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The faciily mus| conduct nitlally and periodically

a comprehensive, accurate, standardized F 272 Comprehensive Assessments
reproducibla assesement of each resident’s

functional capacity. 1. To address the resident that has
Adfacilly must make a comprehensive been affected by this alleged
assessmenl of a rosident’s neads, using the deficient prac

resident assessment Insfrument (RAI} spacllied practice, resident #44
by the State, The assessment must include at was assessed by therapy and
least tha following: picked up by OT for 5X/wk. He

Idenlillcation and demographic information;

Custamary foufine; was also assessed for the

Cognilive patlerns; presence/absence of

Wﬂumhn_ migation; contractures, for the need for

Maod and behavlor palierns; - adaptive equipment (and the

Peychosoclal wall-bolng; appropriate a

Physical funclioning and stroctural problems; pp. p daptive .

Conlinence; equipment has been provided).

Disease diagnosls and heaith condilions; He was also evaluated for ROM

Denlal and nuldilonal status; d soli

Skin condllions; and splinting needs (and

mmy pursull; appropriate services have been
ications; :

Speclal realments and procaduras; pmwdad}, All Changes to his

Discharge polantlal; needs have been noted in his

Documentation of summary infermation ragarding care plan.

the addifonal assessmeni performed on the care
areas triggared by the completion of the Minfmum
Dala Set (MDSY; and

Documentalion of paricipation in assssament,

(i} DATE

LARORATORY DIRECTOR; MFWW? REPRESENTATIVES GBIGHATURE TILE .
yK/« | E e TIVE  PLAS <o BYPY

Aoy dsficency stotamogd ghding vilth an astdrisk (') donofes a deficloncy which the lstiution may b excused from correaing providing Itis dtermindd thal
olher safoguards pr ufftetont protecton ko thi pallents , (Sas inslaclions.) Excapl for nursing homes, the findings slalad abave ate disclosatle 90 days
fellowing the dato of aurvay whether or nel a plan of comection [s provided. For nueslag homas, the above findings end plans of correclion are dlscloseble T4
days following the dals these desuments are mads syalieble ta the fachity. If dofislenties ara cilad, an epproved plan of comoetion 13 requlsiie to conlaued

progeam padicipallon.
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This REQUIREMENT 13 not met as evidenced
bry:

Bagad on oheavaiion, slafll interviews and
racord review, the faclilly falled io assess a
rasident al dsk for contracluras for 1 of 1
resldent's reviswed with Impalred range of mofion
{FOM). The faclilly also falled fo assess fe need
for adaptiva dini uipmant for 1 (Resident -
Mmﬁsﬁa% for activilies of dally

Iving {ADLs),
Findlngs included:

1. Resldeni # 44 was adraitied on /30512 with
cumulalive diagnoses of cerebral vascular
accident (CVA) dysphagla, aphasia and right side
hemiplegla. The quarterly Minlmum Data Sei
(MDS) dated 12/3/13 indlcalad resldont #44 had
severe cognilive impaimment and required
axtensive asslstance for his activitles of dally
fving excepl for callng, Restdent #44 was nol
racalving any occupational therapy {OT) setvices
or restoralive asnvices for bis right upper
extremily af the Ume of thls essessment. The
quarledy MDS did not reflect any therapy or
restoralive services and a review of the care plan
dated 191613 did not address the deciing In
ROM to the dght hand. .

A review of resident #44's admission MDS dated
ArgM 2 and his annual MDS caro area
assessmenl (CAA) dated 327713 Indlcated the
tisk of contraclures exisled and care planping
with Intervenlons were indicated,

Areview of the medical record revealad a
physlcian order dated 7H10M3 for occupational
therapy to evaluate resident #44's right hand

- appropriate notification

To address other residents with
the potential to be affected by
this alleged deficient practice,
the EMC Therapy Department
will screen/evaluate every
resident for the
presence/absence of
contractures, the need for
adaptive equipment and the
need for range of motion
services,

To ensure that this alleged
deficient practice does not
reoccur, all new orders will be
noted on the 24-hour nursing
report by the charge nurse. All
new orders have been and will
continue to be reviewed during
morning clinical meeting M-F by
administrative team with

identified as completed. All
new orders on the weekend
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Evaont e d7PEi

Faity 0 B33440

1 continuation shaal Page 2 of 18




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 03042014
FORMAPPROVED
OB NO. 0838-0381

__CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENGIES ) PROVIDERSUPPLIERICLIA (2 MULTIPLE CONSTRUCTION ey DATE SURNVEY
AND PLAN OF QORRECTION WENTIFGATION RUMBER; A BUILOBG CORMPLETED
245085 BWING 02/20/2014
RAME OF PROVIDER OR SURPPLIER STREET ADDRESS, CITY, STATE, 1P CODE

EDWIN MORGAN CTR OF SCOTLAND t

61T PEDEN 8T
LAURINBURG, NG 26362

[} M SUMMARY STATEMENT OF DEFICIENCIES
PREFIY {EACH DEFICIERGY MUST BE PRECEDED BY FLLL

TAG REGULATORY GR LS IENTIFY NG INFORKMATION)

1]
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION [
{FACH CORRECTIVE AGTION SHOULD BE
CHOGS-REFERRNOED TO THE APPROFRIATE DATE
DEFICIENTY}

F 272 | Conllnuad From page 2
conlraciura,

A raview of the care plan conference dated
/24113 with the aclivitles diractor, MDS nurso
and the soclal worker prosent Indicaled the
resloralive program was discortinued passive
ROM during rouling care and applicatlon of the
splint lo the dght lower leg. The care plan was
updated lo reflact the changes. A review of the
care plan confarence dated 12H7/3 Indicaled
the director of nursing (DON), the MDS nurse, the
rehablitalion manager and the seclal worker were
in attendance. Il waa noted thal there was no
dacling and his curent care plan would continie,
There was no noled changa In resident #44'%s
fght hand ROM.

In an obeervallon on 204714 at 12:30 PM,
rasfdent #44 was ealting funch using his laft hand,
The right hand was cbserved in his lap with his
fingers curled inward louching the palm of the
hand, I another lunch observallon on 2/18M14 al
12:10 PM, residant #44's tight hand was
observad In his lap with his fingers curled Inward
{touching the palm of the hand, On bolh
occaslons, there was no cbaarved splint,

In an inferviewr on 2/18/14 at 3:37 P, the

/ rehabllialion manager slated the evaluation for
{the ordor for OT on 7M0M 3 was not done, She

slated 1§ gol missed,

in an cbservatlon on 2/18/14 al 3:40 PM, resident
#44 was In the bad wilh his right hand noted on
his lap, The rght hand was noted flexed al the
wiist with the filth and forth finger mora
contraclad than the other flngers. All of the
fingers wera flexed al the knuckles with the hand
appeating aboul 60% closed. There was no splint

F 272

have been and will continue to
be reviewed by the nursing
supervisor with appropriate
notification identified as
completed. All Licensed Staff
will be inserviced by the DON
with regards to noting new
orders on the 24-hour report
and communicating any new
therapy orders to the therapy
program manager or
appropriate designee. All
nursing staff will be inserviced
to use the “Hey Therapy” notice
card to let the Therapy
Department know of any
resident change in condition.
The MDS Coordinator will
follow through with completion
of any comprehensive
assessments as needed.
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in place,

In an Inferview on 2M8M4 at 10:00 AM, the MDS
nurse slated the CAMA complated 32713 was
coded for contracture risk, The MDS slaled she
did procasd fo care plan for activities of dally
living aesislance bul did nol address lhe
confraciure rsk, Tha MDS nurse staled she ralled
on her own observation, charl review, stalf
charling and interviews lo determine an accurate
assassment. The MDS nurse slated for the
124343 quarerly assessmenl, she noled resident
##44 * s right hand bent but it could be opened.
The MDS stated i was not bent whan hie came
on admisslon, For the M 713 quarlarly
assessmeni, she did not see the ordor dated
7H0M3 becauss she would not have gone back

that far, The MDS nurse slated when completing
/ a MDS, she looks back af the documentation for
14 days,

In & In an infervlew on 2019744 al ;15 P, the
nurse consullanl and adminlstrater stated
expactation would be for MDS to do more than &
14 day look back when assessing all resfdents. It
wotld also be the expeclation that the MDS nurée
to assess each realdent visually, review
documentalion and Interview slafl Lo determing
accurate an assessment,

2, Rosident # 44 was admilied on 300/ 2 with
cumulaiive diagnoses of cerebral vascular
acoldent (CVA) dysphagia, aphasia and dght slde
hemiplagla, The quariedy Minlmum Dala Sat

4. The Executive Director, or
appropriate designee, will
monitor as follows to assure
that this alleged deficient
practice does not recur:

a. Compliance with plan will
be monitored 5 times
weekly during morning
Administrative meeting X 4
weeks by administrative

personnel for appropriate
actions taken.

b. This will be followed by
weekly monitoring during
morning Administrative
meeting X 8 weeks by
administrative personnel
for appropriate actions
taken.

c. This will be followed by
monthly X3 months, then

FORM CNS 2EET(02-90) Providus Vessloas Chssielo

(MDS) dhated 12/3/13 indicated resident #44 had
severs cognilive impaliment and required quarterly X2 quarters and
axtenslve asslslance for his sclivities of dally as needed.
living except for ealing for which he was coded as
indapendent.
Evant 2978211 Factity I0: 037448 if contnustion sheet Page 4ef 19
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A review of the care plan dalad 1171613 Indlcated
the resldent #44 required no more than
supsrvision to eal. A care plan for resident #44's
peroutanous endoscople gastrostomy (PEG) lube
was used for medication adminlstralien along with
vraler boluses thrae limes dally and ha was on a
cardlac machanlcally eliered dist. The head of his
bod was lo be al 45 dogrees durng and for 30
minutes afler meals, Slalf was to monlior for
difficuities with the current diel, monbor for signs
or symptoms of aspiration, rouble chewing or
swallowing and repor them fo the physican,

A review of the care plan conference daled

12M 7113 indlcated the director of nursing (DON),
the MDS nirss, the rehabiflation manager and
the soclal worker were In atlendance. it was
noted that there was no decline and his currant
care plan wold confinue.

In an observallon on 2A 7014 al 12:30 PM,
resident #44 was allempling o eat puresd
barbegue riks wih a spoon with his left hand. The
maat vas observed siding off lo right slde of
plate, There wae no plate guard In use. If was
noled that the rehabilitalion managor was siliing
al the samea lable asslsling ancther residonl.

In an observalion on 218714 at 12:10 PM,
rasident #44 had a plate guard on hls plate that
extendod 1/3 of the surface edge of the plale at
he 12: 00 o'clock posllion. The plate was
observed stll silling inside the plate warmer,
Resident #44 was observed using a spoon with
his lefl hand, When resident #44 atternplad lo gat

d. The QM committee will
discuss the compliance with
the audits in the facility's
monthly QA fmeeting X 6
months, then quarterly X 2
guarters and document
such discussion in the
facility QM meeting
minutes.

Revisions will be made and

documented in the meeting

minutes as needed by QM
committee members,

f. Appropriate employees will
be re-inserviced to
applicable revisions.
Revisions in the plan will
require monitoring to begin
again at 4a, 4b and 4c,

e,

With the exception of the monitoring
program outlined above, all other
actions will be completed on or before

FORM CMS-2587{07-00) Prevous Versfons Cheafcle

a spoon full on green beans, the plate was March 20, 2014.
obsarvad spinning arcund and the plate guard
was observad at the 9:00 o'clock posiion, Al |
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12:13 PM, the adrminlsirator was observed Wurning
the plate siill resling In the plate warmer so thal
the plale guard was In the 3:00 o'clock posillon,
Al 12:48 PM, resident #44 agaln attempled lo get
& spoon full of green boans when the plate urned
1o the 12:00 o'clock posilion, The green beans
ware ohserved falling into resfdent #44 ' s lap, He
was able o eal about 76% of the green beans, Al
12:20 P, resldent #44 allempled to use fhe
spoon lo pick up a bite of zlli. He was unable lo
get the zitl onlo his spooen. The plate guard weas
obsemnved In the 12:00 ¢'clock position. Resldant
ft44 faid the zpoon down and ploked up the
cookie and ale if, Murging assislant #4 was at
anolher lable In the dining reom feeding anothor
resident,

Inan inferview on 2194 10:00 AM, the MDS
nurse sialed she coded residont #44's quarterly
MD assassment as Independeant wilh ealing. The
MDS nurse slaled there had bean no funcilonal
chenge with aaiing that she was aware of and
she coded the MDS the viay the aldes
decumenied during the look back perlod. She
slated raskdent #44 dld nol require any slaff
asslalance wilh meals and staff only perlodically
checkad on him, She staled slaff one on one stalf
obsearvaiion would be coded as supervislon, The
MDS nurse slaled his walght was steble and he
conslstently eonsumed 50-F5% of his meals. The
MDS nurse staled she relied on her own
observalion, char raview, staff charting and
Intervievrs to dalerming an acctrale assessment,
The MDS nurso stated she coded resident #44 as
supearvision for ealing for the quarterly
assessment dated 873, She was unable lo
explain why supervislon was needed on the
Seplember assassment and Independent on the
121313 quarerly assesemenl. The MDS nurse

FORM GRS 807 (0R-28) Praviows Varions Obaclela Evanl IB:8TPIH
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stated she updated the care plan when changes
occurred and she added he plate guard fo
rasldent #44' care plan yeslarday.

I an Intervlew on 2019714 1:16 PM, the nurse

consultant and the adminfstrator staled

expocialion wae for the MDS nurse assessed a

/’ problem wilh ealing dudng the 12/3/13 quarterly
assessmanl and resideni #44 and recelve -

supervislon for all meals,

F 2791 483.20(d), 483.20[k)}{1) DEVELQP

gg=p | COMPREHENSIVE CARE PLANS

LY

A facllity must use the resulls of the assessment
lo develop, review and revise the resldent's
comprahenaive plan of care.

The facility must develop a gomprehonsive care
plen for each resident thal Indudes measurable
objoctives and imelables to mest a reslident’s
medical, nursing, and menlal and psychosoclal
naeds that are denilfied In the comprehensive
sesessment. .

The care plan must describs the services that are
to ba furnished to allain or maintain the resldent’s
Wighast practicable physical, mental, and
peychosoctal well-belng a3 required under
§483.25; and any services that would otherwlse
be required under §483.25 bul are nol provided
dug to the resident's exerclse of rghts under
§483.10, including the right to refuse lealment

F a7z

F2ra

F 279 Care Plans

2oty

1. To address the resident that has
been affected by this alleged
deficient practice, resident #44
was assessed by therapy and
picked up by OT for 5X/wk. He
was also assessed for the need
for adaptive equipment and the
appropriate adaptive
equipment has been provided,
He was also evaluated for ROM
and splinting needs and
appropriate services have been

FORM CMS-2607(02-50) Previous Vershns (bsoitle

under §483.10(b)(4). provided. All changes to his
needs have been noted in his
This REQUIREMENT Is nol met as evidenced care plan, .
by i
Based on observalion, staff Inlerviews and '
Evanl i 07Rzi1 Faciiy i G340 Il continuation sheet Page 7of 19
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record review, the facllily faillad lo he facillty fallad
to develop intarventions for & resldenl idenlifed al
risk for contracturgs for 1 of 1 resident reviewed
for inpalred range of motion (ROM). The facklly
atso falled fo provide intarventions for & resident
who needed adaplive dinfng equipment for 1
(Resident #44) of 30 residants reviewed for
aclivities of dally Iving (ADLs).

Findlngs inchuded:

1. Resldent # 44 was admilted on 330/12 wilh
cumulative diagnoses of cerebral vascutar
accldent (CVA) dysphagla, aphasia and right side
hemiplagia, The quarterdy Minlmum Dala Sel
{MLY5) dated 123113 Indicaled resldent #44 had
sevore cognitive Impalrment and requirad
exlensive asslstance for hls activities of dally
Iiving excapt for ealing. Reskdant #44 was nof
racelving any cooupational therapy (OT) services
or restoralive servicas for his rght upper
axiremily &t the ime of his assessmant. The
quarterly MDS did nol reflect any therapy or
rastorative servicos and a review of he care plan
dalad 11716713 did nol address the decling in
ROM fo the rght hand.

A reviow of resldent #f44's admisslon MDS daled
419112 and his annual MDS care area
assessment (CAA) dated 32713 Indlcaled the
rlsk ef contraclures existed and care planning
wiih Interveniions were Indlcated.

A review of the medical record revealed a
physiclan order daled 7/10/3 for occupational
therapy to evaluate regident #44's right hand
contraclure,

Areview of the cara plan conferenca daled

2. To address other residents with
the potential to be affected by
this alleged deficient practice,
once the EMC Therapy
Department has
screened/evaluated every
resident for the
presencefabsence of
contractures, the need for
adaptive equipment and the
need for range of motion
services, the care plans will be

adjusted for every resident
having a new need in any of
these areas.

3. To ensure that this alleged
. deficient practice does not

reoccur, all new orders will be
noted on the 24-hour nursing
report by the charge nurse, All
new orders have been and will
continue to be reviewed during
morning clinical meeting M-F by

I

FORM CMS2507(02-88) Provious Varsona Obzolels
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8124113 with the aclivitles direclor, MDS nurse
and the sochal worker present indleated the
restoralive program was disconlinued passiva
ROM during routine care and appllcation of the
splint to the right lower feg. The care plan was
updatad o reflect the changes. Aroview of the
care plan conference dated 1217113 Indloated
{he direclor of nursing (DON), the MDS nurse, the
rehabliitation manager and the soclal worker waia
in allendance. I was noted that (here was po
dacline and his currend care plan would continue,
There was no notad change [n resldent #44's
right hand ROM.

In an observation on 2M17H4 al 12:30 PM,
reskdent #44 was ealing lunch using his lefi hand,
The flght hand was observed in his lap with his
fingers curled inward touchipg the palm of the
hand, In another lunch observallon on 211814 at
42:10 PM, resident #44's dght hand was
observed In hls lap with his fingers curled lnvward
touching the palm of the hand. On both
accaslons, there was no obsenved splinl.

In an intorview on 2A18M14 al 3:37 PM, the
rehablliiailon manager slated the evaluallon for
the order for OT on 7H0M3 was nol done. Sha
staled "It gol missed. "

In an inferview on 2/18H4 at 10:00 AM, the MDS
nursa stated the CAA complated 3/27/13 was
caded for contracture sk, Tho MDS staled sho
did praceed to care plan for acliviiles of dally
living assistance but did not address the
contraciure fsk. The MDS nurss stated she rellad
on her own observalion, char review, staff
charling and Intervlews to delermine an accurate
assgssment. The MDS nurse staled for the
1203143 quarterly assessment, she noled resldant

FORM CMS-2507(02-09]) Provdoirs Versfons Obsolels

Ewent 10 WFPET

appropriate notification
identified as completed. All
new orders on the weekend
have been and will continue to
be reviewed by the nursing
supervisor with appropriate
notification identified as
completed. All Licensed Staff
will be inserviced by the DON
with regards to noting new
orders on the 24-hour report
and communicating any new
therapy orders to the therapy
program manager or
appropriate designee. All
nursing staff will be inserviced
to use the “Hey Therapy” notice
card to let the Therapy
Department know of any
resident change in condition.
The MDS Coordinator will
follow through with updating of
care plans of any resident
raceiving a new order and any
change to their plan of care.

The Executive Director, or

" appropriate designee, will

monitor as follows to assure lage gof 18
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#44's right hand bent but it could bo opened. The .
MDS statod il was not bent when he camo on that this alleged deficient
admilaston.. For the 8/17/12 quarterdy practice does not recur:

assogsment, she did nol see the onder dafed
FI10M3 bacasae she would nol have gone back
that far, The MDS nurso statad when complaling
a MDS, she looks back al the documentatien for
14 days,

In @ Ip an Intarvlew on 2914 al 115 PM, the
nurse consultant and adminlistralor stated
expeciation would be for the MDS nurse assess
aach rasidant visually, review decumentation and
Interview slaff to delermine acourale a cara plan

a. Compliance with plan will
be monitored 5 times
weekly during morning
Administrative meeting X 4
weeks by administrative
personnel for appropriate

FORM CHIS-2EATHIZ09) Frovtous Varstons Obsolala

with appropriate Intervenflons. actions taken,
2. Resident # 44 was admilled on 3/30/12 with b. This will be followed by
cumulafive diagnoses of capebral vasaular weekly monitoring durin
accident (CViA) dysphagls, aphasia and right slde _." g ) &
hemiplegia, The quarierly Minimum Data Sel morning Administrative
{MDS) dated 12/3/13 indicated residant #44 had meeting X 8 weeks
severe cognltive impalrment and required . ng . by
sxlansive asslslance for his activities of dally administrative personnel
living excep! for eating for which he was coded as for appropria ;
indapendent. ppropriate actions
taken.

A raview of the care plan dated 11116013 Indlcalad ¢. This will be f
1he resldent #44 raquired no more fhan e followed by
supervision {o eal, A care plan for resident #44's monthly X3 months, then
pareulanous sndoscople gaslrosiomy (PEG) lube
was usad for madication adminisiration along with quarterly X2 quarters and
waler boluses threa limes dally and he was on a as needed.
cardliac mechanically alfered dlel. The head of his
bad was 10 be al 45 degreas during and for 30
minules afler meals. Stafl was o monilor for
difffcullies wilh the currant dist, monilor for slgns
or symptoms of aspiration, troubde chewing or
swallowing and raport them lo the physician,

Evend 1. 0TRZH Farility 0 933448 i contiaundon sheel Paga 1060 13
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A review of the care plan conference daled
T12HTH 3 indlcatad the director of nursing (DON),
the MDS nurse, the rehablilation manager and
the soclal worker were In allandance. I was
noled thal thare was no decline and hls curent
care plan would continue.

in &n obaervalion on 201754 al 12230 PM,
resident #44 was alteampting {0 eal pureed
barbeque ribs with a spoon with bis lell hand, The
meat was observed sliding off {o righl side of
plate. There was no plate guard In use. It was
noted thal the rehabititalion manager was siliing
al the same lable asslsling another resldant.

In an ebhaervation on 21814 at 12110 PM,
resldent #44 had a plate guard on his plate that
extended 4/3 of the sudace adge of the plais af
the 12; 00 o'clock poslifon, The plate was
ohservad st silling Inslde the plate warmer.
Resldenl #44 was observad using a speon wih
his lefl hand, YWhen resident #44 atlampted lo ged
a spoan full on green baans, the plals was
ebserved spinning around and the plate guard
was ohsoerved af the 800 o'clock posilon, Al
12:13 PM, the administrator was obsarved furning
the plate stil resting In the plate warmer so that
the plate guard was In the 3:00 o’clock posliion.
AL 12116 PM, resident #44 again atlempled lo gel
a apoon full of green beans whan the plate termed
to the 12:00 o'clock posilion. The green beans
wore obaerved falling Into resldent #44's lap. He
was able (o oal about 75% of the green beans, At
12:20 PM, resldent #44 atlempled o use the
spoon lo pick up a blte of ziti. He was unable to
got the zill onto his speon, Tho plate guard was
obsarved in the 12:00 o'clock position. Resldent
#44 lald the spoon dewn and ploked up the
cookle and ate It Murslng asslstant #4 was al

d. The QM committee will
discuss the compliance with
the audits in the facility's
monthly QA meeting X 6
months, the quarterly X 2
guarters and document
such discussion in the
facility QM meeting
minutes,

e. Revisions will be made and
documented in the meeting
minutes as needed by QM
committee members.

f.  Appropriate employees will
be re-inserviced to
applicable revisions.
Revisions in the plan will
require monitoring to begin
again at 4a, 4b and 4c.

With the exception of the monitoring
program outlined above, all other
actions will be completed on or before
March 20, 2014.

FORM GME-2667(02-50) Pravious Varslons Obsofals
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F 278 | Conlinued From page 11

resident.

was assigned the dining room on 21714 and

it should be sel up fo enabla him to eat
effeciively.

In an Interview on 2M8M4 al 2:00 FK, the
reslorative alde staled sho did not have any
resident on restoralive dining. She sinted she
only had residant #44 briefly In Saplember for
spiinting of his fght leg. She slaled she was
employed by the iherapy deparimant and had
been at the faclilly for approximalely one year,

In an interview on 29444 1000 AM, the MDS

change with eating thal she was awara of and
she codad the MDS the way the aldes
documented during the ook back perded, She
stated residant #44 dld not require any staff

checkad on him. The MDS nurse staled she
updatod the care plon when changes occurrad

dlet tolarance as staled In care plan dated

guard to resident #44's cars plan yeslorday.

another tahla in the dinlng room feading anclher

tnen Interview on 284 al1:00 PM, NA#4 who

agaln on 2118/14 steled normally she was made

avware when a chango wae made or & naw dovice
was ordered for a restdent but she was nol made
aware thal resldent #44 had a plale guard or how

nurse slalad she coded rezident #44's quanarly
MD assesamsnt as Indepandent with eallng. The
MDS nirse slated thare had bean ne funallonal

asslstonce wilh meals and staff only perodically

and added plate guard to resident #44's care plan
yaslerday, The MDS nurse stated monHoring for

141513, did not mean he required supervision.
The MDS nurse slated she updated e care plan
when changes occtrred and she added tha plale

F 278
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in an Inferview on 28114 116 PM, the nirse
consublant and the administralor slated
expactation was for (he MDS nurse to have care
planned and recelve suparvision for all meals with
the 12117713 quarlerly assessmant.
F a1d | 482.25(a)(2) TREATMENT/SERVICES TO F .311 2 f (o ?J, %
55=0 | IMPROVEMAINTAIN ADLS
A resident Is given (he approprlale lreatment ahnd F 311 Treatment/Services

gervices to malntain or improve hils or her ablilies
spachied In paragraph (a){1) of this sectlon,

This REQUIREMENT Is nol met as evidenced
bgaaed on obscrvation, siafl intendews and
racord review the faclily failed to provide adaplive
dining equipment fo malnlaln indepandant
feeding for 1 of 30 resldents (Resident #44)
samplad for aclivities of daily Bving (ADLs},

Flndings Incluced:

Resldent # 44 was admilted on 330M2 wiih
cumulative dlagnosss of cerebral vaacular
acoldant (CVA) dysphagla, aphasla and right side
hemiplagla, The quartery Minimum Data Set
(MDS) dated 12/3/13 indleated resldant #44 had
severe cognitive Impalrment and requlred
extensive assistance for his aclivities of daily
living excep! for eating, Realdent #44 was coded
as Independent for eatlng.

Areview of the care plan daled 11463 Indizaied
the resident #44 required no more than
supervision to eal. A care plan for resident #44's
perculanous endoscople gaslroslomy (PEG) Whe
was used for medicalion administration and water

1. To address the resident that has
been affected by this alleged
deficient practice, resident #44
was assessed by therapy and
picked up by OT for 5X/wk. He
was also assessed for the need
for adaptive equipment and the
appropriate adaptive
equipment has been provided.
He was also evaluated for ROM
and splinting needs and
appropriate services have been
provided. All changes to his
needs have been noted in his
care plan.

2. To address other residents with
the potential to be affected by
this alleged deficient practice,
once the EMC Therapy

FORM CIS-2EENE2-09) Provieus Yersins Ohsoisle Evenl ID:9TPEN
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F 341 | Continued From page 13 F 311 resident for the
boluses only and he was on a cardlac presence/absence of
mechanlcally aliered diet. The head of s bed h df
(HOB) was lo be al 46 degrees during the meal contractures, the need for
and for 30 minules afler meals, Staff was 1o adaptive equipment and the
monitor for difficullies with the current diel, i
menitor for signe or symptoms of asplration, nee":l for range O,f motion
trouble chewing or swallowlng and roport tham to services, treatments/services
the physician. A review of rasident #44 ' s waighls ill begin fo ;
over the last year indicated the resldent had not wil 1h & r every resident
had a significant welghl loss, having a new need in any of
these areas.
In an observation on 2M17/14 at 12:30 P,
reslident #44 was allompling lo eal pureed
barbeque ribs with a spoon using his lall hand,
The maat was obsarved sliding off to the rlght
side of plate, There was no plate guard Inuse. Il 3. Toensure that_this alleged
was noted that the rehabllialion manager was deficient practice does not
?ﬂgﬂ;‘ the same lable assisling another reoccur, all new orders will be
' noted on the 24-hour nursing
In an observallon on 2118/4 at 12,10 PM, report by the charge nurse. All
residant #44 had a plate guard on his plate that .
extended 1/3 of the surface edge of the plate at new orders have been and will
the 12: 00 ;‘“d:jmﬁi;n The plate was continue to be reviewed during
observad & I nalda the plate warmer, . .
Resident #44 was observed using a spoon with mﬂ":*":‘g clinical meeting M-F by
hls left hand. When resident #44 attempted to gel administrative team with
a spoon full on green boans, the plale was . .
ohsarved spinnlng around and the plate guard ?pprcf-priate notification
was observed at the 9:00 o'clock position. At identified as completed. All
12:13 PM, the adminlstrator was obsarved turnlng new orders on the weekend
the plate sl resting In the plale warmer so that )
the plate guard was in the 3:00 o'clock positian, have been and will continue to
Al 12:‘15;::';{1‘&3”9“1 44 ﬂg:i.l‘l al:.'enﬁted t{ﬂ g;:li be reviewed by the nursi ng
a spoon green baans when the piate lur . .
fo the 12:00 o'clock posliion. The green beans supervisor with appropriate
vore observed faling Inte resident #44's lap, Ho notification identified as
:’;thﬁ:dﬁ:s%:mziﬁmﬂmgf@:;“: 8 A completed. All Licensed Staff
PO GRS-280T{02-62) Provious Varskns Dbsclate Evant I ETPE1E FrclBy i0: 833440 I continuaiion shoet Pags 14 of 19
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will be inserviced by the DON
F 311} Confinued From page 14 F 3 with regards to noting new

spoon fo plek up a bife of zItl. He was unable lo
gal {he zil onlo his spoon. The plate guard was
obsarved in the 12:00 o'dock posilion, Residant
ft44 lald the spoon down and pleked up the
caokls and ate It, Nursing asslslant #4 was at
another fable in the dining reom feeding anclher
rasldent.

In an Inferview on 2184 al 12:28 PM, th
diatary manager sleled she recelved a nursing
order yaslarday for a plate guard. The dislary
menager slaled she worked &t a nelghboring
faclity and her faciily was contracted In Oclober
2013 1o provide meals for lhe residents al this
facility. She stated she was unaware of any
oaling problems regarding resident #44, She
slated she relied on & review of the welghts and
the slaff to report needad Infsrventions.

in an Interview on 2H6M4 at1:00 PM, NA#F4 who
was assigned the dining room on 2/17/14 and
agaln on 2A8/14 stated normally sha was made
aware when a chango was made or a new davice
was ordared for a resident bul she was nol made
aware thal rezldent #44 had a plate guard of how
it should be sol up fo anable him lo al
effectivaly.

In an inlerview on 2814 at 2:16 PM, NA
#islaled residant #144 ale all of his breakfast and
that there was a plate guard on bis plate this
morning. She was unable to stale how the plate
should be sel up to maximize the benofll of the

plats guard.

In an Interview on 2AB/14 al 4:36 P, the
ocoupational theraplst {OT) siated she was nol
aware of any change in residenl #44' = ealing
slaius, She siated sho was conlacted today about

FORM CHS-20AT(0209) Pravaus Vareiny Obaclale

Evanl Hx9TPZL

orders on the 24-hour report
and communicating any new
therapy orders to the therapy
program manager or
appropriate designee. All
nursing staff will be inserviced
to use the “Hey Therapy” notice
card to let the Therapy
Department know of any
resident change in condition.
The Therapy Manager will
initiate any new
treatment/service as

determined appropriate by the |
evaluation and assessment. '

The Executive Director, or
appropriate designee, will
monitor as follows to assure
that this alleged deficient
practice does not recur:

g. Compliance with plan will
be monitored 5 times
weekly during morning
Administrative meeting X 4
weeks by administrative
personnel for appropriate
actions taken.

h.  This will be followed by
weekly monitoring during
morning Administrative
meeting X 8 weeks by
administrative personnel
for appropriate actions
taken.

‘age 16of 18
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HANE OF PROVIDER OR SUPPLIER & i.  This will be followed by
!
EDWIN MORGAN CTR OF SCOTLAND M u maonthly X3 months, then
P SUMMARY BTATEMENT OF DEFCIENGIES m guarterly X2 quarters and po
PREFEH {EACH DEFICIENGY MUST BE FRECEDED BY FULL PREFIX BONPLETIOH
o REGULATORY OF LEG IDERTIEYING I ORMATION) A as needed,
j.  The QM committee will SR
F 311 | Conlinued From page 16 o F 314 discuss the compliance with
evalualing residont #44 for & plate guard and the audits in the facility’s
eating difflcullies, The OT ataled when tha X6
hoapliai was providing meals, It was on diffarent monthly QA meeting
plates thal were divided but since the new facliily months, then quarterly X 2
shartad providing the meals, the food was served “
on a plate wilh no ralsed edges. quarte.rs and ::fcn:u ment
such discussion in the
in an Interview on 20914 al 8:30 AM, NA# 3 .
gladed he was assigned to work wilh resldent 44 facility QM meeting
everyday, NA#3 stalod resident #44 normally minutes.
eals 6% of his breaklasi and lunch and only i .
required se! up and supervision for ealing. NA#3 k. Revisions will be made and
stated there was a plate guard on rosident #44 documented in the meeting
breakfast plate this morning. Ha slated he was .
nol given any directions on how the plale should minutes as needed by QM
ba placed o prevent food splilage. NA#3 committee members.
confirmed thai plates provided by lhe hosplial .
were divided and resident #44 was likely spiling I Appropriate em_pluvees will
more of hs meals with the new flal plalos, be re-inserviced to
In an Interview on 2/19/14 al 9:30 AM, the applicable revisions.
administrator slaled he dislary servicas . )
contracted with the hosplial ended on 10/16/13. Revisions in the plan will
He slatad he was unaware of any problems with require monitoring to begin
tha flat plates for resldant #44.
again at 4a, 4b and 4c.
In an Interview on 2019094 116 PM, the
administrator and the nurse consultan! were
Intarvlawed on 2H 914 1:16 PM, They Indlcated With the exception of the monitori
resfdent #44's nead for a plate guard should have .p ort onitoring
been ldentifled eariler, program outlined above, all other _
F 318 | 483.25(e)(2) INCREASE/PREVENT DECREASE F318] actions will be completed on or before lv' 1y
550§ IN RANGE OF MOTION _ March 20. 2014, | :
Based on the comprahansive assessment of a '
residant, the facility musl ensure that a reskdent
with a Imited range of mollon receives
approptiate lreatment and services lo Increase 3/5"//?
Evoal b ETPELL Fagtly 10: 9340 i continuaBon sheet Pags 180l 19
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F 318 | Contlnusd From page 16 F 318
ranga of mollon andfor to preven! furher
decrease in & of mollon, .
fang F 318 Range of Motion
1, To address the resident that has
35 REQUIREMENT ts not mal as svidenced been affected I:Hfthis a!leged
Based on observallon, staff intervisws and deficient practice, resident #44
racord review, the facility falled to preventa was assessed by therapv and
decline In range of moilon {(ROM) of the rlght . by Py
hand for 1 {resident #44) of 1 residants reviewed picked up by OT for 5X/wk. He
for Impalred ROM. . was also assessed for the need
Findings Included for adaptive equipment and the
appropriate adaptive
Resldent # 44 was admiited to the facilily on
3130112 with cumwlative diagnoses of cerabral equipment has been provided.
vascular acokdant (CVA) dysphagla, aphasia and He was also evaluated for ROM
right slde hemlplegta, The guarlerly Minimum and splinting n
Data Set (MDS) dated 12/3/93 indlcated resident P ) & eé’:ds and
#44 had severe cognitive impalmient, required appropriate services have been
exlensive assislance for his aclivities of dally provided. All changes to his
living except for eating. The quartardy MDS did ds h be dinhi
not reflect any thetapy of restoralive sacvicas. A needs have been noted in his
raview of the care plan dated 11/16/13 did nat care pian,
addrass the decling In ROM to right hand.
Areview of the OT hospital discharge summary
dated 3302 indlcaled that resident #44 required
it upper extramily slrelching and posilioning to
pravant a confraciure. The admission nurglng
assossment {o the faclfily daled 33012 Indicaled
rasident #44 prasentad with no conlraciura fo his
right hand, A review of the faclilly OT discharge
summarny dated 5724712 Inclcated therapy ended
al this fime. The reason Indicated by OT was that
resldent #44 becames Inconsistent wilh
particlpatlon and it was recommended thal
senvlces could be resumed If rosident #44 fall
Evand I0:6TPZN Faoifty |0; 033446 i continuation sheot Page 17 of 19
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| molivaled fo confinue with therapy. There was no
mentlon of a right hand contraclure and no :
referral o restorative for ROM sorvices. There Z. To address.-::-ther residents with
was no record of any addilional OT services In the potential to be affected by
the medical record untl a physlclan order was this alleged deficient pr
glven on 7710/ 3 for OT to evaluals he rght g practice,
hand. once the EMC Thérapy
| sorvall o714 ot 1230 Pl Department screens/evaluates
N an absenvatlon on f .
resident #44 was ealing lunch using his lefl hend. every resident for the need for
The right hand was observed in his lap with his range of motion services, ROM
fingers curded Inward louching the petm of the . . .
hand, In anolier lunch observaiion on 2/18/14 sl Set“iﬂtes will begin for every
12:10 PM, residant #44's right hand was resident having a new need in
cbserved in hs lap with his fingers curled nward this area.
touching the paim of the hand, On both
ocoasfons, there was no observed spiinl,
3. Toensure that this alleged
Inan fnterview on 2M18/14 &l 3:37 PM, the defici .
rehabilitation managsr slated the ordsr for the OT eficient practice does not
svaluation on 7H0/13 was net done, She stated * reoccur, all new orders will be
it got missed, noted on the 24-hour nursing
In an observation on 2/18/14 at 3:40 PM, resident report by the charge nurse. All
44 was In the bed wilh his fght hand noled on new or i
his lap. The dght hand was noled fexed at the . ders have been and will
virlst velth the fifth and forth finger more continue to be reviewed during
contracied than the ofher fingers. All of the marning clinical meeting M-F b
fingers wore flexed al the knuckles wiih the hand dmini Et i ne Y
appearing aboul 60% closed. Thore was no splint administrative team with
In place, _ appropriate notification
In an interviaw on 2118/14 at 4:36 PM, the OT idenﬁﬁeﬂ as completed. All
stated she was not noliffed of an order for an OT new orders on the weekend
evaluallon for rasident #44. The OT recalled have be i i
raskdant #44 from his admlssion and stated the en and wil COntIPUE to
right side Including his hand was flaccld at that be reviewed by the nursing
time. The OT slated he had no contractures and
that his right arm was often rested on a pllow and
Evard IDLETPZH Feclly ID: §33440 1 conBualion sheal Page 18 of 10
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his bed slda table, )

supervisor with appropriate

On 211814 af 5:33 PM, an observalion of the OT i ion identified as

evalualing the right hand was done. The OT . notification ide t,I d

described resldent 144 as having Increased flexor completed. All Licensed Staff

lona In his right hand and thal & conleaclion was will be inserviced by the DON

+

fixad, The OT staled the Increased flaxor tone

could lsad {0 a conlraciure Il unlreated, The OT with regards to noting new

was able o open resldent #44 * s hand bul it had orders on the 24-hour report
{o bo done slowly. Next the OT altempied lo oot

abduot the arm away from the body) fhe and communicating any new
shoulder when resklent #44 expressed paln. therapy orders to the therapy
In an Interview on 2844 al 5:30 AM, NAHS program‘ managter or

slaled ho was asslgned resident #44 evaryday appropriate designee. All

and he was always able lo open resident #44's nursing staff will be inserviced

hand enough fe ensure il was clean and that

ihere no bredkdown, NA #3 staled tesident #44 to use the “Hey Therapy” notice

had never ha a splint for his dght hand. NA 3 card to let the Therapy
recalled fherapy made aware of his right hand

conlraciure bul could nol recall how long ago Department knut” of an‘.gr .
therapy was mads aware or who mada them resident change in condition.
RS, : The Therapy Manager will

In an inferviow on 2/10/14 al 1:16 PM, the nurse initiate any new ROM as
cansuliant and adminlstrator staled expeciation . .
would be no resldent to have a funclional dacline determined by the evaluation
while reslding al the facility and assessment.

Invah Intervlew on 2/19/14 at 3:00 PM, the
physlelan stolod somaone saw a nead In July
2013 and It was overlooked. The physician
slaled he could not recall if restdent #id4 was
admifted with a right hand contracture.
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