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F 167 | 463.10(b)(#1) NOTIFY OF GHANGES F1s7] F137
. f. Cotreetlve action has been accomplished for
886 | (INJURY/DEGLINE/ROOM, ETC) ) the alieged deficient practice related to 72412
o . . Resident #7, Resident #7°s physician was
Afacliity must ]mmedlat?ly inform the resident; natified on July 12, 2012 of & change in the
consult with the resident's physiclan; and if status of the resident’s pressure uleer by the
known, notify the resident’s legal representative licensed nurse assigned to the resident, New
or an Interested famlly member when there Is an orders were oblatned and implemented for
aceldent volving the resident which resulls In treatment of pressure ulcers on July 12, 2012,
Injury end has fhe potential for recquiting physiclan The restdents care plant was reviewed and
intarvention; a significant change In the resident's updated as necessary by {he Tnterdisciplinary
physical, mental, or psychosocial statlus {i.e., a Team {{DT) on July 16, 2012, Tuly 30, 2012
deterioralion in haaith, mental, or psychosoclal and August 2, 2012,
stalus n sllher life threatening condilions or
¢linical complications); a need to alter Irsatment 2. Faclilty residents with changes in condition 8/24/12
significanlly (i.e., a need fo disconlinue an of pressure ulcers have the polential 10 be
existing form of treatment due to advarse affected by the alleged deficient practice. On or

before August 24, 2012, the Interim Director of
Nursing {(IDON} Assistant Director of Nursing
{ADON), RN Admissions Nurse or ofher
assigned Hcensed nurse will conduct a medical
record audit and review of the 72 hour resident

ident statug report to identify changes in condition of
The faclty must also prorptly nolify iho residen pressure uleers from July 1, 2012 forward lo

and, If known, the resident's lagal representative )

or Interested family member when there Is a ensure t?aat the physician mul!c'xr resident/

changs In room of roommate assignment as responsible parly has been notified of the

specifiod fn §483.15(e)(2); or a change In change.

fosident dghts under Fadsral or State law of 3. Measures put Inte place to ensure that the

fatl 1) of Y

:s{iusztc(t)lgz as spacified in paragraph (b)(1) 0 alieged deficient practice does not recar 8/24/12
’ includes; New or changed physiclan orders,

change in condition decumentation, 72 hour

consequences, or lo commencs a new form of
freatment); or a declsion to fransfer or discharge
tha rasident from the facility as specifisd in
§483,12{n).

The facllity musf record and perlodically update
the address and phone number of the resident's * proparation andfor oxacation of this plan of
legal representalive or inlerested family member, corraction does not constltute admisslon or
agreement by the provider of the truth of tho
facts alleged or conclusions set forth In the

This REQUIREMENT Is nol mot as evidenced statomont of deficlencios, The plan of
by: corroction Is prepared andfor executed solely
Based on obssrvation, record review, staff and :’e?:fgfziﬂz t’;‘é“}g&f’,,hy the provisions of

physician Interviews, the facllily falied to alert he

{ABQRAT OIS OR PRO UFPLIER REPRGSENTATIVE'S SIGNATURE  TRE GQIOMTE
Aﬁ\v\\&wm o S/f X‘ | e
/

Any daﬂolencf stalemont ending with an astorisk (*) denotes a deficloncy which the Instlullon may be excusad from corcecling providing it Is delermined that
other safaguerds provids sufiiclent prolection {o the patients. {Sse instructions.) Excepl for nursing homes, the findings slated above are disclosable 30 days
following the date of survey whether of nol a plan of corection Is provided. For nursing homes, the above findings and plans of correclion are disclosable 14
days foliowing the dale those documents are mede avalable to the facilily. 1 doficlensies are clied, sn approved plan of correction Is regulsile fo continued

progeam pasticlpalion,
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resident status report, weekly skin checks will

F 157 | Confinued From page 1 ' FAB7} b reviewed by the IDON, ADON, Admissions
rasident * s physician affer discoversing that 1 of 3 Nurse, RN Supervisor or other assigned
residents (Resident #7) with pressure ulcers, licensed nurse daily Monday thru Friday during
condilion worsened, the morning meeting. The weekend supervisor

will monitor weekend changes in condition and
The findings Include: ensure timely notification of the residents’
physician, residentresponsible party with
Rasldent #7 was admitted to the fadflity on documeniation of the notification as well as any
6/18/12 with {he following cumulative diagnoses! new ordersfinstructions, The IDON, ADON,
dementia, peripheral vascular disease, Irdtable Admissions Narse, RN Supervisor or other
howsl syndrome, urinary retention and anemia. assigned Heensed nurse wlii validate that
On his admission Minimum Data Set (MDS), noiiftcafion of physician and resident/
612542, he was assessed as having short term responsible parly is documented by

reconciliation of weekly skin checks, new
orders, 72 hour report with the resident’s
medical record, dally for 30 days, then daily,
ivionday through Priday, for £ month, then a
minimum of 5 records weekly for 1 month,
Negative findings will be addressed and
corrected upon discovery. The frequency of
the reconcitiation will be reviewed at the end of
this time to determine future frequency.

memory fess and modifled independsnce with his
daliy dacislen making. He showed no reslslance
{o care and needed exlensive assistance for
transfors and bad mobility. He was coniinent of
bowel and used a catheler, Resident #7 did not
have a pressure ulcer at {he fime of his admisslon
or MDS assassment,

The Nursing Admission Assessment to identify Mandatory in-service will be conducted by the

pressure sore risks was reviewed. It indicated 1DON, ADON, Admissions Nurse or RN

that on the following dalee, 8/18/12, 6/25/12, Supervisor entitted “Notification of Change”

7/2/12 and 7/8/12, Resldent # 7 recelved a score for licensed nurses to include the importance

of 16 each "me. which piaced him I the Mild ncﬁfy]ng the rosident's phy‘gfclan a“d

Risk {15-18) calagory, rosponsible pary of any changes. ‘Frainlng will
be conducied on or bofore August 24, 2012,

Aveview of the care plan dated 6/26/12 revealed Nurses not frained by August 24, 2012 will nof

Resident # 7 had a potential for pressure ulcers be allowed to assume their duties untii the

due to decreased activity and impelred mobliity,

impaired diffuse or {ocatized blood flow. The goal “ preparation andlor execution of this pfan of

included to ensure that Resldent # 7 would have correction doss not constitule admission or

intact skin without slgns of skin breakdown agreemont by the provider of the truth of the

rouah the next review in 90 days. Approaches facts alleged or conclusions set forth in the
through ! N 0 days. App staterment of doficloncles, The plan of

to he used Included: Apply a pressute reduclion

correction Is prepared and/or exacuted solel
maiiress to ihe bed, reposition In chair fraquently because It is ?oqzlrud by the provisions of y
for comfort and pressure retuction, turn and feceral and stato taw.”
reposition white In bed frequently for comiort and
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{raining has been completed, Training for
F 157 | Continued From page 2 E ; &

pressure redugtion, provide incontinence care
after each incontinence episode, complete a full
body chack weskly and documant, monitor lab
values as ordered and referrals to physteal,
occupational and speech therapy as well as
referral fo physiclan,

Araview of the "Nursing Daily Skilled Summaiy"
dated 6130112 revealad a cocoyx was hoted to be
"oxcorlated (removal of skin); note new orders."

On 71712 at 240 p, a nurse's note (Nurse # 9)
on the skilled summary sheet indicated on the
cocoyx, right inner buttocks noted to be open
2.6cm {contimeters) x 1.5¢cm wound bed
red/purple. Perl wound redfwhite with small
amount of red dralnags, no odor noted. The right
bultock 1.6cm x 2.0crm, wound bed red/purple.
Pert wound regiwhlte with small amount of red
dralnage. Cleansed coccyx and right buttock with
normal saline. Applied excudsrm, see new order
and continue to monitor. Nurse # @ indicaled In
her noles thal the responsible parly and physician
were informed.

On 7/5f12, the Weskly Pressure Ulcer Racord,
completed by lhe Assislant Dlrector of Nursing,
documented that Resident # 7's sacrum
measured 2.8cm x 1.6cm, with no depth and no
undermining, It had serous exudate {an oozing
prolein fluld) of a seant amound, with a red wound
bed and pink color normal surrounding tissue.
She checked that there was pain relaled to the
wound and that there were no new orders for
reatment, Under hor progress notes, she
Indicaled that she would continue fo monitor and
use an alr matlress as an Intervention,

F 187 newly hired teensed nurses regarding
physician and resident/family notificatton will
be incorporated in the Facility’s orientation
prograns,

4. The IDON/ADON or other assipned 8/24112
administrative nurse wiil review data related fo
pressure ulcers, new orders, changes in
condition, 72 hour repori weekly for 4 weeks
and then monthiy thereafler for pattemns/irends
and repost I QA/PE (Quality Assurance/
Psrformance Improvement) meeting weekly for
4 weeks and then monthly for 2 months
thereaficr. The QA/P1 Commliites will evaluaie
the effectiveness of the plan based on trends
Identified and develop and implement
additlonal Interventions as needed to ensure
continued compliance,

“ Praparation andlor executlon of this plan of
correctton does not constitute admission or
agreement by the providor of the fruth of the
facts alleged or conclusions set forth In the
statement of deficlencies. The plan of
eorrection Is prepared andfor execuled solely
hecause [t Is required by the provisions of
federaf and state law.”
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Nurze # 8 was presenl during an obsarvation of
Resident # 7's wound care on 7/12/12 at 8:45am,
Al 9:00 am she shared that she last provided
care to Resldent # 7 a weak ago and at that time
his wound was red and supsrficlal, wilh no yeitow
or biack colors, She expressed that the current
treatmeant wasn't doing any good. She slated that
now his largest wound was yellow and black and
had increased In size. The surrounding tissue
was red, The coceyx measured al 1.9cm x 6,2cm
% 0.9cm; the fght bultock measured at 1.6cm X
1.9cm and the laft buftock measured at 3.0cm x
0.5¢cm. On 712712, the facliity requested that
Restdent # 7's wound be re-examined by the
physiclan,

On 711212 at 11:25 am, Nurse #2 was
interviewed. He shared that at the lime of
discoverlng a skin breakdown, he would report
the Incident, to start an Investigation. He would
proceed with notifying the doctor so that
recommendations and new orders could be
glven.

If the pressure ulcer had black fissue, he shargd
that he would st the doctor know that it was not
gelling any beifer and would ask the doclor to see
the resident on his next rounds, He would order
blood work fo check the proteln levels, He shared
that black tissue ususlly indicated nacrosis (dylng
fissua) and an ulcer at Stage (1. This normally
called for debrieding It and changing the
frealment orders 1o & more frequent dressing
changs, pethaps dally.

On 7112142 al 11:40 am, Nursa # 3 was
intorviewed, She stated that she handlad

F 167
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concarns refating to the worsening of a pressure
ulcar, by contacting the physician so that a
referrai could be made lo the wound clinic. She
sharad that when she noliced that the lissue has
tumned black, she would expact a more fraquent
dressing change; perhaps dally.

In an interview with the ADON on 7/12H2 at 6:48
pm, she stated that she felt the sacral wound,
previcusly assessed as a Stage [}, should be
lsted as unstageable,

Nurse # 5 was interviowed on 7/12/12 at 7:15 pm.
She commented {hal she changed the dressing
on Resident# 7 on 7/11/12 and slated that the
area looked okay, as this was the first time that
she had observed it and could not make a
comparison obsarvation, She stated that was no
drainage, odor and that she did not maasure tha
area, since someone else did that,

Review of the Nursing Dally Skilled Summary
from 772112 to /1412 revealad thal the physician
was not notifled again of the condition of Resldent
# 7's pressure ulcer untif 7/12/M2. The physician
responded to thalr requast to examine Resldent #
7 and visited with him while maklng rounds on
7113112 to re-assess his condltion.

Review of the MD {meadical directors)
Communication Board for July, 2012, (who was
the assigned physiclan to Resident # 7},
documented that no noles were forwarded 1o the
nhysician about Resident # 7's skin condltion,
The last note addrassed to the MD occurred on
6/29/12 before the discovery of lhe pressure
uicer.
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PREVENT/HEAL PRESSURE SORES

Based on the comprehensive assasament of a
resident, the facilily must ensure that a resident
who enfers the facliily withoul pressure sores
does not davelop pressure sores unless the
individual's clinical condilion demonsicates that
they were unavoldable; and a resident having
pressure sores recelves necessary traatment and
soivices 1o promote healing, prevent infection and
pravent new sores from developing.

This REGUIREMENT Is not met as evidencad
by:

Based on observation, record review, resident,
staff ant physiclan nterviews, the facilliy failed lo
put prescribed intervantions In place {correct alr
matitess selting , weekly skin checks and
physician consuitation) to avold the devetopment
of a pressure ulcers for 1 of 3 (Resident #7)
sampled residents.

Tha {indings Include:

Resident # 7 was admitted to the facllily on
6/18M12 with the following cumulative diagnoses:

Fil4

f. Correclive action has been accomplished for
the alleged deficient practice in regards to
Resident #7. Resident #7's physician was
notified on July 12, 2012 of a change in the
status of the resident’s pressure ulcer by the
ligensed nurse assigned to the resident. Now
orders were obiained and Implemented for
treatment of pressure ulcer on July 12, 2012,
Resident # 7 was referred to 8 wound care
speclalist for evaluation and treatment.
Beginning on July 16, 2012 the resident was
evaluated by the wound care specialist and
contlnues to be evalunted and treated by the
waund care speclatist weekly in the faeility.
Tfie Registered Dietician (RD) was consulted
via telephone on August 2, 2012 and will
review the resident’s nutritional status in

# praparation and/or exacutlon of this plan of
correctlon doas not constitute admission or
agreemont by the provider of the truth of the
facts alleged or conclusions sof fortly In the
statement of deflclencles. The plan of
corraction Is prepared andior executad solely
Because it is raquired by the provisions of
faderal and state taw*
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F 167 | Confinued From page & F 167
On 7113112 at 11:00 am, the prossure ulcer was
again observad with Hurse # 6 and the physictan.
The nurse and physlcian felt that the wounds
were at stage || as thare was no necrosis present,
just debels. The physician indicated that if the
wound became larger, he would refer Resident#
7 10 the wound elinic. Nurse ¥ 6 indicaled at
14:45 am that the physiclan had changed
Reslident # 7' s hlood pressure medicaflon, but
the treatment would remain the same for {he skin
care regiman,
F 314 | 483.25(c) TREATMENT/SVCS TO F3t4

8724112
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dementla, peripheral vascular disease, Irltable
bows! syndrome, urinary retenton and anemia,
On his admisston Minimum Daia Set (MDS},
6/25/12, he was assessed as having short ferm
memory loss and modified independence with his
daily declsion making. He showed ho resistance
to care and needad exlensive assistance for
transfors and bed mobliity. He was condinent of
bowet and used a catheler. Resident#7 did not
have a pressure ulcer at the lime of his admission
of MDS assessmant.

The Nursing Admisslon Assessment to idenlify
prassure sore rlsks was reviewed, It indicated
that on (he following dates, 6/18/12, 6/25/12,
7i2/12 and 7/9/12, Resident # 7 recelved a score
of 16 each ilme, which ptaced him In the Mild
Risk (16-18) category.

On 819112, orders were placed on {he Treatment
Administration Record, to provide weekly head to
skin assessments, sach Tuesday. The Head lo
Toe Skin Checks form was reviewed. There was
one note from Nurse #9, on 6/19/12 that stated
Ihat Resident #7 ' s skin was Intact and that there
was an absence of bruises, skin tears, abraslons
of rashes, All preventative measures wera In
place. There was no data on the form for the
following Tuesdays, {6/26/12, 7/3/12 and 7/10/12)
when the waekly assessments ware due.

The Asslstant Director of Nursing was Interviswed
on 7122 at 3:10 pm. She reviewed the Head to
"Toe Skin Chacks form and acknowladged that it
lacked evidence of weekly skin assessmenis
belng performed. She stated that she does all the
measurements of the pressure ulcers In the
facilily. She stated that Resldent # 7 was last

¥441D SUNMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION [133]
PREFIX {EAGH DEFICFENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETIOHN
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) TAG CROYS-REFERENCED TO THE AFPROPRIATE
DEFICIENGY)
erson on or before August 24, 2012,
F 314 | Continued From page 6 a4 b B

Recommendations for additional interventions
to ald in wound healing made by the RD will
e Implemented when received. Resident # 7°s
air mattress settings, based on manufacturer’s
recommendations, were adjusted based on the
resident’s current welght. A low air loss
pressure maliress wes obtained on August 3,
2012 and implemented to fusther promate
hiealing and to decrease prossure as much as s
posslble. Resident #7 wasreferred to a
neurclogist based on decreased wobility of the
Tower extremities for nssistance in treatment,
On August 2, 2012 the resident attended his
appoiniment and furtlier testing was
recommended and was scheduled. Resident # 7
was re-evaluated by the therapy siaff for
seafing and positioning (o decrease pressure,
Current seating was re-evaluated by the Rehab
Program Manager and the Physical Therapy
Asslstant ont Augost 3, 2012, with ne changes
made to seating. The residents care plan was
reviewed and updated as necessary by the
Interdisciplinary Team (IDT) on July 16, 2012,
Changes to the resident’s plan of care have
been communicated to the dirccied care staff
via the nursing assistant assignment sheet.

2, Facllity residents cureently using aie 8124712

maliresses, pressure ufcers or those af risk for
the development of pressure ulcers have the
potential to be affected by the smne atleged

“ preparation and/or executlon of this plan of
correctlon does not constitute admission or
agraoment by the provider of the truth of the
facts alleged or conclugfons set forth in the
statement of deflciencies, The plan of
corraction Is prepared andior executed solely
hecause if Is required by the provisions of
foderal and sfato law,”
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ractice. Restdents currently utilizin
F 314 | Continued From page 7 F 314 deficlent practice. Resid y I

measurad by her on 7/5M2 for Inner thigh and
sacium wounds and that she had planned fo
record new measurements today.

Araview of the care plan dated 6/26/12 revealed
Resident # 7 had a potenilal for pressure ulcers
due lo decreased activily and impaired rmobility,
fmpalred diffuse or locallzed blood flow. The goal
included to ensure that Resident# 7 would have
intact skin without signs of skin breakdown
through the nex! review in 80 days, Approaches
to be used included: Apply a pressure reduction
maliress fo the bod, raposilion in chair fraquently
for comfort and pressure reduction, turi and
reposition whlle In bad frequenlly for comfort and
prassure reduction, provide incontinence care
after each Incontinence eplsode, complete a full
body check weekly and document, montior lab
values as ordered and referrals to physical,
occupational and speech tharapy as well as
reforral fo physiclan.

On 8/1/12 at 3:20 pm, In a phone Interview with
Nurse # 10, she stated that the pressure relleving
alr matiress for Resident # 7 was injlialed on
G/26/12.

Areview of the “Nursing Dally Skilled Summary”
datad 6730/12 revealed a coceyX was noted to be
"gxcoriated (removal of skin); note new orders.”

On 71112 at 2:40 pm, a nurse’s note (Nursa #9)
on the skillsd summary shest indfcated on the
coceyx, right inner bultocks noted {o ke open
2.5cm (centimeters) x 1.50m wound bed
radipurple. Part wound rediwhile with small
amount of red drainage, no oder noted, The right
buttock 1.5cm x 2.0cm, wound bed red/purple.

air mallresses were identified by the
Administeator and DON on July 16, 2012
Residents’ current weights were verified and
air matiress settings adjusted, If needed, based
on manufacturet’s recommendations, Care
plans and nursing assistant assignmont sheets
were updated to reflect resident current carc
needs. Facility administrative staff will conduct
rounds on a dafly basls to ensure air maftress
seltings remaln as recommended by the
manufacturer for 30 days and then on 4 random
basts for af icast 2 residents per day, Menday
through Friday, for 1 month, The faclitiy’s
administrative staff will then check air nialtress
seftings during scheduted ambassador rounds
on an on-going basis and report findings to the

Administrator (NHA).

3, Measures put into place to ensure {hat the 8124112
alleged defigient practice does not recur
inelude; Newly admitied resilents wiil be
assessed by a licensed nurse during the nursing
admission assessment, which includes & head-
10 ~toe assessiment and the Braden scale to
identify both actual skin breakdown and the
potential for breakdown based on risk factors.
Physiclans will be notified of any abnormal
skin findings for erders. Based on the results of
the assessment and diseussion with the
physician the facility Tnterdlsclplinary team
{(IDT) will develop and implement a plan of

“ preparation andfor exgcution of this plan of
correction doas not constitute admisslon or
agresment by the provider of the truth of the
facts allegod or conclusions set forth in the
statement of deflclencles. The plan of
gorrection Is prepared andfor sxecuted solely
because it is raqulrod by the provisions of

fadoral and state law,”
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care with finterventions almed st minimizing the
F314 Con-llnued From page 8 F 314} yisk of skin breakdown and orto promote
Peri wound redfwhite with small amount of red wound heallng, Interventions, including air
drainage, Cleansed cocoyx and right buttock with maitresses, to minimize risk and to promots
noreal saline. Applisd excudernm, see new order herting will be communicated to direct care
and confinus to monitor. Nurse # 9 Indicated In staff ulllizing the nursing assistant assignment
her notes that the responsible parly and physiclan sheet, The IDT will revlew assessment findings
ware Informad, on the next business day foltowing the
resident’s admission to the faciity on an on-
On 71512, (he Waekly Pressure Ulcer Record, golng basls, On an on-going basis weekly skin
completed by lhe Assistant Direclor of Nursing, assessments/ body audits will be condugted by
documented that Resident # 7's sacrum {ho assigned licensed nurse and resuits
measured 2.8cm x 1.60m, with no depth and no documented on the Treatiment Adminisiration
undsrmining, It had serous exudate (an cozing record (TAR) once compleled. Beginnlig

August 6, 2012 administrative nursing staff fo
{nclude fhie IDON, ADON, Admissions Nurse
andfor RN Supervisor will vatidate the
completion of the weekly skin assessment/
body audit at least twlce weckly for two
months and then monthly thereafler, The
facility IDT will conduct weekly meetings fo
review pressure uleers, including progress of
wound healing, continued appropriateness of

proteln fluld) of a scant amount, with a red wound
bad and pink color normat surrounding lisstis,
She checked that there was pain refated to fhe
wound and that there were no new orders for
treatment, Under her progress noles, she
indicated hat she would confinue to monitor and
use an air matlress as an Intervention.

On 7/12/12 at 8:45 am, Resfdent # 7 was :

: current interventions, the need for additional
observed in bed, ying on his back wiih eyss interventions and review and update the
closed on a pressure relieving alr matiress that resident’s plan of care as necossary.
was set to 10 (flrmest). Nurse #6 dwas present Administeative staff witl conduct rounids on an
and was preparing 1o do his wound care on-going basts to ensure interventions almed at
trealment, A chart review revealed his welght as pressure ulcer prevention and wound healing
of 7/9112 was 187.8 potmds. The manufaclurers have been iinpfernented' By August 7’ 2012
guldelines on the alr mallress, recommendsd an the NHA contacted the State’s Qualily
alr selling of 5-6 for an Individuat welghing the Improvement Organization (QIO) the CCME

same amoun! as Resldent #7.
% preparation andfor execuflon of this ptan of

Nurse # 6 was Inlerviewad on 7/12/12 at .00 am. correction does nof constilufe admission or
She shared that she last provided care to agresment by the provider of the truth of the
Resident # 7 a week ago and at thal time his facts allaged or eonclustons sot forth In the

statement of defigioncles. The ptan of

viound was red and suparficial, with no yellow or correction i prepared andlor executed solel
back colors, She expressed that the current bocause [t 16 'r)e qﬁired by the provislons of ¥
treatment wasn'l doing any good. Now his largest fodoral and state taw.?

wound was yellow and black and had increased
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for additional education related 1o pressure

F814] Continusd From page 9 F 314} icers, Mandntory inservice refated to Pressure
in size, The surrounding lissue was red. The Uleer Provention and promoting wound healing
cocoyx measured at 1.9cmx 6.2cm x 0.9cm; the wiil be conducted for nursing stalf by the
right buliock measured at 1.6cm x 1.9cm and the IDON on August 8 and Augnst 9, 2012, The
left buttock measured at 3.0cm x 0.5cm. content of this training will Include but is not

limlted to expeciations for completion of
On 7H2/12 at 9:30 am, Residont # 7 was viewsd admisslon and weekly skin assessments,
fyIng in bad, on his back. His pressure refleving documentation of skin abnormalities,
maitress was still set at 10, The manufaciurer's identifying risk factors for pressure uleer
tnsiruction for using the matiress was located at development utilizing the Braden scale, air
the end of the bad, above the digltal setiing for maltress setfings, body checks during showers
firmness. ! read that the setting the mailress at and other thnes of care, reporting now skin
1, was nol firm and 10 was the firmest, The problems immediately, notification of
getling 10 should be used for an indlvidual physiclan, nutrittonal sud therapy inferventions
welghing 400 pounds, A plece of tape with the to prontofe healing and minimize risk, A

directed inservice will be conducted on or
before August 24, 2012 by the Wound Care
Speciatist Physician from VOHRA Wound
Physicians Group for licensed nurses to include
Pressure Ulcer Prevention and Treaiment,
Nurses not trained by Aungust 24, 2012 will not
be allowed to assume thelt duties until the
training has been completed. Tralning for

numbers 5-6 was on the resident’s footboard,
next to the manufaclurer's guldelines.

Resldent # 7 remained out of his roeom, aftending
therapy at 11:38 am. Despite his absence, the
maltress on his bed remained set at 10, At
1:36pm, Resident # 7 was observed sitling in his
whaelchalr, on a chalr cushlon, When asked how . \ .
y e ntt newly hired Heensed nurses and other nursin

h!s botiem fell, he sald, "pal”. The maflress to staff?egardlug pressure ulcer prevention wi!lg
his bad remained sei al 10. be incorporated in the facillty’s orientation

ing A 24,2012,
Interviewad was held with Nurse # 3 on 7/12/12 at progran: boglnning August

41:40 am, She stalod that a pressure relieving 4. The IDON/ ADON or other designated

mallress can be used for residents with pressure administrative licensed nurse will weekly for 4 | 8724712
ulcars, The matiress selling to har knowledge weeks and then monthly thereafler review data

can ba set by the physiclan or therapist. Normaily

she found the recommencied selling for the « Proparation andfor execution of this plan of

matlress dOGumented oh the treatment cart oron cofrecllon does not cons“tule admission or

the appllance. Nursing staff are also expacted to agreement by the providar of the truth of the

wira and reposition the resident every 1 1o 2hrs on facts alleged or concluslons set forth in the

the allernale slde, statement of deficiencies. The plan of

correction Is propared andfor executed solely

An interview was hald wilh Nurse Alde # 7 on %a;:r%?sarltt&sstraet%ulgﬂ’by tho provisions of

71242 at 11:05 am. She stated that some
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kin assessments, , air
F 314 | Continuad From page 10 Fai4 obtained durlng weekly skin a 53

residents used pressure relleving maitresses that
had adjustable firmness, Ordinaiily she adjustad
the maliress o the firmesi position when she
performed incontinence care, then sofienad the
mailress when she was done. She did not know
the guldellnes to set the firmness, stating that she
puts (he setiing back where she found il which
was usually hatfway In the middle; however, she
never based the selling on the resident's weight.

On 7112112 at 4:00 pm, an ohservation of
Resldent # 7 in bed revesied thaf his mallross
setling had been lowered to 6.

On 71212 at 5:00 pm, Resldent # 7's wound was
observed with the (ADON} Asslstant Director of
Nursing, The measurements she recorded during
{he observation were: the sacral wound was
measured al 4.6cm x 5.0cm and the sighi inner
butteck was 2,0cm x 2,0cm, The sacral wound
was plnk on the edges, red near the center and
some black in the center, The ADON stated that
the wound was &8 stage il. She also indlcated that
the alr pressure on Resident # 7' s bad should be
set at 5-6; however she was not certaln who was
rasponslble for selting the air matiresses.

During a follow up inlerview with the ADON on
7122 al 6:45 pm, she stated thal she felt the
sacral wound, previously assessed at Stage 1],
should be listed as unstageable.

Reviaw of the Nursing Dally Skilled Summary
from 712112 to 7/11/12 revealsd that the physician
was not notifled agaln of the conditlon of Resident
# 7's pressure ulcer until 7/12/12.

On 7113712 af 11:00 am, the pressure ulcer was

mattress setting monitoring , and Physlcian
Communication, anatyzing for patternsfirends
and reporting iy QA/PT meeting weekly for 4
weeks and then monthly for 2 months
thereafter, The QA/PT Commitice will evaluate
the effectivencss of flie plan based on trends
identified and develop and implement
additional interventions as needed to ensure

continued compliance,

“ proparation andfor execution of this plan of
correction does not oonstitute admission or
agroement by the provider of the truth of the
facts alleged or conclusions set forth in the
statement of deficiencies, The plan of
corraotlon Is prepared and/or executod solely
hocause It Is rogulrad by the provisions of

faderal and sfate law.”
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F 314 | Conlinued From page 11 F 314
again observed wilh Nurse # 6 and the physiclan.
The nurse and physiclan fait that ihe wounds
wate at slage il and recommendsd keeping lhe
skin care frealment ordars {he same, as there
was no neciosis prasent, just debris. The
physielan Indicatad that If the wound becamo
farger, ho would refer Resldent # 7 to the wound
¢linle.
The DON was Interviewed on 7/13/12 at 2:4b pm.
She stated that pressure relieving mattresses
have a selling to deteriine firmness, wiich is
based on the resident's weight. She stated that
anyone can assess the selting by viewing the
guidelines which is listed on the appllance.
F 3156 | 483.26(d) NO CATHETER, PREVENT UT}, F 316
ssep | RESTORE BLADDER ¥315
1.  Correctlve action has been accomplished 122

Based on the resident's comprehensive
assessment, the facliily must ensure thai a
resident who enters the faciilty without an
indwalling catheter is not catheterized unless the
rasldant's ¢linical condition demonstrales thal
cathelerizallon was nacessary; and a resident
who Is Incontinent of bladder receives appropriate
treatment and services 1o prevent urinary tract
Infactions and to restora as much normal hladder
funclion as possible.

This REQUIREMENT is not met as evidenced
by

Based on observation, resident and staff
intarvisws, the faclity failed to sscure cathelers to
pravent tugging, for 2 of 3 residents {Residents #
7 and # 8) with cathelers,

The llhd[ngs Include:

faderal and state law.”

for the alleged deficient practice in regards to
Rostdents #7 and #8, Foley catheter anchors
were oblained and placed for Resident # 7 and
Resident #8 on July 12, 2012 by the Assistant
Director of Nursing (ADON} to scoure foley
catheters In place to mintmize tugging.

# Prgparation and/or executlon of this plan of
corrastion does nof constitute admission or
agreemant by the provider of the fruth of the
facts alleged or concluslons set forth in the
statemont of deficioncies, The plan of
aorreotlon Is prepared andfor executed solely
beoause it Is required by the provisions of

2. Residents with indwelling catheters have 412112
the potential to be alfected by the same alleged
deficient practice. The Administrative nursing

staff inchuding the Director of Nursing (DON),
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Asslstant Director of Nursing (ADON) and/or
F 315 | Continusd From page 12 F318] the RN Admissions Murse conducted a

The facilily's undaled guidelines on Indwelling
Cathater Caro and Removal were reviewsd. it
read under Implomeniation, "Remove the leg
band, or if adhesive tape was used lo secure the
catheler, remove (he adheslve tape. "In addition,
the Nursing Aler, suggestad, "Provide enough
slack before securlng the catheter fo prevent
tenslon on the tublng, which could injure the
urethral lumen or bladder wall."

1. Resident # 8 was admilled to the facllily on
4246110, and then re-admitted on 8/11/12, Her
dlagnoses Included fibromyalgia, hypertension,
urlnary retention and anxiety. On the 6/18/12
admission Minimum Dala Set {MDS), she was
assossed as having moderate cognilive
impairments, yet could make her needs known
and being non-ambulatery, She used a cathater
as well,

The Care Plan for Raslident # 8 was developed
on 6724112 for Indwelling Cathster which was
ralated to her urlnary retention, Approaches to be
used Included, "Anchor calheter to prevent
axcessive tension,”

On 7/12/12 al 8:85 am, Resident ## 8 was
observed in bed. She slatad that she has had a
catheter for a month due to her immobility and
problems with her bladder. She staled that
whanavar, sha left the room, slaff placed her
catheter in a privacy bag and hooked it to har
wheelchalr, Sha said, "F'm supposed to have it
sirapped to my lag but haven't worn it In awhile,
i'm not sure the last time It was secured.”

On 711212 al 9:04 am, Nurse Alde # 6 (NA# 5)

physlcian order audit on July 12,2012 to
identify residents with foley eatheters. The
administrative nursing staff will review new
physician’s orders during moming meeting
Monday through Friday fo Identify residents
with new indwelling eatheters, Once ldontified
foley catheter anchors will be provided. The
nursing assistant assignment sheet will be
updated to reflect the Intervention to ensure
comnrunication with direct care stalf of
resident care needs, Resident Care Plans will be
reviewed by the Interdisciplinary Team {(IDT)
and updated as needed.

3. ieasures put Into place fo ensure that the
alleged deficient practice does not recur
include: mandatory inservice for nursing steff
regarding indwelling catheters, the impertance
of minimbzing the sisk of complications related
to indweliing eatheter use, ensuring indwelling
calheiers ave anchored to prevent pulling/
injury. The adminisirative nursing siaff will
review new physician’s orders during morning
meeting Monday through Friday {o identify
residents with new indwelling catheters. Onee
{dentified faley catheter anchors will be
provided. Resident care plans will be
reviewed/updated by the IDT when new
catheters are identitied, The nursing assistant
nssignment sheet will be updated fo reflect the

816112

% Proparation andlor execution of this pian of
correction dees not eonstitute admission or
agreement by the provider of the truth of the
facts allegad or conciuslons set forth In the
statament of doficlencles, The plan of
carroction is prepared andfor oxeculed solely
bocause it Is required by the provlsions of
tederal and state law.”
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F 318| Gonilnued From page 13

was Interviewad. She was assignad to Resident #
8 and stated ihat the faciilly’s general policy was
to sacure the catheter lo the leg with a strap,
howevar, she acknowledged that Resident# 8
was not wearing one today. Resident # 8 gave
permission to examine her lags, and ihe catheler
tubing was clipped to the bed linen. NA# 6 staled
that the nurae's kept the straps to secure the
catheters.

Nurse Alde # 3 was Interviewed on 7/12/12 al
10:25 am. She staled that har duties when
performing calheler care were 1o ampty the bag
whenever it became half full, to prevent leakage.
She shared that when she worked, she never
securad the catheters to the feg, which helpad to
prevant it from dangling.

NA# 7 was inlerviewed on 7/12/12 at 11:02 am.
She staled that she has not been assigned to
many residents with catheters however; it was
never expactad of her lo anchor e catheter
when she provided care, She slated she would
clean the tublag, empty the drainage bag every
shift and was told to kesp lhe dralnage bagin a
privacy sack,

On 71422 at 11:25 am, Nurse # 2 was
inlarviewed aboul catheter care. He stated that
the cathelar tublag should be ciipped to a cloti if
aleg slrap Is not avaliable. Securing the tubing
heiped fo prevent non-movement.

On 7M2/12 at 1140 am, Nurse # 3 was
interviewsd, She shared that it was nota
slandard practice to secure calheters with a leg
slrap. She stated that when sho had to seoure
some of the cathalers, she found the leg slraps in

F315] direct care staff of resident care needs fo ensure

infervention to ensure connnunication with

continued compliance. Administrative nursing
slaff will conduct an-golng rounds on a daily
basis for 30 days beginning Augost 6, 2012,
then at least twice weekiy for 1 month fo ensure
Implementation of anchors.

4. The1DOM/ADON or other assigned 8124112
administeative nurse whl review indwelling
catheter data for newly admitted and current
residents including rounds, new orders, care
plans and assignment sheels analyzing weekly
for 4 weeks and then monthly for 2 menihs for
patternsfirends and report in QA/PT (Quality
Assurance/ Performanee Inprovement)
meeting weekly for 4 weeks and then monthly
for 2 months thereafter. The QA/PL Committee
will evaluate the effectiveness of the plan based
on teends identified and develop and fmplement
additionn! interventions as needed to ensure
continued compliance.

# proparation andfor execution of this plan of
correction does not constitute admisslon or
agreement by tho provider of the truth of the
facts alleged or concluslons set forth In the
statement of deliclencles, The plan of
corraction Is prepared and/or executed solaly
hocause It Is roquired by the provisions of
foderal and state law.”
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the medication room.

On 7/42/12 ai 4:19 pm, Nurse # 8 was
interviewed, She stated that when she performed
catheter care she examined the color of the urine,
and ensured thal the cathsler was cleaned
properly around the fublng. She slabillzed the
catheter by clamping the tubing to the bed linen,
In the avent that the resldent moved frequently in
bad, she would monlfor, She commented that she
didn't use a leg sirap fo secure the catheter,

On 7/13/12 al 2:45 pm, the Director of Nursing
was Interviewed. She stated that catheters should
be sacured o prevent tugging.

2. Resldent# 7 was admitted to lhe faciliy on
6M8/12 with the followlng cumulatlve diagnoses:
dementia, peripheral vasoular diseass, ifrtable
bowel syndrome, urinary Incontinence and
hyperension. On the admission Minimum Data
Sel, 6/25/12 It was noted that he had shor term
memory problems as well as modified
independenca for dally decislon making, He used
a catheter as well,

On 6/26/12 his Care Plan was devalopad for the
Indwalling Cathetor related to urlnary retentlon.
Approaches to be used Included: "Secure
catheler to facilitate flow of urine maintalning
urinary dralnage bag below level of bladder. "

On 7H2/12 at 8:45 am, Resldent # 7 was
observed lylng In bed; a urinary cathsler was
dralnlng clear, yellow uring. Upon examination, 1t
was revealad that the catheler was not secured.
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Nurse Alde # 3 was Interviowed on 7/12/12 al
10:25 am. She stated thal her dultes when
parforming catheter care were to emply the bag
whanever It bacame haif full, to prevent leakags,
She shared that when she worked, she never
secured the catheters to the leg, which helped lo
prevent if from dangling.

NA# 7 was Interviewed on 7/12/12 at 11:02 am,
She slated that she has nol besen assigned to
many tesldents with ¢atheters however, it was
never expected of her to anchor the calheter
when she provided care, She stated she would
clean the tubing, emply 1he dralnage bag every
shift and was told to keep the drainage bag in a
prvaty sack.

On 7/42/42 al 11:25 amn, Nurge # 2 was
interviewed abotl catheter care, He statad that
1he catheter fubing should be clipped to a clolh f
a lag sirap is nol available. Secuwring the tubing
helped to provent non-movement.

On 712112 at 11:40 am, Nurse # 3 was
Interviewed. She shared that [t was not &
standard prasiice fo securs cathetars with a lag
strap, She stated thal wien she had o secure
some of the cathsters, she found the leg slraps In
tha madicailon room

On 7/42/12 at 4119 pm, Nurse # 8 was
inferviewed. She stated that when she performed
cathater care she examined the color of the urlne,
and ensured that the cathster was cleanad
properly around the Wwhing. She stabllized the
catheter by clamping the {ubing to fhe bed linen.
In the evanl that the resldant movad frequently in
bod, she would monltor. She commented thai she
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dldn't use a log slrap to sscure the catheler.
On 7113112 at 2:45 pm, the Director of Nursing
was Interviewed, She stated that catheters should
he socured 1o prevent ugging.
F 323 | 483.25(h) FREE OF ACCIDENT F 323 v 323
$8=6 | HAZARDS/SUPERVISION/DEVICES 1. Corrective action has been accomplished for 6118112

The faclilly must ensure that the resident
environment romains as free of accldent hazerds
as Is possible; and each rasident receives
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on racord review and staff Interviews, the
facility failed to provide continuous supervislon for
1 of 3 residents (Resldent # 1) who was
datermined high risk for fells; once they becams
aware that the self releassd alarming seal belt
malfunctionad.

The findings include:

Resldent # 1 was admitted 1o the facllity on
414912 and re-admilted on 6/18/12 wiih the
following cumulative diagnoses: Alzhelmers
disease, carsbral vascular accldant, osteoporosis
and general muscle weaknass, On 4/16/12 an
admission’s Minlmun Dafa Set (MDS) was
performed. It assessed her as having copnitive
impalrments, nesding extensive assistance for
trangfors as well as imited assistance for
ambulating on the unit, She had a known histery

federat and state law.”

the alleged deficient practice related to
supervision to prevent accidents and a
malfimetioning seat belt alarm for Resident#1,
Resident # 1’s physician was notified following
the Ineldent on June 9, 2012 with new orders
received and iinplemented for trausfer to an
neule care seiting for evaluation and freatment.
The resident was admilted to the hospital and
returned to the facliily on June 18, 2012,

Upon readmission to the facitity the resident
was nssessed Tor fall risk potential and an initial
plan of care developed and implemented on
June 18, 2012, A setf-releasing seat belt and
bed alarm were ordered and impiemented on
June 19, 2012, Resident # { was evaluated and
freatment initiated as deemed appropiiate by
Physical and Occupntional Therapy. The
Tnterdiseiplinary Teamn (IDT) reviewed
interventions in place 1o minimize the risk of
fails for the resident durlng weekly meeting on
June 20, 2012, Resident # 1 was discharged
from the factiity on June 29, 2012,

“ praparation andfor executton of this plan of
correction does not consiifute admlssion or
agreamont by the provider of the truth of the
faots alfeged or conclusions st forth In the
statament of deficiencles. The plan of
sorraction Is prepared antl/or executed solely
because It is required by the provisions of
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of falls, resuliing In no Injuries.

The medical charl was reviewed and Indicated
that Resident #1 had sustained two falls on
419112 and 6/7/12: nslther resulling in injurtes.
Interventions to be used {9 prevent reoccurrence
included: using a chair and bed alarm, placing her
in & low bed, keeplng her call light within reach,
placing a fall mat on the floor next to her bed and
kesping her In view of staff when she was up In
her wheelchair,

On the Fall Risk Evaluations, dated 4/9/12,
4116112, 4123112 and 4£30/12 she scored a 14,
this placed her In the high sisk category. On
411912, a doctor's order for a {riel solf release
alarming seat belt was oblained due to decreased
safely awareness and confinual attempls lo gel
stand Independently. The Juns, 2012 Medication
Adminlstralion Record reflected that an
anti-anxiely medication was also used as neaded
when she showed anxlely and agitallon that could
not be redirectad,

An 61912 IncldentAccident Report documented
that at 3:30 pm, Resident # 1 was heard by Nurse
# 2, screaming after a loud nolse was heard at
the nurse ' s stallon, Staff rushed to lhe scene
and found her lylng on her teft side In the fetal
position. Resfdent #1 had {ried to ambulale
unassisted bafore the Incident. Her whaelchalr
contained a non-funclioning self-release seat bell.

On 711212 at 10:40 am, Nurse Alds #1 (NA# 1)
was Interviswed. She stated that she was
assligned to Resident # 1 on 6/9/12 from 7:00 am
to 7:00 pm. She shared, that morning around
8:30-9:00 am, afler breakfast, she went to adjust

who use safety devices have the potential to be
affected by the same alteged deficient praciice.
The Administrator identified residents who
currently wiilize safety deviees on July 20,
2012, A review of falls since June 1, 2012 was
conducted by the nterim Direclor of Nursing
{IDON) on August {7, 2012 fo identify
additiona! resfdents. An audit was conducted of
residents with falls over the previous 60 days to
Inctude review of resident care plan
interventions and post fall review
documentation by the IDON, Registered Nurse,
and other members of the IDT on August 1 and
August 2, 2012. Resident-vars needs for safely
devices and fatl risk potential were reviewed
and tipdated (o reflect cureent risk factors on or
before August 10, 2012 by the IDON, ADON
Admissions nurse, or other assigned licensed
nurse, Cara plans were reviewed and updated
as needed on or before August 10, 2012 by
members of the terdisciplinary Team (IDT),
Changes in resident fall risk potentlal and
current safely needs were communicated to
direct care staff via the nursing assistant
assignment sheets, Safety devices including but
not Hmited to sent belts and alarming devices
were/wll} be inspected on or before August 10,
2012 1o identily potentiat matfunctioning / non-
functional equipment by the Malntenance
Supervisor and/coniracted vendors.

“ praparation andfor execution of this plan of
correctlon does not constitute admisslon or
agreement by the provider of the fruth of the
facts aflogetl or conclusions set forth In the
statement of deficloncles. The plan of
correction Is preparad andfor oxesutod sololy
bacause it is requirad by the provisions of
focloral and state law,*”
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Rasldent # 1's seatbeli and nolicad that tho alarm
wasn't working. She stated that it was typfeal for
Resident # 1 to mess with her alam a lol. Once
she dlscovered thal the alarm wasn't working
properiy she went to tell Nurse # 1, who advised
her lo kesp an eye on Resldent # 1. They also
brought thelr concern 1o the attention of the
waskend nurse supervisor, Nurse # 2.

NA# 1 commented that she had 11 residents that
day, so she took Resident # 1 to the nurse's
station aflet her family members wers finished
with her visil, She stated that Nurse # 2 was
sitlng at the nurse's slation when she took her
down there, :

On 742112, at 6:16pm, the Admialsirator
prasented a lypad staterment, dated 6/10/12 from
NA#L, It read, "On Salurday, June 9th, Resident
#1 fall out of hor whoeelchalr, | had been advised
by Nurse #1 to keep her in at the nurse's station
In high visible area. The chalr alarm she had was
nol working properly. She stood up and nobody
could gat to her soon enough before she fell"

NA# 2 was intarviewed on 7/13/12 at 11117 am,
She stated that she was working on the 300 hal!
on 6/9/12 when she saw the call light on in
Resideni # 1's room, She stated that she went In
the room, close to lunch lime and found Resldent
#1 In bed, with several famlly members present,
They requested that she assfst them with moving
Resident # 1 from the bad Inlo her whestchalr,
which she did. She noliced that the seatbelt was
already unfastened in the wheelchalr, When she
sacured the dsvice to Resident # 1, then
re-opened It to make sure Itwas working, It didn't
sound, Af the poln!, she stated that she explained

Ineidentsfaccidents will be reviewed In

F323| morning meeting daily Monday through Friday.
Post Fall Review and care plan revisfons/
updates wiil be completed for each fall by the
IDT. Resident care rounds to inglude random
observation at feast daily of compliance with
safely measures/idevices wili be conducted by
administrative staf¥ daily for 30 days begimiing
Augnst 6, 2012, then at Ieast twlce weekly for 1
month and then weekly thereafter, The IDT
witl review falls weekly during IDT meeting.

3. Measuires put into place to ensure that the 824012
alleped deficient practice does not recur
Include: Newly admitted residents will be
assessedfevaluated for finll risk potential on
admisslon and weekly for 3 weeks, then
quarterly thereafter. Residents with falls will be
evaluated by the IDT following the fall and
interventions currently in place reviewed and
updated as needed, The 1DT will review
restdents with falls weekly for a tolal of 4
weeks Tollowing a fatl to ensurg interventions
are working to decrense falls, Fall risk
assessinetis for current residents will be
updated by the IDT on or before August 24,
2012, foliowing a fatl and then af least
quarterly thereafier. Resident safety devices
and other resident use equipment will be
Inspected for functionality as a part of the
facility’s preventative matntenaice program
{PM), with cquipment inspected prior to being

 Proparation andfor execution of this plan of
correotlon dooes not constitute admission or
agresment by the provider of the {ruth of the
facts alleged or conclusions set forth in the
staternont of deficloncles. The plan of
correction Is preparad and/or executed solely
becausse It is required by the provisions of
foderal and state law.”
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to the family member that she neaded to put
Resident # 1 back In bed for safely precautions
and ook the wheelchalr to the nurse's station for
Nurse # 1 lo examine.

Nurse # 1 told her to take the whaslghalr to the
therapy depariment. The thoraplst told her that
{hey didn't have an exira seatbeli alarm so she
suggestad that NA# 2 keep Resident #1 In bed,
where an slarm functioned or if they lefi her up,
she would nead to be monilored. She
commentad that monlloring meant that Resident
# 1 shouldn't be lafi by herself and someone
would need io sit with her at the nurse's stallon,
at all imes, She recallad that the wheelchalr's
cushlon had a working afarm on L.

The theraplst fold NA# 2 that shs would write up
an order to have the whesichalr seif released
soal bell alarm evalualted and replaced. At that
polnt, NA# 2 took the ¢halr back fo the nurse and
inforraed her of the theraplst's direction. Then she
axplalned that she took the chalr to NA# 1 who
was asslgned to Resident # 1 and informed her
about the sealbelt atarm not working.

On 7712112 at 11:30 am, the Rehabliitation
Diracior was Interviewsd. She slated that the
alarms are checked wesekly and she
accompanled her lechniclan and the admission
nurse lo chack Resident # 1's solf released
alarming seatbelt on 6/8/12 and It was functioning

proparly.

On 7/12/12 at 11:57 am, the Cerlifled
Qcgupational Therapy Assislant (COTA)} was
interviewed. She stated thal she was on duly,
619112, wihen NA# 2 came lo the therapy

"slateront of deflciencles, The plan of

)10 SUMMARY STATEMENT OF DEFICIENCIES Y PROVIDER'S PLAN OF CORRECTION o5
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DEFICIENGY}
placed in service and at regular intervals
F 323 | Continued From page 19 F328| throughout its use in the faeillly based on

recommendations of the PM program,
Mandatory inservice will be conducted on or
hefore August 24, 2012 by the IDON for
facllity staff regarding the facility’s falls
managenent system which Includes imporiance
ensuring adequate supervision and devices are
provided to residents to minimize the risk of
accidents/ incidents including the use of
devices, typos of devices, funclionabity of
resident equipment, Inaddition a directed
inservice for nursing staff wiil be provided on
or before Angust 24, 2012 and includes the
DVD approved by, and obtained from, the
State's Department of Health Service
Regulation for citations at 483,25(a) and (hi(1-
2) involving transfers, ambulation and
accidents or falls involving iobilily problems,
Nursing staff not trained by August 24, 2012
wiil not be allowed to assume their dutfes untit
the training has been completed. Training for
newly hired licensed nurses and other nursing
staff regarding fall prevention will be
incorparated in the facility’s orientation
program boginuing August 24, 2012.
Ineidents/accidents will be reviewed in
morning mecting daily Monday through Friday.
Post Fall Review and care plan revisions/
updates will be completed for each fall by the
1DT, The Weekend Supervisor will ensure post
falf interventions are hnplemanted with

“ proparation and/or exocution of this plan of
corraction doas not constltute admisslon or
agresmant by the provider of the truth of the
facts alteged or conclusions sot forth In the

corraction is prepared andlor executed solely
bacause it Is required by the provisions of
faderal and state law.”
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department with Resident # 1's wheelchalr. The
chalr had a solf releass alarming seat halt
altached to it. The alarm shotild go off whaen the
Velero was unstrippad from the belt, but hars
didn't, She explalnad thal underneath the fabric
belt are wiras, which had loosensd. The wies
were fed Into an alarm box, The device was
aclually mounted underneath the chalr. She was
{rained to relnstali the device but was nol aware
that an old self release alarming seat belt was In
slorage In har supervisor's office.

The COTA slaled that on 6/9/12 sho told NA# 2
{0 kesp tha current self release alarming seat belt
oh lhe resldent as a deterrent fo stand up, but to
keop her in a high traffic area for monitoring or
sha should put Resident #1 back fo bed, where
there was an alarm in place.

On 7H2H2 at 8:16 pm, the Administrator
presented a lyped statement from Nurse # 1
dated 6/10/12 that read, " Famlly Into visit
Rasident # 1, Got Resident #1 out of bed.
Chacked alarm, noted not working, Also fokd
family member when you get ready lo leave
piease bring Resident to nurse's station sowe
can monitor har, Family brought resident to
nurse’s statlon and left, Told therapy she needed
new alarm because hers wasn't working and
reported it to oncoming nurse.”

Nurse # 2 was interviewed on 7/12/2 at 1113
am. Ho staled thal fast month, he worked at the
fachily as the weekend supervisor, On 6/9/12, he
funclioned in that role, however, had lo go on the
floor to pass meds al 3:00 pm for a nurss who
called oul.

(x4 1D SUMMARY STATEMENT OF DEFICIENGIES 10 PROVIDER'S PLAN OF CORRECTION x5}
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recommendations of the IDT as needed
F 323 | Continued From page 20 Fa23

beginning August 6, 2012, Licensed nurses
will check the placement and functlonallty of
alarms and safety devices during cach shif,
documenting in the medical record that the
cheek has ocenpred, The licensed nurse will
Immediately replace/repair any device that is
ot fanctioning appropriately when checked,
Equipment noted to be not funclional and net
repairable by the Heensed nurse will be
removed from service and replaced. Resident
care ronnds to include random observation at
least daily of compliance with safety
measures/devices will be conducted by
administrative staff on an on- going basis and
will included inspeciion of safety devices. The
IDT will review residents with a risk for falls
weekly during IDT meeting,

4, The Interim Director of Nussing, ADON, 824712
Admisslons Nurse or other assigned licensed
nurse will review data oblained during resident
care rounds, ineident faceident roview in
morning meeting, analyzing for pafterns/
trends and reporting in QA/PL mecting weekly
for 4 weeks, then monthiy for 2 months
thereafter, adjusting the above plan as necded
based on evaluation of the QA/PI commitice
for effectiveness of the plan during
aforementioncd meetings, The QAL
Commitice will develop additional
interveniions and ensure Implementation of

“ Praparation and/or execution of this plan of
corrootion does not constitute admisslon or
agreament by the provider of the iruth of the
facts allegod or conclusions set forth in the
stafement of deficlencles. The plan of
correctlon Is prepared and/or exeouted solely
because It Is required by the provisfons of
fodaral and state law.”
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He shared that Resldent # 1 wore an alarmed
seatbelt onca she was gotlen up from bed and
was ordinarlly brought lo the nurse's statlon so
that staff could keep an aye on her, On 6/9/12, he
learnad from Nurse #1 that the alarm wasn'l
working ob her seatbell, They thought that it had
soms wires short, preventing it from working
proparly. To his knowledgs, the device had
stopped working mld-day on 8/9/12,

He racalled thal someone brought Resldent # 1
down fo the nurse's statlon, to be supervised
bacause she had a habit of always trylng fo gel
oul of her chalr. He was siling at the nurse's
station, making phone calls to businesses that
may be able to come to the facllly io repalr her
alarm, He stated that his stalure is tall enough,
{that he could ses her while he sat at the nurse's
slatlon, He mentioned that she was posiiionad
betwesen the 200-300 halls. Nurse # 2 stated that
he kept popping up from his seat lo check on her,
when he realized that she had removed her seat
belt and took a few steps down the hall and fall,
He shared {hat Residant #1 galt was not good at
all,

Cn 7122, a1 6:15 pm, the Administrator
provided a yped statement from Nurse # 2, dated
6/9M12 thal read, ") was down the hall doing med
pags when | noliced Resident #1 trying to stand
unassisted whlle she was al the nurse's stallon o
he monitored. | went down to {ty and assist
Restdent # 1 bul she had already fallen onto her
loft slde. Resident # 1 was assessed for Injuries.
Dus to Resldent # 1's reaction to movement from
present positlon, was sent te hesplial for possible
fracture.”

“ Preparation and/or execution of this plan of
corrostion does not constitute admisslon or
agreament by the provider of the truth of the
facts alieged or conciugions set forth in the
statement of deffolencies. The plan of
corroction Is prepared andlor exesufed solely
hecause Itis required by the proviglons of
federal and state law.”
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The Administrator was Interviewed on 712/12 al
4:60 pm, Hoe stated Resident # 1 was a blusy
Individual who stayed confused. She neaded
interventions from staff, (o prevent her from
falling. They would keep her In proximily to staff,
as well as uge a self released seat belt, that
sounded wien unhooked. On 6/9/12, he was fold
{hat family members visling with Resident # 1
told staff that the alarm was not working on her
sealbelt. So sfaff took her to the nurse's statlon
for moniloring. He stated that sfaff kept her busy
vith aclivities ai the slation, to keep her occupled,
When Nurse # 2 slepped away from the nurse's
station, he was told that she siood up and fell,

On 7/13/12 at 2:45 pm, the DON was interviewed,
Regarding Resident # 1, she felt tha! staff
montorad her the best way they could on 6/6M12
by placing her at the nurse ' 5 stalion, She
commanted that although afarms sound {o aler
ofhers of a rasldent ' s Intent to sland, supervision
was silll the bast way fo prevent an aceldent and
In ihe case of Resldent # 1, she foit the fall was
unavoldable, since she was in a high fraffic ares,
yetl stilf managed to get up and fall.

The hospltal's discharge summary, dated 6/18/12
was reviewed, il revealed that on admission,
Resident #1 was found lo have & urinary tract
Infaction and left femoral neck fracture {(hip)
fracture. On 6/1212, her hip was surgically
repalred.

Cn 6/18/12, Resident # 1 was re-admilled fo the
faclity, but then transferred lo another skilled
nursing facility, closer lo relatives on 6/29/12.
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