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F 000 [ INITIAL COMMENTS F 000
This 2567 was amended on 03/08/13 because -
the survey team defeted F241G as a result of F242-The Administrator has
new information provided by the facility, done rounds {o each resident
F 242 | 483.15(b) SELF-DETERMINATION - RIGHT TO F242 room and has interviewed each
§5=D | MAKE CHOICES s .
individual resident to see what

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

This REQUIREMENT. is not met as evidenced
by:

Based on resident and staff interviews, the
facility failed to allow a resident o choose the
temperature in their room for two of two residents
(Resident #5, resident #83),

Findings included:

1. Record review indicated Resident #383 was
admitted 1o the facility on 10/25/2012.

Review of the resident's Minimum Data Set
{MDS) dated 12/29/2012 indicated the resident
had no cognilive impairment,

In an interview with the resident on 1/23/2013 at
10:40 AM, the resident reported facility staff came
in the room all the time and turned the heat off if
they thought it was too hot. The resident did not
}'Vﬁ:pedﬁc staff names or particutar shifis and
indicated it occurred %lf shi

ith different

their ideal room temperature
would be. The Administrator
has adjusted each thermostat
to account for each residents
temperature choice, The
Director of Nursing has
inserviced ali staff on Self-

each resident to make their
own choices for their room
temperatures on the dates of
01/24/2013 to 01/29/2013.
The DON or her designee will
interview two residents per

per week for two weeks to
ensure that each resident is

and that they are happy with
their room temperatures. The

Determination and the ability of

week for three weeks, then one

able to make their own choices,

/ i
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s a deficiency 5hlch the institzlion may be excused from correcling providing it Is delermined thal
other safeguards provide sufficient protection fo the patients. (See Insfructions.) Except for nursing homes, the findings stafed above are disclosable 90 days

following Yhe date of survey whelher or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisile to continued

program participation.
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F 242 | Continued From page 1 F 242
staff. The resident further reveafed she told staff
oh many occasions she liked it warm in her room,
but they turned it off anyway, resuits of the resident
interviews will be brought to
2. Record review indicated Resident #5 was the QA committee for review
admitted to the facility on 10/30/2003. and interventions will be put
Review of the resident's Minimum Data Set into place as needed.
{MDS) dated 10/12/2012 indicated the resident
had no cognitive impairment,
In an interview with the Resident #5 on 1/23/2013
at 10:45 AM, the resident reported facility staff
camsg in the room "all the time* and turned the
heat off if they thought it was too hot. The
resident further reported it happened on all shifts
and was done by many staff.
tn an interview with the Director of Nursing {DON)
on 1/23/2013 at 3:45 PM, the DON indicated the
temperature in a resident's room should be the
resident's choice,
F 309 | 483.25 PROVIDE CARE/SERVICES FOR Fa09
$8=D | HIGHEST WELL BEING F309- The residents mentioned
Each resident must receive and the facility must were monitored for signs and
provide the necessary care and services to attain symptoms of bleeding
or maintain the highest practicable physical, . . a
mental, and psychosocial well-being, in immediately, as well as all
accordance with the comprehensive assessment dialysis residents, All dialysis 9. ‘
| . .
and plan of care residents were palpated for 3
thrifl and auscultated for bruit
immediately. Ther
This REQUIREMENT is not met as evidenced y € Wereno
by:
Based on racord review and staff and resident
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interviews, the facility failed fo monitor a
resident's condition for 2 of 2 residents { #32 and
#65) upon retumn from a dialysis treatment. The
findings included:

The facility policy titled "Care of Dialysis” dated as
revised 01/98 was reviewed. Under the section
titted "Procedure” the folfowing was listed: “2,
Take bload pressure and pulse upon return from
dialysis. 4. Palpate for thiill and auscultate bruit
upen return from dialysis and document. Notify
MD (medical doctor) if bruit and thrill are absent.
8. Document residents condition and
interventions.”

1. Resident #32 was admitied to the facility on
04/19/12 with cumulative diagnoses that included
renal failure, lupus, hypertension, anemia and
end stage renal disease requiring dialysis,

The resident was coded on the most recent
annual MDS (minimum data set) dated 04/26/12
as being cognitively intact. In addition, the
resident was coded as requiring extensive
assistance with ADLs (activities of daily living)
and was coded as receiving dialysis.

A review of the resident's care plan dated
11705112 revealed a problem ™ H/Q (history of)
incontinent episodes R/T {related to} ESRD (end
stage renal disease) with hermodialysis." The
Goals included " resident will have no
complications related to hemodialysis.” Under
the approaches was listed " monitor shunt for
complications and report to MD as needed.”

A review of the medical record did not reveal any
indication that the facility was monitoring the

signs and symptoms of bleeding
and thrill and bruit were
present for each dialysis
resident. The Director of
Nursing has inserviced ali
Nurses on the new policy for
dialysis residents on the dates
of 01/24/2013 to 01/29/2013.
Documentation for receiving a
resident back from dialysis will
be communicated on the new
dialysis communication form.
This form includes checking for
thrill and bruit, vital signs, signs
and symptoms of bleeding, and

- condition of shunt site. On

non-dialysis days, thrill and
bruit, and signs and symptoms
of bleeding will be documented
on the MAR. If signs and
symptoms of bleeding are
present then medical attention
will be provided STAT. If thrill
or bruit are absent then the
attending MD will be notified
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rasident's shunt upon return from the dialysis.

During an interview with the Director of Nursing
(DON) on 01/23/13 at 4:20 PM it was revealed " |
would expect that the resident is checked on
when she retums from the dialysis. This would
include checking the shunt and taking the
resident's vital signs (blood pressure, pulse,
respirations)." When asked where this would be
documented the DON stated " | guess we don't
have any place for it at this time., We do have a
dialysis communication sheet that we document
on" A review of the form titled "Dialysis
Communication Record” did not reveal any
documentation of post dialysis monitoring.

During an interview with the resident on 01/24/13
at 10:20 AM it was revealed " when | come back
the only thing they do is give me my medication.
They don't look at my arm or take my blood
pressure.”

During an interview with Nurse #1 on 01/2513 at
8:00 AM it was revealed " | might check the blood
pressure when she comes back but that would be
all 1 would do. A review of the medical record did
not reveal any documentation fo indicate that the
resident's blood pressure had been taken post
dialysis.

2. Resident #65 was admitted to the facility on
08/17/12 with cumulative diagnoses that included
left cerebral hemorrhage with left side hemiplegia
and end stage renal disease requiring dialysis.

The resident was coded on the most recent
anpual MDS dated 08/23/12 as being cognitivety
intact. In addition, the resident was coded as

F308) i mediately. The DON will

conduct audits on two residents
per week for two weeks and
one resident per week for three
weeks to ensure that this
monitoring and documentation,
and communication with the
MD is occurring. All findings
will be reported to the QA
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requiring extensive assistance with his ADLs and
was coded as requiring hemodialysis.

A review of the resident's care plan updated
12/05/12 revealed a Problem "care of resident
receiving dialysis.” Under the Approaches was
listed "protectmonitor access site -t (left) arm.”

Areview of the medical record revealed that there
were no vital signs documented for the month of
January and there was no documentation in the
nurse notes to indicate that the facility monitored
the resident upon return from dialysis.

During an interview with the Director of Nursing
{DON) on 01/23/13 at 4:20 PM it was revealed " |
would expect that the resident is checked on
when she retums from the dialysis. This would
include checking the shunt and taking the
resident's vital sighs (blood pressure, pulse,
respirations).” When asked where this would be
documented the DON stated " | guess we don't
have any place for it at this ime. We do have a
dialysis communication sheet that we document
on" Areview of the form titled "Dialysis
Communication Record” did not reveal any
documentation of post dialysis monitering.

During an interview with the resident on 01/24/13
at 10:20 AM it was revealed " when | come back,
the only thing they do is give me my medication.
They don't look at my arm or take my blood
pressure.”

During an interview with Nurse #1 on 01/25/13 at
8:00 AM it was revealed " 1 might check the blood
pressure when he comes back but thal would be

all I would do. Areview of the medical record did
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not reveat any documentation to indicate that the
resident's blood pressure had been taken post
dialysis.
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K 000 |NtTi.§|\_ | FOMMENTS Kooo| _ .
: .y K038~The delayed egress door at
: afg Safety C“i?r?e éLSd(}) sfurvgy W??{ - the enit of the EBC has been 3 }5
: & as per The Code of Federal Reglsier ; I
. 483.70(a); usipg \he 2000 Exlsting repaired by Carolina Phone qnd ‘ 3
.re section of file LSC and its referenced Alarm, and now functions as,
iagtins. This facilitylis Type V protected required. The mag fock
sjrilcyon utilizing Detayed Egress Special mechanism needed to be adjusted.
rigld rangements, and is equipped with an he admint hasi rced
migtle sprinkler system. The administrator has inservice
i the maintenance department on
: £1lap CFR 483.70 (3) proper functloning of all exlt doors i
< 036 | NFPAI®1 LIFE SAFETY CODE STANDARD K038  and the delayed egress i
. SS=E i l . :
: Exit =-. s is arranged qo that exils are readily requirements. The administrator
accegaie at all imes Inlaccordance with seclion witl make rounds to the exits once
7.1 2.1 per week for one month then
il monthly thereafter. The findings
g will be brought to the QA
; committee for review and
i o interventions as needed. ;. -
Thisi%: DARD Is not et as evidenced by: ; T
Basgildp the observatlane and staff interviews
on 2/2YH013 the following Life Safety itom Was
obagiiedi as noncompliaht, specific findings MAR 1 9 |
includ; a detayed egress door at the exit for I
. | the sgufed unit at ESC fid not activate the
irrevE (hlle-provess atthe door.
NOTEY fje door at that Igcation did release with
; activalipl} of the fire alarm systern.
| it :
g CFRAN4P CFR 483,70 () t
ii( 62| NFPATIQ! LIFE SAFETY CODE STANDARD K 062
1SS=0 L
i Requifed automatic sprinkier systems are
contj_' ioNsly meintained fn rellable operating
ll zondigniand are inspscied and tosted :
! U .
LAGARATO ; i OR PROYDERS /Pl|ER REPRESENTATIVE'S EIGNATURE TmE :ZPD?
; L A ; Adminishotoy 727
© Any| ney statidniending with an asterlsk {9 dsnotes a &Fmiency which the fnsiftutlon may be exoused from corracting providing i Ia detargnad thal
othEd shldguarde prbyl sufficient prolectior} o the patlants. {See inshructions.) Excepl for nursing homes, the firdlngs stated above are disclosadip 90 days

fan of corraction Is provided, Fornunsing homes, the above findings and plans of correclion are gisckdgable 14
are tlied, an approved plaa of cofrection is requisite to coptnted
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ANDARD is not met as evidenced by:
the observations and staff inferviews
2175013 the following Life Safely itsm was
as noncompllant, speclfl: findings

r head in room 64 had

siskation were a mjx of a quick response
a standard fused head, all gprinkier
smoke cormpariment are required to
ame lypa so that the sprinkler system
unison. Actual NFPA
NFPA 13,5-341.6.2

CFR 483.70 (p)

4 has been cfeanad and now is
able to operate as It was deslgned,
The sprinkler heads in the main
nurse’s statlon have been
reviewed by Simplex-Grinnell and
the technician has stated that the
sprinkler heads are compatible
without replacing the existing one,
(see attached letter from
Technician). The maintenance
department has been Inserviced on
the importance of sprinkler head
functioning and cleaning, The
administrator will make weekly
rounds for one month then
monthly thereafter to ensure that
compllance with sprinkler head
functioning is continued. The
findings will be brought to the QA

" committee for review and changes

wiil be Inltated as needed.
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