i facility with pain wouki have ongoing
_assessments, a monitoring sysmm and a specific
I plan of care to address the issues. Continued
: review revealed pain should be rated on a scale
“of O to 10 if possible, to determine the severity of |
¢ the pain, and pain meadication adniinistration :
E “would be determined based on the resident's i
! percepfion of the pain, per the pain scale. The |
; Policy revealed staff should utilize medications
" appropriate to the resident's current level of pain :
: and progress by increasing the dose of the drug
_uniit maximum benefit was oblained. Further

. was given and the results achieved from g iving
" the dose and the time resulls were noled. .

i

Record review revealed Resident #1 the faall ity

!

3. The SDC will in service ali
licensed  nurses by T2I/14
related to the facility’s pain
management policy.

4. Each unit menager will
complete an audit on three
random residents receiving prn
pain medication to ensure a

pain assessmenl was completed
with any pr pain medication !

given, daily Monday

thyu 1

Friday for two weeks then 5 a |
week for the next four weeks, :

then 2 a week for two weeks.
The ongoing process will be

discussed  in the

Quality !

Assurance committes meeting
monthly for three months, for s

recommendations  and

for ;

further follow up as indicated.
The members of the Quality !

Assurance comimittee include, |
but not limited to the Medical

Director, and Unit Managers.

i

! review reveated Tylenol to be recommended for ; Director, Administrator, |
. mild pain whereas Oxycodone was Direcior of Nursing. Assistant :
" reconimended for moderate pain. The Policy ) feator ot fursing, AsS .
: noted when a PRN {as needed) medication was : Ditector of Nursing, SDC,,
. administered documantation should inciude the i Social  Services  Director, !
Lomplamts or symptoms for which the medication : Dictician, Quality of Life]

(X431 10 E SUMMARY STATEMENT OF DEFICIENCIES ; in . FROVIDER'S FLAN OF CORRECTION i x8)
PREFIX | {EACH DEFICIENGY MUST BE PRECEDED BY FULL toprefix | {EACH CORRECTIVE ACTION SHOULD 8E | COMBLETION
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i DEFICIEMEY) )
! ; ; S M H S gt B
F 309 Continued From page 6 [ F 300 the facility poficy for any |
: requested pro pain medication.
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F 309 Contlrued From page 7 I £ 309,

‘ " admitted the resident on 06/02/14, with diagnoses ;
! which included Splenectomy after Peritonitis and ,'

; Gout. Record review revealed Resident #1 was a |

new admission with an Admission Minimum Data |
i Set (MDS) dated 06/09/14 in progress. :
- Conlinued review of the MDS In progress i
revealed the facility assessed Resident #1 to

¢ have an initial Brief Interview for Mental Status

. (BIViS} score of 13 out of 18, indicating he/sha

*wasg cognitively intact. Review of the admission

i Interdm Plan of Care revealed Resident #1 was
_care ptanned for alterations In comfort/pain,

! Further review of the Interim Plan of Care
: rovealed comfort measuras were to be provided
as ordered and the Physician was o be notifiad
“for a new onset of change in paln with the use of i

i the pain scale lo monitor,

| Review of Resident #1's Pl wsiclan's Orders daied j
1 06/02/14, reveated two (2) medications ordered
. for pain, Tylenol and Oxycadone,

; Observation of resident care on 06/16/14 at 4:30
~AM, revealed Resident #1 requested State i
' Registered Nursing Assistant {SRNA) #1 to

y inform his/her nurse hefshe was in pain,

" Continued observation at 4:35 AM rovealed

i Licensed Praclical Nurse (LPN) #1 administered

- twe (2) Tylenol 328 mg tablets to Resident #1

- without assessing {he resident for saverity,

: location or intensity of his/her pain.

! Interview with LPN #1 on 08/10/14 at 6:50 AM,
, Feveated the facility did have 4 pain assessment
! protocol. She stated pain was assessed for the
i tevel of pain prior to administration of pain
. medication, then one {1) hour after
" administration. She indicated she assessed
i Resident #1 at 11:00 PM, the beginning of her
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1 shift; however, did not assess Resident #1 prior

o administering the pain medications, LPN #1

! stated she should have assessed Resident #1 for

; pain prior to administering the pain medication,

“and indicated at the time of the inferview, she had |

i not assessed Resident #1 for the effectiveness of |
the pain madication, 5

; Interview with the Director of Nursing (DON) on
0611714 at 2:41 PM, revealad her expectation

i was for siaff to wlilize the pain assessment :
" protocol for administration of pain medications in -
i order to assess the type of pain, rating of pain,

; location of pain and effectiveness of the pain
“madication. The DON revealed LPN #1 should

' have assessed Resident #1 for pain prior o _
_ administration of a pain medication as per the i
fprotocol. Further interview revealed LPN #1

i should have completed a reassessment of

" Resident #1's pain approximately one {1} hour
| after administration of the pain medication to

" assess the effectiveness of the medication,

¢ irterview with the Administrator on 067/11/14 at
“ 510 PM, revealed her expectation was for siaff to i
i follow the facility’s policy. Further inferview
_revealed residents should be assessed for paln |
{ prior to the administration of a medication and
. approximately ane (1) hour after administration
* for effectiveness of the medications.
F 3156} 483.25(d) NO CATHETER, PREVENT UT!,
§5=D " RESTORE BLADDER
i

t

, Based on the resident's comprehensive

i assessment, the facility must ensure that a

- resident who enters the facility without an
“indwelling catheter is not cathelerized unless the
tresident’s cinfeal condition demonstrates that

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA (K23 MULTIPLE CONSTRUGTION (X23) DATE SURVEY
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FF 308! Continued From page 8 i F30g

i

F 315!

e ezl
L. A skin assessment was:

completed on  Resident #3,
Unsampled  Resident B, and!
Unsampled ~ Resident € on;
6/13/14  with no  negative
findings.
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! catheterization was necessary; and a resident i
. who is Incontinent of bladder receives appropriate |
treatment and services to prevent urinary tract

t infections and o restore as much normal bladder

: function as possible. :

This REQUIREMENT s not met as evidencad
f by:
~ Based on record review, interview and review of
! the faciiity's poiicies, it was determined the fam!nty i
, failed to ensure residents with or without 3
‘ catheter received the appropriate care and
j services (o prevent infections to the extent i
~possible for ope {1} of thwee (3) samplad :
residents {Resident #3} and two (2) of three (3) |
; unsampled residents (Unsaripled Resident 8 and:
Unsamp[ed Resident C). The facllity faifed o
i ensure staff checked each resident for j
“incontinence or foileting needs avery two (2}
i hours,

3

? The findings includs:

" Review of the facifity's policy tiled, "Disgosable
i Brief Program for Bowel and Bladder
Incontinence”, effective December 2010,
F revealed regular use of briefs was implemented
. when a resident did not respond to or meet
Veriteria for other confinence managemaen{
; programs. Continued policy review revealed
*residents ulilizing briefs would be checked at
least every two (2) hours and as needed for i
" incentinent episodes and removal and :
i  replacement of sofled briefs. Policy review
. revealed staff couid check residents durlng the
I right without awakening the resident. Further
; review revezled residents should however, be
Linformed that he/she would be checked during

o
185146 5. WING - a6/11/2014
NAME OF PROVIDER OR SUPPLIER | STREET ADDRESS, CITY, STATE, 2P CODE
200 GLENWAY ROAD
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F 315! Continued From page § F 315 2. All incontinent residents or

those with toileting needs have |
: the potential to be affected by
‘ the alleged deficient practice
' therefore  the facility will
implement  the  corrective |
1 actions and nonitoring
precedures outlined in #s 3 and |
4 below,

|

3. The SDC will educate all :
nursing staff’ on the procedure
of Q2 hour checks to agsist with |
* any needs, including toileting
and bed mobility by 7/21/14,
The facility will implement a :
! monitoring tool by 7/21/14 to |
ensurs all residents are checked
at least every 2 hours to ensure |
any needs are being  met
including hed mebility and °
toileting.  The tool will consist
of the nurse signing off with the
SRNA that the Q2 Lour cheeks |
were completed. The SDC will ;
complete an educafion session -
for all nwsing saaff by 7/21/14 1
for the implementation of the !
menitoring ool

4, The Unit Managers, Evcrzing’{
Shift RN Supervisor, Weckend|
RN Swupervisor, DON, ADON,i
‘ and/or  Restorative  Nurse;
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F 315 Continued From page 10 ( F 315, Supervisor  will - audit 10
- the night for episades of incontinence. in ; incontinent residents weekly to
“addition, the policy noted some residents might g ensure they are checked af least
i request to be awakened during the night to be ' every 2 hours for incontinence
r eminded to eliminate. or toileting needs for four |
Rewew of the facility's policy tiffed, *Care week_s’ ‘?‘e“ 5 weekly for two
* Plans-Comprehensive” with a revision date of weeks, and then 3 & week ,fm ]
: October 2010, revealed each resident's two  weeks. The ongeing |
" comprehensive care plan was designed to process will be discussed in the
: include incorporation of residenis expressed ) OQuality Assurance commities
wishes regarding care and treatment goals, and ! { meeting monthly for three :
: ald.m preveﬂtmg; or reducing declines in months, for recommendations .
. residents’ funclional status and/or functional . N N :
 lavels, { and for further follow up as ‘
) ; indicated, The members of the ¢
" 1. Review of Unsampled Resident B medical . (uality Assurance conuniftee ;
i record revealed the facility admitted the resident 5 iiclude, but not Iimited to the
;01 12113713, with diagnoses which included ' Madical Director, |
| Corebrovascutar Accident, Legai Blindness, | Administrator,  Director  of |
ARX!NY and Depression. Review of the : . \ g ) :
| Admission MDS, dated 12122/13, revealed the | Nuwsing, Assistant Director of
i facility assessed Unsampled Resident B (o have | Nursing, SDC, Social Services °
“a BIMS score of a 15 out of 15, indicating he/she Director, Dietician, Quality of |
[ was cognitively intact, Further review of the MDS | ; Life  Director, and Unit
. revealed the facility assessed Unsampled . ; Managers.
! Resident B to be occasionally incontinent of urine | :
. and to require oxtensive physical assist of two {2) ;
staff for toifeting. )
: Review of Unsampled Resident B's :
: Comprehensive Care Plan, dated 12/24/13,
revealed hefshe was care planned for the :
i potential for complications asseciated with ? ;
. iIncontinence of bowel andior bladder, Further
 review revealed staff were to assist with wrning .
f and repositioning avery two (2) hours, as well as,
. offer the urinal every two (2) hours. ;
. Interview, on 06/11/14 at 815 AM, with : i
Event i NS5G1E Facilty ID: 106074 If continuation sheet Page 11 of 24
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I Unsampled Resident B, revealed he/she did not
. wear an aduil brief and used a urinal. Unsamplad | ; ,
- Resident B siated staff did not come in every two 5 !

. {2) hours during the night to check himsher for

“incontinence or to offer the urinal. Further

| Interview revealed if staff came in every couple
hours at night {o assist him/her to find the urinal,

: he/she might have less frequent episodes of

. Incontinence.

i 2. Roview of Resident #3's medical record
revealed the facilily admitted the resident on ;
12017113, with a re-admission dete of 61/28/14, ,
i with diagnoses which included Spina Blfida{a 5
' pirth defect in which the spinal column does not ! i
! close all of the way), Paraplegla, Urinary : '
. Frequency, and history of Pressure Ulcers. : :
' Review of the Quarerly Minimum Data Set | E ,
: (MDS3), dated 04/27/14, revealad the facility ) ‘
" assessed Resident #3 o have a Brief Inferview
i for Mental Status (BIMS) score of 15 out of 15, ;
. Indieating the resident was cognitively intact, :
' Further review of the MDS revealed the facility |
; assessed Resident #3 {0 require physical assist
Cof two {2} staff for tofleting needs, intermitient
| winary cathelerizalion and to be occasionafly
- incontinent of urine and frequently incontinent of

! howet,

' Review of Resident #3's Comprehensive Care
i Plan, dated 02/11/14, revealed the resident had
~care plan for the risk for complications related to :
{ in and out catherization which was updated on i
. D4/30/14, to reflect staff assistance of one (1) ﬂ :
 with foileting needs. Continued review of the E- :
i Comprehens ive Care Plan revealed a cars plan
" for Activities of Dally Living (ADL) self care deficit |
| which indicated the resident was to be assisted i
. with bed mobifity by staff every fwo (2} hours. : X
Event IL: NSBGH Facility 113 100074 H continuation shest Page 12 of 24
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F 315= Continued From page 12

UInterview, on 06/10/14 at 12:10 Pha, with Remdent g
: #3 revealed when he/she was asleep hefshe had °
" no awarenass of urinating on himselffhersalf,
| Resident #3 ravealed heishe had requested staff
_to wake him/her up gvery two {2) hours
“throughout the day and night o check for
; incontinence. Continued interview revealed
~during the ntght shifl, +1:00 PM {o 7:00 AM,
i he/she "hardly ever” got "checked at night".
. Resident #3 stated staif usually did not raake
' rounds to check himfher for incontinence until
i between 5:00 AM and 6:00 AM on the night shift.

Pinterview, on 06/11/14 at 11:52 AM, with State
; Registered Nursing Assistant (SRNA) #4 revealed |
" Resident #3 had requested to her to be .

i awakenad and chacked for incontinence eveary

! {wo (2} hours during day and night hours. Further ;
interview revealed SRNA 4 did refay this reque‘tt

i to the SRNAs on other shifts,

' 3. Review of Unsampled Resident C's medical
: record revealed the facility admitted the resident
“on 09/20/08, with diagnoses which included {
! Neurogenic Bladder, Alzheimer's Disease, :
. Depression and Arxiety. Review of the Annual
' MDS Assessment, dated 04/23/14, revealed the |
; facility assessed Unsarpled Resident C to have
" a BIMS score of eight (8), indicating the resident
' was interviewable. Further review of the MDS
_revealed the faciity assessed Unsanplod
* Resident C to be frequently incontinent of howel
. and bladder, and to require exiensive assistof

iwo {2} staff with toileting.

H

i

: Rewew of Unsampled Resident C's
- Comprehensive Care Plan, dated 04/09/13
; revealed the resident lo be at rigk for skin
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F 315! Continued From page 13
| hreakdown related fo bowel inconfinence.
, Continued review of the care plan reveated
[ interventions included to turn and reposition the
: resident every two (2) hours with physical assist
" of two (2) staff. Further review revealed
: Unsampled Resident C was also care planned for ;
l assist of lwo (2 staff for his/her toileting needs,

i

i Inlerview, on 06/11/14 at 9:26 AM, with
“Unsampled Resident C revealsd the resident
[ wanted o be awakened duting the night 1o he
: checked for incontinence. Unsampled Resident
' C stated however, staff did not chock himiher for
lincontinance {hroughout the night, :

lnterwew on 06/10/14 at 3:20 AM, with State !
; Hegistered Nursing Assistant (SRNA) #1 revealed;;
" staff on night shift were to check residents upon
Parriving at 11:00 M by utllizing watking rounds |
. with the off going shift. SRNA #1 stated night X
! shift was also supposed to do rounds chacking
; residents at 1:00 AM, 3:00 AM and agaln at 5:00
- AM. GRNA#T rovealed her unit generally was
i staffed with two {2 nurses and two (2) SRNA's to |
care for the needs of forty (40) residents. SRNA |
' #1 stated the unit could use an additional SRNA
. on night shift in order to be able to spend mors
" time with the residents. Further interviaw
i revealed siaff made the designated rounds on !
residents; however, Is staff were busy the rounds |
| migh! be made late.

i

finterview, on 06/11/14 af 2:41 PR, with the

; Diractar of Nursing (DON) revealed her

" expectation was for staff to round on the

i residents every two (2) hours day or night, The -
. DON revealed at night incontinent residents i
! shouid be awakened and checked for .
i incontinence with perineal care provided as

oL SUMMARY STATEMENT OF DEFICIENGIES i3] PROVIDER'S PLAR OF CORRECTION {xgy
PREFIX {EACH DEFICIENCY MUSY BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE © COMPLETION
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$3=E ' SPREAD, LINENS

The facility must establish and maintain an

[ Infection Control Program designed to provide a
. safe, sanitary and comfortable environment and
" to help preven! the development and transmission®
- of disease and infection. :

r

i {a) Infection Control Program

" The facility must establish an infection Control
i Program under which i{ - _
{1} Investigates, controls, and prevents infections |
i in the facility,

{2} Decides what procedures, such as isolation,

i should be applied to an individual resident; and
. {3} Maintains a record of incidents and corrective
* actions related o infections. !

! {b) Preventing Spread of Infection

. {1} YWhen the Infection Controi Program

 determines that a resident needs isclation to

: prevent the spread of infection, the facility must

"izolate the resident.

i (2} The facility must prohibit employees with a

" communicable disease or infected skin lesions

i from direct contact with residents or their foed, if
direct contact will transmit the disease.

1 {3) The faciity must require staff to wash their

STATEMENT OF DEFICIENCIES {(¥1) PROVIDERISUPFLIER/CLIA {2 MULTIPLE CONSTRUGTION {43} DATE SLIRVEY
AND PLAN OF GORRECTION MENTIFICATION NUMBER: A GUILDING COMPLETED
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F 318 Continued From page 14 E 315]
headed, Further interview revealad should a
'resident have bed mobility issues the resident
: should be awakened every two (2) hours and .
" offered assistance with bed mohility and toileling, |
Interview, on 08/11/14 at 5:10 PM, with the
¢ Administrator revealed her expectalion was for :
staff to make rounds on each resident at least Edd| :
“every lwo (2) hours on all shifts, o ) .
F 441, 483.65 INFECTION CONTROL, PREVENT F 441, 1. Resident #1 and Resident #2 ?7/22/;%

was assessed on 6/11/14 by the !
’ unit manager for any clinical |
signs of infection. Unsampled
Resident A’s medical record
was reviewed on 6/11/14 to see |
if there were any indication of |
possible infection. No adverse
signs were noted, ’

2. All residents have the
potential to be affected by the |
‘ alleged  deficient  practice;
therefore the facility will :
implement  the  corrective
actions and  monitoring
; procedures outlined i #'s 3 and ;
5 4 below. ,

3. The SDC, Weekend RN
Supervisor,  Hvening RN,
Supervisor, and ADON started’
in servicing on 6/12/14 to ail;
nursing staff on the facility’s.
policy titled “Infection Control”:
in regards to hand washing andi
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' hand washing Is indicated by accepled
: professional practice.

i (c) Linens

. Personnel must handle, store, process and
transpart finens so as to prevent e spread of
infection,

1

| This REQUIREMENT s not met as evidenced
. by

! Based on observation, interview and review of
: the faciity's policies and guidelines, it was

" determined the facility failed to maintain an

{ to help prevent the development and

i care provided for Resident #1, Resident #2 and
" Unsampled Resident A revealed staff did not

i wagh or sanitize their hands as per the facility's
" policies and guidslines during the provision of

~dropped Resident #1's medication, found the

. bare hands and administered the medication to
| the resident.

The findings include:

: hands after each direct resident contact for which |

! infection Control Program designed to provide a
. safe, sanitary and comfortable environment and

transmission of disease and infection for two (2)

- of three (3) sampled residents (Residents #1 and
{ #2) and one (1) of three (3} unsampled residents -
“{Unsampled Resident A). Observation of resident

i care, Additionally, observation revealed a nurse

I medication on the resident's bed, picked it up with

! Review of the facility's poiicy tidad, "Policies and %
; Practices-Infection Controf”, revised August 2012, ;
‘ revealad the facility's infoction controf policies and:
; practices ware infended o facilitate maintaining a |
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E 441 | Continued From page 15 5 medication administration. The |

in servicing is ongoing and will
be completed by 7/21/14. Any
nursing  staff that dogs not
receive  the  education by
7721704 will not permitted to
work until completed.  The
SDC, Weekend RN Supervisor,
Evening shift RN Suparvisor,
ADON, and DON  started

completing competencies for :
hand washing and incontinence |
care on 6/12/14 for all musing
! staff and will be completed by |

TI2Y/14,

{ 4,
observe 10 pcecurrences of hand

washing and incontinence care :
weekly for four weeks, to

ensure the appropriate

procedure is being followed per -
the facility’s policy. Then each
it manager will observe 5 ¢
oceurrences of hand washing

and incontinence care per week

a week for 4 weeks,

| ohserve 4 nurses

Fach wapit manager will

for 2 weeks, then 2 ocowrrences |

The DON and/or ADON will !
during !}
medication pass weekly for f%;
weeks, fo ensure appropriate
procedure is being followed per |
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F 441" Continued From page 18 the facility’s policy. Then 2

: safe, sanitary and comfortable environment and
: {0 help pravent and manage fransmission of

. diseases and infection. Continued policy review
i revealed the objectives of the infection control

. Investigate, and condrol infections In the faciiity,
¢ Further review of the abjectives revealed thay
included to maintain a safe, sanitary and

I Review of the facility's poficy litled,
"Handwashing" eflactive December 2010,

i revealed staff and residents should wash their

" hands as necessary to pravent the spread of

c infections or germs. Continued policy review

i revealed staff should wash thelr hands before
and after caring for each resident to lnclude

¢ handling anything the resident had touched.

" Furiher review revealed staff should wash their

i hands aceording to policy and procedure

i guidelines,

i

i Raview of the facility's Hand Hygiene Guidelines,

‘posted in the staff bathrooms, revealed hands

. should be free of potential pathogens when .

i providing hands-on resident care. Review of the

- Guidelines revealed washing with waler was

. reguired when hands were dirly or contaminated

Ewith blood or body fluids. Continued review
ravealed alcohol hand rubs were belter than

i washing wher hands were frae of biood or body

' flulds and could be used on the move without

. sinks o fowsls. Tha Guidelines noted

i handwashing andfor application of alcoho! hand

" rub was {o be completed before and after glove

; removal. Furthar review revealed gloves should

: always be removed afler resident contact or :
between “dirly” and "clean” body site-care on the |

§
" policies and practices included to prevent, delect, |

1 camfortable envirorment for personnel, residents, :
" vistlors, and the general public, ;

nurses during medication pass |
will be observed weekly for 2
weeks, then 1 nurse during |
medication pass & week for 4 ;
weeks. The ongoing process :
wili be discussed in the Quality
Assurance committee meeting !
‘ monthly for three months, for |
recommendations and  for
further follow up as indicated. :
The members of the Quality |
Assurance committes include, :
but not limited to the Medical |
Director, Administrator,
Trirector of Nursing, Assistant
Divector of Nusing, SDC,
Social Services  Drector, !
. Dietician, Quality of Life
] Director, and Unit Managers, °

F 44t
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! same resident.

1. Observation of perineal care provided to
Resident #1, on 08M0/14 at 4:30 AM, revesled
; Slate Registered Nursing Assistant (SRNA) #1
“and SRNA #2 did not wash their hands or utiliz
i alcohol hand rub whern entering the residents

_ foom o provide care, Ohservation revealed

54

moving from “dirty” and “clean” body site-areas;

withatt removing her gloves and washing or
sarnitizing her hands. Continued ohservation
revealed SRMA#1 then cleaned the bedpan and
replaced the badpan in Resident #1's cabinet
 touching multiple surfaces aiso without removing
“her gloves, washing her hands and donning clean °

| gloves between tasks. Further observation f
- revealted SRNA #1 washed her hands after

* completing Resident #1°s care ulilizing her
potentially contaminated hands {o turn the handle
_of the faucet on, and after washing her hands, :
{ SRNA#1 then turned the faucet off with her bare
hands. i addition, observation revealed SRNA
~ #2 did not wash his hands prior to exiting

¢ Resident #1's room,

i

' 2. Observation of perineal care given to Resident
[ #2, on B6/10/14 at 5:13 AM, revealed SRNA#1 |
_and SRNA#2 did not wash thelr hands when

i entering the resident's room o provide care.

. Observation revealed SRNA #1 and SRNA#2 )
" donned gioves and provided the perinea! care for |
i the resident, Continued observation revealed
- SRNA#1 removed her solled gloves, and without
t washing her hands, donned clean gioves. SRNA |
| #1 was observed to assist Resident #2 to dress,

' then assisted the resident into a wheet chair and
t brushed the resident’s hair. QObservation revealed!

* SRNA #1: donned gloves; provided perineal care |

and adjusted Resident #1's bed linen and clothing |
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F 441 ; Continued From page 18 N 44Ti

 SRNA#1 then remaved her glaves and without |

j washing or sanitizing her hands, donned clean ! i
gloves to assist Resident #2 o brush his/her :

denlures touching muitiple surfaces in Resident

- #2's room without removing her glovas, washing

her hands and donning clean gloves. Further

observation revealed SRNA #1 removed her .

. gloves and washed her hands upon exiting : :

' Resident #2's room again turning the sink faucet '

an with her petentially confaminated hands,

washing her hands and touching the faucet to

L the wader off. Additionally, SRNA# 2

: ramoved his gloves and left the room without

washing his hands.

3. Observation of care provided for Unsampled |
Resident A, on 06/10/14 at 5:01 AM, revealed .
_staff were assisting the resident up to the !
i bathroom. Observation revealed SRNA #1 : .
‘removed her gloves, bagged soiled flems, took !
the bag of soiled items to the sofed ulility room. | .
Continued observation revealed SRNA#1 then
i went into the bathroom of resident room 112 '
“{vacant}, then fo the nurse's stalion and returned
; lo Unsampled Resident A's room without washing ;
" or sanitizing her hands,

 Interview with SRNA #1 on 081014 at 7:12 AM,
_revealed she should have washed her hands or |
i used alcohol hand gel before and after resident i
“care. SRNA #1 stafed she should have washed | :
her hands or used alcohol hand gel when
changmg gloves and when maoving from a “girty"
. to "clean” area when providing perineal care.
‘ Continﬁed interview revealed the facility bad i
. provided hand hygiene education to her, and she
i should have washed her hands to decrease the |
risk of spreading infections. ‘

3
H
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F 441 Continued From page 19 . Faati
"interview with SRNA#2 on 068/10/14 at 7:49 AM,
; revealed hand hygiene should be performed i
before and after resident care and when moving |
ffrom a "ditty” or contaminated area o a "clean” |
_area when providing resident care, SRNA#2 !
! revealed hands should be washed or sanitized
, anytime gloves were renvoved or changed, and
" hand hygiene shouid be wilized for infection
i control purposes.

{ Interview with the Diractor of Nursing (DONjon i

UBfH14 at 241 PM, revealed the Infootion E )

" Control Nurse was on vacation and she was ;

i covering for all infection control issues. The DON i

" revealed staff should wash their hands oruse |

! alcohol hand sanitizer gel prior to donning gloves

. for provision of resident care. The DON stated i

 staff should remove their gloves and wash their | z

; hands after providing resident care and prior to i

" proviston of to another resldent, Continued : {

| interview revealed hands should be washed ar |

_ sanfiized when moving from a soiled or "dirty" | f

t area to a “clean” ares during the provision of care :
dnc} gloves changed, : :

4 Review of the facllity's policy, titled "Medscatsan i
" Adminigtration” dated December 2012, revealed ;
i hands were lo be washed with soap and water ¢
" and gloves applied prior to handling tablels, ;
Chservalion of a medication administration on
1 G610/14 at 4:35 AM, revealed Licensed Pfdmrcat
. Nurse (LPN} #1 dropped Resident #1's :
! medication tablet en his/her bed. Continued f
. ohservation revealad LPN #1 searched Resident
{#1's bad linen for the tablet, found and picked the |
 tablet up with her bare hands, placed the tablet [
" back into the medication administration cup and :
! administered the tablel to the resident. {
Eveni il NS5QH Faoility 10: 100074 if cordinuation sheet Page 20 of 24
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F 441 E Conlinued From page 20
Contmued intorview with the Direclor of Nursing

i nursing staff should dispose of medications which |
Cwere dropped and obtain another dose of the

- medication to administer to the resident. The

: DON stated staff should not fouch medications
_with their bare hands, nor should they administer .
{ the medication after it had been dropped due to
; the risk of cross contamination and infection I
“control issuss. Continued interview revesied ;
Fstaff should ulilize the facility's infection controf |
. policies lo decrease the risk of crogs :
“contamination and iransmission of infection fo
: other residents. Further interview revealed she
- was nat aware staff were not consistently utilizing !
- the infection control guidefines, In addition, the
§ DON stated the facilily had not identified any
| Infeciion control issues,

i Interview wilh the Administrator on 86/11/14 at
510 PM, revealed staff should wash their hands
! or use hand sanillzer prior to and after resident
; care and anviime gloves were removed or
" changed. The Administrator revealed nursing
! staff should dispose of medications which had
. heen dropped. Further interview revealed the
" facility staff should consistently utilize the
i infection controf guidelines and policies to ensure |
- a clean and sanitary environment, :
F 5141 483.75(1(1) RES
§$=0j RECORDS-COMPLETE/ACCURATE/ACCESSIB
 LE

a

; The facility must maintain clinicat records on each

‘resident In accordanca with acceptad pmfessuonai
i slandards and practices that are complele;
_accurately decumented; readily accessible; and i

p

"(DON) on 06/11/14 at 2:41 PM, revealed licensad

Fad1!

F514 *:7/22 }“’1‘

1. On 6/12/14, Resident #1's
medical record was corrected to -
reflect the accurate order. No !
adverse was nofed related to the |
diserepancy on the physician’s |
order because the MAR was:'
wanseribed correctly per the !
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E 514:5 Continued From page 21 ; F 514 discharge  summary  dated
§ ' systematically organized. § i 6/2/44, i
The clinical record must contain sufficient 2 ‘;AH mide’!{ts have fhe |
"information fo identify the resident; a record of zhe; i potential to be allected by the
i resident’s assessments; the plan of care and ' alleged  deficient  practice;
. sarvices provided; the resulls of any therefore  the facility wili
" preadmission screening conducted by the State; ‘ implement  the  comective
i and progress notes, . -
i actions and moritoring
! ; procedures ovilined in #'s 3 and
i 4 below.,
This REQUIREMENT is not met as evidenced 1 3. Fach mit manager will
i by: . i review all admits and readmits |
‘Fa?ed‘fn mterview, record revie_w and revéayg of for the time period of 4/1/14
. the faci sty‘s‘peli‘cy, it was d?te‘m‘amed the faq;lﬁy : e 630714 fo  ensure |
i faited to maintain residents’ clinical records in { i e tg f bveician |
. which were complete and aceurately documented | teanscription  of - physician |
“for one (1) of the three (3) sampled residents . orders, medication ;
i (Resident #1). ! ; administration  reeord,  and |
_ N i ; treatment administration record
sgeﬁxdgnt #1's F‘»’hysu:r}an’s Admission Medication : are accurate per the discharge |
i Orders were incorrectly ar‘-:c} inaccuralely : summaries.  The SDC will
transcribed to the resident’s Medication i - o 211 3
I Admministration Record (MAR). : initiate an in service on /7714,
: to Dbe complete by 7/21/14 -
" The findings include: i related to complete and accurate |
P ] : medical records to  include ;
:??wew;)f ghff’i facility's ?OffGwaﬂld, "Heaith{ o ! transcribing  physician  orders, |
o crmation anggernent effective March 2013, | medication administeation
: revealed alf medical records should be : o ; . i
 maintained in a systematic order. ' record, and Greatiment !
administration record per the !
Inie;rwew with the Direclor of Nursing (DONyony discharge summaries.
| 06/11/14 at 1:32 PM, revealed the facility did not ,
" have a polley specific for ensuring complete and | The carrent 24 hour audit will”
; accurate medical records. ; : be changed to inciude the DON,
: , ADON, or Restorative Nurse:
| Record review revealed Resident #1 was i : ' ‘
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F 514 Continued From page 22
. admittad by the facility on 06:02/14, with
~ diagnoses which included Spleneciomy after
¢ Peritonitis, Hyperiension, Gout,
, Gastroesophageal Reffux Disease and Coronary
" Artery Disease. Review of Resident #1's
f Admisston Minimum Dala Set (MDS) datad
- 06/09/14, revealed it was In progress. Continued
review of the MDS Assessment revealed the
tacHity assessed Resident #1 to have an inilial
; Briaf Inderview for Mental Status (BIMS) score of
thirteen (13} out of fifteen (15), indicating he/she
fwas cognitively infact, Review of the Interim Plan
; of Care developed on Resident #1's admission,
“revealed the resident was care planned for
! alteration in comfort/pain. Conbinued review of
: the alteration in comfort/pain cars plan revealed
comfort measures were to be implemented as

i onset or change in pain,

' Roview of Resident #1's acute care hospitai
¢ Discharge Summary medication list daied

" Admission Medication Orders, revealed

t Acetaminophen (a pain refiever) 650 milligrams
; (mg) was lo be given by mouth every four {4)
“hours PRN {as needad) for pain or fever.

: However, review of the facility's Physician's

- Admission Medication orders dated 06/02/14 for
" Resident #1, revealed the order for the

! Acetaminophen 650 mg was transcribed to be

; given every four (4) hours for pain or faver with
_ho documented evidence of the PRN.

- Review of Resldant #1's MAR for June 2014,

' revealed the order for the resident's

! Acetaminophen 680 milligrams was to be given
« by mouth every four (4) hours for pain of faver
“and transcribed to include the PRN,

i
" ordered with the Physician lo be notified for a new|
[

H
H

i

; 06/02/14, vlilized by the facility as the Physician's ;

4. The DON, ADON, Unit
Managers, and RN Supervisors
will audit ail admissions and
readmissions for one month
related
admissions
month,
admissions
{ for 4 weeks, and then coatinue i
i with 235% of admissions and ;
readmissions for 4 wecks, The

process  will  be
in the Quality

Assutance cominittee meeting
monthly for three months, for !
recommendations  and  for ;
further follow up as indicated. ;

The members of the Quality ;

Assurance commitiee include, |

but not limited to the Medical |

: Direetor, .
Director of Nursing, Assistant
of Nursing, SDC,!
Services  Divector,
Quality of Lile!

Dvivector, and Unit Managers.

Diirector
Sacial
Dietician,

Supervisor to review and co-
sign cach audit completed by
the unit manages,

then 50% of all !

angeing
dizscussed

the variance of |
from month to

and  readmissions

Administrator,
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F 614 Continued From page 23
. iInterview with Unit Manager #5 on 06/41/14 at -
12:02 PM, revealed the transcription process for
i Physiclan's Grders sheuld be correct and
caccurate. Unil Manager #5 indicated Resident
" Acetaminophan should have been
t ranscribed correctly on the Physician's Orders
cand MARs, Further interview revealed she
“conducted a twenty-four (243 hour audit ta check
i for accuracy of franscription of Physician's
, Orders.

{ Interview with the DON on 06/11/14 at 2:41 PM,
. revealad the Physician's Orders should be
*franseoribed correclly from the Discharge

: Summary onte the Physician Orders, and
_Indicated this should have occurred for Resident
{#1's Acetaminophen order, Continued interview
. revealed the facility's back up process 1o ensure i
correct and accurate transcription was having the
Unit Manager do a tweniy-four (24) howr check |
 for accuracy of new orders transcribed. Further
Cinterview revealed Resident #1's MAR was

: correct per the hospital Discharge Sumimary
_medication list. ;

i

i
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