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F 000 | INITIAL COMMENTS F 000
The following common abbreviations are used
throughout this document:
DON- Director of Nursing
CNA- Certifled Nurse Aide
COTA - Certified Qocupational Therapy Assistant
: MDS- Minimum Data Set
: RD - Registered Dietitian
Less commonly used abbraviations will be
annotated in each deficiency L _ R
o BB B3 Ty NOTTEY. OF CHANGES “Fi57} . FI57 BRI .1 072 4 |
§8=J | (NJURY/DECLINE/ROOM, ETC) The facility will immediately inform the

A facility must immediately inform the residant;
consult with the resident's physiclan; and If
known, notify the resident's legal representative
or an interested family member when there is an
accident Involving the rasldent which results in
infury and has the potential for requiring physlician
intervantion; a significant change in the resident's
physical, mental, or psychosocial status (i.e., a
dederiorafion in health, mental, or psychosocial
status in either life threatening conditions or
clinical complications); a nead to alter treatment
significantly (i.e., a need to discontinue an
existing form of treatment due to adverse
consequences, or to commence a new form of
treatment); or a decision to fransfer or discharge
the resident from the facility as specified in
§483.12(a).

The facility must also promptly notify the resident
and, If known, the resident's legal representative
ot interested family member when there is a
change in room of roommate assignment as

specified in §483.15(e)(2); or a change In
i resident rights under Federal or State law or

resident physician and legal representatiye
ot interested family member of accidents
which result in injury to the resident,
significant changes in the resident

physical, mental, or psychosocial status,|a
need to alter treatment significantly, or
decision to transfer or discharge a resident
from the facility.

b i
| LABORATORY DIRECTOR'S OR FROVIDER/SUPPLIER REPRESENTATIVE'S S8IGNATURE . ’ ITLE (X8) DATE
; W/L«W e R m—-vw? %Wmm [ =720 /

Any daficiency étatemea;;/éndlng with an asterlsk () denotes a deficiency which tha institution may lﬁa axcused from comecting providing 1t 1s determined that

other safaguards provid

sufficlent protection to the patients. {See instructions.) Exeept for nuralng homes, the findings stated above are disclosable 90 days

fallowing the date of survey whether or not a plan of correction is providad. For nursing hemes, the above findings and plans of correstion are disalosable 14
days following the date these documents are made available to the facllity. If deflclencies are cited, an approved p!ﬁgﬁ.ﬁpﬁﬁlon is requisite to continued
program parlicipation. ;
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F 157 Continued From page 1 F 157
regulations as specified in paragraph (b)(1) of
this sectfon,
The facility must record and perjodically updata
the address and phone number of the rasident's |
legal representative or interested family member. }
- {This REQUIREMENT i3 not imet as evidenced A)Resident #72 was evaluated on )
by . . . 12/15/10 by a provider in rcgards to
Sasad o o, s ervon soizures, choking, and medicaions
~the-physician-ofchanges-imcand|tionywhigh———=- === - BlAll cale . _25./;1_ .
T ereated an immedlate Jecpardy for 1 of 14 1mportance and procedures of
sample residents (#72) who experienced a immediately reporting changes in
sighificant change in condition, The findings were: condition to the physician and legal
X . representative/family member.
Revlew of the medical record for resident #72 .
showed s/he experienced mulfiple episodes of C)Resu.ient #12 pnderwent swallow 12/1¢/10
coughing/choking during meals while being fad by cvaluation performed by a speech
staff over the past year, Additionally, this same therapist. ,
resident experlenced elght episodes of selzurs D)Mandatory in-service forall CN.As 12/23/10
activity aver the past year. Contlnusd review of on Aspiration precautions and proper |
the medical record showed the physician was seating during meals was completed |
only notified of one episode of seizure activity E)Chart rovi f d ) 11
- {7/22110) and was not notified at all of the D) - reviows were performed on a1
i resident's coughing/choking episodes. Interview rgsndents to identify potential phokmgl
: with a family member on 12/15/10 at 8,08 PM risks and care planned accordingly.
revealed the family was not notified of any F)The Registered Dietician will obserlr
coughing/choking episodes or saizure activity, each dining area monthly and report t
Refer to Federal citation F309 for details related DON any foncerns y P (%)
to this immediate Jeopardy situation. The " 9 el it
immediate jeopardy was abated on 12/18/10 at C) e ? M
| 10:32 AM wrkd o ~
F 226 433.13(%135;2;0“), {C)2) - (4) F 226 MO pest oﬁ A, ‘ D‘;
58=0 | INVEST S/REPORT A
ALLEGATIONS/INDIVIDUALS A @,’5/(’0“
The facility must not employ individuals who have MM \,33@,
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F 225} Continued From page 2 F 225 }
been found guilty of abusing, neglscting, or F225 01/31

"'mistreating residents by a court of law; or have
had a finding entered into the State nurse aide
registry conceming abuse, neglect, mistreatment
of residents or misappropriaticn of their property;
and report any knowledge it has of actions by a
court of Iaw agamst an employee wh[ch would

A)The facility will ensure all alteged

violations involving mistreatment, neg
ot abuse, including injuries of unknow
source and misappropriation of reside
property are reported immediately o {

tlect
Fn

ht
he

IR

[other faclirty “staff to the State nurse alde |eg|stry
! or licensing authorities.

The facility must ensure that all alleged viclations

adimmistrator of the facility and to oth

The facility will thoroughly investiga
alleged violations and prevent further
potential-abuse-while-the-investigation

involving-mistreatmentneglect orabuse,

officials in accordance with state law. Je
all

er

ifefading injuries of Unknown source and
misappropriation of resident property are reported
immediately to the administrator of the facility and
to other officials in accordance with State law
thraugh established proceduras {including to the

! State survey and certification agancy).

The facility must have evidence that all alleged

i violations are thoroughly invastigated, and must
prevent further potential abuse while the
investigation is in progress,

The results of all investigations must be repotted
ta the administrator or his dasignated
representative and to other officlals in accordance
' with State law (including to the State survey and

: certification agency) within 5 wotking days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.

|

| This REQUIREMENT is not met as evidenced

t by

- Based on observation, medical record and policy
; review, and staff interview, the facllity failed to

|

in progress and report results to the
administrator and other officials in
accordance with state law. :
A)Resident #38 has been assessed for
injuries of unknown source and
interventions placed as appropriate.
B)Education will be provided to all
nursing staff on reporting injuries of
unknown sources and facility abuse

prevention plan.

three times per week and as needed b
nursing supervisor to monitor residen
#38 and all residents for potential inj

of unknown source. Results will be |

Quality Assurance Program.
A)Remdent #38 has been assessed for
injuries of unknown source and
interventions placed as appropriate,

|
i
|
|
|

)24 hour report sheets will be revie ed

reported quarterly as part of the facility

ies

...t-.s=_-gng. . .-
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@nsure an injury of unknown orlgin was reported
and investigated for 1 of 1 sample residents {#38)
with an injury of unknown arigin. The findings
were.

On 121410 at 2;20 PM, observation showed
resident #38 had a series of brulses extending
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F 225 Contlnued From page 3 F 225 }
)

ﬁom e QIUI]'] aree dowr I ine anxkie on poth
lower extremlties. The bruises were brown In
color and of varying sizes with some blending
together, [nterview with RN #1 at the time
revealed she was unaware of the bruised areas

F 2T T i IOt Kow WiTa - happened.

; The following concerns were identified:
i a. During an interview on 12/14/10 at 2;25
PM, CNA #1 stated she hoticed the bruising on
the resident sarller that day when she provided
incontinence care, but "didn't even think about it."
b. On 12114710 at 5:20 PM, RN #1 stated the
truising looked about a week old, She looked
through the 24 hour repart, and stated there was
no mention of that bruising. She stated when an
injury of unknown origin was discovered, an
incident report should be filled out, and an
investigation done, Further madical record review
showed no documentation of the bruising prior to
the surveyor's observation of it on 12/14/10.
¢. DuUring an Interview on 12/16/10 at 10:56
AM, the bath alde (CNA #2) stated the resident
: had a bath yesterday aftarnoon (12/14/10). Sha
¢ stated she noticed bruising to the resident's upper
inner thighs, but the bruises were faded, and not
new. She stated she did not nofify tha nurse
because she would only report bruising if it was
something “new." She further stated the resident
was bathed last Friday, but she could not racail if
the resident had bruising then,
i d. During an interview on 12/15/10 at 11:15
! AM, the DON stated staif had not reported the
i
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F 225! Continued From page 4

brulsing to her, therefore an investigation had not
besn dona,

Review of the facility's "Abuse Pravention Plan"
policy (No 1.10.1, revised 4/15/08) revealed "Any
peraon withessing or suspecting an abusive
incident including njury of unknown source

F 225

Hoeren o e e e s

=

T 7 Nimiriedlatély.” e incident will also be repotted
immediately to the CEO, the State Ombudsman,
the appropriate law enfercement official or DFS,
as well as the State Survey and Licensing

AgencyAllalleget-vicktions relod g injores of

unknown ‘solrce will be Tnvestigated as quickly
and as thoroughly as possible."

IF 2411 483.15(a) DIGNITY AND RESPECT OF

s§5=F | INDIVIDUALITY

Thea facility must promote care for residents in a

I manner and in an environment that malntalns or

enhances each resident's dignity and respect in
full recognition of hls or her Individuality.

This REQUIREMENT is not met as evidenced
by

Based on observation, medical record review,
and staff interview, the facility failed to ensure 10
of 10 residenis (#4, #10, #13, #34, #38, #48, #50,
#58, #57, #58) who received pureed textured

i meal aptions, In addition, the facllity failed to
ensure residents were treated with dignity and in
a homelike environment during dining, affecting
sample residents #38, #51, #52, #55, #58, #70,
#72 and non-sample resident #74. The findings
were:

Observation during meals in the secura care unit

diets were treated in a dignified manner related to

F 241

F241

The facility will promote care for
residents in a manner and in an
environment that maintains or enhances
each resident’s dignity and respect in full
recognition of his or her individuality.

01/31/11

|
|
|
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F 241 | Continued From page 5 F241| A)Plates and glasses are removed frorh

L{SCU) on 12/14410 at 7:45 AM, 12/14/10 at 5:40

| B and 12715110 at 5:43 PM revealed tho plates,
giasses and utensils were left on the piastic
serving trays, instead of placing the items directly
on the table, This was done for all residants,
including sample residents #38, #58, #55, #51,
#52 #?O and #?2 Rewew of the care plans for

plastic serving trays to include but nof
limited to residents #38, #58, #55, #5

#52, #70, and #72 unless care planned per
resident request,
B)Random dining room rounds will be
done weekly by nurse supervisor and

S uEnuvu oG EEMED

lnterwew wlth the DON on 12/16/10 &t 8:15 AM
revealed meal trays were not fo be left on the
table during the meal unless the resident

- specifically asked for it. if a resident asked to

ChAargCTmrse:

A) The facility will ensure all staff arl;
seated while feeding residents at

have-the-tray-feft-during-the-meai—hisorterrmre

plan'was 1o réflect it was the resident's
preference, The DON further stated all staff were
: educated not to leave the meal trays unless a
resident expressed s/he wanted the tray left,

Review of the 6/24/10 and 9/10/10 quarterly MDS
| assessments for resident #70 showad s/he
required total assistance with meals and was
unable to make hisfher needs known,
OCbservation of the breakfast meal on 12/14/10
showed CNA #4 stoad while feeding the resldent
throughout the entire meal. Interview with the
CNA on 12/15/10 at 4:13 PM revealed she was
unaware standing to fead a resident did not
maintaln a rasldent's dignity. Interview with the
DON on 12M6M0 at 8:02 AM revealed all staff
were trained to sit while assisting residents with
meals.

Observation of the breakfast meal on 12/14/10
showed CNA #4 piled multiple soiled clothing
protectors on the table where non sample
resident #74 was still seated. Interview with the
DON on 12/16M10 at 8:02 AM revealsd siaff wera
educated to place soiled linen in the laundry carts.
Interview with the CNA on 12/15/10 at 4:13 PM

i

"B)Random dining room rounds will b

" A)The facility will ensure clothing

[¢]

done weekly by charge nurse and nurse
supervisor.

protectors and all soiled linens are placed
in laundry carts according to facility !
policy. \
B)Monitoring of compliance of staff will
be done weekly by the charge nurse and
NUrse SUpervisor.
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F 241 Continued From page 6 F 244 ) ] . ) :
revealed she was unaware of the need to place A)All residents including residents
the solled clothing protectors in a cart prior to receiving pureed textured diets including
! transporting them ta laundry, residents #4, #10, #13, #34, #38, #48,
#50, #55, #57, #58 are offered more thai
During observation of the evening meal one meal choice at meal times.
preparagon on 12/14/10 at 2:30 PM, cook #1 B)Random menus will be selected and
prepared pureed food for resfdents who had
physlclan orders for pureed diets. The cook momtored weekly by Dietary. Resuls
e that resienis ol pureey Jiats Were not vit] O U y=a5-palt <
offered food cholaes, Interview with the dietary facxhty Quahty Assurance Program.
i manager on 12/15/10 at 10:10 AM revealed there
was one sample resldent (#38) and nine !
non~sample-residents-(#d, #10#13#34 #48; ! o
U [H607HES W57, #EB) who Rad pureed dist orders i
She confirmed the facility did not provide an 5
alternative or second option, and the cook :
determined what wag to be pureed, Observation
of the evening meal service on 12/14/10 from
* 6:30 PM to 8:30 PM revealed residents who did i
i not have puresd diets were offered an option of ‘
I homemade tomato sotp and sandwich or chicken
casserole as the main dish. However, residents !
with pureed diet orders were not offered the same ;
f option. Instead all resldents who received pureed
diets were served pureed chicken casserole.
None of these residents was offered the choice of
an alternativa,
F 280 483.20(d)(3), 483,10(k)(2) RIGHT TO F 280
$8=D | PARTICIPATE PLANNING CARE-REVISE CF F280 01/28/11
. The facility will ensure a comprehensive
The resident has the right, unless adjudged . .
Incompetant or otherwise found 1o be care plan will be dv_:veloped within seven
incapacitated under the laws of the State, to days after completion of the !
participate in planning care and treatment or comprehensive assessment, prepared by
changes in care and treatment. the Interdisciplinary Team, and .
periodically reviewed and revised by team
A comprehensive care plan must be developed of qualified persons after each assessm nt
: within 7 days after the completion of the and as needed.
comprehensive assessment; prepared by an |
1
Facliity 1D: Wyon1g If continuation sheet Page 7 of 23
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"FOR MI & MR

! A facility must coordinate assessments with the
i pre-admission screening and resident raview
| program under Medicaid in part 483, subpart C to

P4y D - SUMMARY STATEMENT OF DEFICIENCIES (o] PROVIDER'S PLAN OF CORRECTION ! (X5)
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I
F 280 Continued From page 7 Fogol A)Care plans will be reviewed and
interdisciplinary team, that Includes the attending updated by the Interdisciplinary Teas
physician, a registered nurse with responsibility quarterly following the assessment. Care
for the resident, and other appropriate staff in plans will be updated for resident #38iand
disciplines as determined by the resident's neads, #72 and all other resident daily as neéded
and, to the extent practicable, the participation of by charge nurse.
i the resident, the resident's family or the resident's 4 g
 legal representative; and perlodically reviewed B)Charge nurses Wlll be educated on care
:n=§iégi§i§liiii;ﬁg§§i—_j C{EIELT=S RS r‘a i i —
-~ - | each assessment.~ - - ) 'C)Uomphance wrll be momtorecf by |
weekly rounds by nurse supervisor to)
compare changes to 24 hour sheet to i
_ ensure-care-plan-was-updated. - —
- This REQUIREMENT 13 nof mef as evidsnced D)Resuits Will be reported quarterly as
by part of the facility Quality Assurance
' Based on observation, medical record review, Program.
and staff interview, the facility fafled to ensure the
| care plan was updated to reflect current status for
2 of 14 sample residents (¥38, #72). The findings
s were: |
: 1. Refer to F315 for details regarding the facility's E
! failure to update the plan of care related to :
7 bladder incontinence for rasident #38.
2. Refer ta Federal citation 309 for details
regarding the facility’s failure to update the care
plan for resident #72 to address his/her seizure
activity and choking potential while safing. .
F 2851 483.20(m), 483.20(a) PASRR REQUIREMENTS F285| F285 : 01/28/11

The facility will not admit any residents
without screening for metal illness or:
mental retardation prior to admission by
completing a PASRR on the resident

the maximum extent practicatle to avold before admission.
duplicative testing and effort,
! A nursing facllity must not admit, on or after ;
: i - : : : |
; FORM CMS-2567(02-89) Previous Verslons Obsolete Event 1 PPHWT1 Facility 1D; WYQD19 If continuation sheet Page 8 of 23
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F 285l Continued From page 8

i January 1, 1989, any new rasidents with:

. (1) Mental iiness as defined in paragraph (m)(2)
(i) of this section, unless the State mental health
authority has determined, hased on an
independent physical and mental evaluation
performed by a person or entity other than the
State mental health authority, pricr to admission:;

Fogs| A)A checklist titled “New Admission f

Medicaid Schedule” is in place to tracrc
pre-admission requirements including

PASRR requirements done by the nur%.e
SUpervisor. '
B)Monitoring of compliance of

completion of PASRR will be dfme with

(A That tecause of the pllj’ml —
7 jeondition of the individual, the individual requiras
the level of services provided by a nursing facility;
; and

! (B) If the individual requires such level of

C)Results will be reported quarterly ag
part of the facility Quality Assurance
Program.

——senvices whether the mdivid e Tequires

speclalized services for mental retardation,
(ii) Mental retardation, as defined in paragraph
{m}(2)(ii) of this section, unless the State mental
: retardation or developmental disability authority
i has determined prior to admission--

(A) That, because of the physical and mental
 condition of the individual, the individual requires
i the level of services provided by a nursing facility;

and

(B) If the individual requires such level of
’ services, whether the individual requires
| speclaiized setvices for mental retardation,

i For purposes of this section:

i (i) An individual is considered to have "mental
l illness" if the individual has a serious mental

{ lliness defined at §483.102(b)(1).

(i) An indlvidual Is considerad to be "mentally
retarded” if the individual is mentally retarded as
| defined in §483.102(b)(3} or is a parson with a
- related condition as descriced in 42 CER 1009,

| This REQUIREMENT s not met as evidenced

| by
E Based on medical record review and staff

1
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F 285

Continued From page 9

interview, the facility failed to screen 2 of 17
residents (#12, #3) for mental Hliness or mental
retardation prior to admlssion, The findings were:

Review of medical record for resldent #12
revealed the resident was admitted to the factlity
oh 8/9M10, Further review of the re revealed

F 285

Ja_bnu.y 137 U
‘Screghing and Resldent Review (PASRR) untll
11/23M10.

Review of the medlical record showed resident #3

was-admitied-on 5/27/10 However, Teview of ilie

F 309
58=J

! The administrator was interviewsad on 12/16/10 at

: faited to complete the PASRR forms for the

Pre-Admission Screening and Resident Review
{PASRR) showed it was dated 11/23/10. During
an interview on 12/15/10, the RN (#2) responsible
for the PASRR confirmed the assassment was
late, and should have been completed prior to
admission.

8:48 AM at which time she also verifisd she had

above two residents prior to admission,
483,25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

Each resident must recsive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-belng, in
accardance with the comprehensive assessiment
and plan of care,

This REQUIREMENT is not met as evidenced
by
Based on observation, staff intarview, and

F 309 F309

assessment and plan of care.

The facility will ensure each resident will
receive the necessary care to attain or
maintain the highest practicable physical
mental and psychosocial well-being i
accordance with comprebensive r

01/28/11
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| medical record review, the facility faited to provide
care and services to identify risk factors or

| potential treatment goals for 1 of 8 sample

J resldents {(#72) with swailowing issues. In
addition, the facility failed to ensure 1 of 4 sample
residents (#72) who were on anti-seizure
medications recelved the care and services to
identlfy rlsk factors or potential treatment

B)Each C.N.A. employed attended
mandatory in-service for aspiration
precautions and proper seating during
meals,

A)Dietician will observe each dining are!;a
monthly and report to DON any concerns.

12/20/1)0

12722110

C)All residents ldentnfied as at nsk for

I .3 ll&

fallur\e to prowe servlces relateci fo the resndent'
swallowing difficulty as well as for potential
choking related to an unaddressed selzire activity

therapist and care plans were rev1sed.
D)Random observation of two dining
rooms at mealtime will be done weekly

12/19/1
01/28/1

"]

resulted-in-an-Immediatejeepardy-situation—The

findingswers:

1. Regarding swallowing diffictities and potential
for aspiration:

Rewew of the 4/22/10 annual and the 7/22/10

quarterly MDS assessments for resident #72

showed s/he had swallowing and chewing

, problems. Review of the 10/20/10 quarterly MDS

i assessment showed the resident recelved a

i t mechanically altered dist and was totally
dependent on staff for feeding. Observation of the

i resident on 12/14/10 from 7:53 AM to B:25 AM

frevealed the resident was seated In a reclined

position while being fed by a CNA, The resident's

head was extended back toward the chalrback.

| During the observation the resident coughed

.  three times while hemg fed, and an upper airway
' rattling, or gurgling noise was heard. Observation
! of the resident on 12/14/10 from 5:30 PM to 6:08

i PM during the evening meal showed the resident

j was again seated in a reclined position while g
CNA fed him/her. The resident's head was again
observad to be extended back toward the
chairback, This observation also showed the

| resident coughed during the meal, and an upper

—by anurse supervisor.
E)Results will be reported quarterly as
part of the facility Quality Assurance

Program.

1
i
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F 309! Continued From page 11

following:
i 1. onh 211610 atG

‘ airway rattling was heard, The following concerns
s were identified related to the lack of assessment
! and care provided to the resident in regard to
i his/her swallowing difficulties:
a. Review of the nurses' notes revealed tha

PM the resident

F 309

EHEIEEa-OR=SBtHHA=GHAN

cough."
AL LA 4

- = - 2rom2i22to atBAM the residentwas -
: fed by staff and had "a lot of coughing"....
3. on ¥2/10 at 10 AM "loose moist

-r Or-320/10-at-2

Pil-rasidentad-"very

cool moist cotgh."
5.0n 3/21/10 at 2

! lonse moist cough.
7.on 6110 at 2
loose moijst cough.

loose moist cough.,

Ioose cough,
cough."
had loose moist cough.

loose moist cough.

: was goughing.

continued with "very maist cough."
i 8, 6/2/10 at 2 PM the the rasident had

8. on 6/18/10 at 9 AM the resident had a
8. on 813110 at 6 AM the resident had

10. on 8/20/10 at 10 AM the resident
: chokes easily and had a "very loose moist

11. on 11/13/10 at 10 AM, the resident
“ had difficully swallowing and a loose maist cough,
12, on 12/26/1M0 at 12 noon the resident

13. on 11/27/10 at 8 AM the resldent had

i 14, on 11/28/10 at 12 noon the resident
b, Review of the nutrition risk assessments

dated 2/2/10, 4/21/10, 7/20/10, and 10/21/10

| showed the resldant had swaliowing and chewing
problems. The dielitian recommended a

PM the resident

PM the resident had a
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¢ mechanical soft diet with ground meat.
¢, Interview with CNA #6 on 12/15/10 at 4:05
PM revesled he was aware the resident had
difficulty swallowing at times during meals, When
1 asked what he would do during the resident's
coughing/choking eplsodes: the CNA said he
would cover the resident's mouth to make sure

{1 al i) L r iui

—————-knew-to-sit-the-resident-up-during

resident up straighter in tha chair the CNA said,
"Yas, | should have done that." Interview with
CNA#4 on 12/15/10 at 4:13 PM revealed she

COUPNING/ChORMG 8piE6Hes Howaver,
observation of breakfast on 12/14/10 from 7:53 to
8:25 AM showed the CNA did not reposition the
resident upright despite three episodes of
coughing and choking.

_ d. Review of the medical record showed no

| evidence a swallowing evaluation was ordered or
| performed even though dietary had identified

i swallowing as a probiem for this rasident on the
2{2{10 nufriional assessment, |nterview with the
resident's physician on 12/15/10 at 2:10 PM
verifled he was unaware of the resident's
swallowing difficulties and, therefore, no
swallowing evaluation had been ordered for this
residant.

e. According to The Lippincott Manual of
Nursing, Seventh Edition, 2001 rasidents with
difflculty swallowing should be referred to &
speech therapist ta determine what consistency
; of food is safe for the resident to swallow: and
techniques such as sitting upright, tucking and
tuming the head to facilitate swallowing (pp. 180-
181), The manual alsc documenied a resident's
¢ cough shouid be evaluated in relationship to food
intake (p. 196). From the time the problem was
identified on 2/2/10 yntil the survey in Decamber

!
E
!
L
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F 309 | Continued From page 13 F300| F309 ‘le 01/2§/11 P”p
2010, there was no evidence the facility had A)All staff will be educated and a ,;/") y{)
consulted a speech therapist despite the the seizure policy/procedure for any f n V\W);s*'iklll
resident’s documented history of swallowing resident experiencing seizure like activity. MJ \|t
d{fﬂcultses - vital signs will be taken at the time of N é“vﬁ .
. 2 f“
| 2 Regarding potential choking and/or aspiration Se1zure. . . D -1
' during seizure activity: - staff to stay with the resulemt and ' ﬁ L(f@
itor-during-sci
o !—R-ewew of-the nursing notes for resident #72 -~ -+~ = - - airway and after seizure™ to ensure T )
{ showed the following entries: uneventfil ictal period.
postictal perio
a. 1/28/10 at 4:20 AM, CNA summoned nurse
| due to the resident appearing to be having a h place on S'de Wlth plllow at head of Ped
e H?ﬁ%mzureﬁwtalslgn&were -normal; — - orward-and— _
i b 2f28f 108t BAM, qUestian seiZurg during prevent the tongue n*om occluding tneF
: { breakfast airway. )
. { C.5/1/10 at 8 AM seizure eplsode - vital signs and level of conscionsneds
I d.6/13/10 at 5 AM  selzure during pericare, will be monitored every 15 minutes for
ga?ggtzlﬁsgewsfble in saliva, has small cut on left four hours to ensure resident does nof
0. 6/25/10 at 4:50 AM seizure, clinic notified aspirate or choke. '
at 10:15 AM - physician wilk be notified immediately.
f. 8/24/10 at 5 AM, body limp, foam coming - family or legal representative will b¢
| from mouth sefzure. no vital slgns taken. notified.
i 9. 10/30110 at 7 AM seizure, aspirated, ' :
| suctoned ~ care plan will be updated.
i h. 11/4/10 at 2 AM, seizure activity, snoring
with gurgling sounds, unable to suctlon, head of :
‘ i bed elevated. i
i Review of the entire medical recerd showed, ;
| with the exception of one time (6/25/10), tha :
: physician was not notified of the resident having i
| sefzure activity. When interviewed on 12/15/10 at ;
L2110 PM, the resident's physiclan stated he was
; unaware the resident was having seizure activity
| 50 often (sight times during an eleven month ]
| period), He stated that was a serious problem, :
i The physician stated the resklent was on the i
| anticonvulsant, Depakote, but it was primarily i
used to controf the resident's behaviors. i
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: Interview with a family member on 12/16/10 a B)Compliance will be monitored weelfly 01/28/11
9:06 PM revealed the resident had nc history of by reviewing 24 hour report sheet and;
selzures, nurses notes on residents with a history of
Review of the nursing notes and vital sign _ seizure activity.
fiowsheets reveaied vital signs wera not taken at C)Results will be reported quarterly as

the time of each seizurs, and there was no
evidence the resident was monttorad. interview

part of the facility Quality Assurance

TTIEE S RS S ST TS Fa et o a Ia L L ol

T T T T 'arsi20 AM ravealed theseizuTeé activity was most
likely due to the resident's end stage Alzheimer's
disease. She stated the providers shoutd be
notified so the sefzures could be managed. The

—i—— — T hursepractitoner-sald-sirrwotldexpecrstaf e T - T

at least monitor vital signs and the level of
conscious every fifieen minutes for 3 to 4 hours to ;
ensure the resident did not aspirate or choke on
any fluids.

! According to Smith, Duel and Martin in

- "Clinical Nursing Skills,"Seventh Edition, 2008: a ;
resident having a seizure should be placed on his !
( or her side with a pillow at the head of the bed in !
order to to keep the head flexed slightly forward ;
and prevent the tongue from occiuding the i
airway. The resident's side rails should be in the !
! raised position and staff should remain with the

[ resident during the seizure to ensure the airway is i
not occluded and afterward to ensure s/ne has an :
« uneventful postictal period. Finally, the physician E
sheuld be notiffed (p. 154), ;

On 12715/10 at 4 PM the interim administrator
and DON wete notified of the immediate jeopardy
situation. On 12/15/10 at 4:55 PM, the DON

| sated she had educated the evening staff
 regarding this resident's coughing/choking

' concerns and how to intervena. Observation of

" that evening meal showed the resident again had
: coughing /chaking episodes, but staff sat him/her

: upright as directed. In addition, the resident was
|

, § : : | :
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placed in more of an upright position in the
recliner and pillows were placed to support the
' resident's head to promote a more forward

i position. Review of the resident's care olan
showed it was updated to reflect proper feeding
i assistance, On 12/16/10 at 8:1C AM, the DON

I notmed the survey team that a swa\lowmg

F 309

13218Ci0 =g S ==d) Sale=iar=s Sday—amd

—roumpletet by 10722/ 10— Ontil e mandEery

a thorough m9d108| évalration was scheduled by
the resident's nurse practitioner at 9 AM on that
day. An all staff mandatory in-service regarding
proper positioning was scheduled to be

F 315!
$8=D !

i in-service was completed, each staff working with
this resident was to be instructed individually prior
to feeding the resident. In addition, the facility
planned to have a licensed staff member monitor
each meal on each unit until the mandatory
! in-service was completed. The completion of the
“nurse practitioner's physical examination, the
scheduled swallowing evaluation, the updating of
the care plan, in-servico education and monitoring
of each meal by a llcensed staff mamber (RN,
LPN, COTA, RD) abated the immediate jeopardy
situation on 1201610 at 10:30 AM.
483.25(dl) NO CATHETER, PREVENT UT!,
RESTORE BLADDER

| Based on the resident's comprehensive
assessment, the facility must ensure that a
resident who enters the faciiity without an

: indwelling catheter is not catheterized unless the

i resident's clinical condition demonstrates that

I catheterlzation was necassary; and a resident
who is incontinent of bladdler receives appropriate
treatment and services fo prevent urinary tract
infections and 1o restore as much normal bladder
function as possible,

F 318

}

F315 :
The facility will ensure a resident whd
enters the facility without an mdwellu‘llg
catheter is not catheterized unless
necessary and a resident who is |
incontinent of bladder receives .
appropriate treatment and services to |
prevent urinary tract infections and to
restore as much normal bladder functlon

as possible. i

H
I

01/24

/11
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F 315; Continued From page 16 F315; A)The care plan for resident #38 is
updated to include the check and change
This REQUIREMENT s not met as evidenced schedule.
| by: B)Resident #38 will be checked and
Based on observafion, medical record review and changed every two to three hours and s
staff interview, the facility failed to provide care to ded
* promote continence and keep the resident as dry nooded.
 as possible for 1 of 7 sample residents (#35) who C)Staff will follow bowel and bladder
o Firres = ;in.=u|=vn=sr.a.4ur...u:
B - D)Compliance of staff will be monitored
Review of a bowel and bladder evaluation dated by random observation of residents
11/2/10 showed the urinary cathetsr for resident :
#38 was discontinued on 10/28/10. The weekly by nurse supervisor. ori o
———-—-gyaftation-docomented-thatstarFshould- cieek PG M’Lu”g‘gmd% YAy
“T"and ciange the resident every two fo three patt or the Tacihify Qualily Assuraice
hours. Howevar, review of the current care plan Program.
' (updated 11/4/10) showed the check and change
schedule was not included. Observation on
12114/10 from 7:20 AM until 11:16 AM (3 heurs
56 minutes) showed staff did not chack the
resident for incontinence. At 11:16 AM when
CNAs # 3 and # 1 provided care for the resident, i
the resident was incontinent of urine. During an
interview on 12M16/10 at 10:11 AM, RN #3 stated ‘
i it was her oversight that the care plan was not t
tupdated. She further stated that staff were
: expacted to check and change this resident avery !
| two to three hours, |
F 325 483, 25(i) MAINTAIN NUTRITION STATUS F 325 %
55=p | UNLESS UNAVOIDABLE i
F325 01/28/11
Based on a resident's comprehensive The facility will ensure each resident
: assessment, the facility must ensure that a maintains acceptable parameters of
| resident - oe S
| (1) Maintains acceptable parameters of nutritional nutritional status unless the residont’s|
i status, such as body weight and protein levels, clinical condition demonstrates that this is
i unless the rasident's clinical condition not possible. Each resident will receive a
demonstrates that this is not possiale; and therapeutic diet when there is a nutntxonal
(2) Receives a therapeutic diet when there Is 2 problem.
; nutritional problem, 1
! i
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F 325 Continued From page 17 Faos| A)Resident #79 will be assessed for 1oose
fitting dentures.

This REQUIREMENT is not met as evidenced
by:
Based on staff Interwew and medical racord

B)Registered Dietician will assess each
resident for nutritional problems and
communicate problems and interventions
to the physician.

C)Momtormg of compllance will be done

AL UTES WaTY

*;Trrplz«rct.rtcrprevent weight |oss related cnewmg
: problems and ll fitting dentures for 1 of 5 sampie
! residents (#79) who had dentures. The findings
:were:

g0
floor weekly by nurse supervisor,
D)Results will be reported quarterly a

part of the facility Quality Assurance |
Prngrnm .

o

assessment for resident #79% showed the resident
had ill fitting dentures. Review of ths 9/28/10
i dietitian's notes showed the resident was dawn by
i four pounds from histher admission waight of 109
pounds. Review of the 10/28/10 dietitian's notes
showed the resident lust another 2,2 pounds,
Review of the 11/22/10 nutrition therapy
recommendations showed the following
information "L.oose dentures. FYI what do u [you)
think of any intervention {.... [s/he's] lost weight.”
i Review of the 11/25/10 nutrition risk assessment
! showed the resident had a 7.7% weight loss over
 three months, had chewing problems and il fitting
j dentures. According to these notes, the resident
i had "chewing difficulties ralated to loose fitting
dentures as evidenced by the need fora
mechanical soft diet and obsarvation of denturas
maving while the resident talks." The foliowing
| concarns were dentified:
: a. Review of the initlal social service history
| dated 8/24/10 showed no evidence dental needs
i ware identified as a possible probiem for this
. | resident. Revlew of all soclal service notes
i showed no evidence the resident's il fitting
| dentures were addressed untll 11/22/10 when the

Review of the BI24/T0 admission nutiton ek T
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F 325 | Continued From page 18 F 325 l
dletitian made a recommendation to staff to '
i address the issue following the resident's 7.7%
"welght loss in three months,
b. Review of the "Physician Wish List"
for 1272710 showed a requaest to the physiclan to
: chack the resident's dentures. The time that
i elapsed hetwean :dentifylng the denture problem
= FEqUEsng B Ve was YU days S I
N v(three*months)“Afoﬁ 2310 TEVIEW OF medical
records and interview with the DON on 12/16/10
al 8:02 AM revealed no action had been taken in
regard to the locse fitting dentures. T
——F3681483:35(f) FREQUENCY OF MEALS/ISNACKS AT |~ F 3881 ' ,
ss=E | BEDTIME
i F368 01/28/11
Each resident receives and the facjlity provides at The facility wili ensure each resident
least thre; mteals da"?’: at rﬁ%“easr 'tlr?ffs received at least three meals daily and the
comparan'e o normat mea n the facility offers snacks to each resident at
; community,
! bedtime daily.
| There must be no more than 14 hours between a A)Staff will offer snack to all feSideﬁtS at
{ substantial evening meal anc breakfast the bedtime daily.
| following day, except as provided below. B)Random rounds with residents on dach
ill b
The facility must offer snacks at bedtime daily, floor “fl“ © done weekly by a nurse
SUpervisor.
When a nourishing snack Is provided at bedtime, C)Results will be reported quarterly as
up to 18 hours may elapse between a substantial part of the facility Quality Assurance!
evening meal and breakfast the following day if 2 Program.
: resident group agrees to this meal span, and a
- nourishing snack is served,
This REQUIREMENT s not met as avidenced
by:
| Based on observation, confidential resfdent
 Interview, and staff interview, the facility failed to
i ensure snacks were offered each evening to all :
. I : _
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F 368 | Continued From page 19

i residents. The cehsus at the titme was 82. The
findings were:

During an interview on 12/14/10 at 10 AM, ten
of ten residents all agreed that evening shacks
were net offered to residents. The residents

F 368

1 — ~During-observation-cf theevening meatl
preparation on 12/14/10 at 2:30 PM, a list was
reviewed for evening snacks that included sample
resident #30 and non-sample residents #28 and

——— ——#3-Atthattimercook-#1-stated-she-sent

"eVening SHacks 10 residents on the list, and
I additional snacks for other residents who
requestsd a snack.
Interview with CNAs # 7 and #8 on 12/15/10

: at 7:15 PM revaaled they gave residents con the
| avening snack list the snack sent from the dietary
department. They also stated that snacks were
avallable for other residents upon request.
Interview with CNA #9 on 12/15/10 at 7:30 PM,
reveaeled evening snacks were provided for
specific residents. She further stated snacks were
avallable for other resldents upon request.
F 441! 483.65 INFECTION CONTROL, PREVENT
ss=F i SPREAD, LINENS

The facility must establish and maintain an
Infection Control Pragram designed to provide a
safe, sanitary and comfortable environment and

! to halp prevent the devalopment and transmission
i of disease and infection,

i (a) Infection Contrel Program

! The facility must establish an Infaction Control

L Program under which it -
(1) Investigates, controls, and prevents Infections
in the facility;

F 441

F441
The facility will follow appropriate
infections control practices by handling
and transporting soiled linen and clothing
according to facility policy. ;
A)Education will be provided to nursjng
staff on transporting soiled linen usin
appropriate infection control procedutes
according to facility policy. |

01/28/11
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F 441 : Continued From page 20 F 441
! (2) Decides what procedures, such as Isclation,
should be applied to an individual resident: and ]
(3) Maintains a record of incidants and corractive i
| actions related to infections.
|
(b) Preventing Spread of Infection !
(1 When the Infection Control Program
o E—— “prevent therspreau of Infentfmﬁne raclllty must
isolate the resident.
(2) The facility must prohiblt employses with a
communicabfe disease or infected skin lesions
from-direct-contactwith-residents or their-food; 1f I - o L
B "direct contact will fransmil the disease,
{3) The facility must require staf to wash their
hands after each direct resident contact for which
hand washing Is indicated by accepted
' professional practice.
{c} Linens
g' Personnel must handie, store, process and i
| transport linens so as to pravent the spread of :
infection,
 This REQUIREMENT is not met as evidenced Staff will follow L 01/28/11
Ly, A)Proper infection control practices for
i Basad on observation, staff interview, medical all residents including resident #72,
record review, and policy and procedure review, B)Monitoring of compliance of staff will
e acly e to e il olowed aopid bo dono weckly by the nurs superviso o
and infection control practices for 1 of 14 sample include observation of one st_affn.lember
residents (#72). In addition, the facility failed to on each shift transporting soiled l_men 8
ensure staff followed infection control policies in and one staff member on each shift
i regard to gathering soiled linen. The findings following proper hand washing practices.
Wer‘f’ C)Results will be reported quarterly 4s
1. Roview of the 4/22/10 annual and the 7/2210 gf;tg‘r’;;he facility Quarterly Assurance
1 +
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F 441 ‘ Continued From page 21

l'and 10/20/10 quarterly MDS assessments

| showed resident #72 was totally dependent upon

| staff for personal hygiene, Observation on

[ 12/16M10 at 9:14 AM showed the resident was
incontinent of urine and feces. Obsearvation
showed CNA #5 provided petineal care and after

i cleansing faces, she failed to remove her soiled

F 441

i ng aclean nconinence pret

—— arrdsttalghtemrfg therestdent's clothing and bed
 linens,

2 Refer to Federal c:tat:on F241 for detalls

3 dmlng fable prior 1o taking o them o the faundry
Interview with the infection control coordinator on
i 12118410 at 1:30 PM revealed scilad ciothing
protectors should not have been placed on a
dining table. Review of the facility policy on
collection and transpart of solled linen, reviewed
! 3/28/05 showed “All,...and Care Center units

t using linen items will, at collection site, bagy soiled
! linen itams in laundry bags...."

F 468 | 483.70(h)(3) CORRIDORS HAVE FIRMLY

ss=0 | SECURED HANDRAILS

The facility must equip corridors with firmly
sacurad handrails on each side.

This REQUIREMENT Is nat met as evidenced
by:

Based on observaticn and staff interview, the
facility failed to securely attach handrails in twa
locations. The findings were;

! Periodic observations from 12/13/10 at 3:48 PM
 through 12/15/10 at 2:13 PM revaaled twe
 corridor handralls were coming away from the
wall near the finen closat room #3208 (5 fi langth)

F468| F468

The facility will equip al corridors with
firmly secured handrails on each side.
A)Corridor handrails near the linen GIOSet
room #3208 and between resident ro
#343 and #344 and all handrails are ;
securely attached.

12/1

5/10
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F 468 | Continued From page 22 F 468 :
and also between resident rooms #343 and #344 B)Random rounds to check handrailsto ~ 01/28/1
{an approximate 15 ft length). As a result, the check will be done weekly on each floor
handrails were unstable for use, Interview with the by the nurse supervisor.
cﬂarge nurse on thh”w 1,|0 at2:13 PW; revealed C)Results will be reported quarterly as |
she was unaware the rails were coming away a1 .
from the wall. She then stated she would I;art of the facility Quality Assurance
"immediately put in a work order for maintenance rogram. 5
; to fix the handrails", ‘
= H
I
|
- |
i
!
{
3
i i
i
!
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