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The facility must promote care for residents in a The Facility wil! assure an environmernt .
manner and in an environment that maintains or that maintains each regident’s dignity by )D i
enhances each resident's dighlty and respect in i
full recognition of his or her Individuality., 1. The process for reporting and . Iemenf
initiating infection surveillance or completed
ixui 1 d B Dy,
This Requirement is not met as evidenced by IrensTission H.Sk WAy ra‘f'iﬁd 5'121109 42)-»99—
Based on ohservation, staff interview and medical Al ““Spsﬁte%;f&%ﬂﬂn{im&.%m (30/09 |
record review, the facility failed to promote dignity reportedto’a RN'Tor assessmont. Cemskind arkl ot S
related to publicly posted signs for two (#13, #19) When indiested, fic RN wil] complete o
of 15 sample residents, and cne (#386) ‘ a Resident Surveillance form and an
non-gample resident, In addition, the facility falled Infecrion Prevention Surveillance form

to cover from public view a catheter bag for one

(#38) non-sample resident, The findings were: 1o report infection control ssues 1o

Infegtion Control Practitioner or

1. Periodic observation on 5/18/09 and 5/19/09 designee who will be respensible for

revealed two signs were posted outside the room gvaluation and determining Pracaution

of resident #13 which instructed staff to use signage. Signage will only be placed

CO"tECtt ?”d droplet '50|fa_“:‘f3f"f {?"EC?IE‘;'O"? to by the Infection Control Practitioner or | a.dio%
prevent transmission of infection, The signg desi inicness. UMs proceifo
instructed visitors to "Report to nurses’ station o ‘mmé?ﬁséﬁéi‘wﬂ%”i‘j‘ﬁ“&a P \;fn‘ﬁ‘id A\ e
before entering room.” It further detailed speacial 4. The Care Plaminj process W com ‘\“;:\f.ﬂh‘”l“
protective equipment requiremants needed io immediately address Inlection Control Y __;he:

enter the room. Medizal record raview revealad issues and behavior issues, including u Dol o i
the resident did not have a fransmittable disease. behavior modification plan and

In addition, review of the roommate's Pharmacy review for those residents

(non-sample resident #38) medical record
revealed s/he did not have a infection or
transmittable disease. Interview with the infeetion

with hygiene or body ftuid concerns
placing other residents atrisk. These

control preventionist (ICP) an 5/19/09 at 10:55 issucs will be referred o the Infection

AM confirmed the residents did not have active Control Practitioner or designee for | .
infections, The ICP stated the staff on the unit evaluation, ~TWwe. ?S&J\ m‘;\\ qi%wétm honge? fa\/
posted the signs due (o a coughing and spitting 3. Thers will be uf lcast 3 cgawtgr\g;g plows. of

behavior that the resident exhibited.

vovers for eac]! %eiiden;vii tha
2. Periodic ohservation on all days of the survey ontheter by Tl aseure

(5I18-5/21/09) showed a sign posted outside the constant availability of a cover for

roorm of resident #19 which instructed staff to use washing. Staff will be educated on the
cantact isolation precautions to prevent '
transmission of infection. The sign instructed !
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the physical, mental, and psychosocial welkbaing
of each resident,

This Requirement is not met as evidenced by
Based on staff interview, resident interview, and
review of medical records and the facility's activity
program iist, the facility failed to ensure actjvities
were provided o meet the naads of sevan (#13,
#18, #37, #34, #35, #50, #7) of seven sample
residents who were assessed as requiring
one-fo-one achivities, In addition, 13 (#3, #38,
#07, #60, #11, #72, #26, #9, #68, #53 #12, #5,
#26) non-sample residents who were part of the
one-1o-one program, were not being provided all
of their activities. The findings were:

1. The following residents were identified as not
having their activity needs met
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F241| Continued From page 1 F 241 availability of covers and the
visitors to, "Report to nurses' station before procedurg, RN Coordinators will
entering the room."” Additienally, the sign showed monitor for compliance on an on-
the special protective equipment that was going busis. $4st% Nowse oss0xed
requirad for resident contact. Medical record Fed vk 3 R NOS hey todalay
review revealed the resident had an infection in jpog cootned axa il imes o\
the past, but did not have a transmittable disease, QoMPLONE 083 uted bu e N
) _ C oovaa rodn e For Hrned i e Y ) ferd
fés%t{:rirrﬁggoxaosnsg;tifc? ?na; :é:sctliinir;ﬂi ;E; e Y, Signs et been yampoed HM\@

! b ]
common area of the 200 unit. The resident's “"3‘5"5“’-"\*? 13 ond }q‘ s rmﬂ\f’t ‘\:i at/og
uncovered catheter bag was attached fo the foot Gl Comptong % w2 W\ e yaonilered
rest of the recliner and the urine in the bag was oy dnd Tnkection Lontral
visible to anyone in the ares. During an Interview Prockitoner Lheetdy ope
with the interim director of nursing con 5/21/09 at
2:46 PM, she stated the catheter bag should be
coverad to preserve the resident's dignity.

F 248 483.15(0(1) ACTIVITIES F 248

83=E The facility will ensure the resident's needs
The facllity must provide for an ongoing program of one-lo-one setivitiss, which were L el
of actlvitles designed to meat, in accordance with triggered through comprehensive ! ‘t’;r?ﬂ
the comprehensive assessment, the Inteasts ang assessments, will be met weekly and LTenmf

thly, Thig will b mplished by:
ma}é\géj&&; -\wg&% pl«i-@cr #;J:Ylplulud

oAty TEW e oy
I. m,

Care Coordinator/Clinigal
Educator will identify those residents
who have been triggered and compile
lthase residents i a monthly calendar

@/30/0q )
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r 248 Continued From page 2 F 248 Educater each Friday for revicw,

a. Review of the April and May 2009 activity
logs for resident #37 showed the resident was
scheduled to hava one-to-one activities wice a
week, Further review of this information showed
the resident received two of these activities during
the six weaks, one on 4/8/09 and another an
4427109, Interview with the resident on 5/20/00 at
2:50 PM revealed s/he got "bored”, and didn't like
tw leave his/her room much,

b. Review of the April and May 2009 agtivity
logs for resident #12 showed the resident was
scheduled to have one-to-one activities two times
per week. Additional review showed that during
the previous six weeks, the resident recaived one
of these activities on 6/8/09,

G. Review of the April and May 2009 activity
logs for resident #18 showed the resident was
soheduled to have ovne-te-one aclivities twice a
week. Further review of the previous six week
period showed the resident received one of thase
activities an 5/11/09.

2. Review of the activily pragram list showed
sample residents #34, #35, #50, and #7 ware
alsc assessed as requiring one-to-one activities,
According to an interview on 5/21/09 at 9:20 AM
with the activities director, these residents were
not recelving their activities as scheduled.

3. In addition, 13 non-sample (#3, #38, 467, #60,
11 #72, #25, #9, #68, #53, #12, #5, #26)
residents were also identified by the aclivities
director as not having their one-to-one activities
provided to meet their assessed neads.

Interview with the activities director on 5/21/09 at
8:20 AM confirmed there was a problem with
providing one-to-one activities. She stated the
depariment was short a staff member and they
had been unable to get the activities done as

4. Document activities in the chart by the
Activity Professional, Threshold of
90% of the time the aclivity time

should be addressed by el GAPE

documentation. Gond. ont-tor <k WF\; :\:\' o‘r\% s
5. Monthly audit of activity portion of wxm&h\gn ) E

resident charts by Care by the

. N ) o assurt

Coordinator/Clinical Educator, c.mmpl‘\aﬁﬁﬂf

6. Full sraffing in the Activities .l
Cby June |5 with Uaining |0 W4

Departmenl §_une ) Wi wing Blpode.

completed by by ﬁ;@ I emeA) 'l

Activities Professional and Carc ACAL 03 4T,

Coordinator/Clinical Ldugator. q,,-v'“
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S5=E| CARE PLANS

A facility must use the results of the assessment
1o develop, review and revise the resident's
comprehensive plan of care.

The facllity must deveiop a comprehensive cara
plan for each resident that includes measurabie
objeclives and timetables to meet & resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment.

The care plan must describe the services that are
to be furnished to attain or maintain the residents
highest practicable physical, mantal, and
psychosocial welkbeing as required under
£483.25; and any services that would otherwise
be required under §483.25 but are not provided
due to the resident's exercise of rights under
§488.10, including the right to refuse treatment
under §483.10(b)(4).

This Requirement s not met & evidenced by:
Basad on observation, staff interview and review
of medical records, the facility failed to ensyure
care plans were developed for two (#35, #37) of
four sampie residents, ang three (W23, #57, #58)
hon-sample residents who were on isolation
precautions related to infections. The findings

1 were;

| 1. Observation on 5/20/09 at 2 PM revealed
| resident #35 had a stop sign posted outside

f hig/her room, Interview with RN #1 at that time

1

AND PLAN GF GORRECTION IDEMTIFICATION NUMEER: A, BUILDING COMPLETED oP
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F248] Continued From page 3 F 243
scheduled and care planned for the 20 residents ;
who were assessad as needing these types of
aclivities, 1
F 276 483,20(d), 483.20(k)(1) COMPREHENSIVE F 279

The Facility will assure a comprehensive
care plan for each resilent with infection
precautions by:

» The process [or reporting and initiating
infection surveillance or transrnission risk
was revised 5/23/09. Al suepegted
infection risks will be reportad 1o a4 RN for
assessment. When indicated, the RN will
somplete a Resident Surveillance form and
an Infection Prevention Surveillance form
to report infecrion contral issnes to
Infection Control Practiiioner. The
Residenl Surveillange form will be used by
the RIN coordinaters to address the
infection precawtions and care in the Cara
Planning process, The RN Coordinators
will document, communicate and evaluale
the plan Lo assure compliunce. The
Resident Surveillance form is now an
clement of the Resident’s medical record 1o
support the Care Plan and infection

L0y o
2, Pes\dewds 35,237, 23 S7a
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revealed the resident was on both contact and
droplet isolation precautions due to an Upper
réspiratory ifiness (URI). Raview of the currant
(5/13/08) care plan showad It did not include any
Information related to isolation precautions.

2. Periodic observation on all days of the survey
(5/18-5/21/09) showed a sign posted autside the
roorn of resident #37 which instructed staff to use
contact isolation precautions to prevent
fransmissian of infection, According to the May
2009 infection log, this residant was being treated
for a URY. However, review of the current
{12/20/09) care plan revealed it did nct include
information about the Infection or tha
frangmissian precautions,

3. Three non-sample residents (#23, #57, #58)
were [dentified on the May 2009 infection log ag
having contact and droplet isolation precautions
in effect due to URIs, The precautions for
resident #23 were started on 6/ 1/09, and for
residents #57 and #58 precautions were started
on 5/18/09. Review of the residents’ care plans
showed infection and |salation precautions weare
not addressed until 5/21/09;

4. Interview with the interim cirestor of nursing on
5/21/09 at 9:35 AM revealed the care plans for
the rasidents with URls were in the process of
being developed to reflact the infaction contral
care needs and appropriate protective measures.

F 261) 483,20(k)(3)()) COMPREHENSIVE CARE PLANS F 284

_ The Facility will assurc staff follows Pverall
88=E ) A ice for otnl tag
The services provided or arranged by the facility standards of nursing PT“”;“ o Hement
must meet professional standards of quality. :Jncdmatlon preparation and administration Lorapleted
Y- hy:
I Licensed nursing stalf will attend 7/1/05

This Requirement is not met as evidenced by
Baszed on observation and staff interview, the

FORM CMS-2567(02-99) Previous Versiens Obsolate YE4714 If continuation sheol Page 5 of 26
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F 231| Continued From page 5 F 281 mandaiory cducation on medication
facility failed to ensura staff followed accepted preparation and administration with
standard_s of nursing _pfactic_e for medicahpn successful (100%) pass rate of o
I:rrep_m:atlon. and admmlstratlon._ Thfa practice of medication test to demonstrute
administerring pre-poured medications affected ompetency by 7/1/09. Re-educa
the 17 residents on one (300 unit) of three units. eompeteney by 703 Re-education
The findings were: and re-adminisiration of resting will
oceur a8 necded to assure the 100%
1, Observalion of the medication pass on 5/18/09 pass rle.
at 425 PM revealed medications had been _ 2. Newly hired licensed nursing staff will
removed from the packages and piaced loosely [n roceive the medication praparation and
unlabeled medicine cups in the drawars of the dminisiation education and resti
medication cart. Continued observation revesalad ACminisia nc_u o el
licansed practical nurse (LPN) #1 administered with sugcessful completion prior o
the medications to the residents on the 300 unit. their first mesdication pass,
Interview with the LPN at that time, revealad she 3. The Pharmacist in charge will review
mutinel_y pre-poured me_dications becausa it the rules and repulations with licensed
sayc'jed tn:‘pe \t.;httat;lj the tﬁ;ltpvxfs short of staﬁ.d'Sfl-}le nursing staff by 7/1/09.
f;?' eaé'lert‘ a uiayta ﬁhe prz—pou.ére a 4y, Cbn.:?)n'm OSSO nLe o v
de medica gaifw atwere scheduledtobe _ Pro e et Lodien preposdiiong
;_g;ltf}lst:re Tom .3 - 8 PM, except for the insulin B, oA WAL 4 Xvodhon AV
lections. o \?\c_\m}eﬂ unAhe AP plan
. - tafan] reoieased, m
2. Review of the facility's policy and procedures bS >4 g:’oqwa'“.’?{_m {)0 i *N-')
for medication administration/unit dose system 'P—B%& . ('l:kori R
and interview with the Interim director of nursing CoOrehu Ao ek S
on 5/21/09 at 3 PM revealed the nurse shauld not Pardomlun yror adwy &
have pra-poured the medications. e e € Qundh BN O
pra-n cation .
weekly bhas s ok Leasy sl J yms
3. According to "Nursing Interventions and Gtk ;r)-v’rﬂ\) é‘D c;;}-smce., |
Clinical Skills", 2007 3rd edition, by authors Elkin, cemplianee by ¥/ /o9 o
Ferry and Potter, page 420, the, "tablets and e i
capsules should be kept in their wrappers and Tlh" L ?"'1“31 ‘;’c'lu e]':?“m sfl follows Care ||
opened...at the resident's bedside.” plans for weckly g .m ass_essmcnts by otal tag
F 282 483 20(K)(3)(i) COMPREHENSIVE 1. A comprehensive skin assessment lement
S :F'LA.NS (3)(i) N CARE F2s2 form was implemented 5/20/09 and .ompleted
=B weskly skin nsscssments for all Y
d §/12/09
The services provided or arranged by the faility Residents initiated. RN Coordinators
must be provided by qualified persons in are responsible for monitoring i
accordance with each residant's written plan of :
care, ;
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F 282| Coniinued From page 6 F 282 compliancs with this expuctation using

This Requirement i not met as evidencad by:
Based on staff interview and medical record
review, the facility failed to ensure staff followed
the care plan for performing weekly skin
assessments for 8 (M6, #73, #4, #21, 13, #35,
#37, #55) of B sample residents who wera
assessed as being st risk for developing pressure
sores. The findings were;

Interview with the interim director of nursing on
5719109 at 4:26 PM revealed the weekly ekin
Checks for residents at risk for developing
pressure sores should be documented par the
care plans. However, she stated this was not
always being done or being decumented in a
consistent way, The following residents ware
identified as not having thelr care plans followad
related to weekly skin chacks:

1. Refer to F314 for information regarding failura
to perform weekly skin assassments for resident
#15.

2. Refer to F314 for information regarding failure
to perform weekly skin assessiments for resident
#73,

3. Review of the 3/18/09 Braden Scala (risk
assessment) for resident #4 revealed the resident
was at risk for developing pressure sores,
According to the 3/18/09 care plan, interventions
to prevent skin breakdown included weekly skin
checks with documentation. Review of the
medical record and treatment administration
record revealed no weekly skin checks o the
resident during April and May 2009.

4. Review of the 3/10/09 active care plar for

T
3.The Skan Ossess menty Lweck_ls}
Ty

& weekly audit process, reported 10 the ‘
DON,
A schedals assigning the day ol cach
Resident's weekly assessment wilf be
catablished by 6/12.
e idents Vo, 13,4, 24,13 375,
F7AnA ST hod weelly Aises
Teendd ocovng A 0SSored
wollntoq” weekiy skan

N \uded,
O ent wents 'i“ (R by 20
T Ane L cGe f aNWS Oy
\‘J)e_g-_k._\, Y waakd O’Q &Dtk\if\ﬂk’ﬂfb

ouy $hE DON Wowe assuced
iy,

process os be en ynclwderd
+re @RPT proczss \og “fisfog
Gl Lote L, FRUNEW L
W\E‘d\."\"h\s_s Ve pociy \QLS Jr'\:uf...
Do Wi assure Comph m.r\cg?ﬂ
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hypertension, and low weight with a history of
sfgnificant weight logs. The care plan further
showed skin checks should be dore weekly and
documented. Review of the March, Aril and May
2000 treatment record revealad no evidence of
the skin checks.

5. Review of the 3/17/09 risk assessment for
resident #55 revealed the resident was at
moderate risk for developing pressure sores,
According to the 411/09 care plan, interventions
for the prevention of skin breakdown included
weekly skin checks with documentation. Review
of the medical record and treatment

| adrministration record showed no weekly skin

i checks for April and May 2008,

6. Review of the current care plan last reviewad
211009 showed resident #13 was at moderste
risk for pressure ulcer development based on the
3/3/09 risk assessment. Multiple interventions
were listed including weekly skin checks with
documentation, Review of the medical record
revealed there were no weekly skin checks done
for April and May 2009.

7. Review of the care plan last reviewed on

l 5/13/09 showed resident #35 was at risk for

| pressure ulcer development based on a 1/31/09
risk assessmenl. The interventions shawed
weekly skin checks with documentation. Review
of the medical record revealed there were no
waekly skin checks baing documented for the
resident for April and May 2009.

8. Review of the care plan last reviewed on
i 224109 showed resident #37 was at high risk for
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regident #21 showed risk factors for pressure . o
ulcer formation that included history of pressure This page feft blank intentionally
ulcar on admission to the facllity, anemia,

!
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Based on the comprehensive assessmant of 2
residant, the facility must ensure that a resident
who enters the facility without pressure sores
tioes not develop pressure sores unless the

The facility will ensure prevention of
avoidable pressure sores by:

I.  CNA education regarding observation, I
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F 282| Continued From page 8 F 282 |
preasure uicer development according to the I
519/00 risk agsessment, interventions included |
waekly skin checks with documentation, Medical | :
record review revealed there were no weekly skin '
checks were documented for the resident in the |
[ast two months. i
F 314} 483.25(c) PRESSURE SORES F a4 |
c

documentation on rounding logs and by:

Jverall
otal rag
lement
ompleted

individual's clinical condition demonstrates that rcporting to nursing staff was 77% h/30/09
they were unavoldable; and a resident having completed on 6/3/09, full completion
bressure sorgs receives nacessary treatment and by 6/30/09, Liducation was provided
services to promote healing, preyent infection and by a FNP,
prevent new sores from: developing. 2, CNA training regarding sanitization of
resident equipmient, shared equipment

This Requirement is not met a3 evidenced by: and high-toueh areas will be
Based an observation, staff interview, and completed by the FNP by 6/30/9.
medical record review, the facility failed to have 3. Weekly skin assessments will be
an effectwe Syslem in piace to prevent, identify, conducted as noted with tag F282 and
monitor, and provide 1El'@atrnent r‘lelated to compliance assured by RN
pressure sores. This failure resulted in an ™
immediate jeopardy for four (#16, #73, #13, #37) . Cﬂﬂfﬂinﬂmfﬁa\&&ﬂl}\*«d\bﬁa*N'-“‘)}g ﬁ”?,?"\fgf_g 55
of four sample residents who were assessed at 4. Hased on the weekly skin usscssments, P [
risk for pressure sores and developed avoidable ' all at-risk Residents will bo identified ¥

 Pressure sores while at the facllity, The findings int the Care Plan process with
were. mterventions injtiated as appropriate
1. Review of the 4/23/09 quarterly minimum data ‘0 the risk, i.¢. Lurning schiedule,

| set (MDS) assessment and 10/23/08 resident pressure relief, protective devices, elc ‘4
assessment protocol (RAP) summary for resident (currently in place for 45 Residents)r hﬁm{}‘.{;ﬁ}dﬁmﬁ@
#16 revealed the resident had a histery of 5. A multi-disciplinary Wound Care Eﬁ‘}\:‘m\ﬂnﬁ mee,\:‘.B
pressure sores, Review of the 4/30/09 care plan team (DON, PT, RN Coordinators, No'ossusd] -
revealed interventions that Included weekly skin Wound care nurse, Medical Director,  {ewrnplatis
assessments with dosumentation. Review of the Restorative Care. Dj ritian. Ph nmc’.w i ¥
the 3/1/09 - 5/19/09 treatment administation erioruitve tare, Dletitian, Fharmacist |
records revealed no skin assessrments were |

i |
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documented or complated during that time.
Review of the 4/1/08 - 5/16/09 nurses notes
revealed the most current assessment of the
resident's skin was performed an 4/17/0%. The
documentation at that time, said the rasident's
bottom was "very raw," he/she had "profuse
bleeding," and a dressing was applied, Reviaw of
the most recent physical therapy documentation,
dated 4/30/09, said, "sacral area is red with two
small open areas oh each sids of the coceyx and
a small vertical open area betwesn them.” Further
review of the medical record showed no
addlitional assessments of the prassure sores
after 4/30/09, The following concerns were
identified;

a, Observation on 5/19/09 &t 8 PM revealed
CNA#1 removed a urine solled dispogable brief
from resident #16 and exposed an uncovered
stage I pressure sore on the resident's buttock,
Red excoriatad areas covered most of the
resident's sactum and cocayx, and bloody
drainage cozed from a dime-sized, darker red
area on the left buttock. Whan the resident sat to
urinate, the draining pressure sore had direct
contact with the toflet seat. After the resident
urinated, the CNA provided perineal cleansing
and put a clean disposable brisf on the resident.
As the GNA transferred the residant to. herfhis
wheelchair and bed, the resident told the CNA
two times that the pressure sore "hurts,”
Continued observation revealed the GNA left the
pressura sore uncovered and did not report it to
the charge nurse.

b. Interview with the charge nurse, licensed
practical nurse (LPN} #1, on 5/19/09 at 8:15 PM
revealed she knew the resident had a history of a
methicillin-resistant Staphylococous aureys
(MRSA} infection, but she did not know whether
the resident had an active infaction. LPN #1 also
5aid she did not know about the care or condition

N

was established 5/13/09. The team
met again 3/21/09 and will meet \
monthly,

6. An order form for Physical therapy
and a Dictary consull way daveloped
to expedite referrals for these services
when indicated and appraved by the
Resident’s physician,

7. Physical therapy orders for Evaluation |
and Treatment will be obtained i a |
timely manner and the referral :
initiated immedintely

8. Mursing swff education regarding

wound care and wound carc products

was completed by a FNP on 6/30/09, |

Nursing will provide wound care and

dress/redress wounds per the Care i

Plan and Physical therapy instruetion !

during times PT is not avajlable.

A. farm was developed for Physical

Therapy communication to nursing

staff regarding end-of-care treatment

and cares needed. This discharge form
will be reviewed and signed by the RN

Caordinator responsible for the

Resident’s care,

t0, Residerds 1l 73 130ud\ 37
o M v pPressoce.
socas oddressed vwia Ane
OOV process by Shs oy, |
Orvders aund v éodimend- man;
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of the resident's skin because tha physical
therapy staff was responsible for the care,
treatrnent, and monitaring of the pressure sore,

¢. Interview with CNA #1 on 5/18/09 at 8:20
PM revealed she was not aware of any directions
for applying a dressing to the resident's pressure
sore.

d. Interview with the physical theraplist and
therapy assistant on 5/20/06 at 11:15 AM
revealed the physical therapy staff stopped
providing treatment for the pressure sores on the
resident's caccyx and sacrum on 4/30/08. The
therapy staff said they thought the nursing staff
continued the treatments after that date.

e. Interview with the acting chief executive
officer on 5/20/09 at 11:15 AM revealed the
facility was in the process of revising their system
for preventive skin care, but implementation was
scheduled for 8/1/09. She said currently no
person oF committee was responsible for
ensuring staff consistently performed routing skin
assessments, performad ongeing evaluations for
the effectiveness of interventions and provided
appropriate pressure sore treatments.

f. Interview with LPN #2, LPN #3 and RN #1
on 5/20/09 at 2:10 PM revaaled the nursing staff
had not provided treatments for the pressure sore
on the bottock of resident #18 because they did

All stated the draining pressure sore should have
been coverad with a dressing,

2. Review of the 2/17/00 quartery MDS
aszessment for rasident #73 revealed the
resident did not have a pressure sore, Review of
the 2/24/08 care plan showed the resident was at
risk for developing pressure sores. The
interventions in the care plan Ingludad weekly
skin checks with documentation. Review of the
37108 -5/19/09 treatment administration records

not know the therapy staff were no longer doing it
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| revealed staff performed the weekly skin
assessmant one time in March. No skin
assessments ware conducted for this resident in
April and May 2009 The fellowing concerns were
idenfified:

a. Observation of LPN #3 and CNA #2 ag
they provided incontinence care for rasident #73
on 5119/09 at 8:40 PM revealed the rasident had
a stage Il pressure sore on the buttocks.

b. Interview with LPN #4 on 5/21/09 at 11:50
AM confirmed the pressure sore was first
fdentiied an 5112/09, The LPN stated she
abtained the physician's arder for the physical
therapy evaluation on 5/15/09 bacause the
pregsure sore worsened. She said staff provided
the standing orders treatments until the therapy
staff completod the evailation to deterviine the
most effective treatment. She said the physical
therapy staff did not evaiuate the pressure sore
on the resident's buttocks Lntil 5/19/0% (seven
days after the area was first noted). Review of the
medical record revealed the resident did rot have
pressure sores prior to- 5/12/09 and the
physician's order and physical therapy evaluation
ocoumed a3 stated by the LPN g4,

This page laft blank inlentionally

3. Observation of resident #13 during cares
provided by LPN #4 on 5/19/09 at 8:40 PM
revealed the resident had a stage | pressure sore
on the sacrum. Review of the care plan with &
review date of 3/10/09 showed the resident was
at moderate risk for prassure ulcer development
based on the 3/3/09 risk assessment, Multiple
interventions were listed on Ihe care plan
Including weekly skin checks and decumentation,
Review of the medical record revealed there had
been no weekly skin checks documented for the
residant, Furthermore, the open area that was |
observed was not addressed anywhere in the '
resident's medicat record. ;

I
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|

|

|
4. Observation on 5/19/08 at £:30 PM revesled |
resident #37 had a stage | pressure uleer on the !
left buttock. Review of the care plan last updated |
on 2/24/09 showed the resident was ata i
-| moderate risk for pressure ulcer development ]
based on the 5/19/09 risk assessment, Multiple ‘
interventions were listed including weekly skin i
checks and documentation. Review of the ;
medical record revealed no weekly skin chacks |
had been documented for the resident in April E
and May 2008, i

This page left hlank intentionally

5, Interview with the interim director of nursing
(IDON) on 5/19/09 at 4:25 PM revealed the faciity
did not have an effective system for assessing,
manitoring and providing care for pressure sores
due to recent changes in administrative staff. The
IDON said the facility's current system did not
include a mullidisciplinary spproach for avaluating
effective interventions and providing treatment for
pressure sores. She stated the system required
the nurses to perform weekly skin assessmants
and document the assessment and respend to
assessed changes, However, staff had not done
the requirements conslstently. She said the
system also required the nurses to abtain a
physician's order for physical therapy evaluation
as soon as they identified a worsening or newly
developed pressure sore. She sald the phystoal
therapy staff were respansible for treaiments and
monitoring, She also said cornmunication
between nursing and therapy staff was poor at
times which made the system less effective.

Due to the facility's failure to have an effective
system in place to prevent, identify, monitor, ang
provide treatment related ‘o pressure sores,
avoidable pressure sores developed for the four
{#16, #73, #13, #37) residants identified, i

|
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Furthermors, If the failed systam was aliowed to
continue, the practices were likely to cause
serious harm for the other 45 residents who were
assessed by the facllity on 5/21/09 as being at
risk for developing avoidable pressure sores.
Immediate jeopardy was called on 5/20/09 at 9:35
AM.

On 5/21/09 at 4:30 FM, the immediate jecpardy
was removed on-site by the following astions:

a. Tha nursing staff perfarmad complete
head-to-toe assessments on all of the residents
in the facility,

b. A physical therapy evaluation and dietary
assassment was completed for all residents
identified with préssure sores

c. A physiclan's order for a physical therapy
avaluation was obtained to treat the pressure
sore identified on resident #16.

d. Awound culture for resident #16 was sent
to the laboratory, The preliminary results ware
hegative,

e, Mandatory education was provided
regarding skin care and infection contrel for all
staff who were on duty on 5720/09-6/21408, and
resident care plans were revised,

After the 1J was remaved on 5/20/09 at 4:30 FM,
the scope and severity was determinad to be a
pattern of noncompliance that resulted in a
negative outcome.,

483.35(i)(2) SANITARY CONDITIONS - FOOD
FREP & SERVICE

The tacility must store, prepare, distibute, and
serve food under sanitary conditions,

F 314

F 371

- . . Dverall
The facility will ensure that the food is otal tag
| stored, prepared, distributed and served lement
under sanitary ¢onditions. %mnplﬂlcd
vy
1. The fan was taken oul of the area
on 5/21/09 and cleaned before Y

I
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F 371/ Conlinued From page 14 F 371 being put back into the servery .
This Requirement Is not met as evidencad by: 2, Arthe dielary meeting held on
Based on observation and staff interview, the May 21, 09 the staff were
facllity failed to prevent potential informed that the early tray wounld
cross-contamination frem dirty equipment to need to take the fan down and
resident food during three of three meal service glean it twice a month and clean jt
observations. The facility prepared meal trays for to remove any dint or greasc build
73 residents. The findings wers: up on it.
3. This task was placed on the
a. Observation during the evening meal on servery work list For the garly ray
5/16/0%, the breakfast meal on 6/1 9/08, and the to inital after cleaning cvery two
unch meal on 5/20/09 revealed a large biack weeks, Ir will be checked by the
plastic fan heing used to cool the Kitchen staff as dictary manager on 8 weekly
they worked at the steam table in the Servery. basis.
Addltional observation revealed the fan 4, (peskly rrordorne, 0% _
blewdirectly onto the residents food. j“he vent on oAty (OrdWons IQ\eﬂJ‘K_\i‘?
the: back of the fan had an accumulation of dirt, T e Seyaice OXets
grease and dust. . o3 e edded o e QR P
According to Foed Code 2005, U.S. Public \an o, o2/ e o "y
Health Service 3-307.11, Misceligneoys Sources pan i/ wad
of Contamination, Food shall be protected from Complance Osgosed |t
contamination that may result from a fastor or oy e A edocy (VORI o
source not specified under Subpart 3-301 to 3-
308,
b. Interview with the kitchen manager and the
faciltty dietitian on 5/21/09 at 11;48 AM confirmed
the kitchen staff was responsible for ¢leaning the
fan, In addition, they also confirmead the presence
of dirt on the fan represented a pessible source of
food contamination during feod preparation and
distribution. The Faility will ensure an offective verall
F 441| 483.65(a) INFECTION CONTROL F 441 | Tnfection Control Program by: otal tay
88=K 1. The process for reporting and lernent
The facility must estabiish and maintain an initiating infection surveillance or ompieted
infection confrol program designed to provide & Iranymission risk was revised 5/23/09. ’?,'3'0 /09
f:ﬁ,éizﬂﬁ% gg\? ?D;”fm?bre di':;ggm.nert ag? All suspeeted infeclion risks will be |
elopment an mission )
disease and infection. The facility must establish reported Lo a RN for assessmeat, ;
an infection control pragrarn under which it When indicated. the RN will complete )
investigates, controls, and prevents infections in |
FORM C:MS5-2567(02-99) Previous Versions Obsolele YE4711 Il conlinygallon sheel Page 15 of 28
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F 441| Continued From page 15 F 441 a Resident Surveillence form and an
. .the facility; decldes what pracedures, such as Infection Prevention Surveillance form
|aoli§tiort1 Sh%‘”d beta_pplied to ag inquiqcli.lait q w reporl infection control {ssues 1o
resident; and maintains a record of incidents an . i
corrective actions related to infections. Infection Control Practitioner or
designee who will be responsible for
evaluation and posting Precaution
This Requirement is not met as evidenced by: signage. Staff wil] be educaied by the
Based on observation, staff interview, review of ICP regarding precautions at the time
medical records, policy and procedures and of the posting
infection control data, the facility failed to NA i o resid
establish and implement an effective infection NA slail was instructe o
control program. ‘The facility further failed fo observation and reporting by the FNP,
require staff to follow appropriate precautions complated 6/30/09.
when entering resident rooms posted with Education to direct care stall regarding
precautionary signs during & potentially infectious | Precaution signage was initiated
upper respiratory ilinéss (URI) outbreak at the 5/27/09 and will be completad b
| time of survey. Four (#13, #34, 35, #37) of 15 0 pletac by
| sampte residents, and four (#23, #57, #68, #69) S ’
non-sample residents were identified as having | Phe Resident Surveillance form will
transmission-based precautions in effect. The be maintained as a par of the resident
facility also falled to recognize and treat a char after review by the RN
draining pressure sere for ong (#16) sample Coordinator or DON and be uscd _ " s
resident with a history of methicillin-resistance during th ; . G0 M e
. ; ¢ Care planning process. 7y DG ]
Staphylococeus aureus (MRSA) infection and . ’ o b “J;‘:f'dhe_ex‘-“‘j
. iy ; Infection Prevention Survcillance ai
take appropriate steps to minimize the rigk of 1 be forws o 1P o o\ YT
infection to his/her reomimate. In addition, the forms will be forwarded to tho ICP on b‘*-% -y
Facility fafled to ensure non-sample resident (#44) a daily basis Monday through Friday oLf P\\ox\r.gf
was safeguarded against entering resident rooms and the RN Coordinator will consult o
posted with prgcautiqnary signs. These findings with the ICP daily, including
;iesal._zlted in an immediate jeopardy situation, The weekends when possible, or will
nalings were: initiate appropriats precaulions and
1. Observation during the initial tour an 5/18/09 saff edusation if noeded on weekends.
revealed seven resident rooms were posted with The Inftetion Prevention Surveillance
precautionary signage requiring spacific actions forms will be wsed by the ICP 1o
on the part of staff and visitors to minimize the maintain a real-time log of ail
ggztnfltranggn'ﬁzpn to(fl (i{lg't’;ct;g?édfhe: i?fer"\?tm” infections for en-going tracking and
Tl pre 1oMms ] In migrview on . . . .. |
5/19/08 at 11:55 AM that she was aware of an trending. The log will be maintained
| outbreak of URI In the facility and that these i
1 |
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residents were being tracked In the infection
control program. When asked for a current
infection surveillance log, the ICP stated she dig
nof compile a log until the end of the month. Tha
ICP stated she was able to track and trend for
infections by visiting the facility daily. She further
stated nursing staff were supposed to complele a.
form identifying any residents with infections or
prescribed antibiotics. However, she noted staff
compliance with the reporting process was
incansistent and not always timely.

At the request of the survey tearr, the [CP
cornpiled &n infection control summary for May
2009 on 5/21/09. These data revealed 8 (#13,
W23, %34, #35, #37, #57, #58, #69) of 73
residents reuired infaction control precautions
related to an ongoing illness. Of thege eight
residents, seven (all except resident #13) livad in
rooms posted with droplet precaution signage
related to a healthcare~acquited URL. [nterview
with the ICP on 5/21/09 at 9:25 AM ravealed she |
had identified this as an outbreak and reported
the cluster of casas to the state epidemiologist on
5721108, Her report indicated the pnset of cases
began 5/11/09.

2. Observalion on 5/18/09 at 2 PM and again on
5/19/09 at 4:05 PM, revealed resident #13 had
signs posted outside his/her door Indicating
cantact and droplef precautions were necessary
to prevent infection rigk to staff and visitors, The
posted precautions required the facility to provide
an individual room if available or to conaider
cohorting as an alternative, The precautions
required staff to wear gloves, gown, and mask
when entering the room and parform hand
hygiene after contact with potentially infectious
secretions. Staff was further directed to wash
hands immediately after glove removal and
befors leaving the resident's room, An infection

protected document; editing rights are
limited to the ICF and designee, Risk
and Quality Manaper and DON.
Viewing rights are limited to these and
the RN Coordinators, CNO, Medical
Dirtctor and Exceutive staff

Infection Prevention edugation
including hand hygisne, proper glove
use and personal protective equipment
wag initiated 5/20/09 and completed
6/30/09 for all direct care stall.
Education on sunilizing/cleaning
equipment for direct care and
environmental services stafl was
conducted 5/21/09,
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i control cart containing gloves, gowns, masks, and I
trash bags was located immediately cutside the N o l
room. The following concerns were identified: This page lefl blank intentionally !

a. Observation on 5/18/09 at :22 PM |
revealed licensed practical nurse (LPN) #2 |
dellvered & meal tray to the resident. The nurse |
failed to abserve any of the required pracautions |
when entering the room ar setting up the meal, I
The nurse was observed to shield herself with the !
resident's clothing protector when: the resident i
coughed. The LPN stated she did not wear the ’
protective equipment because she believed the
resident was not actually infectious; the
precautions were implemented because the
resident frequently spit and spread phlegm
around fis/her room,

b. Observation on 5/19/08 at 1) AM showed
certified nurse aide (CNA) #8 entered the room to
deliver laundry o the resident without taking any
precautions. The CNA deposited several clean
items in the room and placed the remaining clean
clothes under one arm. The CNA than picked up
the resident's water pitcher from the bedsids
table and assisted the resident with taking & drink
from the pitcher with @ straw. Sha then assisted
the roommate (#38) to take a drink from his/her
water pitcher, handling the straw to orient it
toward the resident's mowth. Tha aide then
entered the room across the hall, where she
handled another resident's water cup and
deposited the remainder of the clathing she
carried from under her arm. At no time during the |
observation did the CNA wash her hands, !

C. Interview with CNA#6 on 5/19/09 at 10;15
AM revealed she didn't always adhere to the
precautions posted outside the resident's room.
She stated her actions depended on why she was !
going into the room, and not on the posted !
precautions. She then stated the resident did not
actually have an infaction, the posting was

i
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because of the resident's habit of coughing and
spreading rmucous around the room. The CNA
stated she should have washed her hands.

d. Observation on 5/19/09 at 10:12 AM
revealed CNA#5 entered the resident's room to
Stock supplies; she did not complete any of the
precautions displayed on the posted nfactian
control signage.

€. Interview with the ICP an 5/19/09 at {1:55
AM revesled the resident had a chronic,
praduclive cough and did not cover his/her mouth
or properly dispose of the phlegm. &he stated the
resident did not have an active infection; staff
posted the precaution signs in response to the
resident's behaviar, and the precautions were not
necessary, The ICP further stated staff did not
congistently comply with transmission-based
precautions,

f. Review of the resident's medical record
showed there was no mention of the coughing
and spitting behavior, a current infection, or the
rationale for posting ¢ontact and droplat
precaulions,

According to facility's policy for infection and
exposure control, Jast reviewad on 4/2006,
"Transmission based precautions are designed
for patients documented or suspected to he
infacted with highly transmissible or
epidemiologically important pathogens for which
additional precautions exceading standard
precautions are required in order o prevent
disease transmission within the heaith care
setting.” The policy required staff to notify the JGP
when isolation or precautions were Initiated ar
digcontinued.

3. Observation on 5/18/09 at 5:10 PM revealed
resident #44 wanderad fram his/her room across
the hall into & room posted with contact

precautions, The resident was unattended and

This page laft blank inientionalty
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gotinte the other residant's bed. Five minutes
later CNA #3 and thres additonal staff assisted
the resident from the room. Interview with CNA
#3 on 5M1M8/09 at 5:40 PM revealed staff were
aware the resident wanderad and needed close
supervision.

4. Observalion on 5/19/09 at 8 PM showed CNA
#1 wore gloves when she assistad resident #16 to
the toilet. When the residant sat to urinate, a
draining pressure sore had direct contact with the
toilet seat. After the resident urinated, the CNA
provided perineat cleansing and put a clean
dispasable brief on the resident, The CNA left the
pressure sore uncovered and did not repart it fo
the charge nurse. The CNA also failed to clean
and sanilize the tollet seat to protect the
resident's roommate (non-sample resident #45)
from possible transmigsion of infection, Interview
with the charge nurse, LPN #1, at 8:15 PM
revealed she knew the resident had a histary of
MRSA infection. The CNA stated she sheuld
have cleaned the tollat seat with sanitizing wipes,
She said the posted sign regarding transmission
precautions meant staff were required to wagh
their hands and use glaves when they assisted
the resident to the toilet. The CNA wag not aware
of any further measures or practices for
preventing the transmission of infection from a
draining sore.

Interview with the ICP on 5/20/09 at 10:05 AM
revealed she was not aware that resident#16 had
a draining pressura sore; the resident was ot
included in the current surveilance log. She
added the facility did not routinely culture draining
sores for residents with a history of MRSA, She
stated sanitizing the tollet ssat was an
appropriate practice to minimize transmission riak
to the roommata,
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Based on observation, staff interview and review
of infection control data, the facility failed to
incorporate a system to determine appropriate
placement of roammates for four (#13, #18, #34,
#37) of four sample residents, and two (#23, #57)
non-samplg residents who shared a room and
were identified as having active Infections or
identified risk factors related to the spread of
infection, This failure resulted in an immediate |
jeopardy sityation. The findings were:

1. Refer to tag F442 in regard to issues reiated to
resident placement o prevent the spread of
infection.

Based on observation and staff interview, the
facility faled to have an effective monitoring
approzch in the infection control program to
ensure staff used appropriate hand hygieng
during three random observations. The findings
werg;

1. Refer to Tag F444 in regard to the lack of
proper hand hygiene

Due to the facility's failure to protect a vulnerable
resident population at high risk for infection,
immediate jeopardy was called at 9:35 AM on

5f20/09.

F 442/ 483,65(b)(1) PREVENTING SPREAD OF F 442 . o

55=K| INFECTION The Facility will assure the prevention of veral]

the spread of infection 10 other residents otal tag

When the infaction control program determines by: _ , oL
that a resident needs isolat?on%o prec::eeﬁl the I, Education as noted with tag 441 for ompleted
spread of infection, the facility must isolate the direct care slalf and cnvironmental }":‘,qu
résident. services staff, '

2. Lmplementation of a process for

i This Requirement is not mat as evidenced by; |
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Based on abservation, staff interview and review
of infection control data, the fasility failed to
consistently establish and monitor conditions to
minimize the transmission of infections for
roommates of ill regidents. This failure resulted in
an immediate jeopardy situation for the
roommates of four (#13, #16, #34, #37) of four
sample residents, and two (#23, #57) nen-sample
residents who shared a room and were identified
as having actfve infactions or identified risk
factors related to the spread of infection, The
findings were:

1. Observation on 5/19/09 at 8 PM showed SNA
#1 wore gloves whan ahe &ssisted resident#16 to
the toilet. When the resident sat to urinate, &
draining pressure sore on the resident's buttook
came into direct contact with the toilst seat. After
the resident urinated, the CNA provided perineal
¢leansing and put a clean disposable brief on the
resident. The CNA left the pressure sore
uncovered and did not repart if to the charge
nurse, The CNA also failed to clean and sanitize
the toilat seaf to protect the resident's roommate
(non-sample resident #45) from possible
transmission of infection. Interview with the
charge nurse, LPN #1, on 5/16/0% at 8:15 PM
revealad she knew the resident nad & history of
methicillin-resistance Staphylococeus aureus
(MRSA) infection. The CNA stated she should
have cleaned the toilet seat with sanitizing wipes
after contact with the draining pressure sqre, She
said the posted sign regarding transmission
precautions meant staff were required to wash
their hands and use gloves when they assistad
the resldent to the loilet. The CNA was not awarg
of any further measuvras or practices for
preveniing the transmission of infection from a
draining sore.

Interview with the infaction contral

roommalcs of residents with
infections. An addendum to the policy
MANAGEMENT OF CLIENTELE
WITH RESISTENT ORGANISMS
was developed 5/28/09 that outlines
the criteria related ro residents with an
inlection and cohorting.

3. Staff will be cducated on the criteria in
the above policy addendum by
6/30/09,

4, Care plans for residents with
infaetions and the roomimates will
reflect consideration and evaluation of
risk for the room mates. Thas PNOE&$
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preventionist (ICF) on 5/20/08 at 10:05 AM
revealed she was not aware resident #16 had a
draining pressure sors; the resident was not This page left blank inicntionally
included in the current surveiliance fog. She
added the facility did not routinely culture draining
sores for residents with & histary of MRSA She
said sanitizing the toilet seat was an appropriate
practice to rminimize fransmission risk ta the
roommate.

According to the facility policy and procadure
for infectton and expostire control, both contact
and droplet precautions indicate residents should
be placed in & private raom or a sami-private
room with appropriate cohorting for residents with
infections, If a resident is placed on afther of
these precautions, the staff shali "Notify the
infection sontrol coordinator when & patient is
placad into isokation and again when isolation is
discontinued " i

]
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]
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F 442! Continued From page 22 F 442 !
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|
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2. Observation on 5/18/09 at 2 PM and again on
5/19/09 at 4:08 PM ravealed resident #13 had a
roommate, and posted outside the resident's door
was signage that showed contact and droplet
precautions were in effect. Interview with the 1ICR
on 5/19/09 at 11:56 AM revealed rasident #13
had & behavior thet included spitting and
indiscriminately spreading mucous, IGF stated
she had not considerad the infection risks ta the i
resident’s roommate (#38).

3. Interview with the ICP on 5/21/09 at 9:26 AM
revedley there was ne determination made to

| prevent the transmission of ilnesses to the
roommates of residents (#23, #34, #57) who,
according to the May 2009 infection control log,
were being trealed for active upper respiratory
iineszes,

Due to the facility's failure to protect a vinerable
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- B5=E| INFECTION

The faclity must require staff to wash their hands
after each direct resident contact for which
handwashing is indicated by accepted
professional practice.

This Requirement is not met as evidenced by:
Based on observation and staff interview, the
facility failed to ensure staff used appropriate
hand hygiene during three random observations.
The findings were:

1. Observation on 6/18/09 at 6:25 PM revealed a
sign posted outside the room of resident #19
which instructed staff to. use contact isalation
precautions to prevent transmission of infections.
Conlinued observation showad CNA #4 entered
the resident's room, removed the residant's
hearing aides, hugged the resident and departed
from the room with the hearing aids in her pocket.
The CNA then pushed restdent #50 from the
hallway into histher reom and transfarred the
resident to bed. The CNA did not perform hang
hygiene at any time during the ohsarvation.

2. Observation on 5/20/09 at 2:35 PM revealad
CNA#7 was passing ice and water from a gart
Iocated in the hallway of tha 30C unit. The aide
entered the room of resident #35, whe according
to the infection control data had an active upper
respiratory infection (URI). The room was posted
with a stop sign outside the deorway, requiring
staff and visitors to report to the charge nurse
priof to entering the room. The foliowing concerrs
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F 442 Continued From pags 23 F 442
resident population at high risk for infection,
immediate jeapardy was called at 9:35 AM on
520408,
F 444 483.66(h)(3) PREVENTING SPREAD OF F 444

&, Residend 1 35 ord oM refyidents

The Facility will assure the prevention of Dverall

the spread of infection by appropriate hand otal tag

hygiene and equipment handling by: lement

1. Comptetion of education to direct care ompleted
staff regarding hand hygicne, proper by
glove use and personal protective /3008
equipment by 6/30/09.

2. Development und implementation of a
new waler pass process that separatss
the retrigval of dirty cups by one staff
member from the distribution of ice
and warter in clean cups by another
staff member, avoiding cross-
conlamination and using hand washing
al all appropriatc times. This process
was implamented 5/23/09 and staff
cducation completed by 6/30/09.
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F 444 Continued From paga 24
were identifieg!

a, Continued observation revesled the alda
entered the room wearing gloves without any
other personal protective equipment. The aide
brought the resident's water pitcher into the
hallway and placed the cup onto the cart. She
then removed the lid and used straw, handled the
ice scoop to fill the cup, and returned the
contaminated scoop Into the ice chest directly
onto the ice,

0. Next, the CNA provided water and ice for
other residents in the 300 unit without changing
her gloves or washing her hands,

c. Interview prior to this cbsarvation with RN
#1 on 5/20/09 at 1:45 PM revealed the stop sign
indicated contact and dreplet isclation
precautions had been initiated for the resident in
the room. Staff was required to wash their hands
when entering and leaving the posted room, wear
a mask to minimize droplet exposure, and don a
gown if contact with the resident was likely.

3. Observation on 520/09 at 3,13 PM revealed
CNA #8 wore dispasable gloves while using a
scoop to transfer ice fram the ice chest to a
resident’s drinking cup in the 200 hall. The CNA
then took the cup Into the resident's room and
placed it on the bedside table. The CNA was
refurning to the hallway when the rasident in the
bathroom asked for help. The CNA opened the
hathroom door by grasping the door handle with
her gloved hand and then eniered the bathroom,
Upon returning to the ice cart the CNA used the
ice scoop to fill another resident's cup without
changing gloves or washing her hands.

F 501! 483.75(i) MEDICAL DIRECTOR
55=F
The facility must designate a physician to serve
as medical direstor,

F 444

F 501

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

DEFICIENCY)

(%5)
GOMPLETION

CROSS-REFERENCED TO THE APPROPRIATE : DATE
!
]
|

F 501 tag bepgins on page 26
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F501] Continued From page 25 507 | The administration will ensurc the medical ~ Dverall
The medical director Is rasponsible for director will be involved in the oral tag
implementation of resident care policies: and the implementation of resident care policics clement
coordination of medical care in the facllity, and coordination of medical care and Lhis ;‘;‘_“Pl"“:"
will bt accomplished by: /7100
This Requirement is not met as evidenced by; 1) The medical dircctor has access to our
Based on staff interview, observation, and review Infection Swrveillance Log on our shared
of the facility's quality assurance performance “I'" drive. The medical director will receive
improvement (QAP!) prograrn, the facility failad to infection control reports each quarter
ensure the medical director was effectively through the Medical Staff committee .
fnvolved in identifying, svaluating and resolving process. ~Tne. LT Prduerunis &m*of wnly bk
clinical coneerns und lssues that affected resident Vv Foe medicad dieakor vel J‘QHE»CT—“EE& oy
care and quality of life. The faliure affected four 2) The medical ditector meets weekly with -Pm@&‘ \MM_
(#16, #73, #13, #37) residents who ware our Dircetor of Nursing and/or FRYIINY
impacted by the facility's deficient practices Administrator after wound care rounds. N%.kﬁagg
retated to pressure sores, and fen (#1 3, #16, #23, During this meeting the medijcal direcior -
#34, #35, #37, #d4, #57, #.58‘ #59) resudents.who will be given updales on resident medjcal v
were impacted by the facllity's deficient practices care and policies. The medical dirertor will

related to infection contral. The findings werg:! " give feedback and request information, |

. . _ vhanges, education that he/she would like 1
1. Interview with the medical ciractor an 5/21/09

us to implement. TR ese Laeekl V“eer-s‘n“ ‘:)S ]
at 10:45 AM revealed she accepted the position OV M\f\g\\m Q\]E"_{";\sfam! o AnT m..:)o%
in December 2008 and attended the QAP 1) The medieal director will be involved in | E’S&
pragram commtttge_meetlng ane tirne in the QAPI Program. The QAP plan is in Preeriidn
February. She s;ud issues related fo staffing progress identifying all of the arcas for 0 rociides
changes, surveillance programs and hourly pressure sores and infoction control, The
rou_nds were discussed a_u the meebng, but no medical direetor aitended the meeting on
actions, plang for resolution or further prablem

June 2 to implement all of the changes 10 [
the plan, The team will mect monthly, ™ Ving. |
R BA vy srrodor L\ mopiier
reedia) durector odvendcnee

identification resulied from the meeting, The:
medical direetor also said she was not awars of
the facility's problems related fo infection control

and pressure sores, 0% A T ond oddress Non-

. Jodel
2. Refer to F314 for information regarding complance \mmeckiod \:5' OF./
deficient practices rélated to the care of pressure 4. Resdenks o, 13,13, 37, 28,349,385
sores. d4q, 57,58 +* 19 \nove Ineery |

. ocs
3. Refer to 441 for infermation regarding | ?%3{:&5?% ?ﬁé@ii& ;iok:ﬁh
deficient practices related to infaction control. Ine PON kb Gppropriade Cancal
Coxe RE (L pyessoce Sotes O L
ANSecHom Condrol hy Ufafoq ]
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F 501| Continued From page 26 F 601
4, Refer to F620 for information ragarding tha
facility's ineffective quality improvement program.
$S=F| ASSURANCE : pverall
a=F asscysment and assurance cominitiee otal tag
censisting of the diregtor of nursing hlement
A facility must maintain a quality assessment and ?en?ws’ a(]; hyTiCian dcﬁgnmd :y thef | pompeted
' b ! neility, and at least 3 other mombers of the  py:
assurance committee consisting of the direstor of Facility’s staff is maintained, this will by 512,408
nUrsing services; a physician designated hy the accomplished by:
fac?l!ty; and at least 3 cther members of the
Facility's staff, 1) On June 2, 2009 the Administrator,
The quality assessment and assurance Chief iixecurive Officer, Director of
3i ival Dirsctor & Lh
committee meets at least quarterly to idantify }:zﬁfﬁxiﬁco;f:ré:;dg;&r El;:ld
igsues with respe ich quali . o
et i st sssaren ST i e g
develops and implements .appropri'ater.bslans of for pressure nlcers angd n}fect:on con{rol.
action to correct identified quality deficiencies. ;rhc updatod QAFI plan inclucles a“ Hems
or the [J action plans thar were aceepied
A State or the Secretary may not require by the state.
| disclosure of the records of such commities . s ;
except insafar as such disclosure is related to the 2) The QAP .L(‘Dmmf“.cc will mest at Jeast
compliance of such committee with the quarterly. li e Adijnm]sh;’llc;r will bc
: . . present at the meerings, Wher areas are
requirements of this section. identified that are ngt mesting threshold,
Good faith attempts by the committee to Identify ?;:;?:d};i?;‘;‘::]ilr::rﬁglz:ﬂzgzgs For the
nd correct quali ficienc il not .t
ZS a basis f;' sa%t?gngclenmes will nat be used resident. "V ve Do anch LXG Admihi strode
' LA OW L O avrens edouy Yivresiald
1) The medical director or his or her q\N\W\Dr\r\'U 1
This Requirement is not met as avidenced by: physician destgnee will be present at the \W..Pfo-?&m&ld‘
Based on staff interview, madical record raview rncct_ings. All resident care action plang rmm-‘:’n,'xS. Q’/
and observations of care, the faCII\ty failed to ur')mlng vul 0'.[‘ QAPI will go o l:'he madical
ensure the quality assurance performance fjlrector for Sign off approval prior to
improvament (QAP)) program was effectiva in wiplementation.
| identifying problems and implementing actions to 4, Weekly meeXings belweer
resolve problems. The failure affested four (#15, J(w, vesedd &\ d\fec_-&m- engh DM Cd‘d/or“
#73, 413, #37) residents who were assessed as vTe A vunisdyodtore woll jpelask @
at risk for developing pressure sores and tan overs\ghd and penidor g (o TG
(#13, #16, #23, R34, #35, #37, #44, #57, #58, Ord\ W00 COre OVoCHees oes el s
(‘LM pevinent EL{JE hens he G Pt
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#59) residents who were had issues related to ‘
Infection contrel, The findings were: This page lof blan intentionly
1. Interview with the interim director of nursing on
5/21/09 at 2:50 PM revealed the faciliy's QAR
program had not been effective duritg the past
year due to the frequent changes in
administrative staff and committee members, She
sald data and Informabion had been collected. but -
the committee had not used the information to
identify problems, develop action plans or
established goals, She said the QAP program
had not identified infection control as an area of
concemn and the data regarding pressure sores
had not besn used to address the facllity's current
problems. Review of the 12/23/08 and 2/17/09
committee meeting minutes, QAR quarterly
reports, quality management reparts, data
completion reports and additional statistical
reports revealed they had an ongoing system for
collecting data, but no Issues had been resolved
or actions taken as a result of the data collection
and stalistical analysis.

2. Refer to F314 for information regarding the
facility's failure to develop and implement
effective skin care and pressure sore prevention
practices,

3. Refer to F441 for information regarding the
facility's failure to develop and implement an
effective infection control program.

4. Refer to F50! for information regarding tha
facility's failure to ensure the medical director had
an active involvement in QAR program.

!
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|
I
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