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F 166 | 483.10(f)(2) RIGHT TG PROMPT EFFORTS TO ! F 166 “Preparation and/or execution of this
s%5=F | RESOLVE GRIEVANCES E . .
plan of correction does not constitute
A resident has the right to prompt efforts by the ‘admission  or agreement by the
facility to resolve grievances the resident may f ‘provider of the truth of the facts
have, including ihose with respect to the behavior ~alleged or conclusion set forth in the
- of other residents. ; statement of deficiencies. The plan of

(correction is prepared and/or executed
solely because it is required by

This REQUIREMENT s not met as evidenced i .
\ .provmons of federal and state law™,

by:

Based on medical record review, staff interview :

and review of the grievance log the facility failed F 166 A resident has the right to
fo address grievances for 5 of 8 sampled : prompt efforts by the famhty to

residents reviewed for grievances. (Resident

resolve grievances the resident may
#3#16.#17 #18, and #19). :

‘have, including those with respect to
the behaviors of other residents.

The findings are:

- 1. Review of the grievance log dated 01/18/13 at Resident #16 has been discharged
- 4:00 PM revealed Nurse Aide (NA} #5 had from the facility. The Social Services
| reported a concern regarding Resident #17. The Director conducted interviews with
i concern form noted, Resident #17 had told NA #5 Residents #3, 17. 18 and 19 to discuss

: that NA #6 was ruds to her and had told her that

- she stinks. Resident #17 said she had felt like and address current concerns by

i she could do nothing right and NA #6 had put her completing  the  concern  form,
. down and made her feel bad about herself. The : reporting  and  involving  the
concern form was signed and dated as resolved Interdisciplinary Team to investigate
on 01/48/13 by Nurse #2 and Nurse #3 but there the concerns and devefop acceptabie
was no documentation the grievance had been ‘ ‘resolutions.
addressed.
On 05/22/13 at 2:15 PM the Social Worker stated Residents who voice concerns have
the grievance form was logged in the grievance the potential to be affected by the
book he maintained. In reviewing the concern alleged deficient practice. A Risk
farm irvolving Resident #17 the Social Worker Management Meeting including the
stated he did not realize thfa grievance had not Administrator, Director Of Nursing
been-addressed. The Social Worker stated he and Social Services Director was held
wouid attempt to contact Nurse# 2 to ask about .
‘on 5/28/13 to review concerns logged
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- (Nurse #4). Nurse #2 stated he did not address

the grievance but passed it on Nurse #4.

On 5/23/13 at 2:45 PM the current DON stated
Nurse #3 {that also signed the form) was actually
the acting DON on 01/18/13 and no lenger
worked at the facility. The DON stated Nurse #4
also no lenger worked at the facility. The DON
stated she was not aware of the grievance
involving Resident #17 until brought to her
aftention. On 5/22/13 at 3:00 PM the DON
interviewed Resident #17 and reported Resident
#17 did not indicate any concems about nursing
staff. The DON stated the concern should have
been addressed with Resident #17 at the time the
grievance was made on 01/18/13.

2. Review of the grievance log noted a concern
documented by Nurse #1 on 03/9/13 which noted
the following:

NA #1 and NA #2 reported to this nurse that two
residents on {number of hall) hall was
compiaining of the rude and rough treatment they
received last night on 11:00 PM-7:00 AM shift. |
asked them fo tell me about it. When getting the
repert this morning from NA #3, NA #2 stated
NA#3 said, "This hall was a pain in the a-—-
(expletive) all night long” and walking down the
hall and peinting to the residents in their rooms
and said thay were a pain in the a— (expletive).
Resident #3's sisters had reported earlier that
they were very concernad of the treatment that-
Rasident #3 received last night. { gave them a

reducate the Department Managers on
‘the process for collecting concemns,
‘investigating and developing
iresolution, This Education was
provided by the Administrator and
Director of Nursing on 6/19/2013.

Resident concern forms will be
reviewed in the Morning meetings
Monday — Friday by the Administrator
or designee. The resident concern
forms will be reviewed to ensure
investigations are complete,
acceptable resolution developed and
communicated with the resident and
documented appropriately.

A Risk Management Meeting will be
‘held weekly for 12 weeks. This team
‘will consist of the Social Worker, Unit
Manager, The MDS Nurse and The
Director of Nursing. The Risk
‘Management team will review the
‘concern log to ensure that acceptable
-resolution has been developed and
‘maintained. Opportunities identified
as a result of this review will be
corrected weekly.
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DEFICIENCY)
F 166 j ; i
Continued From page 1 o F186 gince  J anpary 2013 and verify
the actions taken regarding the grievance. On :
. acceptable  resolutions have been
5/23/13 at 10:00 AM the Social Worker stated he develljo ed
spoke with Nurse #2 and Nurse #2 recalled ped.
putting the concern form under the office door of o . )
the acting Director of Nursing (DON} at that time The Administrator or designee will re-
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i

concern form and asked them to fill it out. This
nurse (Murse #1) spoke with Resident #3 this PM
and asked her to tell me what happened last
night. She said the CNAs (NA #3 and NA #4)
had showed no respect. She stated she had
begged them to sit her up. She said they finally
came out, wouid not speak o her. She said
when she asked them what was wrong they had
said nothing. She said she was afraid of them
and wanted to go home. She siated they went
outside of her room, laughed loudly and joked.
She heard NA #3 tell NA #2 that she was a pain
in the a-- (expietive). She knew NA #3 by name
and described how NA #4 loocked. She said she
replied that she was not a pain in the a--
(expletive). Nurse #1 then spoke to Resident #16
who reported nursing assistants were rough and
rude to him. He stated that they did not use
gentle care with him like they used fo. 1 assured
both residents that they should not be afraid and
this problem would be resolved and that 1 would
report this to the Director of Nursing (DON).

Aftached to the above referenced concern from
ware cther papers indicating additional
grievances which included:

03/09/13-NA #7 reported Resident #18 and
Resident #19 had concerns about the nursing
assistants that worked the 11:00 PM-7:0C AM
shift.

Review of the medical records revealed

- Residents #3, #16, #18 and #19¢ all resided on

: the same hall on 03/09/13 that Nurse #1 received
: the complaints about 11:00 PM-7:00 AM nursing

| assistants. Resident #16 had discharged from

i the facility 05/02/13. Review of the facility

{ assessment of his cognition on 03/24/13 noted no

4. Results of the data obt

analyzed for trends and re

?Improvement committee
a period of 3 Months
{QAPI committee

substantial  compliance
achieved and maintained.

the daily and weekly audits will be

|Quality  Assessment Performance

ained during

ported to the

monthly for
or umntil the
determines
has been

L,{aos
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deficits. Resident#19 had discharged from the _ |
facitity 03/28/13. Review of the facility ; 1
assessment of her cognition on 02/27/13 noted |
no deficits. %

1 On 05/23/13 NA #1 stated after reporting the
concern to Nurse # 1 on 03/09/13 sha had not

| been asked any more about what was reported.

| NA #1 stated she recalled Resident #3 was very
upset 03/09/13 because she heard NA #3

! {oltside her door) refer to her as a pain in the a--
{expletive). On 05/23/13 at 11:00 AM NA #2

! stated after reporting the concern to Nurse # 1 on
3/9/13 she had not been asked any more
questions about what was reported. NA #2
stated on the morning of 03/09/13 both she and
NA #3 were walking down the hall and ali the
doors to resident rooms were open. NA #2 stated
NA #3 was falking in a loud voice stating the
residents had been a pain in the a-- {expletive) on
that hall that night. NA #2 stated that NA #3 said
cerain residents last name and "pain in the a--
(expletive)" as the two of them walked down the
hall. NA #2 stated she knows some of the
residents heard what NA #3 said because
Resident #3 and Resident #16 were upset ail day
on 03/09/13 by what they heard being said about
them. On 05/22/13 at 4:55 PM NA #7 stated after
reporting the concern on 03/0%/13 she had not
been asked any more about what was reported.
NA #7 stated she recalled Resident #18 and #19
being upset about lengthy call bell response and
lengthy waits for toileting assistance.

Cn 05/22/13 at 4:30 PM the DON was asked
about the concerns reported by Residents #3,
t#16, #18 and #19. The DON stated she thought
. she suspended NA#3 and NA #4. However,
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review of time sheets found they both worked

11:00 PM-7:00 AM on 03/08/13, were scheduled
off 03/089/13 and 03/10/13 and worked 11:00
PM-7.60 AM on 03/11/13. Attached to the
03/09/13 concern form was a note from the DON

i to the evening supervisor dated 03/11/13
! informing the evening supervisor there had been

complaints from residents about resident care
being rough and rude and calling residents a pain
in the a-- {expletive). The memo mentioned both
NA #3 and NA #4 by name and asked the
supervisor to monitor their behavior and ensure
that no other residents were mistreated. The
riote directed the evening supervisor to assign NA
#3 and NA #4 to a different hall than the cne they
had been assigned to 03/08/13-03/09/13. The
DON asked the evening supervisor to have NA

' #3 and NA #4 stay in the facility until she arrived

$0 she couid talk ic them.

A note on the 03/09/13 concern form indicated
the DON met with NA #3 and NA #4 on 03/12/13

| (after they worked on 03/11/13).  The note
- indicated both NA #3 and NA #4 denied any

issues during the evening shift
03/08/13-03/09/13. The note indicated both
nursing assistants understood that if issuss had

i peceurred it would not be tolerated and that there

should be no further concerns from residents.

On 05/23/13 at 11:15 AM the DON stated she
could not prove what happened with NA #3 and
NA #4 the night of 03/08/13-03/09/13 because
they both denied the report made by residents
and NA#1 and NA#2. The DON stated she did
not talk with NA #1 or NA #2 to know any further
details of what thay witnessed on 03/09/13. The
DON stated Resident #3 denied any problems
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with nursing staff on 03/12/13 and felt that
addressed her concerns. The DON stated
Resident #18 had not been interviewed about the
concerns he reported to NA #7 on 03/09/13. The
DON offered no explanation why Resident #18

* had not been speken to. The DON stated an

" incident repert was done on Resident #16

: because of the report received from LN #1 which

! noted purple bruising on both of Resident #16's
lower arms. The DON wrote on this incident
report that Resident #16 had many blood draws
and that he took 81 milligrams of aspirin a day
and felt the bruising was related to that. The
incident report noted on 03/12/13 the Social
Worker spoke to Resident #16 and he reported
no concerns with nursing care. The DON stated
she felt that interview addressed the grievance
voicad by Resident #16 on 03/09/13. The DON
stated she did not know Resident #16 had been
upset on 03/09/13 after he overhead NA #3 refer
to him as a pain in the a-- {explefive). The DON
stated Nurse #5 wrote a statement on the
concern form on 03/09/13 that Resident #19 "said
oh, no, because if they had it would have scared
me to death when asked if she felt like she had
been bruised or scratched. Did not observe any
bruising, scraiches or abrasion.” The DON stated
she felt like this statement addressed the concemn
of Resident #19. The DON stated she was not
aware of the specific concern of Resident #19.
The DON stated she did not talk to NA#7 to know
the specific concerns of Resident #19 (as
referenced above these involved call bell
response and lengthy waits for assistance with
incontinence care). :
F 244 | 483.15(c)(8) LISTEN/ACT ON GROUP ‘ F 244
ss=E | GRIEVANCE/RECOMMENDATION :
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When a resident ar family group exists, the facility
must listen to the views and act upon the
grievances and recommendations of residents
and families concerning proposed policy and
cperationat decisions affecting resident care and

; life in the facility,

This REQUIREMENT is not met as evidenced

" by:

; Based on record review, resident and staff

- inferviews, the facility failed to respond to

! resident council grisvances on call bell response
: time for pain medication.

Findings included:

An interview was conducted on 05/23/13 at 9:01
AM with the Resident Council President.
(Resident #7). According fo her MDS dated
04/09/13 she was assessed as cognitively intact.
She stated residents had reported waiting at least
a 12 hour or more for pain medications at least
once or twice a week on all shifis. She reported it
had been discusssed in the March and April
meetings and no follow up to the grievances
occurrred in the April and May meetings.

An interview was conducted on 05/23/13 at .12
AM with another Resident Council participant
(Resident #20). According to her MDS dated
03/08/13 she was assessed as cognitively infact.
She reported residents had stated in the March
and April mestings they have waited too long for
pain medication. The resident reported the
Activity Manager read the minutes from the
month before and had not responded o the cali
bell response time for pain medication at the April

Preparation, submission and
implementation of this Plan of
Correction does not constitute an
admission of or agreement with the facts
and conclusions set forth on the survey
report. Our Plan of Correction is

: prepared and executed as a means to

- continuously improve the quality of care

-and to comply with all applicable state
‘and federal regulatory requirements.

 Criteria I

The Social Services Director conducted
an interview with the Resident Council
President and reviewed the Resident
Council Minutes from the most recent
meeting, by June 20, 2013, to verify
current concerns are documented on a
Concern Form, including timely call
light response. Ensure the appropriate
member of the Interdisciplinary Team

. has investigated the concerns and

i develop acceptable resolutions and

. completed the associated

- documentation.

- Criteria 2

- All residents have the potential for being
. affected by this alleged deficient
‘practice. A Risk Management meeting
~was held on 6/18/13 to review Resident

. Council concerns from January 2013 to

| present for appropriate and timely
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resolution, opportunities identified
during this review will be documented
as concerns and the appropriate

and May meetings.

Review of the Resident Councit minutes for

March 20, 2013, April 17,2013 and May 15, 2013 member of the Interdisciplinary Team
revealed no documentation on foliow up with will investigated the concerns and
grievances had been discussed. develop acceptable resolutions. Those

attending: Soctal Worker, Unit
Managers, and Director of Nursing. ;
Results were reviewed with the |

An interview was conducted on 05/22/13 at 5:30
PM with the Administrator. The administrator
provided information on response te facility wide

grievances. He was Administrator
unable tc provide information on how resident
council grievances have been addressed. Criteria 3

An interview was conducted on 05/23/13 at 8:46
AM with the Activity Manager. She reported
minutes have been read at the next meeting from

The Department Managers
were educated on the process

the meeting before. The Activity Manager stated for documenting and resolving
- she has written up the minutes of the meetings Resident Council concerns. :
- and had discussad with the Director of Nursing This education was provided
! what occurred in the meetings. She revealed she ‘ by the Administrator on June

had not documented follow up on grievances ; 19, 2013

discussed at meetings and related she had
missed the grievance on call beli response time
for pain medication.

A Risk Management Meeting
will be held weekly for a period
of 3 months. This team will

An interview was conducted on 05/23/13 at 1:00 i consist of the Social Worker,
PM with the Director of Nursing. She reported The Unit Manager, The MDS
her expectation for grievances expressed in : Nurse, and The Director of
resident council meetings required a documented 3 Nursing. The Risk

system just for following up on resident council

. ) Management Team will review
grievances. The Director of Nursing stated the 8¢

Activity Manager had verbally discussed the Resident Council minutes

: grievances with her addressed in resident council to ensure the concerns are

: meetings. The Director of Nursing had not listed on the Concern log and
ravealed she had followed up on grievances to ensure that the concerns
residents had expressed in the council meetings. have been resolved and follow

F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 300

up is complete. Opportunities
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Each resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review and staff
interview, the facility faiied to report to the
physician an unimproved medical condition for 1
of 5 residents (Resident #5).

Resident #5 was admitted to the facility on

12/17/09 with diagnoses including atrial
fibrillation, asthma and congestive heart failure.

Review of the Resident's medical record revealed
an order dated 12/17/09 and renewed through
05/31/13 to perform head fo toe skin check
assessments weekly on Sundays. Ancther
medical order dated 10/31/12 direcied notification
of the physician or nurse practitioner if the

Resident continued to refuse medications.

. Review of the Resident's care pian dated

1272712 revealed her risk for pressure ulcers

" with & goal of having intact skin without signs of

| skin breakdown through the next review. An

: additional handwritten care plan intervention

t noted "observe for rash under breasts and notify
| MD if present.”

will be corrected by the
Administrator

Criteria 4

Results of the data obtained
during the daily and weekly
meetings will be analyzed for
trends and reported to the
Quality Assessment
Performance Improvement
comumittee monthly for a period
of 3 Months or until the QAPI
comumittee determines
substantial compliance has been
achieved and maintained.
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i Review of a Change of Condition form for

: Resident #5 dated 01/03/13 reveaied nurse

i documentation of red and excortated skin under
! the Resident's breast and abdominal folds. The
" documentation further noted the condition as
worse since it had started.

Review of the Resident's medical record revealed

an arder dated 01/03/13 for the use of the

antifungal medication nystatin powder, 100,000

 Units per gram (units/g) twice a day (BID) to skin

| folds for two weeks. Raview of Resident #5's
treatment administration record (TAR) for
January 2013 revealed ne order transcription or

- documentation of administration of this

' medication starting on 01/03/13. Ancther medical

¢ order dated 01/14/13 noted nystatin powder,

: 100,000 units/g, apply BID to skin folds for two

{ weeks, with the word "NOW" in capital letters.

! This order was transcribed to the January 2013

: TAR and dated 01/14/13.

Review of the Head to Toe Skin Check form for
Resident #5 for January 2013 revealed skin
findings as gaulded (defined as rubbed to the
point of rawness) under her breasts and/or
abdominal folds on 01/20/13 and 01/27/13.
Review of Resident #5's January 2013 TAR
revealed nystatin powder BID adminisiration on
01/19/13, 01/20/13, 01/26/13 and 01/27/13. All
other days in the ordered two week period
revealed nystatin administration once a day or no
administration.

Review of the Resident's medical recerd revealed
no Head fo Toe Skin Check Form for February

2013. Review of Resident #5's TAR for February
2013 revealed a head to toe skin check was done

F 309 F 309 Each resident must receive and

- the facility must provide the

. care and services to attain or maintain

: the highest practicable physical, mental
.and psychosocial well being, in

- accordance with the comprehensive

- assessment and plan of care.

' The facility failed to report to the
| physician an unimproved medical

tcondition.

Al facility residents have the potential

'to be effected by the alleged

necessary

deficient

‘practice and corrective action was
| obtained by in-services and audits as

conditions.

The Nurse completed a skin

and is being administered as
the physician.

for resident #5 and notified the
physician. The treatment order for
resident #5 was clarified on 05/22/2013

Residents with skin rashes have the
potential of being affected by the
alleged deficient practice. An audit of
all residents with skin rashes will be
completed by the DON or designee to
iverify accurate assessment, appropriate
treatments and preventative measures

well as monitoring all change of

assessment

ordered by
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on 02/10/13. Pen lines were noted around the
empty initial blocks for scheduled skin checks on
02/03/13, 02/17/13 and 02/24/13. Review of the
February 2013 TAR revealed an order dated
01/21/13 for nystatin powder, 100,000 units/g to
skin folds BID for 14 days. Further review of
Resident #5's February 2013 TAR revealed

nystatin powder BID medication administration

- documented on 11 days and once a day
: administration documented on 10 days. No

; documented nystatin administration was noted for
. 2-days. Refusal of nystatin by the Resident was

' documented on 3 days as indicated by nurse

- initials surrounded by a circle.

¢ Review of the most recent quarterly Minimum

' Data Assessment dated 03/19/13 revealed the

¢ Resident had moderately impaired cognition, was
: usually able to understand others, had no mood

i traits and had rejected care during 1 to 3 days of
i the evaluation period. Resident #5 required

limited one persen assistance with personal

! hygiene and had moisture associated skin
i damage.

! Review of the Head to Toe Skin Check Form for
' Resident #5 for March 2013 revealed skin

- findings as gauided under breasts and groin on

: 03/03/13, 03/10/13, 03/17/13 and 03/24/13.

: Review of the March 2013 TAR revealed an

- active order for nystatin powder, 100,000 units/g,

 to be applied under bilateral breasts everyday and
¢ as needed until healed. Further review of
| Resident #5's March 2013 TAR revealed nystatin

! medication administration documented on 18

- days and no documented nystatin administration
on 12 days. Refusal of nystatin administration by
the Resident was documented on 1 day as

-are in place with notification of the
-physician.

The DON or designee will audit the 24
hour reports from the past 30 days to
identify current residents with skin
rashes, verify accuracy of skin
assessments, appropriate treatments and
preventative measures are in place. This
review was completed on May 18, 2013. |
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Licensed Nurses will be re-educated by
the DON or designee, regarding the Skin
Management System to include accurate
skin assessments, appropriate
‘treatments, preventative measures, and
'physician notification. Licensed Nurses
will be re-educated by the DON or
designee on the identification and
assessment of an acute change of
‘condition including appropriate
“intervention and physician notification.

" This education will be completed by
-June 20, 2013. Any nurse not receiving
' education by this date will be educated
prior to next scheduled shift.

l The DON or designee will review the 24 |
 hour report 4 times per week for 12 _
| weeks to identify residents with an acute |
change of condition to verify :
| appropriate assessment, intervention,
'and physician notification.

' Opportunities identified as a result of |
fthese reviews will be corrected daily. i
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ingicated by nurse initials surrounded by a circle. 4. iThe data obtained in the audits will be
Review of the Head fo Toe Skin Check Form for ;presented to the Quality Assessme_nt
Resident #5 for April 2013 revealed skin findings Performance Improvement Committee
as gaulded on 04/07/13, 04/21/13 and on another for a period of 3 months or until the ‘
undated entry. Review of the April 2013 TAR QAPI committee determines that
revealed an active order for nystatin powder, substantial compliance has been {
100,000 units/g, to be applied under .bilateral achieved and maintained. a l3
breasts everyday and as needed until healed.

Further review of Resident #5's Aprit 2013 TAR
revealed nystatin medication administration was
 not documentad on any days as indicated by

. blank nurse initial blocks.

Review of the Head to Toe Skin Check Form for
Resident #5 for May 2013 revealed skin findings
as gaulded or gaulded groin on 05/05/13,
05/12/13 and 05/19/12. Review of the May 2013
TAR revealed an active order for nystatin powder,
100,000 units units/g, to be applied under bilateral
breasis everyday and as needed until healed.
Further review of the May 2013 TAR revealed the
Resident refusing nystatin powder on 05/11/13,
05/12/13, 05/18/13 and 05/19/13, as indicaied by
nurse initials surrounded by a circle and a capitai
R under these initials. No other documented
nystatin medication administration was noted on
the May 2013 TAR as indicated by biank nurse
inifial blocks.

On 05/22/13 at 11:00 AM Nurse #6 was observed
performing a skin assessment on Resident #5
while the Resident was sifting fully clothed on the
toilet in her room in a confused state. After
receiving permission from Resident #5, Nurse #6
exposed the skin under the Resident's left breast
o reveal a white, flaky substance on the skin.

i Nurse #6 exposed the skin under the Resident's
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. right breast {o reveal red, excoriated skin covered
“ with a white flaky substance. Nurse #6 exposed
? the skin under the Resident's abdominal folds to

' reveal red, excoriated skin covered with a white

flaky substance.

On 05/22{13 at 11:15 AM, Nurse #5 was
interviewed. She stated Resident #5 was known
to sit for long periods of time on the toilet and
place folded toilet paper under her breasts and
abdominal folds. Nurse #3 stated the Resident's
weekly head to toe skin checks were done ¢n
weekend shifts but she could not recali ever
receiving a report about any significant skin
findings. Nurse #6 stated the Resident reported
in the past burning from the nystatin powder and

' refused it. Nurse #6 stated that based on
. Resident #5's skin assessment and past refusal

of nystatin powder, the physician should be
notified to review the assessment findings and

: consider new orders.

. On 05/22/13 at 11:31 AM, Nurse Aide (NA) #8

was interviewed. She stated she was aware of
Resident #5's skin condition under her breasts

| and abdominal folds from assisting her with

: showers each week. NA #8 stated the Resident's
skin findings had not changed from assisting her
- with showers over the past months and skin

- findings like Resident #5's should be reported to
 the nurse.

i On 05/22/13 at 3:17 PM Nurse #7, the wound

‘ treatment nurse, was interviewed. She stated

! hali nurses woutd tell her if they would like her to
i see skin conditions of concern. She stated while
| on the units she would ask nurses if there was

| anything they would want her to know regarding

F 309
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skin conditions. Nurse #7 stated Nurse #6 told
her about Resident #5's skin assessment

05/22/13. Nurse #7 stated she performed a skin
assessment on Resident #5 and documented her
findings. Nurse #7 stated she thought Resident
#5's skin under her breasts and in her abdominal
folds looked like a fungal infaction with red,
macerated skin with bits of toilet paper. She

i stated she told Nurse #6 an order was required

| for Resident #5. Nurse #7 stated a nurse should
! have called the physician about Resident #5's |
. skin conditicn. 3

On 05/23/13 at $:00 AM Nurse #8 was
interviewed by phone. She stated she primarily
worked weekend shifts and was familiar with
Resident #5's skin assessments, performing her
head to toe skin checks. Nurse #8 stated
Resident #5's skin was frequenily gaulded around
her groin, under her breasts and in her abdominal
folds, with the skin appearance noted as red
where skin rubs against skin with heat and
moisture involvement, Nurse #8 stated the
Resident had an order for nystatin which would
be applied to the affected areas, usually on
Saturdays and again on Sundays after the
Resident had a shower. Nurse #8 siated the
Resident was observed to have this skin
condition frequently, with it socmetimes looking
worse ihan other times but continually present.
Nurse #8 stated she recalled talking to a
supaervisor about applying the nystatin but did not
i recall this issue ever being discussed with the

i physician. Nurse #8 stated the Resident had a ‘ !
| history of refusing medications requiring family |
involvement but she was now more compliant. |

. On 05/23/13 at 1:45 PM the Director of Nursing
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(DON) was interviewed. She stated her

| expectation was that significant assessment

| findings should be reporied fo a provider if the
current treatment plan was not effective. The
DON stated the physician order for nystatin
written on 01/14/13 should have been transcribed
to the Resident's TAR and carried out as ordered.

On 05/23/13 at 3:30 PM the physician was
interviewed by phone. She stated she was aware
of Resident #5 getting an intermittent yeast
infection under her breasts and sometimes
receiving nystatin, mare regularly if needed. The
physician stated the Resident had past issues
with refusing care. The physician stated she had
; not been told recently of any details regarding

: refusal of care. The physician stated if Resident
#5's skin condition worsened or did not improve
over time, she expected the nurses to notify her
s0 she could reassess the Resident and consider
a new treatment plan.

F 323 : 483.25(h) FREE OF ACCIDENT F 323
$8=p  HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
envirecnment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced
by :

Based on medicai recerd review and staff
interview the facility failed to identify and address
the cause of a fall for 1 of 5 sampled residents
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reviewed for falls. (Resident #3).
(Resident #3)

The findings are:

| Resident #3 was criginzally admitted o the facility
i on 12/27/12 with diagnoses which included

- cerebrovascular accident (CVA) with right

i hemiplegia, fractured left humeral head, anxisty,
| peripheral vascular disease and depression.

Review of the admission nursing assessment
dated 12/27/12 noted Resident #3 required the
assistance of two staff for transfers. Fail risk
assessments completed 12/27/12 and 01/03/13
assessed Resident #3 with a score of 14 and
greater than 10 being high risk for falls.

The admission Minimum Data Set (MDS) dated
01/03/13 assessed Resident #3 as requiring
extensive assistance of two plus staff for
transfers. A noie dated 91/03/13 by the MDS
coordinator noted, "Resident states that she
requires two persons to assist her with transfers
fram the whaeelchair to bed." The initial care plan
dated 01/03/13 included the following problem
areas: Requires staff assistance and intervention
for completion of ADL (activity of daily living)
needs. Requires extensive assistance uiifizing
two staff members with approaches to this
problem area including refer to therapy services
as indicated and individual/caregiver education as
needed. At risk for falls related to new
admission, recent fall, history of previous falls,
ambulatory/incontinence, balance
problems/standing, balance problems/walking,
utilizes assistive device, decreased muscle
coordination, CVA, osteoporosis and

‘interventions

‘accident hazards as is possible; and each |
- resident receives adequate supervision
and assistance devices to prevent

plan of correction does not constitute
admission or agreement by the provider
of the truth of the facts alleged or
conclusion set forth in the statement of
deficiencies. The plan of correction is
prepared and/or executed solely because
it is required by provisions of federal
and state law”.

F 323 The Facility must ensure that the
resident environment remains as free of

accidents.

Resident # 3 was assessed for injurics at
the time of fall on 01/21/2013 and none
were found. Resident has no other falls.
Resident # 3 is now listed as a 2 person

total assist for transfers.

Residents who have had a fall in the
facility have a potential of being
affected by this alleged deficient
practice. The DON or designee will j
complete an audit of residents who have
fallen in the facility during the last 30 -
days to verify complete investigation
and implementation of appropriate
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psychotropics. Approaches to this problem area
included resident requires two perseon
assisttransfer at all imes.

Resident #3 was treated by a physical therapist

: from 12/28/12-03/21/13. On 05/22/13 at 3:00 PM

. a physical therapy assistant familiar with Resident
#3 stated Resident #3 had always required

assistance of two nursse aides with transfers.

Review of nurses notes in the medical record of
Resident #3 revealed an entry dated 01/18/13
which noted:

Delayed entry for January 14th, 2013, Nurse
Aide reported she was going to start getting
residents ready for bed. Nurse at nurses station
charting. Approximately one hour later the Nurse
Aide reperied that Resident #3 was sitting on the
ficor and that she needed help getting her up and
onto the bed. Asked Nurse Aide if resident had
fallen. The Nurse Aide assured the Nurse that
she had not fallen and that she tried to transfer
resident from the wheelchair to bed independently
and resident pivoted without difficulty then began
to teeter to the right and stated | can't do this and
sat down. Resident sat down on the Nurse Aide
and the Nurse Aide lowered her slowly to the
fioor. No injury reported. The resident did not hit
the floor. The resident saf totally on the Nurse
Aide and the Nurse Aide had to wiggle out from
under the resident. The Nurse checked the
resident's range of motion approximatety five
minutes later. Abie to move all exiremities as
moved previous. Resident did not complain of
pain o discomfort. Two Nurse Aides assisted

- resident to standing position. Resident pivoted 1o
the left and sat on the bed and the two Nurse
Aides assisted resident into a supine position.
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- The DON or designee will re-educate all |
Nursing Staff on following care planned :
| interventions to prevent further incidents
Land accidents. When a fall occurs, the
Interdisciplinary Team will verify an
accurate investigation has occurred and
appropriate interventions have been
implemented based on the results of the
investigation, Education will be
completed by June 20, 2013. Any nurse
'not receiving education by this date will
- be educated prior to next scheduled
shift.

The DON or designee will review
resident

incidents and accidents 4 times per
tweek for
- ]2 weeks to verify accurate
investigations

and appropriate interventions have
been

implemented.

Results of the data obtained during these
ireviews will be analyzed for trends and

reported to the Quality Assessment
Performance Improvement committee
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until the QAPI commitiee determines
| An interdisciplinary post fall report dated 01/21/13 substantial compliance has been 13
' was signed as completed by the Director of achieved and maintained. o0

. Nursing (BON). The summary of the
interdisciplinary team indicated, "Resident to be a
fwo person assist due to weakness. Care plan
updated by MDS nurse."

On 05/22/13 at 1:15 PM the DON and MDS
coerdinator reviewed the 01/18/13 nursing note in
the medical record of Resident #3 along with the
interdisciplinary post fall report. The MDS
 coordinator verified that, prior to the fafl on

- 01/14/13, Resident #3 required two staff for

- transfers. The MDS coordinator and DON could
not explain why this was not identified during their
assessment of the fall or why the same
intervention (two plus assist) was put into place to
prevent further falls of Resident #3.
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