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The facility t davel d impl t writh F226 pa
e facility must develop and Implement written R for resident #1 was .
policies and procedures that prohibit The incident fo
mistreatment, neglact, and abuse of residents investigated.
and misappropralion of resident property. All resident have the potential

1o be affected, All current daily
reports were audited to see if

This REQUIREMENT is not mét as evidenced any bruis?ng met the criteria to
by: be Investigated as abuse.
Based on tecard roviow, obsarvations, interviews The abuse investigation policy

with staff and family, the facility failed to report

was reviewed and found to he
and investigate Injurlas of unknown origin for one

i i licensed staff
of one rasident (Resident# 1.) appr?prlat?, so all :
was inserviced on reporting
The findings Ineluded: hruises of unknown orlgin, as
Review of the 14-Day M b t‘ Set (MDS) stated in the policy.
seosmont dato 14 o Data Bet nee will audit
Assessment dated 11/44/13 indlcated Resident # The DON or de_S‘gm A
1 was admitted to the facility on 10/26/13 with the incident repo
diagnoses that Includad hypertension, dementia, weeks to see if any bruises of

late effects of cerabral vascular diseass, and

unknown origin were not
muscle weakness. Further raview of the MDS

d, and act appropriately
revealed the resident required extensive rept')rte ted pprop
assistance for activities of daily living, including If warranted. , it will b
bed mobility, personal hyglens, transfers, and The results of this audit will be

toileting, and that she was frequently Incontinent
of bladder and bowe!. The same MDS revealed
the resldent was cognitively impalred with a Bref

reported to the next
Performance Improvement

i i ich
Interview for Cognitive Status score of 0., committee meetmg;t Whtt nded -
A review of the fagllity’s Abuse, Neglect, and meets monthly a‘? X saue
Misappropriation Policy, effective 04/2043 and - by the DON, administrator, the :

revised on 03/2013, revealad the following medical director, the RpH, and
statement, " Al allegations of abuse along with several department managers.
Injuries of unknown origin are reported -

immediately to the chargs nurse andfor

adminlstrator of the facility along with other
officlals fn becordande with State law through
[
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established guidelines. *  Additional review of the
same policy revealed that staff recaived ongolng
tralning regarding identification and prevention of
abuse, as well as information regarding what
constitules abuse and neglect. The policy
indicated that tralning on " Signs and Symptoms
of abuse (bruises, Injurles of unknown origin,
erying, fearful, Increased agitation, and
withdrawsal} " were Included In the staff tralning,
as well a3 when and to whom ta report abuse,

A review of tha physician’s orders revealed the
resident was taking Plavix on a daily basis,
Avreview of the Nursing Admission Skin
Evaluation (NASE} dated 10/29/13 revealed the
resident had reddened areas to the bultocks and
brulsing bilaterally on the upper extremities and
hands. The evaluation was signed by the Wound
Nurse and by Nurse # 1,

Revisw of the Weekly Skin Integrity Review
{WSIR) dated 10/20/13 revealed the resident had
soma brulsing upen admission on the right lower
amm about 3 inches by 3 Inches in size. The
same WSIR was signed by Nurse #1,

Review of the WSIR dated 10/30/13 indicated the
resident had bruises on the left arm: wrist area
and the lowsr right abdomen, Further review of
the assossmont ravealed the resident had "old
spots” on the front outer shins. The assessment
was signed by the Wound Nurse,

Review of the WSIR dated 11/07/13 Indicated the
resldent's skin was infact. No other notations
were made on the report regarding new or old
brulsing, and the report was signed by the Wound
MNurse,

Review of the WSIR dated 11/14/13 revealed the
residont had brulses on the backs of her left and
right hands, the back of the right arm, and the
back of the right thigh. There was no fusther
description of the bruises included in the report.

FORM CGS-2567(02-09) Provious Varsiony Obsolole

Event ID: Uwice 11

Fazilty ID: 923205

1f continuation shaed Page 2 of 9




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

PRINTED: 12/12/2013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES K1) PROVIDER/SUPPLIER/CLIA
--EFID PLAN OF CORRECTION IDENTIFICATION NUMBER:

345359

{32} MULTIPLE CONSTRUCTION
A.BUILDING

B.WNG

£X3} DATE SURVEY
COMPLETED

C
1172612013

HAME OF PROVIDER OR SUPPLIER

CREEKSIDE GARE & REHABILITATION CENTER -

STREET ADDRESS, CITY, STATE, ZIP CODE
84 STOKES STREET EAST
AHOSKIE, NG 27910

X410
PREFIX
TAG

SUMMARY STATEMENT OF DEFIGIENCIES
{EACH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY OR LSG IDENTIFYING INFORMATION)

el PROVIDER'S BLAN OF CORRECTION sy
PREFIX (BACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFIGIENGY)

F 228

Conlinued From page 2

The assessment was signed by Nurse #2.
Roview of the WSIR dated 11/24/13 indicated the
resldent had brulses and redness in the perineal
ared, Abox an the same WSIR report was
checked to indicate the reported areas were naw.
The assessment was signed by Nurse #2.
Review of the Nurse * s Notes dated 11/23/13 at
1:00 AM revealed the family of the resldent
complained that the resident had bruises that
were not there the day before. The Nurse's Note
was signed by Nurse #3.

Areview of the facllity ' s Grlevances/Concerns
for November 2013 revealed there was no
grisvance, concern, or report of brulses or an

injury of unknown origin for Resldent #1,

During an Interview with the Resident #1's
Responsibla Party (RP) on 11/26/13 at 10:48 AM.
the RP stated that the resident had bruising
located an the left outer thigh between ths hip
area and the knee which he had not seen on his
prévious visit. He stated he saw the bruising the
tast ime he visited at the facility on 11/22/13, and
further atated that there were other times when
ha noted new bruises on ihe resident while she
was in the facllity. He stated that he fell the
bruising might suggest either intentional or
uninteational abuse,

In an interview conducted with Nurse #2 on
11725113 at 4:40 pm, she stated that her
documentation of the brutses located on e back
of the cesident's right and left hands, as weli as
the bruise on the back of the right thigh were not
new brulses on her assessment (WSIR) on
11/14/13. In addition, she stated that her notation
of bruising and redness on the WSIR dated
1172113 indlcaled that new redness was present
in the resident's perineal area. She then added
that she falt the bruising noted at that time was
old. 8She explained ihat she falt no need to

F22%
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toptact the supervisor about the brulsing because
all the bruises wers old. .
During an interview with Nurse #3 on 10/25/13 at
5:40 PM, sha stated the bruising she described in
her Nurse's Note dated 14/23/13 al 1:00 AM was
old bruising, and that she did not feel she should
cantact a supetvisor to report it as an Injury of
unknown origln. She added thal the RP who had
visited that evenlng was very concerned about
the bruises and was very concerned in general
about the resident's cara,

During an intervisw with the Wound Nurse on
11/25/13 at 4:45 PM, she confirmed that she
Indicated there was a bruise noted on the
resldent's lower right abdomen on the WSIR
dated 10/30/13. She also stated she did not
know how a resident would typically recelve a
brulse in the lower right abdomen. In addition,
she statad the "old spots® noted on her WSIR
dafed 10/30/113 referred to "aga spots.™ She
stated that she did nol report the abdominal
brulsing to her supervisor. She then added that if
she suspected verbal, physical, or sexual abuse
of any kind on a resident, she would Immediately
contacl her supervisor so that action could be
taken to remove the resident from harm and so
that an investigation could be made. She also
slated that she had received abuse training In the
facility about one month ago.

An observation of inconfinent care by Mursing
Assistants #1 and #2 on 11726113 at 10:15 AM
revealed the resident had two quartar size light
biue bruises; one on the upper, outer thigh near
the hip, and one an the mid-level outer thigh area,
There was no redness and no brulsing noted on
the upper or fower inner thighs bilateraily, and no
bruising was observed on the resident’s back
fight thigh. Immediataly after the inconiinent care
was complete, an observation of the resident's

F226
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upper ams was made. There was a small light
bluedysliow bruise noted on the upper back arm
shaped like a pencil line, The brulse was
approximately 2 inches long and was dotted in
appearance.

During a second interview with the Wound Nurse
on 11/26/13 at 10:00 AM, she confirmed thera
was no bruising noted on her WSIR dated
1407/13. She also stated that the bruising noted
by Nurse #2 on the WSIR the following week
dated 11/14/13, Including the bruise on the back
of the right thigh, must have been new because it
had not been present on the WSIR dated
1107713,

11:.08 AM on 11/26/13, she stated that the entire
staff of the facility had received Abuse Tralning
during the month of August 2013 and added that
another in-servica tralning Is schadulad to take
placa on December 15, 2013, She explained that
all aspects of the Abuse Policy were included In
the fraining, including reporting injurles of
unkaewn origin, She elso stated that when
employees are hired, they receive Abuse Training
during the first three days of orfentation.

During an Intgrview with Staff Development
Coordinator (SOC) on 11/26/13 at 4:50 PM, she
provided sign-in sheets for abuse policy training
on the following dates: 08/04/13, 08/06/13,
00/06/13, 08/14/13, 08/15/13, 08/16/13, and
0812313,

During an Inferview with the Director of Nursing
(DON;j on 11/26/13 at 5:50 PM, she stated that it
is her expectation thal a nurse would contact her
about any multiple bruises or Injuries of unknown
origin so that a proper Invastigation could be
made. The DON also stated she was nol aware
of any injuries of unknown orlgin for Resident #1.
After the DON reviewad the Nurse's Notes dated

During an interview with the Abuse Coordinator at |
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/23143 at 1:00 AM which were signed by Nurse
#3, she stated that Nurse #3 had called her that
evening, but did nat mentian bruising or an injury
of unknown origin for the resident. She addad
that she would have come to the fagility on that
night if she had realized there was new bruising
on the resident, espacially if the resident's RP
was concemad. She also stated that she had
not been notified of any Injuries of unknown origin
at any tims since Resident # 1's admission,

F 312 | 483.25(m)(3) ADL CARE PROVIDED FOR F312
35=p | DEPENDENT RESIDENTS

—— L —_— DEé l
A . - F312
resident who is unabls to carry out activities of
daily living recelvas the necessary serviges to igt
malntain good nutrition, grosming, and personal The care for the specific
and oral hygiene, resident was provided.

Tralning on providing ADLs was

This REQUIREMENT s not met as evidenced provided to the licensed staff
by:

Based on chservations, record review and staff and CNAs .

interviews, the facllity failed to provide incontinent .
carg for 1 of 2 {Resident #1) sampled residonts The DON or designee (nurse)
that required assistance with Activities of Daily will audit 10/week for four

Living (ADL's). weeks of actual provision of

The findings Included: ~ ADLincontinent care to

- residents by CNAs. Remedial
1. Resident#1 was adimitted to the facllity on ye

10729413 with diagnoses that Included late effecls training will be provided

of cerebrat vascidar disease, muscle wezkness, immediately at point of care for
and damentla. The 14-day Minimum Data Sat b d o

(MDS) datod 11/14/2013 documented the errors observed.

resident raquired extensive assistance with
tolleting and that she was frequently incontinent
of bladder and bowel,
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During an observation on 14/25/2013 at 1:57 pm,
Incontinent care was provided by NA#1. Tha NA
removed the resident * s moderately saturated
briel. The NA wiped the perineal area with a
disposabla wipe from the front (perineum) to the
back (rectal) area, An ohsarvation of the wipa
revealed the resldent had been incontinent of
stool. The NA proceaded to wipe the front of the
perineal area (perineum) again with the stained
disposable wips towards the back (rectal) area,
The NA proceeded to pat dry the perineum in the
same front to back, back to front motion. The NA
then applied & dry incontinent brief,

On 11726/2013 at 2:10 pm, during an Interview,
NA#H stated she was aware that she should
change the wipe or clean with a different area of
the wipe. She further stated * 1 just got to be
mere caulious tha noxt time, "

During an interview on 11/25/2013 at 6:40 pm, the
Diractor of Nurslng (DON) stated she expacled
the NA* 8 to use the disposable wipes only for the
breakdown of the fecat matter, The DOMN further
stated she expected the NA * s to ensure proper
Infection control is malntained by wiping from
front to back with a single use of the disposable
wipe,

483.30(e) POSTED NURSE STAFFING
INFORMATION

The facility must post the following information on
a dally baasis:

o Facility name,

o The current date.

o The total number and the aciual hours worked
by the following categories of licenssd and

F3i2

reported to the next

F 356

The results of this audit will be

Performance improvemant
committee meeting, which
meets monthly and is attended
by the DON, administrator, the
medical director, the RpH, and
several department managers.
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unlicensed nursing staff directly responsibte for
resldent care par shift:
- Reglstered nurses.
- Licensed practical nurses or licensed
vecational nurses (as defined under State {avs).
- Certified nurse aides.
o Resident census.

The facillty must post the nurse stafiing data
specified ahovs on a dally beais at the beginning
of each shift. Data must ba posted as follows:

o Clear and readable format.

a in a prominent place readily accessible to
rasidents and visitors.

The facility must, upon oral or wiitten request,
make nurse staffing data available to the public
for raview at a cost not 1o exceed the community
standard.

The fagility must maintain the posted daily nurse
staffing data for a minimum of 18 months, or as
required by State law, whichever is graater.

This REQUIREMENT is not met as evidenced
by:
Based on observations and interview with staff

the facility falled to post the nurse staffing data on
1 of 3 days of the survey.

The findings included:

Observation during the initfal tour en 11/24/13 at
9:20 PM revealed thare was no postad nurse
slafling data for $1/24/13. Qbservation was made
of the dally nurse staffing sheet dated on11/24/13
that was blank.

5
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No residents were identified in
this citation. '

No residents were found to
have the potential to he
affected by this practice.

The policy was changed as to
the specific person {position}
responsible for posting this
information.

The DON or designee {nurse)
will audit this practice for one
week {7 days) to ensure the
information Is posted,

The results of this audit wili be
reported to the next
Performance Improvement
committee meeting, which
meets monthly and Is attended
by the DON, administrator, the
medical director, the RpH, and
several department managers.
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Cbservation on 11/24/13 at 1100 PM revealed
there was no posted nurse staffing data for
142413, Observation was mads of the dally

nurse staffing sheet dated on11/24/13 that was
blank,

Interview with the Director of Nursing {DON) on
11/26/13 at 8:37 AM revealed that the Registered
Nurse {RN) Supervisor is responsible for
completing and posting the daily nurse staffing
sheet by 9:00 AM each day. The DON further
stated that a Nurse callad out on Sunday and the
RN 8uperviser had lo work the cart and forgot lo
complete and post the dally nurse staffing. DON
further stated that It is her expectation that the
daily nurse staffing sheet s completed and

| posted by 8:00 AM each morning.

FORH C8-2567(02-99) Previcus Versions Gbsolale Event ID; UWKP1t Facility [0: 923205 if continuation sheet Pega 9of @




