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X410 SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION 5}
PREFIX (EACH DEFICIENCY MUST BE FRECEDEQ BY FULL PREFIX (BAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATR
DEFIGIENCY}
This plan of comectlon is prepared as
{F 000} | INITIAL COMMENTS {F 000}/ required by regutation.
To remain in complance with all Federal and
State regulations, the centar has taken or will
take the actions set forth In the following plan
{F 300} | 483.25 PROVIDE CARE/SERVICES FOR {F 308} of comection.
85=g | HIGHEST WELL BEING The plan of correction constitutes the center's
allegation of compliance such that all allaged
Each rasldant must receive and the facility must deficiencles cited have been or wil be
provide the necessary care and services lo attaln correcled by the date or dates Indicated.
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care. F309: Provide Care/Services for pg/03/15 |
Highest Well Being
Corrective Actions:
This REQUIREMENT Is not met as evidenced The facllity has completed routine Pain
by: Assessments on Residents #8, #10,

Based on medical record review end sialf #100, and #103. Roufine pain
interview, the facllity failed to ensure pain assessments are ongoing. Resident's
assessments were completed for 4 of § sample #8, #10, #100, and #103 are receiving
residents (#8, #10, #100, #103) with pain, The pain interventions ss indicated to
fallure was related to documentstion of routine manage individual perceptions of pain.
pain assessments, administration of tragtments Resident’s #8, #10, #100, and #103 are
when pain was Identified, and timely re-evaluation receiving timely re-evaluation of pain
of pain medication administration. The findings medication interventions,
were:

Pain assessments, pain medication
1. Review of the July and August 2015 MARs administration, and re-evaluation of pain
showed the following concerns for resident #8: medication  efficacy are  being
8. Raview of the evening pain assessments documented in the resident's electronic
for 718, 7122, 7123, 7127, and 7/28 showed the medical record.
resident reported pain of 510, Continued review
of the MAR and the nursing progress notes failed
to show any treatments wera provided,
b. Review of evening pain assessmants for
8/2 and 8/11 showed thé resident reportad paln of
6/10. Continued review of the MAR and the
corresponding progress notes failed 1o show any
treatments were provided,
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c. Review of the July 2015 MAR and the
nurse's notes showed on 7/25/15 at 10.59 PM the
resident was administerad PRN Tylenal for pain
ratad at 7/10. The re-avaluation was documented
a8 "effective® on 7/26/15 st 1:24 AM {2 hours and
23 minutes laler).

d. interviaw with the DON an 8/12/16 at 4:30
PM verified no treatments for these pain
assessments were documented. In addition, the
DON varifiad the time frama between
administration of a PRN pain medication and the
re-evaluation for effectiveness was to be
completed within 1 hour,

2. Revlew of tha August 2015 MAR showed
resident #10 had a pain assessment completed
on the evening shift of 8/10/15 which Identifled a
pain level of 3/10. The lime of the asseasment
was not avallable on the MAR. Continued raview
of the MAR and the corresponding progress
notes falled to show any PRN treatmant was
provided, However, reviaw of a pain monltoring
schedule summary provided by the DON showed
the pain asseasment was documented at 6:22
PM on 8/10/15. The DON then provided a
medication administration summary which
showaed the resident was given a scheduled
acstaminophen tablet al 8:50 PM that evening.
Interview with the DON on 8/12/15 at 5:55 PM
verified the time frame betwzen when the
resident was assessed for paln and when the
medicetion was administerad should have been
within the hour.

3. Review ofthe August 2015 MARs showad
resident # 103 was assessed as having a pain
level of a 3 out of 10 on both 8/10/16 and 8/11/15
In the evening. Continued review of the MAR
showad orders for Narco teblet 5-325 mg
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(X4 1D SUMMARY STATEMENT OF DERGIENGIES [s] PROVIDER'S PLAN OF CORRECTION )
PRERIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMBLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
{F 308} Continued From page 1 (F 308} ldentification of Other Residents

Potentlally Affected:

Al residents have the potential to be
affected. An audit was completed to
identify any residents who were not
being assessed routinely for pain, having
pain medication administered for stated
pain, and timeliness of re-evaluation of
the efficacy of pain medications,

Systemic Changes:

All residents have had routine pain
assessments entered into the PCC
electronic medical record system, and
are reflecfive in the resident's EMAR.

The Licensed Nurses were educated on
Paln Assessments and Pain Medication
Administration policies and practices by
the Direcior of Nursing.

The Unit Managers were educated on
the daily monitoring of Pain Assessment
and Pain Medication Administration for
their assigned resident population. Any
identified concern will be immediately
addressed by the Unit Manager and
reported to the Director of Nursing for
further evaluation,

Monitoring:

Daily pain assessments and medication
administration practices will be audited
by the Unit Manager/designee x 90 days,
and then weekly thereafter untl such

time as the QAP Committee determines
compliance has been met.
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Continuad From page 2
{Hydrocodone-Acataminophen) take 1 kablet by
mouth avery 4 hours es needed for pain; and
Tylenol L=blet {Acetaminophen) lake 500 mg by
mouth every 4 hours as needed for pain,
However, nelther of the above listed pain
medications were shown to be administered on
either 8/10 or 8/11. Interview with the DON on
B/12/15 at 4:30 PM verified no lreatment for these
pain assessments was documented and no other
type of pain medication was documented as
having been administered for the resident

4. Raview of the July and August 2015 MARs
showed resident #100 was admitted on 7/24/15
and was administered PRN pain medication on
the lollowing dates. 7/24, 7/27, 7/29, 7/30, 8/4,
/8, 8/8, 8/10, and 8/11. The resident's pain rating
for these dales ranged from 5-8 out of 10.
Continued review of the MARs failed to show the
resldent was routinely aseessed for pain.
Interview with the DON on 8/42/15 at 4:30 PM
verifled &ll residents ware expectsd to be
assessed for pain on each shift daily. She verified
the shift pain assessments for this resident was
lacking, and may have been missed on the
admission orders therefore not showing up on the
MARs for the nurses to ensure monitoring.
483.36(s) THERAPEUTIC DIET PRESCRIBED
BY PHYSICIAN ,

Therapeulic dlets must be prescribed by the
attending physiclan.

":hls REQUIREMENT s nat met as evidenced
y: :
Based on observation, staff Interview, and review
of education materials, the facility falled to ensure

{F 308}

(F 367}

Identified concerns will be immediately

addressed and reported to the

of Nursing for further evaluation, and

reportad to the QAPI Committee
for further analysis
recommendations,

Director

monthly
and
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the modlfied diet texture was an appropriate
consistency for 1 of 2 meals ohserved (the noan
meal). The findings were:

In responsa to deficlent practice clted on the
6/4/15 survey related to medified diet textures, an
education inservice was provided, Revlew of the
educational Inservice malerials presented to the
dietary slaff on 7/3/15 showed the purpose of &
pureed diet Is “...lo provide foods thal can ba
successfully and safely swallowed...the foods are
| @asy lo swallow because they are blended,
| whipped, or mashed unili they are a ‘pudding-like
[' texture'...All foods on this diet should be smooth
and frae of lumps."

| Observation of the noon meal on 8/12/16 al 12:16
PM showed the mixed vegelables for the puread
diets was not an acceptable consistency.
Interview with server #1 et that time revealed she
did not think the texture was smecoth enough.
There were small pieces of carrots and broceoli,
the mixture was not emoath, However, the server
stated there were 4 resldents with pureed dlets in
the dining room which was helng served, and 2 of
these rasidents had been served the pureed
vegelables. interview with the registered dletitian
at 12:17 PM verified the vagetables needed to be
further processed and did not meet the
canslstency requirements for a pureed diet. She
further blended the vegetables at that time.

F387: Therapeutic Diet Prescriﬁed by

{F 367)| Physician 091'03:’15I

Corrective Actions:

Residents ordered to receive modified
diet texiures are being served the
appropriate dlet texture consistency for
safe consumption.

Others Potentlally Affected:

All residents who are ordered to recsive
a modified diet lexture have the potential
to be affected by this practice,

Systemlc Changes:

The Registered Dielician re-educated
the dletary staff on Puree/Mechanical
Soit Diet Taxtures on 08/18/2016. '

Any newly hired dietary staff will recelve
the education on Pures/Mechanical Soft
Diet Textures prior to working in the
department.

Monltoring:

Daily diet texture audits will be
performed by the RD/designee x 2
weeks, and then weekly x 90 days, until
the QAPI Committee has determined
that compliance has been met.

Any concerns identified during the audits
will receive immediale remedation, and
will be reported to the QAP] Commitiee
for further analysis and
recommendations.
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