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58=D ' IMPROVE/MAINTAIN ADLS

: A resident is given the appropriate treatment and
. services to maintain or improve his or her abilities
specified in paragraph (a){1) of this section.

' This REQUIREMENT is not met as evidenced

- by:

. Based on observations, slaff interviews, resident
interviews and record reviews the facilily faited to

. provide one (1) of thineen {13) sampled residaenis

- with assistance to maintain their ability to eat.

{Resident #8).

- The findings are:

. Resident #8 has diagnoses including; cancer,
chronic airwvay obstruction and asophageal reflux.
The resident was included on the facility's listing
of interviewabte residenls, Review of Resident

- #8's mos! recent Minimum Dala Set (MDS)
assessmenl of 07/15/11 revealed she required

- supervision and one person physical assistance

- with eating.

Resident #8's current plan of care, which was
iniliated on 06/17/11, contained a "Problem/Meed"
which addressed a need for assislance with
Activilies of Daily Living (ADLs) relaled o her
weakness and shorness of breath. Tha care
plan's goal spacified that Resident #8 would
continue fo feed herseif. An approach specified
thal siaif were to encourage Resident #8 to be as
independent as able and to monitor for a decline
in her abilily lo participate with ADLs.

On 08/03/11 at 9:22 a.m. Resident #8 was

1

Dietary Services was immediately
notified that resident required small
diameter juice glasses with meals and
provided them on iray. Small plastic
disposable cups were already available
in the room and also being used by
nurses administering meds and by some
nursing assistants.

DON immediately counseled Nursing
Assistant that if the resident declines a
temperature sensitive snack, thatitis to
be removed from room or put in the
refrigerator. The nursing assistant was
also counseled about the need to open
a confainer before offering and providing
appropriate utensils for ealing. The
Resident Care Guide was immediately
updated o reflect the currents needs
and desires of this resident. The staff
fries very hard to respect the wishes of
residents and especially those of
Hospice residenis about their eating.
This resident had repeatedly totd staff
she did not want to be fed.

Staff Development Nurse will inservice
nursing assistants ahout recognizing
changes in residents’ needs and
communicating this to their nurses. She
will also inservice nurses to report this
change to the Resident Assessment
nurse and other involved disciplines to
make sure that needed documentation
for good communication is in place, ie.
Care Plans, Resident Care Guide,
Nursing Assistant Communication
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- observed in bad as staff served her breakfast

meal. Staff provided the resident with sel up
assistance wilh her meal tray and encouraged

" her to eat her breakfast. Al 9:25 a.m. staff was
: observed 10 leave the resident's room.

» Observations of Resident #8 from 9:25 a.m. to
1 9:47 a.m. revealed that she became easily
faligued as she atlempted 1o feed herself and

| drink milk from a regular sized cup. As she

altempied to feed herself independently Restdent
118 was observed to have difficully getiing foods
and fluids from her meal tray 1o her mouth due o
her hands shaking. The resident was obsarved lo
spill foods and milk onlo herself while feeding

" herself. During this observation staff was

observed 1o enler the resident's raom at 9:37

~a.m. and 9:47 a.m. o encourage her to eat, bul

offered no physical assistance. Al 9:48 a.m. siaff

" was observed to remove Residenti #8's breakfast
' meal fray from her room and to leave her milk on
" her over bed table which was positioned to the

" resident’s lefl side. Observations of the resident's

finished breakfast tray revealed that she ate less
lhan iwenly-five (25) percenl of the meal.

On QB8/03/11 al 9:50 a.m. Resident #8 stated thal
she becomes very lired when feeding herself and
that il is difficull to eat very much. The resident

. also staled Ihat she did notl consume very much

of the milk that was served on her breakfast tray
because she hecame weak and that it was

difficull for her lo drink from a regular sized cup.
The resideni stated that she now needed {o use

! smaller cups to be able lo drink fluids with

spillage. The resident explained thal she had
previously made slaff aware of this need, but
centinued to be served fluids in regular sized

- cups. The resident specified that she did noi want

F 311 Staff Development Coodinator will
instruct nursing assistants io ask at-risk
residents who have indicated that they
do not want heip each time that the
nursing assistant provides services if
they may provide assistance. Staff
Development will instruct how to
structure the question for best reception
and will also inservice nursing staff
about how to maintain the fine line
befween respecting a resident's wishes
and meeling needs, especially with
Hospice residents.

To monilor residents at risk and more |
susceplible fo rapid decline, SWIPE |
Commitiee (continuous quality
improvement) will review Hospice
residents in the weekly meeting and
residents who have sustained a weight
loss as evidenced by weekly or monthly
weights o determine if additional
assistance is needed during meals and
with snacks. SWIPE committee will
communicate to the nurses for that
neighborhood of potenttal or identified 4
increased resident need for assistance |
so that the nurse can make sure the
nursing assistants are aware and
providing for these needs. This will be a
weekly ongoing process and results will
be reviewed at the monthiy Quality

Assurance meeting to assess ?/////

effeciiveness.
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F 311 Continued From page 2

lo be fed, but in order for her to be as
"independent as possible with eating she now
r required beverages 1o be served in smaller cups
. and more staff assistance.

i observed to enter Resident #8's room and
provided her with a four (4) ounce yogurt. Staff

i sol the unopened yogurt on the residenl's over

" bed table and exited the room. Staff did not
provide Resident #8 with a eating utensil or open

| ihe container prior to leaving lhe resident's room.

|

| On 08/03/11 at 10:50 a.m. Resident #8 was
observed in bed with the unopened four ounce

| yogurt still on her over bed lable, The resident

i stated that she would like to try the yogur, but

" neaded assistance. The resident specified that
she needed someone 10 open the container of i

; yogurt and needed a spoon to be able to eat the |

- yogurt.

i On 08/03/11 al 11:15 a.m. Nursing Assistant {NA)

| #2 was observed to enter Resident #8's room.
The residenl staled that she had not eaten her

i yogurt because she could not open it and was not

i provided with a spoon. Resident #8 said she did

not want to eai the yogurt now because it was too

warm. Interview with NA #2, al this time, revealed

that Residenl #8 required assistance with eating

and lhat her fluids needed be served in small

cups to allow her to drink beverages without

! difficully. NA #2 provided Resident #8 with a

* small cup that contained lhickened water and the
resident consumed it without difficulty.

\
|
{ On 08/03/11 al 10:05 a.m. a staff member was
i

| Interview with administrative staff on 08/03/11 at
i 11:25 a.m. revealed {hat Resident #8 should be

F311
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F 311 Continued From page 3 F 311
assisted by siaff lo eal her meals and snacks.
Slalf also slated that Resident #8's beverages
. should ba served in small cups and that ali of her
. foods needed o be opened to allow her to be as F 312
independent as possible with ealing,
F 312 483.25(a)(3) ADL CARE PROVIDED FOR F 312 Resident's nails have been cleaned and
DEPENDENT RESIDENTS trimmed. Nails will be checked daily and

$5=D.

A resident who is unable to carry out aclivilies of

¢ daily living receives the necessary services to

mainlain good nutrilion, grooming, and personal
and oral hygiene.

This REQUIREMENT is not met as evidenced
by:

Based on observations, staff inlerviews and
record review, ihe facilily failed to keep fingernails
ciean for one (1) of nine (9) sampled residents

" who were dependent on staff to maintain their
! personal hygiene.(Residenl #9).

The findings are:

' Resident # 3 was adrmitted to the facility on

05/13/87 wilh diagnoses of cerebral palsy,

convulsions, calaracts, diabetes meliilus, and
mental retardalion. The most recent Minimum
Data Sel (MDS) dated 05/31/11 revealed the

: tesident required extensive assistance from slaff

for aclivities of daily living (ADL) including

. personal hygiene.

A review of the Care Area Assessment (CAA)

" Summary dated 04/01/11 revealed ADL to be

addressed in a care plan due lo nu¥ilional
probiems, mental errors: sequencing problems,

cooperation.

the ADL monitoring sheet.

of supervised monitoring.

cleaned as necessary by nursing
assistanis. Resident acceptance will be
encouraged by use of a reward sticker
each day that will also serve as a
manitoring tool that the nursing
assistants will initial as having inspecled/
cleaned he nalls. Nurse will check nails
weekly, monitoring for length and
cleanliness and will trim as needed,
again rewarding resident for his

Staff Development Coordinator will
inserivee all nursing staff regarding the
program for this resident and for proper
nail care for all residents and what lo do
if the resident refuses. Nurses will
check nails once a week randomly to
assure compliance and will document on

will review and present at the weekly Y
SWIPE (continuous quality improvement
committes) meeting for iwo months. At
the monthly Quality Assurance meeting ,
the commiltee will review the ongoing
effectiveness of this plan and direct
adjustment if needed for the lwo months qﬁ /”

The DON
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i incomplele performance, anxiety limitations, and

! physical limitations such as weakness, limiled

‘ range of motion, poor coordination, poor balance,
visual impairment and pain. Resident #9's current

care plan, dated 06/07/11, specified that that she

| required extensive o tolal assist with ADLs due
1o cerebral palsy with limited range of motion. An
approach included: provide assisl with all ADLs

as needed.

; On 08/02/11 al 10:25 a.m. Resident #9 was

1 observed in his room lying in bed. His fingernails

| on both hands were long and had brown debris

: underneath them. The resident was asked when
he gels his nails cut and he said he did not want
his nails cul because he opens soda cans with

| them.

|
On 08/02/11 at 4:15 p.m., 08/03/11 at 9:30 a.m.,
| 08/04/11 at 12 noon and on 08/04/11 al 2:40 p.m.
i Residenl #9's nails wers observed with brown
debris underneath the nails on both hands.

On 08/04/11 at 2:40 p.m. Nursing Assistant (NA)
#1 who was caring for Resident #9 was

i interviewed. NA #1 slated that NAs usuaily trim

| and clean nails during shower days. The NA said
Resident #9 is bed bound and he has lo keep an
eye on his nails to make sure they are cleaned
during his bed baths or as needed. The NA
observed the resident's nails and confirmed they
should have been cleaned.

' On 08/04/11 at 3:00 p.m. The Director of Nursing
(DON) was inforviewed. The DON siated
resident’s nails should be cleaned daily. She said

, NAs need o check resident's nails for length on

| bath days and lrim them if needed and if the

F 312
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i resident chooses 1o have them trimmed.

\ I
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