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An annual recertification survey was conducted
on January 31 through February. 2, 2008. The
following deficlencles ware based on record
review observations and Interviews with staff and
residents. The sample included 15 residents
based on a census of 59 residents on the first
day of the survey and one (1) supplemenntal
mside_nt',
F 221 | 483.13(a) PHYSICAL RESTRAINTS F 221
88=D g
The resident has the right 1o be free from any

physical nts imposed for purposes of
discipline or convenlence, and not required fo
treat the resident's medical symptoms.

This REQUIREMENT Is not met as evidenced
by:

Based on observation, Interview and. record .
review, facllity staff falied to identify a geri-chair
as a restraint for one (1) of 15 sampled residents.
Resident #11,

The findlngs include:-

The resldent was observed onh January 31, 2008
at 9:30 AM and at 11:45 AM sitting in his/her
room In a geri-chalr with the lap table secured in
front oftpe resident.

A review of the resident’s record revealed that
the resident was admitted 1o the facility on
November 1, 2005. According to the quarterly
Minimurn Datg Set completed January 27, 2006,
thg yef.i@@  was coded with Jong and short-term

1. Policy on Resfraints was reviewed with the staff
for immediate implementation for resident # 11
A corresponding care pian addressing restraints
aiso developed. ( attachment A)

2. Inservice Informing staff that use of gerichairs with
secured table top on residents who are unable
to remaove the table top is now considered to
be a form of restraint and requires implementation
of the Restraint Policy SNS.61 . (attachment B)

3. All residents using gerichairs with secured table
top and the residents are unable to remove the
table top will be monitored if the nursing staff
are implementing the Restraint Policy during
the care of the resident

4. Monitoring outcomes will be reported to the

Performance Improvement monthly

31 -
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| The gen-chalr was not recommended by physical

Continu;bci From page 1

memory loss and severely impalred skiils for
cognitive declsion-making and for restiessness
and menta! functioning that varied ovar the
course of the day. The resident was coded as
being up to five (5) days per week (
Section B~ Cognitive Function). In Section G4d (
Functional Limitations in Range of Motion), the
resldent was coded with limitations In range of
motlon of both legs with ne voluntary loss of
movement.

A face-to-face Interview with the resident’s son
was conducted on February 1, 2006 at 2:30 PM.
He stated, " [Resident #11] was alwaysina' -
wheelchair before coming here. The chair with
the table top [Resident 11) is In now, doesnt let [
htm/her} get up and | think it's safer. It's better
than a wheelchair, because [Resldent #11] could
get up from the wheeichair.®

Resident #11 recelved physical therapy from
November 2 through December 8, 2005,
Accordifg to the physical thempist‘s note dated
November 15,:2005 at 11:45 AM, " St to stand
with contact guard assist/minimum asslst.
Ambulated about 150" x3 (three times) with

rolling walker and contact guard assist for guiding.
walker. Static standing balance with contact
guard assist, Patient appears to have Increased
endurance with gait ... °

A face-to-face interview was conducted with the
Direclor of Rehabiiitation Services on February 2
, 2006 at 11:30 AM. He/she was asked why
Residert #11 yvas seated in a geri-chair with the
table top secured and replied, " | don't know.

therapy. *

F 221
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Continued From page 2

A face-to-face interview was conducted with a
Certified Nurse Aide on Febmuary 2, 2006 at 11:
25 AM, who had cared for Resident #11 since
admission to the facility. He/she stated, "We
have always used a geri-chair with the table for
his/her safety.”

A face-to-face Interview was conducted with the
Resident Care Coordinater on Japuary 31, 2006
at 2:30 PM. The charge nurse was asked why
Resldent #11 was seated in a geri-chair and not
in a wheelchair. The charge nurse replied, " Itis
for hisfher safety.”

Fadility staff falled {o identify and assess the
resident for the use of a geri-chalr with the table
top secured as a restrainf. The record was
reviewed February 2, 20086. '

483.15(a) DIGNITY

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

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interview for one
(1) supplemental resident, it was determined that
a Ceortified Nurse Alde (CNA) failed to maintain
an environment that enhanced Resldent A1's
dignity- a'f evidenced by faifing to verbally
communicate hnd be seated while assisting himv
her with the breakfast meal.

F 221

F 241

1. The Resident Care Coordinator spoke to
the invoived nursing assistant about the
standard practice of feeding residents.

2. The standard practice of feeding resklents
was reviewed with the nursing staff at the
unit staff meeting 2/15906. (attachment C)

3. The RCCldesignee will conduct rounds
during mealtimes to ensure that the proper
protocol for feeding residents is being practiced

4. Monitoring outcomes will be reported to
the Performance Improverment Committee
meeting monthly

J/g
/i

o
3/5
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The findings include:
During the breakfast meal on January 31, 2006
at 8:45 AM, the surveyor observed a CNA
assisting Resident A1 fo eat breakfast, The CNA
stood beside the resident throughout the entire
breakfast meal and failed to verbally converse
with the resident.
A face-{o-face interview with the Resident Care
Coordinator was conducted on January 31, 2008
at 9:15 AM. The surveyor inquired about the
usual process by which residents are assisted to
eat. He/she acknowledged that the CNA shouid
have been sitting beside the residem, interacting,
and verbally communlcating with the resident as
he/she assisted the resident to eatl. The
observation was made on January 31, 2006 F 253
between 8:45 AM and 9:30 AM. ) 1. Identified marred doors will have a a/r O/)(p
i ] led Kydex
F 253 | 483.15(h)(2) HOUSEKEEPING/MAINTENANCE Fos3|  Protective material called Ky
8S=8 installed on them.
The facility must provide housekeeping and 2. All entrance doors to rooms and % a4/
malntenance services necessary to maintain a bathroom doors are being covered
sanitary, orderly, and comfortable interlor. by a protective material called :
Kydex. This will keep the doors
This REQUIREMENT 1s not met as evidenced from being damaged by
by - wheelchairs and beds.
Based on observations during the survey period, 3. Doors will be monitored during Q/a‘ olg
it was determined that maintenance services safety rounds and doors in peed of
were not adequate to ensure that the facillty was being covered will be given a work
malmained in a safe manner as evidenced by d lete
scarred, mamgd and splintered edges on 4 %r ter to comp 'to'rin of the 3/4/0p
entrance and bathroom doors. These findings - Luicomes MOMIONNgG ,
were observed in the presence of the entrance and bathroom doors will
maintenance director. be reported to the Performance
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Clinlcal disagreement does not constitute &

Contlnued From page 4
The findings include:;

The frontal and edge surfaces of entrance and
bathroom doors were marred and splintered in
rooms 312, 331, 332, 340, 343 and 344 in six (6)
of 17 observations between 8:30 AM and 4:45
AM on January 31, 2006 and between 10:30 AM
and 3:00 PM on February 1, 2008.

483.20(g) - () RESIDENT ASSESSMENT

The assessment must accurately reflect the

resident’s status. ‘
Ll

A registered nurse must conduct or coordinate

each assgssment with the appropriate

panicipauon of heaglth professionals. -

A registered nurse must sign and cedify that the
assessment Is'completed,

Each individual who completes & portion of the -
assassment must sign and centify the accuracy of
that portion of the assessment,

Under Medlcare and Medicald, an Individual who
willfully and knowingly ceitifles a material and
false statement In a resldent assessment is
subject 10 & ¢ivil money penalty of not more than
$1,000 for each assessment; or an indhvidual
who willfully and knowingly causes another
Individual to certify a material and false
statement in a resident assessment s subject to
a civil money, penalty of not more than 35 000 for
each assessment,

matarial :and fa}se statement,

F 253

F 278
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F 278 Continued From page 5 F278 1 1. MDS of resident #3 was corrected to include ;2&4
fall that occurred 8/25/05 (attachment D) / e
2. MDS ohesidents who had falls durir
This REQUIREMENT is not met as evidenced last 3 months were rgviewed fadm?e ‘9%6;/4‘,
;);:sed ‘ bservation. intorvi 1 record documentation in the MDS
on observation, interview a 3. Accuracy of coding MDS for falls will %/
review for three (3) of 15 sampled residents, be mfﬂcg,ed weef,y by the IDT dun!ng 2 %
facllity staff falled to accurately. coda the the weekly care plan meeting  (MDS will
m‘m% Dt\{:‘? (3?1 (MDS%;"; O';é;") mem be made avallable for review at 4 ¢ #7% :
a fall: residents for v N . '
events; and one (1) resident for restorative 4. Monitoring outcomes will be reported to 54 ‘? "{74
nursing care. Residents # 3, 4, and 7. the Performance Improvement Commiittee
. monthly by the RCC/designee
The findings Include: :
1. Facility staff failed to code Resident #3 as
having a fall when the resident fell during the
assessment period and sustained a fracture.
A review of Resident #3's record revesled that
the resident fell on August 25, 2005 and
sustained a fracture of the right femur. F 278

The annual MDS completed January 19, 2006,
was blank [n Sgction J4b - "Fell In past 31-180
days." The resident’s fall of August 25, 2005 fell
within theiassegsment period. ‘The record was
reviewed fanuary 31, 2006.

2. Fadliity staff falled to code Resident #4 as
recelving restorative nursing care and
inaccurately coded the resident for behavioral
symptoms,

A. A review of Resident #4's quarterly MDS
completed October 13, 2005 and significant
change MDS completed November 7, 2005,
coded In Sectlan P3 (Nursing Rehabilitation/
Restorative Cape) that the resident did not

|

2A 1. Quarterty MDS of resident #4 compieted 10/13/05

2
& 11/7/05 were corrected o include restorative nursi/éf&
administered to the resident in section P.{attachment

E)

Z. MDS of residents receiving restorative nursing were,

reviewed for accurate coding for restorative nursing

received.

g

3. Accuracy of coding in MDS for restorative nursing
will be monitored by the IDT during the care plan
meeting weekly. (completed MDS will be made
available to the IDT for review during the weekly
care plan meeting

4. Monitoring outcomes will be reported to the
Performance improvement Committee monthly

729,

%’/ 9/:{,,

pr— |
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SUMMARY STATEMENT OF DEFICIENCIES

o PROVIDER'S PLAN OF CORRECTION

recelve restorative nursing care. A review of the
* Restorative Nursing Log Sheet * revealed that

the resident recelved restorative nursing care for 2B 1- Quarterdy MDS of resident #4 completed 10/13/05 # 9%?:,
& 11/7/07 were corrrected. Section £4 was corrected - - %

range of motion, communication, transfer and
dressing/grooming twice dally from July 6
through December 31, 2005, The MDS was
inaccurately coded for Rehabliitation/Restorative
care. The record was reviewed January 31, 2008

B. Facillty staff falled to accuratety code
Resident #4 in Sectlon E4 “Behavioral
Symptoms - occurving in the last 7 days.”

emt was coded for verbal abuse and .
resistiri tare on the October 183, 2005 quarterly
MDS. ,f'gn the November 7, 2005 significant
change MDS, the resldent was coded for verbal
abuse, socially inappropriate/disruptive
behavloral symptoms and resisting care.

The

The nurses’ notes were reviewed from
September 1 through November 30, 2005.
There were no documented eplsodes of the
behavlors listed above.

The resident was belng monltored on each shift
for the following behaviors: oulburst, agitation
and restlessness. A review of the October and
November 2005 behavior monltoring sheets
noted no epispdes of the monttored behaviors.

Facllity staff Incomectly oded the MDS for
behavloral symploms. The record was reviewed
January 31, 2006.

3. Faclility staff falled {0 accurately code
behavoria) sy{nptoms for Resident #7 on the

PREFX (EAGH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS- | COMGLENON
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG REFERENGED TO THE APPROPRIATE DEFICIENGCY) bare
F 278 | Continued From page 6 " F278.

to code no verbal abusive behavior was exhibited by
the resident wfin the past 7 days, since there were
no documentation in the nurses progress notes nor

in the behavior monitoring flow sheet that the resident

had exhibited abusive behavior (attachment E)

2. MDS of residents with documented abusive behavior

were reviewed for accuracy in coding of abusive
behavior and behavior symptoms

3. Accuracy of coding in MDS for behavioral symptoms

will be reviewed by the IDT during the weekly care

ptan meeting. (compieted MDS will be made available

to the IDT for review during the meeting)

4. Monitoring outcomes will be reported to the Performance 3/)9/

Committee monthly

9//¢/£
o3/

=~
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%
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Continued From page 7 F 278

guariery MDS.

A review of Resident #7's quarterly MDS dated
January 5, 2008, docurnented that the resident
had no behavioral symptoms that occurred in the
last seven (7} or 30 days (Section E).

Acconding to a nurse note's dated December 29,
2005 at 8:30 AM, " | saw [Resident] whee! to [
Charge Nurse's ] office ... [Resident) was angry |
and stated ... "You are nothing ... "and cursing
oul [Charge Nurse] .."

Facility staff falled to accurately code Resldent #
7 as having behavioral symptoms on the
quarterty MDS completed January 5, 2006. The
record was reviewed February 1, 2008,

F 279 | 483.20(d), 483.20(k)(1) COMPREHENSIVE
$5=D | CARE PLANS

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

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectiv?s and timetabies to meet a resident's
medical,; nursing, and menial and psychosocial
needs that are identified In the comprehensive
assessment.

The care plan must describe the servicss that
are to be fumnished to attain or maintain the
resident’s highest practicable physical, menta),
and psychosogial well-being as required under §
483.25; and gny services that would otherwise be
required under §483.25 but are not provided due

-F 279

‘comacted to include verbal abusive behavior
in section E4asd0wmentedinthenurs&s

progress notes to have occurred within the past
7days. (attachment F) ke

2. MD3 of resldents_wfm documented abusive
beha_vror were reviewed for accuracy in coding
abusive be_ha\nor and behavioral symptoms

3. Accuracy in coding MDS for behavioral symptoms.g/b,B/&;
will be monitored by the IDT during the care plan
mee;tmg weekly. (completed MDS will be made
available to the 10T for review during the meeting

4. Monitoring outcomes will be reported to the
_ P
Committee monthiy ° 3; } ?;M

2B 1. Quarterty MDS of resident #7 dated 1/5/06 was .?//é/@
in
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1o the resident's exercise of rights under §433.10,
including the right 1o refuse treatment under §483
10(b)4).
| This REQU!REMENT is not met as evidenced
by
- | Based on observation, interview and mcord S
review for one (1) of 15 sampled residents, N Therapy .
faciity staff falled fo dovelop a care planwith |~ 5P i) g g s O ey, |
| goals and approaches for one (1) resident 2. Medical records of rasidants recelving Oxygen _
receiving oxygen Resjdem#z : | Wmm’orhmd - 02122106
a care pian addressing oxygen therapy. _
“Care updated as neaded o -
The findings include: | 5 e coskdents are staried o Oxygen therzy | {0222/06
.- ) : amhﬂhedevdopedﬁyl’!esp&am L
- Resident#:!wasobservedonJanuawSLZOOG , " Therapy. . )
at 10:00 AM and Fetwuary 1 and 2, 2006 a1 11:30| " - " 4. Recorts of residents recelving Oxygen therapy
AM on both days, receiving oxygen via nasal Wl b riewed duing weakly ‘“‘bﬁ meelings.)  02/22/06
cannule at 2 lters/minute. Review otzomes wil be reporied
A review of Resklent #2's record revealed a .
physiclan's telephone order dated January 10,
2006, “O2 € 2L/NC PRN (Oxygen at 2 liters
'| per nasat canfjula as needed)."
| The care pian did not Include goals and -
" -| approaches for the use of oxygen.
A face-to-face interview was conducted with the
chargs nurse.on January 31, 2006 at.3:45PM.
He/she acknowledged that there was no care
plan for oxygen &nd that the care plan could be
updated at any time, The mcord was reviewed
January 31, 2008.
F 280 48320(d)(3) 483 10(K)}2) COMPREHENSIVE F280| .
§5=D | CARE PLANS - _
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This REQUIREMENT is not met as evidenced

by:

Based on observation, interview and record

review for two (2) of 15 sampled residents, facility |
staff failed to update care plans for one (1)
resident with multiple pressure sores and ¢ne (1)
resident with two (2) falls. Residents #2 and 7.

, The findings include:

1. Facllity staff failed to update Resident #2's care |
plan for multiple pressure sores.

The resident was observed on January 31, 2006
at 11:20 AM during a wound treatment with one
(1) pressure sore on the right heel, one (1)

" pressure sore on the back of the right leg and one|
(1) pressure sore (necrotic area) on the left heel.

" A review of Resident #2's care plan included
problem #3, "Potential for skin breakdown related
to limited mobility and incontinence.” The care
plan was evaluated and updated on December
29, 2005 and included, " Healed for now -
repositioning done.”

The quarterly Minimum Data Set completed
January 19, 20086, was coded in Section M1c
(Ulcers due to any cause) and M2a {Types of
Ulcers) that the resident had three (3) Stage il
pressure sores.

A face-to-face interview was conducted with the
charge nurse on January 31, 2006 at 3:45 PM.
He/she acknowledged that there was no update
for the pressure sore care plan and that the care
plan could be updated at any time. The record

| | |
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hesl,

A review of Resident #2's ¢care plan included
problem #3, "Potential for skin breakdown related
to limited mobility and incontinence.” The care
plan was evaluated and updated on Decamber
29, 2005 and included, " Healed for now -
repositioning done.”

The quarterly Minlmumn Data Sel completed
January 19, 2008, was coded In Section M1c {
Ulcers due to any cause) and M2a (Types of
Ulcers) that the resldent had three (3) Stage H!
pressure sores,

A faco-to-face interview was conducted with the
charge nurse on January 31..2006 at 3:45 PM,
He/she acknowledged that there was no update
for the pressure sore care plan and that the cars
plan could be updated at any time. The record
was reviewed January 31, 2006.

There was no evidenca that the care plan was
updated to include goals and approaches for the
three (3) Stage 11l pressure sores identified on
January 10, 2008. The record was raviewed
January 31, 2008.

2. Facility staff failed to update and inftiate goals
and approaches for Resident #7 who had two (2)
falls without injury.

A review of Resident #7°s recond ravealed that
the resident fell on December 25, 2005 and
January 9, 2008.

A review of the care plan, last updated on
January 5, 2006 included problem #5, ™ Potential

F280 1
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F 280 | Coatlnued From page 10 1. Nﬁrslng Care Plan was updated for resident

# 2 to include muttiple préssures. (attschment \
previously submitted) Physician notified. %/’I"?'/Dé :
Orders carried out. - ;

*»

2. Medical records of residents with multiple J/& /itfa :
pressure ulcers were reviewed to include P
muitiple pressure ulcers in their care plan. P
3. Residents adritted with multipie pressure _3// ?)ﬂﬁ
ulcers will have a nursing care plan developed s
within 7 days of admission to the facliity i
addressing multiple pressure ulcers. When P
a resident developed multiple pressure ulcers

while in the facility a care plan will be 0
developed within 7 days from the assessment /

that multipie pressure ulcers have developedj /?/&é
4. Monitoring and evaluation of resident's ;
care plan addressing multiple pressure
ucers will be conducted monthly and

monitorinbg cutcomes will be reported
to the Performance committes.
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heel.

A review of Resident #2's care plan Included
probiem #3, “Potential for skin breakdown related
to limited mobility and incontinence.® The care
plan was evaluated and updated on December
29, 2005 and included, " Heated for now -
repositioning done.”

The quarterly Minlmum Data Set cornpleted
January 19, 2006, was coded In Section M1c (
Ulcers due to any cause) and M2a (Types of
Ulcers) that the resident had three (3) Stage |1
pressure sores,

A face-{o-face interview was conducted with the
charge nurse on January 31, 2006 at 3:45 PM.
He/she acknowledged that there was no update
for the pressure sore care plan and that the care
plan couwid be updated &t any time. The record
was reviewed January 31, 2006.

There was no evilence that the care plan was
updated to include goals and approaches for the
three (3) Stage |ll pressure sores identified on
January 10, 2006. The record was reviewed
January 31, 2006,

2. Faciiity staff failed to update and inftlate goals
and approaches for Resident #7 who had two (2)
falls without Injury.

A review of Resldent #7's record revealed that
the resident fell on December 25, 2005 and
January 9, 2006. :

A review of the care plan, last updated on
January 5, 2006 included problem #5, ™ Polential
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F280 2 1. Nursing Care Plan was updated for Resident J?-/é}
#7 to include approaches to be implemented /
subsequent to the 2 falls, 12/05 & 106
{attachment H)

2. Medical records of residents with multiple falls <23

were reviewed and updated to include addditional” 1

goals and approaches after each fall reoccurming.

/o

b

3. Nu_rsing Care Plan will be updated after each '_}/
resident's fall. Care plan will include additiona# !
goa!s_ and approaches after each fall recccurring.

4. Monitoring for Compiiance will be conducted
monthly. Outcomes will be reported to the
Pgrfonna_nqe Improvement Commitiee monthly
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for fallsfinjuries secondary to weakness and -
unsteady galt” There was no evidence that the
facility inttiated additional approaches to prevent
the resident from further falls.
A face-to-face interview was conducted with the
charge nurse on January 31, 2006 at 3:45 PM.
He/she acknowledged that there was no update F284
for the fails care plan and that the care plan :
coula :-,ﬁf:g%tf%gg“" The record was 1. *Social Work will send post discharge 5'%%5‘
, ’ ' ptan of care form certified mail to
: responsible party.
F 284 | 483.20(D(3) DISCHARGE SUMMARY F 284
88=D

When the facility anticipates discharge a resident
must have a discharge summary that includes a
post-discharge plan of care that is developed
with the participation of the resldent and his or
her family, which will assist the resident to adjust
to his or her new living environment.

This REQUIREMENT 1is not met as evidenced
by:

Based onithe record review for one (1) of two (2)
closed records, it was determined that facllity
staff falled to include Resldent #15 and his/her

family in the development of a post discharge
plan of care.

The findings include:

Resident #15 was discharged to the community {
home) accompanted by his/her son on June 21,
2006. Diagnoses included Cerebrovascular
Accident (CVA) Left Homiplegla, Gastrostomy
Tube (G-tube), Dlabetes Mellitus, Hypertension,
and Demertia.’

2. Any resident that is slated for
discharge planning will participate
in the discharge planning process
which will include his/her responsible
party and the IDT team. At the time of
discharge, resident or responsible party
 will sign the post discharge plan of
care or will be sent certified mail with
self addressed postage paid envelope.

3. Discharge plan of care will be re-
viewed in the discharge planning
meeting which will include social
worker, IDT team, as well as resident
and responsible party to ensure a safe

- and proper discharge. Signature of
responsible party will be obtained on
post discharge plan of care or will be
sent certified mail with a self addressed
postage paid envelope.

4. Discharged charts will be moni-
tored and reported in Performance

Improvement meeting to ensure
compliance.

oo
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‘Physician's orders signed and dated June 2,

l .
Continued From page 12

2005, included, "Insulin Human N (NPH) 8 Units
subcutaneously every mormning for IDDM (Insulin
Dependent Diabetes Meillitus), Insulln Human R (
Reguiar) 3 Units subcutaneously for BS (Blood
Sugar) greater than 250."

On June 15, a physiclan's order indicated, ™
Enteral Feeding via G-Tube B:00 AM - 12:00 AM
65 mi/hour via pump, waler 30 mis before and
after medication, water bolus 250mis vla G-Tube
three (3) time a day, Check residual and patericy
every da grel:jor placement every shift and elevate
head of 30 degrees.”

The "Post-Discharge Plan of Care” dated June
15, 2005 did not indicate that the resident’s son
was instructed in the administration of insulin
iniections and G-Tube feeding. At the section of
the "Discharge- Plan of Care” for medicalions, it
was documented to "See Nurse note with list of
medications.” The nurse's discharge note listed
approximately 14 medications without the reason
for the medicine and there was no
documentation to indicate that the medications
ware discussed with the resldent's son, The "
Post-Discharge Plan of Care” was not signed by
the resident's, son to Indicate that the discharge
instructions were reviewed and understood.

A cere plan meeting was held on June 8, 2005,

However, the care plan progress note did not

indicate that the resldent’s son received

instructions apd demonstrations for the

adrninistration of insulin and G-Tube feeding with

the staffs’ obsarvation of a retum demonstration,
|

F 284
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Each resident must receive and the facllity must
provide the necessary care and services to attdin
or maimaln the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review, and staff
ard resident interviews, for two (2) of 15
sampied residents, it was determined that facility
staff faHéE?): follow-up on a physician's order for
gait tralrifig for one (1) reskient upon
readmission to-the facllity after a fail and
subsequent fracture and hold one {1) residert's
biood pressure medications according to the
physician’s orders. Residents #3 and 6.

The findings Include:

1. Rehabilitative Services falled to follow-up on a
physiclan's order for galt tralning for Resldent #3

after his/her refumn from the hospital for a fall and
subsequent ure. The resident was walking

OMB NO. 0938-03g1
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A face-to-face interview was conducted with the
nurse manager on February 2, 2006 at
approximately 9:20 AM and he/she indicated that
the resident’s medical and physical status was
discussed in the care plan meeting, however, the
resldent's son did not have a demonstration for
the Insulin and tube feeding prior to the resident's
discharge. The record was reviewed on
February 2, 2006,
F 309 | 483.25 QUALITY OF CARE F 309
85=G !
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using a walker with assistance prior to the fall F 309
with fracture. The resident has not walked since #l
his/er retum from the hospital (September 3, 1. Reassessment for rehab services was 3/3 Olp
2005). performed by the Clinical Supervisor
A review of Resident #3's record revealed that he of the Rehab Dept. on Resident #3. :
f/she fell and sustained a fracture of the right
distal femur and was hospitalized from August 26 2. A review of all residents readmitted Z425/0p
, 2005 to September 3, 2005. Resident #3 was during the last quarter 2005 thru
ambulating during physical therapy with an | uary .
assistive device (walker) prior to the right femoral Jan 2006, wfll be performed and
fracture. Following hisher retum from the reassessments will be done as
hospltal for treatment of the fracture, he/she has indicated. (see attached
not been assessed for the ability to walk. form)
According to a nurse’s note dated August 25,
2005 at 11:00 PM, "Writer called to resident’s .. ) .
room where ! observed resident on the floor near 3. The Admitting Coordinator will 1ole
the door lying face down ... " . According to the notify the Clinical Supervisor of the /
X-ray report of August 26, 2005, " Impression: Rehab Dept. via e-mail of all residents
fractures of the distal right femur extending from returning to the facility
the mid and distal thind of the lateral femoral At £ i L.
condyle ™ . Resident was admitted to the hospital €quest form for screening of new
on August 26, 2005 for further assessment and admits, readmits and change of status
treatmerit. will be submitted to the Rehab. Dept.
by the SNF nursing staff. (see a
Resident #3 was readmitted to the facility on form) e ¢ tached
September 3, 2005. Physician readmisslon
orders dated September 3, 2005 included- " ) )
Physical Therapy order gaft tralning for Monday, 4. Records of residents readmitted to the /14 /ol
Wednesday & Friday 9/3/05. facility will be reviewed for compliance
with the reassessment protocol. Review
A review of the Physical Therapy (PT} note dated o : ’
July 1, 2005 revealed that the resilent received P::;omes will be reported to the
physical thergpy prior to the fall. A PT note dated ormance Improvement comittee
July 28, 2005-documented, " ... amb.(ambulallng monthly.
) with standard walker with minimal assist at 30 ft
x 2 (limes two} ... " There was no evidence in
B
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the record that Resident #3 was assessed by PT
following readmission to the facility on
September 3, 2005.

According to the facility's policy, "Rehabilitative
Screening,” policy number PT 05-018, page 1 of
1 " Residents in the SNF (Skilled Nursing
Facility) will be screened by Rehabilitative
Sarvices depariment within 5 days of admission
... Reassessment will be done annually and when
a change in status is reported by nursing or
physician.” ‘

A face-th-face interview was conducted with the
Director! of Rehabilitation Services on February 1
. 2006 &t 2:30 PM, Hefshe stated that he/she was
aware that Resident #3 was admitted to the

hospitai. However, he/she was not aware that the |

resident was readmitted to the facility. The
director acknowledged that the resident had not
been seen In the rehabilitation deparlmerrt for the
iast several months.

A face-to-face interview with the Resident Care
Coordinator was conducted on February 1, 2006
at 1:00 PM. The surveyor Inquired about the
process by which PT Is notified of evaluation
orders. He/She stated " PT is notified by
telephone, but no telephone log Is kept in
reference to these calls.”

According to the Minlmum Data Set, dated
January 18, 2008, Resident #3 had no fong or
short term memory problems and was
independent of cognitive daily decision making
skills (Section-B).

A face:to-face interview with Resident #3 was
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conducted on February 1, 2006 at 11:30 AM. The
resident stated that he/she remembered the fall
but does not remmember the exact date. The
resident also stated that he/she was walking with
a walker prior to the fall. He/she added that when’
he/she returned from the hospital he/she had not
walked with his/her walker again.

- | After the surveyor identified the lack of a
physical therapy assessment, the Director of
Rehabilitation Services assessed Resident #3 on
February 2, 2006 at 11:00 AM. Physical therapy,
Occupgtional therapy and Speech language
pathoiogy evaluations were recommended with
the lmpression of "potential for rehab - fair."
The record was reviewed January 31, 2006,

to hold Resident #8's blood pressure medication
when the systolic pressure was 120 or below.

A revlew of Resident #6's record revealed a
physician’s order with an origination date of July
1, 2003 which read: "Hold blood pressure
medications if patient’s systolic biood pressure is
{120 or less.”

The following medications were indicated for
Hypertension on the physician's orders;

Lasix 40 mg via G-tube every day; Lisinoprit 2.5
mg via G-tube every day; and Nitrek 0.2 mg/t
HR Patch to skin every day on &t 6 AM off a1 6
PM. :

| A review of the MARs (Medication Administration
Records) revealed the following medications
were glven when the systolic biood pressure was
120 or below:

[
f

2. Fadillty staff failed to follow physician's orders | 209 2 1. Occurrence reports were completed on the

discovered errors, Involved ficensed staff ;Z// Sh
were counselled by the Resident Care Coordinator
Attending Physician was notified of the error. l

Parameter to hokd anthypertensive meds were

2. Medication Administration Records of all residents.2//S 7y
receiving antihypertensive medications with orders
Parameters when to hold meds were Teviewed for
complia ith i
staffp' nce. Qutcomes were reviewed with involved

3. Poli;::y on Medication Administrati Wewedl/
_ stration was re /
with Nursing Staff at the unit staff meeting SJE

(attachment J) o .
4. Monitoring outcomes will be re;
ported to the Perfor
. Improvement Committee monthly OTZ}?/%

FORM CMS-2567(02-99) Provious Versions Cbsolele

EventiD: SVON11 -

Facility L HADLEY If continuation sheet Page 17 of 33



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 02/14/2006

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES: OMB NOQ. 0938-0351
STATEMENT OF DEFICIENCIES %1} PROVIDER/SUPPUERICLIA, ) MULTIPLE CONSTRUCTICN (X7) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A B DING
B. WING
095024 . 02/02/2006
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, Z¥ CODE
4801 ML KING AVE SW
SKILLED NURS
HADLEY HOSP L . UNIT WASHINGTON, DC 20032
X410 SUMMARY STATEMENT OF DEFICIENCES 1D PROVIDER'S PLAN OF CORRECTION o)
PREFIX {EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS- | COMPLETON
TAG REGULATORY OR LSGC IDENTIFYING INFORMATION) TAG REFERENCED TG THE APPROPRIATE DEFICIENCY) DATE
F 308 | Continued From page 17 F 300
Lasix - November 9, 11 and 12, 2005;
Docember 11, 23, 24, 25 and 28, 2005; and
January 3, 5, 7, 8, 15 and 24, 2008
Lisinopril - November 7, 9, 11 and 12, 2005,
December 1, 23, 24 and 26, 2005; and January 3
. 5,7, 8,15 and 24, 2006.
Nitrek patch - November 4 and 5, 2005; and
January 1, 10, 21, 23 and 24, 2006.
Facliity staff failed to hold blood pressure
medication as per the physician’s order. .
The record was reviewed on February 1, 2006.
F 314 | 483.25(c) PRESSURE SORES F 314

8§8=D

Based on the comprehensive assessment of a
resident, the facllity must ensure that a resident
who enters the faciiity without pressure sores
does not develop pressure sores unless the
individual's clinical condition demonstrates that
they were unavoidabie; and a resident having
pressure sores receives necessary treatment and
services to promote healing, prevent infection
and previent new sores from devsloping.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review for one {1) of 15 sampled residents,
licensed staff falled to assess and treat a necrotic
area on Resident #2's I_eﬂ heel,

The findings include:

A review of Resident #2's record revealed that
the quarterly MDS completed January 19, 2006

FORM CMS-2567(02-99) Previous Verslons Obsolote Event D: SVONT1
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CENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVED

1) pressure sore on the rght heel, one (1)
pressure sore on the back of the right leg and
one (1) pressure sore (necrotic area) on the left
hesl. The nurse completed treatments to the
wounds on the right leg. There was no treatment
for the left heel. When queried about the care of
the necrotic area on the left hee), the nurse .
stated that the resident had no treatment for it.

A review of the resident’s record revealed
physician's orders dated January 10, 2006 for the
treatment of the two (2) right leg wounds. There
were no orders for the treatment of the left heel.

A review of the skin monltoring sheets reveated
both right leg wounds had been assessed weekly
from January 10 through February 2, 2006,
There was no assessment for the necrotic area
on the left hesl.

A nurse's note dated January 10, 2008 at 11:30
PM documented, " ...Stage I pressure ulcer on
right owuter leg. No drainage 9 cm x 2 e¢m. Right

heel hard and necroticScmx4cm ... " There
was no avidence In the record that the left heel
necrotic area had been assessed,

The Director of Nursing (DON} accompanied the
survayor to the resident's room on January 31,
2006 at 11:30 AM. He/she observed the left heel
necrotic area apd acknowledged that the area
should have bpen assessed and treated. The
record was reviewed January 31, 2006.

!
1

was reviewed with the nursing staff
at the unit staff meeting on 2/16/06
(attachment B) A copy of the Braden
Scale tool was given to each nursing

staff to review as resource material and

assist staff in identifying stage 1's
3. Team Leaders were instructed to

include the outcomes of daily skin

assessments in their shift report to

the incoming shift. This Is o be implemented

in all shifts effective 2/15/06

4. Pressure Ulcers developed in the facility 3/ ?/0(,

will be included in the monthty report

to the Performance Improvement Committee

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (%2} MULTIPLE CONSTRUCTION po B
_ _ OGJDATE SURVEY
AND PLAN OF CORRECTION nnemmmu NUMBER: A COMPLETED
B.WING
_|‘ 095024 . 02/02/2008
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, ZP CODE -
HADLEY HOSP SKILLED NURS UNIT 45601 WL AVE SW
WASHINGTON, DC 20032
X4) ID SUMMARY STATEMENY OF DEFICIENCIES > PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFIGIENGY MUST BE PRECEEDED BY FULL, PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS-
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TC THE APPROPRIATE DEFICIENGY) DATE
F314|C . .
ontinued From page 18 F314 1. The necrotic ulcer on resident #2's :
was coded In Section M with three (3) Stage Il left heel was assessed. Physican )L
pressure sores, was notified and prescribed freatrent ,1
The resident was observed on January 31, 2006 2 vE)as folslko W ed. (attzumc nti gtr?ml y
at 11:20 AM during a wound freatment with one { - Daity Skin Assessme / § Y74

2tk
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SUMMARY STATEMENT OF DEFCENCES ',-D PROVIDERTE PLAN OF CORRECTION oy,
CH DEFAICENCY MUST B PRECEEDER BY FULL PREFIX (EACH CORRECTIVE ACTIHN SHOULD BE CROSS, o
ﬁﬁé\mummmmcmm»mm TAG REFERENCED TO, THE APFROPFIATE DEFRCIENCY) paTe SR
Cortinued From page 19 F 318 1. Nursing staff on the unit were counselled 7 ;‘93} /Oé , :
for failure ta appiy the ankle spilnts for R
483.25(e)(2) RANGE OF MOTION, resident # 6, The schedule for ttfe application o
Basad rprehensive assessme of the spiints wers raviewed with the staff, L
mmmtnt:;er;?ﬁn!ty mntmmatarr:ﬁﬁ; The ankle splints ware applied a8 of 2/2/05. E
with a imited ranga of motion receives ) The attanding physiclan was nc_:ﬂﬂed that
eppropriata treatment and services to increase the ankle spiints were not consistently
otton and/ vort futther applled.
Lajxl;gf:ag‘,fenll‘n range Mm;ﬁ 2. All residents with order for ankle splints and Q/Oé .
- . other adaptive devices were reviewed for
nurelng staff compliance to the order., i
o ] 3. The schadule was reviewed with Rehabilitative 91/5/% L
This REQUIREMENT s nat met as evidences Sarvices staff for e revision of the time schedule -
by: ‘ and allow time for the resident slesp fime d;l:;g ;
Based on record revlew, obsery Staff the night. The attending physician was noti
| interviev f':r one':(;)’ s:: 1 50 ﬁmpﬁf"m@m_ B of the revised scheduie and he gave the order fo
was determined that facility staff falled to apply implement it and was Implemented by the nursing’ .
Resident #6's ankle splinfs for over five (5 staff. (attachment L) a
months. ’ ) ®) 4. Dally roaunde by RCC /designee to ensure complianca). /S& )
. . to the achedule of application of splints and other i
Thes findings include: adaptive devices will be conducted and outcomas
: ) reported to the Petfformance Improvarment Commwniiteo
The readmission orders dated Novémber 30, monthly
2005 [crigination date of Septeynber 1, 2005]
Included the foflowing order:  “Ankie contracture
splnts”. )
The physidan signhed an order fof the purchase
| of two (2) anide contracture spiints from a
medical supply company on August 10, 2005.
The physical therapist evaluated the residert and
documented the following o the "Plan Of
Teeatment For Qutpatient Rehabifitatior ” form
on August 10, 2005:  *_.1s total dependant with
ankle comractures and susceptible to heel ulcers.
Pattent requires total assistance ... Provide
caregiver education. Order written for wearing
scheduts for mulipodis boots *
3567 (Q2-09 Provioms Versions Cheslan Evert Tx SVON11 Facidyl0; HADLEY If canfireabion sheet Paga 20 of 33
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X4 1O SUMBMARY STATEMENT OF DERCIENCIES 0 PROVIDER'S PLAN OF CORRECTION o
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION GHOWULD BE CROSS- | COMPLERON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DEFICIENCY) DATE
F 318 | Continued From page 20 F 318
The form "Medical Rehabilitation Goal" was in
the record, dated August 10, 2005 and included
the following written by the physical therapist:
"...Short Range Goal: Muitipodis Boot splints (
wearing schedule) ... 12 PM -4 PM - On; 4 PM -
EPM-Off, 8 PM-12AM-On; 12 AM - 4 PM -
Off, 4 AM-BAM-0On; and 8 AM - 12 PM - Off "
A physical therapy progress note dated August
10, 2005 read as follows: “Nursing staff ~
education on muttipodis boot ... Discontinue -
skilled PT (physical therapy).”
| The resident was observed in his/her room on
February 1, 2006 at 12:20 PM. He/She did not
have ankle splims on,
A face-to-face imerview was conducted with the
RCC (Resident Care Coordinator) on February 1,
| 2008 at 2:35 PM and acknowledged that the
resident never had ankle splints applied. Ha/She
stated, "The physical therapist recommended
rany things for residents. | don't remember [ F 323 .
resident] having splints. = The RCC checked the 1. A y
resident’s closet and stated, “They are in histher | = ha:ew water temperature log book 2/50/dly
closet ” been created. Sample of log
) ' : attached.
The facllity staff falied to apply the ankle splints 2. Water temperatures to be ‘9/30/ ol
as ordered. The record was reviewed on monitored a minimum of 3 times a ,
Febsuary 1, 2008. week with rooms being randomly
selected. No less than 3
F 323 | 483.25(h)(1) ACCIDENTS F323 oo will be checked TOOMS per
38= ) ",
The facility must ensure tha the resident 3. Water temperatures will be taken at 9/ e
environment remalns as free of accident hazards the faucets in residents’ rooms and |/
as Is possible. day rooms with a thermometer and
then recorded in the log book. All
. - |
FORM CMS.7567(02-89) Previous Verslons Obtoleta  EvertID: SVON11  FoclylD: HADLEY I continuation sheet Page 21 of 33
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F 323
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8§8=E

Continued From page 21

This REQUIREMENT is not met as evidenced
by:

Based on an observation during the survey
period, It was determined that documentation
was not available to ensure that hot water
temperatures weare monitored on a regular basis.
This finding was observed in the pressnce of the
maintenance director.

The findings include:.

Documentation was not available to show that
maintenance staff conducted random hot water
temperature monitofing on a consistent basls, to
ensure that hot water temperatures were balow
110 degrees Fahrenheit (F) in residents’ rooms
and commen areas between June 30, 2005 and
December 31, 2005, This was observed on
February 2, 2006.

483.35(h)(2) SANITARY CONDITIONS - FOOD
PREP & SERVICE ’

The facility must store, prepars, distribufe, and
serve food under sanitary conditions.

This REQUIREMENT s not met as evidenced
by: '

Based on observations during the survey period,
it was determined that dietary services were not
adequate to ensyre that food was served in a
safe and sanitary manner as-evidenced by: il
drippings fr'orn a gasket over the potato mixer;
soiled dessert:bowls; expired cartons of milk; and
cutting boards that were not thoroughly cleaned
after washing. These findings were observed in

F 323

F 371

temperatures will be monitored
according to the regulations

4. Results of monitoring willbe | _%a/ov
reported at the Performance
Improvement meetings on a
quarterly basis.

FORM CMS-2567{02-59) Previous Veraions Ohsolole Event i; SVON11
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FORM APPROVED
RS FOR MEDICARE & MEDICAID SERVICES . OMB NO, 0938-0391
TEMENT OF DEFICIENCIES 1) PROVIDERSUPPLIERICLLA (%2} MULTIPLE CONSTRUCTION (X3)DATE SURVEY
© PLAN OF CORRECTION IDENTWICATION NUMBER: COMPLETED
A, BULLTANG
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recommendation that &n Individual be admitted
1o a facility. Each reskdent must remain under
the care of a physician.

6D SUMMARY STATEMENT OF DEFICENCIES o PROVIDER'S PLAN OF CORRECTION P
PREFKX (EACH DEFICIENGY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS- | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DEFICIENCY) DATE
F 371 | Continued From page 22 F371| #1 1. Identified the oil dripping gasket
the presence of the food service supewisor and over the mixer bow] has been /3 :/og
director, tightened to stop dripping,
: 2. Before and after each use of the t/‘?;l Ol
The ﬁmifngs include: mixer bowl the gasket is checked
. for drips and wiped if needed.
1. Oil was observed dripping from a gasket over 3. Monitor and Spot checks conducted V2ol
the bowl of the potato mixer in one (1) of one (1) by the Director and production _
observation at approximately 8:40 AM on manager of dietary daily.
January 31, 2008, 4. Outcoines will be reported to >4 '
_ Performance improvement committee, - q‘
2. Dessert bowls with visible leftover food were : . ¢
stored on top of the counter and were ready for A2 1 ldentified “"ut;]"“f'(]}soda”d rewashed to ! 31/0(.
reuse by staff during the lunch meal at 5 };e m‘::" rjlﬂg particles.
approximately 12:10 PM on January 31, 2006 in .+ Bowls will be included in the washing ol
17 of 17 observations. procedures. Dietary staff retrained on 9" 6 |
. proper washing dishes.
3. Cartons of milk were observed stored In the 3. Spotcheck will be completed by the 1 2, ol
walk in refrigerator with expired dates: super milk Director and Supervisor of Dietary.
dated January 26, 27 and 30, 2006 In seven of (7 4. Qutcome will be.reported to performance Aa/
) of 20 cartons; skim milk dated January 30, improvement committee.
2006 in two (2) of 20 cartons; and regular milk | : '
dated January 26 and 27, 2006 in two (2) of 10 #3 1. Identified expired milk was | l?I‘OL
" | cartons between 8:35 AM and B:45 AM on immediately thrown away,
January 31, 2006, 2. Checking ard Rotation procedures . \ »
: ) reinforced when stocking the milk supply. 240
4. Cutting boards stored on a rack and ready for 3, Daily spot checks will be conducted :
reuse not thoroughly cleaned after washing by the production manager and 7/9‘ O
as evidenced by food and dark stalas on board - Supervisor of Dietary.
surfaces in two (2) of seven (7) observations at 2 4, QOutcomes will be reported to ;«%ﬁ ol
130 PM on February 1, 2006. performance improvement committee.
|
F 385 | 483.40(a) PHYSICIAN SERVICES F385| 44 1. Identified the dirty cutting boards 2ifoL
88=D and cleaned immediately.
A physician must personally approve In writing a 2. Ordered and replaced the Quttmg boards ' 9_\5\0(0

3.

4,

with the dark stains,

Cutting boards will be washed and
sanitized after every use.
Outcomes will be reported to PL

hie

1
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F 335 | Continued From page 23 F 385

The facllty must ensure that the medical care of
| each resident s supervised by a physiclan; and
anather physician supervises the medical care of
residents when thelr attending physician is

unavailabie.

| This REQUIREMENT is not met as evidenced
by: ’ [
Based on ohservation, interview and record
reviaw for two (2) of 15 sampled reslidents, the
physiclan failed to: complete an annual history
and physical examination for one (1) resident,
and Include a sacral pressure sore on the history
and physical for one (1) resident. Residents #
and 10. :

The findings include:

1. A review of Resident #8's recard revaaled that
the physlician failed to comptete an annusal
history and physical examination.

A review of Resident #8's record revealed the
last history and physical examlnation was
completed on December 12, 2004,

A facato-face interview with the Resident Care
Coordinator was conducted in January .31, 2008
at 3:30 PM. After reviewing the recond, he/she
acknowledged that there was no recent history
and physical exarination in the record. The
record was reviewed February 1, 2006.

2. The physician failed to Include the presence of
a Stage 4 sacral ulcer on the History and’
Physical (H&P) for Resident #10.

of resident #8 was
completed on
February 24™, 2006.

(attachment) _

2. Medical Records on 2 /O(p
both nursing units '
were reviewed if
History and Physical
were completed
according to the
regulation. Non-
compliant physicians
will be addressed to
complete the H and P.

3. Review of medica) Y4
records for timeliness O(f
of History and
Physical will be
completed by Medical
Records monthly.

4. Reviewed outcomes
will be reported o the 2%‘3 ol
Performance :
Improvement
committee monthly.

F385 #1
1. History and Physical 2ol

FORM CMS-2557(02-89) Provious Varaions Otaokio Evont ID: SVON11
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICICENGES (X1) PROVIDER/SUPPLIER/CLIA 02) MULTIPLE CONSTRUCTION O DATE SURVEY
AND PLAN OF CORRECTION IOENTIFICATION NUMBER: A BLLONG COMPLETED
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0935024 02/02/2006
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HADLEY HOSP SKILLED NURS UNIT.
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WASHINGTON, DC 20032

SUNMMARY STATEMENT OF DEFICIENCIES

.| with the exception of Influenza and

The physiclan must review the resident's total
program of care, inciuding medicatlons and

treatments, at each visit required by paragraph (¢

) of this section; write, sign, and date progress
notes at each visit; and sign and date all orders

preumococcal polysaccharide vaccines, which
may be administered per physician-approved
facllity pollcy after an assessment for
contraindications.

This REQUIREMENT Is not met as evidenced
by: ‘

X4 ID o] PROVIDER'G PLAN OF CORREGTION o
PREFIX (EACH DERACIENCY MUST BE PRECEEDED &Y FINLL . PREF (EACH CORRECTIVE ACTION SHOULD BE CROSS- | COMRCENGHN
TAG REGLLATORY OR L5C IDENTIFYING INFORMATION) T REFERENGED TQ THE APFROPRIATE DEFICIENCY) OATE
F 385 | Gontinued From page 24 F 385
The following nurses’ note was dated January 10 :
» 2008 at 2:00 PM: "Admitted ... has sacrat ulcer 2 1, History and Physical 3/3/06 for resident # 10 3/3/20
Stage IV, also vicers on both heels " include both sacral ulcers and bilateral heel uicers.

.. ) attachment previously submitted.
m‘;gmﬁogﬁgﬁsg%%ﬁ%maw :\?vbﬁonge 2. Medical recocds of residents admitted with pressure  3/3/20
cleanse with Microklenz. Apply % inch of u:cers were revle\.?;ecli t:: zn_surs thfat muitipie pressure
Silvadene to wound surface. Pack wound with ulcers sites were included in the history and physical
fluffed Mesalt and cover with abdominal pads exam repots
QD (datly). * 3. Residenis admitied with pressure ulcers on admission 3/19/20

_ will be reviewed to ensure that the pressure ulcer sites
A review of the record for Resident #10 revealed will al} be inciuded in the history and physical exam
a history and physical signed and dated by the reports.  Deficiencies will be reported to the Medicat
physician on January 12, 2006. On physical Director and SNF Administrator
sxaminetion, the physictan documented the 4. Compiled monthly review outcome reports will be 3/16/20
presence of bilateral heel uicers [no Indication of reposted to the Performance Improvement Committes
a sacral ulcer]. montht
Y.
The history and physical lacked evidence of the
Stage 4 bacral vlcer. The record was reviewed
on February 2, 2006.
F 386 | 483.40(b) PHYSICIAN VISITS . Fase
8S8<=D
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'F 386 | Coritinued From page 25 Fags| F386 #1A, B 344 G
Based on record review, ob:servatlon and staff 1. The Attending

Interview for three (3) of 15 sampled residents, it
was determined that the attending physician
falled to: sign and date re-admission orders and
Identify a necrotic area to the left heel for one (1)
rasident; foliow up and re-evaluate the resident’s
use of drikle splints and slgn and date orders
during ent visits for one (1) resident; and
review the total plan of care for cne (1) resident.
Resldents #2, 6 and 14,

The findings include:

1. The physician falled to sign re-admission
orders and identify a necrotic area to the left hee}
during his/her visits with Resldent #2.

A. The physiclan falled to sign re-admission
orders during his/her visits with Resident #2.

Re-admission telephone orders were dated by
the nurse as January 10, 2006. At the time of
this review (21 days lates), there was no
physlcian signature.

There were progress notes written by the
physlician dated January 11 and January 186,
2006.

The physiclan falied o slgn the re-admission
orders duiing his/her visits with the resident.

B. The pihyslclan falled to identify a necrotic
area to the left hee dudng his/her visits with
Resident #2. )

A review of Resident #2's record revealed that
the quarterly MDS completed January 18, 2006

Physician of Resident
#2 has been informed

of the deficiencies
and received a copy
of the Medical Staff
Attending Physician
policy outlining the

time frame for signing

re-admission orders
and resident
assessment,

All residents’ orders
and progress notes
will be reviewed by
Nursing and Medical
Records for
compliance to the
policy and accuracy
of the resident’s
condition.

Medical Records will
document any non-
compliant physicians
and outline the
needed signatures on
each resident’s chart.
Medical Records will
also send a copy of

the summary report to

the Medical Director
for follow-up.

%79(44

i
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F 386 | Continued From page F 286 Non-compliant

was coded in Section M with three (3) Stage il
pressure sores. '

The resident was observed on January 31, 2006
at 11:20 AM during a wound treatment with one (
1) pressure sore on the right heel, one (1)
pressure sore on the back of the right leg and
one (1) pressure sore (necrotic area) on the lef!
hesl.

A review of the resident's record revealed
physiclan’s orders dated January 10, 2008 for the
treatment of the two (2) right leg wounds. There
were no orders for the treatment of the left heel.

There were progress notes writien by the
physiclan dated January 11 and Janhuaty 16,
2008. The progress notes lacked evidence of a
necrotic area to the lefl heel. The record was
reviewed January 31, 2008.

2. The allending physician failed to re-evaluate
Resident #8 for the use of ankle spiints and sign
and date orders dudng resident visits.

A. The ettending physician falled to re-evajuate
the resident for the use of ankle spiinis.

The physidlan signed an order for the purchase
of two (2) ankie contraciure splints from a
medical supply company on August 10, 2005.

The regdmission orders dated November 30,
2005 [origination date of September 1, 2005]
included the following order. " Ankle contracture
splints * .

A face-to-facs interview was conducisd with the

2. All residents’ medical

physicians will be
reported to the
Administrator.

4. Outcomes will be
reported to the
Performance
Improvement
Commitiee.

i

F386 #2A, B

1. The Attending
Physician of Resident
#6 has been informed
of the deficiency and
received a copy of the
Medical Staff
Attending Physician
outlining the
assessment of
residents, timeframe
for signing and dating
orders and monthly
progress notes.

o

%/éw
records will be

reviewed by Nursing
and Medical Records
for accuracy and
physician signature
and date of orders.
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residemnt]

closet.”

RCC (Resldent Care Coondinator) on February 1,
2006 at 2:35 PM and acknowledged that the
resident never had ankle splints apptied. He/She
siated, " The physlcat theraplst recommended
many things for residents. | dent remember [
having splints ™
resident's closet and stated,” They are In his/er

The RCC checked the

The physlcian visited the resident monthly after
the orde} for the ankle splints was written, The -
monthly progress notes falled to Include
documentatlon regarding the ankie splints.

B. The attending physiclan falled to sign and
date orders during visits with the resident.

A review of Resident #6's record revealed the
following telephone orders: Novernber 25, 2005,
"Transfer resident to Emergency room to have
GT relnserted” and November 30, 2005,
readmission orders. These orders were not
signed by the attending physician.

There were progress notes written by the
attending physiclan dated December 28, 2005
and January 18, 2008,

The physician falled to sign the readmission
orders duting his/her visits with the resident,
The record was reviewed on February 1, 2006,

3. The phys}cian failed to review Resident #14's.
total plarg of care at the time death, :

During the review of the dlinical record for
Resldent #14, it was noted on Decamber 24,
2005 at 2:50 PM that the resident was found

Medical Records will
inform and document
any non-compliant
physicians. Medical
Records will also
send a copy of the
summary report to the
Medical Director for
follow-up.
Non-compliant
physicians will be
reported to the
Administrator.

4. Qutcomes will be
reported fo the
Performance
Improvement Team.

b

F386 #3

1. The Attending
Physician of Resident
#14 was potified of
the deficiency and a
copy of the report was
placed in the Medical
Staff file.

2. Inthe event, a
resident is found
unresponsive, the
attending physicians
will be notified of the
DNR status of the

51%0@

e
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unresponsive. According to a nurse's note dated | 3.
December 24, 2005 at 4.30 PM, "Resident was
full code and there was no prior order for DNR (

The nurse will
document in the

laa

Do Not Resuscitate).” Medical Record t:he
relay of information
The physician's progress note dated December to the Attending
24, 2005 at 4:30 PM Indicated, "1 was called to Phys;c;an
sea patient who was found unresponsive. The . D/ 1a/0
paramedics have been called in and they had 4. Outcomes will be / \
pronounced her dead. No ACLS (Advanced reported to
Cardlac Life Supporf) was initisted because Pt. ( Performance
patient was a DNR,. .. . ' [maprovement.

The review of facility's "Advance Directive
Information Sheet" indicated:

"1. Is this resident competent to make decisions
regarding his/her care™; "No"™ was coded.

"2. If this resident is competent, has an advance.
direstive been executed”; "DNR" was coded "No
". The form was signed and dated by the soclal
worker on August 13, 2003,

There whs no DNR order observed on the
physiclan's plan of care that was signed and
dated by the physician on Decembyer 24, 2005.

On-February 1, 2006 at approximately 1:00 PM a
face-to-face Interview was conducted with the
Director of Nurses who acknowledged that the
resident was not a DNR. She/he indicated, " The
resldent did not have 8 DNR order.”

The physlcian fatled to review the resldent's total
plan of care at the time of death. The record was
reviewed on February 1, 2006.

F 456 | 483.70(c)(2) SPACE AND EQUIPMENT
8s=E

F 456
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SUMMARY STATEMENT OF DEFICIENCIES

The facility must maintain all essential
mechanical, electrical, and patient care
equipment in safe operating condition.

This REQUIREMENT s not met as evidenced
by: ! S
Based on ¢ohservations during the survey, it was
determined that documentation of the pressures
and temperatures of domestic water booster
pumps, chilled and hot water temperatures for
the alr handler units and exhaust fans were not in.
log books to show that equipment was serviced,
monitored and operating In & safe manner.
These findings was observed in the presance of
the maintenance director.

The findings indudg:

1. Temperatures and pressures of domaestic
booster water pumps were not entered In log
books on a regular basls in the east boiler rooms
between May 26 through May 31, 20035, Juiy 1
through July 7, 2005, July 29 through July 31,
2005 and August 1 through 14, 2005, In five (8)
of 12 observations on February 2, 2006 at
approximately 1:00 PM.

2. Chilled and hot water temperatures from air
handler uhits were not entered in log books on a
regular hasis from the east and west penthouses
between May 10 through May 16, 2005, July 1
through July 7, 2005, August 1 through August
14, 2005 and Oclober 28 through October 30,
2005 In fpur (4) of 12 observatlons at 1:20 PM on
February 2, 2006,

3. Supply air and temperatures of exhaust fan;

F 456 41, 2, and 3
1.

. A user friendly log book will be

044y 1D . PROMIDER'S PLAN OF CORRECTION . x5
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX WMCTNE‘WMDBECRQ‘S& COMPFLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DEFICEENCY) DATE

F 456 | Continued From page 29 F A58

Temperatures and pressure of
domestic water pumps, chilled and
hot water temperatures from air
handlers and supply air and
temperatures of exhaust fans will
be constantly monitored and
documented in logs to be done in
order to ensure their completeness.
All temperatures will be monitored
on a regular basis. Personnel
reprimands (according to policy)
will be taken when employees fail
to or falsify the information in the
log books.

e

developed to make equipment

Viras
rounds easier to identify and

o
complete.

During weekly Plant shop meetings g/ydp
the log books will be checked and

discussed. Each log book will be

signed off at the end of the month

for completeness by the Director.
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were not entered In log books on & regular basis

from the east and west penthouses between May

10 through May 186, 2005, July 1 through July 14,

2005, August 1 through August 14, 2005 and

October 7 through October 10, 2005 in four (4) of

12 observations at approximately 1:40 PM on

February 2, 2006.

F 514 F 514/

§5=D

483.75()(1) CLINICAL RECORDS

The facility must maintain clinlcal records on
each resldent In accordance with accepted
professional standards and practices that are
complete; accuraiely documented; readlly
accessible; and systematically organized.

The dlinical record must contain sufficient
Informatibn to Identify the resident; a record of
the resident's assessments; the plan of care and
services provided; the resuits of any
preadmission screening conducted by the State;
and progress notes.

This REQUIREMENT s not met as evidenced
by:

Based on obssrvation, interview and record
review for two (2) of 15 sampled records, facility
staff falled to gonsistently document on the
restorative log sheet for ona (1) resident and
accurately document on the behavioral
morltoring sheets for one (1) resident. Resldents
#3and 7.

The findings include:

1. Facliity staff falled to document the restoratlve
care provided to Resident #3.

FORM CMS-2587{02-28) Previous Versions Obaclole Evert ID: SVON11
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a0 SUMMARY STATEMENT OF DEFICENGIES D PROVIDER'S PLAN OF CORRECTION €
-PREFIX (EACH DEPCIENCY MUST BE PRECEEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD B GROSS. | COMPLETON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DEFICIENCY) oA
F 514 | Continued From page 31 ' F 814 1 1. Restorative Log record of resident #3 ,ﬁ
- was reviewed with the nursing staff of the 7
Resident #3's physician orders dated chember unlt. Nursing staff involved wera counselled.
1, 2004, and subsequendly renewed April 1, 2005 2. Ali resldents records recefving restorative .
, directed, "Restorative care every day”. - - nursing services were reviswad for compllance /57% :
A reviow of Residont #3' “Restorative Nursi C in documentation '
review g ent #3°s orative Nursing 3. Licensed staff were Instructed to include docum i
Log Sheet™ on January 31, 2005 revealed that compliance to the restorative nursing services r;:;aggn :
the restorative nursing assistants did not by the resident from team members during the endpf%/ '
document the restorative care provided to of shift report from tsam members assigned in their 0’{9

Resident #3 as ordered for the following days: team. Licensed staff are o checked the restorative .

log record of resldents assigned to thalr team for

June 2008: 9, 13, 14, 16, 17, 28, 29 and 30. documentation compiiance. Re nom comiance \

A face-to-face interview with the Resident Care ‘Pﬂ:fbe mﬁdﬁaﬁéﬁfc to be included In the 9:%?*’ .
Coordinator was conducted on January 31, 2006 prrance : . .

| &t 3:00 PM, He/she acknowledged that Resident 4. Monthly record review of decumentation of resto 4 b
#3 had recelved restorative care daily during the nursing services'In the reslorative nursing flow sheet

past year and the log shest was not accurate, _ will be included In the Parformance Improvement
The record was reviewed on January 31, 2006. Committee report

2. Facility staff failed to accurately document on , _
the behavior menitoring sheets for Resident #7. : .

A review of Resldent #4's record revealed that
lhe January 2008 monthly behavlor monitoring
shaet indicated that the resident was baing
monlored for, *Outburst,” "Restlessness,™
and " Agitation.” Staff recorded that no
inctdents occurred undar any behavior for
January 2006.

A nurse's note dated January 14, 2008 at 3:10
PM documented, " ...When told not to open the
window, [resident] became verbally abuslve to
the CNA (Certified Nursa Aide).”

On January 24, 2006 at 7:10 AM, a nurse’s nota
docurnented, " Resldert was walking out of

R CMES-2567 (T2-59) Previous Versions Obaokote Evertt ID; SVON1t Facifity IC.  HADLEY . i continUation sheet Page 32 of 33
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG REFERENCED TO THE APFROPRIATE DEFICIENGY) |  DATE
F 5141 Continued From page 31 -+ F514 \{ 1. Restorative Log record of resident #3

was reviewed with the nursing staff of the '2/ a?/ Oé
nit Nursing staff involved were counselled.

residents records receiving restorative //57%

Resident #3's physician orders dated December
1, 2004, and subsequently renewed Apdl 1, 2005 2
 directed, "Restorative care every day ™. )

A review of Resident #3's "Restorative Nursing

Log Sheet" on January 31, 2006 revealed that L ; were insh‘u}:ted to include documentation
the restorative nursing assistants did not : restorative nursing services recet
document the restorative care provided to by the resident from team members during the eﬂdﬂ;‘g/{,
Resident #3 as ordered for the following days: of shift report from tégm members assigned in thetr

) team. Repeated non compliance will be reported
June 2005: 9, 13, 14, 16, 17, 28, 28 and 30. . to the RCC to be includedin the employee's

. performance appraissals.
A face-tp-face interview with the Resident Care PP

. 4 .
Coordinator was conducted on January 31, 2008 nﬂgﬁ“&’g&ﬁ“&: ©f docunn
at 3:00 PM. He/she acknowledged that Resident will be included in the P
#3 had recelved restorative care dally during the Commit In the Performance Im
past year and the log sheet was not accurate. | Lommiiee report
The record was reviewed on January 31, 2008,

2. Facllity staff failed to accurately document on  F 614 2 1. Behavior monitoring sheet for resident # 7 2 / J/oé

the behavier monitoring sheets for Resident #7, was reviewed with the nursing staff on the
unit. Nursing staff involved were counselled
A review of Resident #4's record revealed that 2. Ali residents records receiving medications J// s, /aé

the January 2006 monthly behavior monttoring

for behavioral symptoms wete reviewed i
shest Indicated that the resident was being ymp for appropiiate

documentation in the behavior monitoring sheet.

mont&omd for, “f)utburst.' "Restlessness,” 3. License staff were instructed to include asking_?//g’/c(a
and " Agitation."  Staff recorded that no !
the team members working with them whether
inckients occumed under any behavior for . \ . el
January. : any outburst in behavior, verbal abuse, agitation,
' 1" ' outburst of any nature were exhibited by the
A nurse's note dated January 14, 2008 at 3:10 f’esments in ?heir care to be Included and documented
PM documented, ™ ...When toid not to open the in the behavior monitoring sheet each shift
window, [resident} became verbally abusive 1o 4_Record review of the behavior monitoring sheets
the CNA (Centlfied Nurse Alde).” appropriate and accurate documentation will ot
. reported to the Performance Improvement Comm
On January 24, 2006 at 7:10 AM, a nurse's note monthly 2/04 /ot -
documenited, " Resident was walking out of
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bathroom white staff was making moming
rounds, refused to move out of the way for the
staff. Rather [Fesident] slarted cursing the staff
with no apparent reason .

According to a nurse’s note dated January 28,
2006 at 7:10-AM, " CNA ...reported that resident
attempted 1o trip [CNA] ...nurse asked " What
are you trylng to do? Are you trying to trp me? "
[Resident] stated, * Yes, now tie my shoe.

According to a nurse's note dated January 26,
2006 at 7:15 AM, " Housekeeping empioyes ...
stated [resident] refused to move and started
cursing himsher for no reason ... "

The four (4) above cited incidents were not
reflected on the behavior monitoring sheet for
January 2008, The record was reviewed
February 1, 2006,
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