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The facility must promote care for residents in a
manner and in an environment that maintains or
enhances each resident's dignity and respect in
full recognition of his or her individuality.

This REQUIREMENT is not met as evidenced
by:

Based upon observations, and staff interviews,
the facility failed to promote residents dignity by
not serving and assisting dependent and
cognitively impaired residents during meal
observations in 1 of 1 dining room, while other
residents in the same dining room were engaged
in meals.

Findings Include:

A lunch meal observation occurred in the main
dining room on 12/12/11 at 12:26 PM. There
were two residents seated at a dining table
located in the middie of the dining room. Each
resident had a meal tray placed it front of them.
A Nursing Assistant (NA) was assisting feeding
one of the residents. The NA completed feeding
the resident and began feaeding the other resident
at 12:46 PM.

A lunch meal observation occurred in main dining

room on 12/13/11 at 12:24 PM. There were three
residents seated together at a dining table
located next to the entrance into the dining room,
One resident had his meal fray served and was
eating his food. The other two residents did not
have a meal tray served. The second resident
wa served his meal at 12:37 PM and began
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Preparation and/or execution of this plan of
correction does not constitute admission or
agreement by the provider with the statement
of deficiencies. The plan of correction is
prepared and/or executed because it is
required by provision of Federal and State
regulations,
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feeding himself. The last Resident was served
his meal tray at 12:39 PM. The NA began
assisting feeding this Resident at 12:39 PM.

A lunch meal observation occurred in main dining
room on 12/13/11 at 12:24 PM. There were two
residents seated at a dining table next to the
kitchen. Each resident had a meal tray in front of
them. One resident was independently feeding
herself. The ofher resident had a meal fray in
front of her, A NA had begun to feed the second
resident at the table at 12:45 PM.

A record review of the minimum data sets for
cagnitive status and eating ability were reviewed
for the residents observed having to wait for their
meals during the dining observations. All
residents were at a poor cognitive status. Their
eating ability required extensive to total
assistance at meals. One resident required
supervision at meals.

An interview with NA#1, on 12/14/11 at 11:18 AM
revealed staff attempted to give independent
residents their meal tray first and gave dependent
residents their meal tray last. NA#1 indicated that
sometimes staff could not control the way seme
meal trays should be passed out by other staff,

An interview with NA#2, on 12/14/11 at 11:32 AM,
revealed the dining room goal was to sit
dependent residents together to be fed at the
same time, but there were some residents that
want to sit in certain places. There was no
strategy in place for assisting dependent
residents while independent residenis were
eating at a dining table.

* Dependent and cognitively impaired

residents in the facility dining room
were served and assisted with meals
while other residents in the facikity
dining room were engaged in meals.
Dept Heads are assigned to dining
room dufy daily to assure meals

were served to dependent and :
cognitively impaired residents at the |
same time as others in the dining r
YOOI, ‘

o,

Daily Quality Assurance monitoring
will be conducted by Dept Heads 67
within the facility to visualize no
other areas of concern identified as
related to a dignified dining
experience for current dependent
and cognitively impaired residents.
Nursing staff were educated on the
facility policy and procedure for
dining services as to promote a
dignified dining experience for
dependent and cognitively impaired
residents. Dept
Head,/Supervisor/Manager on Duty
will monitor daily each meal.
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An Interview with the Dietary Manager, on
12/14111 at 11:54 AM, revealed the NAs passed
oul meal trays. They iry to seat the dependent
residents together fo be fed at same time. If the
dependent residents were sitling with
independent residents, the goal was to assist
feeding the dependent residents.

An interview with NA#3, on 12/15/11 at 10:45
AM, revealed staff try to seat all dependent
residents together but sometimes this did not
work out. She would ask a dependent resident if
it was alight to provide the independent resident
their meait first.

An interview with the Director of Nursing, on
12/15/11 at 11:17 AM, revealed she had
in-serviced her staff on feeding assistance in the
dinlng room. She indicated some residents
preferred to skt In certain places, if an
independent resident preferred to sit with a
dependent resident, the NA staff would wait last
to serve those {ables. The meal trays were
expected to be served at the same time. The NAs
would then assist the dependent residents. She
would not expect for dependent residents to be
served food without feeding assistance, while
other residents were engaged in eating at a
dining table.

483,15(b) SELF-DETERMINATION - RIGHT 7O
MAKE CHOICES

The resident has the right to choose activities,
schedules, and health care consistent with his or
her interests, assessments, and plans of care;
interact with members of the community both
inside and outside the facility; and make choices
about aspects of his or her life in the facility that

F 241

F 242

3. ADMIN/DON will conduct Quality
Improvement (QI} monitoring of
dignified meal experience will be
conducted 5 x weekly for 4 weeks,
then 3 x weekly for 4 weeks, then 1
x weekly for 4 weeks, and then 1 x
monthly for 9 months.

4.  ADMIN/DON will report results of
QI monitoring to the Risk
Management/Quality Improvement
{(RM/Q1) Committee monthly x 12
months for continued compliance
and/or revision.
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are significant to the resident.

This REQUIREMENT is not met as evidenced
by:

Based on observation, resident and staff
interviews, the facility failed to honor 1 {Resident
#42) of 1 sampled resident ' s choice to be out of
bed prior to smoking scheduled time.

Findings include:

Resident #42 was admitted to the facility on
07127107 and readmitted on 08/11/10.
Cumulative diagnoses included quadriplegiz and
spasticily of all extremities.

Review of the quarterly Minimum Data Set (MDS) -
assessment, dated 10/21/11, revealed the
resident was alert and orient, had no moods or
behaviors. The assessment indicated Resident
#42 did require total assistance from staff for
transfers; dressing; eating; tolieting; bathing; was
able to be independent with locomotion In the
facility; and, had limited range of motion in all
extremities. Further review of the MDS did not
reveal the resident refused care or services.

During the suivey, the facility was observed to

announce over the paging system the times for
“smoking at 9:30 AM; 11:00 AM; 1:30 PM; 3:30

PM; and 6:30 PM.

On 12/14/11 at 8:55 AM, an observation was
made of the resident sitting up in his motorized
wheelchair being fed by Nurse Aide (NA) # 5.
The resident confirmed he was ready for the day.

On 1214111 at 9:30 AM, an observation was

- bed prior to the next scheduled
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smoking time. CNA’s assignment
sheet and care tracker profile was
update to resident’s preference. .
Dept Heads will monitor within the |
facility daily to visualize no other
areas of concern identified as related ‘
to current residents requiring
assistarice who choose to be out of
bed prior to a scheduled smoking 1
time. Current residents who smoke \\\1/\\
have been interviewed to identify 0

their preference to be up prior to the
first scheduled smoking session.

Those residents profile have been ‘
updated in care fracker. Current
nursing staff was educated on the
facility policy and procedure for
residents rights to proinote that
residents requiring assistance are out
of bed per their choice prior to a.
scheduled smoking time.
ADMIN/DON will conduet QI
monitoring of residents that want to
get up for the first smeke break are \ﬂ/
up 5 x weekly for 4 weeks, then 3 x D\\\'b
weekly for 4 weeks, then 1 x weekly
for 4 weeks, and then T x monthly
for 9 months.

ADMIN/DON will report results of
QI monitoring to the Risk
Management Quality Improvement
Commitiee monthly x 12 months for 1/\\‘1»‘
continued compliance and/or D\\\
revision.
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made of Resident #42 exiting the building to
smoke.,

Aninterview, on 12/14/11 at 2:44 PM, was
conducted with NA #1. The NA indicated the
resident liked fo go out at the scheduled smoking
times during the day.

On 12/15/11 at 9.40 AM, an observation was
made of the resident in bed. Resident #42 stated
no one had gotten him up yet and he was missing
the first smoking break. He relayed that it
happened a lot because he felt they did not have
enough staff. Resident #42 continued when they
did get him up, it will be oo late to go out to
smoke and he will have to wait until the next time.
He indicated the issue happened often enough
that is really does upset him, He reiterated It
upsets him that he can 't gat up when he wants
or go to smoke when he wants.

A continuous observation began at 9:40 AM. No
nursing staff was noted fo access the Resident
#42' s room between 9:40 AM and 10:10 AM,

On 12/16111 at 10:10 AM, an observation was
made of Resident #42 ' s call light to be on. The
Directar of Nursing (DON) was observed {o
answer the call light and to return to the nursing
station to check on NA assignment. The DON
stated the NA was in a room giving care.

On 12/15/11 at 10:25 AM, NA#5 and NA #3 were
observed fo go into the resident ' s room and
closed the door,

Aninterview, on 12/15/11 at 10:45 AM, was
conducted with NA #5, who confirmed she was

F 242
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assigned to Resident #42 on this date. NA#5
confirmed the resident did ke fo be able fo go
out at tha first smoking time. When asked why
he was not able to be up earlier this date, she
stated she had been busy with and had been
unable to get to him to get him up. NA#5
indicated on some days if the resident was not
feeling good he would not get up early. When
asked if that was the reason he was not up to
day, NA #5 said no.

On 1271511 at 10:47 AM, Resident #42 was
observed up in his motorized wheelchair, sitting in
the hallway and confirmed he was walting for the
next smoking time.

An Interview, on 12/15/11 at 10:55 AM, was
conducted with NA #2. She confirmed Resident
#42 liked to be up in time to go out to smoke at
the 9:30 AM scheduled time.

Review of the resident ' s medical record did not
reveal any documentation Resident #42 refused
care. The medical record did not indicate the
rasident went out at different times to smoke.

Aninterview, on 12/15/11 at 11:10 AM, was
conducted with the Director of Nursing {DON)} in
the presence of the administrator. She relayed
when he put his light on she gave the information
to the NA and he was {aken care of. The
Administrator indicated sometimes the resident
refused to get up when staff was avallable. The
Administrator continued that if the resident did get
up later, they would have staff {ake him fo smoke.

An interview, on 12/15/11 at 2:10 PM, was
conducted with the Resident #42. He stated the

F 242
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staff knew to get him up after breakfast because
he wanted to go out at 9:30 AM to smoke.
Resident #42 relayed he did not go out at the
6:30 PM scheduled smoking time as he was in
bed at that time because he gets tired up in his
chalr.
F 272 483.20(d), 483.20(k)(1) DEVELOP F 279 . p
5-b | COMPREHENSIVE GARE PLANS 1. Resident #4’s care plan was updated

A facility must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of care.

The facllity must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment.

The care plan must describe the services that are
to be furnished to attain or maintain the resident’s
highest practicable physical, mental, and
psychosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due to the resident's exercise of rights under
§483.10, including the right to refuse treatment

under §483.10(b)(4}.

This REQUIREMENT is not met as evidenced
by:

‘Based on cbservations, staff interviews and
record reviews the facility failed to address a
problem identified as constipation and develop a
comprehensive care plan for resident #4. The
facility failed to include resident #4 had a history

to inchude the problem of
constipation and fecal impaction:
Resident #4’s Minimum Data Set
(MDS) was updated to include a
history of fecal impaction. Current
MDS 10/24/11 reflects resident
history of fecal impaction.

2. Licensed nursing staff were

* educated on the policy and
procedure for developing a
comprehensive plan of care as to
promote that the problem of
constipation is addressed for
applicable residents. Current MDS
Coordinator was educated on the
policy and procedure for completion
of the MDS as to promote that fecal
impaction is included for residents
with a history. 100% chart audit
was completed to identify resident
with constipation diagnosis/history
of constipation and fecal impaction.
100 % audit of current MDS
assessment were audited fo insure
that they reflected fecal impaction
and constipation as indicated.
Medical Records for residents with
the diagnosis of constipation were
updated,

AV
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of a fecal impaction on the Minimum Data Set.

Resident # 4 was admitied to the facility on
3/4/05. Cumlative diagnosis included
Ostevarthritis, Cerebral vascular Accldent
{stroke) with left hemiparesis (paralysis), Type il
Diabetes, Hypothyroidism, and Pelvic Fracture
with right hip pinning.

A review of the most recent Minimum Data Set
{MDS): dated 10/24/11, revealed the resident was
continent of bowel, and, at times, incontinent of
urine. Constipation was checked on MDS section
6 and triggered constipation. A fecal impaction
was not stated on the MDS. A review of the Care
Plan dated 10/11 revealed that constipation was
not identified as a problem for Resident #4 and
was not included in the resident ' s pfan of care.

Medications for this resident include Miralax for
constipation,

During a review of the nurses ' notes, dated
7131111, revealed the resident had a fecal
impaction. The nurse documented that the
resident complained of constipation and that she
could not pass the stool. The nurse saw a small
amount of blood in the toilet. The nurse checked
the resident for impaction and documented the
JTesident had a farge amount of hard stool in the
rectum. The nurse contacted the physician and
notified him of the findings. He ordered the nurse
to manually disimpact the resident and then give
a half a botile of Magnesium Citrate. The stool
was removed and the patient received the
Magneslum Citrate as ordered. A further review
of the medical record, Medication Administration
Record (MAR} and the Care Tracker Bowel and

3. ADMIN/DON will conduct QI
monitoring of care plans and MDS
to insure that they inciude fecal
impaction and constipation as
indicated. 5 x weekiy for 4 weeks,
then 3 x weekly for 4 weeks, then 1
x weekly for 4 weeks, and then 1 x
monthly for 9 months,

4, ADMIN/DON will report resuits of
QI monitoring to the Risk
Management Quality Improvement
Committee monthly x 12 months for
continued compliance and/or
revision.

o\\\f”\ﬂ/
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Bladder Detailed Report revealed the resident
had several episodes without a reporied bowe!
movement for 3 days or longer. The MAR
revealed that this patient had an order for Milk of
Magnesia (MOM) to be given if needed for
constipation.

Resident #4 ° s recorded bowel movemenis were
as follows:

a.  August 2011, the resident had no bowel
movement from 8/10/11 through 8/16/ 11 and
again from 8/19/11 through 8/ 26 /11,

b. September 2011, the Care Tracker Bowel
and Bladder Detailed Repori revealed that
resident had no bowel movement from 9/4/11
through 9/10/11. From 9/11 through 9/19 no BM
was recorded.  The nurses note on 9/14/11
stated the resident was chacked for impaction, no
stool felt, and the nurses would continue to
monitor,

c. Qclober 2011, review of the Care Tracker BM
reports for the resident revealed that the resident
had a BM on 10/4/11, On 10/7/11 the resident
was sent to Emergency Room for chest pain.
The resident was seen in the Emergency Room
and returned to the facility that night with a
diagnosis of Gasfro esophageal Refiux. The next
documented BiM was on 10/8/11. On 10/12/11
Physician progress notes state resident was seen
for a follow up visit for chest pain and shortness
of breath. He documents the visit to the
Emergency Room as uneventful. "They thought it
was probably indigestion. She does have a
challenge with constipation.” On 10/9/11 to
10/15/11 no bowsl movement was documented
on Care Tracker system. From 10/20/11 to
10/26/11, no bowel movement was documented

F279
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in the Care tracker system.
d. November 2011, review of the Care tracker
system revealed that the resident had no BM
1113411 through11/20/11.
During an interview with the MDS nurse 12/15/11
at 10:00AM, she stated the patient should have a
care plan for constipation.
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 308
ss=D | HIGHEST WELL BEING
Each resident must receive and the facility must 1. Resident # 4 had bowel patterns
provide the necessary care a'nd service§ to attain assessed and suffered ino harm.
or maintain the hlghest_practlcablfa physmal, Reviewed BM report from care 1/
mental, and psychosocial well-being, in tracker and resident was havin ,}/\\
accordance with the comprehensive assessment , aving 0\\\
and plan of care. doc.umented BM’s regularly. MD
reviewed medication and new orders
received for Mira- lax daily.
2, Nurse Managers will review
This REQUIREMENT is not met as evidenced residents daily for No BM in nine
by: shifts care BM report to insure
Based on record review and inferviews with residents are having regular BM’s,
facility staff, the facility failed to assess and Any resident identified as
monitor bowel patterns of 1 (Resident #4) of 1 constipated will be reported to the
sampled residents, who had a documented MD for further interventions.
history of a fecal impaction and constipation. CNA’s were educated on asking
residents with independent toileting
Resident # 4 was admitted to the faclility on {o insure acourale documentation of
3/4/05. Multiple diagnosis include: Osteoarthritis, SBtgﬁfS?f:::zau‘f;‘tceznzfl‘i}‘l‘:rsé'l‘i%y 2 W
Cerebral vascular Accident with left hemiparesis, d procedure for nursi P \\\
Type Il Diabstes, Hypothyroidism, and a Pelvic and procedurc 10r nUISing 0
Fracture with right hip pinning. assessment {o promotn? assessn_lent of |
bowel patterns for residents with a
A review of the most recent MDS (Minimum Data documented history of fecal
Set} with an Assessment Reference Date of impaction and constipation.
10/24/11, revealed that Resident #4 needed
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the findings. He ordered the nurse to manually
disimpact the resident and then give a half a
botile of Magnesium Citrate. The stool was
removed and the patient recsived the Magnesium
Citrate as orderad. The nurse documented in the
notes that the patient was to be monitored for
effectivenass of the treatment for constipation.
The next nurse ' s note entry was written on
8/3/11. Nurse notes did not include
documentation of an abdominal assessment by
the nurse.

A further review of the medical record, Medication
Administration Record (MAR}, and the Care
Tracker Bowe! and Bladder Detailed Report
completed by Nursing Assistants, revealed
Resident #4 had several episodes without a
reported bowel movement for 3 days or longer.
The MAR indicated the resident had an order for

continued compliance and/or
revision,
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extensive assistance for welght bearing and
transfors. Staff set up for bathing and assistance
for bathing was required. The resident was
continent of bowel and incontinent of urine at
times.
Multiple medications for this resident included "3, ADMIN/DON will conduct QI
Lyrica for pain management and Mirafax for monitoring of bowel movement
constipation. report/care tracker BM report daily
to insure residents are having regular Y\‘y
During a review of a nurses note, dated 7/31 1, documented BM’s monitoring will \\\'V
revealed the resident had a fecal impaction. The continue 5 x weekly x 4 weeks, then 0
nurse documented that the resident complained 3 x weekly for 4 weeks, then 1 x
of constipation and that she could not pass the weekly for 4 weeks, and then 1 x
stool. The nurse saw a small amount of blood in monthly for 9 months ;
the toilet. The nurse checked the resident for 4. ADMIN/DON will 1 e' |
. A . . port results of
impaction and documented the resident had 2 . - he Risk v
targe amount of hard stool in the rectum. The QI monitoring to t_e S \)
nurse contacted the physician and notified him of ?}?{?j}%fézzn;ijiltglil;ryth;p:r?::g::ig(:)r 1o \v
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Milk of Magnesia to be given as needed for
constipation. A review of the physiclan orders and
the MAR revealed that the Mitk of Magnesia
{MOM) had not been given June, July, August,
September, and October of 2011.

Review of the resident ' s documented bowel
pattern revealed the following;

a.  August 2011, the resident had no bowel
movement from 8/10/11 through 8/16/ 11, and
from 8/19/11 through 8/ 26 H1. Review of the
medical record revealed no assessments of the
resident' s abdomen were done. Review of the
physician orders and the Medication
Administration Record (MAR) for those time
pericds revealed the resident had an order for
Miftk of Magnesia to be given as needed for
constipation, but was not documented as usad
the entire month of August.

b. September 2011, the Care Tracker Bowel
and Bladder Defailed Report revealed the
resident had no bowel movemsnt from 9/4/11
through 9/10/11. No abdominal assessmentis
were documented in the nurse ' s notes. From
9/11/11 through 9%/19/11 there were no recorded
bowel movements (BMs). The nurse's note on
9/14/11 stated the resident was checked for
impaction, no stool was felt, and the nurses would
continue to monitor. No abdominal assessment
was documented. A review of the physician's
progress notes revealed that on 9/41/11, nursing
requested the physician fo see the resident for a
4 pound welght loss over 30 day period.
According to the physician ' s note, the resident
stated many times she was not hungry and did
not want o eat. He documented he had ne
knowledge of vomiting or diarrhea for this

F 309
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resident. A review of the MAR and physician
orders revealed the resident had an order for Mitk
of Magnasia to be given as needed for
constipation. The medication was not used the
entire month of September 2011,

¢. October 2011, a review of the Care Tracker
BM reports for the resident revealed that the
resident had a BM on 10/4/11. On 10/7/11 the
resident was sent to Emergency Room for chest
pain. The resident was seen in the Emergency
Room and returned to the facility that night with a
diagnosis of Gastro-esophageal Reftux. The next
documented BM was on 10/8/11. On 10M2H1, a
Physician progress note stated the resident was
seen for a follow up visit for chest pain and
shoriness of breath. He documented the resident
' 5 visit to the Emergency Room as uneventful.
"They thought it was probably indigestion. She
does have a challenge with constipation.” From,
107811 to 1071511 no bowel movement was
documented on the Care Tracker system. No
assessment was documented in the nurses’
notes. From 10/20/11 to 10/26/11 no bowel
movement was documented in the Care tracker
system. The physician orders and the MAR were
reviewed and it revealed that the resident had an
order for Milk of Magnesia lo be given as needed
for constipation, but was not used the entire
month of October 2011, A review of the
Physician * s orders, dated October 28, 2011
revealed that the Milk of Magnesia was
discontinued for non-use.

d.  November 2011, a review of the Care tracker
system revealed that the resident had no BM
from 1141311 through11/20/11. A review of the
nurses ' noles revealed that no assessment was
done by nursing. From 11/24/11 through 12A1/11,
no BM was recorded through the Care Tracker

F 309

FORM CMS-2567(02-99) Previous Versions Qbsolsle EventID:8XLEI

Faciiity ID: 923158

If continuation sheet Page 13 of 18




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

PRINTED: 01/03/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1j PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

345406

{X2) MULTIPLE CONSTRUCTICN
A BUILDING

B. WING

{3} DATE SURVEY
COMPLETED

12/15/2011

NAME OF PROVIDER OR SUPPLIER

DOWN EAST HEALTH AND REHAB CEN

STREET ADDRESS, CITY, STATE, ZIP CODE
38 CARTERS ROAD
GATESVILLE, NC 27938

(%4 D SUMMARY STATEMENT OF DEFICIENCIES
PREEIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSG IDENTIFYING INFORMATION)

iD PROVIDER'S PLAN OF CORRECTION (5}
PREFIX {EACH GORRECTIVE AGTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENGY)

F 308 | Continued From page 13

System. A nurse’s notes on 12/1/11 indicated
the resident told the nurse she had a bowel
movement on 11/28/11 and 11/30/11.

During an interview with NA #1, on 12-15-11 at
11:22 AM, the NA reported she was familiar with
the resident. The NA described the resident’ s
appetile as fair, that she ate a good breakfast,
and snacks, but less for lunch unless it was some
thing she really Iked. The NA further reponted
the resident could take herself to the bathroom,
but she shouldn't because she's not safe to walk
by herself. The NA stated the resident would use
her call light when she was done in the bathroom.
The NA stated the resident did not flush the
commods or clean herself after using the toilet.
The NA stated staff provided hygiene care and
assisted her out of the restroom.

During an interview with NA #5 on 12-15-11 at
11:30 AM, the NA reported she was familiar with
the resident. The NA reported the resident's
appetite in the morning may have been 50%,
lunch maybe 26%, she drank well, and ate
snacks. The NA reporied she entered residents '
bowel movements into the Care Tracker system,

During an interview, with the RN Nursing
Supervisor on 12/15/11 at 9:50 AM, the RN
revealed resident BM's were documented in the
Care Tracker systermn by the NAs. The
Supervisor stated a 72-HOUR Report was
generated from the Care tracker and was
reviewed on a daily basis. The supervisor stated
monitoring was done for those residents that
were on the 72-Hour report sheat through nursing
assessments of bowel sounds and checked for

F 308
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pain or discomfort. The Supervisor stated the
NAs also reported to the nurse at the end of the
shiff which resident had a BM. The Supervisor
reported nurses documented the BM ' s on the
MAR. In addition, the resident was offered a
constipation medication, if ordered.

An interview with the DON (Director of Nursing;)
on 12/15/11 at 12:30 PM, revealed that BM
reporting and fracking was done by the NAs using
the Care fracker system each shift. The NA
reported fo the nurse at the end of their shift if the
residents in her care had a BM. The 72-hour BM
report sheet was printed from the Care Tracker
system which revealed which residents did not
have a BM in 72 hours. The DON stated the
report was reviewed by herself and the
Supervisor daily at the clinical meeting. The DON
stated the information was communieated to the
Charge Nurses on the units caring for the
residents. The DON stated nurses were
expected to follow through with an assessment
for residents who have not had a BM in 72 hours
1o include bowel sounds, abdominal tenderness,
pain or discomfort. The DON stated nurses also
checked physician orders for constipation
medication if indicated and contacted the doctor if
indicated. The information was expected to be
documented in the nurses ' notes for the
resident.

A review of Resident #4 ' s medical record and
facility documentation regarding a bowet protocol
with the DON revealed the resident ' s
documented impaction on 7/31/11. The DON
stated she was not employed by the facility at that
time. The DON did net recall the resident being
triggered on her 72-hour report for BMs since she

F 309
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has been at the facility. The DON stated that
beginning September 1, 2011, the nurses no
longer record the BM In the MAR. The DON
stated she had changed the process and
eliminated the "double charting on the MAR ",
The physiclan ' s order for thls resident dated,
September 1, 2011 stated Disconfinue checking
for BM every shift if no BM in 3 days check for
impaction, *  indicated that was Nursing
documentation for Resident #4 was reviewed with
the DON. Review of the resident ' s MAR with
the DON, revealed the resident had order for
Miralax (laxative used to promote bowel
movements) ever other day. The medication had
been used daily, but the physician reduced it to
every other day. In addition, the resident had an
order for MOM for constipation to he used on an

" as needed " basis- and the order was
discontinued on 10/28/11 for non use. Review of
the resident ' s MARSs since June 2011 confirmed
the MOM had not been given June 2011 through
the date it was discontinued on October 28, 2011.
The DON stated it was her expsctation that the
MOM should have been glven as the resident had
gone longer than 72 hours without a bowel
movement. The Nurse Consultant participated in
the interview as she was more familiar with Care
Tracker system. The Nurse Consultant stated
that whan a person showed up on 72-hour repor,
the resident should continue to show up on the
report untif a bowel movement was documented
in the syslem.

F 318 | 483.25(e){(2} INCREASE/PREVENT DECREASE
58=0 | IN RANGE OF MOTION

Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
with a limited range of motion receives

F 309
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appropriate treatment and services to increase
range of motion and/or to prevent further
decreass in range of motion.

This REQUIREMENT Is not met as evidenced
by:

Based upon observations, staff inferviews and
record reviews, the facility failed to provide the
appropriate treatment devices to prevent further
decrease in range of motion for 1 of 3 sampled
Residents (Resident #13) with contraciures.

Findings Include:

Resident #13 had diagnoses of congestive heart
failure, edema, Alzheimer’s, stroke and
neuropathy. The Minimum Data Set, dated
16/7/11, indicated Resident #13 was at a poor
cagnitive status and required extensive to total
assistance with her activities of daily living.
Resident #13 had a limited Range of Mofion
{ROM) on one side with partial loss of voluntary
movement. She was at risk for skin breakdown,

An observation on 12/12/11 at 2:36 PM revealed
Resident #13 was unable to move her left hand
and had curled fingers on the left hand.

A record review of the facllity physician orders
was conducted. An order dated 7/27/11 indicated
the resident was to wear an edema glove and left
hand wrist seven days per week and was to be
applied after daily morning care.

A record review of the facility Occupational
Therapy {OT) Progress Report,, dated 7/14/11

1. Resident #13 had the splint placed to |
her left hand/wrist as per physician’s '
orders, Resident #13’s edema glove
was discontinued per physician’s
orders. New orders were obtained
and a splint was applied to left
hand/wrist and will be applied by
nursing staff per physicians order.

2. Nursing and Therapy conducteda |
100% building audit of resident for |
splinting needs. Orders were !
obtained clarified by the physician

" for orders for splints. Nursing staff
will apply and remove splint per
Physician Order as applicable.
Nursing staff were educated on the
facility policy and procedure for ‘
application of splinting devices as to
promote provision of appropriate

decrease in range of motion for
current residents with contractures.

o\\ W

treatment devices to prevent further

2

D\\\’LW/
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through 7/29/11 was conducted. The report
indicated the long term goal was for Resident #13
was to utilize the left grip splint and edema glove
to the left hand and wrist for contracture
prevention and edema management, |t indicated
Resident #13 met OT goals and was able to wear ) )
a left grip splint and edema glove for eight hours ADMIN_/D ON Wlll‘COI‘lduCF Q \\1/\\?’
with no signs or symptoms of decreased skin monitoring that splints are in place 0\

integrity.

A record review of the facility therapy to
Restorative Nursing recommendations, dated
6/16/11, was conducted. It indicated for
restorative services to place the left handhwrist
splint as directed by OT daily until discontinued.

A record review of the facility Restorative Nursing
program plan and summary, dated 7/21/11,
indicaled the goal was fo prevent contractures. it
indicated for nursing staff to apply the left hand
arip splint on during the day and off during the
evening.

An observation on 12/15/11 at 2:56 PM, revealed
Resident #13 was seated in a reclining chair in
her room. Her left hand was limp and unable to
be used. There was no edema glove or splint
device on her left hand.

An interview with the Rehabilitation Director, on
12/15/11 at 3:31 PM, revealed Resident #13 was
sUpposed to be wearing a hand splint and edema
glove to prevent edema and contractures. She
has had edema to the [eft hand. According to the
Rehabilitation Director's review, the last order
would be for the use of a left hand splint and
edema glove. There was a schedule for the
length of time the splint was suppose o be worn.

per physician order 5 x weekly for 4
weeks, then 3 x weekly for 4 weeks,
then 1x weekly for 4 weeks, and
then 1 x monthly for ¢ months.
ADMIN/DON will report results of
QI monitoring to the Risk
Management Quality Improvement
Committee monthly x 12 months for
continued compliance and/or
revision.

o\\\@’\ \7/
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An ebservation on 12/15/11 at 3:41 PM revealed
Resident #13 in a reclining chair in her room.
Resident #13 was not wearing a splint device or
edema glove.

An interview with Nursing Assistant #4, on
12/15/11 at 3:50 PM, revealed she had come in
the mornings and ohserved Resident #13 with a
glove on, but she was unsure of Resident #13
wearing a splint. She knew there was an order
for & glove, but was unsure about a splint order.

An interview with the Restorative Nurse on
12/15/11 at 4:48 PM, revealed Resident #13 had
progressed with restorative services for ROM and
feading. She was not sure about a ieft hand
splint and edema glove to be worn,

An interview with the Restorative Nurse on
12415111 at 5:28 PM, revealed she could not find
a discontinued order for the left hand splint or
edema glove. As far as she knew, the order fo
wear the hand splint and edema glove still
remained.

An interview with Director of Nursing,
Administrator and Nurse Consultant on 12/15/11
at 6:20 PM, revealed they agreed that the feft had
splint and edema glove should have been placed
on Resident #13. :
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0%4) 1D SUMMARY STATEMENT OF DERCISNCIES © ) .PROVIDER'S PLAN OF GORRECTION 5)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL - PREFIX © (FACH co,:gaschqu&gmmsé COMPLENION
TAG REGULATORY OR LSC IDENTIFYING iNFORMATION) TAG 3 caosszEFEREgdgo T?"-,‘r ‘APPROPRIATE DATH
. . *OEFICIENGY)
' Preparadon end/or nxcoution of this plan of
. . - : . vorrection does not constitute admission or
K 012 | NFPA {01 LIFE SAFETY CODE STANDARD K012 s gvociient by the provider Witk the statemcior of
SSFE . . deficiericies. The plan of corrcction is prepared
Bullding construction type and height meets one and/or exeonted because it is required by provision
of the following. 19.1.6.2, 19.1.6.8, 19,1.6.4, of Foderal and Stato rogulutions. A
19.3.6.1 K012
. 1. Tho eolling flushing eround the wmchaust
yent in the water heater room located ot
the end of F-Hall nceessible from outslde 5} /f L/ //0'2
was repaired to securs to the cciling.
. ; Arcas around the sprinkler heads
This STANDARD s not met as evidenced by: throughout the facifity are properly 4
Based on observation on Tuesday Januaty 10, soaled to mauintiin the rating of the /I }5([3_
2012 between 10:00 AM and 1:00 PM the ceiling. i
fotlowing was noted: - The roll up shuer between tho dining
1Y The ceiling flashing around the exhaustventin } voom and kitchen dish rturn areas has 3 / o0 /f'
the water heater room localed af the end of F-Hall beon roplaced. ‘Waiver sequasted for the A
accesslble from outside is not secured to the : coll-up shutter until 3/30/2012. |
: conductzd throughout the fucility to
2) Th;:;)ughmjjt the bu:icg[ng thelaraa armlmd tge vianalizo no othar arees of coneern
sprinkier hea $ are no prop_sgr y sealed in order to Identificd as rolated to the celliag
maintain the rating of the céiling. . floshing around the exhaust von;
3) The roll up shutter located between the dinning sprinklor houds through out the facility
room and kitchen dish return area was misslhg and the roll up shutter ju the dbaing
hardware at the top and when closed would not . foom, Meaistenance Director covcaged
seal the area In order to maintain the required ' that cioﬂinz ﬂffmﬁ aro?ﬁ:;i fh&cxh:ust
rafing for the wall, vanit is seoured to the celling, the erea
g forth around the sprinklor heads ticoughout M% 19
the facility are propedy sealed, and the
42 CFR 483,70(a) roll up shutter In the dish retomn srea
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K038 seals propecfy when closed.
S9=F . - 3. ADMIN/Dasignee will conduet Qualizy
Exil access is arranged so thal exlts are readily Truprovemeit (QY) monitoring of this
accessibia at all times In accordance with section sandard 5 % weekly for 4 wooky, thea 3
7.1, 19.241 % weekly for 4 weeky, then 1% weekly
for 4 weeks, and then 1 x monthly for § é/
months, ‘;2/ 15 13-
4. ADMIN/Designes will roport results of
Q! monitering  the Risk
Managemeny/Quulity Improvement
. . (RMUQD) Commiree monthly x 12 -
This STANDARD s not et as evidenced by: months for continucd cornplizace snd/or 9//#’ ﬁ;.
Based oh obsenvation on Tuesday January 10, revision. :
oL ) 5. Complption date 2-14-2012° ch/ / “y/ﬁ )
TITLE (X8)DATE

RETGRY memﬁw UPFLIER Reﬁagwg; SIGNETURE_ -
Vel AN L Lo
(eficley oy slatement anding with, ai astarisk {7 donples 'a:déﬁci’gncy-vlfg@ﬁ'ﬁle inglitution
saféginids provide gufficlant proféction to the padiefts. (See instiuctions.) Gxcoplior nur d above, :
ig 1he date of survey whether-or not  plan of coriaction is provided.” For nursing fiomes, the above findings and plans of conection ara disclssabla 14
‘olfi)_ﬁiﬁhg‘t;)‘g.dale fhaes documents are mads availablz {o the faci{hy. ff dsfciencies are ciled, an approvad plaa of comreclion & raquisis ic confinuzd Py
un participation. ) ' ’ ‘ |-

RTE C _
38 39vd NIVW L1Svd NMOd SEPTLGECSE
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 Continued From page 1

2012 vetween 10:00 AM and 1:00 PM the
following was noted:

1) The delayed egress exit doors at the end of A
and C hall did not release upon activation of the

fire alarm. :

42 CFR 483.70(a)
NFPA 101 LIFE SAFETY CODE STANDARD

Required automatic sprinkler systems are
coptinucusly malntained In reftable operating
conditlen and are inspected and tested
perlodicatly,  19.7.6, 4.6,12, NFPA 13, NFPA

25,9.7.5

This STANDARD is not met as evidenced by:
Basad on observation on Tuesday January 10,
2012 batween 10:00 AM and 1:00 PM the
following was noted:

1) The tamper alarm for the sprinkler valve
located In front of the intake on the fire pump did
not provide a supervisary signal at the fire alarm

pana! when tested.

42 CFR 483.70(a)
NFPA 101 LIFE SAFETY CODE STANDARD

Heating, ventilating, and alr conditioning comply
with the provisions of section 8.2 and are Installed
in accordance with the manufacturer's
specffications.  18.5.2.1, 8.2, NFPA 90A,

19.6.2.2

K 038

K 062

K 067

K038

1. The deluyed cgress ckit doors at the end
of A and C hull rolousss upon sotivation
of tho fire elarm. BFPE repaired on
1111720142,

2. Quality Assurance rounds wiy
sonductod to assure that othey delayed
ogress axit doorg in the faollity relensed
upon activation of the fire alarm. No
further isstses {dentified Muintanence
Dircetor re-sducated on that the delayed
epyess exit doors must rolouse whon fire
wlarm is activated,

3.  ADMIN/Designee will conduct QX
monitoring that egress exit doors relouss
upon sotivation of the fire alarm, This
standard witl be mronitored 5 ¥ weekly
for 4 woesks, thea 3 ¥ wakly for 4 !
weeks, then 1 % woakly for 4 woeks, and |

then 1 x monthly Tor 8 months, '

4.  ADMIN/Deosignsc will report results of |
Q) monitoriog o the Risk Mansgeracnt |
Quulity Improvement Comminee [
monthly x 12 tonths for continued
comapliance and/or yevision.

5. Complstion date 2-14-2012
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K 038 Continued From page 1 K 038
2012 between 10:00 AM and 1:00 PM the
following was noted:
1) The delayed sgress exit doors at the end of A
and C halt did not release upon activation of the '
fire alarm. i
H
42 CFR 483,70(a) ! K.062
K 062 { NFPA 101 LIFE SAFETY CCDE STANDARD K082{ 1. The tamper alarm. for the sprinkler valvs
58=D : located in &out of the intike on the fire
Required automatic sprinkler systems are pump does provide a supecvisocy signal
contintously maintalned In rellable aperating ét the firs Alum punst when tested. 3[/?//‘;_
condition and are Inspected and tested fﬁﬁ ;‘gg;";" the tamper alarin switch
ggrlgq;c{?liy. 19,7.8, 4.8:12, NFPA 13, NFPA 20 Quality Assurance counds wace
Pyt conducted and ne further issues wers
identify with other tamper atonms for the
sprinkler valve fooated between the
. water taok and the fixe pump, and onc
This STANDARD is not met as evidenced by: {ocated i the sprinkler rising room are
Based on observation on Tuesday January 10, providing a supervisory sipmal ot the fire
2012 betwean 10:00 AM and 1:00 PM the S?rm panc ‘;‘hm *;S;d» g(iaintmﬂnce
following was hoted: reotor re-educated that te tatopes
1) The tamper alarm for the sprinkler valve alarm for the sprinidor valve I front of
. . the inteke on the fire pamp must provide
iocated In front of the intake on ths fire pump did ! .
\ ] h i & supervisory signal et the fire alarm
not provide a supervisory signal at the fire alarm punel when tested. Also all othes rampey
panel when fested, alurms for tho sprinklor valve on the fire
pump must provide a supervisory signal ,ﬂ/} fﬂ//ag_‘
42 CFR 483.70(a) at the fire ulhym pune] when fested _
K 067 | NFPA 101 LIFE SAFETY CODE STANDARD Koe7| 3. ADMIN/Designee will conduct Quality
§5=D Improvement monitoring of this standard
Heating, ventilating, and alr conditioning coinply 5 % weeldy for 4 weeks, thea 3 x weokly
S . A for 4 wesks, then 1 x wokly for 4
with the provisions of section 8.2 and are instafted - }
] : weeks, and then 1 % moathly for & i1} I
in accordance with the manufacturer's months,
specifications.  18.5.2.1, 9.2, NFPA 904, 4,  ADMIN/Designee will report vasults of
18.6.2.2 QI monitoring to the Risk ivfansgement
Quality Iraproveinent Commitiee ?f}y/ {28
montily ¥ 12 mouths for continued
compliance und/or revision.
S, Completion date 2-14-2012 . 1&% j// )
* Evanbll8XLELL Facllity ID- 923468 If continuation sheat Page 2 of 3
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K 087 | Continued From page 2 K 067 X 067 _
This STANDARD is not met as evidenced by The sinoks detector intakotubs locuted.
- p in the HVAC ubit on F-Hall Is properly
Based on ohservation on Tuesday January 10, ; tertatd i :
) ? installed and oricatatsd in the corrot
2012 between 10:00 AM and 1:00 PM the dircotion, BFPE re-adjusted the
following was noted: ) installment of the smoke detector intukc ;/
1) The smoke duct detector intake tube located in tube locoted in the HYAC unit on FeHelt (¥f2-
the HVVAC unit on F-Halt was not properly on 1/11/2012, and the smoke deteotor
installed and orfentated in the correct direction, intiks tube is properly installed in the
comraet direction.
42 CFR 483 70(3) QuAIity Assurance rounds warg
' conducted to assure that other smoke
K 104 ] NFPA 101 LIFE SAFETY CODE STANDARD K104 detector intake tbes ware propetly 9/ /
S3cF instulled and oricoted i the corveet 1Y, 1A

Thls STANDARD s not met as evidanced by:

2012 between 10:00 AM and 1:00 PM the

following was noted:;
1) The smoke damper located In the smoke wall
In the atilc area on F and C Halls did not close

upon activation of the fire alarm system.

42 CFR 483.70(a)

Penstrations of smoke barriers by ducts are
profected in accordance with 8.3.6.

Based on observation on Tuesday Jahuary 10,

direction, Malntesance Diveotor
educuted on that the smoke detector
intake tubs located in the HVAC unit on
I-Hull und othar loocations throughout
the facility must be properly lostalled
und orlented in the correst direction.
ADMIN/Desigaee will conducr QI
moudtoring thet egress exit doors release
upon sotivation of the five alarm. This
stundard will be monitored 5 x weekly
for 4 weeks, thea 3 x weekly for 4
weeks, then 1 X weekly for 4 wecks, and
hen 1 % monthly for 9 months,
ADMIN/Dosignce will report resulfs of
Qlmonltoring to the Risk Manegement
Quulity Improvement Commities
naonthly x 12 months for continnsd
comphiance and/or revision.
Completion date 2-14-2012
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K067 | Continued From page 2 K 067
This STANDARD is not met as evidenced by: :
Based on observation on Tuesday January 10,
2012 between 10:00 AM and 1:00 PM the
following was noted:
1) The smoke duct detector intake tube located in
the HVAG unit on F-Hall was not properly
Installed and orlentated in the correct direcon,
42 GFR 483.70(a) '
K 104 | NFPA 101 LIFE SAFETY CODE STANDARD K104; . K104 )
S8=F L The Smokec dumpor 'local'.cd in the ymoke
Penetrations of smoke barrlers by ducts are vall in tho attic area on It and C Half
) h ) closed upon sctivaton of the fixs glarm
protected In accordance with 8.3.6. system. Colonfal Wolls repared the
smoke dutapers, and it is properly
functioning upen aetjvation of the five 57@ y//af,(,
slarm systes, Waiver requested for the
smoke damper unul 3/30/2012,
2. Quality Assurance rounds was

This STANDARD s not et as evidenced by:
Based on obsetvation oh Tuesday January 10,
2012 between 10:00 AM and 1:00 PM the
following was noted:

1) The smoke damper located in the smoke wall
in the atlic area on F and C Halls did not close
upon activation of the fire alarm system.

42 CFR 483,70(a)

conducted to essure that the other
smoke dampers located in the attic aro
properly functiondug properly upon
uctivation of the fire alamm system, and
no further issuey identified.
Maintenance Director ré- sducated thar
the smoeke dampors locared in the smoke
wull in the amic must olose upon
actvation of the fire alarm system,

3. ADMIN/Designes will condust QY
mondtoring that cgross exdt doors refetys
upon acHvation of the fire ulurm, This
standard Will bi monitored 5 x weekly ]
for 4 weaks, then 3 x weekly for 4
weeks, then | x wacldy for 4 weeks, ind
then 1 x monthly for 9 months.,

4. ADMIN/Dusignee will report rosults of
QI wonitoring 1o tha RIsk Management
Quality Improvement Coramittes
montidy x 12 months for continucd
corplitncs snd/or rovisian,

5. Completion dats 2/14/2012
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