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F 000 | INITIAL COMMENTS F 000 l
For the standard Medicare/Medicald
recertification survey started on August 8, 2011
and completed on August 11, 2011, the sample
Included four {4) residents for oomplete review,
nine (9) residents for focused review, and three l
(3) closed racords for review. The sample :
Included four (4) additional residents to verify
| specific concerns during the survey.
F 225 483.13(c)(1)(ii)-{ii}, (c)(2) - (4) F 226 . ;
ss=D . INVESTIGATE/REPORT Plan of Correction F225 ' 09/15/11
ALLEGATIONS/INDIVIDUALS
" The facility must not employ individuals who have o o
been found guilty of abusing, neglecting, or Knife River Care Center recognizes
mistreating residents by a court of law; or have the statement, “The facility must
had a finding entered into the State nurse aide I
registry conceming abuse, neglect, mistrealment cnsure that all alleged violations
of residents or misappropriation of their property; involving mistreatment, neglect, or
and report any knowledge it has of actions bya | abuse, including injuries of unknown *
court of law against an employee, which would | . ..
indicate unfitness for service as a nurse aide or | sourcc and misappropriation  of
other facility staff to the State nurse aide registry f resident property are reported !
| or licensing authorities. : immediately to the administrator of |
: The facility must ensure that all alleged violations the facility and to other officials in
Invoiving mistreatment, neglect, or abuse, accordance with State law through
inicluding Injitaxges o; unknown source and established procedures (including to
* misappropriation of resident property are reponed i . .
i immediataly to the administrator of the facility and . the Statf survey and certification
| o cther officials in accordance with State law z agency).
, thraugh established procedures (including to the |
| State survey and certification agency). X ; Knife River Care Center also
! { . 1 «“
i The facility must have evidence that all alleged | : ;ecfl.g“ izcs the statement, “The
! violations are thoroughly investigated, and must ' acility must have evidence that all
prevent further potential abuse while the alleged violations are thoroughly
investigation is in progress. investigated, and must prevent
LABORA Y DIRECTOR'S OR P, ER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) OATE
N, . YT Ao s sTRATAR, 0Q-0y-11

Any deficiency statement ondinghh an asterisk (*) danotes a deficiency which the institution may be excused from corecting providing il is determined that
othor safeguayds provide aufficient proteciion to the patients. (See instructions.) Excopt fer nursing homes, the findings atated abovs are disclosable 90 days
following the dite of survay whather or niot a plan of corraction Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following th these documents are made available lo the facility, If deficiencles are cited, an appraved plan of comrection is requisite lo continued

program panticipation.
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F 000 INITIAL COMMENTS F 000
For the standard Medicare/Medicaid
recertification survey started on August 8, 2011
and completed on August 11, 2011, the sample
included four (4) residents for complete review,
nine (9) residents for focused review, and three
(3) closed records for review. The sample
included four (4) additional residents to verify
specific concerns during the survey.
F 225 483.13(c)(1)(ii)-(iii), (c)(2) - (4) F 225
e IISAESRGE S Plan of Correction  F225 2
ALLEGATIONS/INDIVIDUALS eanil
The facility must not employ individuals who have
been found guilty of abusing, neglecting, or e s 3
mistreating residents by a court of law; or have Knife River Carg Center r.c‘cognucs
had a finding entered into the State nurse aide the statement, “The facility must
registry concerning abuse, neglect, mistreatment ensure that all alleged violations
of residents or mlsappropr[_atlon of thel_r property; involving mistreatment, neglect, or
and report any knowledge it has of actions by a . . o
court of law against an employee, which would abuse, including injurics  of
indicate unfitness for service as a nurse aide or unknown source and
other facility staff to the State nurse aide registry misappropriation  of  resident
or licensing authorities. property are reported immediately
The facility must ensure that all alleged violations to the administrator of the facility
involving mistreatment, neglect, or abuse, and to other officials in accordance
including ”"J_U?es 0; U”k_gowt” sounf’teyand - with State law through established
misappropriation of resident property are reporte . e :
immediately to the administrator of the facility and procedures (m‘?ludir.ig to the St_zj.te
to other officials in accordance with State law survey and certification agency).
through established procedures (including to the
State survey and certification agency). Knife River Care Center also
. ) recognizes the statement, ~The
The facility must have evidence that all alleged Eaoiliey must ave suibecedige il
violations are thoroughly investigated, and must ‘ y R cvidence that a
prevent further potential abuse while the alleged violations are thoroughly
investigation is in progress. investigated, and must prevent
LABORATQRY DIRECTOR'S OR-RROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
\% e Thv T Ab il STRRTBR OA—al—\|

Any deficien
other safegulgr

y statement en\ding with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that

provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

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

FORM CM5-2567(02-99) Previous Versions Obsolete

Event ID: H17611

Facility ID: ND104

If continuation sheet Page 1 of 1§




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08/24/2011
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WING
355053 08/11/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
KNIFE RIVER CARE CENTER 118 22ND ST NE
BEULAH, ND 58523
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
further potential abuse while the
F 225 Continued From page 1 F 225 investigation is in progress.”

The resuits of all investigations must be reported
to the administrator or his designated
representative and to other officials in accordance
with State law (including to the State survey and
certification agency) within 5 working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.

This REQUIREMENT is not met as evidenced
by:

Based on observations, record review, facility
policy/procedure, and staff interview, the facility
failed to report to the State Agency 1 of 3 alleged
incidents of neglect and/or abuse reviewed during
the survey (Resident #20). The failure to report,
investigate, and take corrective action places
residents of the facility at risk for abuse and
neglect.

Findings include:

Review of the facility policy titled "Knife River
Care Center Abuse Reporting” occurred on
08/11/11. This policy, revised 06/30/11, stated, ".
.. Policy Statement All personnel must promptly
report any incident or suspected incident of
resident abuse, including injuries of unknown
source. . . Policy Interpretation and
Implementation . . .

7. Facilities must report all allegations of resident
mistreatment, neglect, and abuse, including
injuries of unknown source and misappropriation

" of resident property, by a nurse aide or by

another individual used by the facility in providing
services to a resident to the department [State

In the spirit of cooperation the
facility has taken the positive
action to promote immediate
reporting of all alleged violations
involving mistreatment, neglect, or

abuse, including injuries of

unknown source and

misappropriation  of  resident
property.

1. The initial report of the
allegation was not submitted to
the state.  However, Knife
River Care Center has evidence
that the alleged violation
affecting resident #20 was
investigated, and the

determination made that no
negative outcome occurred.

2. All residents of Knife River
Care Center have the potential
to be affected by this practice.
The Abuse Prohibition and
Abuse Reporting Policies are in
place to protect all residents.

3. The Unit Manager and
Licensed Social Worker/Social
Service Designee will work
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F 225 Continued From page 2

Agency] immediately (as soon as possible, not
exceeding 24 hours) . . . followed by the report of
the results of their investigation within five
working days . . .

10. g. 'Neglect' shall mean failure to provide
goods and services necessary to avoid physical
harm, mental anguish, or mental iliness. This
shall include, but not be limited to, when a
resident does not receive cares in one or more
areas . . . failure to carry out resident services as
directed or ordered by the physician . . . failure to
give proper attention to residents, or failure to
carry out resident services through careless
oversight . . .

13. The supervisor who receives the report must
complete or assist the reporter to complete a
Resident Abuse Report Form . . . A completed
copy of the report is provided to the administrator
or his’her designee no later than twenty-four (24)
hours after the reporting of such incident . . .

18. Any person who had knowledge or reason to
believe that a resident has been a victim of
mistreatment, abuse, neglect, or any other
criminal offense SHALL report, or cause a report
to be made of the mistreatment or offense. . . ."

- During an interview on the afternoon of
08/09/11, a staff member (#3) stated he/she had
reported an incident to the unit manager about
"4-5 months ago." This staff member reported
finding a resident left on the toilet after the
previous staif member had left her/his shift.

Review of the facility investigations of alleged
abuse and/or neglect occurred at 8:10 a.m. on
08/11/11. During this review, a social services
staff member (#5) indicated she did not have
information on that alleged incident.

together on all complaint

F 225 investigations. The Abuse
Prohibition and Abuse
Reporting Policies have been
updated to clarify the reporting
requirements of  alleged
incidents of neglect and/or
abuse. (See Exhibit #F225-1).
These policies will be reviewed
at the September General Staff
meeting on  Wednesday,
September 28, 2011, Staff will
sign and acknowledgement that
they were educated on the
updated policy. In addition,
staff is required to complete
annual education on abuse and
neglect. Education with all
supervisors will be held in
September at the regular
Department Manager's
meeting.

4, A Quality Assurance
assessment tool has been
devised to randomly monitor
the supervisor’s knowledge of
the Abuse Prohibition Policy
and reporting requirements.
(See Exhibit F225-2) In
addition, a QA will be
implemented to measure the
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Later in the morning of 08/11/11 the social 225-3)

services staff member (#5) presented a form
titled, "Notice of Counseling/Discipline." This
form, dated 04/20/11, stated, ". . . On 4/6 about
2:45pm, [staff name] used the standing lift and
placed resident [Resident #20] on the toilet in her
room. She did not report this to anyone. Shortly
after 3:30 a CNA was looking for the standing lift
and found it hooked up to the resident sitting on
the toilet in the bathroom. The resident was
sleeping and awoke when the CNA entered the
bathroom. The resident commented that she was
glad to see her because she had 'been on the
toilet for almost an hour'. . . The second concern
is that the resident was left on the toilet for a
considerable amount of time placing her at high
risk for skin breakdown. . . There wasn't any skin
breakdown noted, however, the risk was there. . .

Review of a report submitted by the Unit
Manager, undated, also stated, ". . . On 4/7 when
I came to work there was a written
communication under my door . . . She [the CNA
making the report] also, said that the resident
wasn't hooked up to O2 [oxygen], which is
continuous, so she had been without it for the
same period of time. (Incidentally, the tubing is
long enough on her oxygen to reach the
bathroom.). . ."

Record review identified the facility addressed
the incident as a disciplinary action rather than an
allegation of neglect.

Review of Resident #20's closed medical record
occurred on 08/11/11. The most recent care plan
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compliance of standards in
F 225 Continued From page 3 F 225 alleged abuse/neglect
investigations. (See exhibit #
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F 225 | Continued From page 4 F 225 !

indicated a problem of "weakness and hx [history) : :
of falls. Has a (L) leg prosthesis with an approach :
of “transfers [with] standing lift & [and] 1-2 assist .
. . Potential for impaired skin integrity due to hx of
prassure ulcer. Hx of opgn area to coccyx area . .

Review of Resident #20°s IDP notes included the
following: :

*04/03/11 "Orders for O2 [oxygen] 1-4 L [iters] . |
; to keep sals [saturations] above 80% . . . O2 sats . :
96% on 4LNC [liters per nasal canula]"

*04/04/11 02 sat's [arrow down] O2 [arrow up)
3LNIC.. "

*04/05/11 “Weekly summary . . . O2 cont 3L
N/C to keep O2 sats [arrow up] . . ."
Physician's orders dated 04/06/11 listed "Oxygen :
i-4 LINC". t

During an interview on the mormning of 08/11/11,
the soclal services staff member (#5), agreed that

the alleged incident “should have been reported.” Plan of Correction F274 | 09/15/1
i

Fallure to report and investigate allegationsof | In the spirit of cooperation,
resident abuse or neglect to the State survey and Knife River Care Center has!
g:l’(ﬂ mﬂ%';:gzgcxggf:;.s all facility residents at taken a positive action to conduct:
F 274 | 483.20(b)(2)(ii) COMPREHENSIVE ASSESS F 274: a comprehensive assessment of a
§8=0 | AFTER SIGNIFICANT CHANGE resident within 14 days after the

facility determincs that there has
been a significant change in the
resident’s physical or mental!
condition. i

A facility must conduct a comprehensive
assassment of a resident within 14 days after the
facility determines, or should have determined,
that there has been a significant change in the
resident’s physical or mental condition. (For
purpose of this section, a significant change
means a major decline or improvement in the
resident's status that will not normally resolve
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F 274 | Continued From page 5 i F274 1. In reviewing the record for

itself without further intervention by staff or by
implementing standard disease-related clinical
interventions, that has an impact on more than
one area of the resident's health status, and
requires Interdisciplinary review or revision of the
care plan, or both.)

This REQUIREMENT is not met as evidenced

Based on observation, record review, and staff
interview, the facility failed to complete a
comprehensive assessment of residents within
14 days when a significant change occurred in
the resident's condition for 1 of 1 sampled
resident (Resident #10) who experienced a
significant change (decline) in behaviors,
functional status, and bladder/bowel status; and
for 1 of 1 sampled resident (Resident #3) who
experienced a significant change (improvement)
in functional and bladder/bowel status.

Findings include:

- Review of Resident #10's medical record
occurred on all days of survey and identifled
diagnoses Included Alzhelmer's disease,
ostecarthritis, and depression.

Aquarterly MDS dated 02/25/11, identified
Resident #10 as Independent with the following
Activities of Daily Living (ADL's): bed mobifity,
transfer, lacomotion on and off the unit, and tollet
use with set up assist only. This MDS also
{dentified the resident as continent of bowel and
bladder and no indicators of behaviors.

A quarterly MDS, dated 05/27/11, indicated

Cibererese aetrem

Resident #10 and the record for
Resident #3, the MDS was
completed in a timely manner,
and no negative outcome
occurred as a result of an MDS
being coded incorrectly. A
significant change in status
assessment for Resident #10 has
been scheduled with ARD of
09/18/11 and will be completed
on 09/14/11.

2. Knife River Care Center will
take positive action to identify
and evaluate any resident to
determine if a significant change
in status has occurred. The Unit
Managers, Social Services, Risk
Manager, Therapy Services and
Resident Care Coordinators will
continue to attend weekly
Quality  Assurance Incident
review meetings. During this
interdisciplinary meeting, there
will be a review of residents who
have recently had illnesses
including hospitalizations, falls,
or any change in condition. A
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{ Resident Care Coordinator,
F 274 | Coniinued From page 6 F274 along with CN.A staff, Unit
Resident #10 needed extensive assist of one :
person for the following ADL's: bed mobility, Managers, ’.I'herap y and the RISk
transfer, lscomotion off the unit, and toilet use. Manager will continue to review
This MDS identified frequent urinary residents for improvement or
Incontinencs, occasionally bowel incontinent, and declines in transfers at the

rejection of care occurred one to three days ) .
during the assessment period. monthly Safe Lift committee

. meeting. In addition to these
Observations of care provided during August 8-9, inel heduled ti
2011, showed Resident #10 continued 1o require rc;luune y sche ‘.ln r:a_ee ngs
extensive assistance of one person for transfer charge nurses will continue to
from the bed to the tailet, personal hyglene, and evaluate and report any changes
locomotion in a wheslchair. in resident condition as needed.

The record lacked evidence the staff considered
completing a significant Change in Status
Assessm]snt (I?eCSA) for the resident’s decline in i 3. Monitoring for significant
the following: bed mobility, transfer ability, . o .
locomotion, tollet use, and bowel/ bladder change in health conditions will
continence. be accomplished by
Fallurs o et hens! ¢ Interdisciplinary participation in
ailure to complete a comprehensive assessmen .
In response to Resident #10's physical and Care  conferences,  Quality

mental decline placed the resident at risk for Assurance  Incident review
loontinued decline and the lack of appropriate meetings and Safe Lift meetings
nterventions to restore or maintain physical and .
mental function. Any remdt.ant wh(? retums from
the hospital will have the
- Review of Resident #3's medical record medical record reviewed fo
occurred on all days of survey. Resident #3's erminati f l
diagnoses Included congestive heart failure, det . ation ° fu rt!le
insulln dependent diabetes mellitus, chronic evaluation. A detcrmination
obstructive pulmonary disease, osteoarthrosis, serviced on reporting change if
and atrial fibrillation. condition to the charge nurse or
Resident #3's admission MDS, dated 11/23/10, September 7, 2011 during thg
identified the resident required extensive C.N.A meeting. On October 6
assistance of one person for bed mobility, 2011, Nurses will be in-serviced
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F 274 | Continued From page 7 ' F274 of significant change in
toilet use, and personal hygiene; limite . . ,
assistance of one person with ambulation in the 5 scheduled for Significant change |
room; and frequently incontinent of urine. : in status assessment when '
The quarterly MDS, dated 02/15/11, identified criteria met. In addition, C.N.A

qua , date , Identifte , . . . .
Resident #3 required limited assistance of one staff will be in- on significant
person for bed mobility, dressing, toilet use, and change in status assessments and
perscnal hygiene; supervision with ambulation iln reporting a  decline  or
the room/cornridar and locomotion on/off the unit; : :
independent with transfers; and continent of lm?mvemcnt m heal_th to the
urine. Unit Manager or Resident Care
Resident 3 d Iacked evid Sacilty staff | Coordinators, A memo

esident #3's record lacked evidence facility s taining sieni :
considered completing a comprehensive con g sign ‘ﬁcal_lt ‘fham?’e n
assassment when the resident exhibited ! ; status assessment criteria will be
improvement in functional and bowel/bladder posted in the neighborhood:
status. communication areas for staff to
The quarterly MDS, dated 05/14/11, identified the review, and this memo will be:
resident as independent with bed mobility, reviewed at the General Staff)}
banwiurs, sl e oot Meeing on §:31-11, 2 well as
o o . on 9-7-11 at the C.N.A meeting
! Observations made the moming of 08/09/11 d : and October 6, 2011 Nurses
showed Resident #3 independent with bed : : : ‘
mobility, transfers, and ambulation in the meeting will be a f:ollow up to.
rcom/corridor; and continent of urine. General Staff meeting held on
August 31, 2011, (See Exhibit

Facllity staff failed to recognize Resident#3's | 274 # 1)
improvement and complete a significant change |
MDS. I

F 311 | 483.25(a)(2) TREATMENT/SERVICES TO ¢ Fan

§s=D | IMPROVE/MAINTAIN ADLS [
Aresident s given the appropriate treatment and _ |
services to maintain or Improve his or her abilities |
specified in paragraph {a)(1) of this section.
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F 311 | Continued From page 8 F311] 4. A quality assurance assessment
tool has been developed to ‘
This REQUIREMENT is not met as evidenced , rev'ew_ re:s1dent reco.rds to
by: : determine if a change in status
Based on observation, review of facility policy ' has occurred where a significant
and procedure, record review, and staff interview, !
the facllity falled to provide residents with i 1 change MDS would have been
restorative therapy services as ordered and ; warranted. (See Exhibit F274-
required to maintaln or improve strength and ' #2.)
endurance for 2 of 4 sampled residents (Resident 1
#5 and #12) on a walk-to-dine restorative therapy : ; .
program. Failure to consistently implement the « 5. The QA tool will be completed
rESidenlS;’;’;a|k-l:f-fheﬂ:ESt0f?g:: therapy : by nursing staff in September
praogram did not allow the residents to achieve :
and maintain their highest practicable level of ; 2011 and quarterly thereafler.
physical, mental, and psychoscclal well-being. ! Results of the QA will be
! reviewed at the quarterly Quality
Findings include: : Assurance meeting tentatively
Review of the facility policy/pracedurs titled : scheduled for November 2011
"Restorative Nursing - Bed Mobility and/or and quarterly thercafter as
Walking Tralnlng"® cccurred on 08/11/11, This - necded
policy, dated 04/09/10, stated, "POLICY: | )
1. Restorative nursing staff will provide bed |
mobility and/or walking training as determined by :
the therapist to maintain the ability to reposition In :
: bed, ability to ambulate, encourage :
independence, and influence positive self image.
2. Restorative nursing staff will provide bed
mobility and/or walking training as determined by
the therapist to help promote Independence with
toileting and Increase strength.
PROCEDURE: . ..
4. Gather any assistive devices such as a walker .
or a cane and bring them to the resident. H
§. Encourage and assist the resident in
performing as much as possiblae independently . .
i i i E
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F 311| Continued From page 9 D Fan
23. Document time spent with resident and
self-perfarmance/assistance needed on the CNA
[certified nursing assistant)/RNA [restorative .
nursing assistant] documentation sheets.” Plan of Correction F 311 09/15/11
!
- Review of Resident #5's medical record It is Knife River Care Center’s
occurred on all days of survey. Diagnoses Practice to provide the necessa
included degenerative Joint disease, depression, . .
anxiety, and a left hip fracture occurring froma | care and services to attain of
fall an 04/27/11. The quarterly Minimum Data Set : maintain, the highest practicabl¢
{MDS), dated 05/23/11, identified the resident - hysical tal. and ] i
required limited assistance of one staff member | P ){f ta.’ menta’, af da‘:‘syc 19:}(: c;
for transfers and locomotion on the unit and | well-being, In accordance with th
! supervision for walking In her raom and in the comprehensive assessment and
corridor. The MDS identified the resident had a 1 f . In th irit of
functional limitation in range of motion on one plan o _care;h P .Hte hsp“:ak
side of her lower extremities and participated in a cooperation, the facility has take
restorative nursing program for walking on three i a positive action to promots
days during the assessment period. . the physical, mental an
Review of Resident #5's therapy progress notes psychosocial well-being of o
showed an order, dated 06/22/11, which stated, residents. .
"Start walk-to-dine pregram, Assist of [one] [and] ; i
use of FWW [front wheeled walker] to and from .
dining room for each meal, sit in dining room 1. Residents #5 and #12, “’hg
chair.” : are not actively participatin
| in their walk-to-dine rogmr[:
Observation of the supper meal on 08/08/11, the i1l e: v ferred to P th
breakfast meal on 08/08/41, and the lunch meal will be relem ‘herap
on 08/09/11 showed Resident #5 sittingin her | services for re-evaluation and
: wheelchair at the dining room table. Staff failed to - if needed, modifications will
ambulate the resident to and from the meals. be made to the current plan df
Resident #5's CNAADL [activities of daily living] care, and treatment pl
gmsh;ets ;rom #unei2t26.d 2%11 toii:’uesust 1", ! changes will be adjusted dr
showed staff assisted the resident to meals : :
using the "walk-to-dine" program on 65 of 148 modified as needed. (Exhibjt
possible opportunities. : F-311 #1) ,
1 |
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F 311 | Continued From page 10 F 311 ) -
2. All residents currently on ;l:i
- Review of Resident #12's medical record walk-to-dine program who ar¢
occuired on August 10-11, 2011, Diagnoses ; smiteati 1
included history of a left hip fracture, history of :;:)t ;:;(VC]YDP articipating l
venous thrombosis, arthritis, osteoporosis, and e to Dinc program wil
edema. The annual MDS, dated 05/25/11, : ' be referred to therapy service
identified the resident required extensive i for re-evaluation an
[}

assistance of one staff member for transfers and !
lacomotion on the unit and limited assistance of !
one staff member when walking In her rcom and
in the corridor. The MDS shawed the resident
pariicipated in a restorative nursing program for
w:fliking on four days during the assessment
period.

Review of Resident #12's therapy progress notes
showed an order, datad 01/12/11, which stated,
"Start walk-to-dine program to and from all meals
[with) FWW and assist of jone).”

Observation cn 08/10/11 at 5:00 p.m. showed
Resident #12 siiting in her wheelichalr at the
dining room table. Staff failed to ambulate the
resident {o the meal.

Review of Resident #12's CNA ADL [activities of
dally living] Flowsheets from June 01, 2011 to
August 11, 2011 showed staff assisted the
resident to meals using the “walk-to-dine" |
program on 134 of 216 possible opportunities. ;

During an interview on 08/11/11 at 10:00 a.m.,
two administrative nurses (#1 and #6) stated they |
recognized there were problems with the facllity's

modification to the current
plan of care if necde
(Exhibit F-311 #2).
Restorative Therapy staff 110111
monthly mectings consisting |
of RT/CNA staff, R
Supervisor and  Therap
Services. Those resident(s) i
the Walk to Dine Program will
be evaluated on a regular basi;
at these meetings an
i modifications will be made
: needed. (Exhibit F-311 #3) !
3. The Walk to Dine pro
will be reviewed at th
General Staff meeting of
August 31, 2011 and at
regular C.N.A meeting oh
September 7, 2011. IncludeE

walk-to-dine program. will be education o
i documenting time spent with r
i l
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- Review of Resident #12's medical record
cccumed on August 10-11, 2011, Diagnoses
included history of a left hip fracture, history of
venous thrombosis, arthritis, osteoporosis, and
edema. The annual MDS, dated 05/26/11,
identified the resident required extensive
assistance of one staff member for transfers and
locomotion on the unit and limited assistance of !
one staff member when walking in her rcom and
in the corridor. The MDS showed the resident
participated in a restorative nursing program for
wal;ggg on faur days during the assessment
period.

Review of Resident #12's therapy progress notes
showed an order, datad 01/12/11, which stated,
"Start walk-to-dine program to and from all meals
{with) FWW and assist of [one}."

Observation on 08/10/11 at 5:00 p.m. showed
Resident #12 sitting in her wheelchair at the
dining room table. Staff failled to ambulate the
resident {o the meal.

Review of Resident #12's CNA ADL [activities of
daily living) Flowsheets from June 01, 2011 to
August 11, 2011 showed staff assisted the
resident to meals using the “walk-to-dine"
program on 134 of 218 possible opportunities.

—— —— e - S—————  r—

During an interview on 08/11/11 at 10:00 a.m.,
two administrative nurses (#1 and #6) stated they |
recognized there were problems with the facility's

chart when a resident refusey
(Exhibit F-311 #4). Chargt{
nurses will assign a specifi

! staff member on duty each daj
i to be responsible for the tas!

of walking those residents tq
their meals. (Exhibit F-3lz
#5). Unit Managers will b

responsible for oversight o

residents who are on a walk:
to-dine program on their unit|
Resident Care Coordinator£
will review each resident on

quarterly basis to determine f
a resident would be |
candidate for a walk to dine "J]
program and forward a referrd
form to Therapy Services. '

4. A Quality Assurance tool haL
been devised to monito
residents during the Walk t
Dine experience. The facilitgr
will monitor adherence b

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WING
366063 08/11/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP COBE
118 22ND ST NE
KNIFER CARE CENTER
IVER BEULAH, ND 58523
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES T PROVIDER'S PLAN OF CORRECTION o
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL ‘ PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE 0ATE
: DEFICIENGY) i
F 311 | Continued From page 10 F 311 resident during the walk “1
dine program, and how to

walk-to-dine program. nursing staff with the use qf
' this QA tool. (Exhibit F-31]
1 #6).
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F 311 | Continued From page 10

- Review of Resident #12's medical record
cccurred on August 10-11, 2011. Diagnoses
included history of a left hip fracture, history of
venous thrombosis, arthritis, osteoporosis, and
edema. The annual MDS, dated 05/25/11,
identified the resident required extensive
assistance of one staff member for transfers and
locomotion on the unit and limited assistance of
one staff member when walking in her reom and
In the corridor. The MDS showed the resident
participated in a restorative nursing program for
wal:ggg on four days during the assessment
period.

Review of Resident #12's therapy progress notes
showed an erder, dated 01/42/11, which stated,
"Start walk-to-dine program to and from all meals
[with] FWW and assist of [one]."

Observation on 08/10/11 at 5:00 p.m. showed
Resident #12 sitting in her wheelchair at the
dining room table. Staff failed to ambulate the
resident to the meal.

Review of Resident #12's CNA ADL [activities of
daily living] Flowsheets from June 01, 2011 to
August 11, 2011 showed staff assisted the
resident to meals using the "walk-to-dine”
program on 134 of 218 possible opportunities.

During an interview on 08/11/11 at 10:00 a.m.,

walk-to-dine program.

two administrative nurses (#1 and #6) stated they ;
recognized there were problems with the facility's

F 311

5. The QA tool

will be

for November

b
completed by nursing staff i%
' September 2011 and quarter]
: thereafter. Results of the Q \

reviewed at the
quarterly Quality Assuranzg
meeting tentatively schedul

2011,
quarterly thereafter as needed.|

will

an

|
|
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