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Tha following common abbreviations are used
throughout this decument:
! CNA: Cesfified] Nursa Aide
DON: Lirector of Nursing
; MOS: Minimum Data Set
RN: Registered Nurse
Less commonly used abbroviations will be
annotated in each deficiency where used. Sacility will ensure fhat services provided 5 - P -AD
F 282 | 483 20(x)(3)(li) SERVICES BY QUALIFIED R 02| o by the facility are provided by
88=D | PERSONS/PER CARE PLAN o m“';ﬁ“ ad"g“m“ s in accordance with each
. e ident’s written plan of care. This will be
: The sgrﬁwm pmvigyed or aﬁgng&d hy the facility m'd““t!:ﬂ:‘; d by: plan o : l
must be provided by qualified persons in accom, - . e
! - : written 1. The team 3 nurse will observe that resi
Tdanm with each residents plan of #46 will be tofleted according to the written
plan of care. )
t ) 2. The nurses on ali shifts will obagrve that
This REQUIREMENT s not met as evidenced residents are provided cate according to the
by; written plan of care. If care is pot prqwdr:d
Based on observation, meadical record raview, according 10 the plan of care, lmn:ledlate -
and st interview, the fEacility failed to ensure servicing md corrective action w:ll_ be taken,
care was provided in accordance with the written 3. The DXON's will provide er!ucatmn to the
ptan of care for 1 of 12 sample residents (#48). musing staff regunding providing care
The findings were: according to the written plan of care for each|
. resident.
Refer to F315 for delals regarding the facifity's 4, An audit tool will be implémented by the
Tailure to provide tofleting assistance according _ DON's, muesing staff, and staff development
the care piah for resident #46, nuurse to ehsure that resident care is provided
85=~0r| HHGHEST WELL BEING these audits will be reported at the LC
¢ gquarterty Il meetings.
! [ABORATORY DIRECTOR'S GH PROVIDER/SUPPLIER REFRESENTATIVE'S SIGNATURE e (e} DATE
ém./- (NS thay rr o=’ St gt onks ,— @8-/

taflciancy Mtatement ending with an asterisk (*) denobes a deficiency which tha instiution may be exouzed from comacting providing it s datarmired ot
g!}n;r safequards provide snﬂ‘igﬂnt protection o i pathents. (See instmiglions.) Except for nurming hormes, the findings stated shave ane dl&cfn;able 00 dews
Flerwicyy the date of aurvey winaiher oF nata pran of comaction Is provided. Por nursing homes, the above findinies and! plans of comection we disclosable 4
days following the dabe these documents we made avaitable to thi faciRy. If deficlencies are cited, an sppraved plan of sorection is raquisite to contirne:
program paricipaton,
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F 308 | Confinued From page 1 F 309
Each resident muat receive and the facifity must
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychasocial well-being, in
acoordance with the comprehensive assessmernt
and plan of care. The facility will ensure that each resident wil] y*.2*
receive and the facility will provide the
necegsary <are and services to atiain or
. ) maintain the highest practicable physical,
T.;:s REQUIREMENT is not met as avidenoed mental, and psychosocial well-being, in
: X accordance with the comprehensive
Based on staff interview and mexdical recond wssessment and plan of care. This will be
review, the facilly failed to ensure the necessary accomplished by:
and prescribed medications were administered o o . .
b v 1. The pian of care for resident #28 now
address constipation for 1 of 2 sample residents ¥ i
i thr fai seares, “If no BM by day 3, provide digitat
{#28). In addition, the faciity failed to ensure staft N on with tofleting. If no BM by day 4
assessed and monitored the neurciogical status stimulation with toileting, 1 no BM by day 4
for 1 of 1 sampia resident (#6) who sustained a provide digital stitaulation. IF no productive
head injury after a fall. The findings were: BM, give dulcolax suppositary. Does not
receive gl laxative due W history of BM
1, Review aof the bowel movement records for smearing resulting in anal excoriation.”
resident #28 ghowad s/he had no bowel 2. The nurses will ensure that resident #28 anh
movement from 6/26/10 untll 7/1/10 (& days). all other recidents at risk for constipation wilk
Review of the physician's orders showed the receive the necessary treatmeiit for regular
resident had an as needed (PRN) order for bowel evacuation. A bowel protocol has been
Sﬁﬂulfot (Iaxative), Bisacodyl suppositary developed.
(taxative), milk of magnesia - {laxative), or Fleets 3, Resident #6 did not have any neurological
enema. However, review of the medication ' uffects following the fall. The nurses will
administration record showed the resident was ensure thas residents, inchrding resident #6,
not administered any of the laxative medications ; i i . fall will
s - who obtain a kead mjury during a fall
or enerma during that tme. Interview with both have vital signs md newrological asssysments
DONs on TH5/10 at 7:50 AM reveaied the commleted and documented at the time of the
regicant should have recelvid a PRN [axative ﬁa]l!n:ilde shift for T2 hours afier the
afier thiea days without a bowe| moverment incidentm
2. Review of the 6/26/10 nursing notes written st 4. When there is & Ghange of resident
11 PM for esident #6 showed sthe fell and conditian, this will be noted in the change of
sustainad a kaceration to the right side of hisfher condition log and communicated during shify
head. Review revealed nursing checked the change. Nurses will assess and docuent
every shift for 72 hours,
FORM G507 {(22-0) Previous Vevsions Csolets Event §D-GPNM 11 Facifly ID: WY00S1 {f cantinustion shewt sge 5 of §
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F 309 | Confinued From page 2

resident's vital gigns including nevrciogical
checks at the time of the fafi, and they were within
niormal {imits, However, the following concens
were identified:

a. Review of the /27 and 6/28/10 nursing
notes showed neurclegical checks were not
pesformed as & follow-up to the resident’s head
injuty. Review of the 6/29/10 nursing notes written
1 at 3 AM showed the resident complained of a

hesdache secondsry o the fall on §/26/10, The
nursing fotes writteri on the same day (6/29/10)
at noon showed the resident continued to
complain of @ headache which s/he described as
~worse” and there was bruising to the right eye, In
addition, the resident cornplained of dizziness. At
that time, vital signe were taken but no
newroiogical checks weare performed,

b. Review of the 7/5/10 (9 days post-fall)
nursing notes written at 6 PM showed the

spilled the coffee at bregkiast. The physician was
nofified and order a computerized tomography
(CT) of the head due to the history of hisher fall
with head injury. Review of the CT report showed
* _some vague increased dansity over left frontal
arsa suggest probable subacate or chronks:
subdural with no acule hemorrhage ...." During an
interview with DON#1 on 71510 at 8:40 AM, she
satd after the resident's attending physician and
the radiokogist discussed the results, itwas
determined the CT was negative.”

A83.25(d) NO CATHETER, PREVENT UTI,
RESTORE BLADDER

F315
38=D

Bawed on the resident's comprehensiva

| assegameant, the facillty must ensurae that a
resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates thiat

resident complained of weakness, said afhe had

¥ 209
5. The DONs will provide education to the

muses on the following: bowel protocol, post
fall aszessment inchuding appropriste
neurclogical assessment and use of change of
condition log,.

6. An muxdit will be conducted by the DON's
to ensure compliance with the change of
condition log. Results of the audit will be
reported at the quarterly LC PI'mecting.

F 315
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F 31% | Continued From page 3 F315
catheterization was necessary; and a resident
{ who [s incontinent of biadder receives appropriate
treatment and services fo prevent urinary tract
infections and to restore as much normal bladder
function as pessibie,
This REQUIREMENT s not met a5 evidenced :
by: The facility will ensure that a resident who | &7~ 2 - 4
Based on observation, medical record review, enters the facility who is incontinent of
gare i promote continance for 1 of § sample services to prevent urinary tract mfections and
rasidents (#46) w[fju wag incontinent of bladcder, 1o restore as much normal bladder function as
The findings were: possible. This will be accomplished by:
Review of the 8170 annual MDS assessment 1. The purse will ensure ;’5’;’“"“‘“‘ fagis |
revealed resident #46 was incontinent of bladder toileted according to the FOL. @
all, or simost ail, of the time. Actording to the 2. The mrses on all shifts will observe that
care plan dated §/22/10, staff were to sssist the incontinent residents ae toileted and receive
resident to the toilet "between meals.” care for incortinence according to Ihe plan of|
Observation on 7/13/10 from 7:25 AM until efter care. If vare is not provided according to the
tunch at 1 PM (elapsed fime: § hours 35 minutes} plan of care, immediate in-servicing and
showed the resident was not tofleted. When CNA corrective action will be mken.
#1 and nurse aide#1 tolleted the resident st 1 3. The DON's will provide education to the
PM, the resident was noted to have been ' nursing staff regarding that residents receive
incontinent of bladder, At that time, CNA#1 care according to fhe written plan of care.
siated the resldent was [ast assisted 10 the toilet 4. An audit ool wiil be implemented by the
"this moming.” . DON’s, nursing staff, and staff development
F 441 | 483.85 INFECTION CONTROL, PREVENT F 441! orse to ensure that resident care is provided
§8=D | SPREAD, LINENS accosding to the plan of care. The results of
its Wi reported at the LC
T facilty must establish and maintain an B B mactings,
Infection Contral Program designed to provide a 4
sate, sanitary and comfsrtable environment and
o help prevent the development and transmisslion
of disease ami infection.
(8) Infecticn Gaontrol Program
Tha facility must establish an Infection Contro}
FORM CMS-Z507{02-98) Pravioos: Versions Obaokil Evenit 2 0FNMT1 Facimy iy Wyddi If continuation sheat Page « of €
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F 441} Continued From page 4 F 441! The facility will maintain an Infection Conmn_g_ G sl
Program under which it - o program designed to pravide a safe, sanitary,| O = A
Imﬂ!lmf?n‘ll?lt?m' controls, and prevents infections and comfortable environment and to help
n the :

{2) Decldes what procedures, such as lsolation,
should be applied to an individuel resident; and

actions redated to infections.

{b} Preventing Spread of Infection

{1) Whaen the Infection Contral Program
tetermings that a resident needs isplation to
prevent the spread of infaction, the facility must
izolabe the resident.

(2} The facility roust prohibit employees with a
communicable disease or infested skin lesions
fram direct contact with residents or their food, I
direct contact wilf thansmit the disease.

(3) The facifity must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practios,

{c) Linens
Parsonnet must handle, siore, process and
transport inens 20 as to prevent the spread of
infection.

Thiz REQLHREMENT Is not met as evidenced
by:

Based on observation and staff interview, the
faciity failed to ensure that 1 of 3 sampla
residents (#23) with patheters had the drainage
bag handied in a clean, sanitary manner, in
addition, staff failed 1o administer madinations in
a mamnet which minimized comtamination during
one random gbservation. The findings were:

(3} Maintains a record of incidents and cormeclive |

prevent the development and transmission uq
disease and infection. This will be
accomplished by

1. The musing staff will ensure that resident
#23 will kave the dramage bag handled in a
¢lean, sanitary manner. -

2. The nwsing staff will ensure that yesidents
with catheters have the catheter cquipment
handled in a clean, sanitacy manner.

3. The nurse who incorrectly administered
medications to resident #2 was an aggncy
murse, This murse will not be scheduled for
any further shifts at the Living Center,

4. In service education will be provided by

on infection control principles; safe
medication practices; smd care of catheter
equipment.

5. The staff development nurse will add care
of catheter scuupinent to vnit based
orieatation,

6. The infeetion control murse and the
rursing staff will round to observe: correct
care of catheter equipment. The resulis of
these observations will be reported by the 1C

7. The pharmacy will observe during the
monthty medication administration review
that aurses are safely administering
medications to the residents. If medications
are not administered comrectly, the pharmacist
will provide immediate in-servieing and
corrective action.

the infection control muse to the nursing staff

myrse and DONs at the quavtetly Pl meetings.
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| picked the: pil up off the floor, wiped the pill once

Continued Froin page §

1. During 2 random observation on 7/13/10 at
10:59 AM, RN #1 administered medications fo
non-sample resident #2 In the East dining room,
While administering the medicaflons, one of the
pliis fanded on the carpeted ficor. Tha RN then

on a cloth napkin, and then gave the plil o the
resident. When interviewed immexdiately after the
ubservation, the RN stated she administered the
pilt after it landed on the floor because "it was
carpet, the resident’s feat weren't on it...] wiped it
off.” The RN then expiained that she would have
reptaced the pill if she had been working in acute
care, because the medicafions were more readily
available thers, Interview on 771410 at 4,12 PM
with the infection control ¢oordinator verified
administering medications tv residents after
medications had contacied the fior was an
uracceptable practice.

%. Qbservation on 7/13/10 at 8:35 AM ravealed
CNA #2 transferred resident #£23 to the necliner in
hisfher room. After the ransfer, the CNA placed
the uncovered drainage bag for the urinary
catheter on the flioor. Further pbservations at 920
AM and 12:38 PM revealed that aithough the
drainage bag was now in a cover, it remained on
the floor. During an interview on 7/13/10 at 12:38
PM, CNA #2 stated she "forgot” to hang the
drainage bag instead of placing it on the floor.
Interview with the infection control coordinator on
74110 at 412 PM verified catheter bags should
niever be placed on the ficor, coverad ar not,

F 441
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