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Mo deficiencles were cited as & result of the Plan of Correction Revision 6/24/14
complaint invesligation survey conducted on May
30, 2014, Event 1D #1LF311. The statements made on this plan of
F 241 | 483.15(a) DIGNITY AND RESPECT OF F 2411 correction are not an admission to and do
55=E | INDIVIDUALITY not constitute an agreement with the
The facility must promote care for residents in a alleged deficiencies.
mannar and in an environment that maintains or L .
enhances each resident's dignity and respect in To remain in compliance with all federal
full recognition of his or her individuality, and state regulation the facility has taken

or will take the actions set forth in the
plan of correetion. The plan of correction

This REQUIREMENT is not mef as evidenced constitutes the facility’s allegation of

by -

Based on observations, record review, siaff cam;tiinnf:e Elfch that all alleged .

interviews, and resident interviews, the facllity deficiencies cited have been or will be

falled to obtain permission from the residents or corrected by the dates indicated.

responsible parties o post signs regarding

confidential or personal Information about F241 Dignity and Respect of

rasident care for 3 of 28 rasidents sampled for Individuality

dignily (Resident #90, #62, #84).

Findings Included: For Resident # 90, #62, and #84 the leaf
next to their name plates were removed

On tour of the facility on S/27/14 at 10:15 AM a on 5-30-14,

red andlor green leafl was observed next 1o 3

residents' names located next to the entrance to Anv resident that scored 2 10 ar hi

resident rooms. Resident #80, #62, and #84 had “m?,rr fall assessment has the GEE'.I:‘E:]&: on

a rad or green leaf next to their name plates. The be affected pot ©

laf sign was observed an 52714 @ 1:10 PM, ¢ affected by the alleged deficient

/2814 @ 2:00 PM, 5/26/14 @ 09:15 AM, and practice, On 5/30/2014, all leaves were

5/30/14 @ 10:20 AM next to residents' names removed from all the name plates outside

outside the entrance to thelr rooms, resident rooms,

An interview with the (DON) Director of Mursing
on 5/28/14 j 2:40 PM revaaled that the facility

use /mﬂf’ f signage to ai'ﬂrl?lhh’ siaff to

msumrnﬂ/vptﬁﬁﬁj&wﬁm /7'sw REPREBENTATIVES SICHATURE /j " __/ éﬁ//{

Anr il atabermnl andfng with &h esteiak {*} denales & deficlancy which the Inalitulion may be Bxcused from comrecting mwﬁmg it is datermined that
alhergaffguards provide sufficient prolection o the palients, (Ses nstrucllons) Except for nuising homes, the findings stated above ara disciosable 90 days
feRowing lh& data of survey whether of not a plan of commeclion s provided, For nursing homes, the sbove findings and plans of correction are disclosabis 14
days follcwing the date these decumants are made avalleble ko the facllity. If deficlencles ane cited, an epproved plan of cofrection is requisite 1o continued
program participalion,
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stated that she had not requested or racaived
permission from residents to post the leaf
slgnage,

A review of the facilly's current admission packst
revaaled there was not a provision for getting
resident or responsible party permission for the
use of signage to identify confidential clinical or
personal informalion about the resident.

In an interview on 6/28/14 at 4:15 PM with the RP
{responsible party) for reslident #90, it was stated
that the RP had nol been informed of the
slgnificance of the leaf signage. Resident #20
was assessed as saverely cognitively impaired on
the MDS Quarerly review dated 324/14. The
residents' RP, who was the residents” POA
{Power of Attorney), stated that she had not given
parmission for tha facllity to place idenfifying
signage culside resident #90° 3 room,

In an interview on 528014 at 5:00 PM with
resident #62 the resident stated that he had not
given writlen or verbal permission for the facility
to post leaf signage outside his doar, The
resldent stated that he would prefer the leaf be
ramoved from beside his nams plate. Resident
#62 was assessed as cognitively Intact on the
MOS Quarterly review dated 5/02/14.

A review of the medical charl for residents #50,
#52, and #84 did not reveal a consent form giving
the facllily permisslon to use signage to
communicate personal information about the
resident.
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F 241 | Continued Frem page 1 F 241
rasldents with increasad fall risk. The DON
stafed that a leaf Indleated that the resident was
on the facility fall sk program, The DOMN further

On 6/24/14 the IDT Interdisciplinary team
were re-educated by the VP of Chinical
Operations regarding the placement of the
leaf signage on residents name plates.
The Falling Leaf Program has been
revamped to included consent for use of
the leaf as an identifier for a resident at
risk for falls:

Daily X one week, during morning
Environmental rounds, department heads
will observe for any signage on resident
doors. Weekly observation will take
place 3 times week X 2 weeks.
Variances will be taken to QA/QI for
review monthly, for 3 months,
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F 242 | 483.15(b) SELF-DETERMINATION - RIGHT TO Fz242] Individuality 8/

§5=0 | MAKE CHOICES

The resident has the rght to choose aclivities,
schedules, and health care conslstent with his or
her Interests, asssssmants, and plans of care;
interact with members of the communily both
inside and outside the facility; and make choices
about aspects of his or her life In the faclity that
are significant to the resident.

Thiz REQUIREMENT is not met as evidenced
by

Based on observations, stall and family
interviews and record reviews, the facility falled to
accommaodate a request fo change shower days
o allow for attendance to church senvices for 1 of
1 {resident #87) reviewad for cholces. Findings
included:

Resident #87 was admitted on 31513 with
cumutalive dlagnoses of dementia and lack of
coardination. The comprehensive MDS
assessment dated 1/16/14 resident #87 had
savara cognitiva impalment and required total
assistance with all of her activities of daily living.
The assessment also indicated that panlcipating
In religious services was Important o har. A
reviewy of the care plan dated 2/23M14 ndicated
resident #87 was encouraged to atiend activities
but made no mention of religious services
spacifically.

Areview of a cara plan conference summary
dated 4/22/14 Indicated a family member was
present and requested resident #87's shower
days be changed to accommaedate the
allendance of church services held Wednesday

FOfM CMS-256T(02-29) Previeus Versions Chaoleta

Event 10: ILF3IT

Far

5/28/14 Resident #87 shower days were
changed from Wednesday and Saturday to
Tuesday and Friday, to accommodate
residents’ choice to attend religious
services, The responsible party has been
notified of the change and agreed with the
change

All residents have the potential to be
affected by the alleged deficient practice.
On 6-16-14, the administrative team
verbally asked each alert and oriented
resident about their shower day
preferences. The responsible party was
notified with the same information for the
cognitively impaired residents. Of the 72
residents, one requested that her showers
be changed from evenings to the day time.
This was completed on 6-17-14.

An in-service was conducted on 6-23-14
by the Director of Nursing provided an in
service to Department Managers and staff,
The in-service topics included: a residents
right to choose activities, schedules and
healthcare consistent with his or her
interests, assessments, and plans of care.
The IDT (Interdisciplinary Team) were
re-educated regarding the grievance forms
and the follow through to ensure resident
choices were addressed in a timely
manner

The Administrator, Director of Nursingor ©

designee will monitor resident preference
in shower days and times during the
initial post admission care plan weekly X
4 weeks. Variances will be taken to
QA/QI for review monthly, for 3 months.
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Continuad From page 3
mornings,

Agrievance from was completed on 5/25/14 by
the family regarding her request to change
shower days o resident #87 could go to church,
Tha grievance stated that last week, resident #87
was crying going to the shower room because
she wanted o attend church. The nursing
assistant {NA) reported she could not changs
resident #87's shower days.

In an interview on 5/28/14 at 10:35 AM, a family
member staled resident #87 she visited resident
#87 a couple a fimes each week. Resldant #87
wias iylng in bed and had received her shower
and been to the beauty shop. Church services
were in progress within ear shof of resldent #87's
room. The family member stated she recently
requested resident #87 fo be up for church
services on Wadnssday's and her shower days
be adjusted.

In an Intervievw on S/28/14 at 11:20 AM, MA#1
stated she was not aware of a change of resident
#87's shower days to accommodate her
aftendance of the church services, MA #1 slated
rasldent #87 was on the st to go the the beautly
shop this morning 5o she got her up and did her
shower befora she went to have her hair done.

In an interview on 5/28/14 af 4:00 PM, the activity
director (ADY) stated she was aware that there
was a raquast to change resident #87's shower
days to accommaodatle a request fo attend church
services on Wadnesday mornings. The AD stated
she spoke with the staff last week and again
inday about the request but there had beesn so
much recent turn over in staif and staff was
inconsistent. The AD stated she put out the

F 242
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beauty shop ilst this morning. Residenl #87 was
to have her hair dyed as the family requested and
foday was the day the beauticlan was avallable to
doit. The AD stated the staff could hava the
scheduled her shower to allow her to go fo church
then have her hair done but that did not happen.
The AD stated the MDS nurse stated she would
address the request to changs her shower days
during the care plan meeting last month, The AD
stated she had the pastor go in and pray with
resident #87 before he laft after church services
today,

In an interdew on 5/28/14 at 0:40 AM, the MDS
nurse stated she recalled the care plan meesting
and the request to change resident #87's shower
days. She stated she discussed the request with
the director of nursing (DON;) after the care plan
meeting fast month.

In an interview on 5/28/14 at 10:25 AM, the
director of nursing (acting administrator) stated
she did not recall the MDS telling her anything
abowd 2 request to change resident #87's shower
days. The DON indicaled that she did recall
tedling the nursing staff to put reguest in weiling
such as on a grievance form and not just tell her
gsomething in passing. She further stated that
resident #87 had to right to change her shower
days at anytime. It was completely rasidant
cholcs as to when they received thelr showears,
The DON stated she received the griavance on
Tussday due to the holiday, acted on the raguest
yeslerday and spoke with the family vesterday as
wall,

483.20(b)(1) COMPREHENSIVE
ASSESSMENTS

Fa72

F 242

Farz
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The facilily must conduct initially and periodically
a comprehensive, accurale, standardized
reproducible assessment of each resident's
functional capacity.

A facility must make a comprehensive
assessment of a resident's needs, using the
resident assessment Instrument (RAI) specified
by the State. The assessment must include at
least ihe following:

ldentification and demographic information;
Customary routine;

Cognitive patterns;

Communication;

Wislon;

Mood and bahavior patlerns;

Psychosechal well-being:

Physical functioning and structural problems;
Continence;

Disgase diagnosis and health conditions;

Dental and nuiritlonal status;

Skin conditions;

Aciivity pursuil;

Medicationa;

Special treatments and procedures;

Discharge potential;

Documentation of summary information regarding
the additional assessment performed on the care
areas Wiggersd by the completion of the Minimum
Data Set (MDS); and

Decumentalion of participation in assessment,

F272

1

X 1D SUMMARY STATEMENT OF DEFICIENCIES ™ PROVIDER'S PLAN OF CORRECTION oy
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F 272 | Continued From paga & 6/27/14
1

F272 Comprehensive Assessment

Resident # 84 Care plan and resident care
card has been reviewed and revised by
MDS nurse on 5-30-14 i

Any Resident identified on the MDS as
having a deficit in eating is at risk for the
alleged deficient practice.

-6/23/2014 the MDS nurse completed
audit on resident care cards and care plans
to ensure both reflected care of the
resident. Resident Care Cards and Care
plans will be corrected as needed to
accurately reflect resident’s needs by
6/23/2014.

An in-service was conducted on 6-23-14
by the Director of Nursing or Designee
for therapy, licensed nursing staff, and
nursing assistants. The in service topics
included special needs equipment and
how it is relayed to nursing staff via care
plan and care cards.

Random audits will be completed to
ensure the care card reflects the care plan
of the resident. 7 random audits x |
week, then 2 random aundits x 2 weeks and
them Variances will be reviewed and
revisions made at monthly QA/QT
monthly, for 3 months.

FORM CME-2567(02-33) Frevious Venlons Obsalele Ewvant 10 1LF31
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Continued From page §
This REQUIREMENT Is not met as evidanced
by:

Based on chservations, staff interview and
racord review, the facility failed to identify
functional Imitations for a resident with impaired
abilty to feed him-salf whan identiled on his
comprehensive annual azsezament for 1 of 18
residents reviewed for assessmants. Findings
included:

Resident #84 was admitad on 11/21/11 with a
diagnosis of cerebral vascular accident. The
quarberly Minimum Data St (MDS) dated 4/22/14
Indlcated severe cognitive impairment and imited
assistance for eating. Tha care plan was recantly
updated 3/21/14 and did not address of
assistance with ealing. The undated Resident
Care Card in front of the ADL flow record
indicated resident #84 was a set up only for his
meals.

Resident #84's last annual comprehensive MDS
azsessment dated 10/3/13 indicated he requirad
supervision enly with eating. The Care
Aszessment Area (CAA) for his ADLs indlcated
resident #84 needed only supsrvision but the
nutriticnal CAA indicated residant #84 was unable
to feed him-self without physical assistance,
Thers was no care plan for assistance with meals
and the Resldent Care Card lecated in front of the
ADL fiow record indicated resident #84 was a set
up ondy for hig meals

A dietary quarterly assessment dated 4/7/14
indicated a mild weight loss and slaff wera
facding resident #84,

The most recent care conforence dated 520014
indicated there wers no new nursing issues,

Farz
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Continued From page 7

resident #84 was on a regular diet and had o be
fad, A resident representative was invited to the
cara plan conference but they did not attend, The
MDS nurse conducted the care plan conference,

I an cbaarvation on 5/27/14 at 12:36 PM,
rasident #84 fed him-zelf without any assislance
or adapfive equipment. Food was obsenved on
the table, in his lap and on the floor, Resldent #84
ate the food he was able fo reach using lefl hand
off tha lable and his lap. He was alzo obsarvad
atternpling to eat the plastic contalner his desert
was served In.

In an Interview on 527114 st 12:40 PM, NA#3
stated resident #84 was able to feed him-sealf
without any assislancs. She stated she obtained
har information about carng for a resident from
the Resldent Care Card in front of the ADL fow
records and that resident #84 was a sel up only.
MA #3 did not nolice or Intervene while resident
#84 was eating from off the labla.

In an infervew on 5/28/14 at 8:15 AM, MA#1
stated she fed resident #84 his breakfast, She
stated resident #84 had good days and bad days
and today was a bad day for him,

In an interviaw on 5/29/14 at 9:40 AN, the MDS
nurse stated that when a rasidant was coded as
Himiled assistance on the MDS, it meant they
required hands on aszistance and not just verbal
cueing. The MDS nurse stated at the time of tha
quarterly assessment on 4/22/14, sha should
have Identified and care planned the need for
assistance with eating while the previous MDS
nurse should have identified and care planned on
the comprehensive MDS assessment 10/3/13,

F 272
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58aD | PARTICIPATE PLANMING CARE-REVISE CP

The resident has the right, unless adjudged
incompetent or otherwise found fo be
incapacitated under the laws of the State, to
participate In planning care and ireatment or
changes In care and fraaiment.

Acomprehensive cara plan must be developed
within 7 days afler the completion of the
comprehensive assessment; preparad by an
interdisciplinary team, that includes the aftending
physiclan, a registered nurse with rasponsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's neads,
and, fo the exient practicable, the participation of
the resident, the residant's famlly or the resident's
legal representative; and perodically reviewad
and revised by a team of qualified persons after
each assessment,

This REQUIREMENT iz not met as evidenced
by

Based on observations, staff interviews and
record reviews, the facllity falled to care plan an
upper extremity splint for a resident with a decline
in ROM {resident #87) for 1 of 18 reviewed for
care planning. Findings Included;
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F 272 | Confinued From page & F 272 E{’; 27/14
in an interview on 5/29/14 at 10:25 AM, the acting ]
administrator Indicated her expectation would F 280 Right to Participate in Care
have been that resident #84 was acourately Planning
assessad and, care planned for eating
assistanca. Resident #87 was evaluated by
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F 280

Occupational Therapist 6/2/14 and is
currently on Occupational Therapy
caseload for staff education for
donning/doffing splints,

Any residents with orders for splints have
the potential to be affected by the aIIeged
deficient practice,

Those residents Care plans and Resident
Care Cards will be reviewed by MDS
nurse and updated as needed by 6/25/14.

The facility has completed a whole house
chart and room audit to identify orders for
splints and potentially splints utilized
previously without orders. This was
completed on 6/2/14. Any splint identified
without orders, resident was referred to
therapy.

An in-service was conducted 6-23-14 by
the Director of Nursing or Designee,
Those who attended were therapy and all
licensed staff to re educate
communication of special nesds
equipment.

The Director of Nursing designes will
validate splint orders during risk rounds
by checking orders against the Treatment
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Resident #87 was admitted on 315113 with
cumulativa diagnoses of dementia and lack of
cocrdination. A review of the physician orders
revealed an order dated 1/12/14 for resident #57
to be fitked for a right upper extremity resting
hand splint and elbow extension splint. The splint
was lo be worn B hours on and 2 hours off. An
annual comprehensive MDS assessment was
completed on 111614 for resldent #87 which
acknowledged a funclional impaiment to the
upper extremily and indicatad the OT senvices
were provided, Occupational Services conlinued
untl 2/14/14 at which time the discharge
summary indlcated that reasident #87 had
davelopad ineraased eloow flaxion contracture to
her right upper extremity requiring an elbow
extension splint and hand splint. The summary
indicated education was done with a nursing
assistant, two nurses and a reslorafive side, A
splint schedule was signad and dated by the staff.
A Restorative Splint and Brace Program Dally
Record was also provided by therapy and dated
2114114 with signatures of the staff in-sericed,

The most recent quarterly Minimum Data Set
(MOS} dated 4M16/14 indicaled resident #87 had
sevara cognitive impairment, required lotal
assislance for all activities of dally living (ADLs)
and had funclicnal limitations to the upper and
lower extremities. A review of the care plan dated
2723114 did not Inchude a care plan for range of
motion, splinting or contractures, The care plan
was not updated with the 4/16/14 quartedy MDS
assessment. The Resident Care Gard In front of
the ADL flow shaets was nof dated and did not
indicate resldent #87 was to have a splint to the
right elbow and right hand. The ADL flow sheet
also did not indicate splinting was ordered for
reslkdent #37,
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In an observation on /2714 at 3:20 PM, resident
#87 was observed in bed, The right upper
sxtremity was cantracted with her fingers also
confracted and entangled In her halr. Resldant
#87 had ROM of the shoulder and reached for the
surveyor, There was no chservad splint ta the
right elbaw or ight hand. The room did not reveal
a splint lying amywhere observable.

In an intarview on 5/27/14 at 4:00 PM, nurse #1
staled resident #87 had a conlracture to har right
hand but was did not have an ardarad splint.

In an interview on 5/28M4 at 11:20 AN, nursing
assistant (MA) #1 stated resident #87 did not
have a splint ordered for har right upper extremity
but she did ROM when her bathing. MA#1 stated
shewant by what Is on the Resldent Care Card In
front of the ADL flow records,

In an Intervlew on 6/28/14 at 520 AM, the
rahabilitation director stated resldent #87 had an
albow and resling hand splint since Fabruary
2014, She stated the slaff was provided
in-sanvicing ard tseching on the application of the
splint and it was turned over to restorative
senices. She slated a copy of the forms was
given to the MDS nurses,

In an interview on 5/29/14 af 9:40 AM, the MDS
nurse siated the MDS nurse does not updata the
Residant Care Card in frant of ADL flow sheets.
She stated the nurses on the foor wers
responsible for kesping It updated but thal was
where the aides went {o look to ses how to cara
for a resident. She stated as the MDS nurse, she
was rezponsible for updating the care plan,

F 280
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In an observation on 5/29/14 at 10:25 AM, f
resident #87 was in an activity with no splint
observed fo the rght upper extremily wera F312 ADL Care Provided fo
chserved faxed with the hand to her face and Dependent Residents

fingers curled inward,

In a second interview on S/29/ 14 at 2:00 PR, the
MOE nurse was unable to provide any splinting
documentation for resident #87, The MDS nurse
stated rasident #87 was not on the list for
services and therefore not care plannad for ROM,
The MDS nurse stated resident #87 should have
been care planned for restorative services,
conlraclures and a decreased ROM.

In an intarview an 5/30/14 at 2:10 PM, the acting
administrator indicated the expectation would ba
for resident #87 to have been care planned for
the decreased ROM with splinting.

F 3121 483,25(a)(3) ADL CARE PROVIDED FOR

55=p | DEPENDENT RESIDENTS

A resldent whao is unable to carry out activities of
daily living receives the necessary services lo
maintaln good nutrition, grooming, and parsonal
and oral hyglene.

This REQUIREMENT s not met as evidancad
by

Based on observations, staff Interdaw and
record review, the facility falled to provide nesded
eating assistance for 1 of 1 resident’s (resideni
#1184} reviewad for activities of daily living.
Findings included:

Resident #84 was sdmitted on 11/21/11 with a

Resident # 84 Care plan and resident care
card has been reviewed and revised by
MDS nurse on 5-30-14

Any Resident identified on the MDS as
having a deficit in eating is at risk for the
alleged deficient practice,

-6/23/2014 the MDS nurse completed
audit on resident care cards and care plans
to ensure both reflected care of the
resident. Resident Care Cards and Care
plans will be corrected as needed to

F a42| accurately reflect resident’s needs by
6/23/2014,

An in-service was conducted on 6-23-14
by the Director of Nursing or Designee
for therapy, licensed nurses and nursing
assistants regarding the referral process
for changes in residents eating assistant
needs,
Director of Nursing or designee will
monitor this using the risk rounds and 24
hour reports to identify any referrals to
therapy for eating assistance. This will be
completed daily X 2 weeks, weekly X 4
weeks then monthly, Variances will be
reviewed and revisions made at monthly
QA/QI monthly, for 3 months,
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diagnosls of cerebral vascular aceident, The
quarterly Minfmum Data Set (MDS) dated 4/22/14
indicated severe cognitive Impalment and limited
assistance for eating, The care plan was recantly
updated 3/21/14 and did not addrass of
assistance with eating, The undated Resldent
Care Card in front of the ADL Row record
indicated resident #84 was a set up only for his
meals.

Oceupational therapy (OT) services worked with
resident #84 from 1/30/14 to 3514014 for
rositioning in his wheelchair, The discharge
summary indicated resident #84 was able to feed
him-gelf with minimal assistance. There was no
referral or recammendations,

Adistary quarterly assessment dated 4/7M4
indicatad a mild welght loss and staif were
feeding resldant #84,

A revlew of the weights for resident #84 over the
last 6 menths ravealed minimal weight loss and
varialions were Inconsistent,

The most recant care confarence dated 5/20/14
indicated there were no new nursing issues,
reshient #84 was on a regular dist and had to he
fed. A resident representative was invited 1o the
care plan conference bul they did not attend.

I an observation on 5274 at 12:35 PM,
resident #84 fed him-self without any assislance
or adaptive equipment. The roast, potatoes and
broceoli with chesse were observed on the labls,
in his lap and on the floor, He was only provided a
knife and & fork to eat with. Residant #84 ate the
foad using the fork but eventually sal the fork
down and using his left hand ale the food from
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tabls top and his lap, He was then obsarved
atlempling to eat the plastic container his brownle
vas servad in. There were dwo nursing assistants
{MNA) In the dining room al the ime, One MA
noticed resident #84 attampting to eat the plastic
confainer and intervened, She stated she worked
the other hall was unfamillar with resident #84,

In an interview on 512714 at 12:40 PM, NA #3
shated resident #84 was able o feed him-self
without any assistance. She stated she oblained
her information about caring for a resident from
the Resldent Care Card in front of the ADL flow
racords and that resident #84 was & set up only,
MA#3 did not notice er intervena while resident
#84 was ealing fram off the fabla.

In an Interview on 5/28M14 at 815 AM, NA#1
stated she fed resident #84 his breakfast. She
stated resldant #84 had good days and bad days
and today was a bad day for him.

I an observation on 528M4 at 12:356 PM,
resident #84 was feeding him-self, He had a
spoon he was using to eat mashed potatoes and
cooked cabbage. The food was agsin cbserved
on the table on the right side of his plate and in
his lap, In his lap was alzo noted a cookle stil
contalned In s plastic wrapper. At 12:40 P\,
rasident # 84 dropped his spoon on the floor,
After atternpling to reach i, he picked up his knife
and attempled to eat his cabbage using the knifa,
At 12,45 PM, resident # 84 laid the knife down
and began eating with his fingsrs. MA #1
approached resident #84 and retrieved the cookie
from his lap and removed the wrapper and laid
the cookle on a napkin to the left side of his plate
and walked away. He picked up two pink packs of
arlificial sweelanar lylng beside the cookls,

F 312
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Reaching again, he was sble to grasp the cookie
while holding the artificial swestener. Resideni
#84 began biting the artificial swealenar packs
arnd cookie together and was unable to get any of
the cookie into his mouth, NA#1 was observed
approaching resident #84 and removed the
cookle and the swestener from his hand. She
removed his clothing protecter and wheelsd him
from the dining room.,

I an Interviaw on 529714 at 9:40 AM, the MDS
nurse stated no assistance was given to resident
#84 on 5/26/14 when she obsarved him during
his lunch meal and sha did not identify any neads
with eating at that ims. The MDS nurse stated i
a resident was obsarved with food sliding from
the plate onto the table or tap, it would indicated a
need for assistance or an evaluation for adapiive
equipment. The MDS nurse: stated if resident #84
was observed attempting to eat non-edibla ifams,
staff should have intervenad and stopped and fed
resident #84,

In an interview on 5/28/14 at 10:258 AM, the acling
adminisirator indleated her expectation would
have been that resident #84 received assistance
with his meals and re-gvaluated for current
funclional needs,

482.25(a)(2) INCREASE/PREVENT DECREASE
IM RANGE OF MOTION

Based on the comprehensive assessmant of a
reskdent, the facility must ensure that a resident
wilh @ limiled range of motion receives
appropriate freatment and zemvices lo increase
range of motfon andfor lo prevent further
decrease in rangs of motion,

F 312

Faig

FORM CMS-258T102-99) Previous Versions Obsolets EventiD; 1LF31

Faclhly iD; B23000

i continuatlon sheel Paga 15 of 20



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 06M2/2014
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB MO, 0938-0381
STATEMENT OF DEFICIENCIES 1) PROVIDERSSUPPLIERAGLM {32 MALTIPLE CONSTRUGTION (X3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFIGATION MUMEBER: A BULDING COMPLETED
c
345173 a8, WNG OB3f2044

NAME OF PROVEIER OR SUPPLIER

EMERALD HEALTH & REHAB CENTER

STREET ADDRESS, CITY, 5TATE, ZIF CODE
54 RED MULBERRY WaAY
LILLINGTOMN, NC 27648

This REQUIREMENT is not met as evidenced
by:

Basad on observations, staff and family
interviews and record review, the facillty failad to
apply resting hand splint and an elbow splint s
ordered by the physician to prevent a decline in
range of motion {ROM) for 1 of 3 residents
(resident #87) reviewed for ROM. Findings
Inchided:

Resldent #87 was admitted on 3115713 with
cumilative diagnoses of dementia and lack of
coordination, Tha most recent quarterly Minimum
Data Set (MDS) dated 4/16/14 indicated rasident
#87 had severe cognitive Impalrment, required
total assistance for all activities of dally living
{(ADLs) and had funclional limitations to the upper
and lower exframifies. The MDS indicated
raslidant # 87 was raceiving physical therapy (PT)
sanvices, no occupalional therapy (OT) sarvices
and no restorative services for spiinting. A review
of the cars plan dated 2/23/14 did net include a
care plan for range of motion, splinting or
confraciuras,

The first documented evidence of 2 concern
related to the right arm was an occupational
therapy evaleation only completed 5813 which
indicated rasident # 87 exhibilad evidence of right
upper extremity contracture dsk bul no
documented interventions. The quarterly MDS
dated 7/15/13, indicated Impaired upper axiremity
ROM, Areview of the submitted MDS
assessmenls from 520013 to 8/6/13 indicated
rasident #87 was recsiving PT for the lower
extremilies and no other therapias,
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i

F318 Increase/Prevent Decrease in
Range of Motion

Resident Care plan and Resident Care
Card for resident # 87 has been reviewed
and updated by MDS nurses and updated
by MDS nwses to accurately reflect
ordered use of upper extremity splint on )
6/3/2014 by MDS nurse.

Any resident with splints has potential to
be affected by this alleged deficient
practice. All Residents with orders for
splints will have Care plans and Resident
Care Cards reviewed and updated as
appropriate by MDS nurse by 6/25/14.

CNA staff will be in-serviced on proper
application of splints by rehab and MDS
nurses, how to  document splint
application, and where splint
documentation is located by 6/23/14.

Random audits of the ADL flow records
for splint application will be completed

daily x 2 weeks, weekly x 4 weeks then

monthly. Variances will be reviewed and
revisions made at monthly QA/QI
monthly, for 3 months,

1
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A Reslorelive Funciional Data Collection and
Decision Forms were completed on rasident # 87
by the MOS nurse on 7/15/13 and again on
8/6113. Both forms indicated multipla joint
limitations to include the right elbow and right
wrlst and fingers. Both forms also indicate that
rasident #87 was working with therapy, The MDS
nurse did not Indicate what type off therapy and
for what reason,

A Therapy Referral Form dated 1015/13 was
completed by the same MDS nurse for resident #
87 due to a right upper extremity contracture. The
OT evaluation form datad 10/15/13 indicated
reskient #57 had developad increased tone in the
right elbow and hand held in a fisted position.
Services wers indicated with the focus of
restoration and compansation,

& review of the physician orders revealad an
order dated 113714 for resident #87 to be fitted
for & right upper extremity rasting hand splint and
elbow extenslon splint. The splint was to be worn
§ hours on and 2 hours off,

Oceupational Services continued until 2H4/14 at
which time the discharge summary indicated that
resldent #87 had developed increased elbow
flaxion contraciure to her right upper extremity
requiring an efbow exienalon splint and hand
eplint. The summary indicaled education was
done with a nursing assistant, two nurses and g
restorative alde. A splinting schedute was signed
and dated by the staff, A Restorative Splint and
Brace Program Daily Record was also providad
by therapy and dated 2/14/14 with slgnatures of
the slaff in-senviced,

In an observalion on 5/27/14 at 3:20 PM, resident
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#87 was abserved in bed with the right uppsr
axtremity flaxed with her fingers alse flexed and
entzngled in her hair, There was no observed
splint to the right eloow or right hand. The room
did not reveal a splint lylng anywhere observable,

in an Interview on 5/27/14 at 4:00 PM, nurse #1
stated resident #87 had a confracture to her fght
hand but was did not have an orderad splint

in an observation on 6/28/14 at 8:30 AM, a
physical therapist was obzerved in the room. Ha
stated he was uncertain where hsr hand splint
was but he was going to check with OT, He
stated he was working on her bilateral lower
axtramities only,

In an Interview on 6/28/14 at 10:35 AM, a family
member slaled rasident #87 was supposed to
have a splint to her right hand but she had not
seen it on her In a long me. The family member
stated she visited resident #87 a couple a times
each week. There was no observed splint on
resident #87 s right upper extremity and the arm
was observad flexed with the hand to her face
and fingers cured inward.

In an Interview on 5/28/M14 at 11:20 AM, nursing
assistant (MA) #1 stated resident #87 did not
nave a spiint ordered for her rght upper extremity
but she did ROM when her bathing,

in an observation on 5/28/14 at 4:00 PM, residant
#87 was sitting up in a wheelchalr in a common
areq, There was no obssrved splint to har dght
upper exiremily and the arm was observed flexed
with the hand to her face and fingers curled
ireard,

Fata
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In an Interview on 5(29/14 at 9:20 AM, the
rehabilitation director stated resident #87 had an
efbow and resting hand splint sincs February
2014, She stated the staff was provided
in-servicing and teaching on the application of tha
splint and It was tumed over to restorative
senvices,

In an Interview on 522714 at 9:40 AM, the MDS
nurse stated she had bean in her position for
about 2 months but she was aware that
rastorative alde does splinting and the MDS
nurses ware responsible for the restorative case
load,

In an observation on 5/28/14 at 10:25 AM,
rasident #87 was in an aclivity with no splint
obsarved to the right upper extremity and the arm
was observed flexed with the hand to her face
and fingers curled inward,

In an interview on 5/29/14 at 1:40 PM, the
restorative alds (RA) stated all aldes were
consldered restoralive aides, Each alde was now
responslble for anything the resident nseded,
The RA stated she had an assignmant today but
was pulled off of i teday to teach splinting for
resident #87, The RA stated she found the splint
in resident #87's room in her bedside table,

In & second interview on 529/ 14 at 2:00 PM, the
MDS nurss was unable lo provide any spliating
documentation for resldent #87. The MDS nurse
stated she had a list of resident who weare
receiving restorative services. The MDS nurse
slaled resident #87 was not on the list for
sanvicas,

In aninfendew on B/28/14 at 4:40 PM, NA 2

F 318
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stated first shift staff was responsible for applying
the spiint on resident #87. She stated she was
not aware of a splint schedule for resident #87.
In an interview on 5/30/14 at 2:10 PM, tha acting
administrator stated all aides were respensible for
restorative services as ordered with oversight by
the MDS nurses. The expectalion would be for
residant #87 to have splint in place as orderad
wilh eversight and documentation.
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