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F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309 This Plan of Correction is the center's credible
§s=p | HIGHEST WELL BEING allegation of compliance,
Each resident must receive and the facility must : f;feparcr:fon a;;;i’or e;eci‘wfon of this plan 0{' ;0:;?‘80”011
2 : 1 l'oes nof constitiite admission or agreemnient by the
pm‘nd.e th.e nece?'saw care a.nd semces. to attain provider of the truth of the facts alleged or conclusions
or maintain the highest ‘pract[cabtfe ph}'SIGaL set forih in the statement of deficiencies. The plan of
mental, and psychosocial well-being, in correction is prepared and/or executed solely because
accordance with the comprehensive assessment it is required by the provisions of federal and state law,
and plan of care. .
1. Resident #131 no longer F-309
resides at the facility. 6/21/201%
2. Resident care cards were
This REQUIREMENT is not met as evidenced reviewed during the period 6/1
by: 6/21 and updated as necessary
Based on observation, staff interview, and record to reflect residents’ current -
review the facility failed to apply geri-sleeves as plan of care. .
ordered by the physiclan for 1 of 1 sampled ‘ 3. The Director of Nursing
residents {Resident #131) who had physician Services (DNS) and/or the
orders for interventiens to help prevent resident Staff Development Coordinatot
skin tears. Findings include: (SDC) will inservice licensed

staff and nursing assistants on
updating CNA assignment care
cards to reflect residents’
current plan of care during the
period 6/1- 6/21. The DNS/
SupervisorfADNS will review

Resident #131 was admitted to the facility on
02/46/12, and readmitted on 63/08/12. The
resident's documented diagnoses inciuded history
of fafls, history of hip fracture, Parkinson's
disease, and chronic obstruclive pulmonary

disease. new telephone orders daily and
A 03/08/12 Patient Nursing Evaluation care cards will be updated as
documented Resident #131 was at medium risk needed. The DNS, or designee
for falls, will audit care card
interventions for 5 residents
A 03M17/12 11:35 AM Resident Progress Note weekly for 1 month, then 5
and a subsequent Resident Event Report residents every two weeks for |
Worksheet/Post Fall Evaluation documented the month, the 5 residents for one
resident experienced an unwitnessed fall from month,
her bed, and was found on the floor in her room 4, Monitoring results will be
with two abrasions/skin tears. presented and discussed at the
monthly Performance
N Improvement (P1) Committee
E Tgeting for review. {X6) DATE

LABORATORY D]RECTOR('WR REPRESENTATIVE
Free. Dia ASNY Y S

Any deficiency statement ending with an aﬁdsk {*Tdenctes a deficiensy which the Institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and ptans of comection are disclosable 14
days following the date these documents are made avalilable to the facliity. If deficlencles are cited, an approved plan of correction Is requisite to continued
program participation.
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A 03/20/12 physician's order initiated the use of
geri-sleaves to Resident #131's bilateral arms.

Resident #131's care plan identified, "Actual
alteratin in skin integrity” as a problem on
03/26/12. The goat associated with this problem
was, "Will be free of breaks in skin integrity."
Approaches to the problem included, "Follow MD
(physician) orders for skin care and treatments."

A 04/17/12 9:25 AM Resident Progress Note and
subsequent Resident Event Report
Worksheet/Post Fall Evaluation documented the
resident experienced an unwitnessed falt when
attempting to reach for an object, and was found
on the floor in her room. i was documented the
resident experienced a skin tear to her right arm
with a moderate amount of bleeding, and was
sent to the emergency room for evaluation.

A 04/20/12 Resident Event Report documented
Resident #131 developed a skin tear with
bleeding from the left lateral elbow.

A Resident Event Report Worksheet/Post Fall
Evaluation documented Resident #131 fell on
04/29/12 at 7:15 AM experienced an unwitnessed
fall from her bed, and was found on the floor in
her room. The resident sustained a small skin
tear to her right efbow.

A 05/20/12 7:30 AM Resident Progress Note and
subsequent Resident Event Report
Worksheet/Post Fall Evaluation documented
Resident #131 experienced an unwitnessed fall in
her room, and was found on a mat beside her
bed. The resident sustained a faceration/skin
tear o her right arm with bleeding.
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During observations of Resident #131 on
05/21/12 at 12:19 PM and 4:.08 PM the resident
was not wearing geri-sleeves. The resident had
on a short slesve fop.

During observations of Resident #131 on
05/22/42 at 12:11 PM, 2:34 PM, 4:18 PM and
5:18 PM the resident was not wearing
geri-sleeves. The resident had on a short sleeve
fop.

During observations of Resident #131 on
05/23/12 at 8:13 AM, 11:26 AM, 12:57 PM and
4:05 PM the resident was not wearing
geri-slesves. The residenthad ona short sleeve
top.

During an observation of Resident #131 on
05/24/12 at 8:12 AM the resident was not wearing
geri-sleeves. The resident had on a short sleeve
top.

At 9:02 AM on 05/24/12 Nursing Assistant (NA)
#3, who was assigned to care for Resident #131,
stated the resident used to wear geri-sleeves, but
she would not keep them on. She reported she
continued to observe the geri-sleeves on the
resident's night stand at times.

Al 9:28 AM on 05/24/12 the resident was not
wearing geri-sleeves. The residenthadona
short sleeve top.

At 10:56 AM on 05/24/12 Nurse #1 stated
Resident #131 was supposed 10 have
geri-sleeves on at all times. She reported the
resident liked the geri-sieeves because
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apparently they made the resident feel warm,
comfortable, and protected.

At 11:21 AM on 05/24/12, after surveyor
intervention, Resident #131 was wearing bilateral
geri-sleeves.

At 11:42 AM on 05/24/12 NA #4 stated Resident
#131 was supposed to wear geri-slesves all the
time because she had very fragile skin. She
commented she had never noticed there being
any compliance problems with the resident
wearing the protective sleeves.

At 1:56 PM on 05/24/12 the Director of Nursing
(DON) stated Resident #131 was supposed to
still be wearing geri-sleeves at all times. She
reported she coutd not explain why the resident
did not have the geri-sleeves on during the
survey.

Review of Resident #131's Resident Care Card
revealed documentation under Special Skin
Instructions that geri-sleeves were fo be worn on
the resident’s bilateral upper extremities.

At 3:21 PM on 06/24/12 NA # 5 siated Resident
#131 did not wear anything on her arms for
protection.

F 315 483.25(d) NO CATHETER, PREVENT UTj,
$8=D | RESTORE Bi ADDER

Based on the resident's comprehensive
assessment, the facility must ensure that a
resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
cathetarization was necessary; and a resident

F 309

F 315
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for 1 of 3 sampled residents (Resident #131) who
experionced falls in the facility. Based on
phamacist interview, staff interview, and record
review the facility also failed to obtain an order for
a urinalysis per facility expectations and failed to
administer an anfibiotic as ordered to treat a
yrinary tract infection (UTI) for 1 of 1 sampled
residents (Resident #131) who experienced a
UTH. Findings inciude:

a. Resident#131 was admitted to the facility on
02/16/12, and readmitted on 03/08/12. The
resident's documented diagnoses included history
of falls, history of hip fracture, Parkinson's
disease, and chronic obstructive pulmonary
disease.

The Bladder Status and Bowe! Status Screening
sections of Resident #131's 03/08/12 Patient
Nursing Evaluation documented the resident had
no apparent bathroom pattern, was admitted with
an indwelling catheter, and was physically reliant
on a caregiver to go to the bathroom, but was
continent of bowel on most occasions.

Resident #131's 03/15/12 Admission MD3
documented her cognition was intact, she was

X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o6
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F 315 Continued From page 4 F315|  yis Plan of Correction is the center's credible
who is incontinent of bladder receives appropriate allegation of compliance.
treatment and services to prevent urinary tract P s o )
infections and to restore as much normal bladder reparation andlor execution of this plan of correction
functi ibl does nof conslitute admission or agreement by the
nction as possible. provider of the truth of the facis alleged or conclusions
sei forih in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
This REQUIREMENT is not met as evidenced it Is required by the provisions of federal and state law.
by:
Based on staff interview and record review the 1. Resident #131 no longer resides at the  F-315
facility failed to implement a toileting schedule facility. 6/21/2013
which had been developed as a fall intervention 2. The licensed staff completed

bladder status evaluations during
the period 6/1-6/21 on current
incontinent residents, with follow
up of toileting schedules as
appropriate.
DNS/ADNS/Supervisors reviewed
resident care cards and updated
them as necessary to reflect
residents’ current plan of care. The
DNS/SDC, in-serviced licensed
staff during the period 6/1-6/21/12
on proper notification to the
attending physician during non-
business hours. The DNS/SDC will
in-service certified nursing staff
during the period 6/1-6/21/12 on
resident care cards and notification
of new interventions. The nursing
administration team to monitor,
track and trend antibiotic use. The
telephone orders to be monitored
daily for transcription and
timeliness for new antibiotic
orders.  SDC to monitor residents
on antibiotics from month to month
to ensure accurate transcription.
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admitted with an indwelling catheter, and was
always incontinent of bowel.

A 03728112 physician order discontinued the use
of an indwelling catheter for Resident #131.

A 04/09/42 30-day Medicare assessment
documented Resident #131's cognition was
intact, she was not on a bowel and bladder
{raining program, and she was frequently
incontinent of bladder and always incontinent of
bowel,

A 05/08/12 60-day Medicare assessment
documented Resident #131's cognition was
moderately impaired, she was noton a bowel and
bladder training program, and she was frequently
incontinent of bowe! and bladder.

A 05/18/12 2:20 PM Resldent Progress Note and
subsequent Resident Event Report
Worksheet/Post Fall Evaluation documented
Resident #131 experienced an unwitnessed fall in
her room, and was found sitting on the floor next
to the bathroom. The Post Fall Evaluation
documented biadder monitoring and a toileting
schedule were the new fall interventions.

A 05/20/12 7:30 AM Resident Progress Note and
subsequent Resident Event Report
Worksheet/Post Fall Evaluation documented
Resident #131 experienced an unwitnessed faltin
her room, and was found on a mat beside her
bed. The Post Fali Evaluation documented
bladder monitoring and a toileting schedule were
the new fall interventions.

At 3:40 PM on 05/23/12 the DON stated after

This Plan of Correction is the center's eredible
allegation of compliance.

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facis alleged or conclusions)
sei forth in the statement of deficiencies. The plan of
correetion is prepared and/or executed so lely becatise
it is required by the provistons of, federal and state law.

3, The DNS/ADNS/Supervisor, will
audit 10 residents with toileting
schedules weekly for 1 month, then
10 residents every two weeks for 1
month, then 10 residents per month
for 1 month,

4. Monitoring results will be presented
and discussed at the monthly
Performance Improvement (PI)
Committee meeting for review.
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Resident #1314 fell on 05/18/12 there was not time
to conduct voiding trials and estabiish voiding
patterns so the staff was informed to toilet the
resident after all meals and at night.

Record review revealed a pink sheet in the
Activities of Daily Living (ADL) Flowsheet
notebook which documented, "Please toilet

(name of Resident #131) after meals and
at pight.”

During interviews with Nursing Assistant (NA) #1
and #2 at 4:30 PM on 06/23/12, NA #3 at 9:02
AM on 05/24/12, Nurse #1 at 10:56 AM on
05/24/12, NA #4 at 11:42 AM on 05/24/12, NA #5
at 3:21 PM on 05/24/12, and NA #5 at 3:50 PM
on 06/24/12 they stated they had not been
informed that Resident #131 was to be toileted at
any particular times. They reported the resident
was alert and oriented but confused at times, only
used the call bell occasionally, could sometimes
teli staff when she needed fo go to the bathroom,
wasg supposed to ask the staff for assistance to
the bathroom, wore incontinent briefs for
protection, and had a bedside commode in her
room. They stated they took the resident to the
bathroom when she reported she needed to go,
and checked on the resident every coupls of
hours to make sure she was not wet or sailed.

At 11:18 AM on 05/24/12 the Therapy Manager
stated Resident #131 received physical therapy
{PT), occupational therapy (OT), and speech
therapy (ST) services after her 03/08/12
readmission, and there was a generat emphasis
on safety education. However, she reported the
resident was not evaluated specifically for bed
and chair positioning in relation to fall prevention
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because the issue was not refated to positioning
but the resident's attempts to go to the bathroom
without assistance.

At 11:42 AM on 05/24/12 NA #4, who found
Resident #131 on the floor after an unwitnessed
fall on 05/20/12, stated the resident's door was
closed when she began rounds at the start of her
7 AM- 3 PM shift on 05/20/12. At approximately
7:10 AM on 05/20/12 the NA reported she
opened Resident #131's cloor, and found the
resident on the fioor, sitling on a mat with her
back against the low bed and her legs outin front
of her. The NA commented when she asked the
resident what happened, the resident stated she
was irying to go to the bathroom, and pointed to
the bedside commode against the wall of the
room.

b. Resident #1341 was admitted to the facility on
02/16/12, and readmitted on 03/08112. The
resident's documented diagnoses included history
of falls, history of hip fracture, Parkinson's
disease, and chronic obsiructive puimonary
disease.

The Bladder Siatus Screening section of

Resident #131's 03/08/12 Patient Nursing
Evaluation documented the resident was

re-admitted with an indwelling catheter.

A 03/09/12 physician's order documented
Resident #131's catheter was in place secondary
to hip fracture with infractable pain.

A 03/22/12 10:45 PM Resident Progress Note
documented, "Foley cath (catheter) intact, dark
amber urine noted with (symbo! used) some

F 315
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sediment noted in tubing - MD (physician) faxed
for order to perform U/A G & 8 (urinalysis, cuiture
and sensitivity) - awaiting reply."

A physician's order for a U/A G & S was not
obtained untit 03/25/12.

Lab results documented on 03/26/12 urine was
collected, and on 03/28/12 the culture grew
greater than 100,000 colony forming units of
Proteus mirabilis.

A 03/28/12 physician order started Resident #1341
on Keflex 500 milligrams {mg}) four time daily
{QID) x 7 days and discontinued the use of the
resident's indwelling catheter.

Residant #131's March 2012 Medication
Administration Record (MAR) documented she
recaived four doses daily of Keflex for three days
on 03/29/42 through 03/31/12.

Resident #131's April 2012 MAR documented
she did not receive any Keflex again until
04/05/12 when two doses were administered.
The resident received four doses daily of Keflex
for thrae days on 04/06/12 through 04/08/12.

Record review revealed Resident #131 was sent
out to the emergency room on 04/17/12 following
a fall. While there 04/17/12 hospital urinalysis
results documented the resident had 4+ bacteria
in her urine. No C & S was performed.

A 04/17/12 physician's order started the resident
on Augmentin 875 mg, one tablst fwice a day
{BID) x 10 days.
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At 3:40 PM on 05/23/12 the Director of Nursing
(DON) stated there was a transcription srror
caused by the PM nurse not doing the second
chack for acscuracy after midnight when
transitioning between the March and Aprii 2012
MARs. She reported this error is what caused
the break in the administration of Resident #131's
Keflex, being administered to treat the resident's
urinary tract infection,

At 4:12 PM on 05/23/12 the facllity's Consultant
Pharmacist stated when there was a break in
antibiotic administration she would expect the
staff to consuit the physician who ordered the
freatment to see if there was a need to extend the
duration of administration once the antiblotic was
resumed. She explained there was a chance with
a break in antibiotic treatment that the antibiotic
might not completely kill off all bacteria, and there
could be the recccurrence of a urinary tract
infection.

At 1:56 PM on 05/24/12 the DON stated her
expectation was that the staff should have called
the primary physician when there was a break in
the administration of Resident #131's Keflex.

She reported contact with the physician in such a
case would be documented in a Resident
Progress Note or on a fax sent o the physician, a
copy of which should be found in the resident’s
medical record. After reviewing the resident's
medical record, the DON commented she did not
see any documentation that the physician was
contacted about the break in antibiotic treatment.
According to the DON, a med error report should
have also been completed because the Keflex
was not administered as ordered. However, the
DOMN stated she had not received a copy of such
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areport. She commented that the nurse who
wrote the 03/22/12 Resident Progress Note
documenting a request for Resident#131's UAC
& S should have called the physician rather than
faxing the physician at that time of night (10:45
PM). According to the DON, this same nurse
should have passed on the information that she
was waiting on an order for a urinalysis to the
oncoming nurse and/or documented the need for
the order on the 24-hour report. The DON stated
the longest acceptable wait for an order should
have been the next day on 03/23/12 which was a
Friday. She reported labs were drawn in the
afternoons so if an order for a urinalysis had been
obtained on a timely basis the urine sample could
have been collected on the afternoon of Friday
03/23/12 without the resident having to suffer
from the signs and symptoms of a urinary tract
infection over the weskend. However, record
review revealed no documentation about
Resident #131 experiencing signs and symptoms
of a urinary tract infection over the weekend.

A call was placed fo Resident #13's primary
physician on 05/24/12 regarding the issues with
the interrupted antibiotic administration and
delayed request for a UA and C & S. However,
the physician did not return the call. Then the
physician was supposed to call back on 05/25/12
to talk with the surveyor, and did not.

483.25(h} FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

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

F 315

F 323
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Resident #131 was admitted to the facility on
02/46/12, and readmilted on 03/08/12. The
resident's documented diagnoses included history
of falls, history of hip fracture, Parkinson's
disease, and chronic obstructive pulmonary
disease.

A 03/08/12 Patient Nursing Evaluation
documented Resident #131 was at medium risk
for falls. Review of Resident Progress Notes
documented a low bed with mats on either side of
the bed was put in place when the resident was
readmitted on 03/08/12,

On 03/08/12 the resident's care plan identified,
“At risk for fall related injury as evidenced by:
fracture r/t (due to) fall in last 6 mos (months})" as
a problem. Approaches to this problem included
low/platform bed, call light within reach, area free
of clutter, lock brakes on bed/chair before
transferring, educatefremind resident to request
assistance prior to ambulation, and appropriate
footwear,

The resident's 03/15/12 Admission Minimum
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does not constitute admission or agreement by the
provider of the truth of the - facts alleged or conclusions
This REQUIREMENT is not met as evidenced set forth in the statement of deficiencies. The plan of
by: correction is prepared and/or executed solely because
: ; intarvi s requ ' deral and siate law.
Based on observation, staff interview, and record it is required by the pravistons of federal and sia
review the facility failed to implement new fall X
i i ; nget F-323
interventions for 1 of 3 sampled residents 1. Re?éde“t:illf lfai.tgl:o ge 1011
- . - k] 4
(Resident #131) who experienced falls in the resic gs at the th .
facility in order to help prevent the occurrence of 2. Res.' ent c(;\re‘ car hs were 46/
subsequent falls. Findings include: reviewed during the period 6/1+
6/21/12 and updated as

necessary to reflect residents’
current plan of care, Residenis
at risk for falls were reviewed
and interventions were initiated
accordingly.

3. The DNS/SDC in-serviced
licensed staff and nursing
assistants on updating CNA
assignment care cards to reflect
residents’ current plan of care
during the period 6/1-6/22/12.
Physician orders will be
reviewed daily and care cards
will be reviewed and updated
as needed. The RN Supervisor
to review new admissions for
residents at risk for falls and
interventions to be initiated
accordingly. Residents to be
reviewed 3 times weekly
utilizing the angel care
assignment rounds to ensure
appropriate utilization of
cutrent safety interventions.

The DNS, or her designee, wil
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Data Set (MDS) documented her cognition was
infact, she required limited assistance from a staff
member with bed mobility, she required extensive
assistance by a staff member with transfors, she
did not walk in the room or corridor during the
assessment period, she was dependent on a staff
member for locomotion ¢n and off the unit, and
she was dependent on a staff member for toilet
use and personal hygiene.

A 03M17M1M2 11:35 AM Resident Progress Note
and a subsequent Resident Event Report
Worksheet/Post Fall Evaluation documented the
resident experienced an unwitnessed fatl from
her bed, and was found on the floor in her room
with two abrasions/skin tears.

Resident #131's care plan was updated on
03/19/12, and documented a personal alarm
while in the bed/chair and non-skid socks were
added as approaches to the problem of being at
risk for fall related injury.

A 0312712 1:10 AM Resident Progress Note and
a subsequent Resident Event Report
Worksheet/Post Fall Evaluation documsnted
Resident #131 experienced an unwitnessed fall
from her bed, and was found on the floor in her
room. A pain assessment was completed when
the resident complained of back pain after the
fall.

The 03/27/12 Post Fall Evaluation documented
the new approach put in ptace to help prevent
injury from fulure falis was a speech therapy (ST)
consult regarding visual cues to help remind the
resident to ask for assistance before attempting
{o transfer. A 03/27/12 update to the care plan
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This Plan of Correction is the cenfer's credible
allegation of compliance.

Preparation andlor execution of this plan of correction
does not constitute admission or agreenient by the
provider of the truth of the facis alleged or conclusions
sef forth in the statement of deficiencies. The plan of

correction is prepared and/or execnted solely becatise
it is reguired by the provisions of federal and state faw

residents weekly for 1 month,
then 5 residents every two
weeks for 1 month, then 5
residents per month for 1
month,

4, Monitoring results wil! be
presented and discussed at the
monthly Performance
Improvement (PI) Committee
meeting for review,
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documented this same new intervention was put
in place.

A 0312712 Interdisciplinary Patient Referral form
documented ST found visual cueing
inappropriate for the resident due to the Health
insurance Portability and Accountability Act
{HIPPA).

At 3:40 PM on 05/23/12 the Director of Nursing
(DON) stated there was some confusion about
ihe use of visual cueing for Resident #131. She
reported apparently ST did not realize the use of
signs to remind the resident to ask for staff
assistance before transferding was accepiable as
long as permission to use them was obiained
from the responsible party.

Al 11:30 AM on 05/24/12 Speech Therapist (ST)
#1 stated she worked with Resident #131 from
05/07/12 through 05/14/12, and developed pink
signage and intertwined pink paper in the
resident’s ¢all belt to remind her of the need to
call for assistance before transferring. She
reported, after reviewing ST docurnentation, there
was no documented use of signage or other
visual cues for the resident prior to 05/07112.

Resident Event Report Worksheets/Post Fall
Evaluations documented the resident fell on
04/01/12 at at 11:50 PM and on 04/02/12 at 12:15
AM. The forms documented on 04/01/12 the
resident experienced an unwitnessed fall while
transferring, and was found on the floorin her
room. Tha forms documented on 0410212 the
resident experienced an unwitnessed fall, and
was found on her knees beside her bed. The
new intervention for these falls was a psychiatric
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Record review revealed the timing of Resident
#131's meadication administration was adjusted
during a psychtatric consult on 04/04/12,

A 04/17/12 9:25 AM Resident Progress Note and
subsequent Resident Event Report
Workshest/Post Fall Evaluation documented ihe
resident experienced an unwitnessed falt when
attempting to reach for an object, and was found
on the flcor in her room. it was documented the
resident experienced a skin tear to her right arm
with a moderate amount of bleeding, and was
sent to the emergency room for evaluation. The
Post Fall evaluation documented the new
intervention for fall prevention was a rehab
refereal for wheelchair positioning.

A 04/06/12 physician order requested an
ovaluation on Resident #131 by physical therapy
(PT)occupational therapy (OT) for safe seating
when out of bed and best positioning white in bed.

At 10:45 AM on 05/24/12 Physical Therapy
Assistant {PTA) #1 stated in an undated Rehab
Addendum Note she documented, "Pt {patient}
has been in w/c {wheelchair) this past week vs
{versus) gerichair to increase {symbol used)
mobility & (and) access to facility in hopes o
decrease (symbot used) fall risk." She reporied
she thought this addendum note was an
extension of her 03/30/12 pregress note.

At 11:18 AM on 05/24/12 the Therapy Manager
stated Resident #131 recsived PT, OT, and ST
services after her 03/08/12 readmission, and
there was a general emphasis on safety

F 323
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education. However, she reported the resident
was not evaluated specifically for bed and chair
positioning in refation to fall prevention because
the issue was not related to positioning but the
resident's attempits to go to the bathroom without
assistance.

A Resident Event Report Worksheet/Post Fall
Evaluation documented Resident #131 fell on
04/19/12 at 11:50 AM. The resident was
observed getting out of her wheelchair unassisted
near the nurse's station. The Post Fall Evaluation
documented the new intervention for fall
prevention was the use of hipsters. The
resident's care plan was also updated on
04/20/12 to reflect this new approach to falls,

Observations during the survey revealed the
resident did not have hipsters in place.

At 1:56 PM on 05/24/12 the DON stated hipsters
were not ordered for Resident #131 until
05/2412.

A Resident Event Report Workshest/Post Fall
Evaluation documented Resident #131 felt on
04/29/12 at 7:15 AM experienced an unwitnessed
fall from her bed, and was found on the floor in
her room. The resident sustained a small skin
tear to her right elbow.

On 04/30/12 the resident's care plan was
updated. Sensor (pad) alarms for the bed and
chair were documented as new fall interventions.

A 05/10/12 9:35 AM Resident Progress Note and
subsequent Resident Event Report
Worksheet/Post Fall Evaluation documsnted

F 323
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Resident #131 experienced an unwitnessed fall in
her room when she reached for an object white in
her wheelchair. The resident sustained a
laceration to the head above the left eye, and was
sent to the emergency room for an evaluation.
The Post Fall Evaluation documented a sensor
alarm to the wheelchair was the new fali
intervention.

A 05/18/12 2:20 PM Resident Progress Note and
subsequent Resident Event Report
Worksheet/Post Fall Evaluation documented
Resident #131 experienced an unwitnessed fall in
her room, and was found sitting on the floor next
to the bathroom. The Post Fall Evaluation
dosumented biadder monitoring and a toileting
schedule were the new fall interventions.

A 05/20/12 7:30 AM Resident Progress Note and
subsequent Resident Event Report
Worksheet/Post Fall Evaluation documented
Resident #131 experienced an unwitnessed fallin
her room, and was found on a mat heside her
ned. The resident sustained lacerations/skin
tears to her right arm and back with bleeding and
a hematoma to her forehead above her right eye.
The resident was sent to the emergency room for
an evaluation. The Post Fall Evaluation
documented bladder monitoring and a toileting
schedule were the new fall interventions.

The 05/20/12 Emergency Room Clinical
Summary documented Resident #131 was
discharged back fo the facility with a large
hematoma to the right frontal scalp and a skin
tear to the right forearm.

Resident #131's 03/16/12 Admission MDS
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documented her cognition was intact, she was
admitted wiith an indwelling catheter, and was
always incontinent of bowel.

A 03/28/12 physician order discontinued the use
of an indwelling catheter for Resident #131.

A 04/09/12 30-day Medicare assessment
documented Resident #131's cognition was
intact, she was not on a bowel and bladder
training program, and she was frequently
incontinent of bladder and always incontinent of
bowel.

A 05/06/12 80-day Medicare assessment
documented Resident #131's cognition was
moderately impaired, she was noton a bowei and
bladder training program, and she was frequently
incontinent of bowel and bladder.

Record review during the survey revealed a pink
sheet in the Activities of Daily Living (ADL)
Flowsheet notebook which documented, "Please
toitet {name of Resident #131) after meals
and at night.”

At 3:40 PM on 05/23/12 the DON stated after
Resident #131 fell on 05/18/12 there was not time
to conduct voiding trials and establish voiding
patterns so the staff was informed {o toilet the
resident after all meals and at night.

However, during interviews with Nursing Assistant
(NA) #1 and #2 at 4:30 PM on 05123112, NA#3

at 9:02 AM on 05/24/12, Nurse #1 at 10:56 AM on
05/24112, NA #4 at 11:42 AM on 05/24/12, NA #5
at 3:21 PM on 05/24/12, and NA #6 at 3:50 PM
on 05/24/12 they stated they had not been

F 323
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informed that Resident #131 was to be toileted at
any particular times. They reported the resident
was alert and oriented but confused at times, only
used the call bell occasionally, could sometimes
tell staff when she needed to go to the bathroom,
was supposed to ask the staff for assistance to
the bathroom, wore briefs or diapers for
protection, and had a bedside commode in her
room. They stated they took the resident to the
bathroom when she reported she needed to go,
and checked on the resident every couple of
hours to make sure she was not wet or soiled.
They commented that after falls in April 2012,
Resident #4131 was supposed to have a sensor
{pad) alarm in ptace when in bed or in a chair,
They explained the resident would remove the
clip alarm, commenting that it was 100 noisy.

At 9:28 AM on 05/24/12 the DON tested the
sensor (pad) alam, which was observed on the
resident during multiple days of the survey when
in bed and in a chair. The pad alarm sounded
when pressure was removed from the pad in
Resident #131's wheelchair.

At 11:42 AM on 05/24/12 NA #4, who found
Resident #1341 on the floor after an unwitnessed
fall an 06/20/12, stated the resident's door was
closed when she began rounds at the start of her
7 AM- 3 PM shift on 05/20/12. At approximately
7:10 AM on 05/20/12 the NA reported she
opened Resident #131's door, and found the
resident on the floor, sitting on a mat with her
back against the low bed and her legs out in front
of her. The NA commented when she asked the
resident what happened, the resident stated she
was trying to go fo the bathroom, and pointed to
the bedside commode against the wail of the
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room. According to NA #1, an alarm was not
sounding when she enfered the room. However,
she reported there was a clip alarm on the bed.
She reported the base of the alarm was mounted
on the bed, and the string and the clip were laid
out across the bed. NA #1 stated it fooked as if
the resident had removed the clip alarm from her
clothing once again. NA #1 reported the
resident's right arm: was bleeding, and there was
a knot on her head when she found her on
05/20/12.

At 1:56 PM on 05/24/12 the DON stated at the
time of Rasident #131's falls on 05/18/12 and
05/20/12 the resident should have had a sensor
(pad) alarm in place when she was in bed on in
the chair,

At 3:50 PM on 05/24/12 NA #6, who cared for
Resident #131 on 05/19/12 first shift stated a ¢lip
alarm was being used on the resident during her
shift.

At 5:40 PM on 05/24/12 NA #2 stated there was a
clip atarm in Resident #131's room on 05/18/12
and 05/19/12. However, she reported the
resident had a sensor {pad) alarm in place when
staff worked with her on 05/19/11 and 05/20/11
on third shift.

F 325 | 483.25(i) MAINTAIN NUTRITION STATUS

g5=0p | UNLESS UNAVOIDABLE

Based on a resident's comprehensive
assessment, the facility must ensure that a
resident -

(1) Maintains acceptable parameters of nutritional
status, stich as body weight and protein levels,
unless the resident's clinical condition

F 323

F 325
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demonstrates that this is not possible; and
{2) Receives a therapeutic diet when there isa
nutritional problem.

This REQUIREMENT is not met as evidenced
by:

Based on observaiion, staff interview, and record
review the facility failed to provide 1 of 1 sampled
residents (Resident #131) experiencing
uninteniional weight loss with a nufritional
supplement ordered by the physician. Findings
include:

Resident #131 was admitted to the facility on
02/16/12, and readmitted on 03/08/12. The
resident's documented diagnoses included
dysphagia, hypertension, diabetes, Parkinson’s
disease, and chronic obstructive pulmonary
disease (COPD).

Resident #131's 03/8/12 Patient Nursing
Evaluaiion documented the resident's admission
weight was 86.5 pounds, and the resident was at
risk for malnutrition.

A 03/08/12 physician order initiated a mechanical
soft diet with honey ihick liquids for Resident
#131.

The resident's Weight History documented she
welghed 87.5 pounds on 03/1312.

A 03/13/12 physician order initiated a puree diet
with honey thick liquids for Resident #131.

This Plan of Correction is the center's credible
allegation of compliance,

Preparation and/or execution of this plan of correction
does not consiitute adntission or agreenent by the
provider of the truth of the facts alfeged or conclusion.
sel forth in the statement of deficlencies. The plan of
correction is prepared and/or exectted solely because
it Is reguired by the provisions of, federal and state kv,

1.

2.

Resident #131 no longer F-325
resides at the facility 62112012
Registered Dietician (RD)
evaluated, during the period
6/15-6/21/12 current residents
who trigger for 1,3, & 6 month
weight loss for appropriate
dietary interventions. This
evaluation included
comparison of dietary
supplements as well as
physician orders for
supplements to ensure
accuracy.

The DNS/SDC, in-serviced
licensed nurses on dietary
supplements and
communication tool for dietary
communication during the
period 6/15-6/21/12 The DNS
in-serviced the RD on the RD’s
use of physician orders in
fuifilling her role. The
Nutritional Services Manager,
or her designee, will audit meal
trays to ensure that ordered
supplements are on meal trays
for 8 residents per week for 1
month, then 8 residents every

en-8
o
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The resident’s care plan identified, "Resident at
risk for nutritional decline related to diagnosis of
COPD and dementia, difficulty swalfowing,
variable intakes of food/beverages, restriclive or
mechanically aitered diet, history of unplanned
welght changes, and significant psychosocial
event” as a problem on 03/14/12.

The resident's Weight History documented she
weighed 83.2 pounds on 03/21/12.

In a 03/28/12 Nutrition Progress Note the
Registered Dietitian (RD) documented Resident
#131 lost 4.3 pounds in one week. The RD
reported she attempted to talk to the resident, but
was unsuccessful, but spoke with nursing
instead. The RD recommended honey thick
shakes for the resident.

A 03/28/12 physician's telephone order started
the resident on "honey-thick 4 oz {ounce} house
shakes TID (three times daily) with meals." The
order was signed off on by the physician on
03/30/12.

The resident’s Weight History documented she
weighed 83.4 pounds on 03/29/12 and 81.4
pounds on 04/02/12.

In a 04/43/12 Nutrition Progress Note the RD
documented she talked with the Resident #131's
family who do not desire placement of a feeding
tube. Nursing communicated that the resident
liked ice cream so the RD recommended adding
Nutritional Treat as a frozen supplement which
would be compatible with the resident's order for
honey thick liquids.

This Plan of Correction is the center's credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does not consiitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficicncies. The plan of
correction is prepared andfor executed solely because
it is required by the provisions of, federal and state faw,

month, The RD will compare
tray card dietary supplements
to physician orders for
supplements using a sample

size of 20 residents monthly for

3 months. The DNS, or her
designee, will audit the
medication pass for 10 weight
loss residents monthly for 3
months to ensure MD orders
for supplements are being
followed.

4, Monitoring results will be
presented and discussed at the
monthly Performance
Improvement (PI) Committee
meeting for review.
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A 04/13/12 physician's telephone order started
the resident on "Nutritlonal Treat 4 oz po {by
mouth) with (symbol used) lunch & {and) supper."
The order was signed off on by the physician on
04/18M12.

The resident’s Weight History documented she
weighed 71.2 pounds on 04/18/12 and 74.2
pounds on 04/26/12.

in a 04/30/12 Nutrition Progress Note the RD
documented to continue the honey thick shakes
and Nutritional Treat because the resident was
eating well, intake of her nutritional supplements
was good, and the resident was beginning to gain
some weight back.

The resident's Weight History documented she
weighed 75.2 pounds on 05/02/12, 75 pounds on
05/09/12, and 76 pounds on 05/17/12.

At 12:11 PM on 05/22/12 Resident #131 was
eating lunch in the main dining room. There was
no Nutritional Treat on her tray, but a liquid
supplement in a plastic cup was sitting on the
table beside her plate.

At 5:18 PM on 05/22/12 the resident was eating
supper in her room. There was no shake or
Nutritional Treat on the resident’s meal tray.

A 8:13 AM on 05/23/12 the resident was eating
breakfast in her room. There was no shake on
the resident's meal tray.

At 12:57 PM on 05/23/12 the resident was eating
lunch in her room. There was no Nutritional Treat
on her tray, but a liquid supplement in a plastic
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were in the building.

F 325 Continued From page 23
cup was sitting on the table beside her plate.

Review of Resident #131's tray slips revesled it
was not documented that the resident should
receive shakes or Nutritional Treat with meals.

At 1:12 PM on 05/23/12 Nurse #2 stated shakes
and Nutritional Treat were supplements which
would be provided fo residents by the dietary
department. She reported she had not provided
Resident #131 with either, but she did give the
resident some Ensure product if the resident did
not eat well at meals.

At 1:24 EM on 05/23/12 the facllity's RD stated
the way in which the orders for Resident #131
were written indicated that the resident should be
receiving shakes and Nutritional Treat from
dietary on her meal trays. The RD reported she
usually wrote a telephone order for nutritional
supplements, and hall nurses would get the
physicians to sign off on the orders when they

At 130 PM on 05/23/12 the Dietary Manager
(DM) stated the dietary department was made
aware of nutritional supplements they were
supposed to provide when the hall nurses, who
obtained physician signatures on talephone
orders, forwarded them white copies of the
approved orders. The DM reported the hall
nurses were simultaneously supposed to
completed a Nutrition/Nursing Communication
form which was also sent to the dietary
depariment. After reviewing the
Nutrition/Nursing Communication forms she had
on file for Resident #131, the DM commented
there were no forms informing the dietary

F325|
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department the resident was supposed to receive
shakes or Nufritional Treat on meal trays.

At 4:30 PM on 05/23/12 Nursing Assistant (NA)
#1 and #2 stated Resident #131 usually ate 60%
or less of her supper meal. They reported they
occasionally provided the resident with some
shake i her supper intake was 25% or less.
However, they commanted they had never
provided the resident with any Nutritional Treat.
According to these NAs, they had never seen a
shake or Nufritionat Treat on the resident's
supper trays.

At5:11 PM on 06/23/12, during a telephone
conversation, Nurse #1, the primary care nurse
for Resident #131 on 7AM to 7 PM shift, stated
she provided the resident with shakes three times
a day during the resident's medication passes.
She commented the liquid supplement observed
by the resident's lunch plate on 05/22/12 was
shake which Resident #131 was finishing up after
her most recent medication pass. According to
Nurse #1, she had not provided the resident with
any Nutritional Treat, but stated maybe the
resident received this supplement as a snack
between meals.

A review of a print out of residents who received
physician-ordered supplements between meals
revealed Resident #131 did not receive Nutritional
Treat from dietary between meals.

At 9:02 AM on 05/24/12 NA #3 stated Resident
#131 usually ate 50% or less of her meals, and
reporied she had not seen any shakes or
Nutritional Treat on the resident's meal trays.
She reported she had never given the resident

F 325
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) " pag 325 This Plan of Correclion is the center's credible
gither nultritional supplement herself, but had allegation of compliance.
seen the nurse give the resident some shakes.
Preparation and/or execution of this plan of correction
At 3:21 PM on 05/24/12 NA #5 stated Resident o o e elon or dcenent by e
acls alieged oF COHCINSIONS
#131 ate about 25% of her meals. She also sel forth in the statement of deficiencies. The plan of
reported she had never observed any shakes or correction is prepared and/or execuled solely because
Nutritionat Treat on the resident’s meal trays and it is required by the provisions of federal and state law.,
she had never provided the resident with either
nutritionat supplement. 1. Nurse was in-serviced on F-441
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441 glucometer training on 5/28/12 | 6/21/2012
ss=p | SPREAD, LINENS 2, Nurse was inserviced by DNS
on proper glucometer cleaning
The facility must establish and maintain an technique, to include waiting 1
Infection Controf Program designed to provide a minuie with the bleach solution
safe, sanitary and comfortable environment and on the machine, on 5/28/12
to help prevent the development and transmission including a return
of disease and infection. demonstration. Licensed
o nursing staff were inserviced
(a) Infec':tlion ontrol Prggram ‘ by DNS/ADNS/SDC/RN
The facility must establish an Infection Control Superviso
Program under which it - pervisor oa p ropet .
: T glucometer cleaning technique,
{1} Investigates, controls, and prevents infections includ toe .
in the faclity; to.mc ude walting 1 gtmute
{2) Decides what procedures, such as isolation, wnthht‘h © blee;(:fg g 061;3113?20“1?6
should be applied to an individual resident; and mac’ me."“l o - A
(3) Maintains a record of incidenis and corrective Services m‘f ude retum.
actions related to infections. demonstrations. For residents
with C-Difficile a separate
(b) Preventing Spread of Infection glucometer will be assigned to
(1) When the Infection Control Program that particular resident and kept
determines that a resident needs isolation to at the bedside for single patient
prevent the spread of infection, the facility must use.
isolate the residsnt. 3. The DNS, or her designee, will
{2} The facility must prohibit employees with a audit 5 nurses weekly for one
communicable disease or infected skin lesions month, then 5 nurses every two
from direct contact with residents or their food, if weeks for one month, then 5
direct contact will transmit the disease. nurses for one month for
(3) The facllity must require staff to wash thelr glucometer cleaning per
prnfnrnl
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hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

{c) Linens

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review and staff
interviews, the facility failed to ensure that staff
(Nurse #1) were disinfecting a blood glucose
machine {glucometer) after resident use while
being observed during medication pass. Findings
include:;

ibrand name disinfectant wipes} is an
EPA-registered agent used to kill Clostridium
difficile spores in 5 minutes. According o
manufacturer ' s germicidal efficacy, [brand name
disinfectant wipes] kills Mycobacterium
tubsrculosis (TB} in 2 minutes and clostridium
difficile in 5 minutes. All others were killed in 1
minute. Included in the provided mutti-use
convenience section of the information was that
the wipes could be used to clean and disinfect
glucometers.

The facility ' s policy for Cleaning and Disinfecting
Diagnostic Equipment In-between Patients, dated
10/31/10, documented that equipment such as
glicometers was to be cleaned in-between each
patient use to prevent the spread of infactious
disease. The procedure included cleaning the

F 441 This Plan of Correction is the center’s credible

allegation of compliance.

Preparation and/or execution of this plan of correciion
does not constitute adpiission or agreement by the
pravider of the fruth of the facts alleged or conclusions
set forth in the siatement of deficiencies. The plan of
correction is prepared andfor executed solely because
it is required by the provisions of federal and state lew

for review,

4, Monitoring results witk be
presented and discussed at the
monthly PI Committee meeting
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outside of the patient equipment with a 10%
bleach solution moistened wipe in-between each
patient and as needed. It also indicatedto
Allow contact with bleach solution for 1-minutes.
Foltow with a cloth dampened with water to
remove residual bleach. " An addendum to this
policy, dated 10/31/10, indicated that the
glucometers were to be cleaned at the beginning
and end of each shift as well as between each
patient. The addendum also included wiping the
outside of the glucometer completely using a 10%
bleach wipe allowing the solution to remain wet
and in contact with the surface for at least " one
full minute ™.

During medication pass observation of Nurse #1,
beginning at 8:30 AM on 05/23/12, she prepared
medications for Resident #228. She also
prepared supplies o check a fingerstick blood
glucose. She went into the room and performed
a fingerstick. She cobiained the blood sample
onto the glucosse strip. Resident #227 was ealing
breakfast. She administered the medications and
went back o the medication cart. Before
inserting the strip into the glucometer, she was
questioned about disinfecting the glucometer.
She stated she had cleaned it after the last
rasident. She completed the test and signed off
the medications on the medication administration
record (MAR). Nurse #1 donned gloves and used
a bleach wipe to wash the extarior surface of the
glucometer and removed the strip holder (eye)
and wiped it with the wipe. She immediately
wiped away the excess with a paper towel. Nurse
#1 did not allow the solution to stay on the meter
for one minute per the facility ' s policy for
disinfecting. As she was wiping the excess from
the meter she stated she would need to rechack
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Resident #228 ' s biood glucose as it was low.
She continued on her medication pass. After
administration of medications to Resident #19,
Nurse #1 performed a fingerstick glucose and
inserted the strip into the glucometer. She signed
off the medications on the MAR and rolled her
medication cart to Resident #227 ' s room. At
9:20 AM, Nurse #1 was observed preparing
medications for adminisiration to Resident #227.
After she had poured all of the medications, she
prepared supplies to check Resident #227 ' s
blood glucose. She performed the fingerstick and
obtained the blood sample onto the giucose strip.
She used a bleach wipe to disinfect the exterior
surface of the meter and wiped away the excess
with a paper towel. She did not allow the sofution
to remain on the meter for one minute per the
facility ' s policy. She inserted the blood sample
into the meter. Nurse #1 reported that she
needed to clarify Resident #227 ' s blood
pressure medication so she left the medication
cart. She returned in approximately 5 minutes
and administered medications to Resident #227.
She signed the medications off on the MAR and
rolled her cart back down fo Resident #228 ' s
room. She did not disinfect the glucometer. She
prepared her supplies and performed a
fingerstick to obtain the blood sample from
Resident #228. When she appreached the
medication car, she was asked to wait before
she inserted the strip into the glucometer. When
questioned about disinfecting the meter, she
replied that she had forgotten to do it and stuck
the strip into the meter. Nurse #1 reported that it
was facility policy to disinfect the glucometers
betweaen every resident. She also stated she was
not to take the glucometer into the resident ' s
room. She donned gloves and washed the
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surface of the glucometer and the eye with the
bleach wipes and wiped the excess away with a
paper towel.

During an inferview with the Director of Nurses
(DON), on 05/24/12 at 12:00 PM, she stated staff
were instructed to use the bleach [brand name
disinfectant] wipes that the facility provided for
disinfecting glucometers. The DON stated the
machine's external surface was to be wiped down
completely with the [brand name disinfectant]
wipes and the solution was fo be left to air dry on
the meter surface for 30 seconds to one full
minute before wiping it with a clean cloth. The
DON commented that in order for the bleach
solufion to disinfect the surface it needed to be
left on the surface for at least one minute. She
stated staff should never assume that the
previous nurse had disinfected the glucometer.
The DON stated all glucometers were to be
disinfected in-between residents. She
commented that the nurses should not be
combining checking blood sugars with medication
pass. The DON reported that she was in the
pracess of training the Nurse Aide 1l to perform
the fingerstick blood sugars.
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