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tray. 2. The Director of Nursing Services

-There had not been a nurse or a medication aide (DNS}) or designee will in-service all
in that room. nurses and med aides on self
*Resident 23 had unidentified medications in a administration of medication policy to
med cup sitting on her breakfast room tray. There include: a complete and accurate

also had been a Spiriva (used for COPD) inhaler assessment and obtaining a physician
sitting on that breakfast tray. order prior to self administration by

-There had not been a nurse or a medication aide March 21,2015.

in that room.

'3. The DNS or designee will andit 10
Review of the medical records revealed: instances of pill pass and correlating
*Resident 11 had been evaluated for medication charts to ensure that proper pill pass
self-administration on 1/26/15. procedure is taking place and if the
-She had been determined "unable to safely resident is able to self administer that the
self-administer medications.” appropriate assessment is complete
*Resident 23 had been evaluated for medication weekly for 4 weeks and then monthly
seif-administration on 1/26/15. thereafier. Results of audits will be
-She had been determined "unable to safely presented by DNS or designee for
self-administer medications.” discussion at monthly QAPI meeting for

further review and Tecommendations
Review of the Admission Clinical Health Status ang{;)r continuation/discontinuation of

andit,

assessment revealed:

*The 1/22/15 assessment for resident 23
revealed no answer documented if the resident
requested to self-administer medications.

*The 1/23/15 assessment for resident 11 ';x( coﬁ“ﬂb\m ’i\’f Om paqﬂ i 5-}&’ i)
revealed the resident had not requested to /
self-administer medications. | Q%E%gé{g% ?;\H Y%%g]%\%%%
g | ASNR i _
ki 0 %E&p m.mmﬁ%
§:1%b:?nwe:2\?gact|:él_ng initial tour on 2/10/15 at \N&& ANA (}J\ W u,
“Resident 26 had unidentified medications in a m q Pm (. &S\ “_‘;- : i@
Eupg\fi’:jh _\gha;t ﬁlppeared to be applesauce in it on W &d?lﬁ’ {d Wl Y \%@’m
er bedside table. i \
employee was within sight of the resident's room. M%J . @ !;Wi@ﬁg%l!m?

*No nurse, medication aide, or any other
i
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*The resident was awake and in bed at that time.

Review of the resident's Medication
Self-Administration Assessment dated 1/20/15
revealed she had been determined to be "unable
to safely self-administer medications."

3. Observation on 2/17/15 at 2:30 p.m. of resident
156 revealed she had a bottle of Refresh tears
{eye drops) on her bedside table in her réom. No
nurse, medication aide, or any other employee
was within sight of her room.

Review of resident 15's Medication
Self-Administration Assessment dated 12/13/14
revealed:

*She had been determined to be "unable to safely
self-administer medications.”

*She was "unabie to correctly administer eye
drops according to proper procedure.”

Interview on 2/18/15 at 8:15 a.m. with licensed
practical nurse D revealed staff gave all residents
their medications, and "no one's allowed to have
meds (medications) in room."

Surveyor: 32572

4. Review of the provider's November 2011
revised Self Administration of Medications policy
revealed "For those residents who
self-administer, the interdisciplinary team verifies
the resident’s ability to self-administer
medications by means of a skill assessment
conducted on an ongoing basis or when there is a
significant change in condition."

Interview on 2/11/15 at 8:50 a.m. with the director
of nursing confirmed he wouid have expected the
medication self-administration assessment
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tohave reflected the resident's ability to
self-administer medications if medications had
been left at the bedside.
F 221| 483.13(2) RIGHT TO BE FREE FROM F 221
55=D | PHYSICAL RESTRAINTS
F 221
The resident has the right to be free from any
physical restraints imposed for purposes of
discipline or convenience, and not required to
treaf the resident's medical symptoms.

1. Resident #22 has an assessment,
consent, order, and care plan for seat belt,
Resident is also having scat belt removed
with activity and at meals. Residents
residing in the facility who utilize a

This REQUIREMENT is not met as evidenced restraint will have an assessment, consent

]

by:
Surveyor: 20031

Surveyor: 26632

Based on observation, interview, record review,

order and care plan.

2. DNS or designee will in-service ali
staff on restraints, proper assessment of
restraints, and care planning restraints by

Skils

and policy review, the provider failed to ensure an March 21,2015.

assessment, physician's order, and care planning
had been completed prior to the inifial use of a
wheelchair seatbelt for one of one sampled
resident (22). Findings include:

3. The DNS or designee will audit all
current restraints monthly for 3 months
and new restraints upon initiation for
appropriate assessment, order, and care
plan. Results of andits will be presented
by DNS or designee for discussion at the
monthly QAPI for further review and
recommendations and/or
continuation/discontipuation of audits

1. Observation on 2/10/15 from 10:30 a.m.
through 12:30 p.m. of resident 22 revealed:

*She had a wheelchair seatbelt on.

*She was seated in her wheelchair at the second
floor nurses station.

*She was taken into the second floor small dining
rocm at 11:30 a.m. for the noon meal.

*She required assistance with eating.

*Her wheelchair seatbelt was not released while
she was eating.

4. March 21, 2015

Surveyor; 20031
Observation on 2/11/15 at 5:20 p.m. revealed
resident 22 sat in her wheelchair outside of the
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small dining room on the second floor. She had a
secured seat belt around her waist. When
questioned if she was aware she had a seat belt
on she stated "No. | don't know what this thing is."
She attempted and was unable to release the
clasp at that time.

Surveyor: 26632

Review of resident 22's medical record revealed:
*She had diagnoses that included dementia
(memory problems), anxiety, and depression.
*Her 10/14/14 brief interview for memory ([BIMS]
a memory test score) revealed a score of 3
(severely impaired memory).

*Her 1/8/15 BIMS revealed a score of "99"
(unable to complete the interview).

*Staff interview for the 1/8/15 BIMS revealed she
had short and long-term memory problems, and
her daily decision making skills were moderately
impaired.

*An 11/12/14 nurse's note revealed resident 22's
daughter was confacted regarding the use of the
wheelchair seatbelt due to frequent falls. The
daughter was in agreement with the plan.

*An 11/12/14 care plan note "Self-releasing
seatbelt when in WC (wheelchair). Resident able
to remove™ was noted under interventions for the
risk of falls.

*A physician's order was obtained on 1/21/15 for
the use of the wheelchair seatbelt.

*A restraint/positioning device assessment was
completed on 1/29/15.

Interview on 2/18/15 at 3:00 p.m. with registered
nurse/resident care coordinator A agreed;

*The physician's order and assessment had not
been completed until after the wheelchair seatbelt
had been applied for resident 22.

*The comprehensive care plan for the use of the

F 221
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wheelchair seatbelt had not included a goal to
reduce the restraint nor how often to release the 1. Resident #11 has a care plan that 3} 2 " (<
seatbelt. addresses her catheter and bowel
incontinence. Resident #11 does not
Review of the provider's reviewed 1/26/15 currently have C-diff. Resident #11 also
Restraint Devices, Physical policy revealed: has a new Clinical Health Assessment
*Assess the resident's need for restraint device completed. The CNA care sheets have
use. been updated to include her mode of
*Obtain informed cansent for restraint device use. transfer. Resident #13 has a care plan that
*Obtain physician's order for restraint device. addresses his urinary incontinence. The
*Develop or review resident’s care plan for type of CNA care sheets has been updated to
restraint device, reason for use, alternate seflect this information. Resident #9 has 3
methods to be used and method of application. care plan that contains an updated
*List medical symptoms to be treated and toileting plan and interventions for if
methods to reduce or eliminate the restraint resident is playing or eating his feces.
device. Residents who triggered for low nisk
F 241 | 483.15(a)} DIGNITY AND RESPECT OF F 241
$5=G | INDIVIDUALITY

The facility must promote care for residents in a
manner and in an environment that maintains or
enhances each resident's dignity and respect in

full recognition of his or her individuality.

This REQUIREMENT is not met as evidenced
by:

Surveyor: 26632

Surveyor: 32572

Based on cbservation, interview, record review,
and admission packet review, the provider failed
to ensure residents’ self-esteem and dignity had
been maintained with bowel (stool) and bladder
incontinence {loss of controi) for 3 of 12 sampled
residents (9, 11, and 13). Findings include:

1. Interview on 2/10/15 at 8:30 a.m. revealed

FORM CMS-2567(02-99) Previcus Versions Obsolete

incontinence at the time of the survey W:]Jll
have their incontinence care plan revised.

="

5 DNS or designee will educate all staf
on digpity of residents and specifically gn
resident incontinence by March 21, 201

L=

3. DNS or designee will audit 10 care
plans for accuraiencss in regards to
resident's individual incontinence peeds
weekly for 4 weeks and then mogthly
thereafier. Resident Care Coordinator
(RCC) or designee will update CNA care
sheets at start up for any c}%aniges with
resident incontinence or toﬂetmg'
programs. DNS and RCC or designee

review and recommendations and

continuation/discontinuation o_f{audits

A S0 DA 1. PRI

F.
4. March'21, 2015

will present findings at monthly QAPI for
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_| Review of the 1/30/15 Minimum Data Set (MDS)

Continued From page 6

resident 11 had not been able to use the
bathroom due to needing a mechanical lift for
transfers. She stated the staff were physically
unable to manage a lift into the bathroom. She
also stated she used her incontinent pads as the
bathroom. She had been directed to do so by the
CNA (certified nursing assistant) staff. She also
stated she did not routinely use the bedpan when
in bed. She stated she had used a bathroom prior
to her admission.

Surveyor.22632

Observation on 2/10/15 at 4:45 p.m. revealed
CNAs R, T, and U began to provide personal care
for resident 11. Before the care started resident
11 stated she was feeling chilled and
uncomfortable due to being wet. During the
observation of personal care it was noted that a
bath towel had been placed around resident 11's
supra-pubic catheter (tube through opening in
stomach into bladder fo drain urine).

That bath towel when removed by CNA U was
noted to have been soaked with urine. Resident
11's abdominal skin was also noted to be red.
After resident 11 had been placed in bed and
personal care given she had been given a supper
tray as getting her out of bed again would have
caused her more discomfort.

Surveyor:32572

assessment revealed the BIMS (testing of
thought processes) score of 15. That score
indicated she had intact thought processes or
capable of thinking and making her own
decisions.

Review of the 2/4/15 bowel assessment revealed:
*She had been incontinent of bowel with
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abdominal cramping/discomfort/bloating and
diarrhea."

*She had been able to "recognize appropriate
time/place to defecate [bowel movement]."

*Staff were to "provide scheduled incontinent care
and comfort."

Review of the 2/4/15 bladder assessment
revealed:

*She had a supra-pubic (SP) catheter.

*She had "persistent overflow incontinence
[unable to totally empty the bladder], symptomatic
[having symptoms] infections and/or renal
[kidney] dysfunction [not properly functioningl.”
*She had been able to "make her needs known."
*She was "not appropriate for toileting or
retraining program at this time."

Review of the 1/22/15 through 2/11/15 nursing
progress notes revealed:

*The resident had a SP catheter that leaked
urine.

-"Towels had been placed around the catheter to
absorb the leakage.”

*The resident had been continent and incontinent
of bowels.

*The resident had a "C Diff [clostridium difficile]
infection.” That infection of the bowel causes
diarrhea.

Review of the 1/26/15 revised comprehensive
care plan for resident 11's urinary incontinence
revealed:

*She used pad/briefs.

*She used an indwelling SP catheter.

*The care plan did not indicate her catheter
leaked and what cares would have needed to be
done for that leaking.

There had been no care plan for bowel
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incontinence or the C-Diff infection.

Review of resident 11’s 1/23/15 through 2/11/15
Bowel and Bladder Detail Report revealed:
*The resident had been incontinent of urine
twenty-gight times,

-That had been due io the catheter leaking.
-She had not been continent at any time.

*The resident had been incontinent of bowel
eighteen times.

Review of the provider's 1/23/15 assessments for
resident 11 revealed:

*The Braden Scale for Predicting Pressure Sore
Risk had been 15 which indicated high risk.

-The moisture section had been coded as often
moist.

--"Skin is often, but not always moist. Linen must
be changed at least once a shift."

“The urinary incontinence section revealed she
had been "frequently incontinent.”

*The appliance/programs section indicated:

-No documentation of history of catheter use
within the last forty-eight hours. That section had
been left blank when she did in fact have a
catheter.

-The liner/briefs used line had been checked.

Review of the provider's revised 2/4/15 CNA
Report Sheet revealed resident 11 had been:
*Transferred with assistance of two staff
members.

-There was no indication a mechanical lift was
needed for transfers.

*She had a SP catheter.

*She was {o use the bedpan for toileting needs.
*She had been on C Diff precautions (special
handling needed when providing care).
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2. Random cbservation on 2/10/15 from 8:30
a.m. through 11:00 a.m. revealed resident 13
sitting in & wheelchair in his room beside his bed.
The front of his pants had been wet and
remained wet during that fime frame.

Review of the 2/9/15 Readmission Clinical Health
Status assessment revealed:

*He had been occasionally incontinent.

*Under the section appliances/programs the only
item checked had been "liners/briefs used."

-It did not indicate if he had been on a scheduled
or bladder retraining program, or if he used the
toilet or commode.

*The Braden Scale for Predicting Pressure Sore
Risk indicated he had been at high risk with a
score of 18.

-Under the section moisture it indicated he had
been "occasionally moist."

-"Skin is occasionally moist, requiring an extra
linen change approximately once a day."

Review of the 11/13/14 MDS assessment
revealed a BIMS score of 14. That score
indicated an intact thought process.

Review of the 2/17/15 revised comprehensive
care plan indicated he had been incontinent of
bowel and bladder.

*The goals listed indicated:

-l will improve my current level of frequently
incontinent bladder by next quarter.”

="l will improve my current level of bowel
continence through next review."

--Hand written under under that statement was
"currently frequently incontinent.”

*The interventions were to:

-"Monitor and report changes in ability to toilet or
continence status to |DT [interdisciplinary team].”
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-"Use of briefs for incontinence protection.”
-"Provide pericare [personal care to the bottorn]
with each incontinent episode.™

There had been no documentation the resident
was or had been on a scheduled or toileting
retraining program.

Review of the provider's 2/4/15 revised CNA
Report Sheet revealed the following areas had
not been addressed:;

*If he was incontinent of bowel and/or bladder.
*How he was to have been transferred from one
position to another.

3. Review of resident 9's medical record revealed
he had a history of eating feces (stool). That had
been added to his behavior care plan on
11/13/14. In reviewing the care plan for
incontinence of bowel and bladder revealed:
*Offer toileting often.”

*'Continue to reeducate on use of call light.”

Review of his most current 2/2/15 MDS
assessment revealed a BIMS score of 9. That
score indicated moderate thought process
impairment.

Review of the 8/15/14 bowel assessment
revealed:

*He had "proionged straining during defecation
Ihaving a bowel movement]."

*He had "conditions associated with chronic
diarrhea or constipation.”

*The resident had been "able to feel the urge
sensation for bowel movement."

Review of the 8/15/14 bladder assessment
revealed:
*He had "leakage on way fo the bathroom."
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*He had "urgency-unable to suppress [stop].”
*He had "daytime frequency and night time
bedwetfing.”

*The summary section stated "staff anticipate
most needs.”

Review of the 1/14/15 through 2/11/15 nursing
progress notes revealed entries stating:

*The "needs [are] anticipated by staff" six times.
*The "rsd [resident] was always incontinent of
bowel and bladder” five times.

*The "rsd needed extensive assistance with
toileting”

*On 2/11/15 at 1:04 p.m. the nursing progress
note stated the "resident was found with his
hands full of BM [bowel movement]."

Review of fall records revealed he had fallen:

*On 6/17/14 at 7:47 p.m. At that time he had been
incontinent. His last toileting had occurred at 4:45
p.m. The recommendation had been to "toilet him
immediately following meals."

*On 11/15/14 at 4:03 p.m. At that time he had
been incontinent.

-The summary of activities during the three hours
prior to the fai! stated he had been resting in bed
and had been up fifteen minutes.

-The recommendations stated "Resident needs to
lay down between lunch and dinner."

*On 2/1/15 at 1:42 p.m. The report did not
indicate if the resident had been continent or
incontinent.

-The recommendation was to apply a seat belt
alarm.

Review of the 8/25/14 revised care plan revealed:
*The at risk for falls care plan indicated he had
been on a toileting schedule.

-That schedule was "upon rising, before and after
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meals, HS [bedtime], NOC [night] rounds and
PRN [as heeded]."

~That intervention had been initiated on 3/1/13
and revised on 8/25/14.

*The potential for moods and behavior care plan
revealed:

-On 11/13/14 the resident had eaten feces (stool).
—There had been no updating of the care plan
after that incident.

Interview on 2/12/15 at 10:40 a.m. with the
director of nursing revealed:

*He felt the foliowing statements on the urinary
incontinence care plan indicated how to care for
the urinary and bowel incontinence.

-"Keep resident clean and dry. Check on resident
rounds..."

Interview on 2/18/15 at 3:15 p.m. with the director
of nursing revealed:

*The CNA Report Sheets were considered "care
sheets."

-Those care sheets were for the nursing staff and
indicated the care needed for the residents.

*A toileting schedule had been completed when a
resident had been taken to the bathroom upon
rising, before and after meals, at bedtime, and on
rounds during the night.

-Rounds at night occurred at 12 midnight, 2:00
a.m., and 4:00 a.m.

*Atoileting plan was a restorative program, and
the facility did not have anyone on a toileting plan.
-That would have been a program to restore
continence.

Review of the provider's 1/19/15 revised
Incontinence Management/Bladder Function
Guideline revealed:

*"The purpose was f0;
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-Enable the resident to control urination without a
catheter whenever possible.

-Prevent skin problems such as pressure areas
and excoriation (raw irritated skin).

-Improve the morale of the resident.

-Restore the resident's dignity.

-Manage urinary incontinence, restore or maintain
as much normal bladder function as possible."
*“The general guidelines when working fo retrain
bladder function were to:

-Develop a schedule of toileting times specific to
the resident.

-Observe and record the resident's voiding
pattern, and revise the toileting schedule to meet
the residents toileting needs."

*In "Choosing a Program that fits the resident
after evaluation was to determine:

-Scheduled foileting/Habit training-if the resident
has no pattern of urinary incontinence due to
functional or transient incontinence then schedule
the residents toileting at regular intervals to
increase continent episodes per habit.

-Prompted voiding-if the resident displayed a
usual pattern of incontinence due to urge or
mixed incontinence established toileting times
pricr to an accident. Prompted voiding is a
behavioral technique.

-Absorbent products/External collection devices-if
the resident is cognitively impaired and is
unsuccessful at foilet training or is unable 1o
participate in retraining then the resident should
be placed on an incontinence care program.”
*Monitoring/Compliance-cbservation of care
provided matches the plan of care.”

Review of the Long-Term Care Facilities
Resident's Bill of Rights booklet by the
Department of Social Services, Adult Services
and Aging: Ombudsman Program revealed the
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following. The booklet stated "When you enter a
!ong—.term care facility, you r_nust be treafsed as an" 1. No immediate action could be taken
individual with respect, dignity and consideration. -
This booklet i ded t h dent for residents # 1,5,
IS DOOKIEL IS provided 1o each resiaent upon 10,12,17,18,22,25,26,15,9,11 and 23.
admission.
F 2731 483.20(b)(2)(i) COMPREHENSIVE F 273 2. Clinical Assessment and
s5=C | ASSESSMENT 14 DAYS AFTER ADMIT

A facility must conduct a comprehensive
assessment of a resident within 14 calendar days
after admission, excluding readmissions in which
there is no significant change in the resident's
physical or mental condition. (For purposes of
this section, "readmission” means a return io the
facility following a temporary absence for
hospitalization or for therapeutic leave.)

This REQUIREMENT is not met as evidenced
by:
Surveyor; 20031

Surveyor: 26632

Based on record review, and interview, the
provider failed to ensure 13 of 23 sampled
residents (1, 5, 9, 10, 11, 12, 15, 17, 18, 22, 23,
25, and 26) had Minimum Data Sets
assessments (MDS) completed according to the
time frame set by The Centers for Medicare and
Medicaid. Findings include:

1. Review of resident 1's annual MDS revealed i
was due to have been completed on 1/9/15. It
had been completed on 1/12/15.

2. Review of resident 5's significant change of
condition MDS revealed it was due to have been
completed on 10/15/14. it had been completed on

Reimbursement Specialist (CARS) will
educate RNAC (Resident Nursing
Assessment Coordinator) and MDS
coders regarding MDS timeliness by
March 21, 2015,

3iks

3. Executive Director (ED) will audit
MDS progress with clinical start up to
ensure that the facility is not late on any
assessments. ED or designee will present
results of audits for discussion at monthly
QAPI for further review and
recommendations and/or
continuation/discontinuation of audits.

4, March 21, 2015
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3. Review of resident 10's admission MDS
revealed it was due to have been completed on
10/20/14. it had been completed on 10/24/14.

4. Review of resident 12's admission MDS
revealed it was due to have been completed on
2/10/15. It had been completed on 2/14/15.

5. Review of resident 17's admission MDS
revealed it was due to have been completed on
9/16/14. It had been completed on 9/19/14.

6. Review of resident 18's admission MDS
revealed it was due to have been completed on
1/25/15. It had been completed on 1/29/15.

7. Review of resident 22's significant change in
condition MDSs revealed one was to have been
completed on 9/22/14. It had been completed on
9/30/14. Another significant change in condition
MDS revealed was to have been completed on
10/27/14. It had been completed on 10/30/14.

Surveyor: 20031

8. Review of resident 25's admission MDS
revealed it was due to have been completed
10/15/14. It had been completed on 10/22/14.

9. Review of resident 26's admission MDS
revealed it was due to have been completed on
1/29/15. 1t had been completed on 2/6/15.

Surveyor: 35237

Preceptor. 20031

10. Review of resident 15's admission MDS
revealed it was due to have been completed on
12/24/14. It had been completed on 12/29/14.

F 273
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Surveyor: 32572

11. Review of resident 9's admission MDS
revealed it was due to have been completed on
2/8/15. It had been completed on 2/14/15.

12. Review of resident 11's admission MDS
revealed it was due to have been completed on
215M5. It had been completed on 2/12/15.

13. Review of resident 23's admission MDS
revealed it was due to have been completed on
2/4/15. It had been completed on 2/10/15.

14. Interview on 2/18/15 at 1:35 p.m. with
registered nurse (RN)MDS coordinator B and
RN/MDS nurse B revealed:

*“They were aware of the late MDSs.

*They had other duties besides completing MDSs
that included admission orders and work as an
RN on the floor.

Interview on 2/18/15 at 2:40 p.m. with the
administrator revealed:

*She was aware of the late MDSs.

*She had noticed it the beginning of the current
year.

*She had re-aligned some of the duties of the
resident care coordinators to be able te help with
the MDSs.

*She would "spot check” the MDS section in the
electronic medical record "periodically.”

Review of the provider's copy of the Resident
Assessment Instrument revealed:

*An admission MDS should have been completed
within fourteen days of the admission date.

*An annual MDS should have been completed
within fourteen days of the assessment reference
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participation of health professionals.

Aregistered nurse must sign and certify that the
assessment is completed.

Each individual who completes a portion of the
assessment must sign and certify the accuracy of
that portion of the assessment.

Under Medicare and Medicaid, an individual who
willfully and knowingly certifies a material and
false statement in a resident assessment is
subject to a civil money penalty of not more than
$1,000 for each assessment; or an individual who
wilifully and knowingly causes another individual
to certify a material and false statement in a
resident assessment is subject to a civil money
penalty of not more than $5,000 for each
assessment.

Clinical disagreement does not constitute a

material and false statement.

This REQUIREMENT is not met as evidenced
by:
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date (ARD).
*A significant change of condition MDS should 1. Residents # 5, 22, 15, 23, and 1 have
have been completed within fourteen days of the had their MDSs corrected and
ARD. modifications completed. Resident 24 is
F 278 | 483.20(g) - (j) ASSESSMENT F 278 coded in caretracker as occasionally
§5=B | ACCURACY/COORDINATION/CERTIFIED incontinent for this time period and-the
MDS reflects that. Resident will have a
The assessment must accurately reflect the new bowel and bladder assessment done
resident's status. and a revised care plan for incontinence.
Aregistered nurse must conduct or coordinate 2 CARS will educate RNAC and MDS slzilic
each assessment with the appropriate coders on MDS accuracy by March 21, } i l i

2015.

3. DNS or designee will audit 3 MDSs
for accuracy weekly for 4 weeks and then
monthly thereafter. DNS or designee will
present results of audits for discussion at
monthly QAPI for further review and
recommendations and/or
continuation/discontinuation of audits.

4. March 21, 2015
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Surveyor: 26632

Based on interview and record review, the
provider failed to ensure the Minimum Data Seis
(MDS) assessments had been completed
accurately for 6 of 23 sampled residents (1, 5, 15,
22, 23, and 24). Findings include:

1. Review of resident 5's 7/25/14 quarterly MDS
and 10/2/14 significant change in condition MDS
revealed for section H0100 she had an ostomy
{opening in the stomach that drained stool into a
bag). Review of her 12/30/14 quarterly MDS
revealed she did not have an ostomy. Review of
her chart revealed she had continued to have an
ostomy.

2. Review of resident 22's 1/8/15 quarterly MDS
revealed for section PO100 restraint out of bed
she had no restraints. Review of her chart
revealed a wheelchair seatbelt had been applied
on 11/12/14.

Surveyor: 35237

Preceptor: 20031

3. Review of resident 15's 2/4/15 sixty day
scheduled MDS revealed:

*Section KO200 B noted a weight of 191 pounds
(Ib}.

*Section KO300 was marked "no" for weight loss
of 5% or more in the last month or loss of 10% or
maore in the last six months.

Review of the resident 15's medical record
revealed:

*Resident was admitted on 12/10/14:

- Weight on 12/12/14 was 226.6 1b.

- Weight on 12/26/14 was 213.6 1b.

- Weight on 1/30/15 was 191.3 Ib.
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*A 15.5% weight loss had occurred since
admission. A 10.4% weight loss had occurred in
one month.

*A12/29/14 Nutrition Assessment completed by
the register dietitian {RD) revealed:

"Wt [weight] is down from initial arrival wt, likely
related to fluid status..."

-"RD to recommend continuing current nutritional
plan w/o [without] further interventions at this
time."

*A 2/11/15 Nutrition Assessment completed by
the RD revealed:

-"Note wt down from admit, this is planned as wt
loss is RSD [resident] goal...”

-"RD to recommmend continuing current
nutritional plan w/o further interventions at this
time."

Interview on 2/18/15 at 12:40 p.m. with the dietary
manager confirmed she was aware of resident
15's weight loss. She stated the resident wanted
to lose weight.

Interview on 2/18/15 at 9:50 a.m. with the RD
revealed the resident had been losing weight
since admission. She "actively wants to lose
weight."

Surveyor: 32572

4. Review of resident 23's 1/29/15 admission
MDS revealed M1200 f had been answered "no"
for a surgical wound.

Review of the 1/22/15 Admission Clinicat Health
Status revealed:

*Skin condition had numerous areas identified as
bruises, discoloration, and one surgical wound.
*There had been no description of the surgical
wound as for the length, width, or depth.

F 278
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Review of the February 2015 treatment
administration record {TAR) revealed there had
been a left lateral (side) breast wound that had
been receiving wound care.

Review of the weekly nursing progress notes for
the following revealed:

*1/26/15 "Left breast sore - covered.”

*2/2/15 "Post-surgical wounds left breast."
*2/9/15 "Resident has small wound to left lateral
breast."

Review of the 2/11/15 comprehensive care plan
revealed:

*A care plan for pain management indicated there
was a surgical wound.

*There had been no care plan for the care and
treatment of the surgical wound.

5. Review of resident 24's 11/24/14 quarterly
MDS revealed the resident had been coded as
continent of bowel and bladder function.

Review of the revised 6/18/14 care plan indicated
she had been incontinent of bowe! and bladder.

Review of the revised 2/17/14 CNA Report Sheet
revealed she had been incontinent of urine.

Review of the 12/8/14 Bowel Assessment Form
revealed the resident had been continent of bowel
function. The statement "Resident is currently
continent of bowel" was answered "yes." On the
other side of the form the statement "Resident is
currently incontinent of bowel” had been
answered "yes."

Review of the 10/13/14 Bladder Evaluation Form
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revealed the resident was continent of urine. It
indicated she soiled her clothing or had used
incontinent pads and had been wet. it indicated
"Will initiate a toileting and/or retraining program
see care plan." The last page of that form
indicated "no" when asked if "able to participate in
bladder program” and had been reviewed on
12/18/M4. it did not indicate if she had been
incontinent or continent of biadder function. It also
indicated "Not appropriate for toileting or
retraining program at this time."

Surveyor: 32573

6. Review of resident 1's 9/26/14 quarterly MDS
assessment revealed J1800 had been marked as
no falls had occured since the prior assessment.
The prior guarterly assessment had been done
72114,

Review of resident 1's current care plan dated
1/20/14 revealed a fali had been recorded on
7129/14 under the falls focus area.
483.20(d)(3), 483.10(k)(2) RIGHT TO
PARTICIPATE PLANNING CARE-REVISE CP

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

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment, prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in

F 278

F 280
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disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of 1. Resident #22 has a restraint care plan.
the resident, the resident's family or the resident's Resident #25 has a new bowel and bladder
legal representative; and periodically reviewed assessment completed and her care plan
and revised by a team of qualified persons after has been updated. Resident #9 has had a
each assessment. smoking assessment completed and his
care plan revised to reflect the smoking
assessment and interventions for if he is
eating/playing with his feces. Resident
. . #11 has a care plan that reflects her
This REQUIREMENT is not met as evidenced leaking cathete]r? how often to care for the
oy: . catheter, side rails and self administration
Surveyor: 26652 N . . of medications. Resident #13's
Based on observation, interview, record review, incontinence has been addressed on his 3)2i ! I §
and policy review, the provider failed to review care plan and on the CNA care sheet.
and revise care plans as changes occurred in 8 Resident #23's care plan reflect self
of 23 sampled residents (1, 8, 9, 11, 13, 15, 22, administration of meds. No immediate
23, and 25). Findings include: action could be taken for resident #15 as
i . - ischarged. Resident #8's
1. Review of resident 22's 2/15/13 initiated care fﬁehafaﬁﬁilzgniﬁse d to reflect her
plan for her fall risk revealed: Ie ﬁ'I:lctur o and treatment. The CNA care
*An intervention of a self-releasing seat belt when ge et has also heen upd tt; d to reflect this.
in the wheelchair, and she was able to remove by ’i‘.h&% 6 5@ »‘&\ﬁgmbp‘?mp
.| herself. It was dated 11/12/14. > DNS o design;:e will educate all
The care plan_had not followed _the prqwders nursing staff on updating care plans by
1/26/15 Restraint Devices, Physical policy for March 21. 2015
care plan documentation guidelines. Those ’ )
guidelines included: . 11 audit 10 care
*For the prablem: Identify medical symptoms to 3i£SN§r°;gz;1%§ f;;‘;}umi‘; DNS or
be treated, identify the appropriate problem under gesi pee will present re su.lts-ofau dits for
which to list restraint use as an approach, or 0 0 at rl;zonthl QAP for further
consider listing possible risks and complications. ls‘.:“ssmnd recomme);: dutions and/or
*For the goal: List measurable goals to be revg a];io Misontinuation of audits
accomplished, the goal should lead to removal of contmua .
restraints or use of less restrictive measures, and
list tal’get date. 4, March 21, 2015.
*For approaches: List responsible discipline for
each approach, instructions unique to the
resident, necessary monitoring and observation
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of the condition that necessitated restraint use, M% \QQQE\ me @H U‘/Jr

observation for effectiveness of treatment,

alternate methods used, plan to reduce and h&\(“ﬁf}m P{D\, Uwﬂ
eliminate restraint use, restraint removal, M
exercise, positioning, checks of circulation, type ﬂam%%\/ GS& mn(/f/i’

of restraint to be used and method of application,

observation for risks and complications. (:,Om “Q/ﬂ (5{) KW\&’BM'\Em
Interview on 2/18/15 at 3:00 p.m. with registered
nurse (RN} resident care coordinator A agreed

the comprehensive care plan for the use of the
wheelchair seatbelt did not follow the policy.

Surveyor: 20031

2. Review of resident 25's 2/7/15 progress note
revealed "Verbal order to D/C [discontinue] Foley
[urinary catheter (fube inserted into bladder to
drain urine)] was received from _____ {physician
assistant). Foley balloon was deflated and
catheter removed. Patient tolerated procedure
well"”

A bladder re-evaluation had not been completed
since that date. The iast bowel and bladder
reevaluation had been completed 10/6/14 and
had a hand written note "+ Indwelling - Foley
Catheter”.

Review of resident 25's 10/22/14 care plan
revealed several hand written notes under focus,
goals, and interventions. Under interventions was
the description "Change Foley catheter per MD
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{medical doctor) orders." Directly behind that
typed intervention was a handwritten note
"change monthly 1/12/15". No other handwritten
notes could be located regarding a doctor's order
to discontinue the Foley catheter.

interview on 2/18/14 at 11:00 a.m. with the
executive director and director of nursing
revealed their expectations would have been for
another bladder basement and update to the care
plan to have been completed after the Foley
removal on 2/7/15.

Surveyor: 32572

3. Review of resident 9's care plan revised on
2/1/15 revealed:

*A focus area of at risk for smoking related injury.
-An intervention had been to complete a smoking
safety assessment.

--Review of the medical record revealed no
smoking assessment had been completed.
Interview on 2/12/15 at 10:10 a.m. with the
director of nursing confirmed no assessment had
been completed. The resident did not currently
smoke.

*Resident 9 had a history of eating his own feces.
-This had been documented cn the behavior care
plan.

-~No intervention had been implemented to
prevent further behaviors.

-The focus area for altered bowet elimination did
not indicate any changes in interventions to
prevent these behaviors.

4. Observation on 2/10/15 at 8:30 a.m. and
review of resident 11's 1/26/15 care plan
revealed:

*Afocus area of urinary incontinence.
-Resident had a suprapubic {tube through the
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abdomen into the bladder) catheter.

There was no indication the catheter leaked and
how to care for the leakage, or how often to
provide that care.

*The resident had been admitted with an infection
of Clostridium Difficile (C Diff [infection of the
bowel]).

-The care plan did not address the infection, and
how care was to be performed.

*The resident had half side rails on both sides of
the top half of her bed.

-The care plan did not indicate side rails were to
be used.

*The resident had been observed
self-administering her medications on 2/10/15 at
8:30 a.m.

-The care plan did not reflect self-administering of
medications.

Interview on 2/12/15 at 10:05 a.m. with the
director of nursing confirmed the care plan did not
address the suprapubic catheter leaking, side
rails were used when in bed, and how to care for
a resident with a C Diff infection.

5. Review of resident 13's revised 12/13/14 care
plan revealed the resident had been incontinent
of bowel and bladder.

*It did not indicate if he had been on a toileting
plan.

*The resident had been observed to be wet on
2/10/15 from 8:30 a.m. through 11:00 a.m.
*Review of the CNA Report Sheet did not indicate
he had been incontinent of bowel and bladder or
on & toileting plan.

6. Review of resident 23's care plan revealed:
*The resident had been observed

self~administering medications on 2/10/15 at 8:30

F 280
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-The care plan did not reflect self-administering of
medications.

Surveyor; 35237

Preceptor: 20031

7. Review of resident 15's revised 2/16/15 care
plan revealed:

*A goal for the resident to lose one to two pounds
per month until discharged. That goal was
initiated on 12/22/14 and revised on 2/16/15.
There had been no documentation the resident
wanted to lose weight or that she had lost weight
since she had been admitted.

*An intervention of non-weight bearing to left
lower extremity (leg) was initiated on 12/29/14
and had no further revisions. Review of resident
15's current treatment administration record
dated 1/28/15 revealed the resident was weight
bearing as folerated 1o her left lower extremity.

Ohbservation on 2/17/15 at 3:45 p.m. revealed
resident 15 was walking by herself with a walker
in the haliway.

Interview on 2/18/15 at 8:15 a.m. with licensed
practical nurse (LPN) D confirmed the resident
walked by herself.

interview on 2/18/15 at 9:50 a.m. with the
registered dietitian/licensed nutritionist revealed
resident 15 had been losing weight since
admission. She "actively wants to lose weight."

Interview on 2/18/15 at 12:40 p.m. with the dietary
manager revealed the resident wanted to lose
weight. She agreed the resident had lost weight
since admission, and had lost more than one to
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two pounds per month.

Surveyor: 23059

8 Review of resident 8's revised 1/16/15 care plan
revealed:

*There was no mention of her left leg fracture that
had occurred on 11/26/14.

*There was no mention of wearing a leg brace
except a 1/16/15 entry to monitor the skin under
the left leg brace. That leg brace had been first
ordered upon her refurn to the facility after her
fall.

Review of resident 8's revised 2/17/15 CNA
Report Sheet revealed she was to have worn her
leg brace at all times. That had not been changed
to reflect her 2/6/15 physician's orders to wear the
leg brace only when up.

Refer to F314, finding 1.

Surveyor: 32573

9. Review of resident 1's 1/20/14 and 2/10/15
care pians revealed conflicting information about
the her activities of daily living abilities, transfer
assistance needed, and continence when
compared to nursing progress notes and fall
reports. Refer to F309, finding 1.

F 281 | 483.20(k)(3)(i) SERVICES PROVIDED MEET F 281
s5=£ | PROFESSIONAL STANDARDS

The services provided or arranged by the facility
must meet professional standards of quality.
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This REQUIREMENT is not met as evidenced
by:

Surveyor: 23059

Based con observation, interview, record review,
and policy review, the provider failed to ensure
professional standards were followed for;
*Following physician's orders for 1 of 27 sampled
residents (7).

*Clarification of physician's orders for 2 of 27
sampled residents (4 and 7).

*Ensuring the pharmacist's recommendations
had been responded to by the physician for 2 of
27 sampled residents (3 and 9).

*Abnormal blood pressure results not reported
per physician's orders for 1 of 27 sampled
residents (2).

*Dating of medication to ensure it had not been
outdated for two of two sampled residents (11
and 27) receiving an Advair diskus inhaler.
*Following the dietitian's recommendations for 1
of 27 sampled residenis (25).

*Reassessing bladder function after the removal
of a Foley catheter {tube inserted tc empty urine
from the biadder) for 1 of 1 sampled resident (25)
who had a Foley catheter removed.

Findings include:

1. Review of resident 7's February 2015
medication administration record (MAR) revealed
an entry for Lidoderm patch 5% (percent}
one-half patch to have been applied to each knee
in the morning. Those patches were to have been
removed in the evening. That medication was
signed off as given 2/1/15 through 2/10/15.

Also on that same MAR was an entry for
Oxycodone hydrochloride 10 milligrarns (mg) in
the morning for pain and 5 mgq in the afternoon for

pain. Those medications were signed off as given

F 281

1. Resident # 7's orders have been
clarified and are accurate now. Resident
#7's order recap has been reviewed by a
nurse and noted. Resident #3's MD has
responded to the pharmacy
recommendation from January. Resident
#9's MD has responded to the pharmacy
recommendation from January. Resident
#25 has a new bowel and bladder
assessmeni. RD has assessed resident for
protein needs and has made
recommendations to nursing and dietary.
Resident is receiving an HS snack.
Resident #2's MD had been notified of
blood pressures. Resident #4's code status
has been clarified with family and order is
accurate on MAR. Resident #6 is not .
currently on C-diff precautions. ?)“Z\\ S
2. DNS or designee will educate all
nurses regarding: clarifying and following
physician orders, physician notification,
dating medication, and assessing residents
after foley removal by March 21, 2015.
ED or designee will educate DNS on
following up on pharmacy
recommendations by March 21, 2015. ED
or designee will educate RD on following
orders for RD recommendations or
documenting an assessment if not
recommended by March 21, 2015.

3. DNS or designee will audit 5
resident's charts for accuracy of orders,
proper physician notification, and resident
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2/1/15 through 2/10/15.

Review of the resident's signed 2/3/15 physician's
orders revealed:

*The Lidoderm patch had been discontinued due
to non-coverage by insurance.

*Oxycodone 5 mg had been ordered to have
been given twice a day every Monday, Tuesday,
Wednesday, Thursday, and Friday.

*There was no physician's order for Oxycodone
10 mg.

Further review of those physician's orders
revealed they had been dated 1/27/15 as having
been sent by the director of nursing io the
physician. Those orders were returned and
signed by the physician on 2/3/15. There was no
sighature on the bottom line of the orders
indicating those orders had been reviewed when
returned. There was no documentation found on
those orders to indicate they had been noted by
anyone on the nursing staff.

Interview on 2/11/15 at 5:15 p.m. with the second
floor resident care coordinator revealed those
orders should have been signed off by a nurse as
having been reviewed when they were retumed
from the physician. She confirmed those
physician's orders did not match the entries on
the MAR. She confirmed no one had signed off
indicating those orders had been reviewed.

A policy related to clarification and transcription of
physician's orders was requested. None had
been provided by the end of the survey.

2. Review of resident 3's 1/15/15 Clinical
Pharmacist Medication Regimen Review

Summary revealed a gradual dose reduction in

assessment after change in toileting needs
weekly for 4 weeks and then monthly
thereafter. ED or designee will audit all
new admits for RD recommendation
orders and follow up weekly for 4 weeks
and then monthly thereafter. ED or
designee will audit all monthly pharmacy
recommendations for follow up monthly
for 3 months, ED and DNS or designee
will bring results to monthly QAPI for
review, recommendations, and
continuation or discontinuation of audits.

4. March 21, 2015

ondS N and A1 W,
. 6?"\(1{\%\!@ M\!CH M d&m&

g

m tned (VS \{am (hecked
(g‘ WO(\S N0 IW

FORM CMS-2567(02-99) Previcus Versions Obsolete

Event iD: H4FQ11

Facility ID: 0049

If continuation sheet Page 30 of 115




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

PRINTED: 03/05/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

435040

{X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A BUILDING - COMPLETED
B. WING 02/19/2015

NAME OF PROVIDER OR SUPPLIER

GOLDEN LIVINGCENTER - PRAIRIE HILLS

STREET ADDRESS, CITY, STATE, ZIP CODE
916 MOUNTAIN VIEW ROAD
RAPID CITY, SD 57702

the use of his antipsychotics had been
recommended to the physician. Those
antipsychotics included:

*Paroxetine (to treat depression and anxiety} 10
mg daily.

*Trazodone (to treat depression and insomnia)
200 mg daily.

*Buspirone (to treat anxiety) 15 mg twice daily.
*Lorazepam (to treat anxiety) 0.5 mg three times
daily.

The above recommendation had been
documented as sent to the physician by the
director of nursing (DON) on 1/19/15. No
response had been received from the physician
regarding the pharmacist's recommendations.

Interview on 2/11/15 at 4:45 p.m. with the DON
revealed he was responsible for sending the
notice of the pharmacist's recommendations to
the physician. If the physician did not respond or
reply, the pharmacist would make the same
recommendation the next month. He stated
neither he nor the floor nurses did any follow-up
to ensure the physician had received the
recommendations. He stated this process would
recur monthly until the physician responded. He
confirmed there had been no response from the
physician regarding the pharmacist's 1/19/15
recommendations on resident 3.

Surveyor; 32572

3. Review of resident 9's medical record
revealed:

*The pharmacist had made a recommendation to
the physician on 12/17/14 for a gradual dose
reduction (GDR) of a medicafion. The pharmacist
had documented on 1/16/15 "No answer to GDRs
- reissue X [times] 2."
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Interview on 2/13/15 at 10:10 a.m. revealed the
director of nursing faxed the pharmacist
recommendations to the appropriate physician. if
there had been no answer he would re-fax the
recommendation. There would not be any verbal
communication regarding the recommendations.

Surveyor: 20031

4. Review of resident 25's 2/7/15 progress note
revealed "Verbal order to D/C [discontinue] Foley
was received from [physician assistant].

Foley balloon was deflated and catheter removed.

Patient tolerated procedure well."

A bladder re-evalfuation had not been completed
since that date. The [ast bowel and bladder
re-evaluation had been completed 10/6/14 and
had handwritten notes "+ Indwelling - Foley
Catheter.”

Review of resident 25's 10/22/14 care plan
revealed several handwritten notes under focus,
goals, and interventions. Uinder interventions was
the description "Change Foley catheter per MD
[medical doctor] orders." Directly behind that
typed intervention was a handwritten note:
"change monthly 1/12/15." No other handwritten
notes could be located regarding a physician's
order to disconiinue the Foley.

Interview on 2/18/14 at 11:00 a.m. with the
executive director (ED) and director of nursing
(DON) revealed their expectations would have
been for another bladder assessment and an
update to the care plan to have been completed
after the Foley removal on 2/7/15.

5. Resident 25's 10/1/14 physician's discharge
orders from the local hospital revealed a
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handwritten note "Protein supplement per
dietician.” No decumentation was located to
ensure the physician's orders had been reviewed
by nutritional services.

interview on 2/11/15 at 2:00 p.m. with resident 25
revealed she did not get a shack every night.
interview on 2/12/15 at 10:45 a.m. with the dietary
manger (DM) confirmed resident 25 was not on a
required supplemental snack at night. She stated
"she should be due to her wounds and pressure
ulcers [injury to skin] though." The DM stated
resident 25 was offered a shack by nursing staff
at night, but the dietary staff did not deliver a
required supplemental night time snack to her.

Review of resident 25's 10/13/14 care plan for
nutritional services revealed:

*Focus: "Resident at Nutritional risk due to: Ulcer
to lower limb [leg], Hypothyroidism [decrease in
thyroid output], Morbid Obesity [overweight],
Depressive Disorder, skin ulcer and UTI [urinary
tract infection].

*Interventions: Resident has a regular diet order.”
Review of the nutrition care team notes dated
weekly from 11/5/14 through 1/21/15 revealed:
*Eleven of twelve weeks had documentation of
wounds.

*All twelve weeks had been noted or wound
monitoring to include a surgical wound on the
right calf and a wound to the right of the coccyx
{bottom tip of the spine).

*No interventions had been checked for all twelve
weeks.

*No skin issues had been noted for all twelve
weeks.

The nutrition care team included but was not
limited to the DM, the registered dietician/licensed
nutritionist (RD/LN), ED, DON, the wound care

F 251
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registered nurse (RN), and care unit RNs.

Review of residet 25's current 1/16/15 nutrition
assessment revealed:

*Estimated nutrient needs: calculations were
noted under calories, calorie needs, protein, and
fluid. No notes were given to evaluate the
calculations to ensure the needs were met for
wound care or pressure ulcers.

*Nutrition diagnosis: "Increased Nutrient Needs"
had been checked.

-Signs and symptoms statement: "increased
nutrient needs related to chronic non-healing
ulcer to right calf."

-Interventions: "Reguiar diet crder; TID [three
times a day] shack cart."

-Goals: "wound healing."

“Summary: "RD following in with RSD [resident
25] wound progress. ____ [resident 25] with long
standing R [right] calf wounds with surgical
interventions. wounds healing slowly."

Interview on 2/18/15 at 10:00 a.m. with the RD/LN
revealed:

*He had not seen the physician's note for a
protein supplement dated 10/1/14.

*He was familiar with the resident's chart.

*He could not confirm if a snack had been
delivered to the resident three times per day or if
they were high protein snacks.

*He stated he had not considered an additional
protein supplement for this resident.

Continued review of resident 25's chart revealed
there had been no RD/LN justifications for the
resident's nutrient needs to ensure the
physician's orders were followed or noted.
Average meal intake for the past twelve weeks
revealed an average of 73%. The intake had not
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been broken down between fruiis, vegetables,
breads and grains, and protein to ensure the
protein intake met the protein needs for wound
healing.

Surveyor; 35237

Preceptor: 20031

8. Review of resident 2's medical record
revealed:

*She had a diagnosis of hypertension (high blood
pressure).

*She had been on Metoprolol {medication for high
blood pressure) since admission on 9/22/14.

*A 1/26/15 physician's telephone order to check
blood pressures daily for ten days.

*Blood pressures (BP) during those ten days
were noted to be elevated on several occasions.
-1/27/15 at 3:45 p.m. BP 175/96.

-1/28/15 at 2:04 p.m. BP 178/82.

-1/28/15 at 5:19 p.m. BP 191/108,

-1/30/15 at 1:27 p.m. BP 172/82.

-1/31/15 at 2:09 p.m. BP 180/82.

-2/1115 at 2:35 p.m. BP 182/94.

-2/2114 at 5:42 p.m. BP 163/90.

-2/3M15 at 2:43 p.m. BP 174/84.

*There was no documeniation of a recheck or
follow-up assessment.

*There was no documentation the physictan had
been notified of the elevated BPs.

Review of the resident's February 2015 MAR
revealed:

*An order for BP daily for ten days in the
afternoon.

-Specified to monitor for duration of the diuresis
{decreasing fluid in the body).

-Ordered 1/27/15 through 2/5/15.

*An arder for Metoprolol {medication for high
blood pressure) 12.5 mg two times a day.
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-Started on 10/20/14.

*An order for Lasix {medication to decrease fluid)
80 milligrams {mg) one time a day for ten days.
~Ordered 1/26/15 through 2/5/15.

*An order for Lasix 40 mg one time a day started
on 2/7/15.

Review of resident 2's 12/31/14 revised care plan
revealed:

*She had a current diagnosis of hypertension.
*An intervention listed to "observe for abnormal
vital signs and report to nurse/MD (physician)."
-This intervention had a revised date of 10/7/14.

Interview on 2/18/15 at 2:45 a.m. with licensed
practical nurse (LPN) E revealed the physician
should have been notified of the elevated BPs.
That notification would have been documented in
the resident's medical record.

Interview on 2/18/15 at 3:15 p.m. with the director
of nursing revealed he would have expected a
re-check or follow-up assessment to have been
completed when a resident had an elevated BP.
He agreed the physician should have been
notified. He confirmed there was no
documentation to ensure a follow-up assessment
or physician notification had been done for
resident 2.

Review of the provider's 11/12/14 Nofification of
Change in Resident Health Status policy
revealed:

*A guideline statement of "to ensure that proper
notifications are made when a resident has a
change in health status.”

*Nursing judgment is an integral part of the
skilled care provided in this LivingCenter;
therefore, such judgement must be applied in a
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case by case basis in keeping with acceptable
nursing practice.”

Review of Patricia A. Potter and Anne Griffin
Perry et al, Fundamentals of Nursing, 8th Ed., St.
Louis, Mo, 2013, p. 466, revealed:

*In addition to the actual vital sign values, record
in the nurses’ notes any accompanying or
precipitating symptoms such as chest pain and
dizziness with abnormal BP..."

*"Document any interventions initiated as a result
of vital sign measurement such as administration
of oxygen therapy, hydration, or an
antihypertensive medication.”

*'If a vital sign value is above or below the
anticipated outcomes, write a variance note to
explain the nature of the variance and the nursing
course of action.”

Surveyor: 28057

7. Observation on 2/18/15 at 3:30 p.m. revealed
in the first floor east medication cart had been an
Advair Diskus 500/50 for resident 27. i had not
been dated when it had been opened. It had been
filled on 1/13/15 on the label and had fifty-two
doses remaining. Inferview on that same day and
time with RN K confirmed it should have been
dated when it had been opened as it was good for
only thirty days after opened. She confirmed she
had not known when it had been opened and that
fifty-two doses remained.

8. Observation on 2/18/15 at 3:40 p.m. revealed
the first floor west medication cart had an Advair
Diskus 250/50 with twenty-two doses left for
resident 11. It had not been dated when it had
been opened. It had been filled on 1/23/15
according to the label. Interview on that same day
and time with RN L confirmed it should have been
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dated when it had been opened as it was good for
only thirty days after opened. She confirmed she
had nct known when it had been opened and
twenty-two doses remained.

Review of the provider's May 2012 Storage of
Medications policy revealed:

*Anurse was to have placed a date opened
sticker on a medication when it had been opened
for use.

*The expiration date would be thirty days after it
had been opened.

*The only deviation from the thirty days would
have been if regulations or guidelines indicated
otherwise.

Review of the manufacturer's directions for the
use of the Advair Diskus revealed the diskus was
to have been disposed of after thirty days or when
it had read zero, whichever occurred first.

Surveyor: 32573

9. Review of resident 4's physician's orders
revealed she had returned from the hospital on
2/3/15 with a do not resuscitate (DNR) order.

Review of her February 2015 medical
administration record (MAR) revealed under the
advance directive space it had been written as
"do not resuscitate (discontinued as of 2/3/15),
full code {discontinued as of 2/3/15)." It was not
clear on her MAR if she was to be resuscitated or
not.

10. Review of resident 6's treatment
administration record revealed:

*An order to test stools for C-diff (a bacterial
infection) if diarrhea returned dated 1/27/15.
*The "hours" column specifying when to give a
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Each resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physicai,
mental, and psychosocial weil-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by:

Surveyor: 26632

Based on observation, interview, record review,
and policy review, the provider failed to ensure an
effective incontinence (lack of control of bowel
and bladder) prevention and individualized
toileting programs were initiated and/or
maintained for 11 of 23 sampled residents (1, 2,
58,9, 10, 11,13, 17, 23, and 24) Creating a
situation of immediate jeopardy that had the
potential for causing harm to all residents with
incontinence.

NOTICE:

Notice of immediate jeopardy was given verbally
to the administrator and the director of nursing
services (DNS) on 2/11/15 at 4:.45 p.m. The
administrator was asked for an immediate plan of
correction to ensure all residents who were
incentinent were monitored and provided toileting
and personal care.
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On 2/11/15 at 5:45 p.m. the administrator ar
provided the surveyors with the written plan of O'nf/ Ov an O&m C {/
correction (POC). The written POC dated 2/11/15 &ﬂ I Y _%-D ,m‘w;hm
was accepted by the surveyors at 545 p.m. That b 18 W\ Y{%a \J‘
immediate POC included: WH%MF
*Education: Nursing staff would be re-educated

on meeting the individual needs of the residents

in regards to incontinence management, including N

pericare (personal care), frequent toileting, )K %“" 1( w -—m% ??ﬂ@ '%OV

tumning, and repositioning. Staff currently working S Y
would be educated immediately by the DNS and M! M\;‘( ‘-% ) \L\M@W\W“’
oncoming staff would be educated prior to

starting their shift by the registered nurse (RN) in

charge. . . ;

*Supervision: RN in charge of current shift and ¥ "\dﬁﬂ %Q) \(\M a \C}DW@\
ongoing night shift would receive education in Wf
regards to frequent rounding (frequent checking @M \&d &B& QSSW

on residents), incontinence care, and toileting ¢ ‘
being provided by DNS for current shift and RN in mm?\fj . ‘AN}@W lmF
charge for oncoming night shift. RN will supervise

and ensure residents incontinence needs were

being met throughout the shift. Certified nursing

assistants (CNA) will use check list throughout

current shift and oncoming night shift to

document incontinence care provided. Check list

will contain care performed with time and initials

of staff.
*Designee: DNS will be the designee for this plan
of correction.

On 2/12/15 at 2:00 p.m. the administrator
provided the surveyors with the written abatement
{correction) plan. This was accepted by the
surveyors on 2/12/15 at 2:00 p.m. That
abatement plan included:

*All residents will maintain or reach their highest
practicable well-being.

*What correction action will be accomplished for
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those residents found to be affected by the
deficient practice?

-All nursing staff will be re-educated on meeting
the individual needs of the residents in regards {o
incontinence management including pericare,
frequent toileting, turning, and repositioning
before the start of their next shift.

*A bladder tracking tool completed to identify any
trends or patterns the resident may have in
relation to incontinence. A bladder evaluation will
be completed to identify potentially reversible
{fransient) causes of urinary incontinence. The
bladder evaluation will include:

--Conditions, environmental factors, and
hydration status.

--tdentification of a contributing diagnosis/medical
condition.

--Identification of medications that may be
contributing to bladder dysfunction problem.
--Continuing evaluation that includes past medical
history/laboratory results, etc.

--Depiction (written picture) of the incontinence
symptoms the resident has present with-stress,
urge, mixed, overflow, or functional incontinence.
--Upon completion of this evaluation as well as
the tracking tool a toileting/bladder program can
be determined.

--A note to summarize the findings will be written.
—The care plan will be updated to include the
findings of the biadder evaluation and
interventions to manage incontinence.

--This evaluation and care plan review will be
done on 2/12/15 for all residents identified.

How will you identify other residents having the
potential to be affected by the same deficient
practice and what corrective action will be taken.
*Residents who triggered (were identified) for low

risk incontinence on the most recent Minimum
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Data Set (MDS) assessment will have a bladder
tracking tool completed to identify any trends or
patterns the resident may have in refation to
incontinence.

*A bladder evaluation will be completed fo identify
potentially reversible (tfransient) causes of urinary
incontinence. The bladder evaluation will include:
-Conditions, environmental factors, and hydration
status.

-ldentification of a contributing diagnosis/medical
condition.

-ldentification of medications that may be
contributing to bladder dysfunction.

-Continuing evaluation that includes past medical
history/lab results, etc.

~Depiction of the incontinence symptoms the
resident has present with-stress, urge, mixed,
overflow, or functional incontinence.

--Upon completion of this evaluation as well as
the tracking tool a toileting/bladder program can
be determined.

--A note to summarize the findings will be written.
--The care plan will be updated to include the
findings of the bladder evaluation and
interventions to manage incontinence.

~-This evaluation and care plan review will be
completed by 2/20/15.

-All residents with catheters will be evaluated for
appropriateness and care plan updated by
2120015,

What measures will be put into place or what
systematic changes will you make to ensure that
the deficient practice does not recur includes:
*All nursing staff on the current shift were
immediately educaied on meeting the individual
needs of the residents in regards to incontinence
management including pericare, frequent
toileting, turning, and repositioning by the DNS.
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Oncoming night shift was educated on this by the
RN in charge.

*RN in charge of current shift and oncoming night
shift received education in regards to frequent
rounding, incontinence care, and foileting being
provided by DNS for current shift and RN in
charge for oncoming night shift.

-RN in charge supervised and ensured residents
incontinent needs were being met throughout the
shift.

-CNAs used check list throughout current shift
and encoming night shift to document
incontinence care provided. Check list contained
care performed, {ime, and initials of staff.

“All nursing staff would be re-educated on the
Golden Living incontinence Management/Bladder
Function Guideline, pericare, frequent toileting,
turning, and repositioning to meet the individual
needs of each resident, activities of daily living
(ADL) assistance, and dignity for residents with
incontinence, and use of absorbent material for
teaking catheters prior to the start of their next
shift.

-The nursing administration team will be educated
on including comprehensive documentation and
rationale fo bladder and bowel assessments and
appropriate use of catheters for residents before
the start of their next shift.

*New admissions, re-admissions, and significant
changes of condition that experience
incontinence will have a bladder tracking tool
completed to identify any trends or patterns that
the resident may have in relation to incontinence.
-A bladder evaluation will be completed to identify
potentially reversible (transient) causes of urinary
incontinence. The bladder evaluation will include:
-Conditions, environmental factors, and hydration
status.

-ldentification of a contributing diagnosis/medical

F 309
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-Identification of medications that may be
contributing to bladder dysfunction.

-Continuing evaluation that includes past medicat
history/lab results, etc.

-Depiction of the incontinence symptoms the
resident has present with-stress, urge, mixed,
overflow, or functional incontinence.

--Upon completion of this evaluation as well as
the tracking tool a toileting/bladder program can
be determined.

--A note to summarize the findings will be written.
-The care plan will be updated to include the
findings of the bladder evaluation and
interventions to manage incontinence.

-CNAs sheets will be reviewed at nursing starf-up
and changes to residents incontinence program
will be added.

-Current residents who experience incontinence
will have their individual incontinence
management/bladder function program evaluated
with each quarterly MDS assessment to ensure
continued appropriateness of the current
program.

How will the corrective actions be monitored to
ensure the deficient practice will not recur?

*The DNS or designee will complete an audit
weekly for four weeks and monthly for two weeks
for newly admitted residents and residents who
have had a quarterly MDS completed to ensure a
bladder evaluation and appropriate inconiinence
management interventions are in place.

-Audit resuits will be reviewed during the monthly
quality assurance performance improvement
(QAPI:) meeting for further recommendations.
*The DNS or designee will complete a weekly
visual audit of five CNAs performing toileting and
pericare fo ensure that CNAs are following
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resident's individual care plans.

-This audit will be completed weekly for four
weeks and then monthly for two months. Audit
results will be reviewed during the monthly QAPI
meeting for further recommendations.

*Both audits will be started immediately.

During the survey on 2/12/15 at 2:00 p.m. the
surveyors confirmed removal of the immediate
jecpardy situation.

Findings include:

Surveyor: 32573

1. Review of resident 1's complete medical record
revealed:

*She had a current brief interview of mental
status (BIMS} (test of thinking processes) score
of 13, indicating her thought processes were
intact.

*She had diagnoses of muscle weakness,
depressive disorder, anxiety, type [l diabetes,
macular degeneration (vision problems),
osteoporosis {joint and bone problems), and
several others.

*She had four falls in the past six months
(7129114, 11/25{14, 12/29/14, and 1/17/15).

*All falls had occurred when trying to take herself
to or from the bathroom.

*She was not on a toileting program.

Review of her 1/20/14 care plan revealed:
*Afocus area of "at risk for falls" with an initiation
date of 3/30/11.

-Under the interventions it stated "resident
ambulates independently.” The date initiated was
3/12/12 and revised on 1/20/14.

*She had been found sitting on her bottom in the
bathroom on 7/29/14. The fall intervention was to
"encourage to use call light for help and ensure
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resident is wearing glasses when awake."

*An 11/28/14 intervention from the 11/25/14 fall
had been to change her activities of daily living
{ADL} ability from mostly independent tc "assist of
1 for toileting."

Review of her current care plan dated 2/10/15
revealed:

*Afocus area of "at risk for falls" with an initiation
date of 3/30/11. An intervention of "resident
ambulates with SBA (stand by assist) and gait
belt" initiated 3/12/12 and was revised 1/8/15.
*Afocus area of "alteration in elimination of
bladder related to frequent bowel incontinence,
occasional bladder incontinence, and assistance
required with toileting” had an initiation date of
6/17/11. There was a goal dated 3/12/13 and
revised on 2/10/15 of "I will improve my current
level of bladder continence which is occasionally
incontinent.” Interventions were as follows:
-Extensive assist of one staff with toileting,
initiated 1/9/15. There had been no indication that
status should have changed from "assist of 1" {o
extensive assistance. That should have been
initiated on 11/28/14 as stated on the previous
care pian.

-Received a diuretic medication which may cause
increase urination, initiated 3/12/13 and revised
1/9/15.

-Report changes in ability to toilet or continence
status to interdisciplinary team, initiated 3/12/13
and revised 1/9/15.

*A focus area of "extensive assist with bathing,
transfers, dressing, bed mobility, and toilet use”
initiated 4/1/10.

-An intervention of "uses walker with assist of
staff 1-2 with gait belf" initiated 3/11/13 and
revised 1/8/15.

F 309
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The two above care plans had conflicting
information and dates between focus areas and
interventions. The current care plan had
conflicting information about the resident's ADL
abilities, transfer assistance needed, and bowel
and bladder continence frequency when
compared to the following nursing progress notes
and fall reports.

Review of resident 1's November 2014 nursing
progress notes revealed:

*11/19/14, 10:57 p.m. She had a headache rated
8 out of 10 for pain and was given Tylenol.
*11/21/14, 10:37 a.m. "Resident having siurred
speech and difficulty finding words. Order
received to send resident to emergency room
(ER)," left with daughter for ER at 10:56 a.m.
*11/21/14, 9:38 p.m. Returned from the ER, and
"encouraged to call for help this pm, since some
dizziness persists. Is usually independent with
ADL's and transfers."

*11/22/14, 8.05 p.m. She had headache pain
rated 7 out of 10 and was given Tylenol.
*11/23/14, 9:59 a.m. "Resident is weak. Using call
light appropriately. Complaining of headache.
Locse stools reported and complaints of upset
stomach.”

*11/24/14, 1:32 a.m. She had gone to the nurses
station in her wheelchair because her headache
had returned.

*11/25/14, 3:43 a.m. after a fall, it was noted she
had a "history of a dizziness episcde,
unsteadiness, and a headache. It was currently
recommended that she use her wheelchair.”

Review of resident 1's 11/25/14 at 3:45 a.m. fall
report revealed:

*Fall occurred when she was walking back from
the bathroom.
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*She had tripped over her wheelchair.

*That had resulted in broken ribs.

*Fall interventions were "resident reminded to
always call for help every time she needs to get
out of bed/using foilet."

Review of her November 2014 bowel and bladder
detail report revealed she had been incontinent of
bowel three times and incontinent of bladder once
in the two days before the fall on 11/25/14. She
had not been incontinent of bowel any other times
in November.

Review of resident 1's December nursing
progress notes revealed:

*12118/14, 12:16 p.m. Resident "requires assist of
one with ADL's and transfers, is reminded to use
a call light for staff assist due to weakness, toilets
with staff assist, wears pull ups.”

*12124/14, 7:46 a.m. Resident refused MiraLax
powder (for constipation), because she "was up
all night."

*12127M4, 7.27 a.m. Resident stated she "had
been having lcose stools lately.”

*12/29/14, 7:05 a.m. When she had been found
after her fall she had been "incontinent to stool.”
*12/31/14, 9:26 a.m. Resident "reminded fo ask
for assistance as needed.”

Review of her 12/29/14 at 5:30 a.m. falt report
revealed:

*She had tried to transfer herself to the bathroom
and tripped on her nightgown.

*She hit her head with a reddened area noted.
*Fall report interventions were to encourage her
to use her call light and ask for assistance.

Review of resident 1's January nursing progress
notes revealed:;
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*1/8/15 11:35 p.m. "Resident continues on
tamiflu. Disptays mild cold symptoms-nasal
congestion and "stuffy head".

*1/9/15 10:37 a.m. "Unsteady but able to stabilize
during transitions and walking."

*1/16/15 2:33 p.m. The Tamiflu course had been
completed.

*There were no notes between 1/9/15 and
1/16/15 regarding her condition.

*1/17/15 1:46 p.m. the fall follow-up note stated
she was "reminded to use call light to ask for
assistance as needed.”

Review of her 1/20/14 care plan and 1/17/15 at
6:00 a.m. fall report revealed:

-The fall had occurred when she tried to take
herself to the bathroom.

*She had been found on her room floor
incontinent of bowel with loose stool. There had
been stool smeared on the floor.

*The fall intervention had been to "remind
resident to wait for assistance-even if urgent.”

Review of her 12/27/14 Clinical Health Status
assessment revealed:

*Under urinary incontinence she had been
marked as usually continent.

*For programs, briefs had been checked as used.

Review of resident 1's 1/2/15 bowel and bladder
assessment forms revealed she had been
checked off for the following:

*Was continent and incontinent of bowel.
*Recognized the appropriate time and place to
toilet. Treatment/management program
placement decisions: provide incontinent care
and comfort PRN.

*Was continent and incontinent of bladder
partially due to "urgency and unable to suppress.”
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-Had strong, uncontrolled urgency prior to
incontinence, urine loss on the way to the
bathroom, and mixed incontinence.

*Had decreased vision due to macular
degeneration (eye condition).

-Decreased vision might have been an
environmental option for what may cause
incontinence. *Contributing diagnoses and/or
medical conditions were falls, diabhetes,
constipation, and history of urinary fract
infections.

*Not appropriate for a toileting program” because
"resident with one episcde of bowel incontinence
and two episodes of bladder incontinence during
week lookback. Wears pullups for security. Able
to make needs known, uses call light
appropriately. Reguires [imited to extensive assist
with ADLs."

Review of the provider's 1/13/15 Incontinence
Management/Bladder Function Guideline
revealed the purpose was to:

*Enable the resident to control urination without a
catheter whenever possible.

*Prevent skin problems such as pressure areas
and excoeriation (a superficial break in the skin
such as a scratch).

*Improve the morale of the resident.

*Restore the resident’s dignity.

*Manage urinary incontinence, restore or
maintain as much normal bladder function as
possible.

General guidelines to retain bladder function
included "develop a schedule of toileting times
specific to the resident. Observe and record the
resident's voiding pattern and revise the toileting
schedule to meet the residents toileting needs.
Keep floor clear of obstacles.”
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The "choosing a program that fits the resident
after evaluation" section of the guideline included:
*'Scheduled toileting/habit training- If the resident
has no pattern of urinary incontinence due to
functional or transient incontinence then schedule
the residents toileting at regular intervals to
increase continent episodes per habit such as
upon arising, before and after meals and before
going to bed. Schedule toileting is a timed
voiding.”

*'Prompted voiding- If the resident displays a
usual pattern of incontinence due to urge or
mixed incontinence establish toileting times prior
to an accident. Prompted voiding is a behavioral
technigue."

*'Absorbent products/external collection devices-
If the resident is cognitively impaired and is
unsuccessful at toilet fraining or is unable to
participate in retraining then the resident should
be placed on incontinence care program.”

Monitoring/compliance to the guideline included
the following:

*'Incontinent residents are assessed per
guideline."

*'Evaluation of casual factors determines
program initiated."

*'Care plan reflects individualized program.”
*'Observation of care provided matches the plan
of care.”

Surveyor; 26632

2. Review of resident 5's medical record
revealed:

*She had acquired a stage two pressure ulcer
(open area on skin) to her lower left buttock (side
of bottom) on 12/1/114.

*The pressure ulcer had increased in size and
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was a stage three (deeper open area on skin) on
12/9/14.

*A physician's order was requested for the use of
a urinary catheter (tube to drain urine from
bladder) due to her being incontinent of urine.
*The pressure ulcer was healed on 1/12/15.

*A facsimile request to her physician was sent on
1/12/15 to continue the use of the urinary catheter
due to a diagnosis of unspecified retention of
urine.

Review of resident 5's 12/2/14 immediate plan of
care for pressure ulcer risk revealed an
intervention of "Resident at risk for urinary
incontinence." There were no other interventions
present for pressure ulcer risk.

Review of resident 5's 3/30/10 initial care plan for
incontinence revealed:

*A focus of incontinent of urine. Urine was
crossed out and bowel added on 1/16/15. Had
colostomy for bowels.

*Goals included: "Skin arocund colostomy intact
and free from breakdown/redness."
*Interventions included:

-"Wears briefs fo help manage inconfinent
episodes and maintain dignity."

-"Check and change brief upon rising, before and
after meals, bedtime, NOC (night) rounds, and as
needed initiated on 1/21/14."

-"Indwelling catheter, catheter care per MD
{physician) orders initiated on 1/16/15."

3. Review of resident 10's medical record
revealed

*She had been admitted on 10/7/14 with a
diagnosis of closed fracture of her pelvis.

*Her 10/14/14 admission MDS revealed she was
frequently incontinent of urine and bowel.

F 309
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*A 10/9/14 bladder evaluation assessment
revealed:

-She was currently continent of bladder was
checked yes.

--If the above had been checked yes the form
was considered to have been conipleted. The
form was only to have been completed if a no had
been checked for bladder incontinence.

-She was currently incontinent of bladder was
checked yes

-For potentially reversible causes of urinary
incontinence impaired mobility/ambulation was
checked.

-For contributing diagnosis/medical conditions
impaired mobility status post pelvic fracture was
checked.

-For medication that might contribute to bladder
dysfunction narcotic and sedatives were checked.
-For further evaluation physical examination
performed and history and physical was checked
yes.

-Incontinence symptom profile, functional urinary
incontinence due to mobility and medication use
was checked.

*A 212115 quarterly update to the bladder
evaluation assessment revealed:

-She required assistance of one staff for her
ADLs.

-She made her needs known to staff.

-Four out of seven bowel movements were
incontinent for the prior two weeks.

-Forty-three out of fifty-one urination's were
incontinent over the prior two weeks.

-Wore a brief for security.

-Was not appropriate for toileting or retraining
program at this time.

Review of resident 10's 10/24/14 care plan for
alteration in elimination of bowel and bladder due
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to immobility related to pelvic fracture revealed:
*Goals that she would improve her current level
of bowel and bladder continence by 10% by the
next review with a target date of 1/2/15.
*Interventions included use of briefs for
incontinence protection.

4. Review of resident 17's record revealed:

*She had been admitted 9/3/14 due to a fracture
of her left lower leg.

*She had been admitted with an indwelling urinary
catheter.

*The catheter had been discontinued on 9/24/14.
*Review of 9/23/14 bladder evaluation revealed:
-She was continent of bladder had been checked
yes.

-No further bladder evaluation's had been
completed after her urinary catheter had been
discontinued on 9/24/14.

Review of resident 17's following MDSs revealed:
*Admission 9/10/14 MDS she used a urinary
catheter.

*Re-admission 12/3/14 MDS she was frequently
incontinent of urine.

*Quarterly 12/10/14 MDS she was frequently
incontinent of urine.

Review of resident 17's 9/19/14 alteration in
glimination of bowel and bladder, indwelling
urinary catheter, constipation, and assistance
required with toileting and bowel incontinence
care plan revealed:

*She would improve her current level of bowel
incontinence, currently always incontinent.
*She would have no complications from the use
of the indwelling urinary catheter such as pain,
infection, or obstruction.

*The interventions for her urinary catheter had
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been crossed out with a date of 2/12/15. Her
urinary catheter had been discontinued on
9/24/15.

*Use of briefs for incontinence protection.
*Monitor and report changes in ability to use icilet
or continence status to the interdisciplinary team.
*Provide extensive assistance for toileting, uses
bedpan at times.

Surveyor: 32572

5. Review of resident 9's medical record
revealed:

*The 8/15/14 Annual Clinical Health Status
assessment contained the following regarding
incontinence:

*The Braden Scale for Predicting Pressure Sore
Risk indicated he had been "often moist." The
urinary continence sections indicated he was
frequently incontinent.

*The 1/12/15 through 2/11/15 Bowel and Bladder
Detail Report indicated seveniy-two of
seventy-three times he had been incontinent of
urine.

*The 2/4/15 CNA Report Sheet indicated he had
been incontinent of bowel and bladder. He
currently was on an incontinence toileting
schedule.

*The comprehensive care plan did not indicate he
had been on a incontinence toileting schedule.

6. Review of resident 11's medical record
revealed:

*The 1/30/15 Minimum Data Set (MDS)
assessment revealed a BIMS score of 15
indicating her thought processes were intact.
*The 1/23/15 Admission Clinical Health Status
assessment indicated she did not have a catheter
(tube into the bladder), she was frequently
incontinent, she had a histery of Clostridium
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Difficile (C Diff){infection of the bowel). There had
been a supra-pubic catheter present upon
admission.

*Review of the 2/4/15 Bowel and Bladder
Evaluation forms revealed:

-She had been incontinent of bowels.

-She had been "able to recognize appropriate
time/place to defecate [stool].”

-She had "urinary retention (unable to empty
bladder completely) with persistent overflow
incontinence, symptomatic infections and/or renal
[kidney] dysfunction [abnormal function].”

--There had been no documentation of the
catheter leaking urine onto her skin.

Surveyor:22632

Observation on 2/10/15 at 4:45 p.m. revealed
CNAs R, T, and U began fo provide personal care
for resident 11. Before the care started resident
11 stated she was feeling chilled and
uncomfortable due to being wet. During the
observation of personal care it was noted that a
bath towel had been placed around resident 11's
supra-pubic catheter (tube through opening in
abdomen into bladder to drain urine).

That bath towel when removed by CNA U was
noted to have been soaked with urine. Resident
11's abdomen was also noted to be red.

Surveyor; 32572

Review of the 2/4/15 CNA Report Sheet indicated
resident 11 had a history of C Diff infection, she
needed assist of two for transferring, she had a
catheter, it did not indicate she was incontinent of
bowels. The form indicated she used the bedpan
for toileting needs.

The comprehensive care plan did not include the
catheter leaking and the care needed {o protect
the skin from wetness.
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7. Review of resident 13's medical record
revealed:

*The 11/13/14 MDS assessment revealed a BIMS
score of 14 indicating her thought processes were
intact.

*Review of the 2/9/15 Re-admission from a
hospital stay Clinical Health Status assessment
revealed he was able to pivot transfer (how to
move) with limited assistance.

*He was occasionally incontinent.

*He was not oh a scheduled toileting plan or
bladder refraining program. The Braden scale for
predicting pressure sore risk had been coded as
occasionally moist.

Observation on 2/10/15 from 8:30 a.m. through
11:00 a.m. revealed resident 13 had been sitling
in his wheelchair in his room. His panis were wet
and remained wet during that time.

Review of the following reports and care plan
revealed:

*The 2/4/15 CNA Report Sheet revealed no
documentation on how he was to have been
transferred or if he had been incontinent of bowel
and bladder.

*The Bowel and Bladder Detail Report for 1/12/15
through 2/11/15 revealed urinary incontinence
had been documented sixty-nine out of
eighty-nine times.

*The 2/17/15 revised comprehensive care plan
revealed he had been incontinent of bowel and
bladder with no incontinent scheduled foileting or
teileting plan, and he required the assistance of
one staff person with transfers.

8. Review of resident 23's medical record
revealed:
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*The 1/29/15 MDS assessment revealed a BIMS
score of 14 indicating her thought processes were
intact.

*The 1/22/15 Admission Clinical Health Status
assessment indicated she had been continent of
bladder.

*The 2/4/15 Bowel and Bladder Evaluation Forms
indicated she had been continent of urine but had
functional urinary incontinence.

*The 2/17/15 CNA Report Sheet revealed she
was to use a walker or wheelchair for mobility
(getting around), she had required assistance of
one staff person to stand by assistance for
transfers. It stated she toileted herself
independently.

*The 2/11/15 comprehensive care plan revealed
the resident had the potential to be incontinent
due to functional incontinence.

*The comprehensive care plan included a risk for
pressure ulcer care plan that had an infervention
to "provide thorough skin care after incontinent
episodes and apply barrier cream to any redness
andfor excoriation {soreness)." The physical
functioning care pian indicated she needed
limited assistance from staff with toileting and
transfers.

9. Review of resident 24's medical record
revealed:

*The 11/24/14 MDS assessment revealed a BIMS
score of 15 indicating her thought processes were
intact.

*Review of the 12/18/18 [14] Quarterly
Interdisciplinary Resident Review indicated a
bowel and bladder assessment had been
completed and the summary section stated
"Resident is a potential candidate for nursing,
restorative/rehabilitation, or bladder training
program.” The Braden Scale section for
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predicting pressure sore risk indicated she had
been "occasionally moist."

*Review of the 12/18/14 Bladder Evaluation Form
indicated she was continent and both her "clothes
or incontinence pad were wet." That assessment
determined she had overflow and functional
urinary incontinence, and she was not a
candidate for toileting or retraining program. That
assessment did not indicate how many times she
had been continent or incontinent over the last
two weeks.

*Review of the 12/8/14 Bowel Assessment Form
indicated she had been continent and incontinent
of bowel. It indicated she "recognizes appropriate
time/place to defecate and is able to feel urge
sensation for bowel movement." it indicated she
was unable to participate in a program due to
"new admit, has been incont [incontinent] and
continent of bowel, will continue to monitor for
B&B [bowel and bladder]."

*Review of the 2/17/15 CNA Report Sheet
indicated she required the assistance of one staff
member for transfers, she had been incontinent
of urine, she used the toilet, and she received
incontinent care with a toileting schedule.
*Review of the 12/2/14 revised comprehensive
care plan indicated bowe! and bladder
incontinence, it did not indicate she had been on
a toileting schedule.

Interview on 2/18/15 at 3:15 p.m. with the director
of nursing revealed the toileting schedule for the
resident was to be toileted upon rising, before
and after meals, at bedtime, and during rounds at
night. Rounds at night were at midnight, 2:00
a.m., and 4:00 a.m.

Surveyor: 35237
Preceptor: 20031
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10. Interview on 2/10/15 at 1:45 p.m. with resident
2 revealed she:

*Had an indwelling Foley catheter.

*Stated she "had it a long time. it's because | had
sores from my diapers not being changed like
they should."

*Stated it would be too much trouble to put her on
the toilet because she needed the lift {equipment)
to be moved.

*Had not tried 2 commode (portable toilet) since
she had been there.

*Used a bed pan maybe once a week.
*Sometimes just went in her pants.

Interview on 2/10/15 at 1:30 p.m. with LPN D
revealed resident 2 used a bed pan for bowel
movements and did not use the toilet. She stated
the resident had a history of pressure ulcers and
was admitted with the catheter. She further stated
the catheter was in place due fo incontinence,
and she needed the total ift for transfers.

Observation on 2/10/15 at 5:42 p.m. of catheter
care for resident 2 revealed she had a Foley
catheter in place and was incontinent of bowel.

Interview at that same fime with CNAs Sand R
revealed the resident was frequently incontinent
of bowel, and she occasionally used a bed pan.
The CNAs stated "Resident does not use a
commaode or the toilet and does not know when
she goes.”

Interview on 2/11/14 at 11:30 a.m. with the wound
care nurse revealed the resident preferred to use
a bed pan due to contractures (a condition that
changes the body causing a difference in
appearance and stiffness in the joints). She had
pain when she sat for too long. The nurse was
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unsure if staff had ever tried to use the ioilet or a
commode for the resident. She knew the resident
had worked with therapy in the past but did not
know if therapy had worked on toileting with the
resident. She stated the resident had been aware
of when she needed to have a bowel movement.
She stated the only open area the resident had
now was on her left middle finger, all the other
open areas had healed.

Interview on 2/11/15 at 2:30 p.m. with the DON
revealed resident 2 was unable to sit on the toilet
or a commode due to her coniractures. She used
the bed pan for bowel movements. When asked
about a toileting schedule or program he stated
staff checked on her frequently, and she would
put the call light on when she had to go or already
had a bowel movement.

Review of the resident 2's Minimum Data Set
(MDS) assessments dated 9/29/14 and 12/15/14
revealed she:

*Was mentally aware.

*Needed extensive assist of staff to be toileted.
*Needed assistance of two or more staff to be
toileted.

*Had an indwelling catheter.

*Was not on a urinary toileting program.

“Was frequently incontinent of bowe!.

*Was not on a bowel toileting program.

Review of the resident 2's current care plan
initiated on 10/7/14 and last revised on 12/31/14
revealed:

*Focus area of "alteration in elimination of bowel
and bladder"

-“Indwelling Urinary Catheter.”

-"Constipation.”

-"Bowel incontinence.”
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-"Assistance required with toileting.”
*Interventicns related to bowel and bladder:
-"Check and change frequently.”

-"Provide extensive assistance to tfoilet, uses bed
pan at fimes.”

-"Use of briefs for incontinence protection."
-"Menitor and report changes in ability to toilet or
continence status to IDT [interdisciplinary team]."
*Focus area of "potential for alteration in
hydration” related to diabetes and constipation.
-Intervention to "monitor BM [bowel movement]
per care tracker."

*Focus area of "pressure ulcer actual and at risk."
-Intervention to "provide thorough skin care after
incontinent episodes and apply barrier cream.”
*It did not mention the reason for the catheter.

*It did not mention the resident's ability to use the
call light to ask for assistance when incontinent.

Review of resident 2's 9/23/14 Bladder Evaluation
form revealed:

*The section for admission information regarding
urinary continence status had two boxes to
indicate if the resident was currently continent or
incontinent of bladder. Neither box had been
checked.

*The section for evaluation of residents with
indwelling catheters stated to skip that section if
the resident did not have an indwelling catheter.
Nothing had been checked in that section.

*The section for treatment program had been
checked that the resident was not appropriate for
toileting or retraining program.

*The summary indicated the resident had been:
-Alert and oriented (mentally aware) with periods
of confusion noted.

-Able to make needs known to staff.

-Continent of bowel.

-Continent of biadder.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: H4FQ11 Facility 1D: 0049 I continuation sheet Page 62 of 115



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

PRINTED: 03/05/2015
FORM APPROVED
OMB NO. 0938-0391

-Wore a brief for security.

-Not appropriate for toileting or retraining
pregram.

*Another summary dated 1/7/15 for a quarterly
review indicated she had been:

-Alert and oriented.

-Able to make needs know to staff.
-Incontinent of bowel.

-Continent of bladder with a Foley catheter in
place.

-Wore a brief for security.

-Not appropriate for toileting or retraining program
at this time.

Review of resident 2's 9/23/14 Bowel Evaluation
form revealed:

*The section for admission information regarding
bowel continence status had two boxes to check
indicating if she was currently continent or
incontinent of bowel. Neither box was checked.
*She recognized the appropriate time and place
to have a bowel movement.

*She was able to feel the urge sensation for a
bowel movement.

*The section for treatment program had been
checked that she was unable to participate in a
program due to continent of bowel at that time.
*That form was sighed by the nurse under the
review section on 1/7/15.

-The reason for review was listed as quarterly
-The box "No" was checked for able to participate
in a bowel program.

Review of the resident's bowel and biadder detail
report from 1/12/15 through 2/11/15 revealed:
*Appliances" was listed for the description of the
resident's conlinence on all the bladder activity
entries.

*Continent”" was listed for the description of the
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resident’s bowel activity three times.
“Incontinent” was listed for the description of the
resident's bowel activity fourteen times.

Surveyor: 23059

11. Review of resident 8's medical record
revealed a bowel and bladder evaluation form
had been completed upon admission on 8/1/14.
That evaluation indicated she was continent of
both bowel and bladder. Under the section
“Incontinence Symptom Profile" it indicated she
had functional urinary incontinence. That
statement conflicted with the previous statement
that she was currently continent of bladder. The
summary continued to state she was:

*Alert and oriented.

*Able to make her needs known to staff.

*Used her call light appropriately.

“Wore briefs for security.

*Not appropriate for a foileting program at that
time.

No evaluation of her bowel and bladder function
had been completed since that time.

Review of her medical record revealed she had
fallen on 11/26/14. That fall had resulted in a left
leg fracture. Review of her nurse's notes from
that time through 2/10/15 revealed she was both
continent and incontinent of bowel and bladder.
Those notes stated she would use a bedpan or
would choose to urinate in her brief.

Review of the provider's reviewed 1/19/15
Incontinence Management/Bladder Function
Guideline revealed:

*The purpose of the bladder management
program was to:

~Enable the resident to control urination without a
catheter whenever possible.
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~Avoid possibility of a urinary infection.

-Prevent skin problems such as pressure areas
and excoriation.

-Improve the morale of the resident.

-Restore the residents dignity.

-Manage urinary inconiinence, restore or maintain
as much normal bladder function as possible.
*Upon admission complete the bowel and bladder
tracking tool.

*Choose a program that would fit the resident
after evaluation. Those programs could include:
-Scheduled toileting.

-Prompted voiding.

-Pelvic floor muscle rehabilitation.

-Medication therapy.

-Absorbent products.

*The interdisciplinary care plan team would
evaluate the effectivenss of the program and
make recommendations {o continue, change, or
discontinue the program with the quarterly MDS
review.

*The following elements were to be in place to
demonstrate satisfactory compliance with the
guide. That meonitoring would have included:
-Incontinent residents would have been assessed
per guideline.

-Evaluation of casual facters determined the
program initiated.

-Care plan reflected individualized program.
-Observations of care provided matches the plan
of care.

F 314} 483.25(c) TREATMENT/SVCS TO F 314
85=G | PREVENT/HEAL PRESSURE SORES

Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
who enters the facility without pressure sores
does not develop pressure sores unless the
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individual's clinical condition demonstrates that
they were unavoidable; and a resident having
pressure sores receives necessary treatment and
services to promote healing, prevent infection and
prevent new sores from developing.

This REQUIREMENT is not met as evidenced
by:
Surveyor: 26632

Based on cbservation, interview, record review,
and protocol review, the provider failed to assess,
identify, and implement interventions for residents
at risk of developing pressure ulcers (injury to
skin and tissue from prolonged pressure on the
skin) for 2 of 11 residents (8 and 17) with
pressure ulcers acquired in the facility. Findings
include;

Surveyor: 23059

1. Review of resident 8's medical record revealed
she fell on 11/26/14. That fall had resulted in a
fracture to the left femur (upper leg bone). She
had been placed in a leg brace fo prevent
movement in that leg.

Review of a 12/23/14 fax revealed the nurse had
questioned resident 8's primary physician as {o
whether or not she should have a follow-up
appeintment with the orthopedic doctor. Her
primary physician replied on 12/24/14 "Please
have the pt [patient] follow-up with

[name of facility] asap [as soon as possible]. |
would like to see her get a less obtrusive [large]
brace for leg. Or better yet be given the OK to
remove completely.”

Review of her 12/25/14 nurses notes revealed

F 314

1. Resident's 8 and 17 care plans have
been updated to reflect their current
woundcare plan. Residents with pressure
ulcers will have their care plans reviewed.

2. DNBS or designee will educate all staff
on pressure ulcers, prevention, treatment,
and care planning by March 21, 2015.

3. DNS or designee will audit the care
plans and charts of all residents with
pressure ulcers for accuracy and
completeness weekly for 4 weeks and
then monthly thereafter. DNS or designee
will report results at monthly QAPT for
review, recommendation and continuation
or discontinuation of audits.

4. March 21, 2015
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resident 8 had complained frequently the brace
was too large. A skin assessment on that day
revealed an open area to the left back upper thigh
that "appears to be from brace worn to left leg." A
fax had been sent to the physician on that day for
a follow-up appointment with the orthopedic
doctor. Continued review of the nurse's notes
revealed an open area was first noted on her
upper thigh on 12/28/14. That area was reported
to the wound care nurse and was described as
"possibly related to the leg immobilizer. Does not
appear to be pressure related.” The
measurement of the "slit" at that time was 0.2
centimeters {(cm) by 2 cm by 0.1 cm. A Mepilex
border dressing had been applied for protection.

Review of the 1/1/15 skin assessment revealed
"Top of brace rubbing on skin near peri [upper
inner thigh] area and left thigh. Mepilex bandages
applied to left inner thigh and top of rear left thigh.
Follow up appt [appointment] scheduled for brace
evaluation. No other skin concerns at this time."

Review of her 1/2/15 nurse's note revealed the
resident was at risk for pressure areas. No
current pressure areas were being treated at that
time. Review of her 1/5/15 nurse's note revealed
she had a follow-up visit that day with the
physician "re: [regarding] brace-breakdown from
brace-will monitor.” Review of the 1/5/15 clinic
referral note revealed she had been seen that day
by her psychologist. The leg brace had not been
addressed during that visit.

Review of her 1/6/15 nurse's note revealed the
wound care nurse continued te follow the "thigh
wound r/t [related to] the brace."

Review of her 1/7/15 progress notes from her
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visit to the orthopedic physician revealed the
nurse had alerted the physician to the open areas
on the upper thigh. The physician had not
addressed the need for a different leg brace. He

' had ordered an increase in the range of motion in
he hinged knee brace by 10 to 20 degrees
weekly.

Review of her 1/8/15 weekly nurse’s skin review
revealed a dressing was "replaced to the
posterior [back] left thigh where the brace irritates
the skin." Those nurse's notes also stated the
physician had been notified of the resident's skin
issues on the last visit.

Review of her 1/15/15 nurse's skin assessment
revealed she continued to have a "sore area to
upper rear left thigh." No other skin issues were
noted.

Review of her 1/16/15 occupational therapy
treatment notes revealed "Pt was found by PT
[physical therapisi] to have wounds on her L [left]
foot/ankle on the anterior [front] and posterior
[back] sides from the brace. Wound care has
dressed the pt at this time; pt's brace is being
adjusted by maintenance.

interview on 2/18/15 at 2:10 p.m. by telephone
with the director of therapy revealed she had
seen resident 8 on 1/16/15. She stated her leg
brace was to have been wom "around the ciock"
at that time. She stated the resident complained
of her leg and ankle hurting. She stated she had
complained of leg pain before but had not
complained of ankle pain prior to that time. She
stated she noted two "large” wounds, one on the
top of her foot and the other on the back of her
ankle. She stated she immediately notified the
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second ftoor resident care coordinator and the
wound care nurse. They removed the brace, and
it slid down easily on the leg when the resident
was in bed. The brace was adjusted by
maintenance at that time, and two inches were
removed from the top of the brace. She stated
she felt the brace fit the resident well at that point.
She also stated she did not feel a wound of that
size could have developed within one day.

Review of the resident's 1/16/15 change of
condition report revealed "resident has
unstageable [covered by scab and not able to
measure the depth or severity] pressure ulcers to
anterior (1.5 x 4 cm) and posterior ankle (0.7 x 5
cmy). Pressure ulcers are a result of immobilizer
brace rubbing." The physician was notified by fax
on that day. The physician had replied regarding
treatment for the pressure ulcers. He did not
address the issue of the brace causing the
pressure ulcers.

Review of her 1/21/15 nurse's notes revealed
dressings were intact to the sore areas on her
ankle and thigh. Review of her 1/23/15, 1/27/15,
and 1/30/15 nurse's notes revealed she continued
to wear a stabilizing brace at all times. Wound
care was to follow the pressure ulcer areas on
her left ankle related to the brace.

Review of the 1/30/15 weekly skin care note
revealed "Left anterior and posterior ankle
pressure ulcers remain present. Both wounds
noted to be getting smaller. Left leg immobilizer
brace remains in use and repositioned prn [as
needed] to prevent further skin breakdown."

Review of the 2/6/15 weekly skin care note
revealed " Pressure ulcer fo left anterior and
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posterior ankle remain present. Both wounds
continue to decrease in size." Review of her
2/6/15 nurse's notes revealed "Resident went to
[name of orthopedic provider] earlier in
the day and received a new smaller brace and
new orders for TTWB [toe touch weight bearing]
’ and brace on when up." Review of the physician's
notes from that day revealed he had not
mentioned the change to a smaller brace.

Review of the weekly wound evaluation flow
sheets for the ankle uicers from 1/16/15 through
2/17/15 revealed they had been measured weekly
and had remained unstageable. The areas had
decreased in size from the original measurement.

Observation on 2/10/15 at 8:45 a.m_, 10:55 a.m.,
and 1:40 p.m. revealed resident 8 was laying on
her back in her bed. The leg brace was on her left
leg.

QObservation on 2/10/15 at 1:45 p.m. with the
wound care nurse revealed the wounds on both
ankles had remained unstageable and had
scabbed over. The measurements of those
wounds at that time were:

*Anterior ankle: 1 cm x 2.5 cm.

*Posterior ankle: 1.5 cm x 2.8 cm.

Interview on 2/18/15 at 2:15 p.m. with the second
floor resident care coordinator revealed she could
not find documentation to support:

*The orthopedic physician had been notified of
the primary physician's 12/24/14 concern of the
need for.a different leg brace or complete
removal of the brace.

*The orthopedic physician had been notified of
the irritation from the leg brace prior to the 1/7/15
visit.
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*The nurse had contacted the orthopedic
physician after receiving the consultation report
back from the above visit regarding the concerns .
related to the leg brace.

*The nurse had contacted the physician regarding
the ill-fitting leg brace after his reply did not
address it.

*A physician had been notified prior to 2/6/15
regarding the continuation of the leg brace and
clarification of whether or not it could have been
changed to a different brace.

*In that same interview the care coordinator
confirmed:

-Resident 8 should not have been wearing the leg
brace when in bed as indicated in the 2/6/15
physician's orders.

-The use of the leg brace had not been care
planned for use.

~The ill-fitting brace should have been addressed
sooner and may have prevented the sores from
developing on the ankles.

Surveyor: 26632

2a. Review of resident 17's medical record and
right heel wound evaluation flow sheet revealed:
*She had been admitted on 9/3/14.

*She had diagnoses that included a left lower leg
fracture, diabetes mellitus, peripheral neuropathy
(decreased sensation in extremities).

*On 11/18/14 an unstageable pressure ulcer was
noted to her right heel.

*The measurements were 3.5 ¢m in length by 5.5
cm in width.

*|t was an intact fluid filled blister.

*A Prevalon boot was initiated at that time.

*She was admitted to the local hospital due to an
infection in her left heel pressure ulcer.

*On re-admission the pressure ulcer measured 6
cm in length by 6.5 cm in width and 0.2 cm in
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depth.

*It had a moderate amount of drainage.
*Afoam heel liff boot was in place.

*A specific turn and reposition program of every
one to two hours was in place,

Interview on 2/12/15 at 10:30 a.m. with licensed
practical nurse (LPN) E/resident care coordinator
revealed:

*Her left heel pressure ulcer had been discovered
when the physician had removed the splint.

*She believed the right pressure ulcer had
resulted in resident 17 resting her heel against
the foot plate of her electric wheel chair.

*She agreed the pressure ulcer was preventable.
*She agreed the clinical interdisciplinary reviews
did not have the diabetic foot screenings
completed.

*She agreed that did not follow the care plan for
pressure ulcers.

b. Review of resident 17's medical record and
9/16/14 initiated wound evaluation flow sheet
revealed:

*She had a left leg fracture. That leg including her
foot and heel had been in a splint.

*There were physician's orders not to remove the
splint.

*On 9/16/14 she was seen by the orthopedic
physician, and the splint was removed.

*It revealed an unstageable (Full thickness tissue
loss in which the base of the ulcer is covered by
yellow, tan, gray, green, or brown tissue, and/or
eschar (scab), deep tissue injury (purple or
maroon localized area of discolored intact skin or
blood-filled blister due to damage of underlying
soft tissue from pressure) deep tissue injury
pressure ulcer.

*A unstageable pressure ulcer to her left heel.
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*It measured 1.8 cm in length by 2.4 cm in width.
*It was not open at that time and was described
as a blood-filled blister.

*On 11/18/14 it measured 1 cm in length by 2 cm
in width.

*It was not open but had been marked as 100%
hecrotic (dead) tissue.

*She was re-admitted fo the local hospital on
11/21/14 due to an infection in the left heel
pressure ulcer.

*She was placed on intravenous {(medication
given directly into a vein) antibiotics while in the
hospital and on wound care treatment of the
pressure ulcer.

Review of resident 17's Braden score
assessments (evaluates skin for the risk of
breaking down) revealed:

*A 9/3/14 admission assessment with a score of

16 (at risk for developing a pressure sore).

*A 11/26/14 re-admission assessment with a
score of 15 (at risk for developing a pressure
sore).

*A 12/22/14 quarierly assessment with a score of

15 (at risk for developing a pressure sore).

Review of resident 17's clinical health
statusfinterdisciplinary assessments revealed:
*The 9/3/14 admission assessment indicated "If
diabetic proceed to diabetic foot screen.”

*That screen had not been completed.

*There was no preventative foot care initiated.
*The 11/26/M14 re-admission assessment for skin
conditions had not been completed. It only had
documentation of a pressure ulcer to the left and
right heels. There were no measurements.

*The diabetic foot screen had not been
completed.

*The 12/22/14 gquarterly assessment under skin

F 314
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concerns had "Yes" checked. Written in was "L
[left] heel, R [right] heel, Abd pad [thick dressing],
heel lift boots, and reposition.”

*The diabetic foot screen had not been
completed.

Review of resident 17's 9/19/14 care plan
revealed:

*All interventions for the reduction of pressure
ulcers had been initiated after the left heel
pressure ulcer had been found.

*Diabetic foot monitoring quarterly and with
change in condition had been started.
*Encourage resident to float (keep the pressure
off) right heel with pillow while in bed or in
recliner.

*Encourage turning and repositioning frequently.
*The interventions for her diabetes mellitus
included:

-Assessment of skin and foot condition weekly by
licensed nurse.

-Diabetes foot screen upon admission, quarterly,
and with change in condition.

*The interventions for her nutritional risk was
initiated on 9/11/14.

*There were no goals or interventions related to
her pressure ulcers.

Review of the provider's revised 2013 Skin
Integrity Guideline palicy and Skin Care protocol
revealed:

*Residents were to have been observed daily by
CNAs for reddened/open areas. Any changes
were to have been reported to the licensed nurse
and documented.

*If there was a decline in skin integrity (condition)
pressure redistribution surfaces (devices used to
relieve pressure) were to have been reviewed for
appropriateness.
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*All residents would be assessed/observed for F 315
risk of skin breakdown within twenty-four hours of
admission, quarterly, and as necessitated by 1. Resident #5's MD was contacted
Shange in C.O".dlt.lon' regarding catheter. MD advised facility
The interdisciplinary plan of care would address that resident does have urinary retention
problems, goals, and interventions directed and wants to have the cathegleﬁ n
toward the prevention of pressure ulcers. Resident's carenlan has been revised 'S o
*If identified at risk or with actual alterations in that it is ac It)e Resident #2 no lonser
skin integrity of feet footwear would be addressed has a catheter R-esi dent #2 has a newg
for appropriateness. bowel and bladder assessment and her
F 315|483.25(d) NO CATHETER, PREVENT UTI, F 315 care plan has been updated. Residents
s8=D | RESTORE BLADDER ‘ 3;\2‘\\5

Based on the resident's comprehensive
assessment, the facility must ensure that a
resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necessary; and a resident
who is incontinent of bladder receives appropriate
treatment and services to prevent urinary tract
infections and o restore as much normal bladder
function as possible.

This REQUIREMENT is not met as evidenced
by:

Surveyor: 26632

Based on record review, interview, and policy
review, the provider failed to have supporting
documentation for the continued use of a urinary
catheter (tube to drain urine from bladder) for two
of two sampled residents (2 and 5). Findings
include:

1. Review of resident 5's medical record
revealed:
*She had a 12/9/14 physician's order to have a

with catheters will be reviewed to ensure
that the catheter is appropriate and they
have proper documentation.

2. DNS or designee will educate all
nursing staff regarding catheters,
justification, and appropriate
documentation by March 21, 2015.

3. DNS or designee will audit all
catheters monthly for appropriateness and
accurate documentatton for three months.
DNS or designee will report results to
monthly QAPI for review,
recommendations, and
continuation/discontinuation of andits.

4. March 21,2015
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urinary catheter inserted due fo a pressure ulcer
(pressure sore) to her buttock (side of bottom).
*A facsimile was sent to her physician on 1/12/15
for the continued use of the urinary catheter after
the pressure ulcer had healed.

*The diagnosis given for the use of the urinary
catheter was unspecified retention of urine.

*The physician agreed with that on 1/12/15.

*The diagnosis had been from a 4/21/08
physician's order.

*That diagnoses listed the diagnosis of urinary
incontinence and urine retention.

*A 7128/10 history and physical had listed urinary
retention as her past medical history.

*Her previous urinary catheter had been
discontinued on 8/3/10 after a hospitalization from
7/28/10 through 8/3/10.

*Physician's progress notes from 4/24/14,
6/25/14, 7111114, 9/9/14, and 11/11/14 revealed
no documentation of urinary retention.

Review of resident 5's 7/25/14 quarterly
interdisciplinary resident bladder review revealed:
*A complete bowel and bladder assessment had
been completed.

*She did not have a urinary catheter in use.

Review of resident 5's 10/2/14 significant change
in status clinical health evaluation revealed she
was frequently incontinent of urine.

Review of resident 5's 2/215 quarterly
interdisciplinary resident bladder review revealed:
*A urinary catheter was in use.

*Inability to manage urinary retention with
intermittent catheterization was checked.

*There was no documentation she had
undergone any intermittent catheterization's or
had problems with urinary retention.
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Review of resident 5's incontinence care plan
initiated on 3/30/10 revealed:

*Focus area included:

-Incontinent of urine {changed to just bowel on
1/16/15. Had a colostomy (artificial opening) for
bowels.

Goals included:

-Will not develop signs or symptoms of a urinary
tract infection.

-Skin around colostomy intact (without sores) and
free from breakdown/redness.

*Interventions included:

-Wears briefs to help manage incontinent
episodes and maintain dignity.

-Check and change brief upon rising, before and
after meals, bedtime, night rounds (checking on
the residents), and as needed.

Review of the provider's undated Indwelling
Catheter Justification/Decision Diagram revealed:
*It was completed for new admissions and
re-admission of a resident with an indwelling
catheter.

*Diagnoses that were deemed appropriate for the
use of an indwelling catheter included:

-Urinary retention that could not be medically or
surgically corrected.

-Care of a terminally ill or severely impaired
resident for whom bed and clothing changes were
uncomfortable/painful or disruptive.

*Ayes answer would have the following:

-A physician's order with the diagnosis for use.
-Clinical conditions/underlying factors present that
made the indwelling catheter unavoidable.
-Summarization of the need for the indwelling
catheter.

interview on 2/19/14 at 9:00 a.m. with the director
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of nursing revealed:

*Resident &'s use of the urinary catheter was
related to her urinary retention.

*There was an appropriate diagnosis of urinary
retention.

*Agreed that diagnosis was from 4/21/08.
*Agreed her previous urinary catheter had been
discontinued on 8/3/10.

*Agreed there was no documentation in the
physician's progress notes or nursing notes of
urinary retention.

Surveyor; 35237

Preceptor: 20031

2. Observation and interview on 2/10/15 at 1.45
p.m. with resident 2 revealed she had an
indwelling Foley (type of bladder catheter). She
stated she "had it a long time. It's because { had
sores from my diapers not being changed like
they should."

Interview on 2/10/15 at 1:30 p.m. with licensed
practical nurse (LPN) D revealed resident 2 had a
history of pressure ulcers and was admitied with
the catheter. She further stated the resident's
catheter was in place due to incontinence, and
the resident needed a total Iift (mechanical lift
used to move a person from one place to
another) for transfers.

Review of resident 2's 8/27/14 History and
Physical documentation from the hospital stated:
-"1, Complicated urinary fract infection. She has
chronic (long term) indwelling Foley "

-"2. Decubitus ulcers [open areas from too much
pressure] involving the coccygeal [tail bone],
sacral area [lower back/pelvis area], bilateral
fboth] buttock area, laterai aspect of the left
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thigh.."

Review of resident 2's 9/22/14 Discharge with
Transfer Orders from the hospital stated "Urinary
Cath [catheter] Justification: Chronic indwelling
Cath, Prolonged Immaobilization [lack of
movement].”

Review of resident 2's 9/23/14 Bladder Evaluation
Form revealed the following instruction:
*'Resident's with indwelling catheters must have
at least one of the following conditions, check all
that apply."

-t listed terminal illness or severe impairment and
movement causes intractable pain, Stage 3 or 4
pressure ulcers (open area to skin caused by too
much pressure) in an area affected by
incontinence that prevented ulcer healing, urinary
_retention that could not be treated or correcied
‘medically or surgically, and need for exact
measurement of urine output,

-There was nothing checked for any of those
areas.

Review of resident 2's 10/14/14 History and
Physical documentation from the hospital stated
"chronic Foley catheter due to severe debility
[physical weakness]" in the past medical history.

Review of resident 2's 10/20/14 Discharge with
Transfer Orders from the hospital stated "chronic
Foley catheter due to severe debility.”

Review of resident 2's 12/31/14 Quarterly
Interdisciplinary Resident Review assessment
revealed the:

*Section on bladder evaluation indicated the
resideni had a Foley catheter.

*Indwelling catheter evaluation section was
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completed and marked "No" for ail the questions.
*Summary had two options and specified to
check one. Neither option was checked.

*First summary option stated "at least one
guestion is checked "Yes" and/or the resident has
an appropriate diagnosis..."

*Second summary option stated “all questions are
checked "No" and there is ho appropriate
diagnosis.”

Review of the resident's Wound Evaluation Flow
sheet indicated her last pressure uicer on her
buttock was healed on 10/28/14.

Review of resident 2's care plan initiated on
10/7/114 and last revised on 12/31/14 revealed the
resident had an indwelling urinary catheter. There
was no mention of an indication for use.

Interview on 2/11/15 at 2:30 p.m. with the DON
regarding resident 2's Foley catheter revealed the
catheter had initially been for healing the
resident's pressure ulcers. He would look for the
current diagnosis.

Further interview on 2/11/15 at 4:25 p.m. with the
DON revealed there was no cumrent indication for
the use of the catheter. He had contacted the
physician and received an order to remove the
Foley catheter.

F 323 483.25(h) FREE OF ACCIDENT F 323
5s=D | HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.
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This REQUIREMENT is not met as evidenced
by:

Surveyor: 32572

A. Based on observation, interview, and policy
review, the provider failed to ensure the safe use
of side rails or assistance (assist) bars for 6 of 23
sampled residents (3, 8, 11, 23, and 26) with side
rails or assist bars. Findings include:

1. Observation on 2/10/15 at 8:30 a.m. revealed

resident 11 had one-half side rails at head of the
bed on both sides.

*Review of her medical record revealed:

-She had been admitted on 1/23/15.

-There were no assessments for those side rails.
*Review of the 1/26/15 comprehensive care plan
revealed no mention of the side rails.

2. Observation on 2/10/15 at 8:30 a.m. revealed
resident 23 had assist bars on both sides of the
head of the bed.

*Review of her medical record revealed:

~The resident had been admitted on 1/22/15.
-The side rail assessment had been completed
on 2/16/15.

-The care plan for the assist bars had been
initiated on 2/11/15.

Interview on 2/10/15 at 10:40 a.m. with the
director of nursing confirmed the Side Rail
Assessment Screen had to be completed when
side rails or assist bars were used.

Review of the provider's revised 2013 Side Rails
Guideline revealed:

¥ 323

1. Residents # 11, 23, 3, 8, and 26 havea
complete side rail assessment. Therapy
table has been ordered.g

%LL\

%CRSD\Q \& BY

r;. ED or designee will inservice all

nursing staff on side rails and side rail
assessments, and reporting safety issues to
maintenance by March 21, 2015. ED or
designee will educate Maintenance on
maintaining the facility free of safety
hazards by March 21, 2015.

3. DNS or designee will audit 10
residents per week with siderails for
accurate and complete assessments. ED
or designee will audit facility weekly for
safety hazards. Audits will be completed
weekly for 4 weeks and then monthly
thereafter. DNS or designee and ED or
designee will present results of audits for
discussion at monthly QAP for further
review and recommendations and/or
continuation/discontinzation of audits.

4 March 21, 2015
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*'The purpose of the side rail utilization (use) may
be to:

-Remind resident not to get out of bed when
medically contraindicated and/or medical
equipment is attached to the patient.

-Aid in turning and repositioning while in bed.
~Providing a hand-hold for getting in or out of
bed."

*"Monitoring compliance will include the following
elements are in place for the facility to
demonstrate satisfactory compliance with the
guide:

-Residents with side rails have appropriate
assessments completed.

-There is evidence of multidisciplinary approach
to side rail utilization.”

Surveyor: 23059

3. Observation beginning on 2/10/15 at 9:30 a.m.
through 2/12/15 at noon revealed resident 3 had
a grab bar on the outside of his bed by the head
of the bed. Review of his 9/2/14 admission Side
Rail Assessment Screen revealed the objective
assessment portion indicated he:

*Was ambulatory.

*Did not have changes in safety awareness due
to mental decline.

*Was not able to get in or ouf of bed unassisted.
*Was able to turn from side-to-side unassisted or
with side rails while in bed.

*Did not attempt to get in or out of bed
unassisted.

*Was nof able to lower the side rall.

*Was currently using the side rail for positioning
and support.

*Was able to use the call light {o request
assistance.

*Was taking medications that would require
increased safety precautions.
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The side rail safety portion of the above form had
been left blank. The side rails had not been
measured to ensure there were no gaps between
the mattress and the rails that would pose a
danger. That area had also been left blank.
Based on the assessment findings it was
determined the resident would use bilateral
one-half assist rails.

The above assessment was re-evaluated on
12/17/14. The side rail safety portion of the
assessment was again left blank.

4. Observation beginning on 2/10/15 at 8:45 a.m.
through 2/11/15 at 8:00 a.m. revealed resident 8
had grab bars on both sides of her bed. Review
of her Side Rail Assessment Screen revealed it
had been completed on 10/22/14. A quarterly
assessment or assessment upon significant
change had not been done since that time. Since
that initial assessment was completed the
resident had fallen on 11/16/14 resulting in a leg
fracture. The assessment screen had not been
reviewed at that time.

Surveyor: 26632

5. Observation on 2/10/15 at 11:30 a.m. revealed
resident 26 had a grab bar on the outside of her
bed by the head of the bed. Review of her 2/6/15
re-admission side rail assessment screen
revealed the objective assessment portion
indicated she:

*Was ambulatory.

*Did not have changes in safety awareness due
to mental decline.

*Was able to get into bed unassisted.

*The question for the ability fo get out of bed
unassisted was not answered.

F 323
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*Was able to turn from side-to-side unassisted or
with side rails while in bed.

*Did at times attempt to get in or out of bed
unassisted.

“Was not able to lower the side rail.

*Was currently using the side rail for positioning
and support.

*Was able to use the call light to request
assistance.

*Was not taking medications that would require
increased safety precautions.

*The portion to determine if the side rail use was
indicated for this resident had not been filled out.

Surveyor: 20031

B. Based on observation, testing, and interview,
the provider failed to ensure one of cne
occupational skills table in west physical therapy
was kept in good condition without sharp edges
that could pinch, rip, and/or cut fragile skin.
Findings include:

1. Observation on 2/18/15 at 1:20 p.m. in the
west physical therapy room revealed a laminated
table in-use by two unidentified residents for hand
therapy exercises. Three of four edges on that
table had cracked and broken laminate. Pieces of
laminate the size of fifty cent pieces were missing
and part of the laminate had cracked and pulled
away from the wood beneath the laminate. Those
cracked and broken edges were sharp to the
touch on the surveyor's fingers. The unglued
laminate created a pinch ot skin hazard between
the wood and laminate surface.

interview at the time of the observation with the
director of therapy confirmed those findings. She
stated the table was very old and had been in-use
for years. She stated the laminate continued to
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chip and crack more each year.
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441 1. No immediate action could be taken for
ss=F | SPREAD, LINENS residents #11, 26, 15,2, 3, and 8.
Resident 17 has new foam boots that are
The facility must establish and maintain an labeled with their name on them.
Infection Control Program designed to provide a Resident 27 does not have foam boots.
safe, sanitary and comfortable environment and The transfer poles and over the bed table
to help prevent the development and fransmission in room 115 have been cleaned. The
of disease and infection. exercise balls in therapy will be cleaned at
) least daily. The therapy balloons will be
(a) Infection Control Program for single resident use. Therapy has 3}2 ! ;ig
The facility must establish an {nfection Control ordered a new wedge. The linen chute
Program under which it - has been cleaned.
(1) Investigates, controls, and prevents infections
in the facility, 2. DNS or designee will educate all staff
(2) Decides what procedures, such as isolation, on infection control, hand hygiene and
should be applied to an individual resident; and gloving, isolation precautions, single use
{3) Maintains a record of incidents and corrective resident’ care items and facility cleanliness
actions related to infections. by March 21, 2015.
(b) Preventing Spread of Infection 3. DNS or designee will audit 5 instances
(1) When the Infection Control Program of hand hygiene and gloving for proper
determines that a resident needs isolation to procedure weekly for 4 weeks an then
prevent the spread of infection, the facility must monthly thereafter. ED or designee will
isolate the .rt.ESIdent. . . audit facility weekly for cleanliness and
{2) The facility must prohibit employees with a appropriatc infection control for 4 weeks
communicable disease or infected skin lesions and then monthly thercafter. Ed and DNS
from direct contact with residents or their food, if or designee will report results of audits to
direct contact will transmit the disease. monthly QAPI for review,
(3} The facility must require staff to wash their recommendations, and co;lﬁnuation or
hands after each direct resident contact for which d15c0n On £ audits.
hand washing is indicated by accepted jﬁ . W i@b{)\,&lm{:
professional practice. 4 Mar 201 3
{c) Linens
Personnel must handie, store, process and
transport linens so as to prevent the spread of
infection.
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This REQUIREMENT is not met as evidenced
by:

Surveyor: 32572

A. Based on observation, interview, policy review,
and manufacturer's review, the provider failed to
ensure:

*Two of two (11 and 26) sampled residents with
clostridium difficile (C-Diff) (contagious infection
of the bowel) had precautions posted, staff were
aware of those precautions, and personal
protective equipment (PPE) was available.

*One of five observations of wound care for
resident (15) revealed improper handwashing and
glove use by one of four licensed nurses
(licensed practical nurse {LPN) E.

*Three of three observations of foley catheter
(tube in the bladder to drain urine) care and
personal care for sampled residents (2, 3, and 8)
revealed improper handwashing and glove use.
*Two of two observed residents (17 and 27) with
heel lift boots that were single-resident use items
were used for multiple residents.

Findings include:

1. Observation on 2/10/15 at 8:30 a.m. of resident
11's room revealed the room had two large
hampers in the room. One was red in color, and
the other one was white in color. Interview with
the resident and her roommate at that time
indicated resident 11 had an infection and all her
laundry and garbage was to go into those
hampers. Upon closer examination of the
entrance it had been noted to have a small red
magnetic sign applied to the doorway of the
room. That sign had been in the upper left corner
above eye sight level. That sign had been the
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size of a deck of cards and difficult to read from
the doorway.

*Review of resident 11's 1/26/15 comprehensive
care plan did not include any mention of the
infection present. Upon further investigation it had
been determined the resident had a C-Diff
infection upon admission. The resident had been
admitted on 1/23/15.

Surveyor: 26632

2. Observation and interview on 2/16/15 at 4:30
p.m. of registered nurse (RN} L revealed:

*She entered resident 11's room with medication.
*She had not used any personal protective
equipment.

*She stated she was not aware resident 11 was
still under centact precautions for C-Diff.

*She stated they were waiting for the physician to
lift the contact precautions.

Surveyor: 35237

Preceptor: 20031

3. Observation on 2/10/15 at 8:30 a.m. of resident
26's room revealed

*She had two large clothing hampers in the room.
*One was red in color and the other one was
white in color.

*There was no sign outside her room to indicate
she was on infection precautions.

*She was laying in bed.

*She had a breakfast fray on her bedside table.
*She had not eaten any of her breakfast.

Surveyor: 26632

Review of resident 26's medical record revealed:
*She had been admitted on 1/6/15.

*She had been admitted to the hospital on
1/27/15.
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*She had been re-admitted to the facility on
2/4/15.

*She had diagnoses that included C-Diff.
*Her 2/6/15 bowel and bladder care plan had
been revised on 2/16/15 stating the C-Diff
precautions had been lifted.

Surveyor: 35237

Interview on 2/10/15 at 8:40 a.m. with the
infection control nurse revealed he did not know
why there were hampers in resident 26's room.
He stated she had C-Diff in the past, but thought
it had been resolved.

Observation on 2/10/15 at 5:22 p.m. revealed the
infection control nurse brought personal
protective equipment, including disposable
gowns, gloves, and masks, to resident 26's room.
He walked into resident's room without wearing
any of those items and closed the door.

Observation on 2/10/15 at 5:25 p.m. revealed:
*There was now a small red magnetic sign
applied to the door frame up in the exterior top
right corner. That sign had been the size of a
deck of cards and stated to stop and see the
nurse before entering.

*An unidentified staff member exited the room
carrying a bag that appeared to be garbage with
one of the disposable gowns in it.

4. Observation on 2/17/15 at 3:50 p.m. of resident
15's wound care by LPN E revealed she:

*Applied gloves.

*Removed the resident's sock and brace to her
left foot/ankle.

*Removed the soiled dressing and laid it down on
the resident's bedspread.

*Picked up the soiled dressing and placed it
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against the resident's open area to mark the size
of the open area with a pen.

*Put the soiled dressing back down on the
resident’s bedspread.

*Cleansed the wound with normal saline.
*Applied a non-sting barrier film on the
surrounding tissue.

*Applied the new dressing over the wound.
*Re-applied the foot/ankle brace and sock.
*Removed her gloves

*Picked up the soiled dressing and wrapped it
into one of her soiled gloves.

*Carried the glove with the dressing out of the
resident's room and entered the hallway.

*Used the hand sanitizer dispenser on the wall to
apply sanitizer to her hands.

*Carried the soiled glove with the soiled dressing
fo the lounge down the hall where the medication
(treatment} cart was stored.

*Retrieved a measuring strip to measure the
marked area.

*Placed the soiled glove with the soiled dressing
into the garbage on that cart.

*Walked to her office and filled out the wound
evaluation flow sheet.

At no time during the above observation did LPN
E wash her hands or change gloves.

5. Observation and interview on 2/10/15 at 5:25
p.m. of resident 2's catheter care and transfer
from bed to wheelchair by certified nursing
assistant (CNA) R and CNA S revealed:

*CNA S did not wash her hands prior to the start
of care.

*CNA S applied gloves and assisted CNA R to roll
the resident to her side.

*They removed the resident's shorts and
disposable undergarment.
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*CNA S performed catheter care and used a
disposable wet wipe.

With those soiled gloves she refrieved extra wet
wipes from the package and continued cathater
care.

*They assisted the resident to her side.

*Both CNAs stated the resident was incontinent
of bowel frequently and was changed as needed.
*CNA S cleaned the resident's private area with
wet wipes.

*With those same soiled gloves she retrieved
extra wet wipes from the package and continued
cleaning the resident's private area.

*CNA S placed the package on the resident's
dresser, removed her gloves, and applied a new
pair of gloves.

*CNA S applied a new disposable undergarment
and the resident's shorts.

*CNA S retrieved a piastic container from the
resident's bathroom and placed it on the carpet
by the resident's bed.

-She emptied the urine from the resident's
catheter bag into the container.

-She took the plastic container with urine into the
bathroom to empty it and returned to the bedside.
*The CNAs transferred the resident from her bed
into her wheelchair.

-CNAR held the resident's catheter tubing/bag at
the time of the transfer. She then placed the
catheter bag into a holder under the seat of the
resident's wheelchair.

Surveyor: 23059

6. Observation on 2/10/15 at 11:25 a.m. of
resident 3 revealed CNA G eniered his room.
She:

*Did not wash her hands prior to putting on
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gloves.

*Obtained a plastic container from a plastic bag
hanging on a rod in the resident's toilet room.
*Placed that container on the floor without &
barrier underneath it.

*Proceeded to empty urine from the resident's
catheter (iube to drain urine from the bladder} leg
bag.

After measuring the amount of urine in the
container, CNA G dumped the urine into the toilet.
She then:

*Ran about an inch of water in the container,
swished it around, and dumped the water into the
toilet.

*Placed that container back into its original plastic
bag. Also stored within that plastic bag was the
resident's night time catheter bag. The
contaminated base of the container rested upon
the tubing in the catheter bag.

After replacing the container, CNA G removed her
gloves and left the room. Immediately upon
leaving the room she re-entered and washed her
hands. She stated all of the above was her usual
practice.

7. Observation on 2/10/15 at 1:45 p.m. of resident
8 revealed CNAF entered the room to assist the
wound care nurse with a dressing change. She
put on gloves without washing her hands. She
assisted with moving resident 8 into position, so
her dressing could be changed. Following the
dressing change she removed her gloves and left
the room. She had not washed her hands after
removing those gloves and before ieaving the
room.

8. Review of the provider's 12/1/14 Preventing
Spread of Infection policy revealed times at which
hand hygiene was required included:
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*Before and after direct resident confact.
*Before and after changing a dressing.
*Before and after assisting a resident with
personal care.

*After contact with a resident's body fluids.
*After handling soiled equipment or utensils.
*After handling catheters or urinals.

*After removing gloves.

Review of that policy also revealed:

*Alcohol based hand rubs could be used for
cleaning hands for direct patient care.
*Gloves were not a substitute for hand hygiene.

Review of the provider's revised August 2014
Hand Washing/Hand Hygiene Policy revealed:
*2. All personnel shall follow the hand
washing/hand hygiene procedures to help prevent
the spread of infection to cther personnel,
residents, and visitors."

*7_Use an alcohol based hand rub containing at
least 62% alcohol, or, alternatively, soap
(anti-microbial or non-anti-microbial) and water
for the following situations:"

-"a. Before and after direct contact with
residents."

-"g. Before handling clean or soiled dressings,
gauze pads, etc."

-"h. Before moving from a contaminated body site
fo a clean body site during resident care;”

-"j. After contact with blood or bodily fluids;"

-"k. After handling dressings, contaminated
equipment, etc.”

-"m. After removing gloves."

9. The use of gloves does not replace hand
washing/hand hygiene. Integration of glove use
along with routine hand hygiene is recognized as
the best practice of preventing
healthcare-associated infections.”
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Surveyor: 28057

9. Observation and interview on 2/18/15 at 2:50
p.m. with resident 3 revealed and confirmed:

*A catheter leg bag hanging in a clear bag from
the assist bar in resident 3's bathroom.

*The catheter tubing had yellow colored fluid in
the tubing and bag.

*LPN P stated:

-The catheter bag appeared to have not been
cleaned before it had been placed in the clear
bag in the bathroom.

-It should have been cleaned before it had been
stored in the bathroom.

-The resident had refused his leg bag for several
days.

-She agreed the leg bag had not been dated.
-After she had looked af the resident’s large
catheter bag in-use and attached to his catheter
she confirmed it had not been dated either.
-The policy had been to date a catheter bag when
it was put intc use.

-The drainage bag was to be changed every
month or socner if needed.

*Resident 3 agreed he had not used the leg bag
for about three days.

Review of the provider's reviewed 1/26/15
Insertion and Removal of a Catheter policy
revealed it had not directed the nurse to date the
catheter bag when it had been put into use.

Review and inferview with the director of nursing
(DON) of the provider's 2/19/15 Catheter
Drainage Bag and Tubing policy received from
the DON at 10:45 a.m. revealed:

*The catheter drainage bag was to have been
emptied if it contained urine.

*it was to have been cleaned with a 50:50 (fifty to
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fifty percent) solution of water and vinegar.

*That was to ensure all urine had been removed
from the drainage bag.

*He confirmed he had just written the above
policy.

*There had not been a policy that had addressed
the cleaning and storage of catheter drainage
bags before he wrote the above policy.

Surveyor: 26632

10. Observation on 2/18/15 at 10:30 a.m. of
residents 17 and 27 revealed they had foam heel
lift boots on. Resident 17 had them on both feet
and resident 27's was on her right foot.

Interview on 2/18/15 at 10:45 a.m. with LPN E
revealed:

*Those boots were used for residents if they had
a risk of or had a pressure ulcer on their heels.
*They were not labeled for each resident.

*They were sent to laundry when they were
soiled.

*The resident might not have received the same
heel lift boot(s) back.

*She agreed resident 17 had a diagnosis of
methicillin resistant staphylococcus aurecus
(MRSA) (contagious organism that was resistant
fo many antibiotics) to the pressure ulcer on her
right heel.

*She was not aware the heel lift boots were
labeled as single-use items and should not have
been shared between residents.

Review of the Heelift Glide Suspension Boot
manufacturer's instructions revealed the boot was
a single-use only boot.

interview on 2/18/15 at 11:00 a.m. with
housekeeping supervisor F revealed:

F 441
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*The heel lift boots were laundered with the
towels and had a bleach disinfectant.

*The heel lift boots were not labeled as to which
resident had been using them.

*She was not aware resident 17 had been
diagnosed with MRSA.

*She was not aware the heel lift boots were
labeled as single-use items and should not have
been shared between residents.

Surveyor: 20031

B. Based on observation and interview, the
provider failed to maintain the cleanliness for:
*Three of three resident use items in resident
room 115.

*All exercise balls and balloons used in physical
therapy (PT) and activities.

*One of two wedges {elevation pillows) in east
PT.

*The soiled linen chute between three floors.
Findings include:

1. Observation on 2/11/15 at 9:25 a.m. revealed
in resident rcom 115 the following:

*A white transfer pole next to the bed had
splotches of brown and tan dried liquid, dirt,
debris, and soiled hand prints.

*A white fransfer pole next to the toilet had
splotches of brown, tan, and yellow dried liquid,
dirt, debris, and soilled hand prints.

*An over-the-bed table next to the bed was
layered with spilled food debris and various
unknown colored substances.

Interview with the executive director (ED) at the
time of the observation confirmed the above
findings. She agreed all three items were heavily
soiled and should have been kept clean. She
revealed there was no policy on the cleanliness of
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resident-use items in the residents’ rooms. She
also revealed she was unsure if the contracted
housekeeping service was responsible or the
provider's staff were responsible for the
cleanliness of resident-use equipment and other
items in their rooms.

2. Observation on 2/11/15 from 11:00 a.m. to
11:20 a.m. of the west and east PT rooms
revealed;

*All multiple bright colored exercise balls and
palloons appeared dull and had a tinge of brown
and tan on them.

*One of the vinyl covered wedges used by
residents had cracks in the vinyl and had a thread
bare area the size of a softhall that was not
cleanable.

Interview with the director of therapy at the time of
the observation confirmed those findings. She
stated both therapy and activities used the
exercise balls and balloons. Thus no one had
ownership of them to keep them clean.

3. Observation on 2/11/15 at 11:30 a.m. revealed
the soiled linen chute that traveled between three
floors to the basement was heavily sciled with
dried, layered, unknown, and colorful debris.
Interview with the maintenance supervisor and
ED at the time of the observation confirmed that
finding. They stated they were not aware the
soiled linen chute was grossly contaminated. The
MS revealed the chute was not on a preventative
maintenance (PM) program but he would have
the chute professionally cleaned and then keep it
on a PM.

F 464 | 483.70(g) REQUIREMENTS FOR DINING & F 464
ss=E | ACTIVITY ROOMS
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testings.
Findings include:

temperatures.

A. Based on observation, interview, testing, and
policy review, the provider failed fo ensure:
*Adequate space had been avaitable for all
residents to eat or sccialize in all of the dining
rooms during two of two meal cbservations.
*Meals had been maintained at a palatable
temperature during testing for cne of one

1. On 2/10/15 at 8:00 a.m. the administrator
revealed the current resident census was 101.

Observation on 2/10/15 from 4:45 p.m. through
5:45 p.m. revealed twelve hot plates had been
heated in the kitchen oven. Those hot plates were
then used to serve room trays. The eleven
residents on the first floor received room trays
with the hot plates. All foods were at the correct
temperatures when leaving the dining room. A
test tray for room trays was obtained. The test
tray for first floor foods remained within palatable

Interview on 2/11/15 at 9:25 a.m. with the dietary
manager revealed there were twelve hot plates.

3. ED or designee will audit the facility to
ensure that the facility provides adequate
dining and therapy space for the residents
weekly for 4 weeks and then monthly
thereafter. ED or designee will report
results of audit to monthly QAPI for
review, recommendations and
continuation/discontinuation of audits.

4. March 21, 2015
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The facility must provide one or more rooms
designated for resident dining and activities. 1. Facility has ordered enough hot plates
i for all room trays. The facility is not
These rooms must be well lighted; be well storing cquipment in the small dining
ventilated, with nonsmoking areas identified; be rooms, Facility has arranged for enough
adequately furnished; and have sufficient space seating for 101 residents. The therapy
to accommodate all activities. has been re ged with the
equipment not being used removed.
This REQUIREMENT is not met as evidenced 5. ED or designee will educate ali staff on
by: ) s
the ab lan for the facility by March &~
Surveyor: 32572 216 gocge P © ty by 3!21} IS
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She stated she was not aware there were not
enough for all room trays. She confirmed she
would "need to order some more."

On 2/11/15 at 10:00 a.m. a list of residents that
received room frays was obtained by the dietary
manager. That list contained 11 residents from

the second floor that received room trays. The
dietary manager confirmed this was the "usual"
room tray list.

Surveyor 32573:
revealed:

*She visited every evening.

*He ate breakfast and lunch in the dining room.
*He had a room tray for dinner every night
because she didn't feel there was enough room
for both of them in the dining room.

*The small dining room on the first floor had
seating for eight residents.

-In that dining room equipment had been stored
out in the open where some of the residents sat
such as:

--Two mechanical [fifts.

--One electronic blood pressure machine.
--One nurses freatment cart.

--One over-bed table.

the first floor made the room crowded when the
residents were in the dining room eating.

residents.

for fourty-six residents, however there were fifty

the first floor. There had been five residents from

Random family interview on 2/11/15 at 2:45 p.m.

*Her family member resided on the second floor.

2. Observation on 2/10/15 at 5:45 p.m. revealed:

*All of the equipment in the small dining room on

*The large dining room had seating for thirty-eight

*The first floor dining room seating available was
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residents living on the first floor.

Surveyor: 32573

3. Observation on 2/11/15 at 9:00 a.m. of the
small dining room on the second floor revealed:
*Three square tables that would seat four
residents each.

*Five dining room chairs.

*Four resident mechanical lifis being stored
around the dining room tables.

*Two blood pressure machines next to dining
room table.

*One wheelchair.

*One bedside table next to dining room table.
*Space for twelve residents total.

*Space very crowded with the above items and
during meal service had to move residents to get
others in or out.

Observation at the same time of the large dining
room on the second floor revealed:

*Six square tables that would seat four residents
each.

*Four square tables that would seat three
residents each.

*Space for thirty-six residents total.

*Had to move some residents during meal
service to get other residents in or out of their
places at some tables.

4. Observation on 2/10/15 at 5:30 p.m. of the
supper meal service on the second floor
revealed:

*Room meal trays were filled from 5:25 p.m. to
545 p.m.

*The first room tray had been served at 5:58 p.m.

*Staff had not checked the temperatures of any
food upstairs.
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When the last room tray had been delivered to a
resident this surveyor had staff check the food
temperatures of an exira room tray.
Temperatures were:

*Mashed potatoes- 126 degrees Fahrenheit (F).
*Peas- 109 degrees F.

*Turkey- 120.5 degrees F.

*Jello- 48.5 degrees F.

Interview on 2/10/15 at 6:05 p.m. with the
dietician revealed food was not usually checked
for temperature after it was brought upstairs in a
steam table from the kitchen. Temperatures were
checked down in the kitchen. Room t{rays were
not checked for food temperature.

Surveyor: 23059

5. Interview on 2/10/15 at 10:30 a.m. with a
resident who requested not to be identified
revealed he ate most of his meals in his room per
his choice. He stated "l have never received a
warm meal. All the food here is cold by the time it
reaches my room." He stated he had never asked
fo have the food warmed up. He stated he was
unsure if staff would have done that for him.

interview on 2/10/15 at 11:30 a.m. with the same
resident revealed he stated his food was "warm
for the first time in ages.”

Surveyor: 35237

6. Observation on 2/10/15 at 5:25 p.m. of the
small dining room on the 100 unit revealed the
following equipment out in the open:

*Two Arjo stand lifts.

*One Arjo total lift.

*Two vital sign machines on wheels.

*One treatment cart.

*One four-wheeled cart with a red cooler sitting
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on the top labeled "water pass cooler only."

*One large vending machine.

*One unidentified male resident sitting in a
wheelchair attempting to move one of the Arjo lifts
away from his spot at the dining room table.

*Two dining room tables with encugh space for
eight residents {o dine.

7. Observation on 2/11/15 at 11:30 a.m. of the
smait dining room on the 200 unit revealed:
*Two Arjo stand lifts.

*Two vital signs machines on wheels.

*One wheelchair.

*One four-wheeled cart with a red cooler sitting
on the top labeled "water pass cooler only."
*Three dining room tables with enough space for
twelve residents to dine.

*Eleven residents in the dining room with one
open space unoccupied at the middle table.

Surveyor: 26632

8. Observation on 2/10/15 from 11:30 a.m.
through 12:30 a.m. of the second floor small
dining room revealed:

*Three square tables that would seat four
residents each.

*Five dining room chairs.

*Four resident mechanical lifts.

*Two blood pressure machines.

*One wheelchair.

*One bedside table.

*Space for twelve residents fotal.

*Staff had to remove two residents while they
were eating as resident 23 had requested {o use
the bathroom. This was due to the mechanical
lifts that were in the way.

9. Review of the provider's 2/3/15 Nursing
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Responsibilities at Meal Service policy revealed:
*Staff from the nursing and dining services
departments work cooperatively to ensure that
each resident would have a pleasant dining
experience and was served according to
regulations.

*Adapt space and equipment to assist residents
in maintaining independent functioning, dignity,
well-being, and self-determination.

*Encourage residents to eat in the dining areas,
encourage and assist them to consume food and
beverages.

Review of the provider's 3/19/12 Director of
Dining job description revealed an essential job
duty of "maintain records, manage budget, and
supplies."

Review of the provider's revised 2/12/15 Nursing
Responsibilities at Meal Service policy revealed:
*'Staff from the Nursing and Dining Services
departments work cooperatively to ensure that
each patient [resident] has a pleasant dining
experience and is served according to
regulations.”

“Adapt space and equipment to assist patients in
maintaining independent functioning, dignity,
well-being and self-determination.”

*Encourage patient to eat in the dining areas,
and encourage and assist them to consume food
and beverages."

Surveyor: 20031

B. Based on observation and interview, the
provider failed to maintain two of two physical
therapy (PT) areas o meet the needs of staff and
residents due to overcrowding by excessive and
outdated equipment and one of one PT (east)
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was used to store unused resident equipment.
Findings include:

1. Observation on 2/18/15 at 1:20 p.m. revealed
the small west PT room that measured
approximately 14 feet by 20 feet was
overcrowded with:

*Exercise equipment, both stationary and free
moving.

*Padded freatment tables.

*Occupational tables.

*Exercise balls.

*Staircases.

*Parallel bars.

*Rolling siools.

*Pulley sets.

That rcom also had five residents in wheelchairs,
one visitor in the room, and five therapy staff who
were assisting those residents.

Additional observation revealed the small east PT
room that measured approximately 8 feet by 15
feet was overcrowded with:

*Padded treatment tables.

*Exercise balls.

*Pulley sets.

*Unused wheelchairs.

*Wheelchair parts.

*Unused walkers.

*Cardboard boxes of extra supplies for the
nursing staff.

Interview at the time of the above observations
with the director of rehabilitation confirmed both
rooms were over crowded. She stated the
exercise table in the west PT room could not
adjust to a required specific height use for the
residents. The exercise table in the east room
was a hi-lo table, and she should remove the
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obsolete table in the west room. She stated they
only used two of the three of the Nautilus F 490
machines, and she should remove the big ieg
press that was not used by the residents. The Please see abatement plan and Flan of
unused wheelchairs and walkers were not used Correction for other deficiencies.
by therapy. She stated those items including the 3]24 IS
boxes of supplies were used by nursing staff, and Sy
they used a large part of the east PT room for @Y&WY R W, Dﬂm
storage. She stated they did the best they could d
with the area they had, but it was hard for staff W \h(,?. D 'e'& ?’
and residents to move freely through the PT OY HQ/ MYV UZ)S (J \M\
areas.
F 490 | 483.75 EFFECTIVE F 490 B WJ(:\/OY Oﬂ Q\an n)q
55=K | ADMINISTRATION/RESIDENT WELL-BEING G% Q\(u\ u)‘ﬂfﬂt
A facility must be administered in a manner that
enables it to use its resources effectively and
efficiently to attain or maintain the highest
practicable physical, mental, and psychosocial X‘P\ { d &W Cﬁg b
well-being of each resident. b W/ 2“)‘( \){ \,w{
This REQUIREMENT is not met as evidenced &P\P\ &“ W
@s 0
Surveyor: 26632 %W Ut{g‘g\;\\l ){Y\ &Q % a C“ (ﬁg&
Surveyor: 20031 m&’n u m\g‘ﬁ;
Based on observation, interview, record review,
testing, and policy review, the provider failed to
ensure the facility was operated and administered
in a manner that attained or maintained the
highest practicable physical, mental, and
psychosocial well-being of all 101 residents.
Findings include:
1. Interview on 2/19/15 at 1:30 p.m. with the
administrator confirmed the overall operation and
administration of the facility was her
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obsclete table in the west room. She stated they D\ﬂl{:ﬁ}Y Df Mm \{\(2 D‘,&S\dﬂﬂ'
only used two of the three of the Nautilus mj(\
machines, and she should remove the big leg \\ &Ud& /m(/\\ mo \
press that was not used by the residents. The \ﬂ} f
unused wheelchairs and walkers were not used ﬁ m m
by therapy. She stated those iterns including the !./ “ G@, e/
boxes of supplies were used by nursing staff, and V)
they used a large part of the east PT room for &'(& Q‘W\ "t
storage. She stated they did the best they could \[\\ UT Y\ ‘ RN 1
with the area they had, but it was hard for staff ,h \e/ _ ]
and residents to move freely through the PT g( (J ()? " A1 " i
areas. ()ﬁ 6
F 490 | 483.75 EFFECTIVE F 490 & m‘a \M WU

55=K

ADMINISTRATION/RESIDENT WELL-BEING

A facility must be administered in a manner that
enables it to use its resources effectively and
effictently to attain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident.

This REQUIREMENT is not met as evidenced
by:
Surveyor: 26632

Surveyor: 20031

Based on observation, interview, record review,
testing, and policy review, the provider failed to
ensure the facility was operated and administered
in a manner that attained or maintained the
highest practicable physical, mental, and
psychosocial well-being of all 101 residents.
Findings include:

1. Interview on 2/19/15 at 1:30 p.m. with the
administrator confirmed the overall operation and
administration of the facility was her

KLl S
X
Cuoicdl b de ¢ WO\
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%‘w VARG mmoml
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LE

The facility must maintain clinical records on each
resident in accordance with accepted professional
standards and practices that are complete;
accurately documented; readily accessible; and
systematically organized.

The clinical record must contain sufficient
information to identify the resident; a record of the
resident's assessments; the plan of care and
services provided, the resuits of any
preadmission screening conducted by the State;
and progress notes.

This REQUIREMENT is not met as evidenced
by:
Surveyor: 325672

Based on record review, interview, and policy
review, the provider failed to ensure complete
and accurate documentation was maintained for

DNS or designee will audit all clinical
health assessments for accurateness and
completeness. These audits will be done
weekly for 4 weeks and then monthly
thereafter. DNS or designee will report
results of audits to monthly QAPI for
review, recommendations, and
continuation/discontinuation of audits.

4, March 21,2015
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responsibility.

. . F 514

interviews, observations, record reviews, testing,

and policy reviews throughout the course of the 1. No immediate action could be done for

Suwey from 2/1 0/1 5th rOUgh 211 2/1 5 and from the inconsistencies in documentation.

2/1 7!1 4 thl'Ough 2[1 9!1 5 Fevealed the R_efer to plan of corl-ection for other

administration had nof ensured all 101 residents deficiencies.

attained and/or maintained their highest

practicable physical, mental, and psychosocial 2. DNS or designee will educate all staff

well-being. on documentation and the expectation for

) _ " complete and accurate documentation on

Refer o F176, F221, F241, F273, F278, F280, all residents by March 21, 2015.

F281, F309, F314, F315, F323, F441, F464,

F490, F514, and F520. 3. DNS or designee will audit ali progress| | |
F 514 | 483.75()(1) RES F514]  notes with start up to ensure that 321 )15]
ss=F | RECORDS-COMPLETE/ACCURATE/ACCESSIB documentation is complete and accurate.
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ey, AN (GO D
7, 8 alnd 9 Finding's include: ‘ o am F?jm %( (Q&\M“&

1. Review of resident 9's< medical record \@m‘mF

revealed:
*The 8/15/14 Annual Clinical Health Status

assessment revealed: Xv&&\dm ‘\h ‘ﬂad a &mQ {Osi
:%?: r::;ljz;\e;rsen:%::duj? r?éd the desire to &&& WM M a ﬂ{W Q\\“W§
fgg?:\..v of the 2/1/15 revised comprehensive Hm %&Q«35mm wmp\w ’
care ptan did not indicate he used side rails. That *“'\i m fj\» Y\&g \’){{X\

care plan indicated he was unsafe to smoke, and

smoking assessments were to be completed \O\M\‘V Caﬁ PW\
quarterly.

-Current smoking assessment were not found %D

o \Nom
o e

within the medical record. m
-Interview on 2/12/15 at 10:10 a.m. with the W&Y\ \kp Y F
director of nursing confirmed the resident did not W\JIWH mF

smoke, but family would allow him to smoke
when they took him on outings.

* i jes i ion of bowe! and

piacder coninence or mconinence. LI NMJ\ W i &}g‘
*Refer to F 309, finding 5. \(\mm\ %} m \N

2. Review of 11's medical record revealed: 'W\i{ d (/%UO% Mw\

-

*The 1/10/15 Minimum Data Set (MDS) 0{%
assessment revealed a BIMS (testing of thought
processes) score of 15. That score indicated her ﬂ (Du d Y)E,Jfa Y\ ‘?DY

e e oo O Healh St w gL WO A b
assessment revealed she was unable to (\w € M;g,“’ '{’O 1: _‘L?

ambulate and transfer independently, and she
had not requested to self-administer medications. F%M am \(?7 \{(\M&W)ﬁ ME
That assessment also indicated she did not use

side rails on her bed.

*The 2/4/15 CNA Report Sheet indicated she
used bilateral assist bars and she was to have
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been transfered with the assistance of two staff; Cm \N ’W\ %
there was no mention of a mechanical lift. ‘ﬂgy_ dﬂ’\r\'
*Review of the 1/26/15 comprehensive care plan
revealed she was to have been transferred with a %Y’\'@ P?)M m gBDDH}ﬂW
Hover lift {(equipment to assist the resident to
transfer from place to place). An intervention
stated to use a "gait belt with all transfers and D@g d{)ﬂ;\/ h m& (0 W
ambuiation.” That comprehensive care plan did 6&& w
not address self-administration of medications m\\(&\ \“\ \)«\
and side rail use. m \}e/ M'\ '\‘\Dﬂ €
*A 1/26/15 Medication Self-Administration (D PV
Assessment stated "The resident is deemed @m%\%j{-e M\&MH‘H‘?
unable to safely self-administer medications, for
the following reasons: Depression/Anxiety."
*Observation on 2/10/15 at 8:30 a.m. revealed M
medications sitting in a med cup on her breakfast )i‘ e&d% \" Y\ a h W\r\
tray. No nurse or medication aide had been in the Q\\\f\\m\ Hia{k
room. One-half side rails were up on both sides W M
of her bed at the head of her bed. :
-A side rail/safety assessment was not found in g\g Jﬁ)@)\r &(/ Y‘\ OM
the record.
*Inconsistencies in documentation of bowel and Dﬂ&&m \M\@X L[)mp
bladder continence or incontinence (unable to
hold urine).
*Refer to F 309, finding 6. xS m WS (0N \0\\*‘\ WS
3. Review of 13's medical record revealed: ‘)d r hu(
*The 11/13/14 MDS assessment revealed a BIMS M 0 }m éd\&\{/
score of 14 that indicated his thought processes
were intact. D U\ a \OQ '\'awﬂ%‘(
*The 2/8/15 Re-admission Clinical Health Status O‘m n wm\mm
assessment indicated he had a surgical wound ‘ﬁ'\% W\(,O ] -
on his left lower leg, and he did not use side rails, l@% ml’
devices or restraints. N
“The 2/4/15 CNA Report Sheet did not indicate XQ@’%"% THD-For ‘ﬂ&\d@\—\ .
any skin issues, but indicated assist bars were x -~
used. m%@m‘mf
*Qbservation on 2/10/15 from 8:30 a.m. through
11:00 a.m. revealed there were assist bars on
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both sides at the head of the bed.

*The 2/9/15 Side Rail Assessment Screen
revealed the safety portion of the assessment
had not been completed.

*The 2/17/15 revised comprehensive care plan or
any immediate plan of care (IPOC) did not
indicate the resident had a surgical wound and
the care provided for that.

-Interview on 2/10/15 at 10:40 a.m. with the
director of nursing confirmed when the forms
were completed all sections were to have been
completed. Also when the form had been
reviewed any updating or changes would have
been documented on the form.

*The 2/4/15 CNA Report Sheet did not indicate
the surgical wound on the lower leg.
*inconsistencies in documentation of bowel and
bladder continence or incontinence. Refer to F
309, finding 7.

4. Review of resident 23's medical record
revealed:

*The 1/29/15 MDS assessment revealed a BIMS
score of 14 that indicated her thought processes
were intact.

*The 1/22/15 Admission Clinical Health Status
assessment revealed she had a surgical wound.
There had been no documentation as to the
length, width, and depth of the wound. That form
also indicated she was a diabetic however the
diabetes foot screen had not been completed.
That assessment also did not indicate if the
resident requested to self-administer her
medications or not. It did indicate she had
requested to use side rails, devices, or restraints.
*The February 2015 treatment administration
record (TAR) revealed the resident had care
performed on a surgical wound on her left breast.
*The weekly wound assessments revealed she
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had a left breast wound. There was no
documentation as to the length, width, or depth of
the wound.

*The Medication Self-Administration Assessment
revealed "The resident is deemed [considered]
unable to safely self-administer medications, for
the following reasons: Depression/COPD
[breathing difficulties].”

-Observation on 2/10/14 at 8:30 a.m. revealed
medications sitting on her breakfast tray with no
nurse or medication aide in the room.

*The 2/17/15 CNA Report Sheet reveaied no
areas of skin issues. It indicated she used
bilateral assist bars on her bed.

-A side rail/safety assessment for use of the
assist bars was not found in the medical record.
*The 2/11/15 comprehensive care plan revealed
no care plan for the surgical wound or that and
care to be provided for it.

*Inconsistencies in documentation of bowel and
bladder continence or incontinence.

*Refer to F 309, finding 8.

5. Review of resident 24's medical record
revealed:

*The 11/24/14 MDS assessment revealed a BIMS
score of 15 that indicated her thought processes
were intact.

*The 12/2/14 revised comprehensive care plan
physical functioning care plan indicated she
needed limited to extensive assistance with her
ADLs (activities of daily living). in the
interventions sections for that care plan indicated
she needed stand-by assistance for transfers.
The at risk for fails care plan indicated she
needed assistance of one staff member with
transfers it did not list the assistance needed.
*Inconsistencies in documentation of bowel and
biadder continence or incontinence.
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*Refer to F 309, finding 9.

Surveyor: 26632

6. Review of resident 5's 10/22/14 significant
change in status clinical assessment revealed:

*In the gastreintestinal(stomach and bowel)
section E revealed it had not been completed.
*Review of her medical chart revealed she had an
ostomy (artificial opening into the bowel) in place.

7. Review of resident 17's clinical health
status/interdisciplinary assessments revealed:
*The 9/3/14 admission assessment indicated "if
diabetic proceed to diabetic foot screen.”

-That screen had not been completed.

*There was no preventative foot care initiated.
*The 11/26/14 re-admission assessment for skin
conditions had not completed. It only had
documented a pressure ulcer to the left and right
heels without measurements.

-The diabetic food screen had not been
completed.

*The 12/22/14 quarterly assessment under skin
concerns had "Yes" checked. Written in was "L
[left] heel, R [righ]} heel, Abd pad (thick dressing),
heel lift boots, and reposition.”

-The diabetic foot screen had not been
completed.

Surveyor: 20031

8. Review of resident 25's 2/7/15 at 13:05 (1:05
p.m.} timed progress note revealed "Verbal order
to D/C [discontinue] Foley [urinary catheter (tube
inserted into bladder to drain urine)] was received
from [physician assistant]. Foley balloon
was deflated and catheter removed. Patient
tolerated procedure well."

Review of the 2/10/15 progress note revealed "...
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has foley cath, yellow and cloudy."

Review of the current bowel and bladder detail
report revealed the following:

*2{10/15 at 3:16 a.m., "Appliances” was noted for
resident's incontinence.

*2/11115 at 12:15 p.m.: "Appliances" was noted
for resident's incontinence.

*2/17/15 at 2:44 a.m.: "Appliances" was noted for
resident's incontinence.

*2/18/15 at 9:47 a.m.: "Appliances"” was noted for
resident's incontinence.

*2/18/15 at 8:28 p.m.: "Appliances" was noted for
resident's incontinence.

Review of resident 25's 10/22/14 care plan
revealed several handwritten notes under focus,
goals, and interventions. Under interventions was
the description "Change Foley catheter per MD
[medical doctor]j orders." Directly behind that
typed intervention was a handwritten note:
"change monthly 1/12/15." No other handwritten
notes could be located regarding a physician's
order to discontinue the Foley.

Surveyor: 35237

Preceptor: 20031

9. Review of resident 2's medical record
revealed:

*She had been admitted on 9/22/14.

*She had a Foley catheter (fype of tube into the
bladder to drain urine} present on admission.

Review of resident 2's 9/23/14 Bladder Evaluation
form revealed:

*The section for admission information regarding
urinary continence status had two boxes to
indicate if the resident was currently continent or
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incontinent of bladder.

-Neither box had been checked.

*The section for evaluation of residents with
indwelling catheters (such as the Foley catheter)
stated to skip that section if the resident did not
have an indwelling catheter.

-Nothing had been checked in that section.

Review of resident 2's 9/23/14 Bowel Evaluation
form revealed the section for admission
information regarding bowel continence status
had two boxes {0 check indicating if the resident
was currenily continent or incontinent of bowel.
Neither box had been checked.

Review of resident 2's 12/31/14 Quarterly
Interdisciplinary Resident Review revealed:

*The bladder evaluation section had not been
fully completed.

-The summary gave instructions to check one of
two boxes.

-Neither box had been checked.

10. Review of resident 15's 12/31/14 Bladder
Evaluation form revealed:

*The section for admission information regarding
urinary continence status had two boxes to
indicate if the resident was currently continent or
incontinent of biadder.

-Both boxes had been checked.

-The first box instructed no further evaluation
necessary at that time, but two check marks were
noted for "impaired mobility and dependent
transfer."

-The second box instructed to check all signs and
symptoms that applied and to complete the rest
of the form.

-The options that could have been checked were
urine leakage, clothes or incontinence pad wet,
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urgency, daytime frequency, nocturia (frequent
need to urinate during the night), nocturnal
enuresis (bedwetting), difficulty during urination,
post veid dribbling {continued wetting after
urination).

-None of those areas had been checked.

11. Interview on 2/18/15 at 3:15 p.m. with the
DON revealed:

*He confirmed the forms were not consistent,
complete, or accurate.

*He was "ok with nurses using copy and paste in
the electronic medical record as long as they
edited and accurately reflected the resident's
status."

*He would have expected an assessment of the
resident by the nurse prior to charting.

*The unit managers (resident care coordinator)
reviewed notes from the previous twenty-four
hours daily.

-If they had concerns they would ask the nurse to
clarify and make a late entry if needed.

Review of the undated Charting/Documentation
Guide policy revealed:

*'Nursing documentation should be clear, timely,
accurate, reflective of observations, permanent
and legible."

*Documentation is a matter of goed clinical
practice and is an expectation of trained and
licensed health care professionals.”

F 520 | 483.75(0)(1) QAA F 520
ss=F | COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS

A facility must maintain a quality assessment and
assurance committee consisting of the director of
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nursing services; a physician designated by the
facility; and at least 3 other members of the
facility's staff.

The quality assessment and assurance
committee meets at least quarterly to identify
issues with respect to which guality assessment
and assurance activities are necessary; and
develops and implements appropriate plans of
action to correct identified guality deficiencies.

A State or the Secretary may not require
disclosure of the records of such committee
except insofar as such disclosure is related to the
compliance of such committee with the
requirements of this section.

Good faith attempts by the committee to identify
and correct quality deficiencies will not be used as
a basis for sanctions.

This REQUIREMENT is not met as evidenced
by:

Surveyor: 20031

Based on observation, record review, interview,
and policy review, the provider failed to ensure
the quality assurance performance improvement
(QAPI) program identified concerns, needed
improvements, and corrective actions to maintain
the overall welfare of all the residents, the
environment, and the buildings. Findings include:

1. Interview on 2/19/15 at 3:35 p.m. with the
executive director (ED) confirmed she was
responsible for the QAPI program. She stated the
current program used the following to determine
concerns: audits, resident chart reviews, quality
measure indicators (QMI), graphs, visual and

¥ 520
1. No immediate action could be taken.

2. Field Services Clinical Director will
inservice ED and DNS on QAPI policy
and procedure by March 21, 2013, ED or
designee will educate all staff on QAPI
procedures by March 21, 2015.

3. Field Services Clinical Director or
designee will audit QAPI minutes
monthly for 6 months to ensure. Field
Services Clinical Director or designee
will present results of audits for
discussion at monthly QAPI for further
review and recommendations and/or
continuation/discontinuation of audits.

March 21, 2015
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paper competencies, resident council, infection
control tracking and trending, Minimum Data Set
{MDS) reviews with triple checks, and past
surveys conducted by the state Department of
Health. Front line staff were not involved in the
QAPI committee but could present any concerns
to their supervisor or the QAPL committee. Staff
and department managers that had attended the
QAPI| committee meetings were the ED, director
of nursing (DON), assistant DON, medical
director, dietary, social services, activities,
pharmacy, medicai records, wound care nurse,
unit care nurses, and charge nurses. She
confirmed the current style of implementing
corrective action would be team discussion, poor
outcomes of department paper and visual audits,
trends in QMIs, decline in resident status,
improper coding of MDSs, and any other
important resident care item.

2. The ED stated QAPI met monthly. She
confirmed QAP! was in the process of identifying
concerns at the facility at the time of the survey.
She stated she had become the administrator in
August 2014. She confirmed several of the
concerns found by the survey team in the past
had not been implemented into QAPI by the past
administrator.

3. The current survey has the following
deficiencies cited: F176, F221, F241, F273, F278,
F280, F281, F309, F314, F315, F323, F441,
F464, F490, F514, and F520. To include an
immediate jeopardy finding at F309. Please refer
to the above deficiencies.
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Surveyor: 20031

A recertification survey for compliance with the
Life Safety Code (LSC) (2000 existing health care
occupancy) was conducted from 2/11/15 through
2/12/15. Golden LivingCenter - Prairie Hills was
found in compliance with 42 CFR 483.70 (a)
requirements for Long Term Care Facilities.

The building will meet the requirements of the
2000 LSC for Existing Health Care Occupancies
in conjunction with the provider's commitment to
continued comipliance with the fire safety
standards.
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N
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(X6) DATE

Any deprency statement éud"':-ﬁ‘g/with an asterisk (*) denotes a deficiency which the institution méy be excused from cjir

other shfeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the finding
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings an
days following the date these documents are made available to the facility. tf deficiencies are cited, an approved plarn
program participation.
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Surveyor: 26632 $210
Surveyar: 20031 ]
Alicensure survey for compliance with the L. Ali H‘:ﬁglc;m ﬁhemcpis S.tafffhaw Al
Administrative Rules of South Dakota, Article com%’ cle A ﬁf ea.H bscree?mg o;m‘
44:04, Medical Facilities, requirements for nursing ;m££yees es ‘}q ¢ reviewed for 2
facilities, was conducted from 2/10/15 through callh screening form.
2/12/15 and 2/17/15 through 2/19/15. Golden 2 desi i .
LivingGenter-Prairie Hills was found not in - ED or designee will inservice all|
compliance with the following requirements: $210 department heads regarding complcting
and S236. the health screening form on all new hires
‘ by March 21, 2015. )
5210 44:04:04:06 EMPLOYEE HEALTH PROGRAM | $210 3fis]

The facility must have an employee health
program for the protection of the...residents. All
personnel must be evaluated by a licensed heaith
professional for freedom from reportable
communicable disease which poses a threat to
others before assignment to duties or within 14
days after employment including an assessment
of previous vaccinations and tuberculin skin tests.
The facility may not allow anyone with a
communicable disease, during the period of
communicability, to work in a capacity that would
allow spread of the disease. Personne! absent
from duty because of a reportable communicable
disease which may endanger the health
of...residents and fellow employees may not
return to duty until they are determined by a
physician or the physician's designee to no longer
have the disease in a communicable stage.

This Administrative Rules of South Dakcta is not
met as evidenced by:

Surveyor: 20031

Based on record review, document review, and
interview, the provider failed to ensure seven of

3. ED or designee will audit all new hires
for appropriate health screenings weekly
for 4 weeks and then monthly thereafter.
ED or designee will present results of
audits for discussion at monthly QAP1 for
further review and recommendations
and/or continuation/discontinuation of
andits.

4. March 21, 2015
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Continued From page 1

seven contracted housekeeping employees (F, G,
H, I, 4, O, and Q) had been evaluated by a health
professional to determine they were free from a
reportable communicable disease. Findings
include:

1. Review of contracted housekeeping employee
O's file revealed:

*He had been hired by the contractor on
12/18/14.

*There was no documented health evaluation
reviewed and signed by a health professional in
his employee file.

Interview on 2/12/15 at 11:30 a.m. with the
contracted housekeeping supervisor revealed she
had contacted her parent company. They did not
have their employees obtain or did not provide
their employees with a physical or health
evaluation. She confirmed employee O and the
other six confracted employees F, G, H, |, J, and
Q had not had a health assessment evaluation
completed by a health professional.

Review of the provider's services agreement with
the contracted company dated 10/1/14 revealed:
*"5.5.1. Audit of Records. (bb) pre-Employment
Screening requiremenits..."

** "Employment Screening means and includes
prohibited communicable disease screening as
required by applicable state law or regulation;"
*'8.1.2. Regulatory Compiliance. Vendor shall at
all times use commercially reasonable efforts to
comply with all State and Federal regulations
applicable to its provision of the Services. Such
regulations shall include but not be limited to
applicable state department of heaith regulations,
and any and all other regulations which govern
the provision of the services herein (collectively
the "Regulations”)."

$210
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*"10.1 Background Checks and Testing. "... in 236
compliance with all applicable federal, state, and
local laws are the responsibility of the 1. All staff and residents noted are current
[ETOVider'S] party.” ) _ with their TB assessments and testing.
“10.4.8 He_alth‘ PhyS‘CE"J will be billed at All residents and staff will be reviewed
[provider's] cost. for a TB testing/assessments.
5236) 44.04:04:08.01 TUBERCULIN SCREENING 3236 2. ED or designee will inservice all

REQUIREMENTS

workers or residents are as follows:

receive the two-step method of Mantoux
to establish a baseline within 14 days of

medical evaluation and a chest X-ray to

disease;

met as evidenced by:
Surveyor: 35237
Preceptor: 20031

review, the provider failed to ensure:
*Three of five sampled employees (M, N
had a two-step tuberculin {TB) screening

Tubercuiin screening requirements for healthcare

{1) Each new healthcare worker or resident shall

employment or admission to a facility. Any two
documented Mantoux skin tests completed within
a 12 month period prior to the date of admission
or empioyment shall be considered a two-step.
Skin testing is not necessary if documentation is
provided of a previous positive reaction of ten
mm induration or greater. Any new healthcare
worker or resident who has a newly recognized
positive reaction to the skin test shall have a

determine the presence or absence of the active

This Administrative Rules of South Dakota is not

Based an record review, interview, and policy

skin test

and O)
done

nursing staff on TB testing for new
admissions by March 21, 2015. ED or
designee will inservice all staff on TB
testing for employees by March 21, 2015.

3. DNS or designee will audit all new
residents for appropriate TB testing
weekly for 4 weeks and then monthly
thereafter. ED or designee will audit all
new hires for appropriate TB testing
weekly for 4 weeks and then monthly
thereafter. DNS or designee and ED or
designee will present results of audits for
discussion at monthly QAPI for further
review and recommendations and/or
continuation/discontinuation of audits.

4, March 21, 2015
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within fourteen days of their employment.

*Two of twenty-five sampled residents (2 and 15)
had a two-step TB screening done within fourteen
days of admission.

*One of twenty-five sampled residents (9) had
documention of screening completed annually for
a positive TB reactor.

Findings include:

1. Review of certified nursing assistant (CNA) M's
employee file revealed she had been hired on
12/16/14. She had the first part of her two-step
TB skin test given on 12/1814, and it had been
read on 12/20/14. Her second step had not been
administered until 2/12/15, and it had been read
on 2/14/15.

2. Review of nursing assistant N's employee file
revealed he had been hired on 12/3/14. No
documented TB skin test could be located in his
file.

3. Review of housekeeper O's employee file
revealed he had been hired on 12/18/14. The
initial TB skin test was documented as given on
12/12/14 and had been read on 12/14/14. The
second step had not been administered until
1/10/15 and had been read on 1/12/15.

Interview on 2/18/15 at 3:15 p.m. with the director
of nursing revealed TB skin tests should have
been started during the employee's orientation
with the first step given the first day and the
second step approximately one week later. He
confirmed CNA M's second step was past the
fourteen days.

4. Review of resident 2's medical record
revealed:
*She was admitted on 9/22/14.

STATE FORNM 8558 3Y7E1 if continuation sheet 4 of &
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*Was re-admitted to the hospital from 10/14/14
untit 10/20/14.

*She received the first step TB skin test on
10/20/14, and the second step on 10/29/14.

5. Review of resident 15's medical record
revealed:

*She was admitted on 12/10/14.

*Received the first step TB skin test on 1/2/15,
and the second step on 1/9/15,

Interview on 2/18/15 at 3:15 p.m. with the director
of nursing confirmed TB skin tests should have
been started on the resident on the first or second
day after admission.

Review of the provider's 12/1/14 Tuberculosis,
Screening Residents for policy revealed "any
resident without a documented negative TST
{(tubercutin skin test), BAMT (blood assay for
Mycobacterium tuberculosis) or CXR (chest
x-ray) within the previous 12 months will receive a
baseline (two-step) TST or (one-step) BAMT
upon admission. If the first TST is negative, a
follow up TST will be administered 1 {o 3 weeks
after the initial test is read.”

Surveyor: 20031

Review of the provider's service agreement with
the contracted company dated 10/1/14 revealed:
*5.5.1. Audit of Records. (bb) pre-Employment
Screening requirements..."

** "Employment Screening means and includes
prohibited communicable disease screening as
required by applicable state law or regulation; TB
test;. "

Surveyor: 28057

Surveyor: 32572
6. Review of resident 9's medical record

5236
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revealed:

*In 2012 a two step TB testing confirmed positive
test resulis.

*Review of the medical record did not indicate a
screening had been completed annually for signs
and symptoms of TB,

Surveyor 28057

Interview on 2/18/15 at 2:50 p.m. with the
infection control nurse confirmed there had been
no documentation resident 9 had been assessed
for signs and symptoms of tuberculosis since
2012. He agreed there had been no copies of
chest x-rays in his record since May 2012. He
offered documentation of chest x-rays completed
since then for resident 9. He had requested and
received those today by facsimile from the
hospital.

Review of the provider's 12/1/14 Tuberculin
Infection Control Program policy revealed
screening and surveillance of residents and
employees for fatent tuberculosis infection and
active TB as appropriate.
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