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F 000 | INITIAL COMMENTS Foop| £282 3
The facility will erisurs that cars if provided in
The followlng common abbreviatiohs dre used ac&l::nt'dance with the wiitten pla of cate,
throughout this document: A Al staffwill be Instructed
CNA- Certifisd Nurse Alde fo follow the ROM care .-
LPN- Licensad Practical Nurse ple for rosident #14, #29,
MDS- Minimum Data Set and #54, All staff will be
RD- Reglatered Distitian fnstructed to follow the
ROM- Range of Motion tofleting care plan for
resident #29, .
Less commonly used abbreviations wil be B. Al residents have the
annotated [ sach deficlency. potential to be affected by
F 202 | 4B3.20(k)}3)(I) SERVICES BY QUALIFIED F 262 staff not following the plan
s8=D | PERSONSHFER CARE PLAN of care,
' C. Educatlon will be provided
Thes satvloes provided or atranged by the facllity to all nursing, recreation,
must be provided by qualifiad persans in and restorative staff on the
acoordance with each resident's written plan of mpottancs of followlng the
care, restorative care plan for
eaph resident, The MDS
, Ditector or desipnee will
‘E;;IS REQUIREMENT Is niot met aig evidencad perform random andits
Based on observadion, madioal record review and :Lﬁ’:gﬁl;gafmﬁgan
staff and residant infsrviews, the facilliy faiked to restorati indicated
ensune cara was provided In eccordance with the fsﬂ‘l’;a ".‘:j“a‘t“’ “ls i
wiftsn plan of oare for 3 of 16 sample residents b 1’,} Toskiants plan ol care.
| (414,29, #54), The findings were: : - The Nucsing Director wi
_ T apgregate the data and
* |1, Refet ko F315 for details reganding the faciity's report the teslts o the VP
failute to provide restorative services for ROM in of Resident Care Services
accordance with thi care plan for restdents M4, and the Care Center Medical
#29, dnd &G4, o Director monthly and o
’ Quulity Covmeil quarterly.
2, Review of the care plan datsd 11/2/10 for Quality Couneil wil! have
residont #29 revoaled staff was instructed not fo the overall respansibility foj
leave the resldent unattended on the tallet, ensure the facilityis-in
| Observation on 1/26/11 at 9:40 AM revealed GNA- compliance, - -
# and nurse aide (NA) #1 fransferred the - Completion Date _ 03/11/2011
LABORATORY DIRECTORY OR PROVIDER/SUPPIS REPRESENTATIVE'S SIONATIRE. TLE T
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Any dofleloney statement ending wilh an asterisk () denotas a deflelan
oltier safaguards provide sufflolent protection ta the patiants. {See Inst
fllowing the dats of aurvay whother or not a plan of corveclion s hrovid
days fallowing the date ihose documents rre made avalkibly to the faol
i g paiticlpation,
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NAME OF PROVIDER OR SYPPLIER BTHEET ADDRESY, GITY, SYATE, 2P CODE
.. i 7T AVENUE H
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I | SUMMARY ETATEWENT OF DEFICIENOIZS i FROVIDER'S PLAN DR CORRECTION
PREFI | (EAGH EFIQIENOY MUBT BE PRECEDED BY FULL PREFIX (EAGH QORREGTIVE ACTION SHOULD BE comg@mlou
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DEFICIENGY)
F 282 | Continued From page 1 F282
reeldont fo the tollet using.a slt-to-stand Ilft, The
| CNA and MA then left the bathroom, cloaing the
door befiind thens. During an interview on 1726714
at2 PM, CNA statad she was not eure why the
carg pian Mstructed staif to not leave the resident
unatiended. LPN #1 cverheard the conversation, E318
| anel stated she thought the care plan was The facitity will ensure that services aro
outdatad, However, an Interview on 1/27/11 at & provided fo increase residents ROM,
AM with the bowel and bladder nures revealed A, Allrestorative CNA’s will
she was responsible for the care plan, and the follow the treatment plan for
c&w plan was current, She stated she did not ) rosidents #14, #20 and #54.,
Ev:rt]rt] :ﬁﬁet? teave the resident unattended whife B. All yesidents with a
F 318 483,25(0)(2) INCREASE/PREVENT DEGREASE | Faia hovethe potontal o I
835=p} IN RANGE OF MOTION ‘ affeqted,
. ‘ C. Bduecation will be provided
Based on the comprehensive nssessmont of _ W oo
realdetit, the faility must ensure that a tesident }:; Ifegmr;“;"e CNA’S to
with a imlteid range of mofion recelves erde the importange of
appropriate Ireatment and sérvices to Increase following residents :
range of motlon andfor to prevent further restorative treatment plans,
dectease In range of motion, The Restotntive Director
will perform monthly audits
‘{0 ensare that restorative
: Iregtment plans are being
?}1113 REQUIREMENT s not me!f 2 evidenced followed,
N D). The Restorative Director
Based on ohservation, medical record review, will aggropate the data and
and staff and residant interviaws, the facility fallad repart the regults monthly to
to provide savices to Increase ROM for 3 of 6 the VP of Restdent Care
sample rasiderds (%14, #29, and ¥#64) who had Services and the Care Centar
limitad ROM, The findings were: Modical Direotor and fy the -
. Quelity Council quarterly,
) . Quality Council wili have
1, Review of the 1141/10 yaanterly MDS L
ssessment showed roelgent #29 had ROM o overall enponsiily to
livitsitions fo both upper extremiffes-and both i oy 8
lower extremitios, Observation on 126/11 at 840 o opianes 031172011
AM revealad the resilent was trznsferred using a Completion Date
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Fa1g

Continued From page 2
"sit-to-stand It and had Umited aclive ROM to the

1 provide ssslsted ROM services {hres imes per

participation docurnentation revemled:ROM

upper extremilies, Review of the restorative care
plan dated 117310 showed staff was supposed to

wesk. However, review of the restorative

sarvleas werea chly provided firae times In
Decambar 2010. In January 2011, services were
only providad once the fitst waek atid twice during
the sacond and third waeks,

2, Medlcal record review for residar: ¥4
revented a quartetly MDS assessmont completed
oh 10/26/10 which revesalad the rasldent had
Emlted ROM I ene uppar extremity, Further
record reviewed showed a ¢ars plan dated
1144110 which Indlcatad the resident was 0 have
acfive range of motion (AROM) and paseive
range of meflon {(PROM) 2-3 times & day. The
following conoema were noted; ‘

a. Interview on 1/26/11 ot 10 AM with residant
P4 mvsaled the gialf did not do any ROM
exerplses with the resldent.

* b'Review of the rasident’s restorailve
participation racord revealed services were
previdad from 046 tines a week In December
2040 and January 2011, but further review
showed rastoraflve only assisted In ambulating
the rasident and e ROM was provided,

¢. Interview on 1/28/11 at 215 PM with the
restoretive nurse coordinator revealad restorallve
services should have provided ROM exérclses
with the resldent s stated in the care plan.

3. Roview of the 11/23M0 quartarly MDS
assessment showed resident #54 had ROM
limitafions Eo Both lege and feet. According to the
12/4/0.0aro pien, the resldent wes to receive
restorativa activefactlue asslst ROM to al!

Fa1b
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DEFICIENGY)
F 318 | Confinuad From page 3 F318
extremilies three mes per wesk, Review of the
participation flowehaets revealed the following
cohcarms,
8, I Decetmber 2040, the resldent refussd
participation In ROM exarcises on 12/22/10, and '
n¢ othar documentation was noted,
b, In January 2011, the resident particlpated
ih ROM exeroisas on 16311, 176411, 1118111, and
1721111, Further docurentation showed the
Tesldent refused particlpation In ROM exercises .
on 1741, and no ether documentation was
hoted,
c. Durtng an interviaw on 142711 at 8:28 A,
the resident stated sihe was offerad ROM .
exeloise onge a wesl by staff,
4. Durlng an Interview on 1/28/11 at 4250 PM, the v
vectorative nwurse ooordinator stated sometimes
restoratlve sarvices did not get dona becalse of
issues with stafling. She also stated staff might F325
1ot acumsnt services provided, 8 el
ggdgwaigs al.ll':tjﬂfa of bg;h _E providod, She The facility will ensure that interventions are
F 325 | 455.25(1) MAINTAIN NUTRITION STATUS F azg| doveloped to maintain body wejght for thoss
s8en | UNLESS UNAVOIDABLE residents who have weight Josa, |
i A. The following Interventions
Based on a resident's comprehensive will be put in placs for
1 ansessmant, the facility must ensure that a vesident #29; thickened -
resident - suppleinents three times par
{1) Mainlalns aeceptable parameters of nuitions! day, portion sizes changed to
status, such as body welght and protein levels, large, wookly weight and -
tnless the residant's elinlcal condition evaluntion by nurshg to the
demonafrates that this Is not possible: and presenoe of edema and the .
{2} Revsives a therapeutic diet when thera la g use of divretics secondary to
nutritlonal problent, : a medical disguosis of CHE,
This REQUIREMENT is not met as avidencad
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D SUMNIARY STATEMENT OF DEFICIENOIES i PROVIDER'S PLAN CF CORREGTION e
PREFIX {EACH DEFICIENDY MUST EE PRECEDED BY FULL FREFIX {EACH CORRECTIVEACTION EHOULD BE BOMPLITION
TAG REGULATORY OR L83 TENTIFYING INFORMATION; TAG oma&aemmggﬁ%gg%a APPROPRIATE. DATE
F 325 | Continved From pags 4 F 525 B. Al residents have the
by potential to be affected by
Based o observation, medios! record review and the failure to identily
staff Interview, the faclitty fallzd to develop inferventions to aid in the
Intetvantions fo malhtain body welght for 1 of 2 prevention of welght loss,
Eﬁg!‘rl:;l]e rﬁ:&d&nts (#29) with welght logs, The | C. Resi;ient weights will be
5 Ware; . monitored weekly. A
Bignific ight
1. Revigw of the 11/1/10 quarterly MDS P:*cg;cedu?:tug?bge puLtoiiftn
assessment showed resident #2€ was 88 inches place for those who trlgger a
tall-and walghed 187 pounds (lbs)..The 5.% or more weight loss, A
assessmant indlvated the resident had - trackine tool will be ’
experinced & welghf 1633 of 5% inthe last devel £ dto !
month or 10% in the Iast 8 months, and was not e Op% f’l“s“'f;
oh & physlclan-prescribed welght-loss regiman, e ons BAvE 260 put
Reviaw of the welght history showed fhe o place according to the
reskient’s most racent welght was 179 ibs on policy. .
1/28/11, compared to 183.3 Ibs on 12115110 {joss D. The Diotitien will aggregate
of 4,3 1bs), 190 b8 o 1010 (loss of 11 lbe), the data and report the results
and 203 e on 7440 (loss of 28 lheb, monthly to the VP of
Observation on 172611 at 8:15 AM revealed the Restdent Care Services and
resident required toial staff assistance for eafing, the Cars Center Medical
tecdivead a pureed diet and thickenad liguids, and Director and to the Quality
consumed QO%I c?f thgﬂn{‘;&at. The follawihg Couoneil quarterly. Qualily
sonecarng were [denfified: Council will have the overall
a, Revlew of an RD note dated 7/30/10 responsibifity to onsure.the
showad the reslddem ale 9};% of tneals, had-lost | facility 13 in compliance.
some welght, and no new intervontions-wara Complotion Date ' ‘
planned. A nuirliion sesessment dalad 11110 pltion e 037112011
revesled the regident had a welght Ios€ of 10.35% A

| In the lask 180 days. The RD wrobs "...wi 35 down
10% over 180 days. Will continua to monltor,”
There lacked-avidence any nutritional
intarventlons were Implsmented onca the weight
loss was ldentifisd,

b. During an Interview on #2841 at 3:40 PM,
the RD stated the rosident's intake was great, end
ghe couldn't pinpointwhy the resident was losing
welght. When agked what Interventions wers In
placa, tha RD stated she made nuralng staff

FORM OMS-2587(02-98) Praviotio Vetalons Obsalelo Rvant 10:NDEBH Facllity 113 WYo024 IFoorinuation shoat Page 5 of b
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F 325 | Continusd From page & F325| F431 ‘
aware that the resident needad to consume 100% The facility will ensure medications are
of mepls, The RD stated the resldent was not Inbeled with a visiblo expiration dats.
recalving supplements, and she couldn't A. Al nursing staff will be
rermember why they hiad not trisd supplements instrapted to ensbire that |
with him/her, When agked about meal name labels on the eye
: fortifleation, # RD replled "we don't do drops of residents #7, #13,
1 fortification here. #15, #17, 4S5, fi6d, #58
F 431 | 483,60(b), (d), (8) PRUG RECORDS, F 431 have been removed and
g5 | LABEL/BTORE DRUGS & BIOLOGICALS reapplied in a.way that
" allows for isuali
The Faclity must employ or obtaln the sarvices of of?h?n;;i:swmi:;s:il::;m ton
a licensed pharmacist who establishes a system B. Allresidents have tho
of recorts of recelpt and dispesition of ll _ potential o bo affected b
contrelied drugs in suffiolent detell to anable sn the 140 of expired drups.
acclrata reconciation; and delenmines that drug ¢ All torsing sttt
records ara In order and thet an account of all " ui wIsing stadf will
controfled diugs is maintained and perlodically :’né’(ﬁf’fﬁdoh"sg"“k "‘b"g}f ‘t’“
reconelled. engure (ha
onele name tabels are not covering
Drugs and biofogicals used In the faclily must ba mamufzcture explration
labeled In accordanos with currently accepted dates uad the fmportance of
profeeslonal principles, and Include the suchi, A Nursing Director
appropriale accessory and cautlonaty will porforn random
Insfructions, and the explration date when monthly aydits to ensore
applicable, expiration dates are vigible,
D. The Dietitipn will a t
in acoordance with Stats and Faderal laws, the tho data and report i%“’ga ’
{ tactlity must store all drugs and blolagloate In results tonthly to the-VP of
{ockad vompariments under proper temperature Resident Care Services-and
conlrols, and pet;mltk only authorlzed parsonnel to the Care Coniter Modica)
have acosss 1o the keys. Directar and to the Quulity
The facllity must provide separetely bocked, , ggﬂ;ﬁﬁ :ﬂiﬁ?\litg: iy
permanently affixed copartments for storage of averall » bility ¢
centralied drugs listed In Schedule Il of the onsure tho ity e
Comprehensive Drug Abuge Pravention and S actiy itin
Confrol Act of 1978 and other drugs subjeat to Gompliance.
abuse, except whan the fazility uses single unit
package drug distribution systers in which the Corupletion Date 03/11/2011
]
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F 431

"mediostion carl showed botlies of artifioial tears

F 468
58=0

 This REQUIREMENT s not met as evidenced

Confinued From page 8

quantity stored ts minimal ahd a missing doss can
ba readily detectad.

ghls REQUIREVENT is not met as evidenced

¥
Based on observation and staff Interview, the
tacility falled to shsure medications wers labalad
with explration datas in 2 of 3 medloation carts,
Tha findings were:

Obsarvation on 1/26/11 at 3:25 PM of the long
hall medication cart revealad reskients #7, #13,
#15, and #17 each had & boltle of arfificlal fears
aya drops labelad With thelr names, The labels
with the resldents' names covered the expirafion
dutes o the hotfles, RN #1 confirmed tha
expiration dates wera not visible, Futther
observation at that fime of the north short hall

for residents #65 and #64 whioh had sxpiration
dales coverset by name labala. In addition & boilla
of Sustane eye drops for resident #58 had no
yislble explration defe and the labe! on a botlle of
Alowa tencs was flaglbla, Interview with LPN 42
confirmed expiration dates were nat visible on
Identified sye drop bofiles,

483.70(h}(3) CORRIDORS HAVE FIRMLY
BECURED HANDRAILS

The facllity must squlp corridars with firmly
seoured handeails on eagh side,

by
Based oh obsorvation and elaff intarview, the
facliity fuilad to altach 2 four foot section of

Fay1

F 468
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DEFICIENGY)
F 488 | Gontinued From page 7 F 468
handrall lo'the wall in one of five wings, The
findings were: Pdes o
The facility will equip corridors with firmly
Obsarvation on 4728711 at 1148 AM reveeled a seoure handrals. ,
four foat span of wall In the sacure care unlt A. The enginscring techniclan
(SCU) without & handrall, The span wes between will install a section of
residert rooms 209 and 210, The doors to each handrall betwoan room. 208
resklent roonrware four %oat In width, Combining and 210,
the two door widthe with the smpty wall spuce, B, Allyesidents have the
the total distanca of misslng armbuletary support potential to.be affeeted by
was approximataly 42 faet, failing to provide handrails,
- C. The Director of Plan
lptarvlaw with the maintenance manager et the Operations or deslgnee will |
| fime of the ohaervation conflsmed the fack of o perform routine inspections
handrall, The manager stated he had naver to assure handrails are
noticss the emply wall, Interview with installed and proper
housekeapar #1 at the same fime revealed that malntained 4
ghe oocaslonally noticad resldent #48 would D, The Director of Flan
hablually walk the hallway using the handrafls for T Oporati il
{ suppgrtand direction but, when sfhe approaghed mﬂ i ons Wil aggregats
the etmpty wall space, the resldent was hesitant to Ingpection data and
continue walking. ) repott the infu_nnatlon to the
F 502 | 483.750)(1) PROVIDEIOBTAIN LABORATORY |  F502 Safety Conumitteo on &
85+D | SVC-QUALITYITIMELY oy basis. Tho Safuty
mes w) Ve The
The faolity must provide or obtain laboratory ovetdll responsibility to
garvices 1o meet ihe noads of its residents, The ensute the facility i in
i's;}ctlrlilly Is rrwasponslble for the-quality and timefinees . compifarico.
of the servives, S
Completion Date 02/11/2011
Thia REQUIREMENT |2 not mot a8 evidenced
y:
Hased. ory medical recoid faview and skaff
Interview, the faellity falled to ensure laboratory
tesls were performed as ordered by the physician
for 1 of {6 sarple resldents (#76). The findings
Wars; -
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Review of the 14/02/09 physlelan admiseion The fellity will ensure that aboretory festy
orders for resident #?Errwealed jhe;lsh? was o6 proformad as ordered by the ph.ysimn'
admited with several dlagnoses Including s .
hyperlipidernia and low HDL (high density A, ﬁ- E?ﬁfﬂﬂ éﬁii““i,‘i";f #5.
1 ipoproteln). ‘Fhe admissien order also prescribed rder to porRorm th ‘ALT“““
Crastor 10 miligrams (mg) at bedtime. In 0 b oo 10 AL,
“additon, the admisslen erder included liver which was inadvertontly
enzyme studies (ALT) o be conduoted at tha tme oumitted.
eFadmisslon and every sbx months theteater, . .
Further review of the medics! record revesled B. All residents have the
avety monthly recap of physiclan crdsts repsated potential to be affected by the
the same Information. Review of the realdent's lab fuilure to provide laboratory
slidies revealed the last ALT level was services as ordeted by the
conducted on 53710, Interview with RN #2 op physician, )
1/26H 1 af 10:20 AM revealad she was unsure . C.  Bducation will be provided to
why the order was Inissad, nuralng staff and ward clorks
of the importance of
Tallowing plysicians
laboraory orders, The
nursing divector or-desipnes
will perform monthly random
audits on those Individuals
receiving laboratory services
to enswe they ere provided ag
ordered by the physician,
D. The Nursing Dhtector wil]
agprepute the datn and report
the vesults monthly to the Y
of Resident Care Services
and the Care Center Medioal .
Direcfor.and to the Quality d
Counel! quarterly, Qnality
Coungil will have the overall
regponsibility to ensure the
thcility s in compliangs, ]
Completion Date L 0a/tioen
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