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F 000 ] INITIAL COMMENTS Fooo
The-following-eomman-abbreviations-ere-tgad
throughoul thls doctment;
- e -ouiie gentirmater
F 2411 483.16(=) DIGNITY AND RESPECT QF F 241
58=0 | INDIVIDUALITY Prepayation and/or exeeotiorn of the
vespanse and plan of correction donot
The facility énfum promlote 03“‘-{ fﬂp" ; GSECII@?tIS ina consiitute admission of agreement by the
mannet apd n an envirenment that malntalng or .
: enhances each resident's dignlty and respect In provlder of the trulh of the facts alloged
Hull recogaltion of s or her indiviiuality. or conclnsions set forth in the staltemeni
i of deficiencies, The plan of corvection is
' . _ propared and/or executed solely betause
¢ This REQUIREMENT [s not met as evidenced the provisions of federal and state [aw
' Raged on observation, medical record review, roguire it
~and staff intarview, the facillty falled to ansure
1 dignity was malntained during 1 of 1 observetion
- of resident care §#2), The findings were:
; F-241
i Review of the medical recerd showed resitent #2
! was.admittied to the facllity on 7/31/13 with Correetiva Action
; dlegnoses which included Parkinson's dlsesss,
! Review of the resident's pllan of care showed sfhe Resident #2 was assisted to bed at 8:20 pr,
 headed staff assistance with activities of daily 7131413 by nursi i
E iving, and was = safely risk due to sonfuslon, o y nursing staft,
, During an observation on B/12413 &t 7116 PM, the
j1esldent asked GNA#1 to put himvher into bed,
* Thé resident was i a reclingr with wheels in
i histher room, and was reclined, At 8:15 PM, the
1 residant asked the strveyor-io place hirfher In
i bat, Observation a that time showad the resident
i hath & shralted Faclal exprasslon, The surveyor
then asked CNA#1 to asalsl the resldent to had.
i The akle returned at 8:20 PM (4 hour and &
i minutes) with CNAS #2 and #3 ahd placed the
' rasident In bed using a mechanlcal It Durling an
‘  Inlerview immediately after the (ransfer, the aides
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A BUMMARY STATEMENT O DEFICIENQIES N ¢ PROVIDER'S PLAN QF GORREGTION e
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Hentifleation of Others

FOO0TIRTIAL CORMENTS Fon
S - ' i 7 T The Director of Nursing, Assistant Director
of Mursing, Staff Development Coordinator,

Tha following common abbraviations are used .
; and/or Dosignee will conduet random

throughout this document:

| €0 -tuble centimeter i obsorvations of stafl {o determine whether
F 2411483,15(g) DIGNITY AND RESPECT OF F 2411 residents are provide! services per their i
88=0 | INDIVIDUALITY request and In a timoly manner, '

The facllity must promcte care for residants in a |
mahner and In an ervironment that malrtalng or . , o
anhances each resident’s dighity and respact in The Social Services Assistant/Designes will -
i fulkrecognition of his or her indlvidualily, conduet random resident interviews to

i ' confirm restdents are treatod with dignity

i This REQUIREMENT 15 not mel as avidenced ;?:er‘s'mt relatod to noeds belng met
by: ¥

i y'

. Based on cheervalion, medical record review,

Y and staff intarview, the faclity falled to ensure

+ dgndly was maintalned durlhg 1 of 1 obeatvation
- of resident care (2}, The findings wers:

i Reviaw of lhe medical record showed resident #2

IE was admiilled lo the facility on 7/31/13 with

i diagnosas which included Parkinson's disease,

i Review of the resldant'a plan of care showed sfhe

» heedad staff asslslance with aciivitles of daily {

i living, end was & safely risk due to eonfusion. !

| Buring an obsarvation on 8712413 at 745 PM, the

i realdent ashed CNA#T to put him/her into bed,

{ The resldent was In a raclinar with wheels in

i hister room, and was recined, ALS:T5 PM, the

' rgsidant askod the surveyor to place him/her in

] bed, Observation at that fime showed the resident
had & siralned facial expression. The surveyor

| (heh asked CNA T to assist the rasldent to bed.

| The tde retumed at 5:20 PM (1 hour and 5

i minutes) with CNAs #2 and #3 and placed the

| rosident in bed using a mechanloal Ifl, During an

s intarviaw Immedlately after the transfor, the aldas |

I,ABQRM'OR\‘" DIREGTOR'S OR PROVIDERMSUPPLIER REPRESENTATIVE'S SIGNATURE TTLE (X6} DATE '

Any daficlency staloment ending with an dsterlsk {*) dansles a deficlency whlch the Institullon may bo sxcused from correeking providbng il Is detamiined lhal
othar eafepuards provile sufficlent profectlon lo the pallents. (See hstructions.) Excupt for nweling homes, the findings statad above are disclosabla 90 days
follawing Lhe date of suivay whathsr or not 4 plan of correction ls providad. For nurslng homes, the above fndings and plans of gorrosti are disolosable 14
days following the dwie thees decwmenls aio made avallabla lo (he tolly, (T defidancles ara clied, an epproved pan of corecilon s tegulelts to continuad
pograrm participation,
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DEFICIENGY)
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000 INFHAE COMMENTS

The foliowing common abbreviations are used
ikroughout (hls document;
oG -cuble cantimeter

£5=0 { INDIVIDUALITY

The facility must promote cara for residents in a
- mannser ard In an environment that mainlains or
snhances edch resident's dignity and respect in

+ull recogriftion of his or her Indlividuallly,

i This REQUIREMENT is not mel as evidenced

by

© Besed on chsstvation, madical record review,

~and slaff interview, the facilify failed lo enaure
dignlty was maintained during * of 1 observalion

. of tesldent care (#2), The findings wera:

i Review of the medical record showed residant #2
! was admiftied to he facklty on 7/3113 wilh

i tHagnoses which included Parkinson's disease.

i Review of the rasident’s plan of vare showed sihe
» needed staff assisiance with activities of dally

i Iiving, and was & safely risk due 1o confusion,

, Piring an observation an 8/12/13 af 7:15 PM, the
s resident asked CNA#1 to put him/er info bed,

- The resident was i a racliner with wheels in

i hisfher room, and was reclined. AL 8;16 PM, the
 Tesident asked the surveyor to place himfher in

| bed. Obssrvation al that (ima showed 1he resident
 had & gtrained faglal exprassion. The suveyor

I then asked CNA#1 to assist the resident to bed.
{'rhe side raturned at 8:20 PM (1 hour and &

« minutes) with CNAs #2 and #3 and placad the

1 raskdant In bed using a maohanival il Durlng an

s Intarview Immadiately after the transies, the aldes

F 241] 483.15(a) DIGNITY AND RESFECT OF [ F24d

Systemic Changes E :

The Staff Developent Coordinator and/or
Designee wil).conduet education addressing *
dignity, respect, and appropriate
comthunication with residents,

The Directar of Nursing, Assistant DHrector

of Nursing, Staff Development Coordinator,

andfor Designee will conduct random

weekly observations of staff times 4 woeeks

and then monthly times 2 to deternine

whether residerts are provided services per
. thelr request and in 4 timely mapnet,

The Sucial Services Asslstant/Designes will |
conduct random resident interviews weekly |
times 4 weeks and then monthly times 2 to
confirm rogidents are ireated with dignity
and raspect,

LABORATORY DIREGTOM'S OR PROVIDERISURPLIER REPRESENTATIVE'S SIGNATURE

TIVLE (X0} DATE

Any daficlency stetoment ending with s asteriak {*) donotes s deficlency which tha Institullen may be excused from corvacting providing i Is devormined (hiat
ofher sufeguards provide aufliclent protsallon o the pailents. {Bsa Instructions.) Exvapt for nurstg homes, the fndings staled wbove are disclosuble 90 days
{ollowing the dute of susvey whather or npl # plan of corveutlon Is provided. For nwrsing homos, the above findings and plans of corteation ara disclosable {4
dirys dollowing ha dafe theso documants are made avallable lo the facillly, I daficlencian are cffed, an approvoed plan of correclion fs requisits fo continued

pragram partlalpation.
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STATEMENT OF DEFIGIENCIES {*1) PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION ) DAYE SURVEY
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[
686024 B, WING 0871812013
RAME OF PROVIDER OR BUPPLIER STREET AUDRESS, CITY, STATE, ZiP GODE
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(%4) 1 SUMMARY STATEMENT OF DEF |GIENGIER 1e] PROVIDER'S PLAN OF GORREGTION L e
PRERIX (EADH DEFICIENCY MUST 81 PRECEOED BY FULL PREFIX (EAGH CORREGTIVE ACTION BHOULDBE | oomplimon
TAG | REQULATORY OR LG IDENTIFYING INFORMATION) TAG CROB&REFERENCED 1O THEAPPROPRIATE | DA™
DEFICIENGY) i
Monitoting
F 241) Gontinued From page 1 F 247
T gaid they plated rasidents i bed n he order they | T The Director of Nursing/Designee will bring
Wl ﬂm 33( 5@}??13%757'“?““30 fﬁtﬁl;ﬂg tfhﬂﬂidﬁhﬁf‘ﬁl‘gs The resulls of The audits to the monthly
eft up toe long, They firther stated thay shou sormmiltee for 3 months for tovi
have axplalned s lo the resident, and let QAR o o
himiher knaw how fong it would ba bafore they and fecommentations.
could provide transfar aswistanca, ber 29- 2013
F 281 [.483.20(k}3)(7) SERVICES PROVIDED MEET k91| Date of compliance Is September 25, 2013.
s6=n | PROFESSIONAL STANDARDS
The servicas provided or arangad by the fadllity L
tust maat prolessional standards of quality. !
; F-281
This REQUIREMENT is not met as evidenced - .
by: ! Corrective Action
Based on observation, medical record review : . \ ,
and staff Intarview, the facillty falled to clarify an | Resident #5's tube foeding order was
arder concerning tube feading administration for clarified by their physioian on 6/27/13 and
1 0f 2 sample residents (5, In addition, the vestarted the same day.
faclity falled {u clarlly an order cancerning I
suppiementa| oxygen dellvary for 1.of & sampla received -
reskients (#2) who required supplemental Rlasi:’i'entl# 2 rezewt; :]pl_'fwmfn
oxygen. The findings wers! clanficatinn order oY thouge ¢
supplemental oxygeh.
1. Review of the medical record for resldent #5
showed the resident had a 6/19/12 physiclan's
order Tor Jevily 1.2 Cal per percutanaous
gndoscoplc gastrostomy (PEG tube) at 80 cea
per hour for 18 hours via pump to provide 1620
oes In 24 hours and 1944 caloties in 24 hours, ,
Review of & 6/20/13 faxed communication to tha i
phystolan showed facliity staff requested comfort
measures for the resident that included cossation
of tube feadings. Review of the 821413
phyelcian's written response showed the tube
feading was not addressad, Review of tha
rising notes and July 2013 MARs showed the
faclity stopped the fesident's tuba feeding on
PORM CM3:2807(02-86) Praviovs Verslons Dbrolale £vent 1D RLIET Faallity ID; Wrdoos I continiatlon aheet Pagh 2 of 11
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£35026 B. WING OU/5/2013
NAME OF PROVIDER: OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE '
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%4y 1D SUMMARY STATEMENY OF DEFICIENGIER 4] PROVIDER'S PLAN OF GORREGTION I o)
PREFIX (FACH OEFICIENCY MUST BE PREDEQED BY FULL. . PREFIX {EACH.CORRECTIVE ACTION SHOULD BE | GOMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) T YAG GROBS-REFERENCED T THE APPROPRIATE ' baATS
. DEFIGIERGY) ;
|
F-24+ Continuet: From page 1 F2at _

sald thay pfaced residents in bed Tn the order ey |
"were assigled out of hed so that no resldent was
left up o long. They further stated they should
have explained this o the resident, and let
himéhar know how long IE would ba befare thay
coufd provide: transfor asslstance.

F 281 ] 483.20(k)(3)(l} SERVICES PROVIDED MEET F 281
s6=0 | PROFESSIONAL STANDARDS

The servicas provided or arrangsd by the facillty . i

must meet professional standards of quality. ] |

, Identlfleation of Others

This REQUIREMENT is not mel as evidenced : ) .
by: ; . A facitity-wide andit will be conducted by
Based on observation, medical racord review , the Director of Nursing/Designee to confirm
&n;l staff |nt3f’\|’|awl’. g:ffﬂcglﬂy fﬂgﬁ’di ’? fiﬂiﬂlfy Efl” | : rosiclents receiving enteral autrition are

i ?rofgig%’:{:;%i é’a ; tsﬁ?ﬁﬁ)rﬁnaamiglgllmii?an or + being administered In accordance with the
factlty falled to clarify an order concermlng physioian's order,
supplemental oxygen dellvery for 1 of & sample . o
restdents (#2) who required supplemental . A facility-wide audit will be conducted by
oxygen. The fintings were: the Dirgctor of Nursg/Designes te confirm

. _ ‘ restdents with supplemental oxygen are

1. Review of the medical record for resident#6 admivistersd in accordance with the

| showed the reskient had a 9M8/12 physician's |
order for Jevity 1.2 Cal per percuteneocus :
endoscople gastrostomy (PEG tube) at 90 cos |
{ per hour for 18 hours via pump fo provida 1620
¢es in 24 hours and 1044 oalories In 24 houra,
Review of a 6/20/13 faxed communication to tha
physiclny showed facility staff raquesied comforl
measures for the resident thal Included sessation
of lube feadings. Review of the 6/21/13
physlcian's wiltten response showed the tube
feeding was not addressed, Review of tha
nursing notes and July 2013 MARs showed the

y facllity stopped the residenl's tbe feedlng on

FORM CMS-2566102.00) Privious Yorsone Obsolale Event il RLJEA Faollity ID: WYD00E If conllhuatioh shoal Paga 2 of 11
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282
55=0

days), Review of tha 6/27/13 physlslan ordefs
showed the physician, when made aware the

"| resldant's tube fasdings had been discontinued

by staff without an order, ordered & restart to the
rasidents feading tube nutritional reglmen with &
graduated Increass foansure the resident
recelved higher adegnate nulritlonal care needs,
Review of & 7/2(13 physician's progress note
showad, “order for comfort care misinterpretad,”

2. Reviaw of the medical record far resldent #2
ahowed the resldent had a dlagneels of hypaxia,
and & T/31413 physiclan ordet for oxygento be
dollvored at 2 liters per minuta via nagal cannula,
The review showad the resldent was sentto a

| local hospital on 871113 when agsessed as

| unrezponsive, and returnead to the facility on
8/5M3, Review of the physiclan's orders at that
time showex the resident did not have an order
for supplemental oxygen, On 81213 at 6:67 PM
the reskdent was observed whh a nasal cannuia In
higsher nose attachad to a portable oxygen tank.
During &n Inferview with RN #2 on §M2/18 at 8

| PM, she confirmed the resident ragLired oxygen
at All times, but an order for the axygen had not

= been oblalined.

' According o Smith, Duell, and Martin In "Glinicea!
Nursing Skills; Begic to Advanced Skills", 7ih

f Edition, 2008; “Skills and functions that

s professlenal nurses perform in dally practics

Hiolude: .. Administer ireatments per physician's
arder."

1 483.20(k)(3)(i) SERVICES BY QUALIFIED

| PERSONS/PER CARE PLAN

|

tube-faading-was-nol rasdrmed- u#ﬂi—@f:’.—?ﬁ%—(@——:——SyﬂmnﬁElrmmes g

F 282

({410 SUMMARY STATEMENT CF DEFIQIENCIES 1¢] PROVIDER'S PLAN QF CORRECTION 1X6)
PREFX (BACH DEFICIENCY MUBT BE PRECEDEZ0N BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD B LONPLETION
TAG REGLILATORY DR LSG HDENTIEYING INFORMATION) TAB GROGS-REFERENCED TO THE APPROPRIATE OATE
OEFICIENGY)
F 281 Continuad From page 2 1 r 281
6121773, Further vavlsW shoWad Wi rasklanta ™ ™ T e e

The Stall Development
Coordinator/Desighee will condugt training
with all licensed nurses addressing the
reviewing, noting, and following of
phygician orders.

The Director of Nursing/Designee will
vonduet random weaekly audits timés 4
weoks and monthly times 2 of physician
orders wo confirm orders are ieviewed,
noted, and appropriately followed with
emphasis an residents receiving enteral
buirition and supplemental oxygen,

Monltoring

The Director of Nursing/Designee will bring
the results of the audits to the momthly
QARA Committee for 3 manths for review

. and recommendations,

Date of compliance is September 29, 2013,

|

PORM CMG-2687{02-03} Pravious Varalona Qbisli

Eveit ID:RLJEN

Facillly 1D: WYODDS
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G
6360205 B. WING GaM5/2013
NAME OF PROVIDER OR BUPPLIER STREETABDRIESS, CITY, STATE, ZI° GODE
, - 2700 E 12TH STREET
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oA i BUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PRERX {EACH DEFICIENGY MUST BE PRECECED BY FULL PREFIX (EACH GORRECTIVE AGTION SHOULD BE ! GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) t o IAG GROGS-REFERENGED T +IE APPROPRIATE OATR
; DEFICIENGY) :
F 202 | Gontinuad From page 3 282 :

. Tha éewlceg p|‘6v[d—6d Oi'arrangaébv‘ﬂ'}elfé[}i”w I R I Coe e o TR LB HRESe Rt aes b aa s Dasiiees ..A..A!. BT
mustbe-provided-by-qualiled-personein 1 i
acedrdance with each resldent's written plan of |
carg, -

. F-282

§
by
Besed on observatich, medical recort review, Bl bR . it
and stalf interview, the facillty falled to foliow the j : Gsfdent gflgﬁ?‘{eg ac:.ew ;mmal um;;tlm:
care plan for 1 of 8 sample residents (#5). | oltle on 5712133 rellecting the appropriated

. date of administration.

During an ptservation on 81293 a1 1,05 PM, ) .
reasldent #5 had a tube feeding infusing via pump | Resident #5°s physician was contacted and.
at 60 aos per hour, Review of the physiclan's 1 notifisd of the medication variance on
orders showed the regident wae (o receive 61 nes 1 snas.
per hout for 18 hours out of a 24 hour perlod. Tha
1000cc botts was clated 8/11/13 and started at 1

| PM (20 hours and B minutes from ebservation).
MHowever, the bottle had 850 cos remalhing, The

. August 2013 MAR showed the residuals wers all Identification of Others

I zero-for that time period., interview with the rlak _

i manager oh 812113 at 910 PM confirmad this A facility-wide audit will be conducted by
| was a"splked” bottla, and nothing could be added the Director of Nursing/Designee on ull

: onco statted. Review of tha aursing notes residents recofving enteral nutrition to

?oﬁo;':fgd rg;?df;gjmt:;;;‘bs ggﬁ?grﬁavﬁf uggf held confirm the bottle is labeled appropriately
Raview of the August 2013 MAR showed that, and is belhg administered in acoordance
accounting for the tube frading balng hald for with the physician’s order,

difantin {seizure medicatlon) for the 8 AM and 12
Noon deses (Hold 1 hour before and 1 hour aftar
=200 ces), the resident should have received 800
cos of lube feading sinca the boltle was hung
{850 ¢ more than was administered). Review of
[ the resident's care pian for entaral nutrition, last
updatad 7116113, showed the flrst approach es,
"Tube faading as ordered.” Dudng on interview
with RN #1 an 812/13 at 8:40 PM she slated she
had been warking since 2 PM, and was unsure

FORM GME-2B67{02-00) Provicus Veralons Dbsoleta Evan! IL: RLJEL] Facility I1; WYQ006 ’lf sonlinuation sheel Page 4 of 14
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202 FContiniad From pags 3 N ‘ F282 _ ,
The serviees provided of arranged by the faclity ™ T e m—m—"me ;
mus! be previded by qualifled pargohs in t
accordance with sach resident's writlen plan of J ! .l
care. : ? |
: |
This REQUIREMENT I8 hot met as evidenced _ Systemie Changes
bt .
Based on observation, medical record raview, Tho SEEWDBVEIUP“W“’J
ant steff nterview, the faclllly fallad to tollow the | Coordinator/Designes will educate licensed
carg plgn for 1 of & sample residents (#8), nurses addressing following physician
rders and int ing" ’
During an observation on 842H3 a1 7:06 PM, 0 Iez: anb aﬂplproprmwly labeling the enteral
{ residient #5 had a tube fesding Infusing via pump | AUEron bottic.
: ot 50 cos per howr, Revlew of the physician's . _ . )
! ordars showad Ihe residsnt was to raceive 60 ocs he Direstor of Nursing/Designee will
L per hour for 18 hours out of a 24 hour pertad. The conduct random. weelly audits times 4
1 1000cc bottle was dated 8/11/13 and starte[d a)t 11 weeks and monthly times 2 to confirnt the
| PM (20 hours and 6 minvtes from observation). nteral nutriti ;
| However, the bottle had 860 cos remialalng. The : _a n“t': on :ﬂme » lamc.d .
. August 2013 MAR showad the reslduals were all | ppropriately and s being administored in
E zaro for that time. parlod. Interview with the risk agcordance with the physician’s ordor,
« manager on 811243 at 9:10 PM sonfirmed this
i was & "splked” botlle, and nothing sould he added Monitoring
+ onea starled, Review of the nursihg notes
showsd thedresidant’s- tubabfaa;iing was not held | The Diteotor of Nursing/Designee will bring |
for any residuals since the boltle was hung. the results of the andits to th .
Review of the August 2013 MAR showad hat, OARA Commitios fon s ‘ nﬂ?“;}““”, .
accounting for the tube feeding balng held for i © 103 MOnths Jor review
ditantin {seiziire medioation) for the 8 AM and 12 and recomiendations,
Noon doses (Hold # rour before and 1 hour after i
=300 cos), the resident should heve received 800 Date of complinnce is September 29, 2013,
cos of tube faading since the botlle was hung :
{850 cos more fhan was adminlslerad). Review of
the restdent's cave plan for enteral nutritlon, last
updaled 7/16£13, showed the first approach as,
"Tube feeding as orderad," Durng an Interview
with RN #1 an 8/12/13 af 8:40 M she slated she
had boen working since 2 PM, and was unsure ;
EORM GS-2681{02-10) Pravigus Verelons Obsolele Event ID: RLJET Faalllly 1D WY 0005 If vontinuatton sheed Pago 4 of 11
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F 2820

Continued From page 4
wiiy onfy 150'déE ' the Tesident's tube feading

had beapintusad-fram-8444H3-at-11-PM-threugh—

F 314
§8=0)

{ Based on the comprehensive agsassment of a

" Based on madical record review and staff

| the resldents highesat recorded glucometar

812113 at 7:08 PM (20 hours and & minutes),
Bhe acknowledged the reskient should have
tacelved mora than 150 cos of nuititions tube
feading al thal ime, but was unsure exacily how
much the resident should have recalvad,
AB3.25(c) TREATMENT/SVCS TO
PREVENT/HEAL PRESSURE SORES

resldent, the faollity rust enaure that & resident
who enfers the facility withoul pressure sores.

does nof develop prassure sofes uniess the l

individual's ¢ltnleal condition demanstrates that
they were imavoldable; and a restient having

pregsure s0ras racalves nocessary traatment and |
garvices to promote healing, provent infeollon andi

pravent new soras from developing,

This REQUIREMENT Is not met as avidenced
by

inteiview, the facility failed to ensurs that 4 of 4
reskients (#9) who required Intervertions fora
change 1n condltion recelved adequake care, The
findings were:

Review of the medizal record for resldent #9
showed sfhe had dlagnoses which included
vascular demesntia, fype | diabetes, and laft
Charoot Joint ankla, Raview of the residemt's
hlood glucose monitoring docurmentation showed

reading was 384 mafd| {milllgrams per decliar),

and the physiolan's orders were {0 contect him for |

over 400 mgfdl. Otherwise, treat using the

inteprity.

F-314
Correative Action

Resident #9 has beon discharged from the
tacility-on 07/25/13,

Identification of Others

A fapility-wide audit will be conducted of
all residents with orders for ace wraps or
compression-Lype garments to determine if
the physieian’s order containg frequency of
removal, Skin will be inspected to
detarmina if there Is an alternation in skin

FQFRM CMIS-2067(02-09) Proviows Varsiang Obsclele Gyanl D RLIET

Faghity ID; WYODOB I contlnuslion sheet Page § of 51
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‘ordared sfiding soale, The doouméntalion showed?
i this was followed by staff, Review of the 7/21/13 !

i change of condition form at 10:15 PM Faxed to

| the physicien showed the resident’s loft fool way
gwollen, and had been dlscovered that day,
Raviow of this form also showed the resident was
confused, and fuad been sterled-on an antiblotle
o 7120/13 for a urinary tract nfaction. Review of
the physlcinn's orders showed an order on
H22{13 at 11 AM to obtain an xray with two
views of the left ankle, Further physician order
review showed a 7/23/13 order at 11:40 AM for an
orthepadist consult that waek, and an order to
"wrap ankle it asa wrap." The following conesms
were identified;

8, The order did not speolfy frequancy of
removing the wrap lo relleve pressure, and the
facllly failed to clarlfy the order to determine
frequency of ace wrap remaoval,

b. Review of the nursing notes showed the
rasidant's left foot was flrat noticed as swolisn on
721113, Review of the pursing note on 7/25/13 at
1:34 PM showed the resident's lsft ankle was
wrappad with an goe wrap, The notes on 7/23/13
at 1:46 PM, 7/23/13 at T0:B0 PM, 724113 at 2:45
AN, 772413 ot 10:48 AM, and 7/25/13 at 1:20 AM
dacumanted nursing assesaments of the lef fogt,
However, the documentation falled to show the
wrap was removed to relleve pressure,

&, The nursing nots on 725013 at 10:15 AM
slated, "CNA notified ma that the resident had 4
hew blister 1o the top of her left foot.® The
tlosumentation showad the ace wiap wida
removed af that time, and the resident had no
fealing to the lefl font. The physlolen was hotiflad
and the residont was sent to the local emergency
room via ambulance,

d. During an interview with tha physician on
BI5M3 at 11:45 AM, e stated the probable

X4 7 SUMMARY STATEMENT OF DEFICIENCIES 1] PROVIDER'S PLAN OF CORRECTION X8}
BREFIX | (FACH DEFICIENCY MUST BE PREGEDEDR BY FULL PREFIX (EACH CORRECGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSGC IDENTIFYING INFORMATION) TAQ CROS8-HEFERENCED TQ THE APPROPRIATE DATE
DEFICIENGY)
F3t- Continued Frompege 5 T F A

Systemic Changes

‘The Staff Development
Comdinater/Dosignee will provide

. aducation to nursing staff addrossing the

- identification of higl-risk residents for
pressura uloers, the types of appropriate
interventions neeessary to reduce the
occurrenice of pressure. ulosts, and
appropriate documesntation which supports
ail inferventions. Education will Inelude the
use of ace wraps and other comprossjon

garments and also include: the frequency of |
removal of the ace wraps of compression

garmenty ag stated in the physteiun'y order,
documentation of removal, and inspeetion of’l
skin integrity after removal,

The Director of Nwrsing/Desipuee will
sonduet weekly audits times 4 weeks and
monthly times 2 to confirm physician’s
orders include frequency of removal of ace
wraps ot ether compression garments, and
_physician orders are appropriately Followed,

FORM CMS-2667(02-08) Peoviots Vatstans Obsalote

Even(I0:RLJETS
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. : Monitoring
Continued From paga® - F314

F 314

| catisa of the bilsler {4 the ol of he redldent’s fe

"1 The Direster of Nursing/Designee wili bing

foot was-the-result-of-too-mush-pressure-from-ii

F 325
88=D

{ unfess the reskient's ¢linical coldition

Interview, and incldent report review, the fastlity

acE Wrap,

Accarding to Brith, Duell, and Martin In "Cinlcal
Nuorsing Skfile: Basle to Advanced Skills, "7th
Editton, 2008: "Applying a Figurs Elght Bandage®
stefl is requirad to "9, Asssss axtramity after 20
minutes and then every 2 to 4 hours, and rewrap .
avary B hours." .
483.260) MAINTAIN NUTRITION STATUS :
UNLESS UNAVOIDABLE

Basad on a restdent's comprehensive
assessmant, the faclity must ensure that a
resident -

{1} Maintains acceptable parameters of nutriional
status, such as body welghf and prelain leveis,

demonsteatos that this is not possible; and
{2) Recelves a therapeufic dist when there is 2
nutrillonal problem,

This REQUIREMENT s not met as evidenced
by
Basad obsgrvation, medical record review, slaff

falled to provide edequate nutridtion to 1 of 2
regidents (#5) who required nutrition via a feading
tube: The findings ware;

Raview of the medical record for resldent #5
showed sfhe had diagnoses which included
gchizophrenia, depressive disordar, dysphagia,

and conviiglons, Fuither review showed ihe

aud recommendations,

Dats of compliance is September 29,

F 325

the results of the audits to the monthly
; QA&A Committee for 3 months for review

2013, 4

i
I
i
i

FQORM CMS-2667 (02,00} Fravious Vorsions Obablals Event 10 RLJEN
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Based on & resldent's comprehensive
agsesgmant, the facility must ensure that a
resldant -

status, such as bady weight and protoin levels,
unlese the resident’s clinical condifion
demonstrates thaf this Is nol possible; and

nuirfional problem,

This REQUIREMENT s not rmet as avidencad

inlerview, and Incident raport review, the faclily
falled to provide adequate nutiition 1o 1 of 2

tube. The findlngs were;

Review of the medical racord for resident #6
showad s/ha had diagnoses which included
schizophrenia, depressive disordar, dysphagla,
and cenvidsions. Further review showed the

{1) Mainteine acceptable parametars of nutrltional

{2} Recslves a therapeutic dist when there ls a

residants (#8) who required nutritlon via a feeding

Based obsetvation, madical record raview, steff |

fl

[%d) 3 SUMMARY SYATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION., 5]
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD B GONMPLETION
TAG REGULATORY OR LS INENTIFYING HHFORMATION) TAG CROSS-REFERENGER TO THE APPROPRIATE oate |
‘ DEFICIENGY)
F 314 | Confinued From page 6 F314
" cAusgh of the bilter to the top of ihe rasidentsTeft ~ -
fot was the result of toa much pressure from the
BCe wrap.
Accarding to Smith, Dusll, snd Martin In "Clinlcal
Nursing Skills; Basic to Advanced Skills, *7th . .
Edltien, 2008: "Apnlying & Pigurs Elght Bandage" . '
slaff Is required to "9, Assess axtremlly alter 20 ! |
minules and then every 2 to 4 haurs, and raw:ap !
avery 8 hourg." '
F 3251 483.26()) MAINTAIN NUTRITION STATUS F 325|
58=0 | UNLESS UNAVOIDABLE ’ .
|

R-325
Correptive Action

Resident #5°s tube feeding owder was
clavified by their physician on 6/2%/13 and
rostarted the same day.

: Resident #3 received a new enteral nutrition
"bottle on 8712413 reflecting the appropriatad
. date of adininistration,

‘Resident #3's physician was confacted and
i notified of the medication varfante on
812413,

FOTM CM3-2607{02-p8)- Fravious Voislans Obsolels

Svenl ID; RLJEN
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e}
FREFIX
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DEFICIENCY)

F 326, Contlaugd From page 7

1.2 Gal per percutanaols endosouple

Tl dd @ FTOTTY phySIBINS Srdér Tor Jgu |

gastroslomy (PEG tube) at 90 ocs per hour for 18
helrs via pump-to provida 1620 cas In 24 hours

“tand 1944 calories in 24 hours. Revlew of a
8/20113 faxed communieation fo the physiclan
showed fagllity staff requested comiont measures |
for tha resldant to Include cassation of tuba
feadings. The following concerns were noted

@, Raview of the 6/21/13 physiclan’s written
response showed the physiclan responded by
ordering comfor cara, and "may" have candy and
pop. Howevar, the tube feading was nol
addressed,

b. Review of the nursing hotes and July 2043
MARs showed the facllily slopped the resident's
tube feading on 6721/13 after the physiclan's i
Tesponse to the comfort care request, and did not
resime the tube feeding until 6/27113, when the
facillty received an order from the physiclan to
reatart the tesidant's tube feeding.

¢. Review of a 7/2/13 physlclan's progross
nole showad, "order for comfort gare
1 mishierprated.” Raview of the 8/27/13 physiclan |
] orders showad the physician, when made aware
the resident's tube feedings hed been
diseontinuad by slaff without an arder, orderad a
restait to the residents feading tube nutritional
regimen with & graduated increase o ensura the
resident recelved hls/her adequate nutritional
cara needs.

d. Review of a 6/29/13 physiclan's ordar
showsd a speach therapy eveluation was orgersd
for the resident, and oralInlake was stopped al
that time, Review of & 7/12/13 faxed
communicalion to the physlolan from the spaech
theraplst showed e tesident was not safa for
oraf infake, and the physiclan continued the order

for nolhing by mouth,

, Tdentification of Others

| A facllity-wide audit will be conductsd by
the Ditector of Nursing/Designes on all
regidents reoelving enteral nutrition to
confirm the bottle Is labeled appropriately
and 18 beitig administered In accordance
with the physician’s order,

FORM OM$.2567{02-99) Pravious Verstons Qbsolete Evenl 10 ALJEN

Facility L0: Wpdos If continuation sheol Page 8 of {1
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i
T 325 Confinusd From paga 8 F 326 7
b T e R of B Theldsit Faport convernmg T T T T '
| the resldent's B21/13 tube feeding
disconlinuance, alohg with an Inlarview with the
DON and adeninistrator on 871613 at 2:05 PM, Bystemte Changes
showed the nurse whe tequestad cormtort ’
meﬂsum‘% for the resldent and subsequantly ‘ The Staft Development
stopped the resldent's tube feading, was fired and YRITN -
reported 1o the board of nursing, C?pzc! irator/Designee wi.lI cfmduct training
f, During an observetion on 81213 at 7:05 j With liconsed muses ddrossing the
PM, the resident had tubse feeding Infusing via ! reviewing, noting, and following of
ptimp at 50 ces per hour. The physiclan's order i physiclan orders,
review showed the resident was to receive 50 gos g
per hour for 18 hours out of 24 hotirs. &8 Gilantin ! The Staff Dovelopment
{selzUre medication) was to be given three {imes Des! ; _
a day, and the tubs faeding was lo be held one Co'ordmatmf.{)esngnec WI.” etlucat‘a .licensad
hour refore administration and one hou after nurses addrassing following physician
administratlon, The 1000ce bottle was dated i orders and appropriately labeling the entern)
8/1113 and staried et 11 PM (20 hourg and 5 + nutrition boitle.
minutes from the phearvation), However, the i
| boltte silt contalned 860 ces. During an interview The Director of Nursing/Desionce will
at that time, RN #1 stated the feedings were. heid conduet random ﬁreel:l-gf u(:is'tg i :v A
for sume medioations, and for any reslduals, he | Y AUGHS times -
stated these were daoumented on the current weeles and monthly times 2 of physiclan
MAR and hursing notes. The August 2013 MAR orders 1o confinm otders are reviewa,
sholwedl the residuals wers elnil Zerg for that time ' noted, and appropriately followed with
perled, Interview with the riel manager cn ) . ,
812113 ot 9:10 PM confirma this wes a "splked" elnlp]:'a sls on residents recoiving enter al
bottle, and nothing could be sdded once started. nutrition,
Review of the nursing notes showed the . . . )
| resident's tube fosding was not held for any The Director of Nursing/Designes will
{ resldugls since the bottle was hung. Review of corduct random weekly andits times 4
;he {;»:9{ ggf 2f2lgl?gﬂgaﬁ;0m§ tff;?l(»ﬁ?::‘t?: nting wegks and monthly thnes 2 o confirm the
| for 8 ) e .
{selzure medication) for the 8 AM and 12 Noon enteral aolrition bottle is tabeled )
doses {Hold 1 haur before and 1 hour after =200 appropriately and s being administered in
eosh, the resident should have recelved 800 cos accordance with the physiclan's order,
of tulba faeding tince the boltle was hung (560 |
¢es less than raguired). Dudng an ikerview with i
{ RN #1 on B/12/13 at B:40 she stated she had ,
FORM CMS-2507(02-08) Pravious Verstons Obsalala Gvonl |D:RLJET Faalily 10 WY0006 If cominuation sheel Pags & of 13
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| pariod. Interview with the sk manager an
1812413 at 9:10 PM confinmned this was a "splked"

| oes), the resident shoyld have recelved 800 cos
of tube froding since the bottle was hung (60

6, HevieW af an Theldént regort conderring

| the resident's 6/21/13 fube feecing

disuontinlizhce, long with an nterview with the
DION and administeetor on 8715713 al 2:06 PM,
showad the nurse who requested comfort
measures for tha resldent and subsaquently .
stopped the resident's iube feeding, was fired ang
reported to the board of nursing.

f. Durihg ab observatlon on 6/12/13 at 7:06
PM, the resident had tube faeding Infusing via
pump at 60 cos per hour, The physiclan's order
reviow showed the resldant was to racelve 50 cos
perhour for 18 hours aut of 24 hours, 83 Dilantin
{sefzure medication) was to be given three lines
a day, and the tbe feeding was to be hald ong
hour before adminlstration and one hour afler ¢

{ atdministration, The 1000co bottle was dafed

81713 and started at 11 PM (20 hours snd 6
minutes from the observation), Hlowever, the
bottle gtilf conlalned 880 cos. During an nterview
at that tima, RN #1 staled the Jeedings ware held
for some medications, and for any realduals, She
stated those wels documentad on the current
MAR and nursing notes. The Augusl 2013 MAR
ghowetl the redlduals were all zere for that time

bottle, and nothing could be added ahca starled.
Review of the nursing notes showad the
resitant's tube faading wes not held for any
resldtials sinca the bottle was hung. Review of
the:August 2013 MAR ehowed that, accounting
for the tube feeding baing held for dilanlin
(setzure medioation) for the 8 AM and 12 Noon
doses (Mold 1 hour befora and 1 hour after =200

cos kess than requirad), Durlng an (Rterview with

RN #1 an 8/12/13 af 8:40 she stated shea had

i

Monitoring

The Director of Nursing/Designee will bring
the rosults of the audits ko the monthly -
QA& A Committce for 3 months for review
aid recommendations,

Date of compliance is September 29, 2013,
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F 328

Continued From page: 9

enly 150 oog had been Infused, Bhe conftrmet

| beei working sihce 2 M, and Was Unsurewhy "

F 320
58=0

[ the pump alarm had gone &ff saveral timas durbng

, the shift. She had restetled the (Ube feeding, and

wils uhsure why tie pump alarm had gene off,

mﬂEa!fDﬁ( k) TREATMENT/CARE FOR SPECIAL
208

T

« The facllity must ensurg that resldents recplve
f praper reatment and oare for the following
speclal services:

Injactions;

Parenteral and anteral fluids;

Colostomy, uretarastomy, of ilaostomy care; '
Tracheostomy care; )
Tracheal suctioning,

Respiralory care;

Fool care; and

Prostheses,

This REQUIREMENT g not met as evidenced

Bazed oh observation, medical recard review,
and staff interview, the facllity fallad to ensura

| oxygen was dealiverad as ordered for 1 of §
semple residents (#2) who ragquired oxygen, The
findings were;

Review of the meadical record for resident {2
showed sthe had diagnoses which Included
hypoxermla, Further review showed the resident
had a 7/31/43 physlolan's order for oxygen to be
dafivered at 2 llters per minute via nagal cannula,
Revlew of the daily nursing sssessments from
713113 admission through 0412/13 showad tha
facility slaff obtalnod dally oxygen saturation

| tevels, the lowest being 38% on 8/6/13. On

F 328

8112413,

F-328

‘Corrective Action

Residont #2's oxypgen tank was refifled and
administered suppletnental oxygen on

§
i

4

FORM CMS-2007{02-98) Previous Varskng Obsolele Evint 10 RLJE
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TAG REGULATORY QR LSC NENTIFYING INFORMATION] TAG . CHOBSREFERENCED TO THE APPROPRIATE WATE
: : DEFICIENCY)
|
F 325 Continued From-page-9 I’ P85
" I'been iarking slrics 2P, and was tnsure’ why o0 _
only 160 c63 had been infused. Bho confirmed '
the pump alar had gona off several times durlng '
the shiit. She had restarted the lube feeding, and
wes unsure why the pump elarm had gone off,
F 328 | 483.26(k} TREATMENT/ICARE FOR SPECIAL Faz8
§5=0 | NEECS
| The faclity must ensure that resldents recelve |
proper treatment and care for the followlng i
spedial setvices: i
Injections; : : ther.
Paranterat and enteral fiuids, Hdentifieation of Others
Golostomy, umtem?m my. or leostomy oare; A facllity-wide audit will: be conducted by
| Tracheostomy care; . \
Tracheel sucloning; the Director of Nursing/Designee to confirm
Rasplratory care; residents with supplamental oxygen are
Foot care; and administered in accordunce with the
Proslliesas, physician’s order.

This REQUIREMENT Is not moet &s avidenced
: by:

Bazed on observation, medlcal record reviow,
ant staff interview, the faciity fallad to ensure
oxygen was dalivered as orderad for 1 of 5
semple resldents (#2) who required oxygen. The
1 indings ware:

aview of the madical record for resident #2
showed-sfha had diagnoses which Included
hypoxemia. Further review showed the resfdent
had a 7131413 physiclan's ordar for axygen to be
delivered ot 2 liters par mimuts via nasal cannula,
Review of the-dally nursing assessments fram
713113 admisslon through B/12/13 shawed the
facillty staff ablalned dally oxygen saturation

j levels, the towest belng 88% on B/6/13. On ;
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(%1} I SUMMARY STATEMENT OF DEFICIENGIES ; -
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F 328 Continued From page 10 F 328-
TV G208 at 8T8 PRA, tha resident was absaived T T
" Systemic Changes
hisfher wheelchair with oxygen via nasel cannuls. yiom® ¢
Hawevar, the reeldent’s oxygen tank was emply. - ment
Atthat time, CNA#1 cbtalned the sesident's The :"t-ﬁrf D.ﬂ velo‘pmenl. itl conduct traini
oxygen saturathon rate and it was 74% (normal C?mdmatmll.‘-'eszguee will conduct training
oxygen saturation s 90% or sbove), During an with all lcensed nurses addressing the
interview at that tims, CNA#1 confinmed the reviewing, noting, and following of
oxygen tank was empty when the resident had & physictan orders,
74% oxygen saturalion reading,
The Direetor of Mursing/Designee will
educate nursing staff regarding the
d monitoring of oxygen delivety,
,: The Direstor of Nursing/Designee will
i sonduct tandom weekly audita times 4
weeks and monthly times 2 of physician
orders 1o confirm ordors are reviewed,
; noted, and appropriaiely followed with
emphasis on residents receiving
supplemental oxygen.
i Monitoring
The Director of Nursing/Designes will bring .
the results of the audits to the monthly
QA&A Commitiee for 3 months for review
and recommendations.
: " Date of compilance is September 29, 2013,
|
| :
|
!
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