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F 155 | 483.10(b){4) RIGHT TO REFUSE; FORMULATE F 155 Phyalcian's order clarifled for
§S=D | ADVANCE DIRECTIVES R4, dated 6/29.
8816
The resident has the right to refuse treatment, to |dentification of Others- DNS/designes to conduct
refuse to participate in experimental research, awdiit of all resident's POLST to identify any
and to formulate an advance directive as Inconsistanclies batwean POLST and POS,
fied i ion, 5 i
specifiad in paragraph (8) of this section _ Education to S5D, Mediesl
Records and nurging that a physician’s order (TO)

Tha facllity must comply with the requirements
specifind in subpart | of part 489 of this chapter
related to maintaining written policies and
procadures regarding advance directives, These
requirements include provisions to inform and
provide written information to all adult residents
concearning the right to accapt or refuse medical
or surgical treatment and, at the individual's
option, formulate an advance directive. This
includes a writtan description of the facility's
policies to implemant advancs directives and
applicabls State law,

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview,the facllity
failed to accurately document the choices for end
of lifa measures for 1 of 11 (R4) samplad
residents,

The findings included:

Based on raviaw of the Advanced Directive In
Resident (R) 4's medical record, the resident had
clearly outlinad her wishes not to be resuscitated
in the event her heart should stop beating or she
should atop braathing. The resident ¢choice was

must be complsted any time there Is a change to
POLST. Each new admission's POS from Omnica
will ba reviewad upon recaipt for accurate reflactio
of Rasident/POA wishes. Discrepancles will be
clarifiad on TO and faxad to Omnicara.
SDC/designea.

Monitoting- DNS/designea to conduct random audi
svary month for three months for accuragy of POS
vs POLST to be reportad at QAP for datarmination
of neediraquency of on-going monitoring.

P 7"Do Not Resuscitate.”
RA i R'§ Of SENTATIVE'S 5|GNATURE( ~ TME %) DATE
MNP e
Any deficlency statement ending an asterisk (*) danoles a deficiency which the instifution may be excused from cortectlna praviding it Is determined that

other safeguarda provide sufficlent protection to the patients . (See Instructions.) Except for nursing homas, the findings stated above are disciosable 80 days
fallowing the date of survey whether or not a plan of cormection is provided. For nursing homas, the above findings and plans of correction are disclosable 14
days following the date these decuments are made avallable to the facility, [f deficlencies are ched, an approved plan of comrection is requisite to continusd

program participation.
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Raview of the current "Physiclan's Orders" dated
08/01/18, revealed R4 was a “Full Code” which
indlcated staff should pravide all possible
measuras to resuscitate the rasident. The ariginat
order dats for the cods status was datad 5/26/11.

On 6/28/18 at 12:05 p.m., during interview with
the Director of Nursing Service (DNS), she
confirmed R4's physician orders should be
clarified, Tha DNS further stated she and her staff
would refer to the Advanced Directive on a
resident's record, not the physician's order.

F 156 | 483.10(b)(5) - (10), 483.10(b)(1) NOTICE OF
§5=B [ RIGHTS, RULES, SERVICES, CHARGES

The facility must inform the resident both orally
and in writing in a language that the resident
understands of his or her rights and all rules and
regulations governing resident conduct and
responsibliities during the stay In the facility. The
facility must also provide the resident with the
notice (If any) of the State developed under
§1919(e)(6) of the Act. Such notification must be
made prior to or upon admiasion and during the
resident's stay. Recaipt of such Information, and
any amendments to It, must be acknowladged In
writing.

The facility must inform each resident who is
entitled to Madicald banefits, in writing, at the time
of admission to the nursing facliity or, when the
rasident becomas eligible for Madicald of the
ltems and sarvicas that ans Included in nursing
facllity services under the State plan and for
which the resident may not be charged; those
other itarns and sarvices that the facility offers
and for which the resident may be charged, and

F 155

F 168
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the amount of charges for those services; and
inform each resident when changes are made to
the items and services specified In paragraphs (5)
(I)(A) and (B) of this saction,

The facility must inform gach resldant bafors, or
at the time of admission, and periodically during
the resident's stay, of sarvicas available in the
facility and of charges for those services,
including any charges for services not covered
under Medicare or by the facility's per diem rate,

The facifity must furniah a written description of
legal rights which Includea:

A description of the manner of protecting personal
fundds, under paragraph (c) of this section;

A description of the requirements and procedures
for eatablishing eliglbliity for Medicald, including
the right to request an assessmant under saction
1924(c) which detarmines the extent of a couple's
non-exempt resources at the time of
Institutionalization and attributes to the community
spouse an aquitable share of resourcas which
cannot ba considerad avallsble for paymant
toward the cost of the institutionalized spousa's
medical caras in his or her process of spanding
down to Medicaid sligibility (avals,

A posting of namas, addresaes, and telephone
numbears of all partinant State cllant advocacy
groups auch as the State aurvey and cartification
agency, the State licansure office, the Stato
ombudsman program, the protection and
advocacy network, and the Medicaid fraud control
unit; and a statemeant that the resident may file a
complaint with the State survey and certification
agancy concerning reskiant abuse, neglect, and
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misappropriation of regldent property In the
facliity, and non-compliance with tha advance
directivas requirements.

The facllity must inforr each resident of the
name, specialty, and way of contacting the
physician responsible for his or her cara,

The facility must prominently digplay in the facility
written information, and provide to residants and
applicants for admission oral and writtan
information about how to apply for and use
Medicane and Medicaid banefite, and how to
receive refunds for previous payments covared by
such benefits,

This REQUIREMENT is not met as avidenced
by:

Based aon observation and interview, the facility
failed to post written information about Medicare
and Mediceld benefits for any residants or
responsible parties to use.

The findings included:

Obsarvations throughout the facility on 6/28/16
baginning at 2:18 p.m. ravaalad the information
regarding the names, addresaes and phone
numbsrs of the Medicald and Medicare offices
and information on how to apply for
Medicaid/Medicare Bensfits could not be located.

During an Intarview with the Administrator on
6/28/16 at 2:26 p.m., the Adminigtrator reported
he was not aware of such a posting. Ha furthar
raported rasidents and familles were directed to
the business office if they had Medicaid or
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The resident has the ripht, unless adjudged
Incompetant or otherwlse found to be
Incapacitatad under the laws of tha State, to
participata in planning care and treatmant or
changes in care and treatment.

A comprehensive care plan must be developad
within 7 days after the completion of the
comprehansgive assessment; prapared by an
interdiaclplinary team, that Includas the attending
physiclan, a registerad riurse with responsibility
for the resaidant, and other appropriate staff In
disciplines as determined by tha rasident's neads,
and, to the extant practicable, the participation of
the rasidant, the residant's family or the resident's
legal reprasentative; and pariodically reviewad
and revised by a team of qualified paraons aftar
each assessment.

This REQUIREMENT Is not met as evidenced
by:

Based on obsarvation, interview, and record
review, the facility failed to review and revigs tha
plan of care timely to reduce the likelihood of 2 of
11 samplad resldents (R7 and R11} sustaining
edditional falla rasulting In injurias.

The findings included:

1. Resident (R) 7 was admitted to the facility
3/17/18 and was 87 vears old. His/her current
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. mprehensive care plans
Medicare questions. reviewed and updated on R7 and R11 Including
F 280 | 483.20(d)(3), 483.10(k)}{2) RIGHT TO F 280] idantifiad fall intervantians.
ss=D | PARTICIPATE PLANNING CARE-REVISE CP BI5/16

Identification of Others- DNS/dasignea o audit

residents identified a9 high fall sk (fafi evatuation
scors of 13 or ) will have thelr care plans reviewed
to @ngure appropriste interventions are in place
and/or Identify need for additional Interventions.

Systematic Changes- IDT review will be dona aftar
aach fall, current intarvantions will be reviewed and
cara plans ravisad to reflact any new, adgitional or
inaffective interventions. Nuraing staff will be
educatad on the fall avaluations and the addition of|
new nterventions to be added to the residant Care
Plan. SDC/designes,

Manitoring- DNS/designee to conduct random audl

of fall cars plans from documanted fall incidanta wil
be examinad for affactivenass evary month for thre
months to be reported to QAP! committee, QAP! will
datermine heed for ongoing monitaring.
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diagnoses included demantia and hypertansion.

Review of R7's admisslon screening and
agsesement tool ("Minimum Data Set") dated
4/14/18 revesalad that his/her cognitive skills for
daily declsion making ware modarataly impalved.
R7 requirad oxtonsive assistance of ane staff
person with activities of daily living. He/ahe
required the physical assistance of two staff
persons to tranefer to or from bed, chair,
wheelchalr and standing position. He/she was
unable to walk and required staff to propal
him/her In a wheelchalr.

R7's record indicated that prior to being admitted
1o the facllity, he/she was admitted to an acuts
care emergancy room on 3/13/16 and agsessed
to have severa lowar extremity waakness
bllatarally (" unable to ambulate . . . "). He/she
was subsaquently admitied to the acute care
hospital. Hospital licansed nursas documented
numsrous attempts of R7 baing confusad and
attempting to get out of bed.

After being admitted to the facliity, R7 sustalnad
saven falls resuiting in Injurles and the cara plan
was not revised to includs
approaches/interventions to reduce the likelihood
of further falls,

R7 sustained a fall in the facllity on 3/21/16. A
"Fall Evaluation” was conducted the same day,
resulting in a score of 16 Indicating that the
resident should bs considered as having & high
potential for falls,

A care plan was initiated on 3/22/16.
Re-avaluation of the care plan was scheduled for
8/22/18. Tha care plan approaches/intervantions
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weng:

1. Remind R7 to use call light for asslatancs.
2. Monitor for changes In cognition.

3. Cua R7 to use whselchair for propelling seif.
4. Administer meds as per MD order.

Review of "Nurse's Notes" dated 5/11/16 at 3:30
am. revaealed, "Resident had unwithesaed fall at
01:10 [1:10 am]. Residant sppears to have fallen
from bed. Resident discovared naxt to bad.
PERRLA. . . 0.5 cm [cantimetsr] skin tear noted
to L [lft} upper fora-arm."

Another "Fall Evaluation® was conducted on
§M1/18 reaulting in a scors af 18, the same score
as the pravious "Fall Evaluation." The instructions
on the "Fall Evaluation” tool includes: ‘“if the
total score is 13 or graater, the resident should be
congldered as having a HIGH POTENTIAL for
falls, A prevention protocol should be initiated and
documantad on the care plan.” No changes wera
made to tha care plan intervantions to reduce the
likelihood of R7 expariencing further falls.

Documentation in the "Nurses Noteg" revealed
that an (DT (Interdisciplinary Team) mesting was
held on £/11/18 at 10:25 a.m. indieating that "PT
and OT to assess for positioning equipment for
bad safety.”

Review of "Nurse's Notes" datad 5/16/18 at 8:45
p.m. reveslad “resident was taken to DR [dining
room] for evening meal. Within § minutes
residant wag found sitting on DR floor in front of
WIC [whaslichalr]."

The care plan weas not revised or updated with
approaches or intarvantions to reduca the

F 280
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likelihood of further falls.

On §/17/16 at 4:45 p.m. documantation in the
"Nurse's Notes” revealed, "Resident sfld from w/c
seat foot pags on w/c - witnessed fall. Rt
[Resident] did not hit her head."

After the fall, the care plan was not revisad or
updatad with approaches or interventions to
raduca the likellhood of further falls.

Documentation in the "Nursa's Note" on 5/19/18
at 7:00 p.m. revealed, "Resident had an
unwitnessed fall in the therapy gym with injurias.
Bruige to comer of left ays also around the side of
left aya. Bandalds and wound care to right hand
and left finger."

On thes sams day, R7's physician orders included
the following:

1. Cleanse right hand (aceration with wound

cleanser, dry, apply TAO [Tagader
Absorbent Dresaing), cover with telfa

{non-absorbent wound dressing].

2. Notify doctor of any signs or symptoms of

Infaction.

3. Change dressing every day untl] healed.,

4. Cleanse loft Index fingar with wound cleanser,

dry, cover with Band-Ald.

5. Change and cleanse dreasing dally and

monitor dally for signs and symptoma of

Infection until healed,

8. Cleanse left eyebrow with wound cleanser,

dry, cavar with Band-Ald,

7. Cleanse and change Band-Ald daily,

8. Moanitor abrasion to left braast avery day.

9. Monltor for late brulsing for 3 daya.

F 280
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Ancther "Fall Evaluation” was conducted on
6/19/16 with the same results as the previous
"Fall Evaluations.” The score was 16 indlcating
that fall prevention interventions were hacassary.
No changss were made to the care plan
interventions to reduca the ilkelihood of further
falis.

Alate antry in tha "Nurse's Notes" on 5/24/16 at
8:00 p.m, revealed R7 "Does not understand LTC
[Long Term Care] placement or safety lssues.”

Documentation in the "Nursa's Notes" on 5/25/18
at 4:00 p.m. revealaed, "One-on-one supervision
required to prevent falls - s unaware of safety
concarns - Staff anticipated needs - Tharapy note
a decline In participation, weakness."

On 6/7/16 at 1:00 p.m. documentation in the
"Nursa's Notes," revealed, He/she "has
decreased safely awareness related to cognitive
decline. Staff are unable to redirect eagily.”

Documentation in the "Nursas' Notes™ on £/9/18
at 2:00 p.m. revaaled, " Rt [Resident] this am at
0730 [7:30] dozed off in WC [wheaichair]
witnessed but unable to get to resident in time.
Fall on L [left] side in front of nures's station, hit
head. . . Sustalnad .76 ¢m lacaration to L index
finger."

The plan of care remained the same and was not
revised or updated with approaches or
intervantions to reduse the likelihood of further
falls,

On 6/16/16 at 8:25 p.m., a licanaed nurse
documented in the "Nursa’s Notes," Rt fell from
WC to floor when she was trying to p/u [plek up]

F 280
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wallet, No bruises, did not hit head. Witnessad fall
by CNA."

R7's physiclan ordared the following on 6/16/16;

1. Cleanse top of left foot abrasion arsa every day
with wound clsanser and TAO with Band-Ald
every day for 7 days.

On 6/22/16 at 11:00 a.m., R?7's the care plan
meeting that was scheduled whan the care plan
was initiated was held. The "Nurses Notes"
indicate that R7's son attended, Documentation In
the “Nurses Notes" revealed, "Discussed risk for
falis rAt [related to] impulsivity and interventions in
place to raduce rsk for Injury.”

During {nterview with the DNS (Director of
Nursing Servicas) on 8/28/18 at 1:10 p.m., she
stated, "R7 has advanced Alzheimer's. Ha/she
was head of housakeeping which contributes to
har impulsiveness. Resident cannot remember
that he/she cannot walk.” Tha DNS
acknowledged walting for R7's scheduled care
plan data to revise care ptan while R7 continued
to sustain falls with injuries. She also stated that
an anti-roliback device that automatically locks
the wheslchair when R7 attempis to get out of the
chair was orderad.

Observation of R7 on 68/28/16 revealed that a
davics to prevent him/her from rising was
attached to his/her wheel chair,

The facility failed to provide care and services, to
reduce R7's risk for falls.

R7 was cogniively impaired, unabla to walk, and
dependent upon staff fo ensura her safaty. Par
facility documentation R7 was Impulsive, did not
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understand LTC placement or safety issues and
required one-on-one supervision to prevent falls.
The facility falled to revise the care plan or facility
approaches o include strategles to reduce the
fikelihood of R7 sustaining additional falls,

2. Resident (R) 11 was admitted to the facility on
8/8/14 and was 86 years oki. His/her current
diagnoses Included dementla, muscle waaknass,
and hypertension.

Reviaw of R11's quarterly screening and
assessment tool ("Minimum Data Set") dated
6/26/16 revealed that he/she was cognitively
impalrad and had dificulty focusing attention
(easily distracted, out of touch). Hia/her thinking
was disorganized or incohersnt (rambling or
irrelevant conversation). R11 required extansive
assistance of one staff parson with bed mobility:
tranafarring to and from bed, chalr, wheaslchair
.and standing position; drassing and personal
hyglene. He/sha required asslistance of ona staff
person for walking. He/sha propallad himselfin a
wheelchair when staff was not available to asaist
with walking.

R11 sustalned ten falls resulting In Injuries and
the care plan was not revised to include
Interventions to reduce the likelihood of further
falle.

A care plan was initiated on 9/27/14,
Re-evaluation of the care plan was scheduled for
9/116. The care plan intervantions ware;

1. Anticipate and mest R11's neads. He has a
pattern of dally activities & events
that he performs.
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2. Assess risk for falls - cormplete the assessment
that will identify R11's risk for
falls, wandering, bad safety, full nursing
assessment, bladder, pain per policy &
procedures.

3. Be sure the calil light is within reach and
encourage R11 to use it for assistancs
as haaded.

4. R11 needs activitias that minimize the potential
for falls while providing divarsion and
distraction.

5. R11 has wander guard,
6. R11 Is In the "Falling Stars” program.

7. R11 neads a safe snvironment with: frae from
spills and/for ¢lutter, the bed in low position at
night, personal items within reach.

8. R11'a room is close to the nurse's atation to
utilize full staff asslstance as nesded and manitor
for safety,

9. Educate/ramind R11 to request assistance
prior to transfar or short distance,

Raview of R11's "Nuras's Notes" revaaled the
following falls:

12/31/15 at 7:45 p.m., "Pt. [patient] found on
floor. Pt stated he was trying to walk to bathroom
slnk by self and tripped on 02 tubing. No injuries
noted-"

01/04/18 at 8:30 a.m., "Ras [resident] commate
rang call light CNA staff heard bang et [and]
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called for assist to room. Res Is found on floor in
doorway of BR [bathroom). Riser from tollet is on
its side ot wipes are slso noted on the flpor as
well as his brisf ot BM [bowal movement] on the
floor, Res denies hitting his head.”

01/05/16 at 10:30 a.m. Interdisciplinary team met.
No changes ware made to the care plan
intarventions to reduce the likalihood of furthar
falls,

01/07/16 at 11:25 a.m. “Resident found on ficor
by staff member. Lying on R [righf] side. Denies
hitting head. Said he was trying to get to W/C
[wheelchalr] when ha fall. Small bruige noted on
upper R [right] am."

01/10/16 at 4:30 p.m. "Resident found sitting In
floor of roomn. Says he did not fall. 02 off. Alert to
place & parson.”

01/11/16 at 10:1§ a.m. Interdisciplinary team mat
to review “fall occurring 1/7/18." No changes
were madle to the care plan interventions to
reduce the likelihood of R 11 sustaining further
falls.

01/12/16 at 10:05 a.m. Intardisciplinary teem mat
to revisw “fall occurring 1/10/16." No changes
were made fo the care plan intsrventions to
raduce the likelihoad of R11 sustaining further
falls.

01/12/16 at 2:30 p.m. "Resident turnaed BR
[bathroom)] light on in reom. Found on floor (siting
with back agalnst wall & lags drawn up). Oxygen
off. . . Placad back in W/C {wheelchalr] and
brought 1o nurses station.”

F 280
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01/13/18 at 4:20 p.m. "Residant found on floor.
[Rasident] was reaching for toothbrugh. Found on
buttocks. No brulses, cuts or lacerations notad.
[Resident] denies hitting head.”

01/14/16 Interdisciplinary team mat to raview falls
of "1/12 and 1/13/16." No changas were made to
the care plan intervantions to raduce the
likalihood of R11 sustaining further falls,

02/20/16 at 1:55 a.m. "Heard the fall at 1835
[6:35 p.m.]. Found resident lying on his back.
Stated he was reaching for his coat that was on
his bad, fall out of W/C. Stated he hit his head ~
no injurles noted to head. Noted red mark to
upper left side of back."

02/22/16 Interdisciplinary team met to review fall
of 2/20116. Documentation indicates that the ‘care
plan' was updated. Review of the care plan
revealad that the date 2/12/18 was enterad on the
care plan under goal. The Goal and Intarventions
were not changed or updated.

03/19/16 at 4:45, "Resident found on fioor by
CNA. Found next to bed facing bad. Legs out
stretched up on R elbow.”

R11's physiclan ordered the following the same
day:

1. Cleanse laceration on nose with dermaklenz,
dry, apply TAQ and cover with

band-Ald evary day and as neaded until
healed.
2. Notify doctor of any aigns or symptoms of
infaction,
3. Monitor for fate bruising for 7 days,
4. Monitor bruise on upper right arm.
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6. Notify doctor of any advarse effects,

03/21/16 at 10:00 a.m. Interdisciplinary team met
to review "fall occurring 3/19/16." No changes
were made to the cara plan interventions to
raduce the lkellhoad of R11 austaining further
fails.

04/12/16 &t 7:20 p.m. "Noise heard in resident
room upon staff entranca into room Resident is
sitting on fioor with back against bed.
Un-withessed fall noted at 1816 [6:15 p.m.].
Resldent MAEX4 [moves all extremlitias - arms
and legs]. No noted redness or brulses.”

R11's physiclan ordered the following the same
day:

1. Cleanse skin tear to right elbow with
derma-cleanss, apply sterl-strips, apply

antibiotic ointment, and cover with telfa -
island dressing.

04/13/18 at 10:00 a.m. Interdiaciplinary team met
to review "fall ocourring 4/12/16. Rasldent fall
while transferring from W/C to bed sustaining S/T
[skin tear] to R forearm area.” No changas wera
made to the care plan interventions to reduce the
likelthood of R11 sustaining further falls,

04/17/16 at 12:00 p.m. "Resident was found in
room, laying on laft side on the floor In front of hig
bed, on the gray met. When asked what
happened, resident states he was, 'trying fo gat
back to bed.' Resident had been sitting in W/C."

04/18/18 Interdisciplinary team met to review “all
aceurring 4/17/16." No changes ware made to the
care plan intarvantions to reduca tha likefihood of

F 280
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R11 sustalning further falls.

On 4/20/18, R11's phyaiclen ordersd, "May have
mat to floor, low bad at night for resident safety.”

04/22/16 at 1:30 p.m., "Was found on floor sitting
mostly on R side."

A'"Fall Evaluation” was sonducted 4/23/18
resulting in a score of 28. Tha inatructions on the
"Fall Evaluation” tool Includes; "If the total scors Is
13 or greater, the resident should ba consldered
a8 having & HIGH POTENTIAL for falls. A
pravention protocol should b initiated and
documentad on the care plan.”

04/25/16 Intardisciplinary taam met to review “fall
otcurring 4/22/18. . . Will continue with ell current
interventions.” The care plan interventions
ramained the same.

On §/17/18, R11's phyalclan ordered, “Resident to
be evaluated and treated by PT services as
indicated.”

06/04/18 st 4:45 p.m., ". .. heard bang noisa in
resident'a room and went in found him on floor
whera his closets ara. Said ha tried not to hit

"| head but he did.”

06/06/16 Interdisciplinary team mat to review "fall
on 6/4/16, . , Anti-roll back has bean ordered it
will be placad. Continue all current intsrventions.”

During interviaw with the DNS (Director of
Nursing Servicas) on 8/28/18 at 1:10 p.m., the
DNS indicated R11 had dacreased safoty
awareness related to cognitive decline. He
rafuses 1o call for assistance. He is depressed

F 280
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bacause his wife diad.
On 6/28/16, an entry on R11's care plan indicated
“roll back W/C."
Obsarvation of R11 during the survey revealsd
that he/she was able to propel himself in the
whealchalr.
The facility falled to provide care and services, to
reduce R11's risk for falls. R11 was cognitivaly 314 - DNS/deslgnee raviewsd
impaired with decraased safety awareness. He documentation pertalning to R1 wounds to Identify
was dependent upon staff to assist him/her with that appropriate intervertions were In placs,
ambulating and to ensure his safety, During R11's
repestad falls, the facllity falled to address the 85118
effactivenass of the care plan's interventions and
the nesd to adjust tha intervantions to maka them yesidants idantifled as 3?‘3@::?:;23;"'&“““ ak
more effective and include prevention strategies Indicated by MDS/formal asaesament will be
to reduca the risks of falls. There was no svalyated for need of prazsure ulcer intarventions.
svidence provided to show justification for . SDC/ dusignes to provie
‘ Svatergic Changes- as to provide
ﬁn::gggfj:: exlsting plan despite R11's aducation to care staff will be increasad to twice
P . annually as well @ being completed with all new
F 314 | 483.25(c) TREATMENT/SVCS TO F 314| nres,
§5=G | PREVENT/HEAL PRESSURE SORES
d- ?kl;'l 9valuatl:in f:kl}ms Rvig'?a revlow?td
Based on the comprehensiva asasssment of a on hew admissiona, weakly akin chacks are auditaq
rasident, the facllity must ensurs that a resident g:;:gw:g ;m& a;’:gg:: "B’,L’é%::,gﬁgg?mw
wha enters the facility without pressurs sores Thres time a wask random audlts to be conducted {o
doas not davelop pressure sores unless the ansure re-positioning as appropriate for residents a
Individual's clinical condition demonstrates that rigk for pressure ulcers. Results of audits will be
thay ware unavoidable; and a rasident having “;‘““ “’OAP' f""t d:tennlnatlon of nead/frequancy
pressure sores recalvas necessary treatmant and ot en-going monkering.
services to promota healing, prevent infection and
pravent new sores from developing.
This REQUIREMENT Is not mat as avidencad
by:
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Based on observation, interview, and record
review, the facllity falled to provide 1 of 11
samplad resldents (R1) with necessary care and
sarvices to prevent the detarloration of pressure
ulcars through adequata and timely skin
assessments, monitoring and evaluation of
interventions for effectiveneas, revislon of the
care plan, and documenting the existanca of new
pressure $0res,

The findinga Includad:

On 6/28/16 at 10:30 a.m. and 6/25/18 at 6:25
p.m., policles and procedures regarding pressura
gores were requested; howsver, a policy was not
provided during or after the survey,

Licansad nurses asaessed the skin only weakly
as R1's skin Integrity and tissue tolerance
continuad to detariorate, without documented
evidence of re-avaluating interventions for
effectivensss, The resident developed an
additional pressure sore on the coccyx that was
only documantad on a waekly skin asseasment,
therefore, the factors that Influanced its
development, the potential for development of
additional ulcars or for the daterioration of the
pressure ulcer were not assessed and
addressed. The resident was not adequatsly
rapositionad. Specifically:

According to the "Face Sheet," Residant (R) 1
was admitted to the facility 1/27/05. R1 was 82
years old and his current diagnosas included
dementia, coronary artery disease, and peripheral
vascular disease,

Raview of R1's quartarly "Minimum Dats Set
(MDS)" datad 2/13/16 revealed that he dii not

F 314
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have prassura ulcera.

A significant change MDS dated 5/18/18 ravealed
he was cognitively impaired with short and long
term memory problems. R1 could recall staff
names and faces, location of hig/her room and
that he waa in a nursing home. R'1 was totally
dependent upon the physieal assistance of ane
staff member for all activities of daily living. He
requirad the physical assistance of two staff
members to transfer to and from bed, chair,
wheelchalr. R1 did not walk and used a
wheelchair propelled by staff for movement
throughaut the facliity. The MDS also indicatad
R1 had one unatageable preasure ulcer dua to
coverage of wound bed by slough/eschar, and
one unstageable pressure ulcar with suspectsd
deep tissue injury in evolution, The pressure
ulcars ware not identified ag vanous or arterial
ulcars.

Interviaw with the MDS coordinator on 8/28/16 at
2:40 p.m. revealed the previous annugel MDS was
not available because the “previous owners took
&ll residents records with them bacause they
ware propriatary.”

R1 developad prassure sores and contractures
as follows:

A, Review of R1's plan of care revealed & "Focus
- Potential for skin breakdown r/t (related to)
dacreasad mobility. Date iniflated: 11/2312." The
Facus was to ba reviewad on 11/13/1B. The
“Target" date was 2/13/18. The "Interventions”
were:

1. Encourage R1 to drink fluids at meal times
and PRN (as needed),

F 314
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2. Presaure relieving matiress and w/c
(whaslchalr) cushion,

3. Report areas of breakdown and treat as
ordered.

4. Skin checks wegkly with showars and pr,

Review of R1's "Weekly Skin Evaluation” dated
8/2/16 revealed he developad a round shaped
area on the right hesl that was black/brown and
measured 2.5 centimeters (¢m) in length, 2.5 cm
In width and 1 cm in depth.

On 4/8/18 the "Waekly Skin Evaluation” ravealad
the area had progressad to 95% eschar, 3am In
length, 2.5 cm in width and .3 in depth.

Tha condition of the heel was not antered on the
caro plan until a month iater on 4/9/186 and
indicatad "Actual skin Impairment hael. Rt
(Resident) has air flow mattress.”

Review of "Nurse's Notes" revealed an
Intardisciplinary Team (IDT) Meeting was held on
4/11/18 regarding a blistar on left elbow due to R1
leaning to tha left alde and raferral to therapy for
positioning. Documentation that R1'a right heal
was addressed during the meeting was lacking.

On 4/22/16 a pressure ulcer cam plan was
devaloped for the "R med hesl” (right medial
heal). The plan was to be reviewad on 5/22/16.
All areas of the pra-printed approacheas ware
checkad except "turn and reposition evary two (2)
hours."

On 4/25/16 the "Weekly Skin Evaluation"
revealad a description of the right medial heel
wound bad was lacking. The length of the wound
was 2 cm, width waa 1.5 cm and depth .2 em.

F 314
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There was no further "Waekly Skin Evaluation®
documnentation regarding R1's heel afler 4/25/16.
Documentation the care plan was reviswed or
updated was lacking. Evidence of monitoring/
assessing the area was lacking, This Included
lack of CNA (Certified Nurse Alde)
documentation.

On §/31/16 R1's physician ordered "dfe
(discontinue) heal dressing to R (right) medial
heal. Cleanse area (right medial heel) pat dry,
apply skin prap to perl wound every day - relieve
prasaure with poaltioning.”

R1's right heel was cbserved on 6/28/18.
Measurement by licensed nurse (LN) 3 who was
responsible for providing care and services to R1
revealed an area of 100% eschar 3 em In length
and 2 cm in width.

B. Review of R1's "Weakly 8kin Evaluation”
dated 5/28/16 revealed that he developed a
plnk/beafy red opensed area 2 cm round with
minimal drainage" on the "L (left) inner buttock."
The skin condition was not entered on the care
plan. This was the only documentation ragarding
tha area. Evidence of notification of R1'a
physician, monitoring or treatment was lacking.

Obsaervation of R1's inner buttock on 6/29/18
revaaled a closed round reddened area on the
cocoyx area 0.7 em in langth. LN3 statad, "lt was
opan [ast waak.”

C. Review of R1's "Weekly Skin Evaluation”
dated 4/4/16 revealad that he developed a
suspactad deep tissue injury (SDT1) on the right
buttock that was black/brown and 95% eschar. It
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measured 3.5 cm In length, 2.5 em In width and
4 ¢m in depth. It had a minimal amount of
georo-sanguinecus drainags with a slight odor.

Tha SDTI was not entered on the care plan until
18 days later on 4/22/18 and indicatad

"SDTI R (right) buttock; actual Impaiment R
(right) buttock and L (left) albow. Tha "Approach
plan” was not to ba re-evaluated until 5/22/16.
The cara plan included:

1. Alternating pressure mattréss

2, Positioning plliows

3. Heal and albow protectors

4, Monitor meal Intake as Indicatad.

8. Referral/Monitoring by Nutrition/Hydration/Skin
Committee,

6. Diagnostic testing as indicated by physician.,

7. Tharaplat avaluation and treatment per
physician ordar.

On 4/25/18 the "Weekly Skin Evaluation”
ravealed that the area had progressad to 4 em In
langth, 3 em in width and 0.3 in depth. Thers was
a minimal amount of sero-sanguinecus drainage
with a slight odor.

Thera was no further “Weakly Skin Evaluation”
documentation regarding R1's right buttock after
4/26/18. The care plan indicated that it was
raviged on 6/6/16, howsver, there were no neaw
Intervantions entered on the care plan.
Documantation of monitoring the ares was
lacking.

On 8/27/16 R1's physician orderad "apply a thin
layer of Santyl (cream that selectivaly ramoves
naecrotic tissue without harming healthy
granulation tissue) to necrotic tissus at wound

F 314
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bed, cover with gauze and 4 x 4s and an ABD
(abdominal) pad sacure with tape. Change every
day and as nacessary for saturation. Start once
Santyl arrivas - updats patient care plan on 7/3/18
with progress.”

Observation of R1's right buttock on 6/29/16
revealed an opened area showing muscle and
tissus. Measurement by LN3 who was
responsible for providing care and services to R1
revealed the area had progressed to 7 cm In
length, 11 cm in width and 3.4 cm in depth, LN2
stated, "Necrotic tissue was thers last week. It
was right in the centar. It is gone."

D. On 3/23/18 R1's parsonal physiclan
documented in his/her “nursing home annuat
physical" that hisher extremities had “full range
of motion, no deformities.”

Documentation In the record ravealed a "FT
Evaluation & Plan of Treatment" datad 5/25/16 for
onset of services for lower extremities. The 3
“Short-Term Coals” wers established to "facilitats
Nurses' access to suprapubic catheter for
hyglens and care.”

had bilateral contractures of the lower extremities.
CNA1 and CNA2 liftad R1 to transfer him from
the wheelchair to the bed. Interview with the
CNAs at that time revealad the contractures of
both legs began approximately 1 month ago.
When CNA2 who was reapansibla for providing
care and servicas to R1 was queried about
positioning, CNA2 stated, "l just prop him up and
he always tumns on his loft sids. There is ne
special way.” When queried about the fraquancy
of positioning CNA 1 stated "He always lay on his

Observation on 6/26/18 at 8:50 a.m. ravealad R1

F 314
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left. There Is no positioning schedule."

Obsarvation of R1 throughout the survey revealed
he was not repositionad to relleve prassure,
Exampls: R1 was observed at half hour Intervals
on 6/28/16. At 8:15 a.m. ha was taken to the
dining room table. At 8:50 a.m. ha was returned
to his bed, lying on his left side watching
televigion. At 12:15 p.m. he was taken to the
dining room for lunch. He was retumed to bed at
1:00 p.m. whare he ramainad lylng on his left side
until dinner at 5:45 p.m.

During intsrview with the Director of Nursing
Services (DNS) on 8/20/18 at 8:25 p.m., she
stated, "He had a shear elongated and thin. The
pressure sores happened over & waakand within
48 to 72 hours. She statad that R1's decline waz
madically anticipated. This was documentad in
R1's “nursing home annual physical" dated
3/23/16. Howaver, R1's physician also
documentad his "Plan to continue present care
and theraplas." When queriad ragarding how
resident care and servicas was communicated to
staff she stated that they had "care cards." She
produced a "Care Diractive Form" that was
completed on 12/14/15, over 8 monthe old, which
includad Interventions no longer relevant to the
spaclfic resident.

483.26(k) TREATMENT/CARE FOR SPECIAL
NEEDS

The facllity must ensure that rasidents racelve
proper treatmant and care for tha following
spacial services:

Injections;

Paranteral and snteral fulds;

Colostomy, ureterostomy, or ileostomy care;

F 314

F 3268

F3z28

Corractive action- O2 tanks on Identified rasidents
wora replaced.

{dantification of Others-
resident mcalvlng 02 therapy for current treatment

8/6/1§
DNS/designes reviswed all
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Tracheostomy care;
Tracheat suctioning;
Respiratory care;
Foot care; and
Prostheses.

This REQUIREMENT is not met as evidsnced
by.

Basad on obaervation, staff interview and record
review, the fagility fatled to ensure residents
recelved proper treatment and cara for the
administration of oxygen tharapy for 4 of 13
sample and supplemantal rasidants (R3, R8, R12
and R13). The staff failed to monitor that oxygen
tanks ware checked and filled prior to taking them
10 the dining room.

Tha findings included:

1. R3 was initially admiited to the facility on
10/23/12. His current diagnoses Included muscle
waskness, chronic pain, hepatitis C, generat
edema, cellulitis of lower lags with methiclliin
resistant staphylococeus aureus (MRSA), obaslty,
and dyspnea (difficulty breathing). He was
admitted to the hospital on 2/16/16 with hypoxia
(low oxygenation evels) and pneumonia. His care
plan indicated R3 had shortiness of breath (SOB)
related to obaslly. There were no spacific
diractions for usa of axygen ar the naed to chack
his oxygen saturation lavels,

His most recent physician's order for oxygen was
dated 6/6/18 and read, “Apply oxygen @ 2L/NC
(2 liters per minute via nasal cannuta) for 02 sats
(oxygen saturation lavels) balow 20% and/or
signa of cyanosls (a blulgh discolaration of the
skin resulting from poor circulation or inadequate

F 328

Systamic Changes- SDC/designes will provide
education on O2 therapy and timeliness of 02 tank
replacamant.

Mon#toring- Random daily audit of residents
recelving O2 therapy for one month with results
reported to QAPI for determination of ongoing
need/frequency of audits. DNS/dealgnee.
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oxygenation of the hlood)." R3 waa abserved to
have his oxygen in place while in his room, &8s
well as while out of his room.

2. R8 was admitted to the facility on 6/24/16 with
diagnoses including essential hypartansion, heart
diseass, chronic abstructive pulmonary disease
(COPD) with acute exacerbation (extreme
worssning), spinal atenosls, and chronla pain.
According to his admission ordars, datad 8/24/16,
R8 wasg to have oxygen administerad at 4 LPM
(liters per minute) continuously. R8 was observed
1o have hig oxygen in place while In his room, as
well as while out of his room.

On 6/27/18 at approximatsly 12:35 p.m., R3 and
R8 wears observed to ba in the dining room for the
lunch meal, with E-Tanks attachad to their
wheslchairs, They both had nasal cannulas in
place and oxygen tubing was connected to thelr
tanks. Tha tanks ware obsarvad to be on,
howsver, the gauge showed they were In the red
zone and that the tanks were empty. Neither
rasident was observed to be in distress, or to
have altered breathing. The Director of
Rehabllitation Tharapy was neatby assisting
ancother resident. She was notifiad of the lack of
oxygen belng administared for those two
rasidants and immediataly got up, checked the
tanks (verified they were empty) and first filled
R3's tank and then R&'s tank. She stated the staff
should have chacked their tanks before bringing
tham to the dining room.

On 6/28/18 st approximately 12:45 p.m., a
subsequant chack of all rasldents In the dining
room with oxygen in place were observed. R3,
R12, and R13 wers observad in the dining room
for the lunch meal, with E-Tanks atiached to their

Fa28
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whaelchalrs, All 3 residents had nasal cannulas in
place and axygen fubing was connected to thelr
tanks. The tanks ware ohserved to he on, but the
gauge showed they were in the red zone and that
the tanks wera empty. None of the residents were
observed to be in distress, or to have altsred
breathing.

3. R12 was admittad to the facility on 2/16/18 with
diagnoses that included chronic heart fallure,
atrial fibrllation, chronic obstructive puimonary
disease (COPD) with acute exacarbation, acute
regpiratory failure with hypoxia, hypertension, and
chronic pain.

According to his admission orders, dated 2/16/186,
he was to have oxygen therapy, "02 @ 2LFPM/NC
continuously." The same directions were liated
on his care plan. R12 was observed {o hava his
oxygen in place while in his room, as well as
while out of hig room,

4. R13 waa admitied {o the facllity on 8/8/13 with
diagnoses including diebetes mellitus type 2,
hypertension, ganaralized waakness, and
Alzhsimer's diseasa,

His most racent physician's ordar for oxygen was
dated 6/8/16 and read, "Apply cxygen @ 2L/NC
for O2 aats below 80% end/or signa of cyanosls
(a bluish discoloration of the skin resulting from
poor circulation or inadequate oxygenation of the
blood)." The same diractions were listed on his
cara plan. R13 was abserved to have his oxygen
In placa while in his room, as well ag while out of
his room.

During the second observatlon of lunch on
6/28/18, the Nursing Home Administrator was in
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the dining room and the closest staff membar
when the empty tanks were observed again. He
was notified and immediately had staff members
come and addrass the situation. He stated he
was nhot aware the sama thing occurrad the day
before, even though a member of managament
was involved in the resoiution.

The surveyor went to the nurse (LPN 1) on the
front hall and asked if she could check pulze
oximeter levels for the 3 residents whose tanks
ware empty. She stated sha did not have a pulse
aximeter on her cart and thought that parhaps
someona had taken it homea accldentally. When
asked how she would check someone's pulse ox,
ghe statad she did not know whera to get another
one but that perhaps the other nurse (on the back
hall) would have one. LPN 2 wasg asked to check
the pulse ox for the remaining two residents (R12
and R13) as R3 had been taken back to his
room. By the time the second nursa checked the
oxygen saturation levels, approximataly five
minutes had passed since they had been proparly
connactad to full oxygen tanks, and thelr levels
ware within normal lavels.

The Director of Nursing Services (DNS) was
briefly interviewed at approximately 1:00 p.m.
She had a pulse oximeter in her hand and stated
sha was taking it to LPN 1, on the front hall as
she did not hava ana. The DNS statad she had
no Idea whete the pulse oximeter for that cart
was. The DNS also stated she was not aware of
the sams type of occurrence the day before,
where residants were obssrved to bs in the dining
room with émpty oxygen tanks. When asked for
the facility policy on oxygen use, she stated, "We
hava nona.” At no time duting the survay, did the
DNS or any other staff member provida any
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F 329  483.26()) DRUG REGIMEN IS FREE FROM F 328
83=D | UNNECESSARY DRUGS
Each resident's drug regimen must be freg from
unnacassary drugs. An unnecessary drug is any
drug when uged in excessive dose (including
duplicate therapy); or for excessive duration; or
without adequate monlitoring; or without adequate F320

indlcations for ita use; or in the presenca of
adverse consequences which indicate the dose
should be reduced or discontinued; or any
combinations of the reasons above.

Based on a comprehensive assessment of a
rasidant, the facility must ensure that residents
who have not used antipsychotic drugs are not
given these drugs unless antipsychotlc drug
therapy is necessary to treat a apacific condition
as diagnosed and documented in the clinical
record; and residents who use antipsychotic
drugs recelva gradual dose reductions, and
behavioral intervantions, unless dlinlcally
contralndicated, In an affort to discontinua thase
drugs.

This REQUIREMENT s not met as avidenced
by:

Based on record review and interviews, the
facility failed to ensure 1 of 13 sample and
supplemental sample residents (R5) had a drug
ragimen fres from unnsecessary drugs.
Specifically, 8 medication ordared for muscle

Rasident RS interviewed by
DNS/ED In regand to lsval of pain and current
medieation ragiman including medications
prescribsd as documented on pain assessment and
pain monltaring flowsheet to establish justification fo
anti-spasmodic medications. Resident reporied
positive for muscle spasms and/or pain related to
muscle spasms,

/516

=

Pharmacy raview of
madicstion regima I3 conducted avery month,
Random and weekly evaluation of
pain flow shaets for patiants who are flagging for
pain according to MDS/pain monitor flow sheets a
monitored with efficacy of treatment to be
audited/reviewsd to ensure no unnacessary
medications. DNS/desighee.

Svatemic Chantieg- Education provided to nursing
staff on pain assessmaent, type of pain and svalua
for appropriate treatment with medications Identifiag
as unneosssary or unused to be discontinued with
order by physician per SDC.

MonHering- Random and weakly evaluation of pain
flow shasts for patiants who are flagging for pain
according to MDS monltorad with efficacy of
treatmant to be audited/raviewsd to ansure no
unnescassary medications. Resuits will ba taken to
QAP for determination of on-going monitoring,
DNS/designes,
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$pasme was administered for complaints of pain,
not muscle type in nature, without adequate
indications for its use, and without consideration
of potential drug intaractions, and side effects of
the muscle relaxant.

The findings included:

Resident (R) 5 wag admitted to the facility initially
on 8/10/04, Her current diagnoses included a
non-rupturad carabral aneurysm, chronic
pulmonary heart diseasa, bipofar disordar,
depression, congastive haart fallura (CHF),
chronic alrway obstruction, esophagitls, and
chronic pain.

According to her most racent "Minimum Data Set
{MDS)," a quarterly raview dated 5/22/16
indicated she had a "Brief Interview for Mantal
Status (BIMS)" scora of 15/15, meaning no
cogrnitive or behavioral impairment, sha was
capable of baing interviewed, and sha was able to
answer appropriately, RS was noted to have
frequent pain, modarata in natura. She was
complately whealchalr dapandent, but only
requirad staff supervislon for her activities of dally
living (ADLs), which includad transfers,
lacomation off unit, and toilet use, She required
the physical assistance of one with
bathing/shawaring.

Record reviaw, conducted on 8/28/16 ravealad
the resident had the following physiclan arders
related to pain relief and edama:

~Narco 10 mg/325 mg 1 tablet by mouth every 8
hours for pain. Norco was used In the treatment
of back pain; paln, thaumatnid arthritis and
balongs to the drug class narcolic analgesic
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combinations. The drug was scheduled for 8
a.m., 400 p.m., and midnight avery day on a
routine basis,

~Acataminapher 600 mg caplet, one caplet 4
timea a day, prn (as nesded) for painffever,
Acetaminophen was 8 non-harcatic anaigesic,

~tizanidine HCL (aka Zanaflex) 4 mg tablet, every
8 hours pm, specifically orderad for diagnosis of
muscle spasms.

~Aldactoneg (gka splronolactona) 26 mg tablet,
ordered twice dally for edema.

According to www.madscape.com, potential drug
Interactions with other scheduled medications for
RS included:

—-Aldactone (glven for edama) - Tizanldine
increases the affects of Aldactone - risk of
hypotension, which would includs a higher fall
tisk.

According to www.medacape.com, potential side
affects with tizanldine included:

--Sedation may occur and may potentiats affect
of sadative drugs, such as her ragularly
scheduled dose of Noreo (& combo drug
conslisting of 10 my of hydrocodone and 325 mg
of acataminaphen), which ghe received three
times a day.

—Hallucinations may occur

~Dry mouth

~Dizziness,

Evan though RE had a pm order to receive
Acataminophen for pain, she was most often

F 320
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givan the tizanidine prn orderad for muscle
spasms, which had more risks and potantial aida
affects associated with its use.

RS had specific orders to monitor her pain level

every shift (6 a.m. -6 p.m,, and8p.m. -8 am.)

and to rate the paln on a gcale of 0-10, 10 being
the worst. The nursing staff was to also identify
the location/type of pain, as follows:

1 - Back pain

2 - Bohe pain

3 - Chest pain during normal activities
4 - Headache

& - Hip pain

6 - Incisional pain

7 - Joint paln (other than hip)

8 - Soft tissue/muscle pain

8 - Stomach pain

10 - Other (document location).

Review of the “Medication Administration Recond
{MARY)" for June 2016 reveaied the resident
complained of jolnt pain on June 1 - June 10 and
was administerad tizanidine 4 mg, although it was
orderad for muscle spasma.

R6 had complaints of muscls pain June 12 - June
28 and also received tizanidine as ordsrad,

RE had eamplaints of bone pain and muscle pain
on 6/3, 8/4, 6/6, /8, 619, 6/11 and 6/12/16 and
was given Acetaminophen and tizanidine, at
diffsrent times.

R5 was interviswed on 6/28/16 at 2:30 p.m.
Whan asked to describe her type and location of
paln, sha stated her pain wag most often in her
ankles, her joints or back, When asked

F 320
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spacifically, if the pain seemed muscular in
nature, she stated, "Ch no it'e in my bones and
joints.”

The facliity was advised of the use of the
tizanidine for complaints of bona/joint paln, and
that the resident atated her complaints of pain
ware most often in her bones and joints on
6/29/16 at approximately 5:30 p.m.

On &/30/16, the Regional Nurse Consultant
{RNC), stated they Interviewad RS after the
surveyor, and that she told her the pain was
mostly muscular. The RNC stated the
discrepancy was part of R5's behaviors.
Howevar, while RS was taking Seroquel (for
bipclar disorder) and Zoloft (for depression), the
behaviors the facllity was monitoring for were:
crying and tearfulness, resulting In psychosoclal
harm; verbal aggression or varbal bshaviors
toward staff or others; refusal of nacessary cares,
reaulting In needs not being met; increased
enxisty that result in arguing, demanding
behaviors, calling out, mood changes,
eolf-isalation or refusal of necessary cares that
may result in psychosocial harm; and reducad
soclalization, resulting in potantial for
salf-isolation and/or psychosocial harm. Record
raviaw showsd the facility indicated no
documentation of any of those behaviors during
the month of June 2018. In fact, thasae behaviors
wars all documentsd as *0" for the antire manth,
through 8/28/18.

F 332 | 483.25(m)(1) FREE OF MEDICATION ERROR F 332
gs=E | RATES OF 5% OR MORE

The factlity must ensure that it is fres of
medication error ratss of five percant or greater.
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This REQUIREMENT I8 not met as evidenced
by

Based on observation, record review, staff
interview, and Policy raview, it was determined
that the facility failed to malrtain a medication
error rete of five parcent or [es3. The error rate for
medication administration pass was 29.6 parcent.

The findings inciudad:

1. During medication adminigtration observation
on 8/28/18 at 8:16 a.m., one rasldant was sitting
in a wheelchair near the medication
administration cart walting for Licensed Practical
Nurse (LPN) 1 to administer her medications.
LPN1 crushed a 10 mEq (millisquivalent)
potassium tablat and adminlatered the crushed
potassium to the resident. Review of the bubble
pack at this time revealed a pharmaciat aticker on
the potassium bubble pack that read, "DO NOT
CRUSH and GIVE WITH PLENTY OF WATER."
Continued observation revealed after crushing
the potassium, LPN1 mixed the potassiumin a
madication cup contalning a small amount of
applesauce and spoon fad the potassium to the
rosident. The reaident than turmed and whasled
herself toward her room. During an Interview with
the Regional Nurse Consuitant (RNC) on 8/25/18
at 8:45 a.m., she confirned the medication
should not have besen crushed and should have
baan given with planty of watar psr the
manufacturer's guidelines.

2. On 6/28/16 at 8:27 a.m., LPN1 was absarved
during medication pass. LPN1 administerad
meloxicam 15 milligrams to a residsnt for pain.

Identification of Others- Potential for any residents

racommandationa’warnings when administaring
medicationa and treatments, SDC.
8/5/1¢

racalving madications with specific manufacturer's
instructions to be effacted.

Systemic Changss- Medications identifled as “tak
with food®, "take with planty of water”, “do not ¢rus
atc. will be added to the Medication Administration
Records (MARS). DNS/designee.

Monitoring- Random audit of medication pass thre
times a waek to ensure manufacturer's
recommandations are followed. Resulis of audits will
be raportad to QAP for datermination of
frequency/nesd for on-golng monlitoring.
DNS/designee.
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Review of the bubble pack at this time revealed a
phamacy sticker on the madication pack that
read "TAKE WITH FOOD and PLENTY OF
WATER." Obgearvatlon revealed the nurse
administarad the meloxicam without any food and
failed to offer/encourage the resident to drink
moré than 2 sips of water. The residsnt had
eaten breakfast more than 30 minutes prior to the
administration of the medication.

During en Interview an €/28/16 at 8:33 a.m. with
LPN1, she raported she did not notice the sticker
and going forward would keep crackers of some
sort an her cart to administer medications with
food. LPN1 also stated she will bagin to
ancourage residents to drink more than a sip of
water with their medications unless otherwise
Indicated by the doctor.

3. On 6/28/16 at 8:39 am., LPN1 was observed
administaring the drug phenytoln to a resident on
the front hall. LPN1 placed the medication
phenytoin In a medication cup. Upon review of the
bubble pack at this time a sticker was noted on
the bubble pack which read, "TAKE WITH
PLENTY OF WATER." Additionally, the LPN
removed 1 capsule from a bottle labsled "Dairy
Ald." LFN1 placad one of the capsulas In the cup
with the phanytoin. Closar reviaw of the battla
labelad "Dietary Ald” revealed manufacturer's
instructions to "CHEW WITH FIRST BITE OF
DIARY FOOD BEFORE MEALS." Aftar
administration of the 2 medications, LPN1
reported the resident had already eaten and
therefora she did not administer the “Diary Aid"
befora maals. LPN1 also reported she did not
encourage the resident to drink planty of water
with the phenytoin. The resldent was observed
taking 4 small sips of water to swallow her pills;
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LPN1 thanked the resident, turned and walkad
away. According to " Health Information
Guidelinss " located on the Diary Ald website,
failure to drink @ minimum of 4-8 ouncas of water
when taking the drug phenytoin may cause
savers constipation. During an intarview with
LPN1 on 6/28/16 at 9:00 a.m,, she sald she was
not aware "Dlary Ald" was not to ba given on an
smpty stomach.

4. Medication Pass on the front hall with LPN1
revealed on 6/28/16 at 9:03 a.m. Synthroid was
adminlstered to Resident (R) 6, after the resident
finlshad eating her breakfast. The resident was
hended the madication cup and aa she accepted
the cup, R8 stated to LPN1, "You know, | should
have had this Synthroid a long time ago, way
before my breakfast. Should be around 6 a.m."
LPN1 in return stated, “Yes ma'am you are
correct, | am running behind and | work slower
than most nurses." In accordanca with the 2018
Drug Safety information Manual, "Take
S8YNTHROID as a single doss, praferably on an
empty stomach, one-half to one hour before
breakfast. Your body's ability to absorb
SYNTHROID Is Improved when you take it on an
empty stomach.”

5. R6 was administered the drug meloxicam 7.5
mg by mouth for pain, LPN1 administerad the
drug on 6/28/16 at 9:08 a.m. Review of the
bubhle pack at this time reveaisd a pharmacy
sticker on tha medication pack that read “TAKE
WITH FOOD and PLENTY OF WATER."
Observation of LPN1 revealad the nurse
administered the maloxicam without any foad and
failed to offar/encourage the rasident to drink
mora than half cup of water filled to 6 ouncas.
During an interview on 6/28/16 at 8:15 a.m. with

F 332

FORM CMS-2567(02-59) Pravious Versions Qbsoleie Event IL: EQOMH1

Fuoility 1D Wy0020

it continuation shast Page 38 of 40




08/05/2016 13:44

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

FAX) P.038/050

PRINTED: 07/14/2018
FORMAPPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES @) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION {DENTIFICATION NUMBER:

§35036

(%2) MULTIPLE CONSTRUGTION
A BUILDING

B.WING

(X3) BATE BURVEY
COMPLETED

06/30/2016

NAME OF PROVIDER OR SUPPLIER

RAWLINS REHABILITATION AND WELLNESS

STREET ADDRESS, CITY, STATE, ZIP CODE
842 18TH BTREET
RAWLINS, WY 82301

410 SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY QR LSC {DENTIFYING INFORMATION)

"]
TAG

PROVIDER'S PLAN OF CORRECTION o8
{EACH CORRECTIVE ACTION HOULD BE
CROES-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 332 | Continued From page 36

LPN1, sha raported she did not notica the sticker
and going forward would keep crackers of some
sort on her cart to administsr medications with
food, LPN1 also stated she would bagin to
encourage residents to drink more than a sip of
watar with thelr medications unless otherwise
indicatad by the doctor. The resident did not eat
breakfast for more than 30 minutes after
recaiving the medication.

6. On 6/29/18 during an interview with the
Reglonal Nurse Consultant (RNC) in the
confarence room at 9:30 a.m., she reported
gducation had been conductad the night bafore
regarding propar adminiatration of medications.
Review of the policy did not outline use of the
pharmacy stickers or manufacturer's guidelines,
F 441 1 483.85 INFECTION CONTROL, PREVENT
85=F | SPREAD, LINENS

The faciiity must establish and maintain an
infaction Control Program designed to provide a
safe, sanftary and comfortable environment and
to help prevent the development and transmission
of dissase and infaction.

(&) Infaction Control Program

The facillity must establish an Infection Control
Program under which It -

(1) investigates, controls, and prevents infections
in the facllity;

(2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
{3) Maintains a record of incidents and corrective
actions related (o infections.

(b) Pravanting Spread of infaction
{1) When the Infaction Control Pragram

F 332

F 441

F441
Corractive action- Immadiats In-service was
conducted with all staff on contact precautions
varsus [solation and the use of pemsonal protective
eguipmant to enforca Infection control proceduras.
Infaction control line-listing will be updated and
raviewed to inciuda R3 & R9. R3 and R wounds
were re-culturad. SDC/designes.

8/5/16

Idenfification of othars- Audit of axisting
infactions/culturas will be completad to detemine
tha nacassity and lavel of contact precautions andIJ
lsolation. Randon audit three times a week for
appropriate infection control tachnique during
resldont cares, DNS/deaignae,

Svstemic Changes- Education to Infectlon Contro)
nurse, Director of Nursing Services and Infection
Sub-Committee an proper tracking/trending of
infactions and the necessary pracautions for sach,
DNG&/designes,

Monltoring- Results of audlt of axisting Infections
and infaction trackingAranding fo be reviewad by
Infection Sub-Committae for accuracy, trends and
any additiona! education nweds to be presented to
QAPFI| sach month, SDC/dealgnae,

-
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determinas that a reaident neads isolstion to
prevent the spread of infaction, the facility must
isolata the resldent.

(2) The facllity must prohlblt employeas with a
communicable dissase or infacted skin lesions
from direct contact with residents or their food, if
direct contact will transmit the dissase,

(3) The facllity must require staff to wash their
handsa after gach direct residant contact for which
hand washing Is Indicatad by accepted
profeasional practica.

(c) Linens

Personnel must handle, store, process and
tranaport linens 8o as to pravent the spread of
Infaction,

This REQUIREMENT is not met as evidenced
by:

Basad on abgarvations, intarviews, and record
review, the facility falled to astablish and maintaln
an Infaction Contral Program designed to provide
a safe, sanitary and comfortable environment to
help prevent the development and transmission
of disease and infection for all residents, but
specifically for 2 of 13 sampled and supplementsl
sample rasidents, (R3 and R8) In the facility,

Tha fallures included:

l. Inadequate tracking/trending of identifiad
infactions;

II. Improper use of Infection Contral procedures,
which Included an Inabllity to proparly define the
types of pracautions that naadad to be In uss, as
well as a lack of ansuring competency on the part
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of thelr staff (both in practice and the ability to
define what types of PPE - parsonal protactive
equipment - was neaded); and

Iil, Alack of oversight of the Infection Control
Program by the Director of Nursing Services
(DNS).

The findings includacd:
1. Record review:

&. Resident (R) 3's medical racord was reviewed
and it revealed that R3 was initially admitted to
tha faliity on 10/23/12. His current diagnoses
included muscle weakness, chronle pain,
hepatitis C, ganeral adema, caliulitis of lower lags
with methicillin resistant staphylococeus aursus
(MRBA), vbesity, and dyspnea (difficulty
breathing). He was admitted to the hospital on
2/16/18 with hypoxia (low oxygenation levels) and
prisumonia. He also had a suprapubie Indwelling
cathetsr in place.

b. According to the "Face Sheet,” Residant (R) 8
was admittad to the facllity on 9/3/14 with
diagnosas of pain, dlabetes, dermatitls,
depressive disorder and vanous hsufficlency.
Review of the Infaction gontrol data providad by
the facility, revealed RS was on Isolation for
cellulitis on her skin. The infaction control data did
not list whers on the skin or any additional data,

2. Ohsarvations:

a. During tha initlal tour of the facllity, two ragident
rooms (R3 and R9) were noted to have large
(approximately 3 feet wide and 4 fast long) whits,
ietal boxes hanging on the outside of thalr room

F 441
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doors. They had spaces for gloves, gowns, face
masks and hair covers, Each door also had the
following four signs posted, and they read, in
pertinent parts:

1) First Sign:

"STOP - CONTACT PRECAUTIONS ... Visitora
must report to the Nursing Station before
anteting.

-Parform hand hygiene before entering and
befare leaving room.

-Wear gloves whan entaring room or cublicle, and
when touching patient's intact skin, surfacas, or
articles in close proximity.

Wear gown when entering room or cubicle and
whenaver anticipating that clothing will touch
patient items or potantially contaminatad
environmentsl surfacas.

-Use patient-dedicated or single-use disposable
shared equipment (BP (blood prassure) cuff,
thermometers) betwesn patients ..."

There was also & waming in Spanish at the
bottom of the paga.

2) Second Sign:

"ATTENTION ~ PROTECTIVE PRECAUTIONS:
-Perform hand hygiene before entering and
before laaving room

-No paraong with infactions may enter

-No drlad or liva plants or flowars

-No non-peelable fresh fruits or vegetsblas ..."
There were throe boxes that could ba, but were
not checked:

* ... Wear Mask, Wear Gloves, Wear Gown.”
There was also & warning in Spanish at the
bottom of the page.

3) Third Sign:
*Saquence for putting on Parsonal Protective
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Equipment (PPE)" which had step by stap
instructions for donning gown, mask or resplrator,
goggles or face shisld and gloves ...

At the bottom of the sign it read ... "Usa safa
work practicss to protect yourself and limit the
spraad of contamination,

-Keap hands awsy from face

-Limit surfaces touched

-Change glovas when torn or heavily
contaminated

-Perform hand hygisne."

4) Fourth Sign:

"How to safely remove Pergonal Protectiva
Equipment (PPE) ..." and it gave stap by step
inatructions for doffing (removing) gown/gloves,
gogples or face shisld, mask or respirator. It also
read, " ... Wash hands or use an alcoho! bassd
hand sanitizer immediately after removing all PPE
... Parform hand hyglena batween steps if hands
bacome contaminatad and Immadiataly after
removing all PPE."

b. On 6/29/16 at 12:15 p.m., Resident (R) 5 was
ohgetved with a severe red irmtation on his
scrotum and perineal area and had a Supra Pubic
cathetar. Nurae Alda (NA) 2 and the resident
agread to allow observation of cleansing of the
scrotum, perineal area and Supra Puble cathater.
The following was obsarved.

NAZ informed the resident what care would be
provided. R3 noddad in agreement and
underatanding.

NA2 pulled back the reaident's covars, placad
gloves on both har hands =nd removed one
sanitary wipe out of a container. Utilizing the
same wipe, the NA triple wiped the perineal area,
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althaugh brown stool was evident on the wipe.
The resident asked NA2 if she would put cresm
on his scrotal ares, the NA sald she woutd. With
the samea solled gloves on, the NA opened the
rasident's badside table drawsr and removed a
tube of barrier ¢ream. The NA applied the cream
to the resident's scrotum using her soiled gloves
and raplaesd tha tube of barder cream back in
the drawer with the solled gloves on.

NAZ then used her right hand with the solied
glave on and placed her hand in the basket
contsining the wipes and removed one more
wipa. The NA then procesded to ¢lean the supra
puble cathatar. She wiped the abdominal fald on
the left and the abdominal fold on tha right and
the insertion site of the catheter. The NA did not
wipe the actual cathster tubing.

Tha NA than ramaved the solled gloves, tossed
them In the garbage can located in the resident's
room where they ramained as we left the room.
The resident was on MRSA Isolation precautions.
Immediately following the resident care the NA2
raportad “That's how | perform the cara".

¢. Rasidant #0 was admiited to the facility on
9/3/14 with a dlagnoses of pain, dlabates,
darmatitis, depressive disordar, and vanous
insufficiancy.

Dring the initial tour of the facility on 8/27/18 at
8:30 a.m., with the Aclivity Assistant (AA), she
provided information related to the two residents
in one of tha rooms. The Activity assistant
knockad on the door and was glvan parmiasion to
enter. After entrance to the room, a Nurse Alde
{NA) was observed as she provided care for
Resident (R) 8.
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The NA had a clear plastic bag In her hand which
contained items to be discarded after complation
of the care. The NA walked out tha room with the
ltems and the AA began the introductions.

R was asked about her [solation precautions per
the signage on the door. The residant reporied
she was not on Isclation precautions and nalther
was her roommate, R9 further reporied she had
been in isolation for MRSA In her urine but, It had
since cleared up. The AA agreed with the resident
and stated ahe was not on isolation although
thera was an Isolation pracaution sign on the door
with inatructions for staff to follow. The AA further
stated isolation information was posted for
nurging and she was not privilagad to that
Information,

3. Staff intarvigws:

a. A brief Interview with the Director of Nuraing
Services (DNS) took placs on 8/27/18, in the
presencs of two surveyors, at approximately 3:30
p.m. Whan agked If they had any residents on
lsclation she statad, “No. If a resident is on
Isalation that means they are restricted to their
reom." When asked what the saurca of infection
was for R3 and R9, the DNS initially statad thay
both had MRSA in their urine. She Iater amended
that statemant.

b. Raviaw of the polley and procedure presentad
by the DNS Iabelad, "EmpRres HealthCare,
ICM\Regulations -8.01 Infaction Control
Regulations_ 5005 Published May 2015 Pages
1-17", revealed the pollcy and procedura providad
no guidance to ensure the facllity established an
Infaction Controf Program under which it decidas
what procaduras, auch as isolation, should be
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applied o an individual resident,

During an Interview with the DNS on 6/28/18 at
8:45 a.m., she raported the data in the facility's
infaction cantrol manug! provided little infarmation
regarding isolation therefors, the facility dafers to
the "Lippincott Book" for infaction control
information.” Review of the infection control log
ylalded no additional clarification as to how the
facliity managed and prevented the spread of
infection or how they identify residants who
required isolation precautions. No phyalcian's
order could be found rslated to isolation
precautions.

¢, During an interview with the DNS on 6/28/16 at
2:40 p.m., sha reported tha ragident (Qwas on
isolation precautions for MREA In har urine and
she would provids additional date. Random
obsarvations revealed the isolation precaution
sign with protective equipment remained on the
resident's door throughout the survey and staff
entsred and laft the room without any PPE.

4, Infaction Control Program Record Review:

&, On 6/29/16 at approximataly 4:30 p.m., the
DNS provided a "Mandatory Education Schaduie
for All Staf that showed the required mandatory
Inservice training. For Aprl, "Infaction Cantrof -
Isolation TB, HB, PPE" was listad. The faclilty had
a change of ownership in October 2015, and the
DNS stated the former company that owned the
facility, took all proprietary information (anything
with thelr name on it) and would release what
they had to, but that it could take 48 hours or
longar. That was confirmad by the Nursing Home
Administrator (NHA) as well as the Reglonal
Nurse Consultant (RNC) - who were also in

F 441
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attendance for that meeting. The facility was
unable to provide documentation of Infection
Controt education - though it was scheduled for
Aprli 2016. it was In this meeting, the DNS
maintained that ahe did not state that R3 and R9
had MRSA in their urine, but in wounds.

b. During the eame mesting noted abovs, they
provided a blank form entitled “Infection Control
Committee Mesting Minutes Form® but could not
provida one that had been filled out, nor any other
evidence thay were having regular Infaction
Control Committes Maetings.

They also provided the foliowing blank forms:

~"Manthly Infection Report By Site”

="Monthly Infaction Report By Pathogen®
~"Healthcare-Assoclated Infectlons Worksheet -
Sites and Pathogens"

~“Line Listings of Infections By Resident" (they did
provide this form, by same name, in a different
formet, for 6/1/16 - 6/7/16, and 6/1/16 - 6/6/16)
~"Resident Infection Treatmnat (8ic) Tracking
Report”

¢. Even though they reporied the formar owner
took all propristary information, they provided
raports showing the "Total Number of Healthcare
Assoclated Infactions (HAI)" and
hospital/community acquirad infactions for June
2015 through Saptembear 2015. They redactad all
resident information except for the two residants
(R3 and R9) who were spacifically reviewed.

1) Jung 2015

—R3 was listad as having cellulifls of unknown
organism for Juna 2015. Ha was also llated for

F 441
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having hepatitia C. Negative for isclation.

~R8 was listsd as having cellulitls of unknown
organism for June 2015. Negative for isolation,

2) July 2015

-R3 was llated a8 having an undocumented site
of Infection, but noted to be taking Levaquin.
NOTE: Ha did have chronle Urinary Tract
infections (UT1s). Nagative for isolation.

~R9 was listad as having an abdominal/skin
Infection with MRSA. Negative for isolation,

3) August 2015
-R3 was not listad,

-R8 was listad ag having an abdominal/skin
infoction with MRSA. Negative for isolation,

4) September 2015

~R3 was listed a& having cellulitis in skin and was
treatad with Cleocin - organiam not identified. He
was giso listad for having Hepatitia C. Nagative
for isolation.

~R8 was listad as having a surgica! Infection and
abdominal/skin infaction with MRSA. Negative for
isolation,

d. Resident Spacific Documentation

—The facllity provided Line Listing of Infactions by
resident for 5/1/18 through 5/7/16 - but neither R3
nor R8 were documsntad as having had any
infaction,
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~The facility provided Line Listing of Infections by
resident for 8/1/16 through 6/6/16 - but RO was
not documented as having had any infaction. R3
was listed as having a UT! and cellulitls with
‘multiple” listed as the pathogen.

~The DNS was asked to provids culture resuits
for both R3 and R9,

--The DNS provided a wound culture report for
R8, datad 8/1/15, which read the residant had
Klsbgislla pneumonais, enterococcus faecalls
and MRSA present in an undisclosed wound.,

—~The DNS siso provided a culture result for R3
dated 1/10/16, which read ha had Rare Mathiciliin
Resistant Staphylococcus Aureus - and Rare
Kiebslella pneumonias In an undisclosed wound.

®. The Staff Development Coordinator (SDC)
ovarsaw the tracking, trending and
decumentation of Infactions. The DNS was
responsible for oversight of the program, per the
DNS and the RNC during a meeting on 8/20/18
with tha DNS, RNC and NHA

f. Tha SDC used a color coded tracking form to
map monthly currant infections, as evidenced by
the colar coded maps she providad. January
through April 2016 mapping forms and monthly
“Lina Listings” (listings by month, by rasident,
showing who had any Infections and what type)
ware reviewsd. The color coding was not
canslistent month to month. R3 and R8 were not
appropriately documentad month to month, and
were omitted at times. Specifically, thay showed
the following:
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1) January 2016

-R3 was not originally listed. His cellulitis was
supposed to be codad plnk under skin but was
not. There was a color coding system used,

however it was not exactly the same each month.

The colors would changs, so you had 1o raly on
the coding each month. When the coples were
provided, the floor map had bean changed and
the copy was corrected. Investigation showed
that the Health Information Manager (HIM)
Dirsctor notad the arror and corracted bafore
giving to surveyor, That was confirmed by the
RNC, who said it was done as a matter of
caiching an sivor, The Line Listing for January
2018, listed R3 as MRSA In hia skin as of
1M13/18.

--R9 was coded gresn as "other" and was not on
the Line Listing for January 2016,

2) Fabruary 2018

~R3 was listed and coded graen (for that month
green represanted respiratory infections),

-R9 was coded green as "other” and listed as
cellulitia.

3) March 2016

—R3 was not listed or coded for any type
infection, nor was he on the "Line Listing.”
-R9 wasg coded pink as "skin" and listed as
having had cellulitis - undisclosed location,
4) April 2016

~R3 was coded as green for "other” but on the
Line Listing, it showad he had a recurrant UTI.
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—~R8 was not color coded on the floor map, but

was listad on the "Line Listing” as having a skin
infection - read “recurrent skin arruptions {sic) -
with no pathogen."

8) Even though it was tha end of June 2016, the
tracking and tranding for May 2018 had not been
compiled and was not avallable for raview.

@. On 6/30/16 at approximately 10:15 a.m., the
RNC and 8DC ware both interviewed together.
When asked sbout the color coding errors on the
mapping pages, the SDC stated, "I missed It.
Soarry."

The RNC was asked about the lack of
consistency and who was responsible for
oversasing the Infection Control Program. She
stated it was uitimately the responsibility of the
DNS to ensure the program was being managed
effectively and accurately. She algo
acknowledged the ssrousness of the omisslons
and miscoding.
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