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F 000 | INITIAL COMMENTS F 0n0
Preparation and execution of this
The following commmon abbravistions are used :
throughout this documen: response and plan of correction
N _ , does not constitute an admission
i éﬁi’éﬁﬁ?ﬁ-ﬂﬁﬁﬂ;mg or agreement be the provider of
' LPN-Licensed Practical Nurse the truth of the facts alleged or
H MARwazdICElﬂon Administration R@COrd conclusions set forth in the
MDS-Minimuna Data Set e
statement of deficiencies. The plan
Less commonly used abbreviation will be of correction is prepared and/ or
annotated in each deficlercy, d solely because it is
F 221 | 483,13(2) RIGHT TO BE FREE FROM Fopy] oXecuted salelybecaus
s5an | PHYSICAL RESTRAINTS required by the provisions of the
™ dent hes th richt to be fee § state and federal law. For the
& residant has the right to be free from. any
physical restraints imposed for purposes of purpose of any allegation that the
| discipline or convenience; and not required to facility 1s not in substantial
treat the resident's medical symptoms. compliance with federal
trequirements of participation, this
g;ﬁs REGQUIREMENT is not met as evidanced response and plan of correction
Based on medienl record review, review of facility constitutes the facility's allegation
policy and procedure, snd staff interview, the of allegation of compliance In
facifity failed to ensure the physical rastrasnt of 3
residents was reguired to treat medical symptoms acmrd?nce with the State
for 1 of 1 sample resident with restraints G#1). Operations Manual.
The findings were:
‘ F221
Review of a physivian's order dated 7/18/14 for 0102 Zbﬂﬁ
resident #1 showed, “May apply lap fray 1o WIC ‘ )
[wheelchalr] - poor safety awareness. Releass for 1. Resident #1-lap tray was
activities and ADL." Review of a physiclan's order | discontinued on 07/30/2014,
dated 7724114 showed the resident was. sentto
| the-haspltal. 2. Director of Nursing or designde
Review of re-admisslon arders dated 7/27/14 will complete an audit by
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F 221 Continued From page 1 F221:
i

showed the resident did nof return from the
hospital witlhy orders for restraliit use. Review of
the pre-physléal restraiint-and reduction

1 pasessment dated 727114 showed the
whaeldhalr fray was no longer being considered.a
restraint becausé the residerit was able o
remove the tray.

Review of the resident's care plan for restraints
dated 7/18/14 showed the restraint carl plan wag

discontinbeéd on 7/26/%4, and dontaired
instructions to refer to tha residents ADL care |

showed “Tray to WIC [wheelchair] to. assist with i
positioning® but falled to show any instructions for |
when the iray'was to be usad, or how oftan the
resident was fo be relessed,

Review of the facility pollcy and procedura
entitled, "Restraint Mansgement,” last revised
August 2012, showed “Any resident using a
restraint will have a currentorder with the
following compenents: a. Exact iype of resiraint;
b. When 1o use the: restraint ¢, Medical symptom
for using the restralnl; and d, A release/exercise
statemant™

Review of the CNA Gare guide, printed out by :
LPN A on 8122714 at 10:40 AM showed the |
resident was not included on the guide. LPN#1 |
confirrmed at that time the guide. had not been i
updated with the resldent's care requirements |
gince-the resident's re-admission on 7/27/14, '
Interview with the DON on 8/22/14 at 1125 AM

confirmed the care guide on the computer was

assigned residents,

Review of a physigian's telephcne cvrdczr dated

plan. Raview of the.resldents care plan for ADLg i

!
how facility CNAg learned the care needs of their ‘;

—t

10/02/2014 to ensure restraiT
orders are in place upon
admission/ readmission,

Director of Nursing or designe
to educate staff by 10/02/201
regarding the purpose of a

restraint and physician orders
for restraints.

&=

Director of Nursing or designee
will review newly admitted or
readmitted residents monthly
for 90 days to ensure orders dre
obtained for restraints as
needed.

Director of Nursing or designd
will review restraints monthly
for 0 days to ensure continugd
use, physicians orders,
restraint assessments and carg
plans are in place.

D

Results of monitoring will be
reported to the facility QAP
committee monthly for 90 days
or until substantial compliance
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The setvices provided or arfanged by the-faclity
must rmoet professionat standards of quality,

This REGUIREMENT s nat met as evidenced
by:

Based on medical record review, review of {acllity
pulicy and procedure, and staff interview, the
facility failed o follow physlolan's medication
orders for 1 of 11 sample residents (#94), and
failed to obtaln appropriate physiclan orders for
resiraint use for 1 of 1 sample resident who hag
used restraints (#1). The findings were;

1. Reviaw of nurslng d=ily skitfed summaries for
the.mionihs of July and August, 2014 showed
resident #04 regulary complainad of itching, and

Medicated creams and physi¢
restraint orders by 10/02/201

to canfirm the physician orders

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES i p PROVIDER'S PLAN OF CORREGTION 35)
FREFIX. {EACH DEMQIENTY MUST BE PRECEDED AY FULL PREFIX {EACH CORRECTIVE ACTION. SHOULD BE COMPLETION
TAG REGUILATORY OR LBG IDENTIFYING INFORMATION) TAG CROES-REFERENCED T0O THE APPROPRIATE DATE
DEFICIENGY)

F 221 | Continued From page 2 Fan

8/18/14 showed "WIG [wheelohalr] with tray do'd ' ;

(diseontinued) 7/30/44..." Review. of skilled has b,een achleved ar'd

nursing iotes dated 813114, 814114, 816114 end sustained as determined by the

8/7/14, however, showed the resident had been committee,

restrained with & wheelchalrlap tray on-those

dates.

Interview with the DON and the resident care _

manangement director an 8/22/14 at 8:06 AM F281 D l,;, h4

revaalad the resident had broken his/her orginal -

wheelchalr lap tray, a plastic tray that fastened 1. Resident #94- was dischargea

with velcro, on 7/30/14, and the facillty had been

puiting the resident inte another residents on 8/18/2014.

‘wheglchalr with a'slide-on fap tray that could not ,

be removed by the resident, The interview further Resident #1- lap tray was

gonfirhed the resident had been restfained discharged on 07/30/2014,

without appropriate assessreants, consents, of

physickan orders for the restraint, . ; .
I 281 483 20(k)8)() SERVICES PROVIDED MEET F 281 2. Birector of Nursing or designpe
55=p | PROFESSIONAL STANDARDS will complete an audit of

are transcribed and carried over

manthly on the computerized
physician orders, Any
medicated creams or physica)
restraints found during the
audit will be updated with
accurate physician orders by
10/02/2014.
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F 2211 Continuad From page 2 229
8814 showed "WIC [whaslchair] with tray do'd . ; . "
[discontinued] 7/30/14..." Review.of skilled 3. Director of Nursing or designge
nursing hotes dated 813714, 8/4/14, 8/8/14-and to educate Licensed Nursing
8/7114, howaver, showed 'Ihel.residgnt had been staff by 10/02/2014 regarding
resirained with g wheel¢hair lap tray on those
dates. obtaining physical restraint
orders and confirm medicatel]
Interview with the DON and the residént tare \ .
manangement dirsctor on 8/22/14 at 9:06 AM crea-ms are transcribed and
 revealad the resident had broken his/her.original carried over monthly on the
wheelchairlap tray, & plastic tray that fastened computerized physician ordets.
with velero, on 7/30/14, and.the fadility had been P ¥ .
putting the resident into anothier resident’s Director of Nursi desione
wheelchalr with a sllde-on lap tray that cauld not ireceor of Nursing or designee
be removed by the resident. This ‘lntaw_i‘ew. further ! will review newly admitted gr
confirned the resident had been restrained readmitted residents monthiy
without appropriste assassments, consents, or .
physidian orders for the restraint, _ for 80 days to confirm orders
F 281} 483.20(k}(3)() SERVICES PROVIDED MEET F 281 are obtained for restraints as;
S8=D | PROFESSIONAL STANDARDS - i

Thé services provided or arranged by the facliity
must meet profagsionat standards of quality,

This REQUIREMENT is nit met as eviclenced
by:

i Based on medical record review, review of facility

policy and procedurs, and staff interview, the
faciiity fafled to follow physician's medication
ordérs for1 of 11 sample residants (#84), and
falled to obtain sippropriate physiclan orders-for
restralnt use for 1 of 1 sample resident who had
used restraints (#1). The findings weare:

! 1. Review of nursing dally skiffed summaries for

the months. of July and August, 2014 showed
resitent #84 regulary complained-of itohing, and

heeded.

Director of Nursing or designee

will review medicated creams

monthly for 90 days to confirin

medicated creams are

transcribed and carried over
maonthly on the computerized
physician orders.

Results of monitoring will be
reported to the facility QAP

committee monthly for 90 days
or until substantial compliance
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had multiple opan arens on histher skin from :
scratehing andfor picking at his/her skin, Review
of admigsion physician:orders showed an ordet
for ttlamefolone 0.5% cleam (@ carticosterold
cream used for Iteh réllef) (0 be applied toplcally !
twice dafly. Additionally, review of the regldent's
care plan for non-pressure-vicear skin impairment.
showed the resident had “itehing - picks at skin."
intervéntions included "Kenaloy [brand name for
tristmelnolone] 0.6% crean togically BID {twme
daiiy]."

Review of the- July 2014 MARs:showed the
rasident recelived the tamclnolone 0,5% crean
twice dally as ordered; howaver, raview of the
August 2014 MARs:showed the madication was
na longer lsted, interview with tha DON on
8/21/14 &t 12:03 PM-confirmad the-facility had
failed o transfer the medication to the Auglst
2014 MARs.

2. Review of g physician's ordar dated 7/18/14 for-
rasident #4 showed, "May apoly lap tray to WG
[wheelchalr] - poor safely awareness. Relaase for
: activities and ADIL." Review of & physiclan's order
! d&ted 7124144 showed the resident was sent o
tha hospital

i Rawaw of re<gdmission ordars dated 7/27/14

! showed the: resident did not return from the
hospital with ardarg for restraint usa. Review of
the pre-phiyalcel restraint ahd redustion
assessent dated 7/27/14 showed the
wheslchair tray was no longer -being considered a
resiraint hecause the resident was gble to
ramnove the tray,

Revisw of a physician's telephone order dated
8/19/14 showed "W/C [wheslchair] with tray de'd

(X4 1D SIMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN (3 CORRECTION T e
Risaifd (EACH DEFICHENGY MUST BE FRECEDED.BY FULL PREFIX (EACH GOFRECTIVE AGTION SHOULD BE | COMILETION
TAG REGOLATORY R LSG IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE ABPROPRIATE | DATE
DEFIGIENGY}
F 2811 Continuad From page 3 N

has been achieved and
sustained as determined by the
committee.

F314

1. Resident #1- Wound orders
and wound measuremenis
were abtained on
08/22/2014 and treatme
continues,

ht

Director of Nursing or
designee will complete an
audit of residents with
wounds to ensure no

further skin breakdown h
occurred by 10/02/2014,

aS

Director of Nursing or ,
designee o educate
A Licensed and Certified |
E Nursing staff by 10/02/2*14

o)1}
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F 287 Gontinued From page 4 (Y
[dizcontinued] 7/30/14..." Review-of skilled :
nursing notes dated 8/3/14, Bl4/14, 8/6/14 and regarding timely ;
87114 however, showed the regident had been identification/ prevention
;e;stg:ined with a wheslchair lap-tray or thase | of wounds.
Review of the faclity policy entitied, “Restraint | : Director of Nursing or
-Ma:;fa%e(ment“ f;‘i\#ﬂd "No restralnt rr}laay [be ! designee will review wee‘dy
applied (except durng an émergency) Unless
there is & spesific-physicln order." | skin assessments, 24-hr
! reporis and telephone
{nterview with the DON on 822114 af 9;06.AM
revealed the resident had broken hisfher orlginal orders to en.:;ure ’j'c:’w
wheslchalt lap tray on 7/30/14, and the facility wounds are identified an
had been pulting the resident into another ' the appropriate
resident's wheslchair with a slide-on lap tray that . . d
cotlld not ba remavad by the resident. The interventions anc care
interview further confirmed the resident had been plans are timely updated
restrained without a physician order for the
rastraint, 4, Results of monitoring wil
F 314} 483.25(c) TREATMENT/SVCS TO F 314 ) EW
3= | PREVENT/HEAL PRESSURE SORES be reported to the facilit
4 . QAPI committee monthly
Based on the comprehensive asgessment of & :
resident, the facllity must ensire that a resident for 90 days or until
‘who enters the facility without pressure sores substantial compliance has
does not develop pressure sores unless the been achieved and
iridividual's clinilcat conditlon demonstrates that . .
they ware unavoidable; arid a fesident having sustained as determined by
pressure sores receives necessary treatment and the committee,
services to promote healing, prevent infection and
pravent new gores from daveloping.
This REQUIREMENT 18 not st gs evidenced
by:
Based on observation, medical record review
and staff Interview, the fucility faillad fo ensure o
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F a4

- ADLs, was always incontinent of bowe!, and was

Hght izchial preseure sore and "Excorjation to
uttocks; trach slte; PEG." Observation on

{ right lschial wound, the DON prepared. to replace
the-resident's incantinence brigf without-checking |

Centinoed From page 5

rasident having.& pressure ulcer received timely
identffication of an additional unstageable
pressure ulcer for 1 of 1 sample resident with
prassura ulogrs (#1), The findings wera;

Review of the 87814 admission MOS assessment]

showed resident #1 was re-admitted to the facility
on 7121114 with diagroses that Ingluded traumafio
brain mjury, deen venous thromboesls, and’
coronary artery disease, The assessment further
shiowed the regident required the extensive
assistance of twe or more persops with neéarly all

at risk for pressure uleers but did not have any
unhealed prassure yloers.

Review of the nursing-dalty skilled surmary
dated 81714 showed the resident had been
found to have a new unstageable wound to the
right ischial area. Review of the nursing daily
skilled summary dated B/20/14 showad only the

821714 at 2:38 PM of the resident's dressing
change revealad affer cleansing and dressing the

the resident's left ischlal araa for breakdown or

excorlation. Upon request, the resident was rofled |

50 the left schial arss. coull be visualized, and an ;
additiohal pregsure ulver was ldantified. The DON
measured the-wolid as 0.5 by 0.4 centimeters
and detarmined it was unstagﬂable dueite slough
at tha wound bad. {Slough is soft, moist, dead
tissue. Its presencs indicates g stage it or higher
wound, however, staging cannot be done untll the
wound bed is fully visibis). Inferview with the DON
at that time gonfirmed the facility had been
unaware of the second pressure Ulcer.

F314
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