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F 000 | INITIAL COMMENTS - F 000
For the standard Medicare/Medicaid
recertification survey, started on 06/30/14 and
completed on 07/02/14, the sample included 4
-| residents for complete review, 9 residents for
focused review, and 2 closed records for review.
The sample included 8 additional residents to )
verify specific concems during the survey. F 160
F 160 { 483.10(c)(6) CONVEYANCE OF PERSONAL F160| ———
= NDS UPON D '
ss=B | FUI EATH ) v ) 1. For residents #14 and #23 their
Upon the death of a resident with a personal fund individual needs have been met by having |
deposited with the facility, the facility must convey their personal trust fund balance refunded
within 30 days the resident's funds, and a final to their identified financially responsible
accounting of those funds, to the individual or party. A list of residents who have passed
probate jurisdiction administe_ring the resident's away in the past 12 months will be
estate. reviewed to ensure no other residents
) . have the potential to be affected in this
This REQUIREMENT is not met as evidenced grea. This was completed on 7-3-2014.
by: . ‘
Based on record review, review of facliity policy 2.All resfde"ts who have passed away
and procedure, and staff interview, the facility and ha‘f? personal fund§ deposited with
failed to ensure personal funds deposited with the || the facility have potential to be affected
facility staff, conveyed within 30 days of death for . by this area.
4.2 of 2 residents (Resident #14 and #23) .
reviewed. This has the potential to affect all 3. On 7-31-2014 the staff responsible for
residents With funds in a resident act_:ount. the. Resident Trust Account were educated
indings Include: on'‘the procedure titled “Resident Trust . |
Findings include: Account: General Information” with a
Review of the facility policy/procedure titled gc?cus on the need for the facility to refund|
“Resident Trust Account; General Information” ie residents’ responsible party any
occurred on 07/02/14. This policy, revised June personal trust account funds retained by
2007, stated, ". . . Refunds must be issued when the facility within 30 days after death.
a resident expires . . . Refund checks should be " ' g
issued immediately at the time of death . . . after System change .
accounting for outstanding transactions. No later " A'new conveyance of funds form will be
BORATORY ECTORS 0:R Rowosmsuppurjsn magswaﬁées SIGNATURE ' TAmE : (X8) DATE

F=)5~/Y

y deficlency slatement ending with an asterisk {*) denotes a deficiency which, thg Institution may-be excused fram coredling providing it S determined that

\er safeguards provide sufficlent protection to the patients. (See Instrugtions.). Except far nursing hemes, the findings sta

above-are filsclosable 90 days

lowing the date of syrvey whettier or not a plan of correction Is provided.” For nurstng homes, the above findings.and plans of comection arg disclosable 14
ys following the date these documentls are made available to the facliity, If dgdgiendes are clted, én appro\,{‘qqup!an 6)' comrection Is requisite o continued

rgram participation.”
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F 160 | Continued From page 1 F 160| completed to track resident’s death and
than 30 days per . . . regulations. . . ." dates funds were returned. The Resident
Trust Account staff member will provide
Review of a random accounting of conveyance of a copy of this form to the QA coordinator
funds following death occurred on 07/02/14 at to ensure compliance in this area.
9:25 a.m. with an administrative staff member
(#1). Review of resident trust account information 4. An audit will be created to monitor if
identified the following: any residents have passed away, if the
* Resident #23 expired on 03/29/14. The facility " 2; | p p; Y> y
issued a check for the remaining $4.00 on ad personal trust account funds
05/31/14, 63 days later. deposited with the facility, if the new .
* Resident #14 expired on 04/06/14. The facility conveyance form was completed, and if
issued a check for the remai‘ning $8.00 on the refund was done within 30 days. The
05/31/14, 55 days later. QA coordinator or designee will be
responsible for the completion of an audit.
During an interview on 07/02/14 at 9:25 a.m., a The audit will be done weekly times 4,
managerial staff member (#1) confirmed the monthly times 3, quarterly times 2 and
facility failed to convey the resndent_s fgr!ds and a then as deemed necessary by the QA
final accounting of the funds to the individual or committee 8/13/2014
probate jurisdiction administering the residents' )
estates, as required. The staff member (#1)
explained she "usually waits one-to-two weeks to
hear from [Social Services]," she had been "on
vacation" during this time period, and she "only
works mornings, because of cuts.” An email
showed staff member (#1) contacted Social .
Services the afternoon of 06/02/14 [two days after
issuing the checks], and received a response the
next morning. : F 248
F 248 | 483.15(f)(1) ACTIVITIES MEET F 248 Qop alca F 320
ss=D | INTERESTS/NEEDS OF EACH RES Secalso F 329 and F 428
The facility must provide for an ongoing program ] ) Re_sndents #2,#3 and #4 .hav.e had their
of activities designed to meet, in accordance with individual needs met by reviewing and
the comprehensive assessment, the interests and revising their activities profile assessment
the physical, mental, and psychosocial well-being and updating their care plan. Staff is
of each resident. providing meaningful and individualized
activity programs specific to their care
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F 248 | Continued From page 2

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review, and
resident and staff interview, the facility failed to
provide individualized activities consistent with
residents’ needs, preferences and interests for 3
of 3 sampled residents (Resident #2, #3 and #4)
dependent on staff for activities. Failure to
provide and implement individualized activity
programs may negatively impact residents’ quality
of life.

Findings include:

- On the afternoon of 06/30/14, a staff member
(#30) stated Resident #3 was on pass with family
until 6 p.m. Observation on 07/01/14 at 7:45 a.m.
identified Resident #3 sitting on her bed in her
room drinking a cup of coffee and eating graham
crackers; at 9:10 a.m. wandering up and down
the halls fully dressed; taken out on pass with
family from 11:30 a.m. to approximately 1 p.m.;
attempting to exit the west door by the nurse's
station at 4:45 p.m.; and attempting to exit the
west door by the nurse's station at 6 p.m.
Observation showed a staff member walked her
away from the door area. On one occasion staff
gave her reading material. Observation showed
Resident #3 did not eat meals in the dining room
on 07/01/14 nor the breakfast and lunch meal on
07/02/14.

Review of Resident #3's medical record occurred
on all days of survey. Resident #3's diagnoses
included: non-Alzheimer's dementia, depressive
disorder and insomnia. An admission Minimum
Data Set (MDS), dated 04/27/14, identified
Resident #3 with moderate impairment of
cognitive abilities, and the presence of wandering

F 248 plan for interests, preferences, and
physical status as of 8-1-2014.

Resident #4 was taken off bed rest as of
6/27/2014. She has resumed her previous
level of activity and is now coming out to
activities of her choice.

Resident #3’s care plan was updated to
offer nail care weekly and/or as she
prefers.

Resident #3 - Non pharmacological
interventions have been added to the care
plan and are to be attempted and
documented prior to administering PRN
psychoactive medications.

Resident #2 is receiving 1:1 visits, three
times per week, by the activity staff. Her
care plan has been updated to include
these visits and to invite and encourage
her to attend activities outside of her
room.

2. All residents confined to their room or
wander or with exit seeking behaviors
have the potential to be affected in this
area.

3. System Changes:

A list of residents with wandering, exit
seeking behaviors and residents on bed
rest will be created and communicated to
staff by Aug. 13, 2014. Updates will be
made at weekday stand-up and on

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: SDGN11
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behavior occurring one to three days per week,
and independent in activities of daily living (ADL)
including walking in room and locomotion on and
off the unit.

The care plan identified the problem of
"dependent on staff for activities, cognitive
stimulation, social interaction” related to
dementia, "confusion/forgetful. Cognitive deficits"
with interventions of "Preferred activities are:
crafts, sewing, music groups, sing along,
devotions, food preparation, Lutheran services,
bingo, manicures; Introduce resident to residents
. . . Encourage ongoing family involvement . . .
Provide resident with materials for individualized
activities as desired. Resident likes . . .
crosswords, jigsaw puzzles . . . Topics of interest .
.. she used to sing in a trio and played clarinet . .
. Offer diversionary activities such as: folding
towels, stuffing envelopes, sorting items, watering
plants."

Review of progress notes identified the resident
with frequent wandering and exit seeking
behavior. Behaviors escalated to anxiety,
agitation and aggressiveness within a month of
residing at the facility and nursing staff requested
medications to control the behaviors. The record
lacked evidence the facility attempted to use
non-pharmacological measures to manage the
behaviors, including activities.

An admission "Activity Interest Data Collection
Tool" completed on 04/23/14, identified Resident
#3's interests included:

* community activities of "Rides, Voting,
Children/Youth, Baseball, Basketball, Football,
Shopping, Entertainment, Restaurant, and Library
* creative activities of self-directed crafts of any

of residents will also be used for auditing
to ensure compliance in this area.

Busy Boxes will be created and available
for staff to conduct 1:1 visits, evening
activities, and to divert attention for
wandering residents.

Education will be provided in a written
format with a comprehensive test to reach
compliance in this area. All staff will be
expected to complete the required training
by 8-13-2014.

The education material will include the
following: 1) the need for staff to provide
and document daily meaningful activities,
especially for the listed residents, 2) that
activities are based from the resident’s
“Social History” assessment, “Activities
of Interest” assessment and individual
preferences to meet their physical, mental,
spiritual, and psychosocial needs, and 3) .
that interventions for each resident can be
found on the care plan.

Education will include a review for
nursing and activity staff to teach staff
members on the procedure titled
“Activities of Interest”.

4. An audit tool will be developed and
completed by the QA coordinator or
designee weekly times 4, monthly times
2, quarterly times 3, then as deemed
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F 248 | Continued From page 4 F 248 |necessary by the QA committee. The
kind, crocheting/knitting/tatting; self-directed audit will include checking if an activity
r}eedlfawork/qu|It1pglsewrng; self-directed DOE{FS(; assessment has been completed, if the
listening to classical, modern and western music; activities of interest appear on the

singing in a group and self-directed; self-directed
television; self-directed and group movies

* educational cognitive activities of checkers,
chess, self-directed books, cards of whist,
pinochle, canasta, self-directed crossword
puzzles, self-directed newspapers, self-directed
magazines, group reminisce

* physical activities of dancing 1 on 1 or group, \ D,./"*
self-directed walking, group exercise (\,& ,
* social activity of theater, phone use, and talking . P},» d ‘_,{/
* spiritual activity of group devotions, group " . K
and/or self-directed worship services, group 2
communion

* miscellaneous interests of animal/pets,
traveling, volunteer activities for a church or
school

residents’ care plan, if the goal is
appropriate, and if the interventions are
individualized for each resident according
to the MDS schedule and as needed. 8/13/2014

Review of documentation of Resident #3's
involvement of activities in the month of June
2014 identified the following:

* refusals for participation on 3 of 30 days -
refusals included group, educational/cognitive,
current events

* independent and self-directed on 11 of 30 days;
6 of the self-directed activities identified both
social and family visits

* wandering in and out of activities 2 of 16 days of
involvement with activities (other than refusals
and independent/self-directed)

* one outdoor stroll

* other activities included staff visits, tracking,
"converse" for 1:1's (one to one visits with an
activity staff member), sensory stimulation,
coffee/tea

An "Activity Topic Listing" identified sensory
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: SDGN11 Facility ID: ND170 If continuation sheet Page 5 of 69
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SUMMARY STATEMENT OF DEFICIENCIES

The current care plan related to activities stated,

four days. Resident #2 attended one group
activity of communion. Several of the 1:1
activities were spiritual visits by clergy. Several of
the self-directed activities were sensory
stimulations of watching TV or listening to the
radio. Other self-directed activities included staff
visits, and on one occasion "tracking.”

- Review of Resident #4's medical record
occurred on all days of survey and identified
diagnoses of a recent pelvic fracture (06/12/14).
The quarterly MDS, dated 04/24/14, identified
intact cognition, mild depression, and staff
assistance for transfers and locomotion. The .
annual MDS, dated 10/24/13, identified reading,
her favorite activities, outdoors, and religion as
very important to the resident.

", .. The resident has alteration in
musculoskeletal status R/T [related to] fracture of
the pelvis (occurred 06/12/14). Bedrest . . . Invite
and assist resident to Bingo, manicures, worship
services, senior college . . . Provide diversionary
activities such as: tic tac toe, music, 1:1 ~
[one-to-one] devotions, hand therapy . . . story
and reminisce [sic] . . . report to nurse any
change in usual activity attendance patterhs or

(X4) ID ID PROVIDER'S PLAN OF CORRECTION *5)
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)
F 248 | Continued From page 6 .
c k untl resid pt ig ble to attend out of F 248 necessary by the QA committee. The
week untll resicent Is able lo atiend ot of room audit will include checking if an activity
activities such as: devotional reading, wordfind, assessment has been completed. if tl
hand massage, pray with her. Offer activities in sssment B pieted, 1t the
room." activities of interest appear on the
residents’ care plan, if the goal is
Review of documentation of Resident #2's appropriate, if the interventions are
invalvement of activities in the month of June individualized for each resident and
2014 identified Resident #2 received 1:1 visits on randoin checks will be done to see if the
17 occasions during the month and had nine interventions are being done for the
self-directed activities. Four of the 1:1 visits residents according to the MDS schedule
occurred in one day; two 1:1 visits occurred on and as needed. l8/13/2014
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stimulation activities could be bird watching, pet
visit, beauty shop, TV/radio, manicure/pedicure,
outdoor stroll, and other.

During interview on 07/01/14 at 3 p.m., an
activities staff member (#25) defined “tracking” as
watching the movement of people. The staff
member stated Resident #3 received 1:1
activities three times a week and these occur for
10-15 minutes maximum. The staff member
stated it is difficult to get Resident #3 out for
walks, and stated no activities staff work the
evening shift except for one day per week.

- Review of Resident #2's record occurred on all
days of survey. Diagnoses included anxiety
disorder, depression, and health problems
including a myocardial infarction in May 2014,
and pathological vertebrae fracture in June of
2014.

Observation on July 01-02, 2014 showed
Resident #2 left her room for ambulating in the
hall with staff assist, and occupational therapy.
Resident #2 was not observed to participate in
any of the scheduled activities on those two days.

The care plan identified the problem of “potential
for a psychosocial well-being problem . . . little
interest/pleasure doing things. . . . enjoys
spending time in room" with approaches of
"Discuss resident's feeling relative to little
interest/pleasure doing things. Provide
opportunities for resident and family to participate
in care. Attempt . . . music, massage. Allow
resident time to answer questions and to
verbalize feelings, perceptions, and fears as
needed. . . . invite/lencourage to activities of
interest. Offer 1:1 activities 3x [three times] per
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week until resident is able to attend out of room
activities such as: devotional reading, wordfind,
hand massage, pray with her. Offer activities in
room."

Review of documentation of Resident #2's
involvement of activities in the month of June
2014 identified Resident #2 received 1:1 visits on
17 occasions during the month and had nine
self-directed activities. Four of the 1:1 visits
occurred in one day; two 1:1 visits occurred on
four days. Resident #2 attended one group
activity of communion. Several of the 1:1
activities were spiritual visits by clergy. Several of
the self-directed activities were sensory
stimulations of watching TV or listening to the
radio. Other self-directed activities included staff
visits, and on one occasion "tracking."

- Review of Resident #4's medical record
occurred on all days of survey and identified
diagnoses of a recent pelvic fracture (06/12/14).
The quarterly MDS, dated 04/24/14, identified
intact cognition, mild depression, and staff
assistance for transfers and locomotion. The
annual MDS, dated 10/24/13, identified reading,
her favorite activities, outdoors, and religion as
very important to the resident.

The current care plan related to activities stated,
". .. The resident has alteration in
musculoskeletal status R/T [related to] fracture of
the pelvis (occurred 06/12/14). Bedrest . . . Invite
and assist resident to Bingo, manicures, worship
services, senior college . . . Provide diversionary
activities such as: tic tac toe, music, 1:1
[one-to-one] devotions, hand therapy . . . story
and reminisce [sic] . . . report to nurse any
change in usual activity attendance patterns or
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refusal to attend activities related to s/s [signs or
symptoms] or c/o [complaints of] pain or
discomfort. . . ."

Observations on June 30 - July 02, 2014
identified Resident #4 in her room on bedrest. All
observations during survey showed the resident
laying in bed with her eyes closed or reading. The
resident ate all of her meals in her room.

Review of activity participation logs for June 2014
identified the majority of the time Resident #4
participated in group manicures, religious
services, devotions, music activities, and staff
and clergy visits prior to being on bedrest, and
participated in devotions, music, and staff and
clergy visits while on bedrest.

During an interview on 06/30/14 at 4:15 p.m.,
Resident #4 stated she missed going to the group
activity "Fancy Nails" on Friday mornings since
being on bedrest and identified her current
activities included reading independently and
sleeping.

During an interview on 07/01/14 at 2:45 p.m., an
activity staff member (#25) stated since being on
bedrest, Resident #4's activities included
one-to-one activities in her room.three times a
week, and included such things as devotions,
visiting, and clergy visits. The staff member (#25)
confirmed "Fancy Nails" is a group activity and
not done individually in resident's rooms.

The facility failed to ensure staff provided a
meaningful and individualized activity program for
Resident #2, #3, and #4 specific to their interests,
preferences, and physical status.
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SUMMARY STATEMENT OF DEFICIENCIES

The facility must provide housekeeping and
maintenance services necessary to maintain a
sanitary, orderly, and comfortable interior.

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review, and staff
interview, the facility failed to provide
housekeeping and maintenance services to
maintain a sanitary and comfortable interior on 2
of 2 resident living areas/units (East and West).
Failure to maintain a clean and sanitary
environment does not provide a comfortable living
environment for residents.

Findings include:

An initial tour of the facility occurred on the
morning of 06/30/14. Observations showed the
following:

* Heavy accumulation of dust and debris on
bathroom vents; showing little-to-no air exchange
- Rooms 200, 206, 208, 209, 210, and 211

The diagnoses of residents living in these rooms,
identified during record review, included allergic
rhinitis, bronchitis, chronic airway obstruction,
chronic sinusitis, cough, shortness of breath, and
wheezing.

* Accumulation of dust on bathroom vents -
Rooms 501, 502, 5§03, 505, 506, 507, and 509
The diagnoses of residents living in these rooms,
identified during record review, included
bronchitis, cough, disease of the nasal
cavity/sinuses, disease of the

pharynx/nasopharynx, respiratory abnormality,

been cleaned by housekeeping on 7/1/14.

The ripped padding on the standing mechanical
lifts will be fixed by 8-13-2014. The resident in
room 407 was discharged on 7-31-2014 and the
matted sheep skin removed from the wheelchair.
In room 214 the cushion for the toilet has been
replaced with a washable surface.

The soiled briefs in room 407, 502, 503, 508, and
510 have been removed. Basins in rooms 407,
502, 503, 508, and 510, and all other resident
rooms, have been removed or stored in an
alternative place in the room. The hole in closet
door in room 309 was repaired on 8-6-2014.
Rooms 501 and 509: the walls with gouges will be
repaired by 8-5-2014.

2. The entire facility has the potential to be affected
in this area. The center will use the GSS form
#624 titled, “Resident Room Inspection Report”.
Every resident's room will be inspected for
cleanliness, using this report to document those
areas needing further cleaning in each room. Staff
will be informed to focus on bathroom vents,
assistive devices, personal fans, mechanical lift
padding, closet doors and walls for holes and
gouges. By educating our staff and changing our
systems, we will ensure compliance in this area by
providing a sanitary, orderly and comfortable
interior for residents.

3. System change:

A monthly schedule will be set up by the
housekeeping supervisor to ensure the vents/ffans
are cleaned. The housekeeping and maintenance
staff will be given education on the need for a
monthly bathroom vent cleaning schedule (or as
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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)
F 253 | Continued From page 8 F 253 |F 253
F 253 | 483.15(h)(2) HOUSEKEEPING & F 2563
ss=E | MAINTENANCE SERVICES 1. All bathrooms vents and personal fans have

FORM CMS-2567(02-99) Previous Verslons Obsolete

Event ID: SDGN11

Facility 1D: ND170

If continuation sheet Page 9 of 69




LA NN RV N N R Y RV L, 4

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
355095 B. WING 07/02/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
213N 9THST
GOOD SAMARITAN SOCIETY - OAKES OAKES, ND 58474
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION )
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)
F 253 | Continued From page 9 F 253 heeded) and making sure to report any wall and/or

F 280
SS=E

and shortness of breath.

* Accumulation of dust on a personal fan - Rooms
608

* Ripped padding on stand lifts - East and West
Units

* Matted sheep skin wrapped and taped to the
front legs of a wheelchair - Room 407

* Soiled bed protector wrapped and taped to the
back of the toilet - Room 214

* Soiled briefs left in the bathroom waste baskets
- Rooms 407, 502, 503, 508, and 510

* Basins lying directly on the bathroom floors -
Rooms 212, 503, and 510

* Hole in closet door - Room 309

* Gouges in walls - Room 501 and 509

Two administrative staff members (#9 and #10),
present during the environmental tour the
afternoon of 07/01/14, confirmed the heavy
accumulations of dust and debris, the
uncleanable surfaces/infection control issues,
and the damaged surfaces. Both staff members
(#9 and #10) agreed the resident rcoms are in
need of some housekeeping, and reported staff
will repair the stand lifts, door, and walls.
483.20(d)(3), 483.10(k)(2) RIGHT TO
PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under the laws of the State, to
participate in planning care and treatment or
changes in care and treatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending

door damage. Education on this system change
ill be completed by 8-6-2014. Education will be
rovided in a written format with a comprehensive
est to reach compliance in this area. All staff will
e expected to complete the required training by 8-
3-2014. Education will be provided from the
rocedure titled, “Philosophy of Environmental
ervices,” with a focus on the need for all staff to
outinely inspect resident rooms for cleanliness,
ncluding instructing staff to NEVER leave soiled
riefs in the garbage cans in resident room; to
EVER store basins on the floor; and to report
nything that is wrong with the vents, personal
ans, walls and/or doors. The Maintenance “Fix It”
heet is kept at each nurse’s station and staff is
expected to put anything that needs maintenance
on that sheet. »
4. Audits will be created to ensure vents/fans, walls
and floors are clean and in good repair, if any
padding is torn on the mechanical lifts, if there are
any holes in doors, gouges or holes in the walls,
fand that no basins are on the floor. The audit will
be completed by the QA coordinator or designee.
The audits will be done weekly times 4, monthly
times 2, quarterly times 2, then as deemed
F 2gp [ecessary by the QA committee.. 8/13/2014

F 280

See also F 312

1. Resident #2’s care plan has been v
updated to include the intervention of the
COPA Foam dressing for preventing skin
breakdown on her spine on 7/7/2014.

Resident #6°s diet order has been clarified
with the primary care physician and her
care plan has been updated.
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physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment.

This REQUIREMENT is not met as evidenced
by:

Based on record review, review of
policies/procedures, and staff interviews, the
facility failed to review and revise the resident's
plan of care for 4 of 13 sampled residents
(Resident #2, #6, #7 and #8). Failure to review
and revise the plan of care limited the facility's
ability to communicate care needs and ensure
continuity of care for each resident.

Findings include:

Review of the facility policy titled "Care Plan"
occurred on 07/02/14. This policy, dated
September 2012, stated, " Each resident will have
an individualized comprehensive plan of care that
will include measurable goals and timetables
directed toward achieving and maintaining the
resident's needs. Through use of departmental
assessments, the Resident Assessment
Instrument and review of the physician's orders,
any problems, needs, and concerns identified will
be addressed . . . The care plan will emphasize
the care and development of the whole person
ensuring that the resident will receive appropriate
care and services. It will deal with the relationship

to include documentation of the fall on
2/10/2014 and to address pain as of
8/4/2014.

Resident #8’s skin has been inspected and
has no open areas. The resident’s orders
and care plan have been updated.

2. All residents have the potential to be
affected in this area. By changing our
systems and by educating our staff, we
will ensure compliance in this area.

3. The MDS coordinators will receive
education on 8-7-2014 regarding the
procedure titled, “Care Plans” with a
focus on the need to communicate care
needs and ensure continuity of care for
each resident.

System change:

The center licensed staff members will no
longer use paper for documenting resident
treatments, including dressing changes
and skin monitoring.

The licensed staff members willbe
educated on 8-7-2014 to inform them they
need to stop using paper and use only
PCC for treatments and care planning.

4. An audit tool will be created to monitor
if dressing changes are being input in
PCC and documented. Dietary
instructions, pain management, and fall
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- Review of Resident #2's medical record
occurred on all days of survey and identified
diagnoses of Alzheimer's dementia and severe
degenerative disc disease with bone spurring and
spondylitis. Observation on all days of survey
showed the resident with a curvature of the upper
back.

The care plan identified the problem of "potential
for pressure ulcer development . . . bony
prominence to mid back. . . ." Interventions
included ". . . Provide pressure relieving/reducing
device on bed, gel cushion in w/c [wheelchair]. . .

Current physician's orders included, "Copa Foam
to spine" as need topically.” An Internet website
www.allegromedical.com defines Copa Foam as
a "soft hydrophilic foam that protects and
cushions wounds.” The care plan lacked this
intervention. ‘

On the afternoon of 07/01/14, a staff nurse (#7)
stated she performed a dressing change on
Resident #2's upper back and the dressing
removed was a duoderm dressing. The nurse
stated she replaced the dressing with a Copa
Foam dressing as ordered.

- Review of Resident #6's medical record
occurred on all days of survey and identified
diagnoses of Alzheimer's disease and dysphagia.
The quarterly Minimum Data Set (MDS), dated
05/22/14, identified severely impaired cognition,

(X4) D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 280 | Continued From page 11 F 280 | risks are addressed on the care plan. The
of items of services required and facility audit will be completed by the QA
responsibility fpr provudupg these services . . . This coordinator or designee. The audit will be
plan of care will be modified to reflect the care complete weekly for 4 weeks, monthly
. » 2 "
currently required/provided for the resident. times 2, quarterly times 3, then as deemed
necessary by the QA committee. 8/13/2014
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‘| Review of Resident #7's current care plan

Continued From page 12

staff supervision for eating, and a mechanically
altered diet. Review of the resident's dietary
progress notes identified a regular diet, nectar
thickened liquids, and food cut into bite-sized
pieces.

The current care plan stated, ". . . The resident
has nutritional problem or potential nutritional
problem DX: dysphagia. Dislikes thicken [sic]
liquids . . . Eating-Swallowing: Resident requires
nectar thickened liquids . . . Monitor closely/report
s/s [signs/symptoms] of swallowing difficulties,
coughing, choking. . . ." The care plan failed to
identify food cut into bite-sized pieces.

Review of Resident #6's dietary sheet (utilized by
dietary staff to indicate how the resident should
receive food/beverages) identified nectar
thickened liquids but failed to direct staff to cut
her food into bite-sized pieces.

- Review of Resident #7's medical record
occurred on all days of survey and identified
diagnoses of backache, generalized pain, history
of falls, altered mental status, and muscle
weakness. The quarterly MDS, dated 05/04/14,
identified the resident received a scheduled pain
medication and no non-pharmacological
interventions, had two falls in the last three
months, and received two days of active range of
motion.

Review of the June 2014 electronic medication
administration record (EMAR) identified orders for
a 12 microgram Fentanyl patch every 72 hours
for back pain and Tylenol 650 milligrams three
times a day related to generalized pain.

F 280
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Continued From page 13

identified:

* "Focus - The resident has a need for restorative
intervention due to limited physical mobility E/B
[evidenced by] Weakness . . . Interventions -
NURSING REHAB #1: Walking in RT [restorative
therapy] with 4ww [wheeled walker] and assist of
1 50'- Rest 150'." No specific times per day/week
were noted.

*"Focus - The resident is at risk for falls R/T
[related to] Confusion and choosing to transfer
self at times EB History of falls. Fall on 01-18-14.
Fall on 03-05-14. Fall on 04-07-14. No injury. Fall
on 04-18-14. Fall on 04-20-14. fall on 05-04-14."
The care plan failed to identify a fall with injury on
02/10/14 and any interventions.

* The care plan failed to identify a focus, goal, or
interventions related to the resident’s pain issues.

- Review of Resident #8's medical record
occurred on all days of survey-and identified
diagnoses of altered mental status, open wound
to foot, corns, and callosities. The quarterly MDS,
dated 05/16/14, identified the resident at risk for
pressure ulcers.

Review of Resident #8's EMAR identified a
physician's order, dated 06/18/14, stated, "Meplix
foam drsg [dressing] to R [right] heel prn [as
needed] as needed for R heel spongy macerated
area, related to OPEN WOUND FT [foof] . . .
Change as needed prn."

Review of Resident #8's current care plan
identified, "Focus - The resident has potential for
pressure ulcer development R/T Hx [history] of
ulcers, Immobility, Incontinence E/B need to
assess. Blackened area to right heel noted on
05-27-14. . . . Interventions - Treatment to right
heel per MD [medical doctor] orders . . . Notify

F 280
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Continued From page 14

nurse immediately of any new areas of skin
breakdown: redness, blisters, bruises,
discoloration, etc. noted during bath or daily
care."

Observation of morning cares on 07/01/14,
verified a Meplix foam dressing to the right heel.
Further observation identified a duoderm dressing
to the left coccyx/buttocks. A CNA (#14) assisting
the resident indicated the dressing to the coccyx
area had been "going on for awhile."

During an interview on 07/02/14 at 10:00 a.m., a
nursing staff member (#27) verified a duoderm
dressing had been applied to the left
coccyx/buttocks area to prevent skin breakdown.
The nurse indicated there was no open area
under the dressing and verified the dressing was
not on the EMAR or the care plan. Staff apply as
needed and change the dressing when the CNAs
report the dressing is falling off. The nurse
verified staff changed the dressing on 06/28/14
as written on the dressing. The nurse could not
verify when staff stated the dressing.

Failure to update the care plan to reflect the
residents' most current status has the potential to
adversely affect resident care.

483.20(k)(3)(i) SERVICES PROVIDED MEET
PROFESSIONAL STANDARDS

The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced

F 280

F 281

F 281
Part 1 Choking

1. Resident #6’s diet order has been
updated as of 7/29/2014. The
investigation indicated that the resident
was coughing, not choking. No residual
harm occurred to this resident from this

by: incident.
CHOKING INCIDENT
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1. Based on record review, review of professional
reference, and staff interview, the facility failed to
meet professional standards of quality for 1 of 1
sampled resident (Resident #6) who experienced
a choking incident. Failure to properly assess
abnormal incidents does not allow for appropriate
follow-up of quality of care issues.

Findings include:

Berman and Snyder, "Kozier & Erb's
Fundamentals of Nursing: Concepts, Process,
and Practice,” 9th ed., Pearson Education, Inc.,
New Jersey, pages 262-263 states, "Long-Term
Care Documentation . . . Older adults in
long-term care facilities tend to have chronic
conditions and generally experience subtle small
changes in their condition. However, when
problems do occur . . . they are serious and
require prompt attention. This points out the
importance of keeping . . . charting in long-term
facilities current and up to date in the event that
the client needs to be transferred for more skilled
care and further treatment. . . ."

Review of Resident #6's medical record occurred
on all days of survey and identified diagnoses of
Alzheimer's disease and dysphagia. The quarterly
Minimum Data Set (MDS), dated 05/22/14,
identified severely impaired cognition, staff
supervision for eating, and a mechanically altered
diet. Review of the resident’s dietary progress
notes identified a regular diet, nectar thickened
liquids, and food cut into bite-sized pieces.

Review of a nursing progress note, dated
05/08/14, stated, ". . . Nectar thick liquids
encouraged. Had choking spell at supper last nite
[sic] [and] will monitor." Resident #6's medical

affected in this area. By changing our
systems and educating our staff, we will
ensure compliance in this area.

3. Education.will be provided in a written
format with a comprehensive test to reach
compliance in this area. All staff will be
expected to complete the required training
by 8-13-2014. The staff will be educated
from the procedure titled, “Choking” with
a focus on the need for staff to properly
assess abnormal coughing and/or choking
incidents so that appropriate follow up
documentation occurs to ensure quality of
care.

On 7-28-2014 the facility’s registered
dietician was educated on the need to
document the most current diet
information. Her progress notes are on
the care plan.

4. An audit will be completed by QA
coordinator or designee weekly times 4,
then monthly times 2, then quarterly times

committee. The audit will monitor if a
resident has an abnormal incident, if the
incident report was completed, if the care

staff performed follow up documentation.

3 and/or as deemed necessary by the QA

team completed the investigation, and that
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record lacked additional information regarding
this incident.
During an interview on 07/02/14 at 10:15 a.m., an
administrative nurse (#2) confirmed Resident #6's
record lacked information regarding the choking
incident on 05/08/14 and stated the nurse should
have assessed the resident and documented
detailed information about the incident.
SUCTION MACHINE F 281 Part Two:

Suction Machine
2. Based on observation, review of professional
reference, and staff interview, the facility failed to 1. No residents where affected in this
ensure a safe environment on 2 of 2 nursing units
(East and West Units) with suction machines.
Staff's lack of knowledge operating the suction
machines in case of an emergency situation
placed residents at risk for choking and

area.

2. All residents with a mechanically
altered diet have the potential to be

aspiration. affected in this area

Findings include: 3. The suction machines on the east and
. west units have all necessary parts and

Berman and Snyder, "Kozier & Erb's tubing in place and ready for use as of 7-

Fundamentals of Nursing: Concepts, Process, 31-2014. The suction machines will be

and Practice," 9th ed., Pearson Education, Inc., placed on a weekly inspection list to

New Jersey, pages 1406-1407, stated, ". . .
‘Suctioning . . . When clients have difficulty

| handling their secretions or an artificial airway is
in place, suctioning may be necessary to clear air

ensure they are in “ready to use” proper
working condition.

| passages . . ." Education will be provided in a written
format with a comprehensive test to reach
‘| Observation on 07/02/14 at 10:30 a.m. on the compliance in this area. All licensed staff
West nursing unit showed a staff nurse (#27) set will be expected to complete the required
up the emergency suction machine. The nurse training by 8-13-2014.
failed to connect the filter tubing to the suction .
machine and the machine would not provide The staff will be educated from the

| suction. The nurse reconnected all the tubes and
the machine still would not provide suction. After

FORM CMS-2567(02-89) Previous Versions Obsolete Event ID: SDGN11 Facility ID: ND170 ) If continuation sheet Page 17 of 69
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(X4) ID SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION (X5)
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F 281| Continued From page 17 F 281 a focus on the need for nurses to know
approximately 5 minutes nurse (#27) correctly set how to properly set up and work the
up the suction machine. suction machines, ensuring it has all
operating parts. Th ti hi il
Observation on 07/02/14 at 10:50 a.m. on the bz lac eg gz tIS1 ew e:lfluci:?sn ;\;(;I:ne will
East nursing unit showed a staff nurse (#28) set hp dul y nsp
up the emergency suction machine and the schedule.
machine did not have filter tube. The nurse left to .
retrieve tubing from a nearby storage area. The 4. An audit will be completed by QA
nurse returned with connecting tubing, attached coordinator or designee weekly times 4,
the tubing, and the machine failed to provide then monthly times 2, then quarterly times
suction. An administrative nurse (#6) attempted 3 and/or as deemed necessary by the QA
to help set up the suction machine. The nurse committee. The audit tool will monitor if
(#28) located the suction machine directions, the suction machines are set up correctly,
reviewed them, and stated she needed the tubing ready for use, and if staff can demonstrate
with the filter. Approximately 12 minutes had competency in the use of the suction
elapsed and the suction machine still did not machines 8/13/2014
work. At this point, the nurse (#28) stated in an ’
emergency she would go to the other unit and
retrieve a suction machine.
During an interview on the morning of 07/02/14,
an administrative nurse (#2) stated she expected
staff to know how to set up the suction machine
and nursing staff needed education on the use of
the suction machine. _
F 309 | 483.25 PROVIDE CARE/SERVICES FOR - F309| r309
§s=D | HIGHEST WELL BEING Part 1Behavior
Each resident must receive and the facility must See also F 329 and F 428
provide the necessary care and services to attain . .
or maintain the highest practicable physical, Resident #,] I was discharged toan
mental, and psychosocial well-being, in Alzheimer’s unit on 7-23-2014. The exit
accordance with the comprehensive assessment door that leads into the garage is in proper
and plan of care. working condition and double checked on
8-4-2014 by Dakota Security Systems.
. , . . Resident #3’s drug regimen has been
This REQUIREMENT is not met as evidenced reviewed by the primary care physician.
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by:
RESIDENT BEHAVIORS

1. Based on record review, review of facility policy
and procedure, and staff interview the facility
failed to provide the necessary care and services
to manage behavioral and psychological
symptoms for 3 of 4 sampled residents (Resident
#3, #11 and #12) with wandering behavior and
who received an antipsychotic medication.

Failure to thoroughly assess the residents’
behaviors, implement individualized interventions
and establish on-going monitoring of the
behaviors resulted in decreased physical, mental
and psychosocial well being and negatively
impacted the residents’ quality of life.

Findings include:

Review of the facility policy
"Psychopharmacological Medications and
Sedative/Hypnotics" occurred on 07/02/14. This
policy, dated June 2014, stated, "Purpose: To
evaluate behavior interventions and alternatives
before using psychopharmacological medications
and sedative/hypnotics. . . To eliminate
unnecessary psychopharmacological medications
and sedative/hypnotics. . ."

Review of the facility policy titled "Behavioral
Causes and Interventions” occurred on 07/02/14.
This policy, dated 2012, stated, "Purpose: to aid
in determining causes of behavior and
appropriate intervention . . . Causal factors of
behaviors: Be a detective! Try to determine
what's causing the behavior. Is the behavior
related to the resident's physical or emotional
health? . . . environment? . . . communication? . .
. declining ability to perform tasks? . . . caregivers
approach?..."

(X4) D SUMMARY STATEMENT OF DEFICIENCIES D 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)
F 309 | Continued From page 18 F 309/A psych follow up visit will be held on 8-

13-2014. Alzheimer’s medications where
discontinued on 7-21-2014. Pain
management was reviewed and pain
medication was increased on 7-24-2014.

Resident #12°s drug regimen has been
reviewed by the consulting pharmacist
and primary care physician. Psychiatrist
follow up visits occurs monthly and
resident will be seen next on 8-13-2014.
The car