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The Laurels of GreenTree Ridge
F 241 fﬁgiiﬁg&ﬂﬁ-ﬁlw ANDRESRECT OF F247\vishes to have this submitted plan of
we=h orrection stand as its allegation of

The facility must promote care for residents in a Eompliance.. Our date of al]eged
compliance is 09/17/2013.

manner and in an environment that maintains or
enhances each resident's dignity and respect in
full recognition of his or her individuality. Preparation and/or execution of this

lan of correction does not constitute
dmission or agreement by the provider
f the truth of the facts alleged or

This REQUIREMENT is not met as evidenced

bgésed on observations, record review, and staff onclusions set forth in the statement of
interview, the facility failed to communicate with a ‘ eficiencies. The plan of correction is
resident during the provision of care for 1 of 3 l'epal'ed and/or executed solely
residents reviewed for dignity. (Resident #1). ecause it is required by the provisions

Thsfindings ingiudl: f Federal and State law.

Resident #1 was admitted to the facility on 241

09/12/2008 with multiple diagnoses including

closed head injury and blindness. he facility will provide care to ensure
hat each resident is treated in a manner

A review of Resident #1's annual Minimum Data hat will maintain or enhance each

Set (MDS) dated 10/01/12 indicated Resident #1 esident’s dlglllty

was severely cognitively impaired for daily
decision making skills and was totally dependent

for all activities of daily living (ADL) care. The esident #1 is receiving care in a

MDS further indicated the resident had severely manner and in an environment that
impaired vision. Resident #1 required total naintains dignity and respect.
assistance with all activities of daily living.

Apcording to the Care Ataa Adsassmant (CAR) Current residents have the potential to

dated 10/01/12 Resident #1 was able to make a
few sounds and laughed and smiled when
spoken to.

T

Z =

e affected. No negative outcome was
dentified relating to this observation.

urse Aide #1 and Nurse Aide #2 were
n-serviced by the Director of Nursing
1 the requirements of the regulation

or dignity and respect of individuality

An observation was conducted on 08/21/13 from |
11:23 AM to 11:38 AM of staff caring for Resident
#1. At 11:28 AM Nurse Aide #1 and Nurse Aide
#2 were observed to use a total lift to transfer
Resident #1 into a shower chair and took the
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resident into the shower room and showered the
resident. During the shower the resident made
sounds of greaning which continued to get louder
as the process continued. The shower was
completed and the resident was dried off and
then returned to bed and dressed. Once the
resident returned to bed Vaseline was applied to
his skin and deodorant was applied to his
underarms. During this 15 minute observation
the nursing assistants did not talk to Resident #1
at all while providing Resident #1's care.

An interview was conducted on 08/21/13 at 11:54
AM with NA #2. When asked about
communicating with the resident the NA stated,
"I talk to him and tell him what | am going to do" .
During the interview NA #2 discussed how she
talked to him when she entered the room and
provided the care and then would leave. When
NA #2 was asked about not communicating with
Resident #1 while she provided care to the
resident during the morning of 08/21/13 she
stated that she was just nervous.

An interview was conducted on 08/21/13 at 12:01
PM with NA #1. During the interview the NA was
asked about not communicating with the resident
during care and she stated, "l don't talk to him as
much as | should",

An interview was conducted on 08/22/13 at 1:03
PM with Nurse #1. Nurse #1 discussed that
Resident #1 was able to recognize his mother's
voice and liked it when he heard female voices.
The resident laughed and smiled when females
talked to him but he didn't respond when he
heard a male voice. The nurse stated she would
have expected the aides to talk to Resident #1
while care was provided because the resident

residents during care.

All other Nurse Aides will be in-
serviced by the Director of
Nursing/designee on the requirements
pf the regulation for dignity and respect
of individuality and communicating
with residents during care.

A QA tool will be utilized to monitor
compliance by the Unit
Manager/designee. The Unit Managers
and designees will randomly observe
staff and resident interaction and care 3
times a week x 2 weeks then weekly x
2 weeks then randomly x | month to
ensure staff is communicating with
residents during care and activities.
Variances will be corrected at the time
pf observation and additional education
provided when indicated.

Observation results will be reported to
the DON weekly for the next 2 months
and concerns will be reported to the
Quality Assurance Committee during
the monthly meeting,.

Continued compliance will be
nonitored through random
pbservations of care and through the
facility’s Quality Assurance Program.
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. Compliance will be monitored by the
F 241 Continued From page 2 F2410A Comnmittee for 3 months or until
liked being talked to. The nurse expressed that it -esolved and additional
W surghsing tived. the/nurse:aizes:dic ot cducation/training will be provided for
communicate with Resident #1 during care . s dentitiod
because they should have explained the Iy ISsuess identiied,
procedures to the resident. ) )
The identified Nurse Aides (NA) will
An interview was conducted on 08/22/13 at 2:56 receive additional education regarding
PM with the Director of Nursing (DON). The -esident dignity and sensitivity by the
DON explained that Resident #1 did not DON/designee 9/17/2013
communicate and had mannerisms like smacking )
his lips when he was hungry. The DON further
explained that the resident laughed and smiled
when staff talked to him. The DON expected
staff to talk to the resident while providing care
although he may not understand them. The DON
described that voices comforted the resident
during care. The DON stated that communicating
with the resident during the provision of care is an
expectation that she has for her staff.
F 333 | 483.25(m)(2) RESIDENTS FREE OF F 333
ss=p | SIGNIFICANT MED ERRORS
F333:
The facility must ensure that residents are free of The facility will continue to ensure that
any significant medication errors. residents are free of any significant
nedication errors.
This REQUIREMENT is not met as evidenced . )
by: Resident #125 is no longer at the
Based on observations, staff interview and acility. No negative outcome resulted
record review, the facility failed to prevent a om the omission.
significant medication error by not administering 6
scheduled doses of a.ntl-coagullant medication as urrent residents have the potential to
ordered for 1 of 6 residents reviewed for footed. AJl MARS were aiidited
medication errors. {Resident #125) @ allscied, § were audite
etween 8/27/13 and 9/2/13. All
The findings included: ariances were corrected at the time of
dentification. The monthly MARs are
Resident #125 was admitted to the facility on
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02/12/13 with diagnoses including atrial
fibrillation, pulmonary edema, and
cardiomyopathy. Review of the most recent
annual Minimum Data Assessment (MDS) dated
02/19/13 indicated Resident #125 was cognitively
intact for daily decision making and did not have
memory deficits. The MDS revealed he received
anti-coagulant medication for 7 days of the
observation periocd.

Review of Resident #125's medical record
revealed a physician order dated 03/29/13 for
Coumadin, an anti-coagulant medication, 6
milligrams {mg) to be given by mouth daily.
Review of Resident 125's Medication
Administration Record (MAR) for April 2013
revealed the Coumadin order had been omitted
from the MAR.

During an interview with the Director of Nursing
(DON), on 08/21/13 at 11:08 AM she stated that
Resident #125's Coumadin was not given from
04/01/13 to 04/06/13 due to an end of the month
editing error on the transfer of the March MAR to
the April MAR. She stated the mistake was found
by Nurse #1 when she came back from vacation.
The DON reported the transfer from one month to
the next month of the MAR is completed by 2
nurses. The nurse that normally transfers the
monthly MARs was on vacation and another
nurse transferred the MAR from March 2013 to
April 2013 and did not transcribe the order for
Coumadin 6mg daily. The DON stated an incident
report was completed and she retrained the nurse
on how to change over the MAR from month to
month and transcribe physician orders to the
MAR. The DON stated each new nurse is trained
on transcribing orders to the MAR during their
new employee orientation. The DON reported

.icensed Nurses to ensure accuracy.

The Licensed Nurses will be in-

erviced by the DON/designee on the
acility’s procedure for transcribing
hysician’s orders from month to
1onth.

QA monitoring tool will be utilized
o ensure ongoing compliance by the

nit Manger/designee to audit resident

edication Administration Records

(MARSs) monthly x 3 months.

ariances will be corrected at the time
f audit and additional education and or
dministrative action taken when
ndicated. Audit results will be
eported to the DON monthly for the
ext 3 months and concerns will be
eported to the Quality Assurance
ommittee during the monthly
neeting,

ontinued compliance will be
nonitored through random MAR audits
nd through the facility’s Quality
ssurance Program.

ompliance will be monitored by the

A Committee for 3 months or until
resolved and additional
ducation/training will be provided for
ny issues identified.
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each medication nurse should check the new
MAR against the old MAR and the physician
orders each month when the new MAR is put in
the book.

An interview with Nurse #2 on 08/21/13 at 2:47
PM revealed she was on vacation from 04/01/13
to 04/06/13 and when she returned to work on
04/07/13 she noticed Resident #125 no longer
had Coumadin on his MAR. She reported she
checked the physician orders and realized the
Coumadin 6mg daily ordered on 03/29/13 had not
been franscribed to the MAR. Nurse #1 stated
she reported this to the DON, the physician and
Resident #125's family. Nurse #1 stated she did
not have a formal in-service on how to transcribe
and check the MAR each month after the incident
and did not recall a change in the policy on how
to transcribe the MAR.

An interview with Nurse #3 on 08/21/13 at 7:30
PM revealed she transcribed the MAR from
March 2013 - April 2013 and missed the order for
Coumadin 6mg daily. She reported she only
transferred MARs 2 to 3 times a year. Nurse #2
stated she was told of the mistake but did not
have an in-service or training on how to transfer
the MAR from month to month. She further stated
she did not recall a change in policy on how to
transfer the MAR each month.

An interview with the Administrator on 08/23/13 at
11:30 AM revealed if a medication error occurred
when transferring the monthly MARs an
in-service should have been done to retrain staff
on transferring MARs correctly.
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