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F 157 | 483.10(b)(11) NOTIFY OF CHANGES F 157 7’2’1«\\
$8=J| (INJURY/DECLINE/ROOM, ETC) 1. Residents identified to be affected by
A facility must immediately inform the resident; the alleged deficient practice.
consuit with the resident's physician; and if
known, notify the resident's legal representative Resident #1 transferred to Morehead
or an interested family member when there is an Memorial Hospital on December 8,
accident involving the resident which resuits in )
injury and has the potential for requiring physician 2010 at 10:00am I?Iated to acute.
intervention; a significant change in the resident's changes in his clinical status. This

physical, mental, or psychosocial status {ie., a

o ] resident was admitted to Moreheaid
deterioration in health, mental, or psychosocial

status in either life threatening conditions or Memorial Hospital diagnosis with a
clinical complications); a need to alter treatment small bowel obstruction with
significantly {i.e., a need io discontinue an perforati on and was pla ced on

existing form of treatment due to adverse

'es and released back
consequences, or to commence a new form of comfort measures a

treatment); or a decision (o transfer or discharge to Brian Center of Edqn on
the resident from the facility as specifiad in December 15, 2010 with a
§483.12(a).

confinuation of his orders; therefore,
The facility must also promptly notify the resident no further corrective action could/be

and, if known, the resident's legal representative accomplished.
or interested family member when there is a
change in room or roommate assignment as
specified in §483.15(e}(2); or a change in

resident rights under Federal or State law or On July 6, 2011 the facility’s intefim
regulations as specified in paragraph (b)(1) of Director of Nursing began an
this saction. investigation into the facts

4 - " 3 b H
The facility must record and periodically update surrounding the resident’s discharge
the address and phone number of the resident's on December 8, 2010, The
legal representative or interested family member. investigation continued until July 7,

2011. This investigation included,
This REQUIREMENT is not met as evidenced

by: Preparation and/or execution of this plan does not condtitute
Based on record review, staff and physician admission or agreoment by the provider of the truth of'the facts
1

. . i . . - alieged or conclusions set forth in the statcment of deflciencies.
interviews, the facility failed to notify the physician The plan of cerrection is prepared and/or executed because it is

required by the provisions of Federal and State law,

LABORATORY DIRECTOR'S OR PROVIDER/SHPPLER REPRESENTATIVE'S SIGNATURE R TITLE {X6) DAYE
/ . v -
Bl A M"m&aﬁl& 120\
A

Any deficiency statement ending with an asterisk {*} denotes a deficlency which the institution may be excused from corracting providing it Is determined that
other safeguards provids sufficient protection fo the patients. {(See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing omes, the above findings and plans of correction are disclosable 14
days following the date these documents are mads avaifable to the facility. If deficlencies are clted, an approved plan of correstion is requisite o tontinued
program padicipation,
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details regarding the discharge of
F 167 | Continued From page 1 F 157 Resident #1 on December 8, 2010.
of a change in condition for one {1} of two (2)
sampled rr?'SIdents (Reslc_ient #1.) wherz Besxdent Director ofNursing and Staff
#1 complained of abdominal pain, exhibited T - Brovided
nausea and vemiting and was noted to have no Development Coo1d1n-at01 provide
bowel sounds when examined by nursing staff. one-to-one education in regards {g
Immediate i v 12/04/2010 and communicating with supervisors
mmediate jeopardy began on an ] e . . .
was identified on 07/07/2011 at 11:20 AM. regarding notification of change in
Immediate Jeopardy was removed on 67/07/2011 condition, including incidents of
at 6:39 P.M., when the facility provided a credible constipation, nausea, and vomiting,
allegation of‘compllance. The facility walll remain and completion ofchange of
out of compliance af a scope and severity level D diti for InterAct I1. wi "
{no actual harm with potential for more than condition lorms, InterAct I, when to
minimal harm that is not immediate jeopardy) to report to the MD/PA/NP, and
ensure monitoring of systems put in place and following the chain of command.
completion of emiployee training. Findings
included:
On July 7, 2011, the Staff
Resident #1 was admitted to the facility on Development Coordinator inifiated
05/14/2004. Resident #1 had a hospitalization : . :
ation for all licensed nurses
1123/2010-11/30/2010 with diagnoses of right (‘jduc' di ificati fel .
lower lobe preumonia, fracture of the right ferur, zegal. }ng notitication of change 1p
Hospital discharge summary dated 11/30/2010 condition and assessment of a
stated Resident #1 developed an ileus resident speciﬁcally related to
(obstruction of the bowel) during his o tipati n, nausea, and vomiti 11
hospitalization probably secondary to pnsumonia, onstipatio 1
He was treated with large doses of Miralax and assessments in relation to cha nge
{faxative), eventually improved and his bowels of condition and repor ting and wi
were moving regularly on discharge from the bec ompleted by Juiy 12. 2011 to
hospital. ) >
include those staff on vacation and
Physician orders were reviewed and revealed a work only weekends. On July 7,
physician order dated 11/30/2010 for Vicodin 2011, all available Certified Nursing
5-500 tab one {1) tablet po.(by mouth}) every for : i
{4} hours for pain. Lexi-Comp's Gerjatric Dosage Assistants were educated on
Handbook 12th edition indicated that constipation Preparation and/or execution of this plan dees not congtitute
. e admission or agreement by the provider of the truth of the facls
was a side effect of the medication. alleged or conclusions set forth in the statement of deficiencies.
The plan of correction is prepared and/or executed begause it is
requited by the provisions of Federal and State Jaw.
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communicating with supervisors
F 157 | Continued From page 2

A care plan dated 09/28/2010 indicated Resident
#1 had a potential for alteration in bowel function
witih episodes of constipation related to
madication. Approaches included: encourage
fluids, observe for bowel patiern to ensure
adequate howel elimination and notification of
physician as indicated.

A review of the Bladder and Bowel report sheet
for 11/26/2010 through 12/8/2010 revealed
Resident #1 had a documented bowel movement
on 12/1/2010 and 12/4/2010.

Complete Blood \count {CBC) results oblainad on
12/2/2010 indicated a white cell count of 13.8

On 12/04/2010 at 06:00 AM., nursing notes
stated Resident #1 was experiencing some
chronic constipation. An enema was given at
01:00 AM. with no results, The nurse's note
indicated Resident #1 had vomited undigested
food three times and staff attempted to give
Resident #1 warm prune juice, but Resident #1
could not keep it down. Vital signs were
temperature- 87.4, pulse-72, respirations-20 and
blood pressure 168/87.

On 12/04/2010 at 1:30 PM., nursing notes
indicated Resident #1 said he had not used the
bathroom for three days. Resident #1 vomited
liquid one time. He was given an enema and a
mediumn soft stool was noted after the enema was
given. The documentation indicated Resident
#1's abdormen was distended and firm to touch
with complaints of pain when his stomach was
touched. No bowel sounds were heard in any
areas of the stomach after the bowel movement,
Vital signs were tempsrature-99.6, pulse-75,

F 157 regarding change in condition
including incidents of constipation
and completion of Change of
Condition forms and will be
completed by July 12, 2011 to
include those staff on vacation and
work weekends only.

An impromptu meeting of the
Quality Assessment and Assurange
including the Nursing Home
Administrator, Director of Nursing,
Staff Development Coordinator,
Resident Care Management Director,
and Medical Director was conduated
at the Brian Center of Eden on July
7, 2011 at 12:50pm to implementia
plan of action regarding the alleged
deficient practice. Starting the week
of July 11, 2011 the facility Qualjty
Assessment and Assurance
Committee will meet weekly for
period of three weeks to review
actions associated with notificatign
of change in resident status. Going
forward, the Quality Assessment and
Assurance Committee, to include the
Interdisciplinary Team (including the

Preparation aix/or execution of this plan does not congtitute
admission or agreement by the provider of the truth of the facts
alleged or conclusions set forth in the statement of defFiencieS.

- L

fars)

el

The plan of correction is prepared and/or executed bechnge It is
required by the provisfens of Federal and State faw.
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Director of Nursing, Administratdr,
F 157 | Continued From page 3 F 157 Social Services Director, Activities

respirations-18 and blood pressure 121/70.

On 12/05/2010 at 12:30 PM., nursing noted
stated Resident #1 was coughing, spitting up
frothy brown sputum and only took Hquids for
breakfast. He complained of nausea and
stomach pain. His abdomen was distended and
firmn to touch and hypoactive bowel sounds were
noted in all areas of the stomach. Vital signs
were temperature-87.1, pulse-68, respirations-16
and blood pressure 140/72. At 4:00 PM.,
Resident #1 had nausea and vomiting. Vital
signs were temperature-99.1 axillary, pulse-67,
respirations-24 and blood pressure 132/64.

On Monday, 12/6/2010 at 05:45 AM., nursing
notes stated "Resident #1 appears to be having
some hydration problems. His PO {oral) intake
had decreased and he's had episodes of
nausea/vomiting over 48 {forty-eight) hours, His
abdomen is somewhat distended. On 12/4 and
12/5 he experienced severe constipation,
Enemas given x 2 and effective. Currently he's
taking Lasix 80 mg. BID {twice daily) and Avapro
300 mg. His urine is a darkfamber tome without
foul odor. 12/5/10 he experienced an elevated
temp. {temperature) which was treated with
Tylenel and ice chips.”

Cn 12/8/2010 at 7:09AM, Resident #1's physician
was notified via fax, Information noted on the fax
stated "Resident #1's oral Intake decreasad. Due
to dysphagia, he's on thickened liguids which he
does not like. The last 48 (forty-sight) hours, he's
had episodes of nausealvomiting, 12/5-12/5
severe constipation. Treated with enema x 2
(effective}. 12/5 temp (temperature) elevated.
Urine dark/amber. Skin lurgor poor. Cuirently

Director, Therapy Program Manager,
Dietary Manager, Unit Coordinator,
Resident Care Management Diregtor,
and MDS Coordinator) will meet
monthly or as needed.

Residents with the potential to be
affected by the alleged deficient

practice. Residents who exhibit agute

changes in condition requiring
intervention, such as constipation,
have the potential to be affected by
the alleged deficient practice. On
July 7, 2011, the Director of Nursing
began a review of the current
residents who have had an acufe
change in condition requiring
notification. On July 7, 2011, the
Director of Nursing audited the
corresponding documentation in the
medical records of these residents to
determine that a nursing assessment
was done and interventions were
implemented, and commumicated; to
the appropriate parties. Two
residents were noted with skin tears
and the interventions were as

Preparation and/or execution of this plan does not constftute

admission or agreament by the provider of the truth of the facts
alleged ar conclusions set forth in the statement of defidiencies.
The plan of correction is prepared and/ar executed becase it is

required by the provisions of Federal and State law.
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follows: treatment 1nitiated, MD and
F 157 | Continued From page 4 F 157 RP notification, identification of the

taking Lasix 80 mg. BID, Avapio 300 mg. qd
(daily)." Resident #1’s physician ordered a
complete blood count (CBC) with differential and
a complete metabolic panel (CMET). On
12/6/20110, CBC resulis indicated a white cell
count of 18.1 {(normal 4.0-10.5). This was
increased from the result received four days
earlier. On 12/6/2010 at 9:40 PM., nursing notes
stated Resident #1 complained of nausea and
was given Phenergan 25 mg. intramuscularly
(IM). Vital signs were temperature-97.9,
pulse-65, respirations-24 and blood pressure
115.62. -

On 12/7/2010 at 1:30 PM,, vital signs were
temperature 97.1, pulse-72, respirations-20 and
blood pressure 156/103. Resident #1 continuad
to spit up frothy sputum, complained of feeling
bad and refused breakfast. Ne bowel movement
was noted. At 8:45 PM., Resident #1 vomited
yellowish liquid and was given Phenergan with no
further vomiting noted.

A Quarterly Minimum Data Set assessment dated
12/07/2010 indicated Resident #1 received pain
medication as needed. The assessment stated
Resldent #1 experienced occasional mild pain
that affected day to day activities and sleep.
Constipation was not indicated on the
assessment.

On 12/8/2G10 at 06:00 AM., nursing notes stated
Resident #1 vomited liquid that was phlegm in
appearance. Vital signs were temperafure 99,5,
pulse-71, respirations-28 and blood pressure
95/51. At 11:00 AM., vital signs were
temperature-97 .4, pulse-76, respirations-26 and
blood pressure-108-59. He had vomited twice

underlying cause with correction.
Appropriate notification and

treatments initiated and completed
for both residents. .

Systemic Measures

On July 7, 2011, facility initiated
reinforcement of the facility’s
practice for the Interdisciplinary
Team (including the Director of
Nursing, Administrator, Social
Services Director, Activities
Director, Therapy Program Manager,
Dietary Manager, Resident Care
Management Director, and MDS
Coordinator) to review on a daily
basis, Monday through Friday, those
residents who have exhibited acute
changes in condition to assure that
asscssments or observations of
symptoms are documented,
interventions were initiated, and the
attending physician was contacted as
appropriate by reviewing the 24 1170111‘
reports, change of condition forms,
Bowel records, and telephone ordErs.
Adjustments to the plan of care and

Preparation and/or execution of this plan does net consfitute

admission or agreement by the provider of the {ruth of the facts
aleged or conclusions set forth in the statement of deficicncies.
The plan of correction is prepared and/or executed becguse it is
required by the provisions of Federal and State Jaw,
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that morning and had been unable to eat
breakfast. Morning medications were vomited.
Resident #1 was moaning. His abdomen was
distended and very hard. Resident #1's physician
was notified and he was sent to {name} hospital
at 10:00 AM. Resident #1 was admitted to (name}
hospital on 12/8/2010 with a diagnosis of high
grade small bowel obstruction with perforation.

The Hospita! discharge surnmary dated
12/15/2010 included a discharge diagnosis of
high-grade small bowe! obstruction with
perforation present on admission (12/08/2010).
X-rays done on admission revealed a high-grade
small bowe! obstruction with free intraperitoneat
air consistent with perforation.

Nurse #3 worked night shift {11:00 PM.-67:00
AM.) and provided care for Resident #1 on 12/4,
1216, 12/7 and 12/8/2010. On 07/6/2011 at 3:15
PM., she stated it was not abnormal for Resident
#1 to complain of stomach pain andfor become
constipated due to pain medication. Nurse #3
said she raceived reporis of Resident #1 being
constipated and nausea and vomiting. Nurse #3
stated, on 12/04/2010 at 01:00 AM., Resident
#1's abdomen was distended and hard. She
listened to his abdomen and noted very little
bowel sounds. She could not press on Resident
#1's abdomen because he complained of pain
and that was

"different” for him. She said she checked the
recturm and felt a solid mass of stook.
Constipation was the first thing that came to her
mind and Resident #1 was given an enema per
standing orders for constipation. Nurse #3 sfated
she did not notify the physician on 12/4/2010 at
6:00 AM. because Resident #1 had vomited only

input of medical professionals. On
Tuly 7, 2011, the facility initiated ?
mechanism to account for weekend
review of the 24-hour report,
incidents and changes in conditior
by the manager on duty and/or
charge nurse. The Director of
Nursing or Administrator will be
called to discuss findings and initia
further action as appropriate. The
Quality Assessment and Assurance
Commiittee will monitor the process
daily Monday thru Friday for a
period of 4 weeks, then weekly for a
period of 4 weeks, then randomly as
deemed necessary by the Quality
Assessment and Assurance
Commitiee.

—+

c

On July 7, 2011, the Regional

Clinical Director, the Director of
Nursing, and the Staff Development
Coordinator conducted training with
all scheduted licensed nurses
regarding what constitutes a nursing
assessment, post-change of conditjon

Preparation and/or execution of this pian does not constifute

admission or agreement by the provider of the truth of the facts
alleged or conciusions set forth in the statement of deficiencies.
The plan of correction is prepared andfor execuled becaise it is
required by the provisions of Fedem) and State faw.,

—
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Care Assignment Sheets will be
F 157 | Continued From page 5 F 157 made based on these reviews and the
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one time and the standard protacol was fo
monitor for twenty-four {24} to seventy-two (72)
hours before faxing/calling the physician,

Nurse #2 worked evening shift (3:00 PM.~11:00
PM.) and provided care for Resident #1 on 12/4,
12/5 and 12/6/2010, On 07/6/2011 at 3:35 PM.,
she stated Resident #1 had complaints of leg
pain nausea and vomiting on his return from the
hospital on i1/30/2010. Nurse #2 stated the
physician would be notified by telephone or fax if
nausea and vomiting continued for more than one
day. Nurse #2 stated she did not nolify the
physician regarding the nausea and vomiting
because Resident #1 was not vomiting every
shift.

Murse #4 worked day shift (07:00 AM.-3:00 PM.)
and provided care for Resident #1 on 1216 and
12/8/2010. On 07/6/2011 at 4:35 PM., she stated
she nofified the physician on 12/6/2010 that
Resident #1 vomited almost sverything that was
glven him and the family was concerned about
Resident #1's condition. Nurse #4 stated she
could not remember if she also netified the
physician about Resident #1's distended
abdomen, complaints of abdominal pain or the
absence of bowei sounds on 12/4/2010, Nurse
#4 stated she was aware that Resident #1 had a
diagnosis of iteus from his previous
hospitafization in November 2010 and nursing
staff monitared vamiting, constipation, loose
stools, abdominal distention and bowel sounds
svery shift. This would be documented in the
nursing notes or on the daily skifled nursing
sheets. Nurse #4 stated Resident #1 displayed
signs of increased pain on 12/8/2010. She stated
Resident #1 was moaning loudly and began

X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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assessment, use of Interact Il tools as
F 157 | Continued From page 6

F167)  gnidelines for assessment

components, and timely intervenﬁT)n
including calling 911 if initial
assessment indicates a life
threatening event and physician
involvement for identified acute
changes in resident condition. The
Interact II tool is used for the
identification of change in condition,
communication of those changes and
continuity of care. The Director of
Nursing, Resident Care Management
Director, or Staff Development
Coordinator will provide all licensed
nursing staff education prior to being
allowed to work. This education will
be included in the facility’s new hife
orientation. Beginning July 7, 2011,
scheduled Certified Nursing
Assistants were educated regarding
notification of the Nurse when a
resident experiences a change in
condition, including but not limited
to constipation, nausea, and
vomiting, Certified Nursing
Assistant’s will be provided this
education via the Director of
Nursing, Resident Care Management

Preparation and/or execution of this plan does not constitiite

adimission or agreement by the provider of the truth of the facis
alleged or conclusions set forth in the statement of deficisncies.
The plan of correction is prepared and/or executed becauze itis

reauiced by the nrouviel of Federaland-State-law
3! P
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vomiting. She notified the physician at that time
and Resident #1 was transferred to the hospital.

On 07/6/2011 at 5:30 PM., the interim Director of
Nursing stated any change in resident condition
would be documented on the 24 hour report
sheet. The report sheets for December 2010 had
been shredded but she would expect any
information that had been on the 24 hour report
shaet fo be documented in the resident's chart.
The interim Director of Nursing stated nursing
staff followed a flip chart to determine what to do
in certain situations. She obtained the flip chart
from the nurse's desk, referred to the
“constipation" section and stated it informed
nursing staff on what to document and not when
and/or who to notify in any situation. When asked
regarding the nursing notes written on 12/4/2010
at 1:30 PM,, the interim Dirsctor of Nursing
stated, she would expect the nursing staff to
notify the administrative nurse on calt who was
available at all times for further help in
assessmenl. She stated, with nausea, vomiting,
constipation and no bowel sounds, she would
expect the physician to be notified at that time.

Nurse #1 worked day shift (07:00 AM.-3:00 PM.)
and provided care for Resident #1 on 12/4, 12/5
and 12/7/2010. On 07/7/2011 at 8:55 AM,, Nurse
#1 stated Resident #1's abdomen was distended
and no bowel sounds were heard when she
examined him on 12/4/2010 at 1:30 PM. She did
not nofify the physician because Resident #1's
abdomen "was always distended and tender to
touch. It was normal for him to have diminishad
or no bowel sounds." Nurse #1 stated the
physician had always been aware that Resident
#1's abdomen was distended. She said she

X4 1D SUMMARY STATEMENT OF DEFICIENCIES 12} PROVIDER'S PLAN OF CORRECTION ®5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORKMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE bave
DEFICIENGY)
Director, or Staff Development
F 157 | Continued From page 7

F157|  Coordinator prior to being allowed to

work.

In addition, on July 7, 2011 the
facility’s grand rounds process,
which includes Director of Nursing
Resident Care Management Direct
and/or Staff Development
Coordinator, increased the frequen
of the grand rounds to at least threg
times per week for the next four
weeks to include observations,
discussion with four randomly
chosen licensed nurses regarding
residents with the potential to have

residents with acute changes in
condition, physician involvement 4

implemented to address the
resident’s need. The Director of
Nursing and Regional Clinical

July 7, 2011. Residents were

reviewed to assess for additional
needs and interventions. The

The plan of correction is prepared and/or executed becausp

acute changes in condition, identified

appropriate, and interventions being

Director conducted grand rounds on

Preparation and/or execution of this plan does not constitite
admission or agreenient by the provider of the truth of thefacts
atleged or conclusions set forth in the statement of deficichcies.

=

M

A

itis

required hy the provisions of Federal and State taw
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would have notified the physician for pain
medication if Resident #1 had continued
profusely vomiting, had an elevated temperature,
was in severe pain and/or not voiding. She
indicated as long as Resident #1 was volding and
not vomiting, she had no concerns.

On 07/7/2011 at 7:10 PM., Resident #1's
physician stated it was not normal for Resident #1
to have a distended abdomen, abdominal pain or
diminished/ no bowel sounds. He said he would
expect {0 be notified if there was any guestion of
pain, potential for blockage, vomiting, fecal
material in the vomitus, tender or distended
abdomen and absence or hyperactive bowel
sounds. Resident#1's physician stated that a
complete bowel obstruction and perforation was a
lot different that an ileus and it was miraculous
that Resident #1 survived. The physician stated,
if he had been called on 12/4/2010 and fold the
Information noted in the nursing notes (nausea
and vomiting, abdomen distended and firm,
comptaints of abdominal pain, no bowel sounds),
he would have told the facility to transfar the
resident to the hospital for evatuation.

The Administrator was notified of the Immediate
Jeopardy on 07/07/2011 at 11:20 AM.

The facility presented a credible allegation of
compliance on 07/07/2011 at 6:39 PM. which
included:

Address how the corrective action will be
accomplished for those residents found to have
been affected by the deficient practice:

Resident #1 transferred to the hospital on

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION X5}
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE coMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION}) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
Director of Nursing and Regional
F 157 | Continued From page 8 F157)  Clinical Director also reviewed the

documentation in the medical
records of these residents to ensure
identification of acute changes of
condition and notification of
physician. Necessary follow-up was
completed and there are no
outstanding concerns. Additional L
measures put into place to ensure the
alleged deficient practice does not
recur include: The Interdisciplinaty
Team (IDT) will review bowel
reports on a daily basis Monday
through Friday during the IDT
meeting to ensure any change in
condition is identified. Appropriafe
interventions and notifications wilj
be made based on these reviews.
The Director of Nursing, RCMD,
and/or Staff Development
Coordinator will review 24-hour
reports daily, Monday through
Friday, to identify any change in
resident’s condition. Additionally,
the licensed nurses will be educated
annually on nursing assessment,
post-change of condition assessment,
use of Interact II tools as guidelings

Preparation and/er execution of this plzn does not constitule
admissfon er agreement by the provider of the truth of the facts
alleged or conclusions set forth in the statement of deficicilsies,
The plan of carrection is prepared and/or exccuted becansq it is
1equired by { si i & law
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December 8, 2010 at 10:00am related to acute
changes in his clinical status. This resident was
admitted to the hospital with a diagnosis of a
small bowel obstruction with perforation and was
placed on comfort measures and released back
to Brian Center of Eden on December 15, 20140
with a continuation of his orders; therefore, ne
further corrective action could be accomplished.

On July 8, 2011 the facilitys Inferim Director of
Nursing began an investigation into the facts
surrounding the resident's discharge on
Decemnber 8, 2010, The invesiigation continued
until July 7, 2011. This investigation included
details regarding the discharge of Resident #1 on
December 8, 2010.

Direclor of Nursing and Staff Development
Coordinator provided one-to-one education in
regards 1o communicating with supervisors
regarding notification of change in condition,
including incidents of constipation, nausea, and
vomiting, and completion of change of condition
forms, InterAct 1t (Interventions to reduce acute
care fransfers}, when to report to the MD/PA/NP,
and following the chain of command.

On July 7, 2011, the Staff Development
Coordinator initiated education for all licansed
nurses regarding notification of change in
condition and assessment of a resident
speclfically related to consfipation, nausea, and
vomiting, and assessments in relation to change
of condition and reporting and will be completed
by July 12, 2011 to include those staff on vacation
and work only weekends. On July 7, 2011, all
available Cerlified Nursing Assistants were
educated on communicating with supervisors

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY)
for assessment components, and
F 1567 | Continued From page 9 F 157

timely intervention including calling
911 if initial assessment indicates 4
life threatening event and physician
involvement for identified acute
changes in resident condition to
ensure continued compliance.

Quality Assessment and Assurance

On July 7, 2011, the Quality
Assessment and Assurance
Committee, including the facility
Administrator, fuman Resources
Coordinator, Director of Nursing,
Resident Care Management Director,
MDS Coordinator, Maintenance
Director, Social Worker, Activities
Director, Therapy Program Manager,
Medical Records Coordinator, and
Dietary Manager to discuss the acuite
episode experienced by Resident #I1
on December 4, 2011, The
Committee also has reviewed this
acute episode with the facility’s
Medical Director.

Preparation and/or execution of this plan does not constitute
admission or agreement by the provider of the truth of the facts
alleged or conclusions set forth in the statement of deficienties.
The plan of correction is prepared and/or executed becauseljt is
Tequin jsi Land State law
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On July 7, 2011, the Committee has
F 157 | Continued From page 10 F 157 reviewed the education materials

regarding change in condition including incidents
of constipation and completion of Change of
Condition forms and will be completed by July 12,
2011 to include those staff on vacation and work
weekends only.

An impromptu meeting of the Quality Assessment
and Assurance including the Nursing Home
Administrator, Directer of Nursing, Staff
Development Coordinator, Resident Care
Management Direcior, and Medical Director was
conducted at the Brian Center of Eden on July 7,
2011 at 12:50pm to implement a plan of astion
regarding the alleged deficient practice. Starting
the week of July 11, 2011 the facility Quality
Assessment and Assurance Committee will meet
weekly for a period of three weeks o review
aclions associated with netification of change in
resident status. Going forward, the Quality
Assessment and Assurance Committes, to
include the Interdisciplinary Team (Including the
Director of Nursing, Administrator, Social
Services Director, Activities Director, Therapy
Program Manager, Dietary Manager, Unit
Coordinator, Resident Care Management
Director, and MDS Coordinator) will meet monthly
of as needead,

How corrective action will be accomplished for
those residents having potential to be affected by
the same deficient practice:

Residents who exhibit acute changes in condition
requiring intervention, such as constipation, have
the potential to be affected by the alleged
deficient practice. On July 7, 2011, the Director of
Nursing began a review of the current residents
who have had an acute change in condition

provided to the licensed nursing staff
regarding identification of changg in

condition, nursing assessment, anid
initiation of interventions based on
assessment findings,

The Administrator and/or Director of
Nursing will review data obtained
during reviews and report
patterns/trends to the QA&A
Committee weekly for four weeks
and monthly thereafter. The QA&A
Committee will evaluate the
effectiveness of the above plan, apd
will add additional interventions
based on negative outcomes
identified to ensure continued
compliance,

Preparation and/or execulion of this pian does not congtitute

admission or agreement by the provider of the truth of{the facts
alleged or conclusions set forth in the statement of deficiencies.
The plan of correction s prepared and/or executed becpuse it is
required by the provisions of Federal and State law.
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requiring notification. On July 7, 2011, the
Director of Nursing audited the corresponding
documentation in the medical records of these
residents to determine that a nursing assessment
was done and interventions were implemented,
and communicated to the appropriate parties.
Two residents were noted with skin tears and the
interventions were as follows: treatment initiated,
MD and RP notification, identification of the
underlying cause with correction. Appropriate
notification and treatments initiated and
completed for both residents.

Address what measures will be put into place or
systemic changes made to ensure that the
deficient practice will not occur:

On July 7, 2011, facility initiated reinforcement of
the facility’s practics for the Interdisciplinary Team
{including the Director of Nursing, Administrator,
Social Services Director, Activities Director,
Therapy Program Manager, Dietary Manager,
Resident Care Management Director, and MDS
Coordinator) {o review on a dally basis, Monday
ihrough Friday, those residents who have
exhibited acute changes in condilion to assure
that assessments or observations of symptoms
are documented, interventions were Initiated, and
the atfending physician was contacted as
appropriate by reviewing the 24 hour reports,
change of condition forms, Bowel records, and
telephone orders. Adjusiments fo the plan of care
and Care Assignment Sheets will be made based
on these reviews and the input of medical
professionals. On July 7, 2011, the facility
initiated a mechanism to account for weekend
review of the 24-hour report, incidents and
changes in condition by the manager on duty

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION xs}
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Preparation andfor executfon of this plan does not constitute

admission or agreement by the provider ef the truth of]the facts
alleged or conclusions set forth in the statement of deficiencies.
The plan ef correction is prepared and/or executed because it is
required by the provisions of Federal and State law.
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and/or charge nurse. The Director of Nursing or
Administrator will be called to discuss findings
and initiale further action as appropriate. The
Quality Assessment and Assurance Committee
will monitor the process daily Monday thru Friday
for a period of 4 weeks, then weekly for a period
-of 4 weeks, then randomly as deemed necessary
by the Quality Assessment and Assurance
Commiitee.

On July 7, 2011, the Regional Clinical Director,
the Director of Nursing, and the Staff
Development Coordinator conducted training with
all scheduled licensed nurses regarding what
constitutes a nursing assessment, post-change of
condition assessment, use of interact Il tools as
guidelines for assessment components, and
timely intervention including calfing 911 if initial
assessment indicates a life threatening event and
physician invelvement for identified acute
changes in resident condition. The Interact I} tool
is used for the identification of change In
condition, communication of those changes and
continuity of care. The Director of Nursing,
Resident Care Management Director, or Staff
Development Coordinator will provide all licensed
nursing staff education prior to being allowed to
waork. This education will be included in the
facility's new hire orientation. Beginning July 7,
2011, scheduled Certified Nursing Assistants
were educated regarding notification of the Nurse
when a resident experiences a change in
condition, including but not Bmited to canstipation,
nausea, and vomiting. Certified Nursing
Assistants will be provided this education via the
Director of Nursing, Resident Care Management
Director, or Staff Development Coordinator prior

K4y 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION )
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required by the provisions of Federal and State Taw.
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fo being allowed to work,

In addition, on July 7, 2011 the facility's grand
rounds process, which includes Director of
MNursing, Resldent Care Management Director
and/or Staff Development Coordinator, increased
the frequency of the grand rounds to at least
three fimes per week for the next four weeks to
include observations, discussion with four
randomly chosen licensed nurses regarding
residents with the potential to have acute
changes in condition, identified residents with
acute changes in condition, physician
involvement as appropriate, and interventions
being implemented {o address the resident's
need. The Director of Nursing and Regional
Clinical Director conducted grand rounds on July
7. 2011. Residents were reviewed to assess for
additional needs and inferventions. The Director
of Nursing and Regional Clinical Director also
reviewed the documentation in the medical
records of these residents to ensure identification
of acute changes of condition and notification of
physician. Necessary follow-up was completed
and there are no outstanding concerns. Additionat
measures put into place to ensure the alteged
deficient practice does not recur include: The
Interdisciplinary Team (IDT) will review bowel
reports on a daily basis Monday through Friday
during the IDT mesting to ensure any change in
condition is identified. Appropriate interventions
and nofifications will be made based on these
reviews, The Director of Nursing, RCMD, and/or
Staff Development Coordinator will review
24-hour reports daily, Monday through Friday, to
identify any change in resident's condition,
Additionally, the ficensed nurses will be educated
annually on nursing assessment, post-change of

F 157
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condition assessment, use of Interact Il tools as
guidelines for assessment components, and
timely intervention including calling 911 if initial
assessment indicates a life threatening event and
physician involvemant for identified acute
changes in resident condition to ensure continued
compliance.

Indicate how the facility ptans to monitor its
performance to make sure solutions are
sustained. The facility must develop a plan for
ensuring that correction is achieved and
sustained. The plan must be implemented and
the corrective action evaluated for its
effectiveness. The POC is integrated into the
quality assurance system of the facilily:

On July 7, 2011, the Quality Assessment and
Assurance Commitiee (QA&A), including the
facility Administrator, Human Resources
Coordinator, Director of Nursing, Resident Care
Management Director, MDS(Minimum Data Set)
Coordinator, Maintenance Director, Social
Worker, Activities Director, Therapy Program
Manager, Medical Records Coordinator, and
Dietary Manager to discuss the acute episode
experienced by Resident#1 on December 4,
2011. The Committee also has reviewed this
acute episode with the facility ' s Medical Director.

On July 7, 2011, the Committee has reviewed the
education materials provided to the licensed
nursing staff regarding identification of change in
condition, nursing assessment, and initiation of
interventions based on assessment findings.
Preparation and/or execution of this plan does not consijtute

The Administrator andfor Director of Nursing wil admission or agreement by the provider of the truth of'ihe facts
ow data obtained duri ; 4 i alleged or conclusions set forth in the statement of defi¢iencies,
review data oblained dufing reviews and repor The plan of correction is prepared and/or executed becguse it is

required by the provisions of Federat and State law.
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pallerns/trends to the QAS&A Commitiee weekly
for four weeks and monthly thereafter. The QASA
Commitiee will evaluate the effectiveness of the
above plan, and will add additional interventions
based on negative outcomes identified to ensure
continued compliance.

Immediate Jeopardy was removed on 07/07/2011
at 6:39 PM. Interviews with licensed nursing staff
confirrned they had received in-servicing on
nursing assessment, use of InterAct i tools as
guideline for assessment and when/ whom to
notify for acute changes in resident condition.
Documentation was provided by the facility that
in-servicing began on 07/07/2011 and copies
were provided of the tools that would be used as
a guideline for assessment.

F 308 | 483.25 PROVIDE CARE/SERVICES FOR

g5=J | HIGHEST WELL BEING

Each resident must receive and the facility must
provide the necessary care and services 1o attain
or maintain the highest practicable physical,
mental, and psychosoclal well-being, in
accordance with the comprehensive assessment
and plan of care,

This REQUIREMENT is not met as evidenced
by:

Based on medical record review, staff and
physician interviews, the facility failed to continue
to assess and monifor new onset of abdominal
pain with associated nausea and vomiting,
distended abdomen and absence of bowet
sounds for one {1} of two (2) sampled residents
{(Resident #1) which resulted in hospitalization for

F 157

F 309

Preparation andfor execution of this plan does not constitute
admission er agreement by the provider of the fruth of {he facts
alleged or conclusions set fortl in the statement of deficiencies.
The plan of correction is prepared andfor executed becduse it is
required by the provisions of Federal and State law.
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small bowel obstruction with perforation.

Immediate jeopardy began on 12/04/2010 and
was identified on 07/07/2011 at 11:20 AM.
Immediate Jeopardy was removed on 07/07/2011
al 6:39 PM. when the facility provided a credible
allegation of compliance. The facility will remain
out of compliance at a scope and severity level D
{no actual harm with potential for more than
minimal harm that is not immediate jeopardy) to
ensure monitoring of systems put in place and
completion of employee training, Findings
included:

Resident #1 was admitted to the facility on
05/14/2004. Resident #1 had a hospitalization
11/23/2010-11/30/2010 with diagnoses of right
lower lobe pneurnonia, fracture of the right femur.
Hospital discharge summary dated 11/30/2010
stated Resident #1 developed an ileus
(obstruction of the bowet) during his
hospitalization probably secondary to pneumonia.
He was treated with large doses of Miralax
(laxative), eventually improved and his bowels
were moving regularly on discharge from the
hospital,

Physician orders were reviewed and revealed a
physician order dated 11/30/2010 for Vicedin
5-500 tab one (1) tablet po.(by mouth) every for
{4} hours for pain. Lexi-Comp's Geriatric Dosage
Handbook 12th edition indicated that constipation
was a side effect of the medication.

A care plan dated 08/28/2010 indicated Resident
#1 had a potential for alteration in bowel function
with episodes of constipation related to
medication. Approaches included: encourage

the alleged deficient practice.

Resident #1 transferred to Morehead
Memorial Hospital on December 8,
2010 at 10:00am related to acute
changes in his clinical status. This
resident was admitted to Morehead
Memorial Hospital diagnosis with
small bowel obstruction with
perforation and was placed on
comfort measures and released back
to Brian Center of Eden on
December 15, 2010 with a
continuation of his orders; therefore,
no further corrective action could ‘tLe
accomplished.

fav]

Director of Nursing began an
investigation into the facts

surrounding the resident’s discharge
on December 8, 2010. The
investigation continued until July 7,
2011. This investigation included
details regarding the discharge of
Resident #1 on December 8, 2010,

required by the provisions of Federal and State law.

1. Residents identified to be affected by

On July 6, 2011 the facility’s interim

Preparation and/or execution of this plan dhes not condtitute

admission or agreement by the provider of the truth offthe facts
alleged or conclusions set forth in the statement of defjciencies.
‘The plan of correction is prepared and/or executed bedause it is
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fluids, observe for bowel! pattern to ensure
adequate bowel elimination and notification of
physician as indicated,

A review of the Bladder and Bowsl report sheet
for 11/26/2010 through 12/8/2010 revealed
Resident #1 had a docurmnented bowel movement
on 12M1/2010 and 12/4/2010.

On 12/04/2010 at 08:00 AM., nursing notes
stated Resident #1 was experiencing some
chronic constipation. An enema was given at
01:00 AM. with no results. Resident #1 had
vomited undigested food three times. Nursing
staff attempted {o give Resident #1 warm prune
Juice but Resident #1 could not keep i down.
Vital signs were ternperature- 97.4, pulse-72,
respirations-20 and blood pressure 168/87.

On 12/04/2010 at 1:30 PM., nursing notes stated
Resident #1 said he had not used the bathroom
for three days. Resident #1 vomited liquid one
time. He was given an enema and a medium soft
stool was noted after the enema was given.
Resident #1's abdomen was distended and firm
to touch with complainits of pain when his
stomach was fouched. No bowel sounds were
heard in any areas of the stomach after the bowel
movement. Vital signs were temperature-99.6,
pulse-75, respirations-18 and blood pressure
121/70.

On 12/5/2010 at 12:30 PM., nursing notes stated
Resident #1 was coughing and spitting up frothy
brown sputum and only took liguids for breakfast.
Hypoactive bowel sounds were noted in alf areas
of the stomach. His abdomen was distended and
firm to fouch. Resident #1 complained of nausea

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORREGTION 5
PREEIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
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Director of Nursing and Staff
Development Coordinator provided
one-to-one education in regards to
resident assessment and
communicating with supervisors
regarding change in condition,
including incidents of constipation|
nausea, and vomiting, and
completion of change of condition
forms, InterAct II, when to report ¢
the MD/PA/NP, and following the
chain of command.

[

On July 7, 2011, the Staff
Development Coordinator initiated
education for all licensed nurses
regarding assessment of a resident
specifically related to constipation
nausea, and vomiting, and
assessments in relation to change of
condition and reporting and will bs
completed by July 12, 2011 to
include those staff on vacation and
work only weekends. On July 7,
2011, all available Certified Nursing
Assistants were educated on
communicating with supervisors
regarding change in condition

23

Preparation and/or execution of this plan does not constitute

adinission or agreement by the provider of the truth of{the facts
alleged or conclusions set forth in the statement of deflciencies,
The plan of correction is prepared and/or executed becauss it is
required by the provisions of Federal and State law.
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including incidents of constipation
F 309 | Continued From page 18 F309:  and completion of Change of
and of stomach pain. Phenergan 25 milligrams Condition forms and will be
{mg) was administered by mouth. Vital signs wers leted by July 12. 2011 ¢t
temperature-87.1, pulse-68, respirations-16 and ?Omp cled by July 12, . 0
blood pressure 140/72, include those staff on vacation and
work weekends only.
On 12/5/2010 at 4:00 PM., nursing notes stated
Resident #1 had nausea and vomiting one time. ; ! .
Phenergan 25 mg. suppository and Tyfenot An impromptu meeting of the
suppository was given. Vital signs were Quality Assessment and Assurance
temperature-99.1 axillary, pulse-67, including the Nursing Home
respirations-24 and blood pressure 132/64. Administrator. Director o fFNursing
< 3
On 12/6/2010 at 05:45 AM., nursing notes stated Staff Development Coordinator,
“Resident #1 appears to be having some Resident Care Management Director,
hydration problems. His PO (oral) intake had and Medical Director was conductdd
decreased and he's had episodes of .
nauseafvomiting over 48 (forty-eight) hours. His at the Brian Center of Edeﬂ on July
abdomen is somewhat distended. On 12/4 and 7,2011 at 12:50pm to implement a
12/5 he experienced severe constipation. plan of action regarding the alleged
Enemas given x 2 and effective. Currently he's s . T L.
taking Lasix 80 mg. BID (twice daily) and Avapro deficient practice. Starting the wetk
300 mg. His urine is a dark/amber tome without of July 11, 2011 the facility Quality
fout odor. 12/5/10 he egperienced an efeyated Assessment and Assurance
termp. {temperature) which was treated with Committee will meet weekly fora
Tylenol and ice chips.” , .
y P period of three weeks to review
On 12/6/2010 at 9:40 PM., nursing notes stated actions associated with notification
Esﬁdem #1200mP‘?i;19d of “alusfa(lijf]‘;’ _ of change in resident status. Going
energan 25 mg.intramuscularly was given o .
and noted to be effective. Vital signs were fmwald’ the Quah,ty Assegsment ar& d
temperature-97.9, pulse-65, respirations-24 and Assurance Committee, to include the
blood pressure 116/62. Interdisciplinary Team (including the
Director of Nursing, Administrator
On 12/7/2010 at 1:30 PM,, vital signs were Social S N D?’ - Acti _at_o
temperature 97.1, pulse-72, respirations-20 and octal services Director, Activiites
blood pressure 156/103. Resident #1 confinued Preparation and/or execution of this plan does not constitute
. . . admission or agreement by the provider of the truth ofjthe facts
to spit up frothy sputum and complained of feeling alllegedlar conclusions set forth in the statement of deficiencies,
bad. No bowel movement was noted. Breakfast The plan of eorrection is prepared and/er executed bedause it is
required by the provisions of Federal and State Taw.
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was refused but liguids were consumed well.

On 12/7/2010 at 8:45 PM., nursing notes stated
Resident #1 vomited yellowish liquid. Only
twenly-five (25) per cent of the meal was
consumed. Phenergan 25 mg. was given with no
further vomiting noted. Vital signs were
temperature-97.4, pulse-76, respirations-26 and
blood pressure 134/56.

A Quarterly Minimum Dalta Set assessment dated
12/07/201 indicated Resident #1 received pain
medication as needed. The assessment stated
Resident #1 experienced occasional mild pain
that affected day to day activities and sleep.
Constipation was not indicated on the
assessment.

On 12/8/2010 at 06:00 AM., nursing notes stated
Resident #1 vomited liquid that was phlegm in
appearance. Vital signs were femperature-99.5,
pulse-71, respirations-28 and blood pressure
95/51.

On 12/8/2010 at 11:00 AM., nursing notes stated
vital signs were temperature-97.4, pulse-78,
respirations-26 and blood pressure-108/59.
Resident #1 had vomited twice that morning and
had been unable to eat breakfast. Morning
medications were vomited. Resident #1 was
moaning. Abdomen was distended and very
hard. Resident #1's physician was notified and
Resident #1 was sent to {name) hospital at 10:00
AM. Resident #1 was admitted to (name) hospital
on 12/8/2010 with a diagnosis of high grade small
bowel obstruction with perforation.

Hospilal discharge summary dated 12/15/2010

Resident Care Management Director,
and MDS Coordinator) will meet
monthly or as needed.

2. Residents with the potential to be
affected by the alleged deficient
practice. Residents who exhibil ac
changes in condition requiring
intervention, such as constipation,
have the potential to be affected b
the alleged deficient practice. On
July 7, 2011, the Director of Nursing
began a review of the current
residents who have had an acute
change in condition requiring
notification, On July 7, 2011, the
Director of Nursing audited the
corresponding documentation in the
medical records of these residents to
determine that a nursing assessment
was done and inferventions were
implemented, and communicated to
the appropriate partics. Two
residents were noted with skin tears
and the interventions were as
follows: treatment imtiated, MD and
RP notification, identification of the

Preparation and/or execution of this plan does not constitute

admission or agreement by the provider of the truth of the facts
alleged or conclusions set forth in the statement of deficiencies.
The plan of correction is prepared and/or executed bechuse it is
required by the provisions of Federal and State law.

Ite
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Director, Therapy Program Manager,
F'308| Continued From page 19 F309)  Dietary Manager, Unit Coordinator,
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included a discharge diagnosis of high-grade
small bowet obstruction with perforation present
on admission {12/08/2010). X-rays done on
admission revealed a high-grade small howel
obstruction with free intraperitoneal air consistent
with perforation,

Nurse #3 worked night shift (11:00 PM.-07:00
AM.} and provided care for Resident #1 on 12/4,
12/6, 127 and 12/8/2016. On 07/6/2011 at 3:15
PM., she stated it was not abnormal for Resident
#1 to complain of stomach pain andfor become
constipated due to pain medication. Nurse #3
said she received reports of Resident #1 being
constipated and nausea and vomiting. Nurse #3
siated, on 12/04/2010 at 01:00 AM., Resident
#1's abdomen was distended and hard. She
listened to his abdomen and noted very litile
bowel sounds. She could not press on Resident
#1's abdomen because he complained of pain
and that was

"different” for him. She said she checked the
rectum and felt a solid mass of stool.
Constipation was the first thing that came to her
mind and Resident #1 was given an enema per
standing orders for constipation. Nurse #3 stated
she did not notify the physician on 12/4/2010 at
6:00 AM. because Resident #1 had vomited only
one time and the standard protocol was fo
monitor for twenty-four {24) to seventy-two (72)
hours before faxingf calling the physician.

Nurse #2 worked evening shift (3:00 Pi.-11:00
PM.} and provided care for Resident #1 on 12/4,
12/5 and 12/6/2010. On 07/6/2011 at 3:35 PM.,
she stated Resident #1 had complaints of [eg
pain nausea and vomiting on his return from the
hospital on 11/30/2010. Nurse #2 stated the

(X4)1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
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DEFICIENGY)
underlying cause with correction.
F 309 | Continued From page 20 F309  Appropriate notification and

treatients initiated and completed
for both residents. .

Systemic Measures

On July 7, 2011, facility initiated
reinforcement of the facility’s
practice for the Interdisciplinary
Team (including the Director of
Nursing, Administrator, Social
Services Director, Activities
Director, Therapy Program Manage
Dietary Manager, Resident Care
Management Director, and MDS
Coordinator) to review on a daily
basis, Monday through Friday, those
residents who have exhibited acute
changes in condition to assure that
assessments or observations of
symptoms are documented,
interventions were initiated, and the
attending physician was contacted as
appropriate by reviewing the 24 hour
reports, change of condition forms,
Bowel records, and telephone orders.
Adjustments to the plan of care and
Care Assignment Sheets will be
made based on these reviews and the

Preparation and/or execution of this plan does not constjtute
admission or agreentent by the pravider of the truth of the facts
alleged or conclusions set forth in the statement of deficjencies.
The plan of cosrection is prepared and/or executed becatise it is
required by the provisions of Federal and State law.

b
w
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physician would be notified by telephone or fax if
nausea and vomiting continued for more than one
day. Nurse #2 stated she did not notify the
physician regarding the nausea and vomiting
because Resident #1 was not vomiting every
shift,

Nurse #4 worked day shift (07:00 AM.-3:00 PM.)
and provided care for Resident #1 on 12/6 and
12/8/2010. On 07/6/2011 at 4:35 PM., she stated
she notified the physician on 12/6/2010 that
Resident #1 vomited almost everything that was
given him and the family was concerned about
Resident #1's condition. Nurse #4 stated she
could not remember if she also notified the
physician about Resident #1's distended
abdomen, complaints of abdominal pain or the
absence of bowel sounds on 12/4/2010. Nurse
#4 stated she was aware that Resident #1 had a
diagnosis of lleus from his previous
hospitalization in November 2010 and nursing
staff monitored vomiting, constipation, loose
stools, abdominal distention and bowel sounds
every shift. This would be documented in the
nusrsing noted or on the daily skilled nursing
sheets. Nurse #4 stated Resident #1 displayed
signs of increased pain on 12/8/2010. She stated
Resident #1 was moaning loudly and began
vomiting. She notified the physician at that time
and Resident #1 was transferred to the hospital.

On 07/6/2011 at 5:30 PM., the interim Director of
Nursing stated any change in resident condition
would be documented on the 24 hour report
sheet. The report sheets for December 2010 had
been shredded but she would expect any
information that had been on the 24 hour report
sheet to be documented in the resident's chart.

July 7, 2011, the facility initiated &
mechanism to account for weekend
review of the 24-hour report,
incidents and changes in condition
by the manager on duty and/or
charge nurse. The Director of
Nursing or Administrator will be
called to discuss findings and initigte
further action as appropriate. The
Quality Assessment and Assurance
Committee will monitor the procesg
daily Monday thiu Friday fora
period of 4 weeks, then weekly for a
period of 4 weeks, then randomly as
deemed necessary by the Quality
Assessment and Assurance
Committee.

o

On July 7, 2011, the Regional

Clinical Director, the Director of
Nursing, and the Staff Developmeft
Coordinator conducted training with
all scheduled licensed nurses
regarding what constitutes a nursing
assessment, post-change of condition
assessment, use of Interact 11 toolsias

Preparation andfor exeeution of this plan does not constitute
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input of medical professionals. On
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admizsion or agreement by the provider of fhe truth of the facis
alleged or conclusions set forth in the statement of defitiencies.
The plan of correction is prepared and/or executed becguse it is

required by the provisions of Federaf and State law.
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The interim Director of Nursing stated nursing
staff followed a fiip chart to determine what to do
in certain situations. She obtained the flip chart
from the nurse's desk, referred to the
"constipation” section and stated it informed
nursing staff on what to document and not when
and/or who to notify in any situation. When asked
regarding the nursing notes written on 12/4/2010
at 1:30 PM., the interim Director of Nursing
slated, she would expect the nursing staff to
nolify the administrative nurse on call who was
available at all times for further help in
assessment. She stated, with nausea, vomiting,
constipation and no bowel sounds, she would
expect the physician to be notified at that time.

Nurse #1 worked day shift (07:00 AM.-3:00 PM.)
and provided care for Resident #1 on 12/4, 12/5
and 12/7/2010. On 07/7/2011 at 8:55 AM., Nurse
#1 stated Resident #1's abdomen was distended
and no bowel sounds were heard when shse
examined him on 12/4/2010 at 1:30 PM. She did
not nofify the physician because Resident #1's
abdomen "was always distended and tender to
touch, it was normal for him to have diminished
or no bowel sounds.” Nurse #1 stafed the
physician had always been aware that Resident
#1's abdomen was distended. She said she
would have notified the physician for pain
medication if Resident #1 had continued
profusely vomiting, had an elevated temperature,
was in severe pain and/or not voiding. She
indicated as long as Resident #1 was voiding and
not vomiting, she had no concerns.

On 07/07/2011 at 7:10 PM., Resident #1's
altending physician stated Resident #1 required
close monitoring for ealing, bowel movements
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guidelines for assessment
F 308 | Continued From page 22 F308| components, and timely intervention

including calling 911 if initial
assessment indicates a life
threatening event and physician
involvement for identified acute
changes in resident condition. The
Interact H tool is used for the
identification of change in condition,
communication of those changes and
continuity of care. The Director o
Nursing, Resident Care Management
Director, or Staff Development
Coordinator will provide all licended
nursing staff education prior to being
allowed to work. This education will
be included in the facility’s new hire
orientation. Beginning July 7, 201
scheduled Certified Nursing
Assistants were educated regarding
notification of the Nurse when a
resident experiences a change in
condition, including but not limited
to constipation, nausea, and
vomiting, Certified Nursing
Assistant’s will be provided this
education via the Director of
Nursing, Resident Care Management
Director, or Staff Development

Preparation andfor execution of tlsis plan does not congdtitute

admission or agreement by the provider of the truth ofjthe facts
alleged or conclusions set forth in the statement of def{ciencies.
The plan of correction is prepared and’or exccuted because it is
required by the provisions of Federal and State law.

—

—
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Coordinator prior to being allowed to
F 308 | Gontinued From page 23

and complaints of pain. He expected nursing staff
to assess Resident #1 routinely for vomiting, fecal
material in vomitus, abdominal tenderness,
distended ahdomen and absence or hyperactive
bowel sounds

The Administrator was notifled of the Immediate
Jeopardy on 07/07/2011 at 11:20 AM.

The facility presented a credible allegation of
compliance on 07/07/2011 at 6:39 PM. which
included:

Address how the corrective action will be
accomplished for those residents found to have
been affected by the deficient practice:

Resident #1 transferred to the hospital on
December 8, 2010 at 10:00am related fo acute
changes in his clinical status. This resident was
admitted to the hospital diagnosis with a small
bowel obsiruction with perforation and was placed
on comfort measures and released back to Brian
Center of Eden on December 15, 2010 with a
continuation of his orders; therefore, no further
cotrective action could be accomplished,

On July 6, 2011 the facility's interim Director of
Nursing began an investigation into the facts
surrounding the resident's discharge on
December 8, 2010, The investigation continued
untdl July 7, 2011, This investigation included
defails regarding the discharge of Resident #1 on
December 8, 2010.

Director of Nursing and Staff Development
Coordinator provided one-to-one education in
regards to resident assessment and

F309!  work,

In addition, on July 7, 2011 the
facility’s grand rounds process,
which includes Director of Nursing,
Resident Care Management Directpr
and/or Staff Development
Coordinator, increased the frequency
of the grand rounds to at least threg
times per week for the next four
weeks to include observations,
discussion with four randomly
chosen licensed nurses regarding
residents with the potential to have
acute changes in condition, identified
residents with acute changes in
condifion, physician involvement 4
appropriate, and interventions bein:
implemented to address the
resident’s need. The Director of
Nursing and Regional Clinical
Director conducted grand rounds on
July 7, 2011. Residents were
reviewed to assess for additional
needs and interventions. The
Director of Nursing and Regional

Preparation and/or execution of this plan does 10t constiute
admission er agreement by the provider of the truth of the facts
alleged or conclusions set forth in the statement of deficiencies.
The plan of cerrection is prepared and/or exceuted beganse it is
required by the provisions of Federal and State Jaw.
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Clinical Director also reviewed the
F 309 | Continued From pags 24 F308, documentation in the medical

communicating with supervisors regarding
change in condition, including incidents of
constipation, nausea, and vemiting, and
completion of change of condition forms, InterAct
Ii{ Interventions to reduce acute care transfers),
when to report to the MD/PA/NP, and following
the chain of command.

On July 7, 2011, the Staff Development
Coordinator initiated education for all licensed
nurses regarding assessment of a resident
specifically related to constipation, nausea, and
vomiting, and assessments in relation to change
of condition and reporting and will be completed
by July 12, 2011 to include those staff on vacation
and work only weekends. On July 7, 2011, all
avaitable Certified Nursing Assistanis were
educated on cornmunicating with supervisors
regarding change in condition including incidents
of constipation and completion of Change of
Condition forms and will be completed by July 12,
2011 to include those staff on vacation and work
weekends only.

An impromptu meeting of the Quality Assessment
and Assurance including the Nursing Home
Administrator, Director of Nursing, Staff
Development Coordinator, Resident Care
Management Director, and Medical Director was
conducted at the Brian Center of Eden on July 7,
2011 at 12:50pm to implement a plan of action
regarding the alleged deficient practice. Starting
the week of July 11, 2011 the facility Quality
Assessment and Assurance Commilitee will meet
weeldy for a period of three weeks to review
actions associated with notification of change in
resident status, Going forward, the Quality
Assessment and Assurance Committee, to

records of these residents to ensure
identification of acute changes of
condition and notification of

physician. Necessary follow-up was

completed and there are no

outstanding concerns. Additional
measutres put into place to ensure th
alleged deficient practice does not

recur include: The Interdisciplinary

Team (IDT) will review bowel
reporis on a daily basis Monday
through Friday during the IDT
meeting to ensure any change in
condition is identified. Appropriata
interventions and notifications will
be made based on these reviews,
The Director of Nursing, RCMD,
and/or Staff Development
Coordinator will review 24-hour
reports daily, Monday through
Friday, to identify any change in
resident’s condition. Additionally,
the licensed nurses will be educated|
annually on nursing assessment,
post-change of condition assessmen
use of Interact II tools as guidelines
for assessment components, and

Preparation and/or execution of this plaw does not const
admission or agreement by the provider of the truth of U
alleged or conclusions set forth in the statement of defic
The plan of correction is prepared and/or executed beca
required by the provisions of Federal and State law.
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include the Interdisciplinary Team (including the
Director of Nursing, Administrator, Social
Services Director, Activities Director, Therapy
Program Manager, Dietary Manager, Unit
Coordinator, Resident Care Management
Director, and MDS Coordinator) will meet monthly
or as needed.

How corrective action will be accomplished for
those residents having potential to be affected by
the same deficient practice:

Residents who exhibit acute changes in condition
requiring intervention, such as constipation, have
the potential to be affected by the alleged
deficient practice. On July 7, 2011, the Director of
Nursing began a review of the current residenis
who have had an acute change in condition
requiring notification. On July 7, 2011, the
Director of Nursing audited the corresponding
documentation in the medical records of these
residents to determine that a nursing assessment
was done and interventions were implemented,
and communicated to the appropriate parties.
Two residents were noted with skin tears and the
interventions were as follows: treatment initiated,
MD and RP notification, identification of the
underlying cause with correction. Appropriate
notification and freatments initiated and
completed for both residenis.

Address what measures will be put into place or
systemic changes made to ensure that the
deficient practice will not ocour:

On July 7, 2011, facility initiated reinforcement of
the facility's practice for the Interdisciplinary Team
{(including the Director of Nursing, Administrator,

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES B PROVIDER'S PLAN OF CORRECTION ©5)
PREFIX {EACH DEFICIENCY }UST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
timely intervention including calling
F 308 | Continued From page 25 F 309 911 if initial assessment indicates a

life threatening event and physicign
involvement for identified acute
changes in resident condition to
ensure continued compliance.

Quality Assessment and Assurance

On July 7, 2011, the Quality
Assessment and Assurance
Committee, including the facility
Administrator, Human Resources
Coordinator, Director of Nursing,
Resident Care Management Director,
MDS Coordinator, Maintenance
Director, Social Worker, Activiti¢s
Director, Therapy Program Manager,
Medical Records Coordinator, and
Dietary Manager to discuss the acute
episode experienced by Resident #1
on December 4, 2011. The
Committee also has reviewed this
acute episode with the facility’s
Medical Director.

On July 7, 2011, the Committee Has
reviewed the education materials

Preparation and/or execution of this plan does not constjtute

admission er agreement by the provider of the truth of the facts
alleged or conclusions set forth in the statement of defigiencics.
The plan of comection is prepared andfor executed becalise it is
trequired by the provisions of Federal and State faw.
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provided to the licensed nursing staff
F 309 | Continued From page 26 F 309 regarding identification of change in
Social Services Director, Activities Director, condition, m“~sing assessment, a d
Therapy Program Manager, Distary Manager, initiati finter t based n[n
Resident Care Management Director, and MDS Inttiation ot m e_l venlions based o
Cooidinator) to review on a daily basis, Monday assessment ﬁndmgs.
through Friday, those residents who have
exhibited acute changes in condition to assure The Administrator and/or Director of
that assessments or observations of symptoms R . . . .
are documented, interventions were initiated, and Nursing will review data obtained during
the attending physician was contacted as reviews and report patterns/trends to the
a}F:P‘OP'iafte bydfe"'ie‘f""ng the 24 hour feg"ftsld QA&A Committee weekly for four weeks
change of condition forms, Bowel records, an |
telephone orders. Adjustments to the plan of care an mqnthly t,hel cafter. The QA&{{
and Care Assignment Sheets will be made based Cemmittee will evaluate the effectiveness of
on these reviews and the input of medical the above plan, and will add additional
professionals. On July 7, 2011, the facility interventions based on negative outcomes
initiated a mechanism to account for weekend \ . . .
review of the 24-hour report, incidents and identified to ensure continued compliance.
changes in condition by the manager on duty
and/for charge nurse. The Director of Nursing or
Adminisirator will be called to discuss findings
and initiate further action as appropriate. The
Quality Assessment and Assurance Commitiee
will monitor the process daily Monday theu Friday
for a pericd of 4 weeks, then weekly for a period
of 4 weeks, then randomly as deemed necessary
by the Quality Assessment and Assurance
Cornmittee.
On July 7, 2011, the Regional Clinical Director,
the Director of Nursing, and the Staff
Development Coordinator conducted training with
afl schaduled licensed nurses regarding what F :{{]8
constitutes a nursing assessment, post-change of 1. Resident identified 1o be affected by ﬂjle
condition assessment, use of Interact il tools as . .
guidelines for assessment components, and alleged deficient practlce.
timely intervention including calling 911 if initial Pgei{aﬁ}ﬁ‘m and/or °X°°tl;i°gl°ffhis,ls]:‘cg‘:ﬁ: mg"c:lf:l‘::'r:m
assessment indicates a life threatening event and :ll;l;:;l?)l:gc::{ﬁizgfsnset);"oﬁel'lpi? ;’1!3 statement eof deficiencies,
physician involvement for identified acute The plan of correction is prepared and/or executed becpuse it is
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changes in resident condition. The Interact 1l fool
is used for the identification of change in
condition, communication of those changes and
continuity of care. The Director of Nursing,
Resident Care Management Director, or Staff
Development Coordinator will provide all licensed
nursing staff education prior to being allowed to
work. This education will be included in the
facility's new hire corientation. Beginning July 7,
2011, scheduled Certified Nursing Assistants
were educated regarding nofification of the Nurse
when a resident experiences a change in
condition, including but not limited to constipation,
nausea, and vomiting. Ceriified Nursing
Assistants will be provided this education via the
Director of Nursing, Resident Care Managemant
Director, or Staff Development Coordinator prior
to being atlowed to work.

In addition, on July 7, 2011 the facility's grand
rounds process, which includes Director of
Nursing, Resident Care Management Director
andfor Staff Development Coordinator, increased
the frequency of the grand rounds to at feast
three times per week for the next four weeks to
include observations, discussion with four
randomly chosen licensed hurses regarding
residents with the potential to have acute
changes in condition, identified residents with
acute changes in condition, physician
involvement as appropriate, and interventions
being implemented to address the resident's
need. The Director of Nursing and Regional
Clinical Director conducted grand rounds on July
7, 2011. Residents were reviewed to assess for
additional needs and interventions, The Director
of Nursing and Regionat Clinical Director also
reviewed {he documsntation in the medical

F 309

Preparation andfor execution of this plan does net cenjiitute

admission or agreement by tlie provider of the truth of the fapls
alleged or conctusions set forth in the slatement of deﬁcicnme's.
The plan of correction Is prepared and/or executed bedause itis
required by the provisions of Federat and State law.
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Continued From page 28

records of these residents to ensure identification
of acute changes of condition and nofification of
physictan, Necessary follow-up was completed
and there are no outstanding concerns. Additional
measures put into place to ensure the alleged
deficient practice does not recur include; The
Interdisciplinary Team {(IDT) will review bowel
reports on a daily basis Monday through Friday
during the IDT meeting to ensure any change In
condition is identified. Appropriate interventions
and notifications wilt be made based on these
reviews. The Director of Nursing, RCMD, and/or
Staff Development Coordinator will review
24-hour reporis dafly, Monday through Friday, o
identify any change in resident's condition.
Additionally, the licensed nurses will be educated
annually on nursing assessment, post-change of
condition assessment, use of interact Il tools as
guidelines for assessment components, and
timely intervention including calling 911 if initial
assessment indicates a life threatening event and
physician involvement for identified acute
changes in resident condition to ensure confinued
compliance.

Indicate how the facility plans to monitor its
performance to make sure solutions are
suslained. The facility must develop a ptan for
ensuring that correction is achieved and
sustained. The plan must be implemented and
the corrective action evaluated for its
effectiveness. The POC is integrated into the
quality assurance system of the facility:

On July 7, 2014, the Quality Assessment and
Assurance Committes (QARA), including the
facility Administrator, Human Resaurces
Coordinator, Director of Nursing, Resident Care

F 309
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Management Director, MDS{Minimum Data Set)
Coordinator, Maintenance Director, Social
Worker, Activities Direclor, Therapy Program
Manager, Medical Records Coordinator, and
Dietary Manager to discuss the acute episode
experienced by Resident #1 on Decemnber 4,
2011, The Committee also has reviewed this
acute episode with the facility's Medical Diractor.

On July 7, 2011, the Commiitiee has reviewed the
education materials provided to the licensed
nursing staff regarding identification of change in
condition, nursing assessment, and initiation of
interventions based on assessment findings,

The Administrator andfor Director of Nursing wil
review data obiained during reviews and report
patternsitrends to the QA&A Commiitee weekly
for four weeks and monthly thereafter. The QASA
Committee will evaluate the effectiveness of the
above plan, and will add additional interventions
based on negative outcomes identified to ensure
continuad compliance,

Immediate Jeopardy was removed on 07/07/2011
at 6:38 PM. Interviews with licensed nursing staff
confirmed they had recsived in-servicing on
nursing assessment, use of InterAct If tools as
guideline for assessment and when/ whom to
notify for acute changes in resident condition.
Documentation was provided by the facility that
in-servicing began on 07/07/2011 and copies
were provided of the tools that would be used as
a guideline for assessment.

F 318 | 483.25(e)}{?} INCREASE/PREVENT DECREASE
58=pD IN RANGE OF MOTION

Based on the comprehensive assessment of a

F 309

F318
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‘resident, the facility must ensure thal a resident
with a limited range of motion receives
appropriate treatment and services to increase
range of motion and/for to prevent further
decrease in range of motion.

This REQUIREMENT is not met as evidenced
by:

Based on observations, record reviews, and staff
interviews, the facility falled to provide the
restorative services for range of motion and
strengthening exercises as recommended by the
rehabilitation department for 1 of @ sampled
residents reviewed. (Resident #10).

Findings inctuded:

1. Resident #10 was admitted to the facilily on
1/28/10 with diagnoses which included: diabetes
mellitus, osteoporosis, osteoarthritis, chronic
ischemic heart disease, hypertension, and,
fractured femur,

The review of the most recent quarterly MDS
{Minimum Data Set) dated 4/11/11 indicated
Resident #10 had short and long term memory
problems with moderately impaired
declsion-making skills; required extensive
assistance of one person with bed mobility and
transfers; was on a toileting program; and, used a
wheelchair for mobility. The MDS also indicated
the resident was only able to maintain her
balance with human assistance; but, had no
range of motion irmpairments.

F3ficged deficient practice. <} -

" specific to that resident and when the
paperwork is received. The restorative aides

1. Resident identified to be affected by the

Resident #10 began treatments in the
Restorative Program on 6/7/11.

2. Residents with the potential to be affegted

by the alleged deficient practice.

audit was conducted of residents who
were discharged from the therapy program

and referred to the Restorative Program for
the past 3 months and completed on 7/25/11.

Any residents who were referred to
Restorative but had not had restorative

services begun were re-screened by therapy

ancj placed in the appropriate restorative
programs.

3. Systemic Measures
The therapy department is now keeping a

wri]wtte,n record of when residents are referted

to 1|estorative, when the RCAs ate trained

arerecording when referrals are received
and discussing this with the Restorative

Nurse Coordinator as referrals are received.

The therapy department is conducting an

Preparation and/or execution of this plan daes net constifute

admission or agreement by the provider of the teuth of the facts
atleged or conclusions sct forth in the statement of deficfencies.
The plan of carrection is prepared and/or executed because it is

required by the provisions of Federal and State faw,
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The review of the facility's Fall Risk Evaluation
dated 4/8/11 revealed Resident #10 had a score
of 10 indicating the resident was at high risk for
fails.

A review of the Care Plan dated 4/12/11 included
as approaches: Resident #10 was on the facility's
Falling Star Program; received Physical Therapy;
had a bed and chair alarm; and was toileted
frequently.

The review of the clinical records revealed
Resident #10 received PT {Physical Therapy)
from 4/19A11 to 4/25/11 for muscle weakness and
difficulty walking.

The Weekly PT Progress and Update Summary
dated 4/25/11 indicated Resident #10 was
discharged from therapy services, but was to
continue with a Reslorative Exercise program
beginning 4/26/11.

The review of the "Rehab {o Restorative
Transition Record" dated 4/25/11 revealed PT
referred Resident #10 to Restorative Nuising for
daily exercise and standing {o increase the
resident’s strength and flexibilily. The resident
was to raceive the restorative nursing six times
each week for fwelve weeks. The record was
signed by the PTA (Physical Therapy Assistant}
and RNA#1 (Restorative Nursing Assistant)
indicating RNA#1 received the caregiver's training
in the functional maintenance program,

There was no documentation available indicating
Resident #10 received Restoraiive Nursing from
41268111 through 6/6/11.

ongoing audit of residents referred to the
F $&torative program to insure that services
arg begun in a timely manner.

4. |Quality Assessment and Assurance

The therapy manager will include resultsjof
thg monitor of referrals to restorative in their
ntonthly report to the QA& A Committee
monthly for 3 months, then as indicated.

Preparation and/er execution of this plan does not conslitute

admission or agreement by the provider of the truth of {he facts
alleged or conclusions set forth in the statement of defigiencies.
Fhe planof correction is prepared and/or executed becquse it is
requived by the provisions of Federal and State Jaw.
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A review of the clinical records revealed Resident
#10 had an unobserved fall on 5/10/11 while
aitempting an unassisted transfer from her hed.
Interventions included changing the bed alarm to
a voice recorded alarm system.

The Rehabilitation/Restorative Service Delivery
Records {June 7, 2011 through July 6, 2011}
revealed Resident #10 received sit o stand;
standing knee bends; and range of motion
exercises to both lower extremities.

During an observation on 7/6/11 at 3:55pm,
Resident #10 was observed in her room in a
wheelchair with an alarm attached. The resident
was alert and revealed that she was not feeling
well.

During an interview on 7/6/11 at 3:35pm, the
Acting DON (Director of Nursing} described the
process for referrals to Restorative Nursing as:
the Renabilitative Department would give a copy
of the written request for Restorative {(Transition
Record) to the ADCN {Assistant Director of
Nursing) and a copy the RNA. The RNA would
record the date the request for restorative was
received at the top of her copy. The Acting DON
stated that in reference to the start date of the
restorative for Resident #10, RNA#1 dated the
Transition Form on 6/7/11 indicaling that date as
the date the therapist provided training to her.

During an interview on 7/6/11 at 3:40pm, the PTA
{Physical Therapist Assistant) revealed Resident
#10 was discharged from PT on 4/25/11 and
restorative was requested for the resident to
begin on 4/26/11. The PTA also revealed that the
signatures at the bottom of form indicated training
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Preparation and/or execution of this plan does not constitute

admission or agreement by the provider of the teuth of{the facts
alleged or conclusions set forth in the statement of defjciencies.
‘The plan of correction is prepared andfor exccuted because it is
required by the provisions of Federal and State law.
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F 318 | Continued From page 33

was provided to the restorative aide on the
outlined program. The PTA stated that he did not
know why the resident did not receive restorative
until 6/7/11.

During an interview on 7/7/11 at 2:20pm, RNA#1
revealed Resident #10 began restorative on
6/7/11 for range of motion for bilateral lower
extremities and stand to sit exercises; also, knee
bends whenever possible. RNA#1 stated she did
not remember receiving the Care Provider
training from the Rehabilitative Department in
April 2011; but confirmed i was her signature on
the "Rehab To Restorative Transition Record”
indicating she received care provider training.
RNA#1 revealed she received the "Rehab
Restorative Transition Record" from the ADON
and that was when she wrote the date of 6/7/11 at
the top of the form.

F 468 | 483.70(h){3) CORRIDORS HAVE FIRMLY

88=p | SECURED HANDRAILS

The facility must equip corridors with firmly
secured handrails on each side. -

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interview, the
facility failed to securely affix handrails in 2 of 5
Halls {300 and 400 Halls).

In review of the facility layout, the main dining
room was located at the end of the 160 Hall
furthest from resident rooms. The 100 and 300
Halls were the main halls Jeading to the dining
room from all resident rooms.

F 318

F 468

Preparation and/or execution of this plan does not congtitute

admission or agreement by the provider of the truth of the facts
alleged or conelusions set forth in the statement of deficiencies.
The plan of correction is prepared and/or executed bedause it is
required by the provisions of Federal and State law.
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away from the wall 1/4th inches.

On 07/07/11 at 3:46 PM, while on four with the
Acting Director of Nursing and the Maintenance
Manager (MM}, the MM stated the hand rail in the
hall outside resident room 406 was loose and not
fixed wall to the wall, The MM stated the hand
raifs in the 300 Hall outside resident room 305,
near the beauty shop and the break rooms were

BRIAN CENTER HEALTH & REHAB/EDEN ;ﬁ:;:‘;";’:;‘:vmw
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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1} Areas identified to be affected by the
F 468 | Continued From page 34 F488lleged deficient practice. ’:\v{;ﬂ/\ \
On 07/05/11 at 10:18 AM, while on tour of the
facllity, handraits on the wall in the 400 Hall . . . :
outside resident room 406 and in the 300 Hall The 'handl ail outside room 406’ the l:aﬂ
outside the staff break room were observed to be outside the break room, the rail outside
loose. room 305, and the rail on 300 hall
shop and 400 hall
On 07/05/11 at 11:30 AM, residents in wheel between the beautg lp 1L 5o that
chairs were observed using the handrails in the have been attached to the wall so tha
100 and 300 Halfs to pull themselves on their way they can not be pulled away from the
to the dining room. all
On 07/06/11 at 1:12 PM, residents in whee! . . .
chairs were observed using the handrails in the 2, Residents with the potential to be
100 and 300 Halls to pull themselves on their way affected by the alleged deficient
from the dining room. pra ctice.
On 07/06/11 at 3:19 PM, the 400 Hall rail ouside .
resident room 406 was visibly loose and could be andrails throughout the 5 corridors of
pulled away from the wall 1/4th inches. The the building have been tested and any
handrail on the wall in the 300 Hall outside the .
staff break room was visibly loose and could be loosc arcas have been reattached as
pulled away from the wall 1/4th inches. The necessary.
handrail on the wall in the 300 Hall outsids
resident room 305 was loose and the wall panel : .
1€
and rail had pulled away from the wall 1/4th 3. Systemic Measures
Inches in two areas where the rail had been .
bolted to the panel and wali. The handrail on the Handrail security has been added to the
wall in the 300 Hall between the beauty shop and : - g ti
; maintenance department preventive
4 i ) . .
the 400 Hall was visibly loose and could be pulled thaintenance program, Handrails will be

checked monthly for 3 months, then as
indicated.

4, Quality Assessment and Assurance

Preparation and/or execution of this plan does not consti

required by the provisions of Federal and State law.

admission or agreement by the provider of the truth of EI}: fa.cts
alleged or canclusions set forth in the statement of defici pucies.
The plan of comection is prepared andfor executed becauke it is
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F 4687 Continued From page 35 F 46§ he maintenance supervisor will report

loose and not fixad well to the wall. The MM tq the Safety Commitiee monthly for 3

stated the 300 Hall was a high traffic hall for \onths. th indicated

residents. 1110111118, tnen as 1n .
Preparation and/or execution of this plan does not constitutd
admission or agreement by the provider of the truth of the ficts
atleged or conclusions set forth in the statement of de ficiendies.
The plan of correction is prepared and/or exeouted because it is
required by the pravisions of Federal gud State law.
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