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A résidéfitwho Is undble to sarty out activitles of Fi12
daily living recgivés the necessary sérvices lo Residents who ate unable
maintdin gotd nutfition, grosming, and persunal to carry out activities of e
.and oral hygiéne. daily Hving will receive H0/06
the necessary services to
L o rhaifitaiti good putrition,
THis RECIVIREMENT is not ivet as evideticad grooming, and personal M
by: and ofal hygietie, :
 Badsd on obséfvation, stalf interview, medical W & Mﬂw\mﬂj )
racord téeview, ahd revigw of policias and
prodeduras, the facility failed to ensure staff Residesit # 66;will recaive
provided tig Aecessary care 1o taintain good proper perineal cdte as
pérsonal hygiene for ofig (#66) of eight sample veeded
residents who ware Incontinent of urine. The
1 findings were: C.N.A staff were jn- " LME"D*LQ b{p
Revigw of the 4/25/05 adrission Minfmum Data sefviced on 12/7/03
5S¢t (MDS) agsessifient for residant #66 revesled regal_‘ding periical care.
! he/fstie wa§ irgéitinent of urine (alf or alfriost &l Yearly skill lists will be
of ttie file) and raquired Extansive staff dofie. e tatis
assistahce with parsonal hygiene, Observation on o O Nﬁ A?:Gm lot
11/8/06 at 10 AM révealed thes regident was r__,__.%P__ N TR R | guuf
iegntingnt of urlive, ‘Observatich further revealed skills listpHorto ng " WP LH Al
serfifiéd riurse aide (CNA) #1 ptovided petineal offotientation. QA
care for the résident. Obséféﬁiﬁh of the perineal cornmitice will receive a
card providad revegled the CNA used the same lanet e
aren of this wash cloth two tirnes, folded the wash ;:Por:i at 12;3‘ ‘}(‘fﬁmrﬁy )
clotti 1o & cledn area, and tisn used the same egarding the skills chec
arsy of the wash ¢loth four times fo cleanse the lists. The SDC will assure
petinéuim, Interview with thes CNA or 11/8/05 &t that skills check lists are
10:10 AV Févedled sath arg4 of the wash doth completed vearly and wi T
should anly be usEd brice, Review the facilty's s %v. 13' l?“d with G-
policy o perieal Care gatad 1/1/01 revesled era
sk Eisal section of washiisth for each stroke,” | responsibility is the DON i
T ol s it L
F 318 | 483.95(8)(2) RANGE OF MOTION F 18] 08 inbidhid,
TABORATGRY DIREETOR'S OR PROVIOER/SUPPLIER REPRESENTATIVE'S SIGNATURE e EEROY T
O\, KA/ s — . — [{diom 4:’71‘»; T /Q-*P <3

Ty
Any deflclancy statement ehding with an gsterigk () déndtds 3 deficlancy which the in&tituion may be expused from correcting provndlng Itie de1errn ned that
other saféguards provide sufficient protgstion 1o the patients, [5&% ingtructions.) Except for nursing homes, the findings staldd above are disglosgble 80 days
followlng the date of survéy whethar or not a plan of ¢errection Is pfovidéd. Fer nursing homes, the above hndung!- And plans of corredtidn ara digclosible 14
days fellowifly the daté Wese docurights are Made gvaliabie o the facllity, If deficlenciss are clted, an approvad plan of carréstlon s requisits ta continuisy
fragrar paricipation,
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53=E

-ARpropriate treatment and services to Increase

were 8t risk for developing cotitractures. The

| restorative servicés did fiot gét dohe because the

Based on the compifehatisive ussessment of a
Tesigent, the facity tust ensure that a resident
with a lithifed rahga of molich receives

fange of ftotion and/srta pravent furthisr
degredse in ratige of thetish,

This REGUIRBMENT 19 not met a8 evidenced
by

Babad o édicsl record revigw, and staff
inteiview, the fagility failed to provide rastorative
rahige of friotion sébvices &8 planned for slght of
nifie samplé résidents (¥3, #5, #8, #34, 62, 461,
#66, #68) who had limited range of moticn or

finditigs were:

1, DUkNg. & ifErIEw on 11/8/06 at 2:05 PM, the
TEStOratve nurse dnd rstorgtive nurse aides
(RNAS) #1 aind #2 stated the résterative
desurhigiitation was accurate. Al three statad

restordfive afdas wars fraquantly pulled froth their
dutias fo work & the flaor 45 & carfified nurse
dide- (CNA). All thrae statad the RNAs were pullad
Tror thelr gufies dbsuit five days par week, and
fhey $pent dbbut Tour of thsit twalve Hour work
A8y WOrKIng ths fibor as & CNA, RNA #1 and #2
statgd they hiadHto-pricritize their caseload, and it
wés "hot falr” to the otfer Fesidarnits,

2. Review of the 9/19/05 quarterly Minlrum Data
SEt (MDS) Ss8e¢8ient shawed regident #8 had
range of miotion Iimitatisns to OHe arin, Both legs,
and one fobt. Reviéw of the care plan (updated
10/3/05) showed the restorative ruise &ide was

F318
The facility will ensute

| that residents with a

litnited range of rmotion
receives appropriate
tredtroent and §eivices to
increase range of motion
and/ox to prevent further
decrease ifi range of
ihotiof.

Residents # 3, §, &,
34,52,61,66,68 will receive
restorative raige of motion
as ordeted by the
physician. All residents
with, physiciarr orders for
ROM will recelve it as
prescribed..
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supposed o 46 siretchifg dnd passive ratige of
Mbtian (FROM) 1o the:lowsr extremities on

Saturday, Tuesday, and Thursday, A physician's
OFASE tated T0/3/05 Shicwed the regident was to

teteive rastordtive servicas three tithes per wagk,

However, raviéw of the réstorative Yosumentation

‘from October 1, 2006 through November &, 2008

-showed the régident did not recsive services at

| letist three times per WL‘-':EK duting four of the five

weeks,

| 3. Review of the $/28708 quarterly MDS

H5%e8smatit showed rédlient #5 hed range of

imotiaity limitzitions to one lag. Review of the

QITIVG care plan Showed the restorative hurse
aide whig suphosed fo do PROM/Stratehing Lo the
[gwet extrafities five tifigs per waek. A

physician's order dated 8/29/05 showéd the

resident way to reteive restoralive services five
times per week, Howdver, reviéw of the
rastorativi dcﬁurﬁéﬁtﬁhén frort Octaber 1, 2005
through Navember 4, 2005 showed the resident
did rot recdive sarvicey 4t [aast five tithes per
week during four of the five weeks.

4. Revlsw of the 10/14/0% physical therdpy
dischaige summary dated 10/14/05 showed
regidant #3 was going to continue with lower

axtremity- stréngthisnifig through resterative

hursing; five times per week, Howevet, réview of
fiig thedical idcord ravéalsd #io evidencs the
resident recelvad restorstive sarvices. Duriig an
intatview on 11/9/05 &t 1:25 P, the physleal
thétapist statet the résident was at sk for
CORtFEENrES Becduse he/she was fraquently in
the whegGhair, The physical thersplst tated he
should. hiave done a referral to restorative, but dig
tof, On 11/9/05 at 2:06 PM, the restorative nurse
conﬂrméd the resider\t did not 'recefve rostorative

all

Residents will be screened
for necessary range of
mation. The restotétive
Nurse will 2valuats the
caseload and réport to the
DON. If the restotative

- C.N.A are pulled to the
floor, the C.N.A’s will:
provide the ordered
restorative care for that
time petiod,

- The DON -and physical
therapist will meet
weekly to discuss 4ty
refereals being ade to
restorative to prevent
any missed refertals.

An audit of residents with
~ orders for ROM will be

. completed monthly, A
report will be given to the
QA committee mionthly
for 3 mofiths and then
quarterly to assiure
cotipliance,
responsible for overall
compliance.
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5. Review of s November 2005 piysician's

orddrs for risstdent #61 revéaled he/she had

diagrioses icludifig difficulty walking. Further

. Yéview révealed an order dated 8/29/05 for

| restoratve hassive range of motion to both lower
 extremities and stratehing thres times par weéek

! witt g Yoaito malfitdin strefigth and flexibllity.
Howaver, revigw of the restorative détuinentation

F o September 1, 2005 through November 4,

2005 showad the fesitient aid not receive
restorative sérvices three times per waak during

‘Tour of tha hine weeks.

6. Révigw of the #/25/05 admission, 7/25/08
quarterly, dtd 10/24/05 quarterly MO
assdssments for regldent ¥66 revealed helshe
h&d partidil logs of theé g and hand on ore side.
‘Observition on 11/8/08 at 9:45 AM revealed
cohtracturés 1t both Hahds, Review of physitian's
otdérs revedied an order dited 8/29/05 for
Yestoratlive paksive rarnige of rotion o the upper
-ahd lower extremiliss and stretehing to tha lower
extrernities throe tifmes ber week, Howéver,
Fevidw of {Ne restorative documentation from
‘Septamber 1, 2005 THraugh Novernber 4, 2006
showet the tesidérit did not récaive réstorative
SEIVicEs Thrise titfiog per wedk during five of the
nineg weeks.

7. Review of thie 8713705 aniudl gHd the 9/12/05 :
quairterly MD'S assasgments for resident #68 ;
reveidled helshe tad pattial (683 of functisn of the i
B, hEhd aifd foct on both sides and fulllogs of
Hfungting in Both 1agé, Reéview of the physielan's
ordir datéd 8/25/05 revedlsd an order for

+ restorative pgssive rangé of motion to the upper
and 1ower Bxtramitios soven tiss per Wik,
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Howaver, Téviéw of the réstorative dosurentation
friom Septetvibér 1, 2008 through Noveritier 4,
2005 showed thie residefit did nat receive
testorative services gaven timas per week during
two of the nihg weaeks.

8. Review of resident #52's medical récord
FEVEslEd a physidians order dated 8/29/06 for a
resforative program three timés per week for
lower extremity stretching. Review of the Octabet
2005 nursfhyg reheblrestorative documentation
revealEd servitss weie ohly provided twice per |
week durifig two of the four wedks, There was no
dacurrientad redsons why the strefeling was not
dohe & oidetéd forthese wieks.

9. Revigw of résldent #34's madival record
revealed & physicidng brder datad 8/29/06 for a
-contracture prevéntion program inciuding passive
rarige of miotion to lowar extremiities and
stratching féur times per week. Raview of the
Qetober and Novémber 2005 nursing
rehablresterative docuimentation revesled
gevicas were 1ol provided four tines per week
during any weak it Octolsar, or tha first weéek in
Navembar, Theérg was no ddcumented reasons
why the stretching was not dove as orderad for
these weéks,

F 353 483,30(a) NURSING $ERVICES - SUFFICIENT F 353
SS4E STAFF

| Thie facility must have sufficlent rursing $taff to
provide nursinig and reléted services 1o attaln or
malntalin the highest practicable physics!, mental,
and péychiosocial well-belng of each residant, s
deterifiingd by resident asseséments and
individsal plans of caie.
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nursd to Ferve ds @ charge nurse on each tour of

duty.

This. REQUIREMENT is rot met s evidencsd
By

Based oh gbservation, medical record review,
gonfidential interviews with regidants and famihes
ahd Staff itrvisw, the taclity falled to provide
sufficlent staff to provids Umely care and services
for sighit (§3, #6, #8, #34, #52, #61, #66, #68) of

"I nifrie residents who réguired restorative sarvicss,

The fifdings were:

1, Réviéw of thie S/19/06 quartsrly Minimum Data
S&t (MDS) asgsssmant showed rasidsnt #8 had

1 fange of motioh limitations to ofe arm, both legs,
- ard one foot. Review of the caré plan (updated
- 10/3/05) shiowsd the restorative nurse glde was

supposed to do stretehing and passive range of

| motion (PROM) to the lwer extrémitles on

Saturdzy, Tuesday, and Thursday, A physician's

gridar dated 10/3/05 showed tha resident was to

récelve restorative services three times per week,
However, review of the restorative documentation
from October 1, 2005 through Novembier 4, 2006
shawed the tesident did not receive SEIVIcEs at

resident, as detérmined by
resident assessthents and
individual plans of care.

Refer to response for
F318.

In the event that there is a
need fore additional staff
on. the floor, the facility
will utilize other available
C.N.A's to assure all
residénts recetve
restorative services
required. In the event that
restorative does have to be
pulled to the flook, all
CN.A’s will provide the
restorative respotigibilities
for that day.
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ThaTacility st provide servicas by sufficlint
RufiibErs of agch of the followinyg typ-c.;s of ‘ F 353
persoiinel oh ¥ 24-Hour Basis 1 provide nursing U
cate 16 all résidenits In accardance with resident The facility will hdve
- CArE-plans: sufficient nursing staff to
providé nursing and
Except when weivéd under paragraph (c) of this related services to attaln, or
gection, icensed nurses dnd sther nursing maintain the highest
pEtsonnsl. ‘ . ot
practicable physicat, N
Exéept when waived uhder paragraph (¢) of this méntal and psychosoeial 1/10/06}
sedlion, the faellity must designate a licensed well-beifig of each
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2. Réview of the 8/26/05 quarterly MDS
agsussiient showed resident #5 had rangs of
Fribtion limitations to ohe &g, Review of the
§127(05 ¢iira BlAN showed the restorative nurse

aide was supposéd to do PROM/stretching to the
lower extramities five timal per week, A
Physicidh's order dated 8/29/05 showed the

rasident was to recelve réstorative gervices five
tirfigs par week, However, review of the

‘redtorative-dotumertativt from October 1, 2005

through Novehber 4, 2008 stiowéd the resident

did hiot recelve sefvicey at [east five times per

wigk during four of this five wagks.

3. Review of the 10114/05 physicdl therapy
Hischatge suinrfary déted 10/14/06 shiowad

Tésident #3 was going to continue with lower

extrernity $ttarigthening through restorative
nursiiig; five times per week. However, raview of

1He rriedical recory tavesled no evidénée the
regident feceived reslorstive services, During an
Interview on 11/9708 &t 1:25 PM, thé physical

therapist $tated the resident was 2t risk for
coftractures becduse he/she was frequently in
the wheglehalr, The physical therapist stated he
sfiduld have dorie & reforral fo restorative, but did
ot On 11/9/05 at 2,05 PM, the rastorative nurse
confifred tha resident did not receive restorative
garvices,

#, Ruview of the Novetnber 2005 physician's

ordirs for residant #61 revealed he/she had

diagrivses including difficulty walking, Further
reviewTavealed an order dated 8/29/05 for

tedtorative passive rarige of micflon to both lower
extrer‘mlles &rid sti'efchlng hirbe hmes per week l

reviewed weekly to
anticipate the possibility
of additional staffing
needs,

An audit of residexits with
orders for ROM will be
compléted monthly. A
report will be giver to the
QA committee riohthly
for 3 months and then
quarter)y to assure
compliance. DON is
responsible for overall

* compliance.
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ledist {hré‘e titnis per wagk during four of the five

weeks. Staffing patterns will be

r-'oRM CM3 zsb‘r[oz 99) Pl‘eyldus Varsior{s Obsomu-

Evam |Pr CGE0U
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with a goal 1o midiftain dtrength and flexibliity.
Howiver, revisw of the réstorative documentation
fror Septermber 1, 2005 through Novembear 4,
2005 showed the resident did not recaivae
restorgtive setvices thige tmes per week during
four of the nirg weaeks.

5, Revidw ot the a/28/05 admisslon, 7125105
quarterly, ahd 10724705 quelrterly MBS
agsessiants for regident #66 revealsd hg/she
had paftial logs ¢f thie arm and tiand on one side.
Obsetvatioiron 11/8/05 4t ©:45 AM revealed
sontractures in both hiands. Réeview of physician's
orders révesled an orogr dated 8/29/06 for
restorative pagsive range of motion 1o the upper
Hnd lowear extréfiiitie’s and stratching to the lower
extrémities thres tirmes per week, Howaver,
review of the réstorative documentation from
Seplerriber 1, 2005 through Novermber 4, 2005
showd the reslifant did not réceive Festorative
sérvices thtae timas per weak during five of the
ning weéks.

6. Réviéw of the 6/13/05 annual and the 8/12/05
quarterly MDS assessments for resident #68
revedled hefshe had paftial loss of function of the
iy, héind and a6t on both sides dnd full loss of
functloh In beth legs, Review of the physician's
order dated B25/06 ravealed 4n otder for
restorative passive range of moticn to the upper
and lower extramities sbvin tirmes per week.
However, review of the réstéirative docurvientation
froh S&ptember 1, 2006 through November 4,
2005 showed the résldant did not receive
Testordtive sérvicds saven times pér week during
two of thi nifle weeks,

7. Revigw of resident #52's medical record
revealéd & physlolahs ordér dated 8/29/06 fora
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Honé as ordered for these weeks.

-contraciure prevention program including passive

" glde (CNA), All threa stated the RNAS were pulled

Continued From page 8

restarative prograr three times pér week for
lgiwer extrerhity strafchitfig: Review of the Ottober
2005 nursing rahab/restorative documentation
revealid sdtvices were only provided twice per
week duririg two of the four wedks, There was no
Hosumented rédsons why the stretehing was nét

8. ReViéw of resident #34's medicél record
fevedisd a physicians order dated 8/29/05 for 4

range of rotioh to lower extrernities and
stretehitg four tifes per wiek. Review of the
Cétobisr aind Noveitiber 2005 wursing
relab/rastobative documentation revesled
SEIviCES wete not provided four tiffies perweek
duiifig any week in Octobar, or the first weak in
Naveriber, Thera was no docurierited reasons
why thie strétching was fot dotie & ordered for
these weeks,

8. Dufifig an intarview on 11/0/05 at 2:05 PM, the
restprative nuise ghd restdrative nurse aides
(RNAS) #1 and $2 stated the restorative
datuiitentatién was accurate. All three stated
iestorative services did not get done because the
restorative aides were frequently pulled from their
duflés to work on tha floor as a cartifled nurse

frofm thelr dutiés apou five days per week, and
they sperit sbout four of their twelve hour work
day working the floor as a CNA, RNA #1 and 42
stated they had o prloftize their caselodd, and it
was "riot fair to the otfer rEsidents.

10. Obsérvation oi 11/8/05 from 8:30 AM through
11:30 AM revdaled CNA #1 was providing care to
residernits oh the fisst, Interview wltt the CNA on
11/8/06 at 10:20 AM réviedled she was a

F 383
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THe Fasifent must be seen by & physiolan at least
onteévery 30 days for the first 90 days after
gdimigsion, and 3t least once every 60 déys
* thereafter.

A Bhiysician visit [s considered tirmely If it occuts
nof fater than 10 days aftér ihe date the visit was
raquired.

This REQUIREMENT s hot met as svidéhced
by :

‘Based o Kisdical record raview and staff
intérvléwl the Tacllity falled fo ensure that 2 (#40,
#66) of 17 sartiple residets were seen by &
physiciar &% requited. The findings were;

Fa
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rastarative &ide whid wag pulled to work the flosr, 187
11, DulAg & cotifiderftial interview on 11/6/06 at The resident wiil be seen
a 30 PM,fi Wﬁ résfi;ients ;&alted the ff?gilitst( dli? nc;lt by a physician at lexst
-have enough steff, |n addition, confideritial family AR A
[intérview on 11/G/05 at 6:40 PM revealed the oo eery 30 days for the
tohcern fHat If the Tamily had not hirad privéte irst 90 days after
aldéds, thelr lovéd 'ohé would hot gt the cére admission, and at Jeast -
he/shié hedded. The family memmber vigits daily ofice every 60 déys ‘
and stated, "it seams liké tey don't have enough thereafter, 1/10/06
peopleto da ftall’ ‘ Resident #40 has expired. | '
12, Intatview with the 4ssistant director of nursing Resident # 66 was seen at
on 1 1/10/05 at 9:05 AM confirfied staffing was IMH on November 22.
- chgllghged shd réstratu!rﬁf CNﬂAs m;e“re 4 of All residents who nieed to
Sarietimas pullgd fo wofk the fldor instead o ) i roner MY o
see thejr prirhary MD at
&rf orative dutigs, _
pattortiiniy Hielr restorative dutise the clini¢ will have MD
£ 387 | 485 40(c)(1)-(2) FREQUENCY OF PHYSICIAN F agy| Visits atranged by
$8=D | VISITS. tratisportation upon

admission, For thoss
residerits whose their
primaty MD at the
facility, the transpoftation
C.NLA will notify the MD
at the beginning of the
month that their visit is
due,
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1, Revigw of the medlcal record revealed resident e
40 wai udriiitfed to the aciity on 3/10/08, and ApAudit willbe
was 45t 85n by a physiciai on 7/27/05, There coripleted to assure that
WS no eﬂié{iﬂéﬁ;&é o‘i; aiinydphy-siclan visits o all residetits are yeen by
A5SiStart dirgetor of nursing (ADON) on 11/2/06 doon rﬁi ; toyrzaﬁlaﬁ g
-at’2:26 PM corfirmiéd the resident was nol seen : g. A
by & physitian since 7/27/05, The report will be shared
S , with the QA cothmittee
| 2. Accordifg to the code of federal reguiations monthly for 3 months ahd
(CFR)483,40(¢) & restdent rmust ba sgen by a “then quarterly
‘plysician at least biice evéry 30 days for the first DON will b esnonsible
~90) days aftgr aufiigsion, Review of the admission | ¢ responsible
faice shaat for resident #66 ravealed he/she was 1 assure compliahce is
adinittéd to tie facility on #/14/05, Review of the met,
entira-trigdical Pecord revealed thers was no
Physician visit durifig the manth of May 2608, £502
Intérvigw with the ADON on 11/8/05 at 3:30 PM . o
confiriied thete was no physician visit during The facility will provide
May, ttie sscond monith of the resfdent's ot obtain labotatory
‘gdmission to the facllity. servioes to meet the needs
y \ e N | of its residexsts, The
Thie 145111y triust provide of obtain taboratory the quality and timeliness
| sérvices to fhiget the nesds of its residents. The | of the setvices,
facility s responsiblé for the quality and timeliness . The residents will have
of the skivices. : titnely laboratory test as
: otdered by MD.
This REQUIREMENT is riot met as evideneed Upon notification that res
by: # 66 did not have a
 Based on staff intervisw, and medical record magnesium level drawn
rév.i;éyg, thi facllity failed to énsure Iaborat;né tests. timely, a currefit
waita oitipleted as ordered for two (#23, #66) of magnssium level was
17 sanply regidents, The firdings wers: drawn anid Tesults are in
1, Review of th 12/18/04, 472105, and 7/20/05 the chart. .
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|ADOTELLY repvrts for t&8ideit #66 ravealed
He/she hiad an glevated magnesiuit level, Review
of the Noverbér 2008 phiysician's orders
revgaled-an order for & fhaghesium leve| every
: threa moiis In (January, April, July, and
October). Raview of the all the |laboratory reports
revedled no fhaghesium level was drawn in
Qctober 2006 as ordered, Interview with the
assistant dirgctor of nursing (ADON) on 11/0/05
I"8t 3;30 PM confirfiied the magnesivm test was
rigt dofg, :

2. Revidw 6f hursing noted dated 10/20/05
Feveald residant #23 had dh abnormal CBC
(completé bIsod count). Réview of physician
orders showed ofy 10/24/08 the-physiciah ordéréd |
6 "CBC in two wégks" (two waeks would be
11/7105). Review of the miedical racord on 11/9/05
revéaled hio CBC sihce 10/20/05. During
Inteiviews on 1179705 at 10:25 AM and 1:50 PM,
the ADON stated the CBC was not doneg, The
ADON stated fhé CBC was probably missed
because the order was not cariled over from the
Ostober madication administration récord (MAR)
to the Novétnber MAR.

| responsible to double chieck

| cattied over to the tiew MARS
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Upon notification that resideit #
23 did ot have a CBC drawn
timely, a current CBC was drawn
dnd results ar¢ in the chart, Etror
occurred when carrying orders
from past month to current
month. Nurse managers will be

MARs by the 10" of each. month
to assure that all lab otders are

The facility has implemented a
lab tracking form. The lab
tracking form: will be audited
weekly by Medical records to
assure all 1abs have been drawn
and results back to the facility in
a timely manner. Medical
records will also audit chaits
thtoughout the morth and report
to the DON any ptoblems
jdentified, A repoft to the QA
meeting will be done for 3
months and then thofithly.

All cliatts have béeti audited Yo
assure that all labs that were
orderéd have been comnpleted and
results ave in the chart.

1
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