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A recertification health survey for compliance with
42 CFR Part 483, Subpart B, requirements for
long term care facilities, was conducted from
10/13/15 through 10/15/15. White River Health
Care Center was found not in compliance with the
following requirements; F170, F248, F281, F283,
F309, and F441.

F 170 | 483.10(i)(1) RIGHT TO PRIVACY - F 170
Ss=B | SEND/RECEIVE UNOPENED MAIL

The resident has the right to privacy in written F 170 S$=B 483.10{i)(1)RIGHT TO PRIVACY-
communications, including the right to send and SEND/RECEIVE UNOPENED MAIL

promptly receive mail that is unopened.
" To ensure residents receive mail on

. Saturdays, the ADM or designee will check

i the mail on Saturday mornings before noon

This REQUIREMENT is not met as evidenced and promptly disburse unopened mail

by: : .

: t addressed to residents.”
Surveyor; 22452 a — . .y
Based on interview, the provider failed to ensure -qwglmlmmmff“ blg 904H’[ L
Saturday mail delivery for all residents. Findings _ The ADM or designee will audit weekly x
include; . and report monthly to QAPI x 3 months and

. quarterly thereafter. -

1. Group interview on 10/14/15 at 10:30 a.m. with
six random residents revealed they had not

received any mail delivery on Saturdays. > AuOIES Wil oo muq I l‘f'l 5
nterview on 10/15/15 at 330 p m. v e 0 uReW Vﬁélsc'\r[‘— reSidnts'
administrator regarding mail delivery revealed: | ‘ C
e conagareing mar o ML IS delivered on Soduyrong.
to t}'leecrc;r;ig:nets one.r‘?,eatljarda;se.n o mateveny %QE)ULH:S O{l OMOVOS wiil e
*There was only one key to the mail box. () ored 10 WP \Ao\u-]-h;

*The k kept in the administrator's offi

thatewaesylg:ksede:n lgatuerdaag,rns::.Inls retors otiee O\S&_}\,YO\S{\Q,Q_) mff\;W\\ ‘FW e

“They it ot vantd o et ey a1 e gu\f;“’f‘fﬁ{m ‘j‘““’“;.r
‘ OrHy. Wi isoroebric (
L~ v ———

LAB%TORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE ’ (XG] DATE

Ul N Jnngs, Pdiministrotey e

Any deficiency statement ending withun asterﬂsk((}ﬁ denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions,) Except for nursing homes, thefindi i
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above find ndiplan fcfg_i,’re iorB\#e Eclc 5
days following the date these documents are made available to the facility. If deficiencies are cited, an approv| cij] n SFvonebtiomis requisite i conti
N

program pariicipation.
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F 170 | Continued From page 1 F 170
*They did not have a policy on mail delivery.
F 248 | 483.15(f)(1) ACTIVITIES MEET F 248,
$5=E | INTERESTS/NEEDS OF EACH RES
t F248 SS=E 483.15(f)(1) ACTIVITIES MEET
The facility must provide for an ongoing program ‘ INTEREST/NEEDS OF EACH RESIDENT
of activities designed to meet, in accordance with
the comprehensive assessment, the interests and ADM provided education to IDf‘g hWtHSUt‘P \IHOJY\/
the physical, mentai, and psychosocial well-being interested staff on 11/6/15 10am on the mmB
of each resident. facility policy and procedures for the fﬁ?mj A
Activities Program. Education included onsite
. . , and offsite activities, one-on-one activities,
g;'.'s REQUIREMENT s not met as evidenced and other staff, volunteers who can provide
Surveyor: 22452 a:.:wn;e; an docume.nFatlondon Ztte;"ldez;:s,f
Based on record review, interview, policy review, attende '*’lljt not participated and refusal o
and job description review, the provider failed to activities.
ensure an effective activities program had been L ) o
maintained for six randomly interviewed residents An activities assistant is being sought for the
and six of six sampled residents (1, 2, 5, 7, 8, and ‘ QAC to build a stronger activities program.
9). Findings include: !
| The QAC will report to the IDT weekly x 8 on L 4
1. Group interview on 10/14/15 at 10:30 a.m. with f the activities program pro ressand and \r\ W Q N
six randomly interviewed residents revealed; concernsfissues. The QACWill report to (QW
:"'I"he facility really has no activity program at all.” monthly x 12 on the progress, issues and Qld)f L\/
Bingo was put on the calendar three times a concerns of the Activities Program. M wgﬁ
week and sometimes the activity did not occur. , \h
*The activity director either forgot about the ‘?—ﬁ% ) : q
activity or got pulled away to do something else esldz’n'ts :’2':) 54 7 g ‘ m
and did not tell the residents. m
“The residents would have been sitting waiting for \R‘ m\ Vlb l‘l‘fd wHn ¥ tn‘a
an activity and then be told it was not going to -Tmr a(‘;hv | P]"‘O YO “/w/ G
oceur,
*Scocial times were just juice and coffee being H’ \ T@Bld@f\ W(
served. There was not an activity at those times, i n,\.(yv \CW O‘_\, 'ﬂ'\& .
because the activity director was not present. \ ’F P
*Book club was when the activity director read a r&% (dmt COLXY\C\ Or
book to a few residents who were usually M V) SW(S QC/,HO/\
sleeping. Rarely was there a resident present V/ 5')[151*\’! £ &]_
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who could participate.

“When the activity director was questioned why
the activities did not occur that were listed on the
calendar she told them it was written on the
calendar "activities are subject to change."

*They rarely had been on outings outside the
facility. No one had gotten to go shopping the last
three to four months.

*They did not think one-to-one visits were done
for residents who did not come to group activities.
“They questioned whether the activity director
was appropriately trained for the job.

*They never mentioned their concerns with
activities at the monthly resident group meeting
as nothing usually ever changed.

Review of the 9/8/15 resident council meeting
minutes notes revealed:

*"Bingo is put on the board but sometimes is not
held." :

*The administrator told the residents it had been
talked about in the department head. When the
activity director was gone one of the department
heads would do bingo.

2. Review of resident 5's 3/25/15 care plan
revealed:

*He had impaired cognition (memiory) and short
and long term memory loss.

*He had weakness, poor balance, history of right
hip fracture, history of cerebrovascular accident
(stroke), and arthritis (joint limitations and pain),
*He had little or no activity involvement related to
disinterest and his wishes to not participate.
*"Invite him to activity programs that encourage
physical activity such as exercise group and
walking activities to promote mobility
{movement)."

*'Explain to him the importance of social
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Continued From page 3

interaction and leisure time activity time."
*"Encourage his participation by inviting him ta
attend activities of his interest."

*Remind him he may leave activities at any time,
and he is not required to stay for entire activity."
*Goal was for him to participate in activities of
choice up to one time per week,

Review of resident 5's medical record revealed
no documentation of his daily activity attendance.

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

*She had potential for impaired social interaction
and social isolation related to short and long term
memory deficits, loud behavior, and lack of social
graces."

*"Encourage her to start and finish projects.
*"Provide with activities calendar.”

""Her preferred activities are bingo and social
time." '

*"Redirect or remove her from activities if she
becomes disruptive.”

*"Supervise her in all activity settings."

“"Thank her for attendance at activity function."
*Goal was for her to interact appropriately while in
a group setting.

Review of resident 7's medical record revealed
ne documentation related to her daily activity
attendance and appropriate interactions.
Surveyor: 32332

4. Review of resident 1's 4/10/15 care plan
revealed:

*He was dependent on staff for meeting
emotional, intellectual (to help with
understanding), physical, and social needs
related to Alzheimer's disease (causes a decline
in brain functioning).

F 248
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Continued From page 4

*He was to have participated in activities up to
two times weekly.

*He was to have received one-to-one interaction
three times weekly,

Review of his medical record revealed:

*The 8/27/15 Minimum Data Set
(MDS)assessment revealed his brain functioning
was severely impaired.

“A 9/8/15 Quarterly Activity Summary indicated:
-He enjoyed social time, bingo, and watching
television,

-He was encouraged to participate in activities up
to three times weekly.

*There was no documentation of activity
participation or one-to-one activity.

5. Review of resident 9's 7/6/15 care plan
revealed;

*He had little or no activity involvement because
of dementia and cognitive impairment (decline in
brain functioning).

*He was to have participated in activities one to
two times weekly.

*He needed a variety of activity types and
locations to have maintained his interests.

*His preferred activity was television and music
channels,

Review of his medical record revealed:

*The 9/9/15 MDS had indicated he had severe
mental impairment.

*The 9/21/15 Quarterly Activity Summary
indicated:

-He did not participate in activities.

-He was to have received one-to-one activity up
to three times weekly.

*There was no documentation of activity
participation or one-to-one activity.

F 248
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Continued From page 5

Surveyor; 32355

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

*A10/23/13 admission date,

*Diagnoses of vascular dementia (forgetfulness),
depression (sadness), Alzheimer's disease
(difficulty with understanding, judgement,
memory, reasoning), and weight loss.

*He relied upon the staff to meet his
psychological (mental) and social needs.

*The 7/16/15 MDS assessment revealed his brain
functioning was severely impaired, and he was
not interviewable.

*A 7121115 quarterly activity summary indicated:
-He did not participate in activities. "He preferred
to do his own thing."

-He enjoyed sitting in his recliner, listening to
music, and watching television,

-He received staff interaction when personal care
was provided.

-He was to have received one-to-one activity
three times a week as tolerated.

*There was no documentation of activity
participation or one-to-one activities provided.

Random observation on 10/13/15 from 8:30 a.m.
through 5:00 p.m. revealed:;

*He had only been out of his room for meals.
*When he was in his room he had been laying in
bed.

*“The television had been on a random channel.
*He had staff interaction during personal care and
meals only.

Review of resident 2's current care plan revealed:
*Focus area:

-‘[Name] has little or no activity involvement r/t
[related to] disinterest, he prefers his own

routine.”

F 248
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-"[Name] has a hard time staying on task."
-"[Name] has a hx [history] of being combative."
*Goal: "[Name] will participate in activities of his
choice as tolerated."

*Intervention: He preferred to stay in his room
and listen to the radio or watch television.

*No documentation to support he was to have
received one-to-one activity three times a week.

Interview on 10/15/15 at 10:50 a.m. with the
activity coordinator regarding resident 2 revealed:
*She had done one-to-one activity with the
resident as he tolerated.

*She had started documenting his activity
participation this month.

*She had no other documentation to support
activity participation prior to October 2015.

*She agreed if there was no documentation to
support his one-to-one activity participation it
appeared as if it had not occurred.

*She had not been aware the care plan had not
supported a one-to-one activity program for the
resident.

Surveyor: 35121 _

7. Review of resident 8's current care plan
revealed:

*She had emotional, intellectual {knowledgeable,
rational, logical), physical, and social needs
related to physical limitations, immobility (not able
to move independently), and cognitive (memaory,
thinking, reasoning) deficits.

*She was to have participated in activities three to
five times a week.

*Staff were to have ensured her activities were:
-Compatible with her physical, mental, and
individual needs. '

-Compatible with her known interests and
preferences,

-Adapted as needed.,

F 248
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Review of her medical record revealed:

*She had a fractured (broken) lower leg.

*The 8/5/15 Minimum Data Set (MDS)
assessment showed:

-Her brain functioning was severely impaired.
-She preferred listening to music and caring for
her personal belongings

*A 7/31/15 Significant Change and Quarterly
Activity Summary indicated:

-She enjoyed social time, bingo, church services,
and group exercises prior to a recent hospital
stay.

-After she returned from the hospital, she
watched TV, listened to the radio, and visited with
her husband.

-Staff was to have interacted with her when
providing her care.

-The activities director was to encourage her to
do one-to-one activities until she was able to
attend activities again.

*There was no documentation of activity
participation or one-to-one participation.

Surveyor 22452

8. Interview on 10/14/15 at 10:30 a.m. with the
activity director regarding activities revealed:
*She was aware the residents were not always
satisfied with the activity program.

“The residents had talked to the administrator
with their concerns, and she was told by the
administrator to ask the residents what they
wanted,

*She had asked the residents if they wanted
bingo five times a week. They had said bingo was
fine three times a week. '

*There were a few times bingo was not heid due
to her needing to drive the facility van for a
resident's doctor appointment, or when she was

F 248
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off due to a sick child.

*She thought she usually informed the residents if
an activity was not going to be held or changed.
*She thought it had been decided another
department head staff was going to hold bingo if
she was unavailable. She had not followed-up if
that had ocecurred.

*She made no documentation in the residents’
charts regarding their activity attendance or
participation except with their quarterly Minimum
Data Set (MDS)/care plans.

“She thought the residents who were sieeping at
book club when she read them a book were really
listening and just had their eyes closed.

*She confirmed at social time it was the
expectation the residents visit among each other.
It was on the calendar, but she often was not
present in the dining room during that time.

*Daily exercises on the calendar were usually
done by the restorative staff. Activities used to
take turns doing the exercises when she had a
second person in the activities department to help
her.

*One of the residents had requested to do more
kick ball, and she had put that on the activity
calendar.

9. Interview on 10/14/15 at 4:00 p.m. with the
administrator regarding activities revealed:

*The activity director had been empioyed at the
facility for about two years.

*She had completed the activity director course in
October 2014.

*She was aware the residents were not happy
with the activity program, but she was unsure
what they really wanted.

*8he knew the activity director had asked them if
they wanted bingo five times a week, and they
had told her they wanted to keep it at three times

F 248
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a week.

*She knew there were a few times she had asked
the activity director to drive the van for a
resident's doctor appointment. She thought the
activity director had informed the residents if an
activity was not going to be held.

*The plan was to hire a second activity staff
person staff so activities could go uninterrupted.
*She agreed there should have been some
activity documentation in the residents' medical
records other than on a quarterly basis.

Review of the provider's undated Activity
Coordinator job description revealed:

*'Develop, organize, and implement a program of
activities for the social, emotional, physical, and
other therapeutic [beneficial] needs of the
individual residents within a specified budget.”
*"Maintain detailed records of activity programs
and participation of individual residents,
identifying progress or lack of progress toward
established care plan goals.”

Surveyor 32355

Review of the provider's 6/29/11 Individual
Activities and Room Program policy revealed:
*Individual activities will be provided for those
residents whose situation or condition prevents
participation in other types of activities, and for
those residents who do not wish to attend group
activities."

*Individual activities are provided for individuals
who have conditions or situations that prevent
them from participating in group activities, or who
do not wish to do s0."

*It is recommended that residents on a full room
visit program receive, at a minimum, three room
visits per week. Typically a room visit is ten to

fifteen minutes in length.”

F 248
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F 281 | 483.20(k)(3)(i) SERVICES PROVIDED MEET
8S=D PROFESSIONAL STANDARDS

The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by

Surveyor: 32332

Based on record review, interview, and policy
review, the provider failed to-

“Obtain accurate weights for one of ten sampled
residents (6) requiring daily weights.

*Follow physician's orders to contact the
physician for weight gains for one of ten sampled
residents (6).

Findings include:

1. Review of resident 6's medicai record revealed
he had been hospitalized 8/11/15 through 8/19/15
for respiratory (breathing) failure from congestive
heart failure (heart unable to pump enough to

maintain the biood flow). Orders were received
upon return from the hospital for:

“Weights daily.

*Contact his physician if there was a sudden
weight gain of two to three pounds in one day, or
five pounds in one week.

Review of the medical record revealed weekly
weight documentation by the dietary manager:
*8/20/15; 229 pounds {Ib) in wheelchair (wit).
*8/26/15: 227 ib in wic.

*8/28/15: 222.5 Ib in mechanical lift (weighed in a
sling lifted into the air).

*9/1/15: 223 Ib in mechanical lift.

*9/3/15: 210.5 Ib in mechanical [itt.

*9/7/15: 220 Ib in mechanical lift

*9/12/15: 213 Ib in mechanical lift,

F 281 88=D 483.20 (K) (3) (D) SERVICES
PROVIDED MEET PROFESSIONAL
STANDARDS

The services provided or arranged by the facility
must meet professional standards of quality.

“Nurses are responsible for performing all
procedures correctly and exercising professional
Jfudgment es they carry out healthcare providers’
and “Nurses follow health care providers” orders
unless they believe the orders to be in error or
harmful to patients.”

Obtain aceurate weights for one of ten sampled
residents (6) required daily weights.

Follow physician’s order to contact the physician
for weight gains for one of te sampled residents
6).

Al residents being admitted to the White River
Nursing Home and residents with an active order
will be at risk.

One on cne education was held on 10-13-15 to
Teview the professional standards and physician
order with employee C. Employee C verbalized
an understanding on how services will be
provided or arranged by the facility and how it
must meet the professional standards of quality as
defined by F281,

One on one education was heid on 10-13-15t0
Teview the professional standards and physician
order with full time R.N. The full time R.N,
verbalized an understanding on how services will
be provided or arranged by the facility and how it
must meet the professional standards of quality as
defined by F281.

One on one discussion was held on 10-13-15to
review the professionat standards, physician
order, NAR program and notification of the
dietician by the dietary manager. The dietary
manager verbalized understanding and how the
services will be provided or arranged by the
facility and how it must meet the professional
standards of quality as defined by F281.
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*9/15/15: 215 Ib in mechanical lift,
*9/19/15: 222.5 |b in mechanical Jift.
*9/24/15: 217.5 Ib in wic.

*9/26/14: 223.5 |b in mechanical lift.
*10/1/15: 220 Ib in wie.

*10/1/15: 226 Ib in mechanical lift,
*10/4/15: 223.5 b in mechanical lift.
*10/5/15: 218 Ib in mechanical lift,
*“10/7/15: 180 lb in mechanical lift,
*10/12/15; 220.5 Ib in mechanical lift.
*10/13/15: 235.4 Ib in mechanical lift.

Review of the daily weights documented on the
monthly medication administration records {MAR)
from August through October 2015 revealed:
*August weights (from hospital return on 8/20/15
through 8/31/15) showed five days the weights
had increased more than two Ibs in one day.
*September had seven days the weight increased
more than two Ibs in one day.

*Qctober 1 through October 13 had four days the
weight increased more than two Ibs in one day.

Review of the nursing progress notes from
8/20/15 through 10/13/15 revealed:

*On 8/26/15 the dietary manager indicated,
"Weight 227# [pounds], up 53 this month, and up
2.5 # past six months."

*Another note on 8/26/15 by the dietary manager,
"[certified nursing assistant] and |
rechecked|resident 6] weight as it looked like he
put on 46#."

*0On 9/3/15 by the Minimum Data Set (MDS)
coordinator indicated in a care conference the
dietary manager had discussed the weight of 227
ib. "He is up 5#." :

*No other documentation regarding weight
fluctuations or weight gain.

“No documentation the physician had been

A, BUILDING
43A089 B. WING 10/15/2015
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. I 10-1-15 mursing evaluated tottos lift scale against
F 281 Continued From page 11 F 281 wheel chair scale and found only (.4 pounds

weight discrepancy. 10-22-15 maintenance
evaluated tottos lift scale against wheel chair scale
and found a 14.6 pound weight discrepancy. 10~ L

26-15, 10-27-15, 11-2-15 and 11-4-15 call placed WL’
to Tollos for equipment technical suppo t
dtalked with Trevor and Jack service
manager to get back for calibration, Tollos will
send an upgraded swivel assembly that will
address the variable weight issues you have
reported, once this is received Tollos will
coordinate with their local rep for him to come
check things out and confirm full functionality to
reduce the risk of equipment variances and they

are sending the attachment spreader bar to meet
the professional standards of quality ) '
F281 "V’xi(%"éolkl&,

10-14-15 nursing placed 2 cali to to
follow up for professional standard anq clart
order on resident (6). T.O. Dr, Plumage Restart
nutrition at risk for overweight oObesity, change
weights to weekly, notify M.D. of weight gain of
10 pounds in one week nurse only to weigh
resident with Hoyer lift scale first and wheel chair
scale second at 05:00, to meet the professional
standards of quality as defined by F281. Review
of resident (6) weights onl0-14-15 was 217.6
pounds, 10-22-15 218 pounds, 10-26-15 218.6
poumds and 11-5-15 was 218.4 mecting the
standard of quality as defined by F281.

Review and revision of the policy for the
professional standards of quality as defined by
F281. “Nutsition (impaired)/unplanned weight
loss-clinical protocol” and “Weight assessment
and intervention,” and “Bignificant weight gain,”
“Charting and documentation” and concem to
assist with the professional standards of quality as
defined by .privacy and confidentiality of records

in the facility F281. i

| fe
Mandatory staff meetings was held o 0
review the above findings and policici®s wi

staff and departments related to the services
provided or arranged by the facility and how it
meets the professional standards of quality F281.
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| Al staff will follow up on an as needed basis on
F 281 | Continued From page 12 F 281, | anyconcems witnessed or observed, at that time
. , ‘ the director of nursing, administer and or
Contapt?q regarding We'ght changes. | designated person in charge will follow up with
*No dietitian documentation. | concemto uphold the professional standards of
quality as defined by F2§1,

interview on 10/14/15 at 3:30 p.m. with the MDS

coordinator regarding resident 6's weights The director of nursing, minimum data set

assessment coordinator, charge nurse and dietary

revealed: ) manager have reviewed and made revisions on
*The dietitian had been in the facility on 8/21/15, t how the facility staff handles the professional
9/18/15, and 10/2/15, but she was unable to find | standards of quality as defined by F281.

The director of nursing will re-educate nusing

documentation from him. ‘
staff on 11-18-15 on the policy for the

“Resident 6 had been on the Nutrition At Risk

(NAR) program prior to his hospitalization. She | professional standards of quality s defined by
believed he had remained on the the program | F281. “Nutrition (impaired)/unplanped weight
after his return from the hospital. I loss-clinical protocol” and “Weight assessment

| and intervention,” and “Significant weight gain,”

Y X .
She_called .the dietary manager (not in th'e y ! “Charting and documentation™ and concern to
building during the survey) to a_sk about dietitian ' assist with the professional standards of quality as
involverment and found out resident 6 had been ! defined by .privacy and confidentiality of records

removed from the NAR program before he went in the facility F281.

to the hospital. i

_ ‘ o i frursine will revie oo
"It was the dietary manager's responsibility to The director of nursing will review with the

dietary manager on 11-4-15 the policy for the

notify and involve the dietitian of residents in need professional standards of quality as defined by
of the NAR program. F281. “Nutrition (impaired)/unplanned weight
*The dietary manager had not notified the © loss-clinical protocel” tind “Weight assessment
dietiti | and intervention,” and “Significant weight gain,”

lettian. - . ] . . " and concern to assist with the professional
*The certified nursing assistants obtained daily
weights with oversight from the dietary manager. | standards of quality as defined by privacy and
*She agreed the weights had not been consistent. ‘J confidentiality of records in the facility F28],
*The nurses had not followed the physician's 3 ) . _ -
order to notify him of weight changes of more + The dietary manager or assigned designec will
than tw ds in one day. or five poun ds in one | ensure that the policy of nutrition

an two pounds in ohe day, p (impaired)/unplanned weight loss-clinical
week. i protocol weight assessment and interventions,

' significant weight gain and is following the

Interview on 10/15/15 at 1:45 p.m. with licensed i g;"sffssmﬂal standards of quality as defined by

practical nurse C regarding resident 6 revealed:

*She had not notified the physician of his weight The dictary manager or agsigned designee will

changes. _ - monitor residents (6) weights weekly times 4
“She stated he did not have the edema (swelling) weeks then as ordered by the physician to meet
in his legs anymore, lt?:)-es};rofesswnal standards of quality as defined by
“She stated the weight had been caused by |

over-eating.
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F 281 | Continued From page 13

she had agreed:
*The weights had not been accurate.

orders to notify him of weight gain.

because he was over-eating.

same time of day each time.
weighing the resident each time,
same amount of clothing.

been calibrated (balanced to zero).

Intervention policy revealed:

day for confirmation.
hours. '

2013, page 306, revealed:

orders."

Interview on 10/15/15 at 2:00 p.m. with the
director of nursing regarding resident 6 revealed
“The nursing staff had not followed physician's
“She stated the resident had gained weight,
Review of the provider's 2011 Weighing and
Measuring the Resident policy revealed:

*The resident was to have been weighed at the
“The same scale was to have been used for

*The resident was supposed to have worn the

*Staff were to have made sure the scale had

Review of the provider's Weight Aésesément and

*Any weight change of 5% or more since the last
weight assessment would be retaken the next

*If the weight was verified nursing would
immediately notify the dietitian in writing.
*The dietitian would respond within twenty-four

Review of Patricia A. Potter et al., Fundamentals
of Nursing, 8th Ed., Elsevier, St. Louis,
*"Nurses are responsible for performing all

procedures correctly and exercising professional

judgment as they carry out health care providers' -

“"Nurses follow health care providers' orders

Mo.,

The dietary manager or assigned designee will

| monitor weights weekly times 4 weeks then

" weekly or monthly as ordered by the physician the
professional standards of quality as defined by
F281.

F 281

The results of audit F281 will be corrected
I instantly at the time of the audit with reeducation
" and then will be reportad by dietary manager or
| designee to the QA/PI monthly with further
| follow up as recommended by the
interdisciplinary team.,

11-18-15

el
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F 281 Continued From page 14 F 281 (x xS .
unless they believe the orders to be in error or N\ ‘Wq LWINMOw 1€}, 3! s@@ow
harmful to patients.”
F 283 ;%%fél)éjl):ﬁglﬁlesc.:.iﬁ%%DISCHARGE: F283 | F-283 SS=D 483.20(1)1)&(2) ANTICIPATE
$8=D ‘ DISCHARGE RECAP STAY/FINAL STATUS
When the facility anticipates discharge a resident | When the facility anticipate discharge a resident
must have a discharge summary that includes a must have a discharge summary that includes a
recapituiation of the resident's stay; and a final recapitulation of the resident’s stay; and a final

summary of the resident's status to include items
in paragraph (b)(2) of this section, at the time of
the discharge that is available for release to
authorized persons and agencies, with the
consent of the resident or legal representative,

This REQUIREMENT s not met as evidenced
by:

Surveyor: 32355

Based on record review, interview and policy
review, the provider failed to ensure one of one
discharged resident (10} had a discharge
summary and a recapitulation (recap) (summary)
of stay. Findings include:

1. Review of resident 10's closed record revealed:
*He had been discharged to the hospital on
8/4/15.

“There was no documentation of a discharge
summary nor a recap completed of his stay.

Interview on 10/7/15 at 10:30 a.m. with the
director of nursing and Minimum Data Set
assessment coordinator confirmed a discharge
summary and a recap of resident 10's stay had
not been completed. The provider would not have
completed a recap on any resident who had been
discharged from their facility.

summary of the resident’s status to include items

| in paragraph (b) (2) of this section, at the time of
the discharge that is available for release to
authorized persons and agencies, with the consent
of the resident or legal representative,

1. Review of resident 10°s closed record revealed:
he had been discharged to the hospital on 8/4/15,
there was no documentation of a discharge
summary nor a recap completed of his stay.

All residents being admitted! transferred/
discharged to or from the White River Nursing
Home will be at risk.

One o one review and education on 10-14-15
with minimal data set assessment coordinator,
director of mursing and social service that
discharge summary will need to be performed
when residents are transfer from facility for care
and later discharge. Recapitulations of all

i residents being discharged will be implemented as

* they anticipate

The director of nursing, minimum data set
assessment coordinator, charge muse and sonisl

service designee have reviewed and made
revisions on how the facility staff handles the
professional standards of quality as defined by
F283, recapitulation was added to the discharge
summary on the residents stay.

The minimum data set assessment ¢oordinator
will review with all department heads the
. discharge recompilation form: that is to be filled
* out on admission and discharge by 11-6-15 as
defined by F283.

diicharge recap stay/final statug as.
defined by F283’ T

J

e
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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 physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by:

Surveyor; 22452

Based on record review, interview, and policy
review, the provider failed to ensure the physical,
mental, safety, and psychosocial (relating to mind
and social) needs were being met for one of one
sampled resident (7) who displayed significant
behavior issues. Findings include;

1. Review of resident 7's medical record
revealed:

*A 5/8/14 admission date,

*Diagnoses: End stage renal (kidney) disease
(ESRD), anxiety disorder, major depressive (sad)
disorder severe with psychotic (false thoughts)
symptoms, and moderate cognitive (memory)
impairment. '

Review of resident 7's 7/6/15 care
she:

plan revealed

*"Pulls the call string for the call light for both her

* revisions how the facility staff handles and
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Mapdatory staff meetings was held on 11-06-15 to
F 283 | Continued From page 15 F 283|  review the above findings and the policies with all
) S i staff and departments related to the services
RlEVIeW Qf the prowd_er s Decgmber 2012 | provided or arranged by the facility to anticipated
Discharging the Resident policy revealed no | discharge recap stay/final status as defined by
procedure on the documentation required after a | F283.
. \ - i
resident had been discharged from the facility. | Al staft wil follow up on PRN basis i this
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309 | concem is witnessed or observed at the time and
$8=D | HIGHEST WELL BEING DON / Administer/ or designated person in charge

w;ll be notified to follow up with concem to assist
with anticipated discharge recap stay/final status
as defined by F283.

The director of nursing, minimum data set
assessment coordinator, charge nurse and social
service designee have reviewed and made

anticipated discharge recap stay/final status as
defined by F283,

The director of nursing or minimum data set
assessment eoordinator will re-educate nursing
staff, activities, social serve designee and dietary
manager by 11-18-15 on the policy related to
anticipating discharge recap stay/final status as
defined by F283.

The social service designee or assigned designee
Will ensure that discharge summary will be
completed on any anticipated discharge as defined
by F283.

The social service designee or assigned designee
will ensure that anticipated discharge summary
and/ or recompilation is completed weekly times 4
wesks then weekly or monthly as defined by
F283.

The results of audit F283 will be corrected
instantly at the time of the audit with reeducation
and then will be reported by djetary manager or
designee to the QA/PI monthly with further
follow up as recommended by the
interdisciplinary team,

u\teh'a’

F 309 58<D 483 25 PROVIDE

CARE/SERVICES FOR HIGHEST
BEING VL
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and her roommate. Having the call string taken
off puts her and her roommate in danger of
getting hurt and not staff to help them as they
cannot use the call light to summons help.”
*"Sits at the farthest location in the dining room.
While walking to her table she takes other
residents food and leftovers off their plate and
puts them in her bag attached to her walker. She
becomes upset when staff redirect her and
remove food from this bag."

*'Likes to go into other residents' rooms and
takes things that do not belong to her, especially
their remotes to the TV as she is always losing
hers."

*'Does swing and sometimes hits staff when they
are trying to redirect her from someone else's
room."

*'Likes to go shopping and out to eaf, but
sometimes she will shoplift while in the store."
*"Will layer her clothes, sometimes wearing three
or four tops and three or four pants and
underwear."

“"Will get upset and agitated {angry) when
advised she has too many clothes on."

"Has a slow gait (walking) and is very unsteady
without her waiker,"

*Is a fall risk."

Wil pick her skin and it will bleed onto her
bedding. She will not allow staff to change her
bed, and many times laundry had to discard
(throw away) bedding due to stains."

""Often refuses to change clothes or bathe.
Family is unaware."

*"Has a communication problem related to
mumbling and yeiiing when communicating her
needs."

*"Has had weight loss and is on a fluid
restriction."

*"Needs to be encouraged to go to scheduled
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F 309 Continued From page 16 F 300 | Each resident must receive and the facility must

i provide the necessary care and services to attain

‘ or maintain the highest practicable physical,

_ mental, and psychosocial wellbeing, in
accordance with the comprehensive assessment

‘ and plan of care.

Based on record review, interview, and policy
review, the provider failed to ensure the physical
mental, safety, and psychosocial(relating to mind
and social) needs were being met for one of one
sampled resident(7) who displayed significant
behavior issues.

All residents residing in the White River Nursing
Home will be at risk, .

Care conference was held with dietary manager,
minimum data sct coordinator, restorative nurse

i supervisor, and the social service designee,
director of nursing, the resident and her guardian
on 11-2-15 to review state findings as defined by
F309,

Resident (7) care plan was revised on 11-3-15,
Social service designee will start calling for other

possible placement in another heaith care facility
that can meet resident (7) needs 11-4-15. it

15.

Social service designed will continue to call the
social service consultant monthly and report to the
QA/PL monthly with further follow up on resident
(7) as recommended by the interdisciplinary team
by 11-3-15,

i i signee will contac-
; r 4 clinical review on resident
i - .
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- Social service designee will communicate with
F 309 | Continued From page 17 F 309 the interdisciplinary te
dialysis (process for removing waste and excess il Dl |
W{ater.from the‘bl'ood) appointments. She goes to ¢ Tesident and her guardian, .BDD(SH'IEL
dialysis three times a week." or for the residents in the facility as
defined by F309,
Review of resident 7's 7/6/15 through 10/8/15 The policy for “charting and d i d
R . ocumentation™ an
?urs'ng progress notes revealed: ' unmanageable resident was reviewed an revised
7/19/15, "She went into another resident's room on 11-6-15 with interdisciplinary staff,
and stole 3 cans of orange soda which were on |
the resident's chair. Continues to refuse cares to |
be given. She is easily agitated.” ' Mandatory staff meet;
*7/21/15, "Asked her to change her clothes this | review the sbove findine s tesiemr eni oo ©
maorning before breakfast but sh? refused. She . polices on documentation and management on
does have a foul odor about her. ! unmanageable residents, review the importance of
*8/4/15, "Was reported that resident will get ‘ | hand in hand fraining & )
aggressive and strikes out at staff members." | need resi::nts w?ﬂ? fllgtlanf;e:ntc}!l?i:;:ri:noeigwal
*8/6/15, "Resident came down haliway é?rld I related to the services provided or arranged by the
attempted to pull phone out of wall. Resident i facility to provide care/services for highest
would not let go and hit this nurse twice. Resident  wellbeing as defined by F309.
had bled on counter from a skin tear that she i .
. \ . All staff will follow up on PRN basis if there is a
sustained Wher_’ Pu!hng on the phone cord. She is concemn that is witnessed or observed at the time
statug post antibiotic for area to leg. She refused | With the social service designee, director of
dressing changes and unplugged her bed from . nursing, administer and/or designated person in
the wall and was yelling at certified nursing | fvheﬁ:;" Pﬁ‘g";ﬁ? °2‘;’S*~;§3V$S for the highest
assistant [CNA] to plug it in by the TV in the ; § as Cetined by F309.
extension cord. Dug to safety hazard resident ! The social service designee has reviewed and
was educated that is was not safe and bed was l‘ made revisions how the facility staff will handle
plugged back into the wall. After CNA left room ‘ }2: ;;’fc n‘:edslgr_esidem to provide care/servioes
the resident unplugged the bed and plugged bed i ghest wellbeing as defined by F309,
into the extension cord. The cords were hanging . The director of nursing or minimum data set
about a foot off the floor and the TV almost came assessment coordinator will re-educate nursing
off the counter. The resident's roommate was staff on 11-18-15 to identify and provide care
unable to get to the restroom. She attempted to services for highest wellbeing and review plan of
pull on cord almost knocking TV to the ground.” '
*8/10/15, "Resident i§ very abUSiV_e to _Staﬁ. her The social service designee or assigned designee
roommate, other residents, and dialysis staff. will ensure the care and services provided are
Refuses activities of daily living [ADL, assistance g:’ff;l:f;h‘} f;;;denf‘s highest wellbeing as
with bathing, dressing, toileting, grooming, and ¥
eating] and when we try to assist her she gets
angry and says no. Strikes out at staff also, hitting
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; i The social ice desi i i
F 308 Con.tlnyed From page 18 F 309 | will cnsurest;r:t[me :;;g;ztzaa;:rlegn a;fl::?:rgig:se
or Kicking them." ~ provided to the residents at the White River
*8/12/15, "Resident this morning was yelling at Health Care Center to meet the resident’s highest
staff and one visitor today she fired them and did wallbeing i completed weekly times 4 weeks
not like them. She has stolen items from more then monthly as defined by F309.
than one resident and the residents are very The results of audit F309 will be corrected
upset.” .+ instanily at the time of the audit with reeducation
*8/13/15, "Resident was trying to take -~ and then will be reported by dietary manager or
roommate's underwear and socks. Roommate l‘f“’s‘g““ o the QA/PLmonthly with further
. . . ollow up as recommended by the
was crying. Nurse redirected the resident and she interdisciplinary team.
screamed she hated me and to go away and
swung at staff. She pinched this nurse con the left |_ \ l’(‘,’ ,g
upper arm leaving a bruise. Tried to take another
resident's TV off the stand; that resident became *h "’{ 50001("! él—
upset. When asked to leave the resident's room
she yelled at the staff and swung at them."
*8/17/15, "Has been hateful towards the staff
lately, calling them names."
*8/17/15, "Resident continues to steal other
resident's belongings and this morning yelled at
staff when she was redirected.”
*8/20/15, "Her behaviors have not improved since
your last visit on 7/14/15 [documentation to the
physician]. She was started on antibiotic on
7/25/15 for worsening left shin [front of lower leg]
wound. She hit a charge nurse on 8/4/15 and got
a skin tear [cut] on her wrist. She saw the doctor
on 8/5/15 and he was advised of all her behaviors
and the only change he made was to discontinue
her Claritin [medication for nasal congestion].
Nursing was contacting physician aimost daily on
her behaviors so she was started on Depakote
[mood stabilizer] sprinkles on 8/13/15. She fell on
8/13/15 and on 8/15/15."
*8/28/15, “Care plan conference held with
resident and resident's nephew/guardian, Nursing
discussed resident's multiple behaviors: stealing
items from other residents' rooms, hoarding
rotten food, layering clothes, scratching skin until
it bleeds, refusing to change clothes or shower,
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and hitting at staff. Her table location was moved
to the chapel area so she does not have to pass
any tables to get there. Nephew asked mental
retardation and dementia [memory loss).
Explained memory and behaviors will more than
likely worsen."

*9/2/15, "Going into other residents’ rooms trying
to take their belongings. Would not come out of
the chape! area, taking signs off the oxygen
storage room door. Told repeatedly to come out
of the dining room, started yelling at writer that
she no longer liked me."

*9/5/15, "Tonight has been up wandering the
hallways and attempting to take other residents’
belongings.”

*8/7/15, "Was in a very bad mood today. Kept
going into other people’s rooms and taking things
that did not belong to her. Did also take papers
off the walls and took remotes from other
peoples' rooms."

*9/9/15, "Went down her hallway and into another
room and took shampoo and lotion from another
resident. This resident does not care or has no
feelings for other residents. No matter what is told
to her, she continues to take other residents’
belongings."

*9/12/15, "Dialysis van driver was upset this
morning as the resident was very siow to leave
her room and get to the van outside."

*9/14/15, "Resident's behaviors remain
uncooperative yet and combative.”

*9/17/15, "Has been refusing her bath or to
change ciothes. Gets demanding at times."
*9/18/15, "Wanders about facility and into
residents’' rooms and takes things that do not
belong to her. Very uncooperative with ADLs and
bathes."

*9/23/15, "Went to another resident's room and
started to take things from her. Redirected with 3

F 309
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lot of combativeness and yeiling. Other staff tried
to help and she attempted to hit them. Very
uncooperative and hard to redirect.”

*9/26/15, "Resident was very difficult to get her
ready for dialysis this morning. She was yelling
and did not want to get into the wheelchair. At
times she was swinging her arms at the staff and
the dialysis van driver."

*10/6/15, "Refused her bath this evening. More
confused."

*10/7/15, "She was going from table to table in
the dining room taking other residents' utensils,
napkins, and salt/pepper and sugar packets.
Resident redirected back to her table and stated
no to leave her alone. Refused to give writer the
packets or utensils."

Review of resident 7's 7/20/15 through 9/19/15
social service designee's progress notes
revealed:

*7/20/15, "Received a complaint from another
resident that the resident went into her room and
was digging around. The other resident was
upset with her for.coming into her room. Was
going through her roommate's drawers, her
roommate got made and told her to leave and go
back to her own place."

*7/122/15, "Nephew stated that she has always
been mean to people, and that her family is
scared of her."

*7/31/15, "Resident went into another resident's
room and took a remote control that was under
the pillow of the other resident.”

*8/4/15, "Received word from charge nurse
resident had taken another resident's remote for
her TV. The charge nurse stated that she tried to
take the remote from and she had hit her. She
asked me to help her look for her remote, when |
did she started opening her drawers, got mad,

F 309
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and swung at me for going through her stuff.
Advised her to lock for her remote, that | did not
want to get hit by her so she will have to look
around her room for it."

*8/16/15, "Received many complaints from staff
of her going into residents’ rooms and taking
things and giving them to other residents.”
*8/21/15, "Has been moved to another room
closer to the nurse's desk. Gets frustrated with
staff and tells them she hates them and fires
them. Gets angry if they show back up for work
as she hates them and fired them. Likes to go out
to eat, only problem she likes to borrow things
without asking at the stores and in residents’
rooms. You can not tell her not to. Guardian gets
angry with her. She does not remember these
things."

*9/7/15, "Was walking around tearing signs off
the walls and putting them in her basket. She
went into another resident's room and started
taking their calendar and a log knick knack they
had on their TV, She was trying to take spoons
aut of the medication cart, she got angry because
| was standing there and told her not to do that."
*9/14/15, "She was trying to go into other
residents' rooms. They were guarding their rooms
and not wanting her to go into their rooms. |
closed the door {o one resident's room as they
were both sleeping, She got angry with me and
swung at me. | advised her they were both
sleeping. She got mad and said who cares as |
want to go in there. She tried to go into three
other residents’' rooms but all the residents were
in front of their doors so she could not go in. She
tried to push her way into one resident's room but
the other resident pushed her out of her room,
The other resident stated she had asked her not
to come into her room but she did anyway, that is
why she had pushed her."

F 309
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*8/19/15, "Had a hard time loading her into the
dialysis van as she was getting agitated."

Review of resident 7's 1/27/15 through 8/11/15
physician’s notes revealed:

*1/27/15, "Has been struggling with intermittent
behavioral difficulties. She has baseline leval of
cognitive impairment related to depression and
generalized anxiety with psychotic [loss of contact
with reality] features. Mood stif cycles and
nursing notes clear documentation of difficulties
in the past. At this point Paxil [antidepressant] 20
milligrams [mg] and Seroquel [mood and
behavior altering medication] 50 mg. My initial
intent was to try and get her off the Seroquel, but
given the multiple behavior changes recently, |
really do not think | would make this change at
all." :

*4/7/15, "We still struggie with behaviors. Despite
the fact that she appears good today, we have
had multiple variable difficulties with her
behaviors. Mood seems to be stable and |
certainly would not downward dose titrate
[reduce] either the Paxil or the Seroquel based on
her past history."

*6/5/15, "Mood always continues to fluctuate at
times. At times aggressive and other times quite
passive. She speaks in an almost childlike voice.
Depression with psychotic features and
intermittent explosive behaviors. Medications for
her mood include Paxil 20 mg and Seroquel 100
mg, these together have kept her in relatively
good repair with only intermittent explosive
behaviors which nursing has been able to redirect
for the most part.”

“8/11/15, "She is an endstage dialysis patient
[resident] with a prior history of schizophrenia
[mental iliness losing touch with reality] and
aggressive behaviors. She still continues as such

F 309
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despite her declining age. Nursing notes that she
has had multiple behaviors as of late. She seems
to be entering everyone's rooms, stealing
anything from snacks to a remote control. We
have been trying to redirect her but not having
any luck. She is on a fair amount of medication to
help depression, it is probably reasonable to get a
psychiatric consult. Her medications that are
primarily controlled by psychiatry shows Seroquel
50 mg in the morning and 100 mg at bedtime.
Shows Paxil 10 mg daily. | did not recommend
any new medication changes, other than to
continue to try and redirect and discontinue the
Claritin for now."

Review of resident 7's 6/16/15 through 9/23/15
psychiatrist's progress notes revealed:
*6/16/15, "Is doing about the same but her
physical condition is deteriorating rapidly.
Recommend no changes.”

*7/14/15, "No major changes noted. Behaviors
still bad at times. Physical condition quite poor.
No change in medications."

*8/18/15, "Is in very poor physical condition. No
other changes recommended.”

*9/23/15, "Was very cooperative today on exam
[examination]. Nursing reports she continues to
wander into other resident’s rooms stealing items
but seems to redirect well."

Review of resident 7's 3/22/15 through 9/24/15
hospital dialysis notes revealed:

*3/22/15, "Foliow-up with the facility notes that the
facility had to move her roommate out of the
rcom due to resident hitting the other resident.
She is aggressive when she does not get her
way."

*5/1/15, "Due to dementia [memory loss], she is
not capable to understand her fluid and diet

F 309
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requirements. She will sneak or take food or
fluids from other residents. There is also a risk of
aggression if she is confronted or redirected from
food or fluid."

*5/24/15, "She is picking at her skin to the point
where she bleeds. There are also some issues
with her in the van not wanting to sit up front."
*8/29/15, "Will work with interdisciplinary team
and also explore a team inservice o assist with
deescalating patient's aggression when patient
does not get what she is wanting.”

*10/6/15, "Needs difficult to manage due to
patient's mentation [thinking process)."

Review of resident 7's 10/6/15 occurrence
investigation report completed by a CNA
revealed:

*| was trying to change her in her bathroom in
front of the toilet. | slid her pants down that were
covered with bowel movement."

*'She reaches over and punches me in the face
and was yelling and pulling on my top. She was
smearing bowel movement on the floor."

*"She was wearing three pairs of underwear with
wet paper towels between aii of them."

Interview on 10/14/15 at 8:45 a.m. with the social
service designee regarding resident 7 revealed:
*Other residents often guarded their doors to their
rooms if they saw the resident wandering down
the halls. _

*The staff had tried to redirect her from other
residents' rooms, but her memory was so poor
she had forgotten the redirection.

*Many residents and the staff had voiced their
frustration with her wandering and stealing things.
*She had hit both staff and residents when she
had been provoked. Recently it had been more

the staff that had been verbally or physically
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abused by the resident.

*She stated they had talked in department head
meetings about her behaviors but had made the
decision it was likely no other facility would accept
her with her behaviors.

*None of the staff had called any other nursing
facilities that had a dementia unit. They thought
their only option was a stay at the mental health
hospital that they thought would be very
disturbing to her.

*Her family had threatened her if she did not
behave they would move her to a psychiatric
hospital.

*They did try changing her dialysis times from
mornings to the afternoons to see if maybe that
would improve her behaviors. She thought maybe
allowing her to sleep later in the morning had at
least helped her resistance with getting ready to
go out for dialysis.

*She had informed the social worker consultant
the resident had been moved to a table in the
dining room by herself near the door.

*She had not consulted the social worker
consultant regarding her concerns for the
resident's safety from other residents when she
was in their rooms. There were always other
residents’ concerns that needed to be addressed
first when she made her quarterly visits.

*She had not contacted the ombudsman (social
service advocate) regarding her behaviors and
aggression towards the staff.

*A couple of the other residents had told her they
would hit the resident if she came into their room:,
“They had talked about getting her a basket of
items she could rummage in to see if that would
help her taking things from other residents. As far
as she knew the administrator had asked the
activity director to get the basket, and it had not
been gotten yet,

F 309
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interview on 10/15/15 at 10:00 a.m. with the
administrator and director of nursing regarding
resident 7 revealed:

*They agreed it had been discussed with the
interdisciplinary team it was likely another facility
would not accept her with her significant
behaviors,

*They did not disagree there was a potential for
injury both for her and the other residents when
she wandered repeatedly into their rooms.

*They did think moving her to a more secure unit
at another facility would be upsetting to her, as
she seemed to know the staff and were familiar
with them.

*At times she was more receptive to redirection, it
depended on her day.

“They had talked about getting a bunch of cheap
TV remotes for her, since her main obsession
was taking other residents’ TV remotes. They had
not dong that yet.

*Dialysis had called them today and told them
they were changing her dialysis days and times
back to mornings. They had not given them a
reason they were doing that, and they did not
think it was a good idea. They had a cail out to
the dialysis unit to find out why the change was
being made.-

Review of the provider's undated Safety and
Supervision of Residents policy revealed:

**Our resident-oriented approach to safety
addresses safety and accident hazards for
individual residents."

"The interdisciplinary care team shall analyze
information obtained from assessments and
observations to identify any specific accident
hazards or risks for that resident. The care team

shall target interventions to reduce the potential
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for accidents.”
*'Impfementing interventions to reduce accident
risks and hazards shall include the following:
-Communicating specific interventions to all
relevant staff.
-Providing training as necessary.
-Ensuring that interventions are implemented.
-Documenting interventions,
-Monitoring the effectiveness of the
interventions.”
*'Resident supervision is a core component of
the systems approach to safety. The type and
frequency of resident supervision is determined
by the individual resident's assessed needs and
identified hazards in the environment."
“These risk factors and environmental hazards
include unsafe wandering."
Review of the provider's undated admission
policy revealed "The facility reserves the right to
discharge or transfer residents whom the facility
is unable to care for and those residents who
F441 §8=D 483.65 INFECTION CONTROL,
become dangerous t? others, themselves, or ! PREVENT SPREAD, LINEN
other staff members.
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441 ‘ The facility must establish and maintain an
$5=D | SPREAD, LINENS ' Infection Control Program designed to provide a
safe, sanitary and comfortable environment and to
o . . | help prevent the development and transmission of
The facility must estabklish and maintain an ! dis!,’;; and infection, r
Infection Control Program designed to provide a f
safe, sanitary and comfortable environment and | (2)Control Infection Program )
to help prevent the development and transmission | The facility must establish and Infection Control
f di d infecti i Program under which it.
ot disease ana infection. I ()Investigates, controls, and prevents infections
| in the facility;
(@) Infection Confrol Program (2)Decides what procedures, such as isolation,
The facility must establish an Infection Control should be applied to an indévidual resident and
Program under which it - (3)Maintains a record of incidents and corrective
gram L - _ ) | actions related to infections.
(1) Investigates, controls, and prevents infections ‘
in the facility;  (b)Preventing Spread of Infection
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(2) Decides what procedures, such as isolation,
should be applied to an individual resident: and
(3} Maintains a record of incidents and corrective
actions related to infections.

(b) Preventing Spread of Infection

(1) When the Infection Control Program
determines that a resident needs isclation to
prevent the spread of infection, the facility must
isolate the resident.

(2) The facifity must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

{3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

{c) Linens

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

This REQUIREMENT is not met as evidenced
by:

Surveyor; 35121

Based on observation, interview, and disinfection
instruction review, the provider failed to follow
manufacturer's instructions for disinfecting two of
two whirlpool tubs by two of two certified nursing
assistants (CNA) A and B. Findings include:

1. Observation and interview on 10/15/15 at 10:35
a.m. with CNA A revealed she had:

*Placed shampoo and body wash in a bin to soak
the whirlpooi tub jet pieces in.
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determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

(2)The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice,

(¢)Linens

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

Based on observation, interview and disinfection
instruction review the provider failed to follow
manufacturer’s instructions for disinfecting (two
of two whirlpool tube by two of two certified
nursing assistants (CNA) A and B

One on one education was held on 10-15-15 with
(CNA) A by the director of nursing to resducate
her on the process of whirlpool disinfectant and
cleaning, the chemicals used to clean the
whirlpool. A review of the use of supplies used to
clean and disinfecting in the facility was done by
the house keeper supervisor on 10-15-15. The
CNA verbalized an understanding of infection
control practices as defined by 441.

Cne on one education was held on 10-15-15 with
(CNA) B by the director of nursing to reeducate
her on the process of whirlpool cleaning and
disinfectants used and the need to scrub surfaces
if the surface are visibly dirty or not: scrubbing is
required in the process of cleaning the
whirlpool. The CNA a verbalized an
understanding of infection control practices as
defined by 441,

All residents being admitted to the White River
Nursing Home and residents that utilize the
whirlpool tub will be at risk.

Housekeeping supervisor/ or designated person in
charge will be notified to follow up with staff
metnber being hired in the facility.
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i : The Direc ing will re-educate nursing
F 441 Continued From page 29 F 441 staffatthe“mrsing meeting on the
policy and procedure of whirlpool cleaning an

*Sprayed the inside surfaces of the whirlpool tub
with an odor eliminator (spray to reduce odor).
*Stated both of the above products were
disinfectants.

*Been trained by another CNA on how to disinfect
that whirlpool tub,

“Not been able to remember who the CNA was
who had trained her.

*Agreed.

-Neither container was labeled as a disinfectant.
-The spray bottle labeled as the disinfectant did
not match the color of the spray she had used.
-The shampoo and body wash she had used
matched an unopened jug of shampoo and body
wash in appearance.

-She had not used disinfectant products to clean
the whirlpool tub.

Observation and interview on 10/15/15 at 11:21
a.m. with CNA B revealed she had:

*Not scrubbed the whirlpool tub surfaces with a
scrub brush.

*Stated she would not have scrubbed the
whirlpool tub surfaces with a scrub brush unless
they were visibly dirty.

*Stated "These tubs are like a year old."

*Not received any training on how to disinfect the
new whirlpool tub,

Interview on 10/15/15 at 11:42 a.m. and 2:10 p.m.
with the director of nursing (DON) revealed:

*The provider:

-Had no specific policy for whirlpool tub cleaning.
-Was to have followed the manufacturer's
instructions for disinfecting the whiripool tub.
-Had been using Turquoise 3 disinfectant instead
of the disinfectant recommended by the
manufacturer,

*She;

disinfecting as defined by infection control,
' prevent spread, and lines as defined by F441
| 463.65.

| The director of nursing or assigned designee witl
audit post whirlpool use of staff to ensure that the

mainfained in the facifity as defined by F441

- WA G YA S

‘ The housekeepingrsupcrvisor or assigned designee
will ensure that the policy of whirlpool

| cleaning/disinfecting will be maintained in the
facility as defined by Fa4i,

| Housekeeping supervisor or designee will audit
the whitlpool cleaning once a week weekly times
4 weeks then monthly as defined by F44,

The resuits of audit F441 will be corrected
instantly at the time of the

designee to the QA/PI monthly w1
follow up as recommended by the
interdisciplinary team,

Er

policy of whirlpoal cleaning/disinfecting will Ee N

audit with reeducation
and then will be reported b)'#r ﬁ\o\m VU&P;U

N[5
%b{m)ovi.

wihdo
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F 441

Continued From page 30

-Had provided the disinfectant training when the
new whirlpools were installed,

-Would have expected new CNAs and travel
CNAs to ask the DON or the charge nurse how to
disinfect the whirlpool tubs.

-Agreed the whirlpool had not been disinfected
properly by CNAA or B.

Review of the December 2011 manufacturer's
Invacare TheraPure Side Entry Whirlpool Tubs
disinfection instructions revealed to:

*"Remove and disassemble all jet assembiies.
Lay all pieces in the bottom of the tub."

*"Clean the pieces and spray all surfaces of the
tub with Dispatch Cleaner and Disinfectant.”
*Take a long handled brush and thoroughly clean
the interior surfaces of the tub and the and the jet
casings.”

F 441
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Exit access is arranged so that exits are readily
accessible at all times in accordance with section
7.1, 18.21

This STANDARD is not met as evidenced by:
Surveyor: 18087 -
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Surveyor: 18087 - T
A recerytificatio.n survey for compliance with the "\‘Q\CPW w 'fﬂC\ “J\'\ﬂ
Life Safety Code (LSC) (2000 existing health care a&m\“wa-\{)( ,
occupancy} was conducted on 10/15/15. White
River Health Care Center was found not in CH{S D%H’I&L
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
upon correction of deficiencies identified at K038,
K089, and K144 in conjunction with the provider's
commitment to continued compliance with the fire
safety standards,
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K038,
S8=D

' STANDARD
\

I 71 1921

ke

I K038 88=D NFPA 101 LIFE SAFETY CODE
| Exit access is arranged so that exits are readily

accessible at all times in accordance with section

Maintenance will monitor all fire exits and report
to QA/PI for 3 months and quarterly thereafter,

|

Based on observation, measurement, and lF. it '@ ’(5’ '

interview, the provider failed to ensure one of five CH! SDm)d—I EL

exits (west exit on the north side of the kitchen) j

was readily accessible at all imes. Findings

include:

1. Observation at 11:15 a.m. on 10/15/15

revealed the exit discharge sidewaik from the

west exit on the north side of the kitchen (in the

service wing) building exits had two resident beds

and two wood chairs kept in that location. The
LABC@%DIR_ECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE, \ . {X6} DATE

Qe YW Pk el /G

Any deficiency statement ending with af asteri%kl.()) denotes a deficiency which the institution may be excused fr J: (v} mmt h
other safeguards provide sufficient protection to the patients. (See instructions.) Exqept for nursing homes, ihet:* stated above are disclosa i% S
following the date of survey whether or not a plan of correction is provided, For nursing homes, the above finding lans of correction are disclogdtld 14
days following the date these documen!s are made available to the facility. If deficiencies are cited, an approved| pla fcorlﬂ@% ig r@qu%l@o con

program participation.
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K 038 | Continued From page 1 K 038
beds and chairs covered approximately 54% of
the surface area of the exit discharge sidewalk.
Interview with the maintenance supervisor at the
time of the observation confirmed that finding.
This deficiency affected one of numeraus exit
discharge locations.
K 069 | NFPA 101 LIFE SAFETY CODE STANDARD K 069
S8=D : K069 $5=D NFPA 101 LIFE SAFETY CODE
Cooking facilities are protected in accordance ; STANDARD
with9.2.3. 19.3.2.6, NFPA 96 ! _
Cooking facilities are protcct%d in accordance
I wi . 10.3.2.6, NEPA 9
This STAND i id d by: ISDW&T&
Is STANDARD s not met as evidenced by: Sigler Inspected System
Surveyor: 18087
Based on document review and interview, the KUCERA installed wiring for the fire panel alarm
provider failed to conduct the required inspection to ansui system.
of the cooking facility's fire suppression system. irine to the al 1 for the
Inspections of the system for the range hood . ABc g;:fefflted wising fo The alarm panet 1or
must be conducted not less than every six
months. The records regarding the kitchen hood
fire suppression system indicated: the inspections
had been held April 21, 2014 and April 2, 2015: it ; [ l (
didn't activate the fire alarm system; and there \ - \elis
had not been a six month hydrostatic test *CW‘SD%\_,
performed on the cylinder. Findings include: ST
% i
1. Dacument review at 1:15 p.m. on 10/15/15 of ¥ m&\nﬂmaﬂu \N\ M
the kitchen hood fire suppression system records . . y ;
indicated the inspections had been held 4/21/14 MOY\ ‘W Q\ \ \ n%\)e (\:H On&
and 4/02/15. The kitchen hood fire-suppression \ m 6\[ C
system must be inspected not less than avery six {‘_ U ' ﬁ
months. There was no further documentation 0 nSu‘ 2 5
indicating other required inspections had taken % m
place. Interview with the administrator and the '\X mUY\ v
maintenance director at 2:15 p.m. on 10/15/15 CH’BS mw@‘ﬂ
revealed they were unaware they were not in
compliance with the requirements for inspecting
the kitchen hood fire suppression system.
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K 069 | Continued From page 2 K 069
2. Document review at 1:15 p.m. of the kitchen
hood fire suppression system records indicated
the checklist from the contractor did not
mark/check the line item under the
"Requirements” section the item "System
interlocked with building alarm”. interview with the
maintenance supervisor at the time of the
document review revealed he was unaware if the
kitchen hood fire suppression system was
interlocked with the fire alarm system
3. Document review at 1:15 p.m. of the kitchen
hood fire suppression system records indicated
the last hydrostatic date for the Ansul 3 galfon
R102 tank was 2008. There was no
documentation that a 6 year hydrostatic
inspection had been performed. Interview with the
maintenance supervisor at the time of the
document review revealed he was unaware if the
Ansul R102 tank had a 6 year hydrostatic K144 §5=E NFPA 101 LIFE SAFETY CODE
certification. STANDARD
e ' Generat inspected weckly and exercised
I?I?\ def;}cne;c%y affected three of numerous unde load for 30 aminutes per o
itchen hood fire suppression system accordancg,wi 0. 3441
requirements. WWIPSA DETEL-
K144 | NFPA 101 LIFE SAFETY CODE STANDARD K 144 osebud Sioux Tribe will order a new
SS=E generator within a couple of months, o
Generators are mspected weekly andl exercised Maintenance will report to QA/ P monthly on the
underdload for %ONr?gzth per3rrlo‘rl1t21 in status of generator,
accordance wi : 4.4.1,
TS RRoHE
‘ Maintenance will inspect and test monthly and
report to QA/PI for 3 months then quarterly
thereafter,
*Hw PPOKE L Wefis
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K 144 Continued From page 3

This STANDARD is not met as evidenced by:
Surveyor: 18087

Based on observation and interview, the provider
failed to install g remote alarm in a continuously
occupied location to indicate when the generator
system was in a trouble statys in accordance with
NFPA 99 Section 3-4.1 1 .15 (see attachment).
The battery pack emergency light above the
generator did not function. Findings include:

1. Observation at 10:45 a.m. on 10/15/15
revealed the 15 kilowatt propane-fueled Onan
generator was located in the boiler room in the
service wing. interview with the maintenance
supervisor at the time of the cbservation
confirmed the generator/boiler room would not be
a continuously occupied space, A generator
requires a monitored Generator annunciator,

There was no annunciator at a continuously
occupied space (nurse station, for example) that
would indicate when the generator was in a
trouble status.

2, Observation and testing at 10:50 a.m. on
10/15/15 revealed the battery pack emergency
light located above the Onan generator in the
boiler room did not function. Interview with the
Maintenance supervisor at the time of the
observation confirmed that finding.

Interview with the maintenance Supervisor
confirmed those conditions. This deficiency
affects all fifty-two residents at this facility,

K144
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The facility shall take at least the following
precautions:

{6) Install an electrically activated audible alarm
on all unattended exit doors. Any other exterior
doors shall be locked or alarmed. The alarm shall
be audible at a designated staff station and may
not automatically silence when the door is closed;

This Administrative Rule of South Dakota is not
met as evidenced by:

Surveyor: 18087

Based on observation, testing, and interview, the
provider failed to maintain the electrically
activated audible alarm for unattended doors in
an active condition for four of five exterior doors
(east wing exit, west wing exit, east exit by the
administration office, and the east exit from the
dining room). Findings include:

1. Observation and testing beginning at 10:30
a.m. on 10/156/15 revealed the exit doors for the
east wing, west wing, east door by the
adiministration office, and the east exit door from
the dining room were equipped with delayed
egress magnetic locks. That door would unlock if
the proper code was typed into a keypad. The
code to unlock the door was posted on a sign
attached to that keypad. Once the proper code
was entered the magnetic door lock would
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S 000 Compliance/Noncompliance Statement S 000
Surveyor: 18087
Alicensure survey for compliance with the
Administrative Rules of South Dakota, Article
44:73, Nursing Facilities, was conducted from
10/13/15 through 10/15/15. White River Health
Care Center was found not in compliance with the
following requirement; $169.
S 169 44:73:02:18(6) Occupant Protection S 189

$169 44:73:02:18(6) OCCUPANT PROTECTION

The east door by administrator office and
main door to facility have dual codes for
exiting the facility. One code s a visitor code,
if a resident is wearing a transmitter and is
within 5 feet of the keypad, the code will not

' open the door. The second code is an
. employee code, which will override the signal

from the transmitter. The visitor code was

! displayed on side of keypad, which has now

been removed. Staff will assist in helping

| visitors exit, ADM or designee wiil monitor
- keypad functionality and report to QAPI

i monthly x3 and quarterly thereafter.
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release. When the door was opened the alarm
did not sound. The posted code would allow
residents to input the code and leave the building
without sounding the door alarm. Interview with
the maintenance supervisor at the time of the
observation confirmed that condition.
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