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: A Tasility must immediately inform the resident; provider of the lruth of the facls
* consult with the resldent's physician; and if alleged or conciusions sel forth on the
. known, notify the resident's legal representative Statement of Deficlencies, This Flan of
or an (nterasted family member when thera is an Correctlon s prepared and/or
! dent i . d R executed sclely because required by
- accident involving the residant whic.h'results ip i ihe provisions of Health and Safely
injuiy and has the potential for requiring physiclan i Code Section 1280 and 42 C.F.R.
: intervention; a slgnificant change in the rasidant's : 4054807
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folfowlng tha dala of survey whether or nat a plan of correclion s previded, For nursing homas, the abova findings and plans of corraction are disclosable 14
days felfowing the daile these documanis are made avallable to the facility, If deficiencies are ciled, an appioved plan of coreetion |5 refuulsite 1o continued
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head Injury and increased pain for 1 of 1
{Resident #25) resldent wheo sustained a head
injury, Resldent #25 developad a subdural
hematoma with a brain shift to the lefi placing
prassure on the brain stem. The resident was
sent 1o the hospital on 3/23/13 for evaluation and
axpired 3/28/13.

Immediale jeopardy began on 3/156/2013 and was
identlfied on 6/168/2013 at 5:30 PM. Tha
Immediate jeopardy is present and ongoing.

Findings included:

‘The record revisw Indicatad thal the resident was
admitted on 2/14/13 at 2:13 PM for rehabilitation
following an ischemic cerebral vascular accident
{a lack of blood supply in the brain).

Admission diagnosis Included hemiplegie, stroke,
fracture of the lumbar spins, (ack of coordination,
demantia, previous stomach ulcers that required

a surgical procedure that stopped the bleeding.

Resident #25's admission medications included:
Tylano| 650 mg {milligrams) by mouth evary 6
hours as needsd for pain,

The record review ravealad that tha Minimum
Data Set (MDS) dated 2/21/13 indicaled Resident
#25 was severely cognitively impaired. There
were no meod disorders noted and there wera no
behaviors noted. There wera no pain preblems
noled, The resident required exiensiva
assistance with activities of daily living (ADL} with
at lpast one person assistance at all imes.
Resfdent #25 had an unsteady gait and required

Measures will be put Inta place or
syslemic changes made fe
ensure that the deficlent practice
will not otcur:

An in-service edugation program
was conducted by he Director of
Mursing or designee with all
licensed and cenlified stalf
addressing change in condition
and communication of such {hat
require nelification of the
resldent’s physlcian, legal
regrasentative or family member
and nursing.

Implementation and training on
Situation, Background,
Assessment,
Recommendalion/Raquest
{8BAR)} communicalion togl and
ulilization of therapy refereal
process. Training sessions
completed on 5/30/13. Dally IDT
meeling 10 review, monitor and
manage fesident care. Director
of Nursing or deslanee Is
completing a SBAR tracking log.
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factity falled to nolify the physlclan of a fall with
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one person assistance for transfer and for
toiteling,

Upon review of Resident #25's medigal chart and
electronlc chart, there was no Informatfon noted
that the resident had a chronic pain issue or that
the resident was

constanily anxious. From admission date of
2114113 to 311313 the resident had no behavior
problems charted and had no pain problams
charled, On 2/21/13 Ativan 0.5 mg by mouth
every B hours as needed for agitation was
ordered. The resident was medicated on 2/27/13,
2128013, and 3110/13 with Ativan for agitation prior
to her fall on 3/14/13.

The racord review indicated the medical
physician saw and evaluated the resident on
2121113, The evaluation stated that the resident
denied pain.

The record review indicated that the care plan
dated 2/22/13 did include inferventions for falls
related to use of psychotropic medications for
dementia, recent stroke and haspitalization. The
resident was not care planned for pain, mood
disorder, or behavior problems,

The record review stated that the resident fell on
3114113 st 4:14 AM. The resldent was found on
the floor in her room by Nurse #2. A Nurses note
by Nurse #1 stated " fall with head Injury.
Altampted to go to bethroom unassisted. Hit
hack of her head. Neuro {neurologlcal) checks
WAL {within nomal limits). " Neaurclogical checks
compare a persof's baseline {o a curent
assessment of ievel of consciousness
{elertinessibehavior), vital signs, pupll response to

tndicale how tha facility will
monitor iis performance:

The Director of Mursing of
Assistant Director of Nursing will
condugt a daily audit of
generated SBAR communicalion
tools for four {4} consecutive
weeks, Residents wilt be
assassed by genarated SBAR
sormmunication tool fo ensure
that any changas in condilion
hava been ldentified, propery
evaluated and ¢communicaled to
the appropriate people, Resulls
wili be presented lo Quality
Assurance team for
recommendations and follow up
for & months.
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light, eye response to stimuli, leval of
cansciousness, speach pattem, and motor
response.

An interview on 5/15/13 at 11:20 AM with Nurse
#1 revaaled that Nurse #2 found the resident on
the fioor in her room, Nurse #1 came to the
resident's room o assess the resldent for injury
and determined Resident #25 was without major
fnjury. Nurse #1 stated that the resident had
aqual grips, no more than normal confusien, no
lacerations, and did not appear to be harmed
other than the "bump “ to the back of her head.

The nurse's notes by Nurse #2 indlcated that on
314713 at 6:25 AM the neuro chacks wera still in
progress and within normal limits. The resident
complained of pain around her head area where
her head had hit the floor. No swelling was noted
at that time. According to Nurse #2's notes, the
physician was notlfiad of the resident's fall via the
facilities communication board, During record
revlew of he communicalion notes on 5/15/13 at
11:00 AM the note for 3714713 could not be
located for Residant #25. At that time the
Blractor of Nursing (DON) was asked ifshe had a
capy of that communication sheet, she slated that
she did not.

Buring an interview with the Director of Nursing
{DON) and tha Assistant Birector of Nursing
{ADON) on 5/15/13 at 12:30 PM the DON
indicated that the protoeol for falls was to have
the charge nurse eveluate the resident for injury,
aftar that, they assisted with gelting the resident
back to bed or bathroom. The DON siated the
physician would be called if there were serious
injuries to the resident. The DON indlcated that
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a serious Injury would be a skin tear that kept
bieeding, abnormal nevra checks, deviation from
the reskdent’s baseling, dislocation or odd
positioning of the extremities. If there were no
serious injudas then the resident's fali would be
placed on the communication board which was
seen by the physician or NP on a dally basis. The
facility was unable to show any communication
regarding Resident #25 on the communication
board sheeis from February through May 2013
about Resldent #25's fall. The record review
revealed na other notes in Realdent #25's chart
from a physician or NP for the dates following the
fall. The DON stated her expactation would be
the nurse would have contacted the physician per
the facililiss recognized protocol. The ADON
indicated that the MD or the NP would see the
communication board on a daily basis while doing
rounds.

On 31443 at 8:32 AM the record review of the
MAR Indicated Resident #25 was medicated with
Alivan 0.5 mg by mouth for agitation,

During an interview on 5M5M3 at 11112 AM,
Nurse #2 indicated that the rasldent's neuro
checks were normal during her time with the
resident immediately following the fall. Nurse #2
stated that the medical physictan would nat ba
called unlass neuro checks deviated from normal
or If the resldent showed signs of injury at the
time of the fall that required immediate
evaluation.

On 3/14/13 at 9:35 PM the record review of the
MAR Indicated Resident #25 was medicated with
Ativan 0.5 mg by mouth for agitation,
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A nursing note dated 3/14/13 at 10:42 PM
Included, " Rasident alart, orlented, and verbally
responsive. " The note also indicated the
rasident recaived Tylenol 850 mg {milllgram) and
Ativan (anxiety medication} given for back pain
and anxisty respeciively. The nurse's note
Indicated that neuro checks continued.

A nurse's note entry by Nurse #2 on 3/16/13 at
6:21 AM staled that the neuro chacks were slill In
progress and Residant #25 was within normal
Himils. There were no delayed injuries noted.
The nurse's nole also stated Resident #25 woke
up at 4:00 AM yelling out and complaining of back
pain. Nurse #2 gave Resldent #25 Tylenol 650
mg. Nurse #2 indicated Resident #25 started
yelting out again in pain after 15 minutes and
stated she wanted to lie down again. Resident
#25 was then transferred back to bed. The
nursing nofes stated Resident #25 began yeliing
out again at 5:00 AM requesting fo get out of bed
hecause of her back pain. Resident #25 was
placed in a whaelchair but continued 1a yell cut
when approached. Nurse #2 stated “ resident
unsure of what help she needs, not easily
redirected. " The record review of Resident
#25's medication record indicated that she was
medicated with Tylenol at 4:10 AM. Nurse #2
indicated Resident #75 Resldent didr't yell and
calt out that she was In paln prior to her falling.

An Interview with Nurse #3 and Nurse #4 on
51713 at 3.00 PM reveated that they would use
the facial recognition systam to evaluate paln on
a resident who was severely cognitively impalred.
Nurse #3 and Murse #4 both indicated a 0-10
paln scale would not be refiable on a resident who
{s cognitively impairad because the resident

F 167
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wotld not ke able to use the scale. They stated
thatit would ba better to judga the rasident by
hisfher nomal baseline and compare it to how
have thay chanped since an incident.

Record review revealed that on 3/16/13 at 3:2¢
PM a nurse's note written by Nurse #3 indicated
that the resident was alert and oriented to herself
and place with no complalnts noled. The
resident's laval of care or ADLs did not change
per the nurse's note.

On 3/15/13 at 7:18 PM the MAR indicated
Ragident #25 was medicated again with Alivan
0.5 mg by mouth for agitation.

Racord review revealed that on 3/15/13 10:20 PM
Nurse #4 wrote " Resident alert, oriented, and
verbally responsive, PRN {as needed for) paln
med {medication) Tylenol 650 mg and Ativan
given for back pain and anxiety respectively, /U
(follow up) fall day 1 with neuro checks
conlinuing. Ate supper at substation, extensive
assistance with ADL's and franfers. Family visits
often, in bad with call tight In reach. *

Record review revealad that on 3/16/13 05:45
AM Nurse #2 wrote " S/P (status post) fall day 2
with peuro checks complated this shift and no
delayed injuries noled. ™

The record raview of Resident #25's therapy
notes indicated that on 3M16/13 Ocgupational
Therapist #1 charted a note that stated Res/dant
#25 continued to " o/o {(complain of) back and
head paln which is effacling her perfomance. *

In aninterview on 5/6/13 at 10:31 AM
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Occupational Therapist ##1 ravealed she
rernambered Resident #25 as having had severe
head pain during her session en 3/16/13.
Occupational Theraplst #1 (OT #1) lold a
Physical Theraplst Assistant (PTA) that Resident
#25 was complaining and that they should tsll the
nurse. The OT #1 stated that she couldn't
remember who the nurse was or if the nurse had
beean told of the resident's increased paln.

The recard review revealed a note on 3/16/M13
from physical therapy that read

" Pt (Patient) with ¢/o lower back pain today wilh
difficulty performing sit to stand and unable to
tolerate standing, " The physical therapy note
also indicated that the physical therapist had
spoken with nursing staff and Jneluded, " No
documentation seen regarding x-rays to rula out
injury. Discussed with nursing possibRity of
x-rays If pain does netimprove. *  The Physical
Therapist was called on 5/16/13 at 400 PM. A
message was laft io return ihe phuns call, by
Bf17H3 at 5:00 PM the Physical Theraplst had
not returned the phone call.

On 3116/13 at 5:40 PM the MAR Indicated
Resident #25 was medleated again with Ativan
0.5 mg by mouth for agitatian.

The record review revealed a nurses note dated
3117113 at 05:48 AM included that on the 3rd day
after her fall Resident #25 had no delayed infuries
noted, no acute distress noted, and that
monitoring would continue,

On 317H13 at 1141 PM the MAR indicated
Resident #25 was medicated again with Alivan
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0.5 mg by mouth for agitation,

On 3/18113 Qccupational therapist #2 charied
Pt crying out and stating * my back hurls worse
than aver] My backl® Pt performed 2 standing
iriats with minimal assist to reach forward to
grasp paraliel bar, 1 minute 15t trial, 30 seconds
Znd gl " please let me sitdown.” OT#2's
notes Indicated that a back massaga was done
but the resident stated " ' it helps but it stilt hurts
sobad.' "

During an interview on B/15/13 at 9:55 AM
Qccupational Therapist #2 (OT #2) said she
found Resident #258 crying out In the hallway that
day. Occupaticnal Therapist #2 indicated that
what she wrote was g true assessment of the
residents back pain as belng sevears on those
specific dates and that she did seem more in pain
after her fall.

On 3/18/13, the Nurse Praclitioner ordared "
ibuprofen 800 mg tablet give 1 tablet (800 mg) by
oral route once daily as needed only to be given
after resldent has saten /1st dose asap (as soon
as passible). "

©n 31813 at12:40 PM the MAR Indizated
Resldent #26 was medicaled with Ibuprofen for
pain. Anurse’s note entry by Nurse #3 stated the
Nurae Practitioner (NP) saw Resident #25
conceming an order for pain, Nurse #3 wiots, "
Resident continues to ery and call staff for pain
meds even if she just received them. ”

On 54613 at10:05 AM an interview with the
Nurse Practitioner (NP) was obtained. The NP
didn't remember the resident and stated " If thera
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Is o note In the chart or prograss notes then |
didn't see her, "  Durng the survey there were
no physleian notes or nurse practitioner notes
found In Resident #25's chart to indicate the
resident was seen by either the MD or NP
following her fall and head trauma. The facility
coutd not provide any furthar documentation that
showed the NP or ihe MD saw Resident #25
following her faif,

According to the resident's medical record,
Reslident #25 was not seen by accupational
therapy or physleal therapy on 3/17/13 but did .
return to occupationat therapy on 3/18/13 and
complained of savere pain. On 3/18/13 Resident
#26 returned to physical therapy, There was no
paln noted during physical therapy on that day.
Resldent #25 was considerad on 319/13 for
discharge from physical therapy relaled to
resident meeting her maximum lavel of funclional
capability.

According to nurse's notes on 3/19/13 at 11:53
AM Resident #25 was medicated with ibuprofen
800 mg for a complaint of pain. A nurses noted
charted by Nurse #3 stated " No change In [evel
of care, ADL's or behavior. * The nole also
inchuded that the resident ” Gontinues to yelis
and screams for attention " and mada frequent
requests te go from the bathroom to her recliner.

On 3/19M13 af 3:51 PM the MAR indicated
Residont #25 was medicaled with Ativan 0.5 mg
by mouth for agitation. During record review of
the physlelan's order, the order for Ativan was
changed on 3/20/13 by the NP to Ativan 0.5 mg
by mouth or sublingual (under the tongue) every @
hours as needed for agitation,
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Durng the NP's interview 5/15/13 at 10:05 AM
sha stated that she did not remember Resident :
#25 and did not recall wiiting any orders for this i
residant. i

On 3/20/13 at $:37 am the MAR Indicated the i
resident was medicated with ibuprofen 800 mg
PO for paln. No nurse's note was written. On
3720113 at 1:54 PM a nurse nola stated " Alert
and oriented to self. No acute complaints nor in
any apparent acute compromising condition, "

According to the MD's communication board, on
3/21/13 a note was left on the communication
beard about the family wanting to have the
ibuprafen discontinued because of the resident ' s
histery of an ulcer and pain whenaver she uses ft i
Thils was observed on 5/15/13 at 11:00 AM.

On /21113 at 8:56 am the record review |
indicated that {he resident was medicated with |
860 mg of Ibuprofen PO for pain. No nurse's
note ware writtan on 3/21M13, ;

On 3124413 the social worker saw Resident #25
on 32113 and wrote a note. The social worker
noted the residant * conlinues to exhiblt
behaviors of yelling and crying per nurses notes
3/14 - 31813 par nurses notes 314 and 3/15
resident was medicated with Ativan for " anxlety.

During an interview on 5/15/13 at 9:25 AM the
social worker indicated the resident was always
looking for her family but didn't have any
behaviors other than calling for her family that
she was aware of.
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On 3/2113 at 1:45 PM nuises nole entry read
aterl and verbal, No signs and symptems of any
apparent acute compromising conditfen.
Continue to yells but soon as staff talk to her she
stop then yell later on again. No change in lavel
of care or ADL’s (activitles of daily living). *

On 3/22/13 at 1:13 PM a nurse's note entry read
" Rasident continues to yell and scream of back
pain. No change in level of care or ADL's. "

A new order written on 3/22/13 and signed by the
Nurse Practitioner stated " Tramadol (narcotic
like pain medication) 25 mg PO (by mauth) BID
(twice a day) and every 6 hours gs needed for
pain, Hold for sedation, X-ray of lumbar and
thoracic spine. " Resulls from poriahle x-ray
done on Resldent #25 were sent to the facility on
322113 with nagative results for any acute
findings.

On 3/22113 at 3:20 PM a talephone order was
wiittan for Tylenol for arthritis every 8 hours and
‘Tylenol 325 mg, 2 tablets orally every 6 hours
FRN for break through pain. The order for
Tramadol was discontinued, This order was
teken by the assistant director of nursing from the
NP. The orderwas than signed by the MD,

On 3/23M3 at 7:32 AM nursa #7 charted " At
5:45 AM NA noted resident was lethargic and was
assessed by this writer,” " Resident cfo neck
pain and scheduled Tylenol was given. " At 7:56
AM nurse #1 charted that the rasident was more
alert and was able to recall fiiends and family
names. The communication board had a note to
the medical physician daled 3/23/113 was

F 157
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ohserved on 5/15/13 at 11:00AM. At 10:12 AM
Nurse # 7 obtained a urine sampls per standing
orders becausa of the resident’ s naw lethargy.
Nurse #7 ' s note Included, " Resident
compiained of haadacha this moming and was
given paln medication that was effactive. At
1:56 PM nurse #7 charted * resident in bed
finishing eating lunch, ate 25%. Alert and verbally
responsive, able to make neads known, Wiiter
assisted resldent in drinking juice, rasident had
difficulty swallowing and juice dripping to her
mouth. Writer observed sluired spesch and left
sided weakness. Notifled supervisor, RP, and
MD."

An interview with nurse #7 on 5/15/13 at 11:00
am ravealed the resident was in bed in the
morning which wasn ' t normpal and heard that the
resident had a rough night. She noled that tha
resident didn 't seem "right. ™ The urine

| sample was collected per standing orders and

| sentout because of resident’s frequent urinary
tract infsctions. By 1:00 PM the resident wasn't
able to eat lunch without drbbling fluld down
mouih and was stifl lethargic. The on call madical
physiclan was called and orders taken for the
resident to be transfarred to the hospital for
further evaluation. At 1:15 PM Resident #25 was
transferred to emergency department for
evaluation,

According to the admission history and physical
report dated 3/23/13, once at the hospital tha
resident was sent for a CT (Computed
Tomography) scan (which created a
Jdimentional image of the brain/skull) whara it
was noted Resident #26 had a 14 milllmeter thick
subdural hematoma that had caused a shift of
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Resident #26's brain 8 millimeters to the left place
prassure on the brain stem, The resident was
also found to be anemic with a hemoglobin of 5.8.
There was black stool noted but was not tany in
nature. The family reported to the ER physician
that they were unaware of any bows! problems
reiated to dark stool having been oceurring at the
facillty. The resident was transfused with 1 unit of
packed red blood celis, The resident was seen
by & Neuro Surgeon and discussed with the
family the prognosis for the resident if she
underwent surgery. The decision was made to
place the resident in Hospics care with comfort
measures only. Resident #25 diad on 3/28/2013.

An interview with the facilitles madical physicdan
{MD) was conducted on 5/16/13 at 2:45 FM, The
MD stated that he did not remmember being told
about this resldents fall. He stated that his
expectation following a resident fall was that the
nurses would assess the rasident, determine If
there were any injurles and start neuro checks if
the fall involved head trauma, He stated that the
only time a nurse would directly call him ar the on
call doctor would be whan the resident stared to
havae naurological changes showing during the
neuro chacks. The doctor stated that he
expacted the nurses to contact him or the on call
MD direclly if a cognitively impairsd resident
started comptaining of more pain following a fall
or had behavior changes such as more agitation
and anxiety following a fali. The MD staled that
according o tha resident's chart {hat the resident
was not seen by himself or the Nurse Practitioner
following the residents fall. He stated * If{ lay
eyes on them {resident} or put my hands on them
{rosident) | leava a note [n the chart, " He siated
that his expectation was that the NP did the
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sarie, When asked directly if the resident was
sean by himself or the NP following the fall he
stated "no, based on what Is in this chart, ™ The
M stated that If the nurses had callad him or the
on call MD and reported that the resident was
experiencing more pain and more anxlety
following the fall that he would have been ablz to
plck up on pupil changes or focal delecis of the
resident's anms and legs. If these changes wers
picked up by him or his NP, then the resident
waould have been sent to the Emergency Room
{ER} for a CT scan of the head at that time. The
CT report from the hospital was read and shown
to the MD. The MD staled that based on tha CT
report from the hospital that " her fall {the
residents) could be a cause of her subdural
hematoma and subsequent death. Ifis most
likely the cause and [ * m sure the fall contributed :
to her death. * i

An intarview with the Nurse practitioner on
5/18/13 at 2:30 PM revealed that she does not
remernber this resident, did not remember writing
orders on the resident and that it is possible that
she was called for orders and never physically H
saw the resident. She staied that if there are no i
notes in the ¢hart that state she assessed the
residant, then she didn't visually assess the
restdant prior lo giving orders for the resident.
The NP stated that she doesn't normally write
orders on residents she dossn't evaluate but it
could happen if sha was not in the building.

On 51613 el 5:00 PM the MD stated that the
resident recelved 4 doses of Ibhuprofen after her
fall ang befora she was sent to the hospital for
evaluation, The MD stated it could have been a
contiibuting factor in an Increase of a slow bleed

F 167
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from a traumatic injury such as a subdurat
hematoma,.
The death carlificate dated 3/28/13 stated the
immedigte cause of death was a subdural .
hematoma dua o {or 88 & consequanca oi} a fall.

&8=D | INDIVIDUALITY

Tha facility must pramote care for residents in a
manner and in an environment that maintains or
enhances each resident’s dignity and respectin
full recognition of his or her individuslity,

This REQUIREMENT (s not met as evidenced
by:

Based on observaiion, record review, and
Interviews with residents and staff, the facilily
failed to provide assistance with toileting when
raquested to meintain dignity for 1 of 1 resident
{Resident #17} reviewad for dignity.

Findings includad:

Resldent #17 was admilted o the facllity on
3110405 and had dlagnoses including
hypertensian, urinary tract infection, diabetes,
osteoporosis, fatigue and stroke.

The care plan dated 2/11/12 revealed tha resident
required assistance with activities of daily living
{ADL) task performance related to a diagnosis of
osteoporosis, decreased mobltily, and being
non-ambutatary, Interventions included
axtensive assistance with tolleting and transfars,

The cara plan dated 9/11/12 revealed an

Correctiva action will be
accomplished for those residents
found ta have been affacted by
the deficlen! practice;

Resident #17 had a volding diary
initiated for a period of 10 days.
Resident refarrad to therapy for
possible bladder retraining.
Resident also has a scheduled
urology appointment regarding
the necessity to vold frequently
and recurrent urinary tract
infections, Director of Nursing en
527143 spoke with resident with
tha charge nurse present and
resident staled that she is pol
having any difficutty with staff
providing assistance.

Correclive action will be
accomplished for those residents
having polential to be affected by
Ina sams deficlent practice:

Residents will be glven
asslstance on reguest to meet
iheir needs and maintain dignity.
If the resident need cannol be
mel at the immediate time an
explanation will be givan and an
estimaled lime of return to assisl
with {ask.
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alteration in elimination as evidenced by fraquent
eplsodes of urinary Incontinence. Inierventions 3. Measures will be pul into placa or
inclided utilize prompled voiding (msaning staff :g:i’:ﬁg??g‘ggzg;ﬁ fo i
N . practice
would prampt the resident to use the toilet) every will not 0ccur:
1-2 hours,
Staff Davelopment Coordinator
Tha MBS quarery assessment dated 1/22H3 and Sa¢lal Workers will provide
indicated the resident was frequently incontinent. education to alf Lisensed and
cerified staff regarding the
intaint
The MDS annual assessment dated 5/13M13 ;nnziz?gﬂinwg_x ?-;;ﬁﬁi?; nm!% g?:;:faa
indicated the resident was cognitively intact, did statf assisling with care with an
not reject care - including activitias of daily living emphasis on anlicipaling
{ADL), required extensive assistance and two- resident’s naeds and providing
person assistance with transfers and iollet use. prompt care.
The assessment further indicated Resident #17 4, Indlcats how the facility wil
required axtensive assistance with personal monlier its peformance:
hyglsne, was not steady moving on and off the )
tollet, was only able {o stabilize with slaff Director of Nursing or Asslstanl
assistance, and used a wheelchair for mobility. Director of Nursing will Intarview
Shewas frequently incontinent. The resident 10% of 1asidenl population
was lrequently Inconiinent, weekly for four weeks lo confirm
paricipated in the assessment. that resldent’s dignily is
maintained with ADL needs.
On 51413 at 2:52 pm Resident #17 stated, "I Resulls wiil be presented to
have 10 go to the bathroom almost every hour. guallty Aszurt?nce ten; ff?f
The nurse alde (NA) at night - she won't come but Eofg";f;i{'h; ois and fotiow up
every 3 or 4 hours to help me to the bathroom. If ’
1 ring the bell she still won't coma. When you
have to go to the bathroom, itis very hard io lay
in the bad wet, If you wet the bed sooner or later
she will come {o change il. There are two gowns
In the bathroom hanging up from last night and
the night before that | wet. She is 50 hateful,
When | tell her | have 1o ga to the bathraom she
says, ' IUs not time yat.* She is training a girl to
take her place and she does the same thing. it
makes me feel ferrble to fay there with wet
clotkes. During the day when | push the call bell
someone comes pretty quickiy and I make It o
Event|D; PSAF1E Facility D: 923544 If centlnuation sheet Page 17 of 54
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the bathroom and don't have to sit or lay around
wel, "

An cbservation on 5/14/13 al 2:56 pm ravealed a
solid favender gown and a floral lavender gown
hanging in the resident's bathroom. She
indicated they were the gowns Ehat were hung up
hacavse she wet them on the previous two
nights.

0On 516113 at 8;25 am the resident indicaled
whenithe "other” NAandthe "new" NA
workad at night she frequently had to wet herself
and fay wet in her bed for lenglhy periods of time.
The rasident stated she had not spoken to
anycna about being left wet

On 5A6M3 at 9:15 am the Director of Nursing
{DON) stated, * The expectation Is NAs wili get a
resident up as many times as needed, unless
someona elsa Is recelving care. It wouldn't
happen that a resident had to wait on a regular
basls or for an extended peried of tims. *

During a phone inlarview on §/16/13 at 8:45 am,
NA#7 indicated she worked 11p-7a on 200 hall,
Resident #17's hall, She also indicated she
would check on a resident quickly if the call bell
rang and would not tell a resident they had to wait
to go io the bathroom, she would get tham up.
Regarding Resident #17, NA#7 staled, "8he gats
in the wheeichair by herself. ] roll her to the
bathroom, she holds on to the handralls and gets
on the toilat by herself. | come back and get her
when she is done,”

On 5/M16/13 at 10:48am the Restorative Nurse
stated, " When [Resident#17) gets off the loilet
she needs help adjusting her clothing and getting
back in the wheelchalr. She requires limited to
extansive assislance with pivating and In the
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reslroom getting off the tollet. Aftar her fall In
March we recommended 2 person asslstance
and therapy evaluated. One person is sufficient
with transfer and toileting, but she does require
limited to extensiva assistance especially with
P u Fadz2
toileting. 61413
F 242 | 483.15(b) SELF-DETERMINATION - RIGHT TO F 242
gss«<p | MAKE CHOICES 1. Corrective action will
be accomplished for
The restdent has the right to chooss activitlas, Ihese residsnis faund
hedules, and health care consistent with his or lo have baen affcied
sche ' by the deficient
her Intarests, assessmants, and plans of care; pracifce:
interact with members of the eommunity both )
inside and oulside tha facility; and make cholces Resident #40 was
about aspects of his or her life In the facillty that g; %‘gdmzd;:g“‘fa‘gds al
are significant to the residant. rescreened by Speech
Therapy on 5715/13,
- Rasident was
This REQUIREMENT is nat met as avidenced determined lo be safe
by: : with nectar thick flulds.
Based on chservation, record review, staff and ﬁezz?éeer‘:}af E;i?:f at
resident interviews the facllity failed to allow a thick tiquids avallable
residant to honar a chofce by not keeping fluids in at all limes for resident,
her room thereby allowing her to drink when she . .
choosas for 1 of 1 resldent {Resident #48) & gggzgg;epﬁchS ;“"
s shed 10f
reviewed for choices. those resldenis having
o poiential to be affected
Findings Included: by the same deficient
: practice;
Resldent #48 was admitted on 3/27/07 with A review of all
N - . ' ¥ Of 8
diagnoses mc!udmg gastmstogny. epilepsy, roflux, residents idenlified as
siroke, and urinary iract infection (UTH). currently recalving
thicken Heguids was
The care plan note dated 2/19/13 indicated condueled on 527113
consistancy of diet changed to mechanioal soft to e?surﬁfplli?:kmem of
' . cooiarwith en
with nectar thick Bquids per speech therapy, Jiquids avaflabte ot bed
slide,
The Minfmum Data Set (MDS) quarterly
Event ID:PS3F1 Faeility 1D, 923544 If continuation shaeet Page 14 of 64
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assessmeant dated 411713 indicated tha resident
was severely cognitively Impalred, had no
swallowing disorders, required ovarsight,
encouragement or cuging with eating, had a
feading tube, was on a mechanically alterad diet,
and recelved Speech Therapy that was angoing.

{n 0511472013 at 11:40 am Resident #48 stated,
'} get water sometimes if | ask for it 1 don't have
a water pitcher or cups, "She indicated she would
fike to hava fluids In her room.

On 514713 at 11:40 am an observation of the
resident's room revealed no water pitcher or
cooler for thickened liguids in the resident's room.

On 51813 at 3:30 pm an observation of the
resident’s room revealed no water pitcher or
cooler for thickened fiquids in the resldent’s room,

On 517113 at 8:42 am an observalion of the
resident's room revealed no water pitcher or
cooler for thickened fiquids in the resident ' s
room.

On 5/17/13 at 6:43 am Nurse Aide (NA) #8
indicated water pitchers or coolers that contained
carions of thickened liquids wera kept at the
badside for rasidents “who can drink.” Sha stated
Rasidant #49 "has a feeding tube for fluids so sha
doesn't have a pitcher."

On 517113 at 8:45 am Nurse #8 indicated the
resident was not on any fitid rastictions, recsived
fiuid boluses through her tube if she did not eat
enough, and could drink by mouth.

On 517113 at 8:55 am Nurae #7 indicated

3. Measuras will be put
inlo place or syslemic
changes made {o

} ensuce that the

. deficient praclice will

not aceur:

Staff education
provided to Licensed
and certified slaffin
ragards to resident
rights and maintalning
dignfly in providing
fluids uniess fuid
reslrictions have been
determinad by the
resident's physiclan.

4. Indicate how lhe facilily
will monijor s
performanca:

Direclor of Nursing or
Assislant Diractor of
Nursing to inlerview 5
residents weekly Tor
four waeks to confim
{hat resfdents have
appropriate flulds at

; bedside. Resulls will
ba presented to Qualily
Assurance {eam for
recommendalions and
folow up for 6 months.
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Speech Therapy wanted the resident to be
monitored with oral Intake so fluids were not kept
in her room and she was "brought to the common
area and assisted.”

On 81713 at 9:15 am the Dieticlan stated,
"{Resldent #49] eats and drinks well, 50% or
batter at the majority of meals. Shelsnoton a
flufd restriction, | have not seen her with any
trouble drinking.”

On 5117113 at 9:45 am Speech Therapist {(5T) #1
indicated Resident #49 was discharged from
speech therapy on 4/2/13 and was on nectar thick
Hquids. She stated, “The evaluation and
treatment Indicated that she was safe and
independent with the nectar thick fiquids. She
should have fluids at her bedslde. Everyone
should have fluld at their bedside If they are able
to drink themselves.”

On 5/17113 at 8:55 am NA #9 stated, "[Rosident
#49] comes out to the common diniag to ba
observed for safe eating. She drinks nectar thick
liquids and drinks fine by herself." She indicated
thickened Hqulds are kept at the bedside in a blue
cooler. Upon walking to and observing the
resident's room, NA #¢ indicated resident dld not
have a cooler for thickened liquids, & pitcher for
thin liquids, or any other fluids in her room.

On 51713 at 10:01 am Nurse #7 indicated he
was not aware that the resident was safa to be
Independent with thick Hquids.

On 51713 at 10:43 am Nurse #6 indicated a
caoler is kept at the bedside for resldents on
thlckened liquids and staled, "Even If they cannot
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Each residant must recaive and the facifity must
provide the necessary care and services to attain
ar maintaip the highest practicable physical,
mental, and psychosocial well-being, In
aceordance with the comprehensive assessment
and plan of.caré.

This REQUIREMENT is not met as evidenced
by:

Based on record review, staff interview, nurse
prectitioner Interview and physiclan interview the
factity failed to racognize a significant change in
condition for 1 of 1 {Resident #25) resident who
susiained a head injury during a fall. Resideni
#25 devaloped a subdural hematoma with a brain
shift fo the left placing pressura on tha brain
stem. The resldent was sant to the hospital on
3123113 for evaluation and explred on 3/28/13.

Immediate jeopardy began on 3/15/2013 and was
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!
drink independently we stifi keep one there so the |
gides can glve fiulds when they go in the room. If I
the resident is on thin liquid, a waler piicher !
shauld be kept at the bedside." i
On 5/17/13 at 2,00pm Rasident #48 was
observed in the common dining aréa, located on
har hallway, eating and drinking {juice and coffee)
without difficulty. The resident stated, “[Siaff] just
putwater in my room sa | can get it when | want.”
An observation of the rasident's room revealed a
water pitcher on the bedside table. There were
no vislble cups,
F 308 | 483.25 PROVIDE CARE/SERVIGES FOR F 309 Fa09 /14113
g5=4 | HIGHEST WELL BEING

2. Correcliva acllon will be

1. Corective action will ba
accomplished for those residenls
found to have been affected by
the daficient practice:

Resident #25 was discharged
from facilily to hospital on
3/23113. Residenl did not refurn
1o faclity,

accomplished for lhose residents
havlng potenttal io be alfecled by
lha same deficient practice:

The Director of Nursing Is
conducling @ dally review of all
resident progress noles and
SBAR's for change of conditlon
and post evenl evaluation since
6/4113.
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identified on 5/16/2013 at 5:30 PM. The
immediate jecpardy is present and ongolng.

Findings includad;

The record review indicated that the resident was
admittad on 2/14/13 at 2;13 PM far rehabilitation
following an Ischemic cergbral vascular acticent
{a fack of blood supply in the braln),

Admission dlagnosls included hemiplegia, stroke,
fracture of the lumbar spine, lack of coordination,
dementia, previcus stomach ulcers that required
a surgical procedure that burned the bleed so that
it would stop.

Resident #25's admission madicatiens Includad:

Tylenof 650 myg (milligrams) by mouih every 6
hours as neaded for pain

The record review revealsd that the Minimum

Data Set (MDS) dated 2/21/13 Indicated Resident
#26 was severely cognitively impaired. There
were no moead disorders noted and thers were ne
behaviors noted. There wers no paln problems
noted. The resident required extensive
assistance with activities of daily living (ADL) with
at least one person assistance at alf tmes.
Resident #25 had an unsteady gait and required
one person assistance for transfer and for
tolteting.

Upcn review of Resident #25's medical chart and
electronic chart, there was no information noted
that the resident had a chronic pain [ssus or that
the resident was

constantly anxious. From admission date of

Measures will be put Infe place or
systemic charges made lo
ensure that the deficiant practice
will not ocour:

An in-service education program
was conducied by the Director of
Nursing or Slafi Developmeant
Coordinater with alf licensed and
cerlified staff addressing change
in condilion and communrication
of such thal require notificatlon of
the resident's physiclan, legal
reprassnialive or family member
and nursing.

implementation and training on
Siluation, Backgrourd,
Assessment,
Recommendation/Raquest
{SB8AR) communication tool and
ulitization of therapy referral
process. Training sessions
completed on 6/30713. MNurses
educated as fo procedure for shift
change reporting. Training witl
be campieted on 6/14713.
Nursas conducting a shill to shift
review of progress noles lo
monilor resident change of
condilon or other resident
avants. Nurse management to
conduct 8 24 frour review of all
progress noles, accldentincident
reports with review of SBAR's |
Daily 2T meeling lo review,
monifor and manage residant
care. Director of Nursing Is
completlng 8 SBAR fracking leg.
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9114113 to 3113113 the resident had no behavior
problems charled and had no paln problams
charted, The nurse's notes indicated Resident
#25 would call for her famlly because of her
damentla and new surroundings, The family was
involvad with the resident care on a daily basls.
On 2/21/13 Ativan 0.5 mg by mouth every 6 hours
as needed for agitalion was ordered, The
resident was medicated on 2/27/13, 2/28/13, and
3/10/13 with Ativan for agitation prior to her fall on
3413,

The record review indicated the medical

physiclan saw and evaluated tha resident on

| 2/24/13. The evaluation stated that the resident
denied pain.

i

i The racord review indicated that the care plan

| dated 2/221 3 did include interventions for falls

| relalad to use of psychotropic medications for

dementia, recent stroke and hospitalization, The

fesident was not care plannad for paln, mood

disorder, or behavior problems.

The racord review stated (hat the resident fell on
3/14/13 at 4:14 AM. The resldent was found on
the foor In her room by Nurse #2. A Nurses note
by Nurse #1 stated * fall with head Injury.
Attemptad to go to bathroom unasslsted. Hit
back of her haad. Neure {neurologleal) checks
WAL {within normal limits). ¥ The nurse's note
also indicated the resident's range of motions
was within normal limits. Neuralogical checks
compare a person's baseline to a cuirent
assessment of leva! of consciousness
{elertnassfbehavian), vital sfgns, pupl rasponse to
fight, eye response to stimuli, leval of :
consclousness, speach pattern, and motor

indicate how the facility will
monlior fls performance:

Director of Mursing or Assistant
Direcior of Mursing will conduct a
daily audit of ganeraled SBAR
sommunication tools for four (4}
consectlive weeks. Residenls
will be assessed by generaled
SBAR communication tool fo
ensure that any changes in
condition have been identified,
properily evaluated and
communlcatad to the appropriate
paople. Results will be presented
to Quality Assurance feam for
recommendations and folfow up
for 6 months.
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response.

An interview on 5/15/13 at 11:20 AM with Nurse
#1 revealed that nurse #2 found the resldant on
the floor In her room. Nurse #1 came to tha
resident ' s room Lo assass tha resident for injury
and determined Resident #25 was without major
Injury. Nurse #1 stated that tha resident had
equal grips, no more than normal confusion, no
lacerations, and did not appear to bs harmead
other than the “bump " io the back of her head.

Tha nurse's noles by Nurse #2 indicated thaton
314113 at 6:25 AM the neuro checks ware still in
progress and within normal fimils, The resident
complained of pain around her head area where
her head had hit the floor. Mo swelling was noted
at that ime. According fo Nurse #2's notes, the
resident’s responsible party was notified and the
madical physician wes notified of the resident's
fall via the facilities communicalion board. During
recard review of the communication notes on
515113 at 11:00 AM the note for 3/14/13 could
not be located for Resident #25. At that time the
Director of Nursing (DON) was asked if she had a
copy of that communication sheet, she slated that
she did net. The resident was not medicated for
paln at this tme according the medication
administration recard {MAR]).

During an interview with the Director of Nursing
{DON} and the Assistant Dlrector of Nursing
(ADON) on 5/15/13 at 12:30 PM the DON
indicated that the protocol for falls was to have
the charge nurse svaluate the resident for injury,
after that, thay assisted with geting the resident
back to bed or bathroem. The DON slaled they
were 1o fook at Interventions fhat could be putin
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place to help the resident to be safe, the family
should be notified end the physician would be
called if there wers serious injuries to the
resident. The DON indicated that a serious
injury would be a skin tear that keeps bleeding, a
resident has neuro checks that ars abnormai,
abnomnal pain from the resident, dislacation or
odd positioning of the extremities. If thare were
ne serlous injurles then the residents fall would
ba placed on the communication board which
was seen by the physician or NP on a daily basls.
The facillty was unable to show any
communication regarding Resident #25 on the
communication board sheets from Febrrary
through May 2013 that indicated a fall by
Resident #25. The record review revealed no
other notes in Resldent #25's chart from a
physician or NP for the dates foliowing the fall.
The DON stated her expactation would be the
nurse would have contacled the physician per the
faciiities recognized protocol. The ADON
indicated that the MD or the NP would see the
communication board on a daily basis while doing
rounds.

On 314413 at &:32 AM the record review of the
MAR indicated Resident #25 was medicated with
Ativan 0.8 mg by mouth for agitation.

During an intarview on 5/15/13 at 11:12 A,
Nurse #2 Indlcated that the resident's neuro
chacks were nomal during her ime with the
resident immediately following the fall. Nurse #2
stated that the medical physician would not be
called unless neuro checks deviated from nomal
or If the residant showed signs of injury at the
tima of the fall that required immediate
evalvation.
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During an interview an 5/16/13 at 11:12 AM,
Numsing Asslsiant #1 indicated Resident #25
yelled out often. Nursing Assitant #1 who worked
the 7 AMi to 3 PM shift stated ihat Lhe resident
was no different to har following her fall.

Anursa's note entry by Nurse #3 on 311413 at
1118 PM included that there had been no change
in the resident’s lavel of care or behaviors. The
nurse's note indicated the residant yelled and
cried out but would settle down once others
talked to her or whila she was eating her meals.
The nurse's note also Included, * Family visited
sarfier and residant was calmer, ¥ The record
review Indicated that a family member stalted " oh
maoilher you always have headache and back
pain. "

During an interview on 5/18/13 at 9:00 AM with
Nurss #3 she stated that she remembered
Resident #25 would call out often for har family.
Wien asked If she calted out all the time hefore
and afler her fall she stated yes. Stated that the
resident was " vary verbal and always calling for
her family " Stated she couldn't remember ifthe
resident was complaining of back pain or head
pain aRer her fall, just remembered her yelling out
and being verbal.

On 3/14113 at 8:35 PM the racord review of the
MAR [ndicated Resident #25 was medicated with
Ativan 0.5 mg by mouth for agitation.

The record review stated a nursing nole dated
3114113 at 10:42 PM that " Resident alert,
orlented, and verbally responsive. " The nole
also indicated the residant received Tylenol 850
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mg {miligram} and Ativan {(anxiety medication}
glven for back pain and anxiety respectively. The
nurse's note indicated that neuro checks
continued.

A nurse's note entry by Nurse #2 ont 315713 at
6:21 AM stated that the neuro checks were siill in
progress and Resident #25 was within normal
limits. There were no delayed injuries noted.

The nurse's note also slated Residanl #25 woke
up at 4:00 AM yelling out and complaining of back
pain. Nurse #2 gave Resident #25 Tyienol 650
mg. Nurse #2 indicated Resident #25 slarted
yelling out again In pain after 15 minutes and
staled she wanted to lie down again. Resident
#25was then transferred back to bed. The
nursing notes stated Resldent #25 began yelling
out again at 5:00 AM requesting o get out of bed
because of her back pain, Resident #25was
placad In & whealchair but cantinued {o yell out
when approached, Nurse #2 stated ° resident
unsitre of what help she needs, not easiy
redirected. " The record review of Residént
#28's medication record indicated that she was
medicated with Tylenol at 4:10 AM using the 1-10
pain scale, with 10 baing the most severe pain.
Resident #25 was assessed as having back pain
rating a 3 with a reassessment pain level of a 1.
Nurse #2 indicated Resident #25 Resident didn ' t
yall and eali out that she was in pain prior to her
falling.

An interview with Nurse #3 and Nurse #4 on
5717113 at 3:00 PM ravealed that they would use
the facial recognition system to evaluate pain on
a resldant who was saverely cognitively impairad.
Nurse #3 and Nurse #4 hoth indicated a C-10

pain scale would not be reliable on & resident who
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is cognitively impaired because the resident
would not be able to use the scale. They stated
that it would be betier to Judge the resident by
his/her normal baseline and compare it (o how
have they changed since an incident.

Record review revealed that on 3/18/13 at 3:28
PM a nurse's note written by Nurse #3 indicated
thatthe resident was alert and orfented to her self
and place with no complaints noted. The
rasident's leve! of care or ADL change per the
nurse's note.

On 3/15/13 at 7:18 PM the MAR indicated
Rasident #25 was medicated again with Ativan
0.5 mg by mouth for agitatian.

Record review revealed that on 3/15A13 10:20 PM
Nurse #4 wrote “ Rasident alert, oriented, and
varbally rasponsive. PRN (as needsd for) paln
med Tylenal 850 mg and Ativan given for back
pain and anxiety respactively. F/J (fallow up) fall
day 1 with neuro ehecks continuing. Ate supper
al subslation, extenslve assistanca with ADL's
and tranfers. Family visils often, in bad with cail
lightin reach. "

Record review revealed that on 3/1613 05:45
AM Nurse #2 wrote " S/P {status posl) fali day 2
with nauro chacks completed this shift and no
delayed Injuries noted. *

The racord raview of Resident #25's therapy
noles indicated that on 3/16/13 Occupational
therapist #1 charted a note that slated Resldent
#25 continued to " ¢fo {complain of) back and
head pain which is effecting her performance.
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In an interview on §/15/13 at 10:31 AM
Occupational Therapist #1 revealed she
rememberad Resident #25 having severe head
pain during her sesslon on 3/16/13. Occupational
Therapist #1 {OT #1} told & Physfcal Therapist
Assistant (PTA) that Resldent #25 was
complalning and that they should tel! the nurse,
The OT #1 slated that she couldn't remember
who the nurse was or if the nurse had been feld
of the resident's Increased pain,

The record review revealed a nols on 3/16/123
from physical therapy that read

* Pt {Patient) with cfo fower back paln today with
difficulty performing sit 1o stand and unable to
tolarate standing. " The physical therapy nole
also indicated that the physical therapist had
spoken with nursing staff and included, * No
documentation seen regarding x-rays to rule out
Injury. Discussed with nursing possibility of
x~rays if pain doas not improva, " The Physical
Therapist was called on 8/16/13 at 4.00 PM. A
message was left {o retum the phone call, by
517713 et 5:00 PM the Physical Theraplst had
not returned the phone call.

On 3H16/13 at 5:40 PM the MAR indicated
Resident #25 was madicated again with Ativan
0.5 my by mouth for agitation,

The record review revealad a nurses nole dated
373 at 05:48 AM Included that on the 3rd day
after har falt Resident #25 had no delayed injuries
noted, no acule disiress noted, will ¢/t (cantinue
to) monitar,

On 3A7H 3 at 1:41 PM the MAR Indicated
Resident #25 was madicated again with Ativan

F 309
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0.5 mg by mouth far agltation,

On 3/18/13 Occupational therapist #2 charted ¥
Pt crying out and stating " my back hurts worse
than evarl My backl" Pt performed 2 standing
{rials with minimel assist to reach fonward to
grasp parallel bar, 1 minute st trial, 30 seconds
2ndtrizl. " please lef me sltdown. " The OT#2
' 5 noles indicaled that a back massage was done
but the resident stated " it helps but 1t still hurts
so bad. "

During an interview on 5/15/13 at 9:55 AM
Oceupational Therapist #2 (0T #2) safd she
found Resident #25 crying out Int the hallway that
day, Occupational therapist #2 indleated that
what she wrole was a true assessment of tha
reskisnts back paln as being severe on those
specific dates and that she did seem more in pain
after her fall.

On 318113, the Nurse Practitioner ordered ™
ibuprofen 800 mg fablet give 1 tablet (800 mg) by
oral route onca daily as needad anly to ba given
after rasident has eaten /st dose asap. "

On 3/18/13 at12:40 PM the MAR Indicated
Resident #25 was madicated with Ibuprofen for
pain. Anurse's nate entry by Nurse #3 staled the
Nurse Practitioner (NP) saw Resident #25
concerning an order far pain. Nurse #3 stated
Reslident continues to cry and call staff for pain
meds even if she just recslved them, "

On §/15/13 at10:08 AM an Infervisw with the
Nurse Practitioner {NF) was oblained. Tha NP
didr't remember the resident and stated " if there
is no note In tha chart or progress notes then |

F 309
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didn't see her. ® During the survey there were
no physician notes or nurse prachitionsr notes
found In Resident #26's chart that indicated that
tha resident was seen by either the MD or NP
following her fall and head trauma. The facllity
could not provide any further documentation that
showed the NP or the MD saw Residant #25
fotlowing her fall.

According 1o the resldent's medical record,
Resident #25 was not seen by occupational
therapy or physical therapy on 3/17/13 but did
relurn lo occupalional therapy on 3/18/13 and
complained of severa pain. On 319/13 Resident
#25 relumed to physical therapy. There was no
pain noted during physical therapy on that day,
Resldent #25 was considered on 3/19/13 for
discharge from physical therapy related to
resident mesting her max functionat capabillty.

According to nurse's notes on 3/19/13 at 11:53
AM Resident #25 was medicated with ibuprofen
80O rag for a complaint of paln. A nursas noted
charted by Murse #3 stated * No change In leval
of care, ADL's or behavior, " The note also
included that the resident " continues to yells and
screams for attention " and made frequent
requests ta go from the bathroom ta her recliner.

During record saview of the physiclan's order, the
order for Afivan was changed on 3/2013 by the
NP to Ativan 0.5 mg by mouth or sublingual
{under the tongue) every 6 hours as needad for
agitation. On 3/19/13 at 3:51 PM tha MAR
indicated Resldent #25 was medicated with -
Alivan 0.5 mg by mouth for agitation.

During the NF's interview 5/15/M13 at 10;:05 AM
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she stated that she did not remember Resident
#25 and did not recall writing any orders for this
resident.

On 320113 at 9:37 am the MAR indicated that the
resident was medlecated with ibuprofen 800 mg
PO for pain, No nurse ' s note wiitten. On
32013 at 1:54 PM a nurse note stated " Alert
and oriented to self. No acute complaints nor in
any apparent acuie compromising condition, ™

According to the MD's communication board, on
32113 a note was left on the communication
board about the family wanting to have tha
Ibuprofen discontinued because of the resident's
history of an ulcer and palh whenever she uses i,
This was observed on 5/15/13 at 11:00 AM.

On 321/13 al 8:56 am the record review
Indicated that the rasident was medicated with
800 my of Ibuprofen PO for pain. Nonurse's
note were written on 3721113,

On 3121113 the soclal worker saw Resldent #25
on 3721413 and wrole a note. The soclal worker
noted the rasident " continues {o exhibit
behaviors of yelling and crying per nurses notes
314 - 3119113 per nurses noles 3/14 and 3/15
resident was medicated with Ativan for " anxlety,

Ll

During an Interview on 5/15/13 at 9;25 Al tha
sacial worker indicated the resident was always
looking for her family but didn't have any
behaviors other than calling for her family that
she was aware of.

On 32113 at 1:45 PM nurses note endry read
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alet and verbal, No signs and symptoms of any
apparent acute compromising condition,
Continue to yells but soonh as staff talk to her she
stap then yell later on agaln. No changa [n lavel
of care or ADL's {aclivilies of dajly living). "

On 3/22/13 at 1:13 PM a nurse's note antry read
* Resldant continues to yvell and scream of back
pain. No change in level of care or ADL's.

A new order written on 3/22/13 and signed by the
Nurse Practitioner stated " Tramado! {narcolic
like pain medication) 28 mg PO {by mouth) BID
{twice a day) and every 6 hours as needed for
pain. Hold for sedation. X-ray of lumbar and
thoracic spine.”  Results from portable x-ray
done on Resident #25 wera sent 1o the facility on
3422713 with negalive results for any acute
findings.

On 3/22/13 at 3:20 PM a telephone order was
written for Tylenol arthrilis evary B hours and
Tylanol 325 mg, 2 {abs =650 mg PO every 6
hours PRM break through pain. The order for
Tramadol was discontinued. This order was
{aken by the assistant director of nursing from the
NP. The order was then signed by the MD, On
3/23M3 at 7:32 AM nurse #7 charted * At 5:45
AM NA noted resident was lethargic and was
assessed by this writer, *  * Resident ¢/o nack
pain and scheduled Tylenol was given. " Al 7:56
AM nurse #1 charted that ihe resident was more
alert and was abla to recall friends and family
names. Note to MD/NFP communication board.
The communication board had a note to the
medical physiclan dated 3/23/13 that was
observad on 5/16/13. This note an the
communicatian board was observed on 5M15M13
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at 1:00AM, At10:12 AM Nurse # 7 obisined a
urine sample per standing orders because of the
resident ' s hew lethargy. Resident complained of
headache this morning and was given pain
medication that was effective. At 1:56 PM nurse

#7 charted " resident in bed finishing eating

lunch, ate 25%. Alert and verbally respansive,
abla to make needs known. Wiiler assisted
resident in drinking juice, resident had difficully
swallawing and julce dripping to her mouth.
Writer observed slurred spaech and left sided
waakness, Nofified supepvisor, RP, and MD. "

An interview with nurse #?,on 5/15/13 at 11:00
am revegled that the resldent was in bed in the
AM which wasn't normal and heard that the
resident had a rough night. She nofed that the
resident didn't seem " right.  The urine sample
was collected per standing orders and sent out
because of resident's frequent urinary tract
infections, By 1:00 PM the resident wasn't able
ta sat lunch without diibbling fluid down mouth
and was still iethargic. The on call medleal
physician was called and orders taken for the
resident to bs ransferred to the hospital for
further evaluation. At 1:15 PM Resident #25 was
transferred to emergency department for
evaluation.

Accerding to the admission history and physical
report dated 3/23/13, once at the hospital the
residant was sent for a CT {Computed
Tomography) scan {which created a
3-dimentional image of the brainfskull} where It
was noted Resldent #25 had a 14 millimeter thick
subdurs) hematoma that had caused a shift of
Resident #25's braln 8 millimaters to the left place
pressure on the brain stem. The resident was
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also found to be anemic with a hemeogiobin of 5.8.
There was black stoo! noted but was not tarry In
nature. The family reported to the ER physician
that they wers unaware of any bowal problems
related to dark stool having been occurring at the
facility. The resident was transfused with 1 unit of
packed red blood cells. The resident was saen
by a Neurc Surgaon and discussed with the
family the prognesis for the resident if she -
undenwent surgery. The declsion was made to
placa the resident in Hospice care with comfort
measures only, Resident #25 died on 3/28/2013.

An interview with the facilities medical physician
(MD) was conducied on §/16/3 at 2:45 PM. The
MD stated that he did not remember being toid
about this residents fall. He stated that his
expectation followlng a resident fall was that the
nurses would assesa the resident, determine if
there were any injuries and start neure checks if
the fall involved head lrauma. He staled that the
only ima a nurse would directly call him or the on
call doctor weuld be when the resident starfed to
have neuralogical changes showing during the
neura checks. The doctar stated that he
expected tha nurses to contact him or the on call
MD directly If a cognltively Impalred resident
started complaining of more pain following a fall
or had behavior changes such as more agitation
and anxlely following a fall. The MD staied that
aceording 1o the resident’s chatt that the resident
was not seen by himself or the Nurse Practitfoner
following the residents fall. He stated " if | lay
eyes on them (resident) or put my hands on them
{rosident) | leave a note In the chart. " He stated
that his expectation was that the NP did the
sama. When asked directly If the resident was
seen by himself or the NP following the fall he
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stated * no, based on what Is In this charl. " The
MD stated that if the nurses had calted him or the
on ¢all MD and reported that the resident was
axperiencing more pain and more anxlaty
following the fall that he would have teen able to
pick up on pupl changes or focal defects of the
resldant's arms and legs. If thess changes wera
pleked up by him er his NP, then the residant
would have been sent fo the Emergency Room
{ER} for a CT scan of the head at thattime. The
CT report from the hospital was read and shown
to the MD. The MD stated that based on the CT
report fram the hospital that " her fall (the
resldents) could be a cause of her subdural
hematoma and subssaquent death. ltis most
likely the cause and {'m sure the fall contributed
to her death. "

An interview with the Nurss praclitioner on
5/16M13 at 2:30 PM revealed that she did not
remamber this resident, did not rernember writing
orders on the resident and that it is possible that
she was called for orders and never physically
saw the resident. She stated that if there are no
notes in the chart that state she assessed the
resident, then sha didn't visually assess the
residant prior to giving orders for the resident.
The NP stated that she doesn't normally write
orders on residents she dossn't svaluate but it
could happen if she was not in the building.

©On 5/6/13 at £:00 PM the MD stated that the
resident raceived 4 doses of lbuprofen after her
fall and before she was sent {o the hospital for
avaluation., The MD stated i could have been 8
contributing factor In an increase of a slow bleed
from a traumatlc injury such as a subdural
hematoma.
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The death cerlificate dated 3/28/13 stated the F315 &/1413
immediate cause of death was a subdural
hematema due to {or as a consequence of) a fall. 4. Cowmeclive aclion will be
F 315} 483.25{(d) NO CATHETER, PREVENT UT|, F 315 acclgmp!lspad Ef;ulr t?‘use
- resldents {found lo have
$5=D| RESTORE BLADDER been affected by the
deficlent praciice:
Based on the resident’s comprebensive elicient p
assessment, the facility must ensure that a ' Resldent # 97 had her
resident who enters the facllity without an supra-puble catheter
indwelling catheter is not cathelerized unless the Becmaf 12 fgﬁidﬂﬂl s leg
rasidents ¢linical candition demonstrates that on 5/17/13. Proper care
R X o which [ncludas eleansing
caihetenzathn was necassary; and a resldant. securing of catheler and
whao Is Incontinent of bladder receives appropriate sacuring of urinary
Ireatment and sarvices to pravent urinary tract dralnage bag was
Infections and to restore as much normal bladder provided with ADL care.
function as possible Residant # 17 was placed
' on volding diary and a
tharapy raferral was made,
A consult appointment with
This REQUIREMENT is not met as evidencad the Urolaglst Is schedule
by: for 5/30/13. Residentis
Based on record review, observation and staff loilsted as needed.
and ressdeng intervigws the facility faited to secure 2 Conacliva aclion will be
a supra-pubic catheter for 1 of & residents who aceomplished fof these
used an In dwelling catheler, and failed to rasidents having potential
ra-evaluate and pravide services to restore as ta be affected _hy the same
much normal bladder function as possible for 1 of deficient practice:
4 sa:?‘;plad resldents with urinary incontinence Resident's that currently
{Resident #17). have a catheler (supra-
publc/indwelling) will be
Findings inciuded: provided with a securing
device at all times. The
. , securng device will be
1} Resident #97 was e_idmlfted on 1242012, with removed during ADL care
the dlagnases of hamiplegta, hypertension and and replaced once care Is
neurogenic bladdat. complete, Charge nurses
will check for placement
Tha most current Minimum Data Set (MDS) dated and proper function each
311513, indicted she had no long and short term shifl
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memory loss, and had an indwalling catheter.

Review of ihe physician's order dalad 5/10/13,
Supra-pubic catheter to gravity drainage,

During an interview and observation on 817/13 at
9:54am, Nursing Assistant #3 and Nursing
Asgistant #4 had indicated Resident #57 had a
supra-publc catheter and naver used a catheler
strap to secure the Wblng. Nursing Assistant #3
indicated the female residents do notuse
catheler straps and male residants use the
catheter straps fo the ley for the Indwelling
cathaters.

Puring interview on 5/17/13 at 8:58 am Nurse #5,
indicated she had never seen &n anchor lo
securs the supra-pubic catheter ubing.

Duying an interview on 5M7/13 at 10: 11 am,
Reslidant # 97 indicted she had never had
anything to secure her supra-publ: tubing to her
abdomen or her leg. Whan the tubing pulled that
was whan she called and had the bag emptied,
Observation revealed tha bag had 800 ¢c (cubic
centimeters) of clear yellow uring and taunt
fubing pulling from the unbandaged Incision. She
¢alled for the bag to be emplad.

Buring an interview on 5/17/13 at 16:13 am,
Nursing Assistant #5 indicated Resident #97 had
a supra-publc catheter and she did not require a
catheter strap to secure the lubing. Narsing
Asslistant #5 returned at 10:24 am, and indicated
she had gotten clarification and a catheter sirap
should be used when Resident #97 wasupin a
chalr,

Maasures will be pui into
place or systemic changes
made to ensure that the
deficlent praciice will not
aCour:

Education provided to
Lizensed and cerlified siaff
regarding the securing
{anchorng) and placement
of catheler and proper
cathetar care. Also
educaled regarding
parennial care with
inconiinent residents to
asslsl in the preventton of
wrinary tract infections.

Indicate how the facility
will monitor s
performance:

Director of Nuzsing or
Assistant Director of
Nursing will monltor §
residenis per waek for four
weeks o ensura the
securlng of supra-publc or
indwelling catheter.
Resulfs will be presented
to the Quallly Assurance
team for recommendations
and follove up for &
months,
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Buring an interview on 5/17/13 at 10:27 am,
Nurse #8, Indicated the nursing staff had just
baen reassigned to do catheter care bacause of
ha Increases in wrinary tract Infections. A
catheter sfrap was to be usad most of the time
withi a leg bag or a gravity bag to pravent frauma.
Theband aide strap would be used with a supra-
puble catheter to the abdemen. It would be
removed while the resident was getling dressed
or bathing.

During an interview on §/17/13 at 1:51pm, Nurse
1#7, indleated » supre-publc catheter doesn’t use
an anchor, the physiclan wauld write the order for
it to be secured.

During an interview on 5M17/13 at 1.6 pm,
Physician indicated, he wauld not wiile an order
to secure or ancher for a supra-pubic catheter.
He expected the facility policy and nursing would
detenning how to secure the catheler.

During an interview on 5/17/13 at 2:46pm,
Dirastor of Nursing Indicated an istand strap or &n
anchor strap should be used at ail times with a
supya-pubic catheter, unless bathing. The
physician would not wrile the order to secure an
Indwelling catheter. It was secured per facllity
protocol and nursing judgment. The expeciation
was for the catheter {0 be secured.

2 Resident #17 was admitted o the facllity on
310105 and had diagneses including
hyperension, urinary tract Infection, diabetes,
osteaporosis, fatigua and stroke.

The Minimum Data Sat (MDS) annual
assessment dated 910412 indicated the resident
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was frequently incontinent and was noton a
urinary foileting program (2 behavior training
program lo improve or sliminale incontinent
symptoms, including urinary freguency).

Tha care plan dated 8/11/12 revealed the resldent
required assistance with activitias of daily living
(ADL) task performanca refated to a diagnoesis of
osteoporosis, decreased mobility, and being
non-ambulatory. Interventions included
extensive assistance with tolleting and transfars.

The care plan dated 8/11/12 revealed an
altaration in elimination as evidenced by frequent
eplsodes of urinary incontinence. Interventions
Included utflize prompted voiding {meaning staff
would prompt the resident to use the tollet) every
1-2 hours.

A Voiding Diary, to avaluate the need for a
lollating program, was dated 11/20/12-11/22/12
and revealed the residant had two episcdas of
incontinence at2 am and 4 am.

The MDS nurse note dated 11/23/12 statad, *
Resident does not participate [with] tolleting diary
on occaslon to determine need for [bowel and
bladder] program. Resident noted to ba continent
of bowe! and bladder [with] only a couple of
incontinent episodes. Resident wilt be monitored.

The MDS quarlerly assessment dated 1/22/13
indicated the residant was frequently incontinent
and was neot on a urinary loileting program.

A nursa ' s note dated 4/9/13 stated, " Resident
has had frequant urination and states, ' ltbums., *
Urlne cellected and sent to be tested for UT(
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[urinary tract infection}.”

Anurse s note dated 411413 stated,
Continues to have urinary urgency and still
awalting results of furinalysis}. *

Anurse ' s note indicated Resldent #17 was
stared on an antiblotic for a urinary tract infection
on 4131 3.

Anurse ' s note indicated Resident #17 was
started on an aniibiotic for a urnary fract infection
on &/1213.

The MDS annual assessment dated 5/13/13
Indicated the resident was cognitively intact, did
not rejecl care - Including activities of daily living
(ADL}, requirad extansive assistance and two-
parson assistance with transfers and loifet uss,
The assessment further indicated Resident #17
required extensiva assistance with persenal
hygiene, was not steady moving on and off the
toilel, was only able to stabifize with staff
assistance, and usad a whaeeichair for mobilify.
She was not on 8 urinary tolleting program and
was frequently incontinept. The resident
participated in the essessment.

The care plan dated 513713 revealed altered

urlnary elimination related to urinary tract infection
{UTl). Interventions Included encourage frequent
voiding to promote bladdar amplying.

On 514413 at 2:52 pm Resident #17 slated, "1
have to go to the bathreom almast every hour.
The nurse aide at night - she won't come but
every 3 or 4 hours 1o help me 1o the bathroom.

FORM CRIS-2567(02-39} Previcus Verslona Gbsoletn Event I;PS3F1i

Fadiy ID; 923544

[f cantinuation sheet Page 420 54



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED; 051222013
FORM APPROVED
QOMB NO. 0838-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENGIES (%1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
ANDPLAN OF CORRECTION IDENTIFIGATION NUMBER: ABULDING COMPLETED
G
345090 B. WING D5M712013
NAKE OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, STATE, 2IF CODE
1796 WESTCHESTER DRIVE
WESTCHESTER MANOR AT PROVIDENCE PLACE
HIGH POINT, NC 27262
M SUMMARY BTATEMENT OF DEFICIENCIES i D PROVIDER'S PLAN OF CORRECTION 9
PREFIX {EACH DEFICIENCY MUST BE PRECEOED 8Y FULL PREFIX {EACH GORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR1SC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 315 Continued From page 42 F 315

On BABI3 at 8:15 am the Diractor of Nursing
(DON]} stated, " The expectation Is NAs wili get a
resldent up as many times as nsedad, unless
someone else Is receiving care. it wouldn't
happen that a resident had to wait on a regular
basis or for an exlended petjod of time. *

During a phone interview on 5116113 at 9:45 am,
NA#7 indicated sha worked 11p-7a on 208 hall,
Resident #17 ' s hall. Sha also Indicated she
would check on a resident quickly If the call bell
rang and would not tell a resident they had to wait
to go to the bathroom, she would get them up.
She also indicated she did not do prompted
volding with Restdant #17, Regarding Resident
#17, NAFT stated, "She gels in the wheelchair by
herself, | roll her to the bathroont, she holds on {o
the handrails and gets on the toilet by herself. |
come back and get her when she Is done.

On 5/16/13 at 10;48am the Restorative Nurse
slated, * When [Resident #17] gets off the toilet
she needs help adjusting her clothing and getting
back in the wheelchalr. She requires limited to
antenslve assislance with pivoting and In the
restroom getting off the toilet. After her fali in
March we recommended 2 person assistance
and therapy avaluated. One person is sufficlant
with transfer and tofleting, but sha does require
limHed to extensive assistance espacially with
tolleting.”

On 5116113 at 1:24 pm the DON indicated that
whather {o place & resident on a toileting progrem
is an interdisciplinary feam daclslon. She stated,
"We do a 3-day review of the resident ' s tofleting
habits, completing bowel and bladder legs. {
have always known [Resident #17] to be
somgone up and down {o the bathroom, ltisn't
arecent change. " She indleated that someone
with frequency of this nature would be appropriate
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for a tailating program.

On 5/16/13 at 2:00 pm the DON indicatad the
resklent had not been placed on any toilsting
program for the past year and raferenced the 3-
day Voiding Diary done November 2012 when
the residant enly had two incontinent episedes.
On 5/16/13 at 2;05 pm the physician indicated the
[medication prescribed for bladder spasms and
urinary frequency] at the ime of Resident #17 's
UTls ware to " aculely treat fraquency but the
resident’ s chronic frequency was most likely
anatomical and wouid require the facility to
develop a tolieting program, "

On 5183 at 2:26 pm the Assistant Director of
Nursing {ADON) indlcated the voiding diary was
an evaluation tool, showing when the resident
would void or refuse, and was used 10 delermine
if they need a bowet or bladder program. She
indicated the MDS nurse would determing if the
resident should do a program and thet occasional
refusat did not mean the resident did not want te
participate or would not benafit from a program.
On 5/16/13 at 2:40 pm Nurse #6 was intarviewed
regarding Resident #17 ' s voiding diary. She
indicated the rasident " would be continent
sometimes and would push the call bell then have
to be taken to the bathroom in between times.
She would refuse sometimes when it was time to
be taken to bathroom, We do the diary for 3 days
than determine whether to put the resident on a
program, She was only incontinent twice in those
3 days. Her incontinent eplsodes are few and in
batween. The voiding diary was done because
she was compiaining of not making it to the
bathroom on time. We wanled to see how many
{imes she was incontinent. We mads the
desision as an interdisciplinary team to not
pracaed with a toileling program based on her 2

F 315
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incontinent episodes and her occasional refusals
On 51613 at 3:00 pm Resident #17 indicated
she did not remembear anyone talling to her about
the volding diary or a bladder program and stated
shawould particlpate ik a tolleting program if one
was offerad to her.
On 81713 at 6:30 am NA#1 Indicated when she
takes care of Rasident #17, she waits for her to
ting her call bell to go te the bathreom and does
not do prampted voiding.
F 329 | 483.25(1 DRUG REGIMEN IS FREE FROM F 329 F328 6H4H3
s5=£ | UNNECESSARY DRUGS
1. Coreclive aclion wil he
Each resldent's drug regimen must be frea from accomplished for these
unnecessary drugs. An unnecessary drug is any restdents found to have
drug when used In excessive dose {including been affected by the
duplicate therapy); or for excassive duration; or deficient praciice:
\_.uliijout adequate mafntor‘mg; or without adequate Residenls #29, #76, #96
indications for His use; or in the presence of and #18 were reviewed for
adverse consequences which Iindicale the dose changes in behavior and
should ba reduced or discontinued; of any side affects of prascribed
combinations of the reasons shove. metdication. No adverse
side effecls noted, New
hensi F hahavior flow sheets
Bas_,ed on a camprehensive assessment of a implemented on 6/15/13 lo
resident, the facllity must ensure that residents include behaviors and side
who have not used antipsychotic drugs are not effects, A call was placed
given these drugs unless antipsychotic drug to the Medical Direclor for
therapy Is necessary to treat a specific condltion ’eside,;“ #53 dar”d ar{r(i:rder
diagnosed and documented in the clinical was oblained for a Vitamin
as ciag X : ; B12 lavel on 5/16/13, Lab
record; and residents who use anfipsycholic obtained on 5/21/13.
drugs receive gradue] dose reductions, and Physician provided resulls
behavlaral interveniions, unless clinicatly and made changes to
contraindicated, in an efiort o discontinue these medicatlon as indicated.
drugs.
Faciily [D; 923544 IF conlinualion sheet Page 45 of 54
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2. Coreclive action will be
This REQUIREMENT is nol mat as evidenced accomplished for lhose
by: residents having polential
Based on observation, record revisw, and s%ﬁ;:;fte;::gﬁgfha game
intaniew with staff the facilily falled to monitor ’
behaviors by not completing the behavior flow An audit of all residenls
sheet each shift for 4 of 8 residents reviewed with fecelving antideprassants
antidepressants or antipsychotics (Resident #28, 2" a""&i&éﬂ?ﬂ“ﬁ
. . . OnIp 0 ensure
I76, .?5. and TBg ar;d! ;s_alfedvt? ot:;lalgfz \;ataTinfiiz behaviors and effacts are
evel on a resident laking Vitamin or 1 0 belng monitored and
(Resident #53). proper cotpletion of
behavicr flow sheels on
Findings included: 5/15/13. An audit of alt
residents recelving oral
1)Resldent #29 was admitted on 4/18/13 with et Phyeiian vl
diagnoses that included weakness, history of raviaw and respand as
falls, and depresston. nacessary. Tha Medleal
Diraclor and the pharmacy
The Minimum Data Set (MDS) admission gg‘:i":_di‘i' mﬂz‘?‘“’ew ‘?"EW
assessment datad 4/25/13 indicated the resident Fvise pharmacy Ia
y h prolocol as indicated.
was cognitively intact, did fest down or dapressed
oocasionally, had a dlagnosis of depression,
raceived a medication for depression for 7 of 7
days, and participaled in tha assessment.
The care plan dated 4/26/13 indicated Resident
#29recoivad an antl-depressant medicafion on a
routine basls and stated she felt down from time
to tims, Intervantions inciudad to menitor for side
effects of medication, repor promptly to
physiclan, and record meods and behaviors,
During an interview on 5/15(13 at 6:20 am, the
Assistani Director of Nursing (ADGN) and the
Stafi Davelopment Coordinator (SDC) indicated
that monitoring of behaviors should be done on
each shift and should be documented on the
Evant l{LPBIF11 Focilty ID; 923544 1§ canlinuntion sheet Page 46 of §4
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Documentation of Behavior” sheat. They further 3. Measures vill be put into
indicated that If‘t!'nera were no bahanrs the place or systemic changes
nurse shauld initial the sheet every shift and If made to ensura that the
there were behaviors slaff should indicate what deficient praetice witl not
behavior was sean and make a detalled note of occur
" .
that behavlor in the nurse's n'otes. After review of Licensed and certified staff
the Documentatlon of Behavicrs nofebook will be educaled in regards
contalning the behavior sheets for both 100 and \o rasident monitering of
200 hatls, tha ADON indicated that behaviors behavior and the need to
were not documented as expactad, moniter effects of
madication by the Direclor
. . , Assistanl
The Pocumentation of Behavior sh'e‘e.t daled May gﬂf;’g{g',”f“\,j’mmg ar Staff
2013 revealed there were no staff initfals or Bevelopmeant Coordinatar.
indication behavior was assessed for 10 of 14 Stalf Including RN's,
first shifts, 10 of 14 second shifts, and 5 of 14 gPNist xuglng NddBS.
+ ocla OIKErs an
third shifts. The b_t—;h'fwior sheet and current Inerapists wili be educated
physician orders indicated the residant was on the communication
presceibed an antidepressant to be taken daily for betwean departmenis lo
depression. identify behavlors and the
effocls of medication. The
During an interview on 5/15/13 at 6:32 am, Nurse slafl wshll be edtlrcait(;zac: on
#5 slated, "We should document behaviors every Eﬁg;ﬁe:i?:f: ?ooagltempt
shifton the documentatlon‘of behaviars sheet. If prior to medications.
they dor't have any behaviors, we initial. IF they Ucensed staff will be
do have a behavior that shift, we write a note in educiaied c]:;}j 1h? uia of the
the progress notes.” required AlM's lesting
? P avery 8 months and with
i , s in medication,
2) Resident #76 was admitted on 12/21/10 with gg?antgfplementaﬁon ofa
diagnoses that included anxiety and depression. new behavior monitoring
sheet and aducation on
The Minimum Data Set (MDS) annual use of f{‘“"“"“:‘lg ‘°°’§"‘"
assessment dated 2/20M3 indicated the resident :{ea g“’“‘ded to llcense
was moderately cognitively impalred, had a )
diagnosis of depression, had no behavioral
symptoms, recaived medication for depression
far 7 of 7 days, and participated In the
assessment.
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The care plan datad 1/1/13 indicated the resident
exhiblted soclally inappropriate hehavior as
evidenced by inappropriate sexual comments and
gestures towards female rasidents and staif.
Interventions includad to monftor and document
in the medical record the intensity, duration, or
frequency of behaviors. The care plan also
indicated the resident was on an antidepressant,
interventions included to assess behavioral
pattern, document, and repert conearms o
physician.

Tha cara plan daled 1/1/13 Indicated the resident
was on an antidepressant related to a diagnosis
of depression, Interventions ingluded assess
behavioral pattem, document, repert concerns to
physidian, and monttor for side effects of
madication.

During an interview on 5/18/13 at 8:20 am, the
Assistant Director of Nursing (ADON) and the
Staff Develapment Coordinator (SDC) indicated
that monitoring of behaviors should be done on
each shift and should be documented on the
Documentation of Behavior * shest. They further
indicated that i there were no bahaviors the
nurse should initial the sheet every shift and if
there were behaviors staff should indicate what
behavior was seen and make a detailed nole of
that behavior In the nurse's notes, After review of
the Documentation of Behaviors notebook
containing the behavior sheels for both 100 and
200 halfs, the ADON Indicated that behaviors
were not documented as expecied,

The Documentation of Behavior shest dated May
2013 revealad there ware ho staff initials or
indleation behavior was assessed for 12 of 14

F 320,

4.

Indicate how the facility
will monftor its
performance:

Director of Nursing or
Assistant Diractor of
Nursing will review 10% of
residants weekly for four
weeks who are raceiving
amlidepressants or
aniipsychotics fo ensurg
hehaviors and effects are
being monitored and
dosumented using
behavior flow sheets.

_ Results will be presanlad
to the Qualily Assurance
team for recommandations
and follow up for G
monlhs.
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first shifts, 5 of 14 second shifts, and 5 of 14 third
shifis. The behavior shest and current physician
orders indicaled the resident was prescrbed 3
antidepressants to be taken dally for depression
and anxiety.

During en inferview on 5/15/13 at 6:32 am Nurse
#5 stated, "We should document behaviors every
shift on the documentation of behaviors sheat, If
they dor't have any behaviors, wa inltlal. If they
do have a behavior that shift, we write a note in
the progress notes.”

During an intervisw on /1513 at 7:23 am Nurse
#0 indicated sha worked first shift on Resident
#76's hall, was assigned to the resident, and was
unable to state what side effects or behaviors
should be monitored with the use of psycholropic
medications. When asked how a resident’s
behaviors ware dacumented sha stated, "We
docurment | in the behavior notebook. " Upon
inspection of the May Documentation of Behaviar
sheet for Resldant #76, and neting 12-days were
not initialed, she stated, "I should have iniltaled
those days. | guess | will go back and do that. "
Sha Indicated that her initials warg not on any
days In May.

Tha Decumentation of Behavior sheet revaaled
on £118/13 at 8:20 am Nurse #9's initlals had
been added on 5/15/13 far 8 days in May.

3) Resident #95 was admitted on 3/10/09 with
dlagnoses that ncluded depresslon and
demeantia. :

The Minimum Data Set (MDS) annual
assassment dated 4/18/13 indlcated the rasident
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was modarately cognitively Impaired had
diagnoses of depression and damentia, had no
behavioral symptoms, received an antipsychotic
and antideprassant for 7 of 7 days, and
participaled In the asaessment.

The care plan dated 6/15/12 Indlcated the
resident was at risk for falls related to
psycholroplc medication use, Interventions
included to maniter for side effacts of medicalions
such as dizzIness and drowsiness, and notify the
physician for any behavioral changas.

The care plan dated 615/12 indicated the
resident was on an antidepressant and
antipsychotic medication related o depression
and delusions. Interventions included to monitor
for mood, behaviars, and side effects of
medications and report to the physiclan,

During an interview on 511513 at 5:20 am, the
Assistant Director of Nursing {ADON) and the
Staff Development Coordinator (SDC) indicaled
that monitoring of behaviors should be done on
each shift and should e documented on the *
Documentation of Behavior * shest. They further
indicated that if there were no behaviors the
nurse should inftial the sheet avery shift and if
there were behaviors staff should indicate what
behavlor was seen and maks a detailed nofe of
that behavior in the nurse's notes. Afer raview of
the Documentation of Behaviors notebook
containing the behavior sheets far both 100 and
200 halls, the ADON indicated that behaviors
were not dacumented as expecled.

The Documentation of Behavlor sheet dated May
2013 revealed thera were no staf initials or

F 329
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indleation behavior was assessed for 12 of 14
firstshifis, 5 of 14 second shifis, and 5 of 14 third
ghifts. The behavior sheet and current physician
orders indicated the resident was prasciibed an
anptidepressant and an antipsychotic to be taken
daily for depression and delusions.

Durng an interview on 5/16/13 at 6:32 am Nurse
#5 siated, "Wa should document behaviors avery
shift on the decemantation of behaviors sheet )f
thay don't have any behaviors, we initial, if they
do have a behavior that shift, we wrile a nele in
the progress notes.”

Durng an Interview on 511513 at 7:23 am Nurse
#8 indicated she worked first shift on Resident
#95's hall, was assigned to the resident, and was
unable to state what side effacts or behaviors
should ba monitored with the use of psychotroplc
medications. When asked how a resident’s
behaviors were docurnented she stated, "We
document it in the behavior notebook. " Upon
inspection of the May Documentation of Behavior
sheet for Resldent #95, and noling 12 days were
not initialed, she stated, "I shouk have initialed
thosa days. !guess | will go back and do that, "
She indicated that her initials were not on eny
days in May.

The Documentation of Behavior sheet revealed
on 5/15/13 at 8:20 am Nurse #0's Inltials had
been sdded on 5/15/13 for 8 days in May.

4} Resident #18 was admitted on 10/25/10 with
diagnoses that included Alzheimer’s and
depression.

The Minimum Data Set (MDS) quariery
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assessment dated 2/21/13 indlcated the resldent
was sevarely cognitively impalred, had diagnoses
of Alzheimer's and deprasslon, had no behavioral
symptoms, received an anti-psycholic and
anti-depressant for 7 of 7 days, and participated
in the assessment.

‘The care plan dated 9/10/12 indicated the
resident was at risk for falls related to use of a
psychotropic medication. Interventions included
monitor for side effects of medications stich as
dizziness and drowsiness.

‘The care plan dated 8/11/12 indicated the
resident was racaiving antipsychotic medication
onh a regular besis and had periods of
hafiucinations and delusions, Interventions
included to record behaviors, manitor for patterns
of behaviors, monitor for hallucinations or
delusions, decument and report copcams to the
physiclan.

Buring an interview on 5/15/13 at §:20 am, the
Assistant Diractor of Nursing {ADON) and the
Staff Davelopment Coordinator (SDC} indicated
that monitaring of behaviors should ba dona on
sach shift and should be documented on the "
Documentatfon of Behavior " shast. Thay further
indicated that if there were no bahaviors the
nurse should initial the sheet every shift and if
there were behavicrs staif should indicete what
bahavior was seen and maks a detailed note of
that behavior in the nurse's notes, ARer raview of
the Bocumentation of Behaviors notebook
containing the behavior shasts for both 100 and
200 halls, the ADON indicated that behaviors
were not dacumented as expacted.
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The Documantation of Behavior sheet dated May
2013 revealad there were no staff initlals or
indleation behavior was assessed fori2 of 14 first
shifis, 5 of 14 second shifis, and 5 of 14 third
shifls. The behavior sheat and current physician
orders indicated the resident was presciibed an
antideprassant and an antipsychotic to be taken
daily for hallucinations, delusions, and
depression,

During an interview on 5M5/13 at 6:32 am Nurse
#5 stated, "Wa should docurnent behaviors every
shift on the documentation of behaviors sheet if
they don't have any behavlors, we Inltlal. If they
do have a behavior that shift, we write a nole in
{he prograss notes.”

During an interview on 5/15/13 at 7,.23am Nurse
#0 indicated she worked first shift on Resident
#18 ' s hall, was assigned to the resident, and
was unable to state what side effects or
behaviors should ba monitored with the use of
psychotropic medications. When asked how a
rasident’s behaviors wera documenied she
stated, "We dotument it in the behavior
notebook. ¥ Upon inspaction of the May
Documentation of Behavior sheet for Resident
#18, and noting 12 days were not Initialed, she
stated, "l should have initfaled those days. |
guass | will go back and do that " She indicated
that her Initials were not on any days In May,

The Docurnentation of Behavior sheet revealed
on 5/15/13 at B:20 am Nurse #9's initials had
been added on §/15/13 for B days in May.

5) Resident #53 was admitted on 10/28/11 with
diagnosis including Vitamin B12 deflciency. A
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review of the physician orders Indicaled that there
wera no orders written for the resident o have a
Vitamin B12 fevel drawn fram 5/16/12 through
511313,

Review of the hospital records dated 2/24/13
indicated Resldent #53 had been placed an
Vitamin B12 on 2/24/13. The resident was
readmitted to the facility on 2/24/13. Tha
physielan order on admisslon read " Vitamin Bi2
1000 meg PQ daily. * There were no changes in
physiclan order for Vitarnin B12 since admission.

The record review of Resident #53's fab resulls
from BH6M2 lo B/13M13 did not Indicate that the
resident had a Vitamin B12 level drawn. The
hospital records dated 2/24/13 did not have a
Vitamin 812 level noted in their lab repods.

An Interview with Nurse #1 on 5/17/13 at 7:14 AM
revealed that the alectronic lab report did not
have a Vitamin B12 lavel. Nurse #1 was unabla to
provide a Vitamin B12 level that had been drawn
on Resldent #53 after being started on the
Vitamin 812 medication.

Buring an ntervlew on 517713 at 12:00 PM the
physician stated that any resident taking Vitamin
B12 should have a Vitamin B12 level drawn to
monitor the jevel and adjust the medication
accordingly.

Buring an Interview on 5/17/13 at 2:00 PM the
Director of Nursing stalad that her expactation
was residants that wers on Viiamin B12 would
have Vitamin B12 levels drawn and monltored,

F 329

FORM CM5-2567(02-09) Pravious Versions Dbsolsla

Evend ID:PI3FN

Facifty 1; 923544

If continualion sheel Page 4 of 64



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

PRINTED: 06/11/2013
FORMAPPROVED

. .OVB NO, 09380301

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE GONSTRUCTION L ifgj}ﬁéf&{ SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING 03 - 0303 - REPLACEMENT, BL.DG COMR T%o
U OJUN g a0
| 345090 B. VNG L 9 0 5201
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, mw,-sm'na,&iig‘;époz b
1795 WESTGHESTER DRIVE 521V
HESTER O OVIDE .
WESTC MANOR AT PROVIDENCE PLACE HIGH POINT, NC 27262
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION DT
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFRX {EACH CORREGTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG OROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
K 000 | INITIAL COMMENTS K 000
Preparation andfor execution of
Surveyor. 10904 this Plan of Gorrection does not
This Life Safety Code{LSC) survey was constitute an admisston or o
conducted as per The Code of Federal Register f‘rﬁggir?fhm fycizzi?;o‘ggizo he .
at 42CFR 483.70(a); using the 2000 Existing eta g
. ; concluslons set forth on the
Health Care section of the LSC and its referenced Statement of Deficiencies. This .
publications. This building is Type i {211) Plan of Correction is prepared
construction, one story, with a complete andfor executed solely because
automatic sprinkler system. required by the provisions of
Health and Safety Code Section
The deficlencies determined during the survey 1280 and 42 C.F.R. 405.1907
are as follows: _
K 029 NFPA 101 LIFE SAFETY CODE STANDARD K029 K029 7/20M13
$8=D .
One hour fire rated construction (with % hour
fire-rated doors) or an approved automatic fire 1. Corrective action will be
extinguishing system In accordance with 8.4.1 accomplished for those
and/or 19.3.5.4 protects hazardous areas. When residents found to have been
the approved automatic fire extinguishing system affected by the deficient
option is used, the areas are separated from practice: .
other spaces by smoke resisting partitions and The ceniral supply corridor
doors. Doors are self-closing and non-rated or f_’°°’ 3’0“9 W“hzg‘; s"ﬁ% o
field-applied protective plates that do not exceed ;;:IQ W‘.;‘;;Srggairé d‘i‘g ensure
48 mghes from the b1ottom of the door are that they would close, latch
permitied.  19.3.2. and seal properly.
2. Corrective action will be
accomplished for those
residents having potentiai to
This STANDARD s not met as evidenced by: be affected by the same
Surveyor. 10904 deficlent practice:
Based on observation on Wednesday 6/5/13 the zg:isfli'gﬁﬂfgggggg’g or
following was noted: audit of all facility doors to *
, n they close, latch and
1) The Central supply corridor door was found :e:[u ;?opeg;f oé’:pairs
weadged open and would not close, latch and seal completed as indicated.
when the wedged was removed.
2) The corridor door doors to the soiled linen
%m‘rﬁ DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE THLE (%6) DATE
s Wﬁ/&ﬁ;ﬂﬂmo s ﬂz&mmtgw {_/I)//l

\n}gd/ﬂ/ciency statement e‘?cﬁng with an aste’r?s (*) denctes a deficiency which the institution may be excused from gorracting providing it is determined that
i

/? t safeguards provide st
Il

cient protection
owing the date of survey whether or nol a plan o

the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
f correclion Is provided. For nursing homes, the above findlags and plans of correction are disclosable 14

tays following the date these documents are made available to the facilty. If deficiencles are cited, an approved ptan of correction is requisite to continued
wogram participation.
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K 022 Continued From page 1 K029 3 N:easures will be puit into
place or systemic changes
r([)oms[ l?csteddon 2?0 and 400 hall would not made to ensure that the
| close latcn and seal. deficient practice will not
OCOU:
42 CFR 482.41(a) The Maintenance Direclor or
K 045 | NFPA 101 LIFE SAFETY CODE STANDARD K045 designee will complste a
S5=E monthly inspection of 25% of

llumination of means of egress, Including exit
discharge, is arranged so that failure of any single
lighting fixture {bulb) will not leave the area in
darkness. {This does not refer to emergency
lighting in accordance with section 7.8.)  19.2.8

This STANDARD Is not met as evidenced by:
Surveyor. 10904

Based on observation on Wednesday 6/5/13 the
following was noted:

1) At 100 Hall exit the exterior discharge lighting
consisted of a single bulb fixture. llumination of
means of egress including exit discharge, is
arranged so that failure of any single fighting
fixiure (bulb) will not leave the area in darkness

2) The exit pathway leading from the sensory
garden to the public way was not properly
illuminated.

Lighting must be arranged to provide light from
the exk discharge leading fo the public way
{parking tof). The walking surfaces within the exit
discharge shall be illuminated to values of at least
1 ft-candle measured at the floor. Failure of any
single lighting unit does not result in an

illumination level of less than 0.2 fi-candles inany |

designated area, NFPA 101 7.8.1.1, 7.8.1.3, and
7.8.1.4.

facility doors to inspect for
proper closing, latching and
sealing. Repairs will be
completed as indicated.

4. Indicate how the facilify will
monitor its performance:
Results will be presented to
Quality Assurance team for
recommendations and follow
up for 3 months,

K-045

1. Corrective action will be 72013 .
accomplished for those
residents found to have been
affected by the deficient
praciice:

An additional fixture {bulb)
was added to the 100 hall exit
exterior. Additional lighting
was placed in the sensory
garden o provide proper
illumination o the public way.

‘ORM CMS-2567(02-98) Previous Verslons Obsolele
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K 045| Continued From page 2
Pag K045 2. Corrective action will be

accomplished for those -
42 CFR 483.70(a) residents having potential to -
be affected by the same
deficlent practice: .
The Maintenance Director or
designee will complete an
audit of all hall exit exteriors
and pathways leading to
public ways to ensure proper
lighting in place. Additional
lighting will be installed as
indicated.

3. Measures will be put into
place or systemic changes
made to ensure that the
deficient practice will not
oceur:

The Maintenance Director or
designee will complete a
monthly inspection of exterior
lighting fo ensure proper
functioning of fixtures with .
repairs or replacement as
indicated.

4. Indicate how the facility will
monitor its performance:
Resuits will be presented fo
Quality Assurance team for
recommendations and follow
up for 3 months.

‘ORM CMS-2567(02-99) Previous Versions Obsolste Evant ID: PS3F21 Facility 1D: 923544 If continuation sheat Page 3 of 3

LA




