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F 000 ? INITIAL COMMENTS | F 000: . 8/22/14
Physiclan Comenonication F 157
b The following aommeon abbreviations are used Correct doflcloney to individual--Resident # 28
throughout this document: ' rocoived breathing traatments per nebulkzoer
| throa thves a day as ordered by physiclan on
ADLs: Activities of Dally Living | T/214in response to faxed ordery, Resident's
ADON:  Assistant Director of Nurging i phyalcian performad monthly rounds on
i CNA. Cartified Nursing Asslstant ! resident #28 on 7/10/14, Ne now medication or
| COM: Cerlifted Dietary Manager ; [ orders wers prescribed at this time,
: DON: Directar of Nursing ] How others are identified snd correction to
| LPN: Licensed Practical Nurss | ! others in sl liar sltuationy=-Nurses wii use
’ fAAR: Meadication Administration Regord | ' Internal 24 hour report ack to communicate
- MDE: Minimum Data Set | | botw ean shifts on residents’ status.
| RN: Registerad Nurse 1 Nuraes wlll racalve aducation on waking phane

Lass commonly used abbreviations will be r
annotated in each deficiency. ‘

| Gulls to physlcians, and use of the SBAR form
i for communication, Nurses wil bo educated en
|

, on-call physician schedules and phone
F 157 | 483.10(b){11) NOTIFY OF CHANGES ! F 157 numbers,
ss=0 {INJURY/DECLINE/ROOM, ETC) matle chan ven
' regurrenee--On-call schedulo will be obtuined

| A facility must immgdiat&ly Infm:nj the resigientx i -+ for all providers, and all practitioners’ phone
congult with the resident's physician; and if | nurrbars w il bo ebtainad and posted in the
1 known, notify the resident's legal representative nUraes’ report roars,

| or &n interested family member when there & an | —-imsarvico wil be cormpleted on or befarn
! accident invalving the rasident WhiCh results in E August 22nd, 2014, regarding 24 hour raport
injury and has the potential for requiring physiclan ! book procedures, physician on-call schedules,
: intervention; & significant change in the resident's " competion of the SBAR for communication to
| physical, mental, or psychosocial stalus (i.e., 8  physiclans, and the necessity of folow -yp
 deterioration in health, mental, or psychesoctal ' phone oalls on fax communication,

status in aither fife threatening conditions or ! Menitor permane bt sohtlon-Weskly sudls wil
i glinical complications); 2 need to alter treatment ; be perfarmed by the DON andior ADON o their

| significantly (i.e., a need to discontinue an i
| exigting form of treatment due to adverse ,
consequences, or (o commarnce a rew form of
 ireatment); or a deciston to transfer or discharge
the resident from the facllity as specified in '
§483.12(a). -

dasignee for 60 days for documantation of
comrrunication betw aan nurses and physielans
on residents w ho havae o signflicant change of
condition, as Idantified by the Interdisciplinary
team.

~Retults of audits wil be discussed at monthly

' The facility must alsa promptly notify the resident QA meetings.
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ss=p (INJURY/DECLINE/RCOM, ETC)

| A facility must immediately inform the resident;
consult with the resident's physician; and if '

; known, nofify the resident's legal representative

jor an interested famlly member when there [s an

| accident involving the resident which resuits in

- injury and has the potential for requiring physician

intervention; a significant change in the resident's
physical, mental, or psychosocial status {ie., 8

. deterioration in health, mental, or psychosocial
status in either life threatening conditions or

i clinical complications); & need to alter treatment

| significantly (i.e., a need to discontinue an E

* existing form of treatment due fo adverse
gonsequences, or to commaence a new form of

. freatmant); or a decision to transfer or discharge

the resident from the facility as specified in

§483.12(a).

" The facility must also promptly notify the resident

Measures/systematic changes to prevent

recurrence=--On-call schedule will be obtained

for all providers, and all practitioners’ phone

numbers w ill be obtained and posted in the

: nurses’ report room.

i =In-service will be completed on or before

. August 22nd, 2014, regarding 24 hour report

. book procedures, physician on-call schedules,
completion of the SBAR for communication to
physicians, and the necessity of follow -up

. phone calls on fax communication,
Monitor permanent §lution--Weekly audits will
be performed by the DON andfor ADON or their
designee for 60 days for documentation of
eommunication betw een nurses and physicians
on residents w ho have a significant change of
condition, as ldentified by the interdisciplinary
team.
--Fesulis of audits will be discussed at monthly
QA meetings.

TITLE

[ CAR P I SUMMARY STATEMENT OF DEFICIENCIES | W) PROVIDER'S PLAN OF CORRECTION 1 (X5)
FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL [ PREFIX (EACH CORREGTIVE ACTIOM SHQULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
UEFICIENCY)
]
F 000! INITIAL COMMENTS ! F 000 8/22/14
Physician Comnunication F 157
The following common abbreviations are used Correct deflclency to individual--Resident # 28
throughout this document: recelved breathing treatments per nebulizer
I three times a day as ordered by physician on
ADLs: Activities of Daily Living ! 712144 in response to faxed orders. Resident's
ADON: Assistant Director of Nursing . physician performed monthly rounds on
s CNA Certifled Nursing Assistant resident #28 on 7/10/14. No new medication or
i CDM: Certifled Dietary Manager orders were prescribed at this fime.
: DON: Director of Mursing How others are idantified and correction to
' LPN: Licensed Practical Nurse : others in similar situations--Nurses will use
I MAR: Medication Adrministration Record | Internal 24 hour report book to communicate
"MDS: Minimum Data Set betw een shifts on residents’ status.
| RN Registerad Nurse ! ' Nurses will receive education on making phone
o ' , | calls to physicians, and use of the SBAR form
Less commonly used abbreviations witl be . for communication. Nurses will be educated on
annotated in each deficiencgy. ! on-call physician schedules and phone
F 187 1 483.10(b)(11) NOTIFY OF CHANGES F 157’{ numbers,
I

"(%8) DATE
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followinig the date of survey whethar or not a plan of correction s provided. For nursing homes, the above findings and plans of correction are disclosabla 14

days foflowing the date these documents are made available to the facll
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F 157 | Continued From page 1 _ F 157 ] 1
| and, if known, the resident's legal representative ! |

' change in room or roommate assignment as
specified in §483.15(e}(2); or a change in | |
resident rights under Federal or State law or ’
regulations as specified in paragraph by 1iof
this section,

i or interested family member when there is a 1 l

The facility must record and periodically update |
the address and phone number of the resident's !
legal representative or interested family mermber.

|i This REQUIREMENT is not met as evidenced ;
| by: |
| Based on medical record review and staff } '
i interview, the facllity falled to notify the physician :
 of a resident's condition in a timely manner for 1 '
of 1 sample residents (#28) with new respiratory |

symptoms. The findings were: i

| Review of interdisciplinary progress notes daled
6/29/14, timed 1:30 PM, revealed resident #286,
who had a history of pneumonia, developad a ! :
| productive cough, expiratory wheezss, and '

. thonchi in the right lower lung. The note further

 revealed a message was left for the resident's
| physician. The following concerns were identified: |

L 4, Interdisciplinary progress notes dated 6/30/14, |
! timed 12:45 PM and 6:30 PM, showed the l ]
! resident continued to have diminished fung *

| sounds and expiratory wheezing, with no 1
. indication the physician had responded to the ‘

: facility's phone call, or that the facility had ! _
| attempted to contact the phiysician again. : ‘ ;

1 2. Interdisciplinary progress notes dated 7/1/14, i
| imed 5:50 PM, showed the resident continued to

FORM CMS-2567(02-09) Previous Varsions Obgolats Event 1D; MCQ3 1 Facility 1D: WY0038 If continuation sheet Page 2 of 20
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F 312 483,25(a)(3) ADL CARE PROVIDED FOR
88=f | DEPENDENT RESIDENTS

Aresident who is unabla to carry out activities of |
i dally living receives the necessary services to !
| maintain good nutrition, grooming, and personal

| and oral hygiene.
i

This REQUIREMENT s not met as evidenced
| by:
; Based on observation, medicai record review,
: staff Interview, and review of facility policy, the
| facility falled to ensure residents who required i
, extensive assistance performing ADLs received l
i agslistance with hygiene for 1 of 6 sample
| residents (#5) and 3 non-sample residents (#12,
| #34, #45) identified as requiring extensive
| agsistance. The findings were:

* 1, Review of the most recent quarterly MDS |

STATEMENT OF DEFICIENCIES (1) PROVIDERBUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
535034 B, WING 07 0/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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o) D SUNMMARY STATEMENT OF DEFIGIENGIES o PROVIDER'S PLAN OF CORRECTION , X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD B | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
é DEFICIENCY)
F 157 | Continued From page 2 i F 157 i
have diminished lung sounds, with no indication i

. of physician contact j |

| 3, Review of a faxed communication to the | |
physician dated 7/2/14 revealed the resident had !

: been complaining of a cough on a dally basis, ' ;

" and had diminished lung sounds. The physician
responded to this fax with an order for breathing §
treatments via nebulizer three times daily. The i
physiclan further questioned whether there had ;

' been any other attempts to contact him since the | ADL Care Provided for Dependent Residents F B/22/14

| Bf29/14 attempt. | 312

Correct deficiency to individual--Resident #5,
4. Interview with the DON on 7/10/14 at 12:10 PM . and three non-sample residents, #12, #34 and
revealed nursing should have followed up with the #45 received assistance with care of fingernails,

- physician untif a response was received. including cleaning and trimming, per facilily

F 312! policy, on July 9th, 2014.
. How others are identified and correction te
i others in similar situation--Audit will be
+ completed by August 22, 2014 to Identify all
dependent residents w ho require nall care.
| identified residents will be review ed for needed
. assistance and list of residents will be available
. for all nursing staff.
Measures/systematic changes to prevent
recurrence--Staff w ill ba educated on or before
| August 22nd, 2014 regarding the need to
provide nail care to all dependent residents.
Monitor permanent sofution--The DON, ADON,
or their designee will conduct random w eekly
audits on grooming and hygiene of all ;
- dependent residents for the next 60 days, L
. --Staff education for allnew hires will be !
* provided on caring for dependent residents’ :
! heeds, grooming and hygiene, with follow up L
.In-service compstencies per facilty policy.
".-Resuits of audits will be discussed at monthly
QA meetings.
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F 312! Continued From page 3 F 312

assessmeant dated 6/24/14 showed resident #5
was moderately cognitively impaired, had
impaired vision, and required extensive
assistance from staff to complete ADLs including
bathing and hygiene. Review of the care plan
updated 4/1/14 identified the resident as having
. self care deficit. Intervantions included staff .
. assisting him/her with bathing and hygiene. ;
Observation on 7/7/14 at 5:20 PM revealed the i i
resident was seated in the main dining room. The f
resident's fingernails were long, jagged, and the |
' nailbeds were encrusted with thick, brown matter.
. Observation further showed the resident eating
the evening meal using his/her hands,
Subsequent meal observations on 7/8/14 at 8:30
L AM, and 7/9/14 at 12:20 PM, revealed the
resident continued to have long, jagged
fingernails, and the nailbeds continued to be
encrustad with thick, brown matter, In addition,
the resident continued using his/her hands to
consume meals.

2. Review of the most recent quarterly MDS | :
assessment dated 6/14/14 showed resident #12 - |
was moderately cognitively impaired, had difficulty
communicating, and required extensive ‘
assistance from staff to complete ADLs including
bathing and hygiene. Review of the care plan
updated 12/24/13 revealed the resident reguired
staff assistance to complete all ADLs due to :
cerebrovascular dementia. Observation of the 1
avening meal on 7/7/14 at 6:33 PM showed the ;
resident was seated in the main dining room. The : i
resident fingernails had chipped pink polish, were {
 jagged, and the nailbeds wers encrusted with !
' thick brown matter. Observation further revealed :
the resident eating quiche and a muffin with :
- hisfher hands, Additional meal observationson f f
- 7/BH4 at 8:30 AM, and 7/9/14 at 12:20 PM 1 - |
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(X4) I T SUMMARY STATEMENT OF DEFICIENCIES
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSG IDENTIFYING INFORMATION}

In) ! PROVIDER'S PLAN OF CORRECTION
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F 312! Continued From page 4

showed the resident continued using hisfher
hands fo eat, and the resident's fingernails
continued to be jagged, have chipped, pink
polish, and the railbeds continued to have thick
brown matter.

3. Review of the quarterly MDS assessment i
dated 5/3/14 showed resident #34 was
moderately cognitively Impaired and required ]
extensive assistance from staff to complete l
bathing and hygiene. Review of the care plan
updated 6/26/14 identified the resident as having

. confusion related to dementia and a self care
deficit. Interventions included staff assisting the
resident with performing hygiene and bathing. ‘
Observation on 7/7/14 at 5:15 PM revealed the ‘

| resident used his/her hands to eat a mufiin in the

! main dining room. The resident's fingernails had
 chipped fight colored polish and the nailbeds were
. ancrusted with thick, brown matter. Ohservations |
| on 7/8/14 at 8:30 AM and 7/9/14 at 12:20 PM |
' showed the resident's fingernails continued to
' have chipped, light polish and the nailbeds
. continued to have brown matter.

4, Review of the quarterly MDS assessment

dated 6/9/14 showed resident #45 was severely
cognitively impaired, was visually ipaired, and |
' required extensive assistance from staff to :
- complete hyglene and bathing. Review of the

care plan updated 3/11/14 revealed the resident
required assistance from staff to complete ADLs

| related to decreased vision. Interventions :
. included, "supervision and at times assist with |
 ...grooming, bathing.” Observation during the ;
 facility tour on 7/7/14 at 3:30 PM revealed the

" resident was seated in his/har room. The E
: resident's fingernails were long, jagged and the |
nailbeds were encrusted with thick

Fa12
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GROSS-REFERENCED TO THE APPROPRIATE DATE
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F 312 Continued From page 5

hrownish-black mattar, Additional meal
observations on 7/7H14 at 5:20 PM, 7/8/14 at 8:30
AM, and 7/9/14 at 12:20 PM showed the resident
' continued to have long, Jagged fingernalls

! sncrustad with thick brownish-black matter, and
used hisfher hands to eat meals.

5. Interview with CNA#3 on 7/9/14 at 10.05 AM
revealed bath aides were responsible for
trimming and cleaning resident fingernails on
i shower days.

6. Interview with the ADON on 7/9/14 at 1:10 PM
confirmad the bath aldes were supposed to trim
resident fingernaila as needed during showers

;and all staff was responsibie for assisting

41 residents with cleaning fingernails. Interview

| further verified residents #5, #12, #34, and #45's

- fingernails should have been trimmed and

! cleaned.

1 7. Review of facility pelicy entitled, "Care of
Fingernails/Toenails”, revised October, 2010
showed, "General Guidalines 1. Nail care

" includes daily cleaning and regular timming."

F 323 483.256(h) FREE OF AGCIDENT

§§=D " HAZARDSISUPERVISION/DEVICES

enviranment remains as free of accident hazards
: as is possible; and each resident receives
“adequate supervision and assistance devices {0
: prevent accidents,

i The facility must ensure that the resident

l This REQUIREMENT is not met as evidenced

|
|

F312:

Fa23

I

- Free of Accident Hazards/Supervision/Devices 8/22/14

: F323

Correct deficiency to individual--Resident has

! code alerl bracelet in place at all times to alert

, staff to possible elopsment attempts.

| Elopement risk manual is kept current at all

" times by the Social Services designee, and
slopement drills are performed regularly per

i facilty protocol. Resident #31 has not had an

! efoperment attempt since 5/8/2014.

. --Nursing staff will be educated on resident's

i status and need for stand-by assistance at all
times w hen ambulating, due fo unsteady

" balance and gait.
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l ‘ !
‘ How othars are jdentified and corrgction to '
F 323 i "
3 | Continued From page € F 323 others in similar situatlons--The
: by: ‘ Interdisciplinary Team Identifles those residents

' Based on observation, madical record review,
1 and staff Interview, the facility failed to ensure | " assasaments at admission, quarterly, and as
 staff implemented consistent interventions to ; needed.

ensure safely fo'_' 1 of @ sample residents (#31) | --All nursing and activities staff have been
identified as having safety risks. The findings l educated on the necessity of all residents at risk

were: for elopement being menitored at all times

; . . . during activities outside of the fachity. I
Review of the madical record showed resident acﬁvi‘qﬁes staff is not available to stai with

~#31 was admitted to the facility on 7/16/12 with . ] .

- . . ‘ ) t

| diagnoses including dementia. Review of the ; ; ;‘T}'?.:::Z;tffa mﬁzrtg:y :;il ;:?;ﬁitei?at
' quarterly MDS assessment daied 5/15/14 1 aAbsence P .

| reveal i cI: iti
| revealed the resident was moderately cognitively Moasures/systematic changes to preven

| impaired, made poor decisions, exhibited The raised "
| wandering behaviors, had fallen since the last recurrence--The raised, uneven concrels ared
near the patic w ill be fixed. An outside agency

| : . . .

| assessment, and required supervision. Review of

thg care plan up.datgd 71614 Fi)dentified the : - will be contacted for consultation. Staff will be

| resident as having wandering behaviors and falls. - educated to the fall risk of the palo area at this
interventions included placing a code alert ~ time, and wifl be asked o avold taking residents

: bracelet (a davice that sounded an alarm when 1 . with walkers or who are at risk for falls near this

| at risk for elopement based on nursing

the resident attempted exiting the building) on the | area. o
' resident's ankle, and maintaining an environment | ~ Monitor grmanent solutlon--Outdoor activities
free of safety hazards. : * will be audited for the next 60 days by the

© DON, ADON, or thelr desighee, to ensure that a
Review of nursing notes showed the resident had - staff member is present w ith residents during

experienced unwitnessed falls on 4/14/14,

| 5/27114, and 6/21/14. The falis on 4/14/14and

. 6/21/14 resulted in transfers to the emergency |

. department and involved injuries. After the fall on !

| 5/27/14, the resident was referred to physical

| therapy (PT) to assess balance and transfer

 safety. Revlew of a PT scraening note dated

i 81314 revealed "Patient unable to respond
apprapriately to any questions. Refused to walk

{ or stand for the therapist, appearad veary

gonfused, could not articulate thoughts about

“problems with mobility and did not mention recent

| falls or remember them. The best options for ‘!

' safety and fall prevention are to engourage i

the entire activity.

—-Code alert bracelets will be audited w eekly for
' the next 60 days by the Soclal Services
designee, to make sure they are in place on
rosidents at risk for elopement.

--Results of audits will be digcussed at monthly
QA meetings.
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, participation in exercise class, supervised walks
and to Increase supervision.” In addition, review

of nursing notes dated 4/16/14 and 5/8/14
revealed the resident had attempted to exitthe
facility, however, histher code alert bracelet sat i

off door alarms and staff Intervened. The
following concerns were identified:
a. Observation on 7/8/14 at 12:20 PM showed
i the resident belng assisted by two facility staff
- ambulating with a wheeled walker to the main ;
 dining room. The resident was unsteacy and was i
| given recurrent verbal reminders how to use the
walker.
b. Observation of the front outdoor patioon
7/8/14 at 4 PM revealed 6 residsnts, including
"resident #31, and 1 visitor were walking or seated
i on the patio. No staff were present on the palic.
| The patlo was constructed of biocks of concrete
| which were noted to be uneven with raised edges
i between the blocks measuring approximately
one-half inch o one and one-fourth Inch.
| ¢. Observation on 7/8/14 at 4:20 PM showed
| the resident was sitting outside weating a code
: alert bracelet on his/her left ankle. No staff were
| present on the patio. The resident was confused
. asking questions about "Paul climbing over the
. fence." At 4:30 PM RN #1 came out to the patio
| to encourage the resident to ge inside for dinner,
the resident was confused and commented, "1 .
| don't live here." Two staff were then abserved to |
| come out and assist the resident into the building
 using a wheeled watker. The resident was
. observed to be unsteady with ambulation and had
| to be given recurrent verbal reminders by staff |
| how to utilize the walker. The resident walked
| through the double doors and hisiher ankle alarm
_sounded. 5
" d. Interview with CNA#3 on 7/9/14 at 10:05
t AM verified the resident was unsteady, was al |
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risk for falling, and required assistance from staff
when ambulating. In addition, the resident had :

exhibited wandering behaviors and wore a code |
| alert bracelet alerting staff if s/he attempted to

| exit the facility. The CNA verified staff were

' supposed to supervise the resident during
activities on the patio,

e. Interview with the activities director on
7/914 at 12:30 PM confirmed staff had walked in
| and out of the facility "about every 10 minutes” to
check an residents, Interview further verified
. "ysually staff were present with residents at all
times,” and staff should have remained with the
resident. 1

f. Interview with the administrator on 7/1014
at 910 AM revealed the resident had a history of
falls, and had attempted to exit the factity. She
indicated staff were present in the dining room
and able to visualize the residents on the patle;
however, staff should have remained with the
, resident while the resldent was outside on the i
patio. Interview with the administrator additionally '

indicated she had not noticed the ralsed, uneven ; f .
edges of concrete on the patio but verified the  Treatment/Care of Special Needs F 328 8/22/14

raised, uneven edges were a potential fall hazard | Gorrect deficiency to Individual-Resident /16
and needed to be fixad. ’ : - was being ireated at the t1'me of survey for signs
¢ 328 | 483.25(k) TREATMENT/CARE FOR SPECIAL -~ F 32§ 2 symptoms of neart failve. ter BHP B8
88=E NEEDS : 472 on 718/14. New medlca.t\orfs w ere started
for treatment, and communication occurred
5, betw een facility and MD office on multiple
dates for increased edema, shortness of breath,
; wheezing. PRN albutercl inhaler w as used for
: rellaf of symptoms on 7/7/14, 7/8/14, and
| 7710/M4: diuretics were in use as well Resident
! ultimately w as hospitalized for chronic Kidney

The facility must ensure that residents receive

| praper treatment and care for the fallowing

special services;

Injections;

Parenteral and enteral fluids, }

: Colastomy, ureterostomy, or isostomy care, - k :
Tracheostomy care; . disease and acute respiratory fallure, When she -

Tracheal suctioning; ! | was discharged to the faclity she recelved
. Respiratory care,; ‘ ' scheduled nebulizers and conffort care through
hospice services,
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Foot care; and
Prostheses.

-l’::his REQUIREMENT Is not met as evidenced
Y
Based on observation, medical record raview,
and resident and staff interview the facility failed
to ensure respiratory treatment, care and
assessment were provided for 2 of 3 sample
residents (#5 and #39), and 1 non-sample
resident (#18) with respiratory care requirements.
The findings ware:

1. Observation of resident #16 on 7/8/14 at 9:58
AM showaed the resident was participating in a
group meeting of residents. The resident was
noted to be visibly short of breath and wheezing
loudly. Interview with the resident at that time
revealed the resident recelved breathing
treatments for histher wheezing, but that s/he had
not had a treatment that moming. At the
zonclusion of the meeting, activity staff and
nursing staff-returned and Interacted with the
residents. The following concerns were identified:

a, Interview with the activity assistant on
718114 at 10:02 AM revealed she was aware the
resident was wheezing, but she had never been
instructed to report such things to nursing.

b. The resident's pulsa oximetry (a
measurement of blood oxygen saturation), taken
by CNA#4 at 10:10 AM showed varlable
measurements, registering as low as 84%.
(Nomnal blood oxygen saturation levels are above
90%).

c. Interview with LPN #1 on 7/8/14 at 10:18
AM revealed she had received no report of a
resldent complaining of wheezing or shortness of
breath.

(%) 10 BUMMARY STATEMENT OFF DEFICIENGIES 10} PROVIDER'S PLAN OF CORRECTION (%8
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFIGIENGY)
F 328 | Continuad From page 9 F 328 | —No adverse effects w ere suffered by resident

#5 and #39, Oxygen tanks were replaced and
oxygen saturations increased to greater than
90%.

How others are ideutified and correction to
others in similar situation--All nursing staff will

others in simbar sitUALION -
be educated on continuous monitoring of
oxygen tank levels.

--A CNA each shift w il be assigned to monitor
all oxygen tanks during each meal during the
day.

- Implementation of an internal toot for staff

from all departments (as w el as visitors and
volunteers) w ilt be put into use so that any
person in contact w ith the resident can notify
the charge nurss of any changes.
Measuresi/systematic changes fo prevent
recurrenge--inservice related to internal
notification too! and SBAR formw Il be
implerented on or before August 22nd to
educate staff on communication of resident
change of condition.

--All current staff will be educated by August
22nd, 2014 on continual monitoring of O2 tank
levels, and netification of proper staff to replace

as needed,
~Allnew staff will be oriented to monitor Q2

tanks and change/notify as nesded.

Monitor permanent s olution=-DON, ADON or
designee wil audit staff over the next 60 days
to ensure training has been adequate and
correct any errors found immediately.

—-Random w eekly audits will be performed for
the next 60 days by the SDC/ICN or their
designes to ensure that O2 tanks are full,
—-Results of audits will be discussed at monthty
QA meatings.
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d. Review of physician orders showed the
resident had an order for Albuterol (8 medication
used to treat wheezing and shortness of breath),
2 puffs every 6 hours as needed for wheezing
and shortness of breath.

8. Review of the resident's MAR
documentation on 7/8/14 revealed the resident
recelved Alouterof at 4:15 PM (more than six
hours after the complaints of shortness of
breath.)

f. Interview with the DON on 7/10/14 at 8:55
AM revaaled the facility expectation was for
rasident symptoms, such as wheezing and low
pulse oximstry, to be reported to the nurse on
duty.

2. Observation of resident #5 on 7/7/14 at 5:30
PM revealed the resident was seated |n his/her
wheelchalr in the maln dining room and received
oxygen therapy through nasal cannula tubing.
The resident was noticeably short of breath,
Observation of the oxygen canister's gauge
indicated the canister was empty. The following
concerns were identified:

a. Staff were observed assisting the resident
with the evening meal, howaver, neither the
resident's shortness of breath nor the empty
oxygen canister were addressed until 5:50 PM, at
which time the empty oxygen canister was
replaced and staff assessed the resident's blood
oxygen saturation at 87% (normal blood oxygen
saturation levels are above 80%).

h. Interview with the ADON on 7/9/14 at 1:10
PM revealed all stafl were responsible for
checking resident oxygen canisters as neaded.

3, Review of the medical recard for resident #38
showed the resident was admitted to the facility
on 11/6/12 with diagnosas including chronic
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obstructive pulmonary disease and recelved
continuous oxygen therapy through nasal cannula
tubing. The following concerns were identifled:

a. Obsarvation on 7/8/14 at 9:35 AM revealed
the resident self propelled hissher wheelchair into
the bathroom In front of the nursing station. At
9:50 AM CNA #2 assisted the resident out of the
bathroom, and the resident was heard to say, "I'm
short of breath.” CNA #2 started to walk away
from the resident, and was stopped by CNA
who asked, "Did you check [resident's namea]
oxygen canister?” CNA#2 replied, "No." CNA#2
stated, "It's empty and needs to be changed."
CNA#2 then replaced the oxygen canister;
howaver, neither CNA#1 nor #2 assessed the
resident's blood oxygen saturation or reparted the
resident's complaint of shoriness of treath to
nurging staff.

b. Interview with CNA#3 at 11:10 AM verified
CNAs were responsible for making sure oxygen
canisters were riot empty. Interview further
revealed oxygen canistsrs were supposed to ba
checked when resldent's were provided
assigtance with ADLs, and were usually checked
when the resident was assisted with getting up in
the moming.

c. Interview with the ADON on 7/9/14 at 1:10
PM revealed all staff were responsible for
checking resident oxygen canisters as needed.
483.35() FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

The facllity must -

(1) Procure food from sources approved or
considered satisfactory by Federal, State or local
authorities; and

(2) Store, prepare, distribute and serve food
under sanitary conditions

F 328

F 371

F31 i
--The cleaning process of the double

and convection oven will be modified
from every 2 months to once a month and
as needed. An in-service will be provided
to all dining staff covering proper sanitary
cleaning procedures of kitchen equipment
and cross contamination, by 8/22/2014,

Ovens will be cleaned routinely follo

the Policy: Cleaning Instructions: Ovens.

8/22/14

aven

wing
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This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, and review
of facility cleaning records, the faciiity failed to
gnsure a sanitary environment was maintained in
the kitchen and fixed food contact equipment
located in the dining room and main lobby were
maintained in a sanitary condition. The findings
were: :

1. Observation on 7/7/14 at 2:35 PM and 7/9/14
at 11:20 AM showed the following equipment was
identified as requiring additional cleaning:

a. The back and sides of the double oven and
the convection oven had black burnad on food
that was crumbling and flaking on the fioor of the
oven.

b. The top and back of the range top were
coated with black grime,

¢. The side of the convection oven standing
beside the range top was coated with blackened
grime. :

d, The automated juice dispenser located in
the dining room was coated with dried julce
splatter near the dispenser,

e. The automated cappuceino dispenser
located in the dining room was coated with dried -
splatter near the dispenser.

intarview with cook #1 al the time of tha
obsarvation verified the ovens, juica and
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Compliance of deep oven cleaning will be
recorded monthly. Daily and weekly
cleaning of equipment will be gudited for
60 days; at that time if in compliance
monitoring will be done once a month.
Reporting will be done at QA meetings.
—-The cooks will be reeducated on daily
cleaning of the range with a review of the
Policy: Cleaning Instructions: Ranges.
Deep cleaning of the range will be done
monthly and as needed.

--Cleaning of the convection oven side
that is next to the range will also be
included in the above review. These
procedures will be audited for 60 days at
that time if in compliance monitoring will
be done monthly.

-=7/11/2014, a hands on in-service was
given to the dining staff pertaining to
proper cleaning of the juice machine. This
included the procedures of the juice
machine being completely wiped down
and sanitized after breakfast, lunch and
dinner meals, once a week juice
containers will be removed and clean
water run through the dispenser nozzle, -
-This procedure will be monitored for 60
days, at that time if in compliance
meonitoring will be done monthly.

--The cleaning procedure and a hands on
in-service for the cappuccino dispenser
will be reviewed with dining stafT, by
August 22, 2014. This procedure will be
monitored for 60 days at which time if in
compliance monitoring will be done

cappuccino dispensers should have been monthly
cleaned.
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Review of facility cleaning logs dated 2014, --The hospitality center is checked on the
showad the last documentation the ovens had A M., shift and the P.M. to make sure all
bean cleaned was 1/22/14, items are stocked and the area is neat and

clean. The check fimes will be changed to
2. Dbsarvation of the automated soft serve ice twice on A.M, shift and twice on P.M.
cream dispenser located across from the front shift. Facility staff will be instructed to
dESk on 718/14 at 2 PM and 7!9[14 at 8:30 AM contact dm]ng if the ice cream machine
fgod splatter, Int@wriew..r with LPN #3 on 7/8/14 at .-An in-service will be given to all dining
3:30 PM revealed the ice cream dispenser was staff on Policy; Employee Sanitary
supposed to be cleaned daily, and verified staff Practices; spocifically addressing the
should have cleaned the machine. According fo P ; o
Food Code 2013, U.S Public Heatth Service: wearing of hair restraints, This will be

oae + .3 FUBIC riea ervice. monitered on a daily and continuous

4-601,11, "(A) Equipment food-contact surfaces
and utensils shall be clean to sight and touch...
(C) Nonfood-contact surfaces of equipment shall
be kept free of an accumulation of dust, dirt, food
residug, and other debris.”

basis. Noncompliance will result in
proper disciplinary actions for the staff
member.

3. Obsarvation during the initial tour of the the -
kitchen on 7/7/14 at 235 PM showed the CDM
falled to wear any halr restraint while working with
cook #1 who was preparing food. Observation at
3:15 PM showed the CDM continued to work in
the food preparation area without any hair
restraint. Obsarvation the same day at 5:15 PM
showad the CDM was wearing a hair restraint,
howaevar it did not cover all her hair, (nterview with
the RD on 7/8/14 at 11 AM verified all staff
warking over food prep areas should wear hair
restraints that covered all their hair, According to
Food Code 2013, U.S. Public Health Service:
2-402.11 " (A) ...FOOD EMPLOYEES shall wear
hair restralnts such as hats, hair coverings or
nets, beard restraints, and clothing that covers
body hair, that are designed and worn to
sffectively keep their halr from contacting
sxposed FOOD; clean EQUIPMENT, UTENSILS,
and LINENS: and unwrappad SINGLE-SERVICE
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The facility must establish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the davelopment and transmission
of disease and infection.

{a} Infection Control Program

The facility must establish an Infection Control
Program under which it -

(1) Investigates, controls, and prevents infections
in the faclity;

(2) Decides what procedures, such as Isolation,
should be applled to an individuatl resident; and
{3) Maintains a record of Incldents and corrective
actions related to infections.

(b) Preventing Spread of Infection

{1) When the Infection Gontrol Program
detarminas that a resident needs isolation to
pravent the spread of Infection, the facllity must
isolate the resident,

(2) The facility must prohibit empioyees with a
communicable disease or Infected skin lesions
from dirsct contact with residents or their food, If
direct contact will transmit the disease.

{3) The facility must require staff to wash thelr
hands aftar each direct resident contact for which
hand washing is indicated by accepted
professichal practice.

{c} Linens

Personnel must handle, store, process and
transport finens o as to prevent the spread of
infaction.
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and SINGLE-USE ARTICLES. " infection Control/Prevent Spread F 441
F 441 483.65 INFECTION CONTROL, PREVENT F 441 | Correct deficiency--An audit has been
§5=E | SPREAD, LINENS completed on all current infections and records

have been updated, including organisms

found(if cultured), treatment, and resolved date
if applicable. No individuals w ere identified.

How others are identified and correction to

others in similar situation--An inservice will be;
planned on or before August 22nd on

performance of hand hygiene, glove use, and
peri care to help prevent the sproad of
infection.

--Peri care w ill be completed on all residents
using proper technique.

--All handw ashing and gloving will be
completed using proper technique.

--A facility schematic will be placed in the
nurses report station and updated w ith current
infections and Isolation rooms if indicated.

-\l In-gservice staff and update care plans
related to increasing hydration of residents at
risk for UTls. A cross-departmental team has
been assigned to complete a Performance
improvement Project related to increasing
hydration.

Measures/systematic changes to prevent
recurrence--Proper peri care/ handw ashing/
and gloving training w ill be provided to current
staff by August 22nd, 2014, Staff was trained on
proper ¢-diff isolation/ cleaning/ and linen
renmoval and w ashing on July 15, 2014. Staff

w as also given corrective education on
biohazardous w aste removal and disposal with
the head of Environmental Services on that
same date. All incoming staff w il be oriented
with proper training on hand w ashing/ gloving/
isolation precautions/ and proper linen

i rermoval.
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F 441 | Continued From page 15 F 441} monitor permanent solution--The Staff

Development Coordinator/infection Control
Nurse (SDC/ICN) or their designee will audit
staff over the next 60 days to ensure training

This REQUIREMENT Is not met as evidenced w as adequate and w ill correct any problerms
by: ' identified immediately.

Based on staff interview,and review of the --SDC/CN or designee will maintaln yearly
facility's infection preventlon and control program competences of staff related to infection

data and facility pelicy, the facility falled to prevention techniques, and proper care for an
maintain a complete and accurate infection Infected individual.

control program that included tracking, trending, --Results of audits wlll be discussed at monthly
and ongoing surveillance of facllity infections. The QA meetings.

findings were:

Facility infection surveillance recards were
reviewed with the DON and the MDS coordinator
on 7110114 at 10:50 AM. The following concerns
were identified:

a. Review of a facility document entitled,
"Infection Rate Analysls Report" dated 3/1/14
through 5/31/14 showed the infection rate for the
facliity was 13.13%. The facility had a total of 26
infections, 11 or 42.6% of which were identified
as urinary fract infections, Of the 11 urinary tract
infections 7 had organisms which were isolated
and identified by lab culture, 3 were reported as
unknown, and 1 was reported as other. No
documentation for infeclions was avattable from
6/1/14 through 7/9/14. No additional
documentation was provided that showed
evidence the Infections were investigated for
cause, trends, clusters, or that recommendations
for corrective action had been developed and
implemented to reduce or prevent infections.

b. Interview with the DON at that time revealed
she had only been in her position for a couple
weeks. Interview further revealed the infection
control position had been vacant for several
weeks. The DON verified she and the MDS
coordinator were currently oversasing the
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Continued From page 16
infaction control program, The DON and MDS
coordinatar conflrmed no additicnal
documentation was avallable that identifled
clusters, tfrends of infactions, or survelllance
activities that monitored and Investigated the
cause of infections, tharefore no
recommendations or plans had been developed
as preventative measures. In addition,
documentation failed to show dates resident
infections were resolved,

¢. Review of an undated facllity poiicy entitied,
“Infection Prevention and Control Program"
showed, "The infection preventionist.. is
responsible for the quality of resident care as it
relates to the investigation control, and prevention
of infectlon...this includes perform surveillance,
identify clusters of infection In a timely
manner...track trends within the facllity...identify
infaction control Issues and make
recommendations for corrective action...direct
short and long range planning activities for
infaction prevention and cortrok"
483.70(h)
SAFEIFUNCTIONAL/SANITARY/COMFORTABL
E ENVIRON

The facility must provide a safe, functional,
ganitary, and comfortable environment for
residents, staff and the public.

This REQUIREMENT Is not met as evidenced
by:
Based on observation, and staff interview the
facility failed to ensure a safe envirchment was
maintained for residants, stafi, and visitors to the
facility. The findings were:

F 441

F 485
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F 465 | Continued From page 17 F 465 %4165 Facili .
Observation of the front outdoor patio on 7/8/14 he facility maintenance department
at 4 PM revealed 6 residents and 1 visjtor will ensure a safe walking surface fop
walking or seated on the patio, The paflo was residents, wvisitors, and staff on the¢
constructed of blocks of concrete which were front patio a 11 Ty
noted to be uneven with raised edges belwesn - h g b red. lThel concn?te will b(
the blocks measuring approximately one-half inch shaved by a local contractor (o
to ohe and one-fourth inch. Resident #3 was - eliminate the large level differences in
ambulating with & wheeled walker around the the concrete. This work will be
perimeter of the patio weeding the raised flower
beds. Observation further revesled the resident p glgol:;med by E(ll local contrz_lctor and
lifted up on the front of the whesled walker over WILL DE a5Sesse by th? Maintenancq
one section of raised uneven concrete {that Director for completion.  During
measured approximately cne and one-fourth maintenance walk-arounds, the
inch to assist the walker over the ralsed edge. maintenance department employees
Interview with the adminlstrator an 7/10/14 at 8:10 will check for uneven surfaces and if
Al revealed she had not noticed the raised, they are found, they will bg
uneven edges of concrete on the patio, She also responsible to have them fixed
verlfied the ralsed, unaven edges were a potential Result
fall hazard and needsd to be fixed. identi ; d gf |y i problercrf arcas
F 467 | 483.70(h)(2) ADEQUATE OUTSIDE F 467 ied during walk-arounds will be
g5=p | VENTILATION-WINDOW/MECGHANIC reported to the Safety Committee, 8/22/14
The facility must have adequate outside F 467
ventiation by means of windows, or rnechanical Th i ] ,
ventilation, or & combination of the two. e proper ventilation in the public
bathroom was restored and the vent
o ' _ cleaned on 7/10/14. The maintenance
E;I'IS REQUIREMENT is not met as avidenced Hepartment  is  tesponsible  for
Rased on observation and staff interview, the monitoring and fixing, and cleaning
facility failed to ensure adequate ventilation was the ventilation as soon as an issue is
maintained for 1 of 2 public/resident bathrooms identified. The maintenance director
(left side of nurses' station). The findings were! will check ventilation bi-monthly and
Ohsarvation of the public bathroom used by both he _ _Vents will be maintained in
residents and visitors (located across from the working  order. Results of the
nursing station to the left side) on 7/7/14 at 6 PM, ventilation checks will be reported to
satety Fﬁmmittn%%ach rReat
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revealed there was a strong odor in the
bathroom. Ohservation further revealed there was
ne window ventilation to the outside of the
building and the mechanical vent located above
the commode was covered with dust, Additional
observation with the maintenance director on
7110/14 at 12:15 PM showed the mechanical vent
ahove the commode contihuad to be coverad with
dust, Interview with the maintenance director at
the time of the obssrvation confirmed the
mechanical vent was not functioning properly.
483.75(1}2Xiiy PROMPTLY NOTIFY PHYSICIAN
OF LAB RESULTS

The facility must promptly notify the attending
physician of the findings.

This REQUIREMENT is not met as evidenced
by:
Basad on medical record review and staff
Interview, the facility falled to notify the physician
of & laboratory result for 1 non-sample resident
{#4). The findings were.

Review of admission/re-admission orders dated
8/265/14 showed the resident #4 was re-admitted
to the facility with orders for Coumadin (a blood
thinning medication) 1 mg by mouth daily for 2
days, skipping the 3rd day, and repeating the
pattern. Review of the history and physical signed
5115114 showed the Coumadin was used to
pravent blood clots after a surgery (o repair a
fractured hip. Review of a physician's crder dated
6/23/14 showad INR (International Normallzed
Ratio - a measurement of how quickly blood
clots) results were to be communicated to the
resident's orthopedic surgeon, and not to the

F 467

F 505

Hromptly Notify Physician of Lab Results F 505
Correct deflclency to Indlvidual--Resident #4's
orthopedic surgeon w as notified via fax and
multiple telephone calls on 7/10/14 regarding

1.4 NR level. He reported on a consult that

this is the INR level he w ould ke her to be at,

and has not changed her dose since this time.
Coumadin has since been discontinued.

--No adverse offects w ere suffered by resident
#4 due to subtherapeutic INR.

How others are identified and correction to

others in similar situations --Residents with
coumadin prescribed by orthopedic surgson w ilf

be identified on admission, and note will be
made on MAR and in the chart that all INR
results are to be sent to the surgeon, not the
primary care provider.

--All residents receiving coumadin w il be
identified w eekly by the DON, ADON, or their
designes, and will be presented at an
interdisciplinary Team Maeting.

8/22/14
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F 505 | Continued From page 19 F 505 | Measures/systematle changes to prevent
primary care physician. The following concams recurre nce=-A INR communication formw ll be
were Identified: irmplemented on or before August 22nd, 2014
to be used by nurses w hen contacting
1. Review of laboratory resulis dated 7/1/14 practiioners. Formwill state current INR level,
showed the resident's INR was 1.3, There was no date It was draw n, current coumadin orders, and
indication either the orthopedic surgson cr the request notification of change of dose (if dose
primary care physiclan were notified of this result change Is necessary) and date that next INR
should be draw n. The formw ll state that a
2. Review of laboratory results dated 7/8/14 reply is requested before the end of business on
showed the resident's INR was 1.4, The result the surrent date. --Nurses will also be asked to
was faxed to the primary care physiclan, but not call the physician's office to notify them that the
to the orthopedic surgeon as ordered. fax has been sent. F & reply has not been
received by the end of the nurse's shift, the
3. Interview with RN #1 on 7/10/14 at 8:55 AM completed formw ill be given to the oncoming
confirmed the resident's Coumadin therapy was nurse, w ho will attempt to call the provider as
being managed by the orthopedic surgeon, and well. The formwill not be filed In the chart
INR results should have been communicated to uritil a reply has been received fromthe
him. practitioner,
--The medical records designee has provided
the clinics w ith a copy of each resident's face
sheet, with the facility phone number
highlighted, and has requested that the facility
ve calfled for notification of all physiclan
communication of lab values.
~Nurses will receive educaltion regarding new
INR communication form, and use of FT/INR
flow sheet in MAR,
--General fax communication formw il be
updated to ensure that facility name and phone
nurmber are clearly visible.
Monitor permanent solution--Residents who
are taking coumadin w il be audited once a
w eek by the DON, ADON, or their designee, for
the next 60 days. Audit will include current
labs, use of communication form, change of
orders, and calendar used to schedule lab
draw s,
~-Results of audits w il be discussed at manthly
QA meetings..
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