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F 164 | 483.10(e), 483.75{l)(4) PRIVACY AND F 164
$§=D | CONFIDENTIALITY This plan of correction is the
The resident has the right to personal privacy and facility’s credible allepation of
" confidentiality of his or her personal and clinical compliance, Preparation and
records. execution of this plan of correction
Personal privacy includes accommedations does not constifute admission or
medichl treatment, written and telephone agreemet by the provider of truth of
commynlications; personal cdre, vistts, and the conclusions set forth in the
meetings of family and resldent groups, but this statement of deficiencies. The plan
does not require the facility to provide & private of cotrection is prepared because it i
raom for each resident, requited by the provision of federal
Except as provided In paragreph {e}(3) of this and state law,
section, the resident may approve or refuse the
release of personal and clinigal records to any F164
individual outslde the facliity. Director of Nursing and/ot designee 1142.0G
The resident's right fo refuse|release of personal will c.on_d et mservw;a fo;" 1o th
and clinlcal records does not apply when the COnCerming 90.111913’3‘5 y closing the
resident Is fransferred to anather health care window curtains when providing
Institulion; or recard release |s required by law. care to Resident #22,
The facility must keep confidentizl all information . : .
contained in the resident's rgcords, regardless of D¥rector ofl\{ursmg.,angfor designes
the fofm or storage methods|, except whan will con::luct inservice for staff 11209
releade is required by transfer to ancther concerning completely closing the
healthcare institution; law; third party payment window curtains when providing
contrgot; or the resident, carxe to all Residents.
i This REQUIREMENT is not mat as evidenced . .
by. Director of Nursing and/or designee 1.4 509
Based on medical record rayiew, abservation and will audit for privacy while 24
stafri terview, the facility failed to provide 'privac:y delivering care twice a week for
during personal care for 1 of @ sample residenhts thr X for thre
{#22)] The findings were: ee weeks, once 2 week for three
weeks and randomly thereafter.
Revigw of the guarterly Mininum Data Set (MDS)
ms@y_ Y DIREC OR PROVIDER/SUFPL ? REPRESENTATIVES SIGNATURE TITLE {X6) DATZ
. 7 .
R et /én_. /’LW //L‘f"{.’f;

Any d;fﬁency state ent ending with an asterlsk

{") denoctes a deflclency which the institution may be excused from correcting providing It is determined that

othesafeguards proyide suffictent protection to the patients. (See Instructions.) Except for nursing homes, the findings stated above are discloaabla 90 days

following the date of survey whether or not & plan
days following the d t?hese dacurents are ma

program partlcipatlo O C" i W w

of correciion is provided. For nursing homes, tha above findings and plans of correction are disclosable 14
te available to the facility. If deficlencies are cited, an approved plan of correction Is requisite to continued
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F 164 | Continued From page 1 F 164
assessment dated 8/17/08 showed resident #22 F164 cont’d:
was cognitively impaired, had difficulty : : : :
underEtanding, and was completely incontinent of Df{r ec;&:)r Ofg ursmgldml} Ermg Igsults /AE ’r-’"?
bowel|and bladder, Observation on 10/14/09 at ol audit to the weekly rist mecting
1:30 §M revealed certified nurse alde (CNA) #1 and to the quarterly Quality
transferred the resident from a wheelchalr fo & Assurance meeting. '
bed In order to change the resident's disposable
brief. Observation showed that while the CNA F281:
changed the resident's brief gnd parformed R .
perineal care, the curtain on fthe window next to 1. The Resident Assessment
the resldent's bed was open(6-8 inches. There Protocol (RAP) summary for J)oo-
was g clear view from the stieet and the facllity's nutritional status for Resident #28 2%
parking lot into the resident's room, Interview at will be reviewed and signed by the
that time with the CNA revegled she usually . P
closed the window curtains when she provided m?gmtered Digtitian (RD). '.I'!ae RD
peringal care for the resident. will complete a current nutritional
F 281/ 483.2D(k)(3)() COMPREHENSIVE CARE PLANS|  F281| assessment for Resident #28,
88=D '
: The services provided or anJanged by the faciity 2. The RD will “assign certain
must meet prafesslonsl standards of quality, tasks™ to the Dietary Manager “for Ve ?
the purpose of providing the RD with
This REQUIREMENT is nof met as evidenced needed information or
by: communicating with and educating
Basedl on medical record reyiew and staff patients” for Resident #28 and all
interview, the facility failed to ensurg nutrition other Residents
assegsmenis were campleted by a qualified :
professional for 1 of 9 sampia residents (#28) .
* who wera assessed as needing a nutrition Fhe RD will complete RAPs for P
assegsment. The findings were: nutritional status for Residents using : 10349
\ . “gssione
Aecording fo the 2008 Standards of Practica for thitangoansﬁg?n from the “assigned
Regigtered Dietitians in Nutrition Care, published ce
by thg American Dietetlc Association, Standard 1: .
Nutriffon Assessment, The raglstered dietitian The Dietary Manager will obtain the oLy,
{RD} uses accurate and relgvant data and schedule of required assessments and ?
information to identify nutition-related problems. : ‘an
Rationale: Nutrition Assessment Is the first of four ensure the needed information is
steps of the Nutrition Care Rrocass, Nutrition
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_F 281 | Continued From page 2 F 281
Assegsment Is a systematic process of obtaining, F281 Cont’d:
verifylng, and intergreting data in order to make given to the RD for the RD to
decisions about the nature and cause of .
nutritibn-related problems. 1Y is intiated by referal complete the nutritional assessments
anhd/of screening of individuals ...for nutrition risk and complete the nutritional care
factons, ..It provides the faurjdation for Nutrition process for the RAPs for all
Diagnosls, the second step of the Nulrition Care Residents in a timely manner.
Process. Further, tha 2008 Standards of Practice
specifically state: "The RD does not deiegate the . .
nutritlon care process, but may asslgn certain The Dietary Manager will report the /- OF09
tasks| for tha purposa of providing the RD with following of the schedule at the
needed information (2.9., sgreens, gathering of weekly Risk meeting and at the
data and ather information) pr communicating quarterly Quality Assurance meeting.
with and educating patients)"’
1. Raview of the 2/25/09 anpual Resident F282. .
Assessment Instrument (RAI) for resident #28 Al direct care staff will be il OF
revesled the Resident Asssssment Profocol inserviced by the Director of Nursing
(RAR) summary for nutritional status was not and/or designee to follow the plan of
signed by the registered digtitian (RD). Further s . .
medical racord review revealed no nutriticnal ;;re for incontinence for Resident
assekssment was completed by the RD during the 2,
assessment timeframe,
) All direct care staff will be
2. Diring an interview on 10/14/0€ at 2 PM, the inserviced by the Director of Nursing |//- /3 »
dietdry manager verified the RD did not complete : c)
RAPS for nutritional stetus for resldents. She and/or designee to follow the plan of
stated she was unaware nutritional assessments care for incontinence for all
wera to be completed by the RD. Residents.
F 282 | 483.20(k)3)(1l) COMPREHENSIVE CARE F 282
ss=D | PLANS The Director of Nursing and/or
The|services provided or afranged by the facilty des;_g Wil;l:d;:(?nduct_audlts of /3 'é?
must be provided by qualified persons in Residents wi incontinerice care
accgrdance with each resigent's written plan of plans three times per week for three
carn weeks and randomly thereafier for
three months.
Thi§ REQUIREMENT is npt met as evidenced
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F 282 | Continued From page 3 F 282
by: F282 cont’d:
Based on observation, staff [nterview, and The Director of Nursing and/or _
medidal record review, the facility failed to provide designee will bring results of the VER
care In accordance with the writtan care plan for 1 adits to the Klv Risk Meeti
of 0 sample residents (#22)) The findings were: a weekly RISk Meelng
and the quarterly Quality Assurance
Refel to F315 for details regarding the faciilty's Meeting,
failure fo follow the plan of care to promate
continence for resident #22, F314
Fsglg 483.25(c) PRESSURE SORES F 314 The Director of Nursing and/or
Based on the comprehensiye assessment of a designee will inservice licensed Y/ 5
resident, the facility must ersure that a resident nurses regarding documentation of
who enters the facility without pressure sores dressing changes and/or Resident
does|not develop pressure sores unless the refusal of care for Resident #26
individual's clinical condition demonstrates that )
they were unavoldable; andla resident having . . )
pressure sores recelves netessary treatment and Th‘-’_' le@"t?l' (‘)fNur?mg and/or
servipes to promoate healing, prevent infection and designee will inservice licensed /120G
prevent new sores from deyeloping. nurses regarding the documentation
of dressing changes and/or Resident
This|REQUIREMENT is not met as evidenced refusal of care for all Residents with
by: ordered dressing changes.
Based on obsetvation, megical record review,
and }taff and resident interview, the facility failed The Director of Nursing and/or
o ensure wound care was tompleted as ordered designee will audit treatment sheets 473 0’7‘
for 1 of 1 sample resident (#26) who had d charts for d i T
pressure ulcers, The findings were: and charts for documentation o
either treatment being completed .
Medjcal record review for resident #26 revealed a and/or refusal of care for all
physician reconclliation erder dated 8/4/09 for Residents two times per week for
daily dressing change to al| decublti. A weekly
wouhd rounds tracking shelet dated 10/8/09 one l?t%nth agd randomly once a
revealed the resident had fhree decubiti on that week therealler.
datd. Observation on 10/14/09 at 2:15 PM
conflrmed the resident had a Stage /Il decubiti an
the fight scapula, a Stage [V decublti on the right
hip, jand a Stage 1] decubii on the cacoyx. The | , .
I i |
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o4y 1D SUMMARY STATEMENT OF|DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION ey
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F 314 | Continued From pags 4 i F 314 , ,
following concems were noteld: F314 cont d: ‘ :
a. Review of the residentis September and The Direetor of Nursing and/or
October 2009 frestment sheats revealed 3 designee will bring the results of VOrr s
physidjan's order for dally drdgssing changes, The audits to the Risk meeting and the
September freatment sheet ravealed no ' . :
documentation that the dressing changes were quarterly Quality Assurance meeting,
done gn 8/16/09, 3/25/08, and 8/27/09. Further
record) review ravealed no nyrses' nates on thase F315
dates that explained why the|dressing changes l All direct care staff will be ey
) b : ) . | Mo
Shee! biso revested o oo peaiment insetviced by tho Dircotor of Nursing
dressipg changes were donejon 10/2/69, 10/3/09, f and/or designee to follow the plan of
and 10/10/09. Again, there were na nurses' notes | care for incontinence for Resident
explaining why the dressing ¢hanges were not #22.
done ¢n those dates.
b.[Interview on 10/14/08|at 4:15 PM with P >
L staff will be
licensgd practical nurse (LPN) #1 revealad the .An d].r ecégar?h Director of Nursi
days there was not any docufnentation on the nserviced by the Ui 08 ) 09
treatment sheets meant the risident refused the and/or designee to follow the plan of
dressipg changes, However, jhe stated ths nurses | care for incontinence for ail
should have documented inthe nurses' notesIf Residents.
the resident refused. Interview on 10/14/00 at ‘
3:40 PM with the director of fursing (DON) : \ .
confirmed the nurses should document refusals The Director of Nursing and/or
In the nurses’ notes or ofher feasons why designee will conduct audits of
dressing changes were not dpne, Residents with incontinence care ~ [//-/3:0F
c. Review of the admlesion Minimum Data : . k for three
plans three times per wee
Set (MDS8) assessment dated 7/24/08 revesled :
the regident had minimal cegpitive impairment weeks and randomly thereafter for
with ng mermory deficit. interylew on 10/14/09 at three months,
4:20 PM with the resident revesled dressing
i changes to the decubiti sites fcould be done while The Director of Nursing and/or
the regident was standing or while s/he was lying designee will bring results of the ~ |//*/3 05
in bad| The resident stated s/ha had never . . -
refusefl a dressing change, audits to the weokly R;.l5k Meeting
F 315{ 483.25(d) URINARY INCONTINENCE F315 and the quarterly Quality Assurance
55=D Meeting.
Based|on the resident's comprehensive

assesgment, the facility must

ensure that a
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resident who enters the facillt
indwelling catheter is not cath
resident's clinlcal condition d

who is jhcontinent of bladder
treatment and servicea to pre
Infactigns and to restore as m
- function as possible.

This REQUIREMENT s not f

and observation, the facility fg
to promote continence for 1 o

findings were:

Review of the quarierly Minim

was coghitively impaired, had
understanding, and was comp
bowe! and bladder, Review of]
urihary and bowel lncontinenJ
reviewed on 8/26/09 revealed
be chegked and changed app
two hours and prn (as needed

of the resident on 10/14/08 frd
1:30 PM revealed the rasldent
for incontinence, Observation
‘vare at[1:30 PM revealed the
incontifence brief was scaked
Interview with certified nurse 4
that fime revealed she though
be chegked three to four imed
shift). The CNA stated this us|
breakfast and befora lunch,

assessment dated B/17/00 showed resident #22

However, continuous observation for four hours

Y withoust an
eferized untess the
monstrates that

cathetgrization was necessary. and a resident

ecelves appropriate
vant urlnary tract

tch normal bladder |

'
i

net as evidencad

ew, staff interview,
led fo provide care
4 sample residents
bladder, The

um Data Sat (MDS)

difficulty

letely incontinent of
the resideni's
& care plan last

the resident was to
roximately every

) for incontinence,

m 9:30 AM until
was not checked
of incentinence
resldent's

with urine.

Ide (CNAY #1 at
the resident was to
a shift {alght hour
laky included after
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