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The facllity must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a resident's
rmediaal, nursing, and mentai and psychosocial
heeds that are identified In the comprehensive
assessment.

Thie care plah must describe the following:

the plan of care for bowel
assessmant, nursing will
provide the highest practicable’

physical, mental and psychdsocial

care to promote the highest
level of functioning for ailll
regidents including Residert
#37. Thig will be accomplighed
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. . N - In accordance with the

by: 1. All residents with
bowel incontinence, ineluding
Resident #37, will have a
|current comprehensive
agsgessment of bowel funotign,
The assessment will be written
on the facllity's bowel
assessment form, 4/1/8005
To be completed by Clinileal
Coordinator,DON to monitor,
. - 2, All bowel assesaments on
This REQUIREMENT is not met as evidenced residentg, including Resident
by: #37, will be.completed on
Based on cbservation, medical record raview, admission, updated quarterly
and staff interview, the facllity falled to develop a and wheén Clinlcal Assegsments

The services that are to be furnished to attain or
maintain the resident's highest practicable
physical, mental, and psychesoclal welkbelng as
required under s483,25; and

Any services that would atherwise be required
under $483.26 but are not provided dus to the
resident's exercise of rights under s483.10,
including the right to refusa treatment under
$483.10(b){(4),

comprehensive care plan for one (#37) of four demonstrate that there hag |been
sample residents who were incontinent of bowel, a change in current bowel
The findings were: status,To be completed by
_ Clinical Coordinater..DON
Review of the bowel assessment dated 5/24/04 to monitor. 4/1/2045

| (updated 7/8/04, 10/8/04, and 1/4/05) revealed
resident #37 was occaslonally incontinent of
bowel desplte tolleting throughout the day. The
assessment documented the resident was on a
tolleting schedule, Review of the February 2005
furse assistant care record showed the resident
wag Incontinent thirteen times in fifteen days
(throuigh 2/15/05). During an interview on 2/17/06
at 9:30 AM, certified nurse alde (CNA) #1 stated
the incidents of the care record reflectad bowe|

3. All residents with bowel
incontinence, including
Resident #37, will have a
tolleting schedule written|on
the Certified Nuraing AssiItance

Agsignment sheet and the

Nursing Care Plan. Individ
resident care plan will be
oriented toward preventing

alized

Lo kil M . avaidable decline in howal | furatidn.
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incontinence, Observation on 2/16/03 from 9:50 4, A Quality Assessment todl
AM until 12:20 PM showed the resident was for Performance Improvement
seated (h & wheslchalr, At 12:20 PM, CNA #2 and will be developed to assesd
nurse alde (NA) #1 checked the resident for and mondtor aceuracy in Casde
incontingrice. The resident was incantinent of Planning. Clinical Coord.
bowel, During an interview on 2/16/06 at 12:35 will develop thia tool and
PM, CNA #2 and NA #1 stated the resident had initiate its use by 4/1/2005
hean mare incontinent of bows| lately. Review of Data will be presented &t 4 I"
the current care plan dated 1/4/05 showed bowel meeting on 4/26/05 -
incoitinence was not addressed. Furthermore, 5 eF 91 4 bAfE ' 111 be i
the care plan did not include 2 tolleting plan for - Facillty s W & in-
howe| Incontinence. During an interview on serviced on bowel incontingnce
2/17/06 at 10:23 AM, the registered nurse clinical assessment. Educatmqn_w;l;r o
coordinator conflrmed the care plan did not include: Causea of bowel pjttern
address bowsl incontinence, changes; Reporting and docy ment -
ing bowel incontinence; Pramoting
F 286 | 483.20(t) Resident Assessment F 268 ggg:qﬁ,fggﬁ igin;}fl‘fi;gi;t:?ﬁ Sheet
88=C e h :
A facility must maintain all residert assessments all résident assessments completed
cornpleted within the previous 16 months in the Yittﬁg ;2:i§g§:1g“:cé?v2°“ths
resident's active record, . 5 L b
This REQUIREMENT s not met as evidenced record. This will be accomplished
by: by:»l. All resients, including
Based on staff Interview and medical record ggslggntg4#9§é4,lg,3%7,.ig,h o
review, the facility failed to ensure comprehensive ¢ Yy S8y a{: fowd av
assessments were readlly accessible for 11 (#9. a current comprehensive
#14, #16, #17, #1, #22, #30, #34, #36, #36, #37) assessment completed which |
of 11 sample resldents. The findings wers: é?éggggi %gi;?egﬁmgzifzzme;ﬁe
Review of the cormprehensive Minimum Data Set RAP summariea for all of the
(MDS) assessments for residents #9, #14, #16, residents (including those
#17, #19, #22, #30, #34, #35, #36, and #37 listed) will be printed ang
revedled they raquired comprehensive placed in one of the team
assessments in a variety of triggered areas, ‘binders, which contain the
Review further revealed the required - residents care plana. These
assessments were not in the maedical record or binders are available for ail
readily accessible to staff. Interview with the nursing staff 24/7 and area
Minimum Data Set (MDS) assessment located at the nurges station.
To. he completed by Clinical 3/31/05
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The faeility must maintiin clinical records on sach
rasident in accordance with aceepted professional
standards and practices that are complete;
accurately docutmented; readily accessible; and
systematically organized,

This REQUIREMENT is not met as evidenceq
by

Based on medical record review, review of facllity
policies, and staff interview, the facllity failsd to
assure verbal orders were signed by the
physleian in accordance with facility policy for
seven of eleven sample residents (#9, #14, #16,
#22, #30, #35, #37). The findings were:

1. Review on 2/17/06 of physiclan's crders for
resident #14 revealed the following verbal orders
were not signed by the physiclan:

a. A 7/1/04 verbal order for the approval of
the Warfarin maintenance dosing protocol.

b. A 2/9/05 verbal arder for the initlation of an
antibistic, to order some laboratory tests, and to
notify pharmacy of pessible Coumadin
interactions.

2. Review on 2/17/08 of physician's orders for
resident #22 revealed a verbal order dated
9/16/04 for Hydrocortisone oream was not yet

alinical recards on each
resident in accordance with

accurately documented;
accesslple,
organized. This will be
accomplished by:

c¢ited for residents #9, 14,
16, 22,30,35, & 37 will be
slgned by their respective
physician. DON to monitor.

will be flagged with "gign®
here" red arrow stickers by
secretary or nurse that
transcribes the order.
are available 24/7 for

making rounds at the Living
Center,

“|verbal orders. Nursing and
gecretarill staff will be

Initiation date BZLt4X053
DON ,

o _monihore

_ o VAN AN  FORM APPROVED
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F 288 | Continued From page 2 F 286 fﬂ; i2hc;’;ﬂgi‘§gggBéxgsaiﬁfagzﬂt
coordinators on 2/17/05 at 8:10 AM revealed they completed on all new residents
completad Resident Assessment Protoco! (RAP) by day 14 of admisslon. Thege
summaries as part of the assessmant process, agsessments are updateé
Thay confitmed the RAP summaries wers kept in annually and when clinical
the computer, ahd not in the medical record, and ¥ ts g trat * zhat
required one of the MDS coordinator's passwords assassmen ; emonst raigi ;
to access the Informatian. Zggi;ehiﬁ s::guz 5%%23@ cant
o ) assessments will be avallabile.....
F 614 | 483.75()(1) ADMINISTRATION F514This facility will maintain
88=F

accepted professional standards
and practices that are complete;
readily
and systematically

1. The unsigned verbal orddrs

4/3/05

2. All unsigned werbal orders

the

Charnts

physiciana/practitioners, When
physiclans/practitioners aye

they will be verbally
prompted to sign the flagged

regponsible for this intervention.
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signed by the physician,

3. Review on 2/17/05 of physician's orders for
resident #35 revealed a verbal order dated 2/8/05
ragarding the medication Risteril was not yet
signed by the physician.

4, Review on 2/17/05 of physiclan's orders for
resident #37 revealed a verbal ordsr dated
1/25/05 for the initiation of an antibiotic was nat
yet signed by the physiclan

6. Reviéw of tlie medical record for resident #9
revealed a verbal physician's order dated 2/8/05
at 10:30 AM for levaquin (antiinfective) 500 mg
for one day, Levaquin 250 mg for seven days,
and for a follow-up urinalysls In nine days, Review
further revealed the verbal arders were not signed
by the physician,

6. Review of the medical record for resident #16
revealdd a verbal physician's order dated 1/16/05
noted at 3:30 PM to discontinue the as needed
morning Risperdal (antipsychotic) 0.5 miligrams
(mg) dose becausa the resident had a regularly
scheduled doge of Risperdal 5 mg ordered at 8
AM. Review further revaaled the verbal order was
not sighetl by the physician.

7. Review of the mediocal record for resident #30
révealed a verbal physician's arder dated 1/21/08
at 1:50 PM was written for the following: complete
blaod count (CBC), complete metabolic pane|
(CMP}, fasting lipid panel, tetal iron count, total
iron binding capacity percentage saturation
(TIBC%), inorganic phosphorous, and vitamin D
level. Review further revealed the verbal orders
were not signed by the physician,
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F 514 | Continued From page 3 F&14|3. Nureing staff will encoyrage

physicians/practitioners td
give orders in a written rather
than verbal form, Injitiatiegn
date: 3/14/05 DON to monitor.
4. A monthly audit will be
conducted to assess complidnce.
The audit tool ourrently uged
to track "read-back of verial
orders” will be expanded t
inelude tracking of slgn ofif
of verbal orders. Form to be
completed by 3/14/05. First
monthly audit to be complet
by March 31, 2005.
5. Follow-up reminders to
physiciana/practitioners not
in compliance with the prompt
signing of verbhal orders
will take place in the
following manner., a) Written
reminders gent out with
monthly notice of "MD vigid
b) Phone follow-up by LC
medical director as necessary,
To be initiated 3/31/05,
LC Administrator to monitoy,

TSspes W trends wll be repr A4k
4 £ \-P"\ e VteeD

ed

.
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Raview of the facliity policy on physicians orders,
section HW18, #5 revealed verbal orders must be
signed by the physician or practitionsr within 24
heurs. Interview with the adminlstrator oh 2/17/05
at 11:10 AM confirmed physician verbal ortsrs
must be signad within 24 hours,
F 620 | 483.75(0)(1) ADMINISTRATION Féeo|This facility will maintain =
§8=0 a guality assegsment a'nd_
A facllity Miust maintain & quallty assessment and assurance committee consisting
assurance cofimittes cohsisting of the direstor of of the director of nursing|
nursing services; a physician deslgnated by the services; a physiclan designated
facility, and at least 3 other mémbers of the. by the facility; and at least
facllity's staff. 3 othbr members of the facility's
_ staff. This will be accomplished
This REQUIREMENT is not met as evidenced by: 1. THe LC medical
by: director will attend the
Based on review of quality assurance committes quarterly Performance Improvement
members and staff interview, the facility falled to meeting of the LC. The
ensure quarterly quality assurance committee medical director will be
meetings included a physician, The findings were: notified of each meeting af
lzagf: one month in advance
Interview with the facility administrator on 2/17/05 by the LC Administrajer. In
at 9:30 AM revealed quality assurance commiittee addition, the LC administration - °
meetings were held quarterly. Interview further will prompt the medical
revealed the physiclan mamber did not attend director's attendancde with|a
regularly. Review of the quality assurance follow~-up verbal remindet |
committee attendance sheets revealed the prior to the meeting.
physician member was absent for the 2/3/04, To be completed 3/28/05
7127104, 104'26!04, and 1/26/08 mieatings, LC Administrator to monitor, )
' Trends wnll he ya—fwﬂ'df ds Py freview
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Section F279
5 continued :
individualized program. Clinical Coordinator and
DON to in-setvice, 3/29/05
DON to monitor documentation.

Section F286
2 continued
. in printed forin and placed with the corresponding
care plan and put in the appropriate team care plan
binder located beliind the nurses station. To be
completed by Clinical Coordinators, DON to

motitor. Completion date; 4/1/05 Py -fyj]cﬂ. o lf’m 4s3essneh mftr ol -f\m .
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