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The facility must ensure that the resldent
environment remains as free of accident hazards
as Is possible; and sach resident recslves
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT Is not met as evidenced
by:

Based on observation, record review and staff
interviews the facility failed to position matiresses
and side rails in such a manner to maintain the
safety for two (2) of ten (10) sampled residents
who utllized side rails. (Resldent #2 and Resident

#9)

Immadiate Jeopardy began on 03/07/11 when
staff found Resident #2 with her head under the
side rall and the rail resting on her neck. This
accident occurred when the head of the bed was
raised and the resident slid to the gap’ created
between the mattress and side rall. Immediate
Jeopardy was removed on 07/08/11 when the
facllity provided and Implemented a credible
allegation of compliance, The facility remains out
of compllance al a lower scope and severlly of D
(an Isolated deficlency, no actual harm with
potential for more than minimai harm that Is not
immediata jeopardy) to ansure monltoring of
systems put in place and completion of employee
education. .

The findings are;

Disclaimer Statement:

Preparatlon and submission of this plan of
correction is In response ta the 2567 from
the survey of July 5, 2011 to July 8, 2011
and does not constitute an agreement of
admission by Meadow Wood Nursing
Center of the truth of the facts alleged or
the correctness of the concluslons stated
on the statement of deflciencles, the
findings, conclusions, and actions of the
agency. This plan of correctlon (and any
attached documents) fs prepared and
submitted solely because of state and
federal regulation and also functions &s
the facllity's credible allegations of
compllance

Finding F323

On 3/07/2011 concerning resldent # 2, the
facility nursing staff ralsed the side rall,
and pushed left side of the bed agalnst the
wall. The staff communicated the incident
in the Maintenance Book and faxgd the

physlcian.

LABORATORY HIRECTOR'S OR PROVIDER/SUP.

REPRESENTATIVE'S SIGNATURE
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sficiancy which the institulion mey ba excused from correcting proviging It s determinad Lhat
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Any deficlency slatement en’d‘ with an asterisk ¢ denote
other safeguards provide sufficdent protection to the patient:
folicwing the dale of survey whether of not a plan of correction Is providod, For
days leflowing the date these documents are made avllable to the facilty. I deficlencies are cited,

'See instructions.) Excapt for nursing homes, (e findings slated above are disclosable 80 days
nursing homeas, the above findings and plans of cofreclion are dlsciosable 14
an approved plan of comection is requlsite to continued
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1. A review of the bed rall opsrating Instructions
from ihe bed and side rall manufacturer for
lowering and raising the bed rail revealed
“caution: there will be a gap betwaen the bed rails
and the maltress when the bed Is In the sem|

‘Fowier position (head of bed slevated

approximalely 30 degrees). Put the bad rails in
the "MID" position fo eliminate the gap." These

operating instrucilons applied o all beds in the

facility with full side rails,

Resident #2 was admitted on 01/11/05 with

.| diagnoses including stroke, left sided paralysis,

aphasla, abnormal posturs, and dementia, A
review of the annual Minimum Data Set {MDS)
datad 12/20/10 revealed the resldent had short
ferm and long term memory problems and severe
Impalmment in cognition. ‘The MDS also Indicated
Resident #2 required extensive assistancs to
move to and from a lying position In bed, turn
from side fo side, and position her body In bed,

A review of a Siderai) Utilization Assessment
dated 12/21/10 for Resident #2 stated side rails
were Indicaled and served as an enabler to
promote independence in position and bed

[ mobillty. In addition it stated Resident #2 was

noh-ambulatory, had alteration in safety
awareness due lo a cognitive deciine, had a
history of falls, demonstrated poor bed mobility of
difficuity moving to a silting posltion on the side of
the bet, had difficulty with balancs or poor trunk
conrol and was on medications which reguired
increased safety precautions,

A review of the Care Area Assessment dated
12121710 Indicated slde ralls x {timas) two (2)

used to aid in turning and positioning while in bed.

at the facility removad the side ralis and
placed a protective bedside mat for
Rasident #2 as directed by the
Administrator, On 3/16/2011 2 personal
alarm while in chalr was placed on
resident #2. To ensure that this allegad
deficlent practice does not currently exlst,
the faciilty has completed a side rall
assessment on Resldent #2 on
7/08/2011.The Kardex (information tool
used by the nursing assistant to carry gut
approaches noted on the reslidents plan of
care}and care plan of Resldent #2 were re-
evaluated on 7/08/2011 by the MDS
Coordinator and found a)) previous
approaches {discontinuing side rails, using
a low bed with bed side mat and bed
alarm} are appropriate,
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The Ptan of Care related to behaviors dated
12/23/10 Indicated Resident #2 was "reslistive
with care (combative) and exhibited restless
behavlor {banged on tablas/doors with fist and

fidgeted).”

A review of an incident report daled 03/07/41 af
11:10 p.m. revaaled Resident #2 “got her head
under bed rail and rail was pressing down-on
resident's neck. A note was leftin the
mafntenance request book to look at bed rall.
Bed ralls removed from bed and mat by bedside.
The Incident report was signed by Licensed
Nurse (LN) #1.

A review of the nurse's notes on 03/08/11 stated
uat approximately 11:10 p.m. last night this nurse
was Informed that resident had somehow goften

| head under left bedrail and [t was restingon

resident's neck on right side-of neck with
substantial pressure. No apparent injury found
upon physical assessment. Responsible party
notified vis phone call. Also Nurse Practitioner
notified via physlcians fax and communication
book" Tha nurse's note was also signed by LN

#1. '

A review of the updated care plan dated 03/08/11
and nurse's notes dated 03/05/11 for Resident #2
stated the bed ralls were removed as of 03/08/11.
These documents were signed by the MDS
Coordinator. .

A review of the Abnormal Involuntary Movement
Scale (AIMS) dated 03/24/11 revealed Resident
#2 had miid upper extremlty movemenits and no
lower exiremity movements.

... rails for Resldent #8 and lowered the bed
" as directed by MDS Coordinator,

On 7/06/2011 the splayed right side rail
was repalred. On 7/7/2011 the MDS
Coordlnator conducted a side rall
assessment on Resident #8 using the slde
rali evaivation form. The form evaluates
the need for slde ratls based on the
following factors that include but are not
limited to the resldent’'s medical condition,
bed safety, fall history, mobility, expressed
desire and risk factors. Utlllzing this
assessment form, it was determined
Resldent #8 could safely use ¥ ralis for
turning and posttioning. The Kardex.and
care plan was also updated to reflect this
change. The Malntenance Director at the
facility removed the full length side rails
and they were replaced with % length side

Beglnning 7/08/2011 Resident #8 Is
audited datly twice per shift, usinga
facllity audlt tool which consists of proper
positloning of side ralls, slde rall locked In
place, space between mattress and rail Is
tess than four inches, slde rall is securely
fastened, and the locking méchanism is
functioning, This audit will occur for 60
days then weekly for an addltional
4dweeks. Following the four week audit the
frequency will bacome monthly If
compliance has been achleved..
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An interview on 07/06/11 at 3:28 p.m. with the
Minimum Data Set (MDS) Coordinator revealed
she revised Resident #2's care plan on 03/08/11
by deleting the side ralls as an intervention.

An interview on 07/66/11 at 3:37 p.m. with the
Maintenance Director revealsd Resident #2 had
full side rails on her bed prior to the incldent on
03/07/11. He explained when he came to work
on the morning of 03/08/11 the former
Adminlsirater and Director of Nursing teld him to
remove the side raiis from Resident #2's bed. He
stafed he removed the ralls and did not recall they
were damaged or out of position. He explained
he was also told to push one side of her bad up
agalnst the well and put a mat on the floor by the
opposite side of the bed. He confirmed that
Resldent #2 was still in the same bed as the ong
she had on 03/07/11 but the bad was in a low
positlon with the side ralls removed.

An Interview ‘on 07/06/11 at 5:18 p.m. with LN #1
revealed on 03/07/11 he was at the nursing
station when NA #9 {old him the bed rail was
down on Resldent #2's neck. He stated hie
Immediately went fo Resldent #2's room and,
observed the resident lying on her side with her
nock under the bed rafl. He explalined he had to
release the side rail and remove it off the
resident's neck. LN #1 stated the resident was
nof In any resplratory distress. He stated he
pufled the resident back over in bed and
assessed her. He explained he looked at her
neck, did not see any brulsing and would have
charted itin his nurse's nate if he had seen
anything unusual.” He stated he documented
"substantial pressure” in his nurse's note to mean

Resident #2 Is audited using the facillty
audit tool to ensure that her mats are
properly placed on the fioor at the
hedside. Each bed Is assessed using the
side rall audit tool at the beginning of each
shift by the asslgned nursing asslistant. If
the audit tool reflects Interventions for
Resldent #2 and Resident #8 is needed,
corrective actlon will ba taken
immediately to provide the appropriate
Intervention. The findings of these audits
are reported Immed|ately to the charge
nurse, who In turn will call the DON. These
immediate correctiva actlons can Include
but are not limited to repositioning of
restdent, placing a barrler such as pads or
rolled up blankets to close any potentlally
dangerous gap(s}, adJusting the side rall to
a safe level and any mechanical failures

reported to the Maintenance Director, The ‘

charge nurse will Inform the Administrator
andfor DON. :

The Administrator and/or DON also
reviews the side ralls audits daily and wil!
continue for the next 60 days. Thereafter
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the actual welght of the side rail liself. He verified this will be checked Weekly for 4 weeks
Resldant #2 had full length rails on both sides of by the DON or charge nurse using a tool to
her bed and the head of her bed was ralsed up check for preper positioning of resident in
| approximately 20 to 30 degrees. LN #1 stated he bed with side ralls , and use of proper
dld not call ih:fghgzlcian :}‘efa:':a;'e ?ld n&ﬂ Stehe equipment . Thereafter this will be
any injury and faxed a nofe to the doctor after the hecked b olne by the D
Incident happened. He explained he did not 1c_hec el rtnont Y ODTg tn & oy he ON.
remember anyone In adminlstration talking with & malienance Uirector or charge aurse
him about the incident after it occurred. He will Inspect the side rail equipment daily
further explalned the next ime he came to work for 60 days to ensure that It fits properly
he noticed the rails had been removed from the - and In good working order Thereafter he
resident's bed. Her bed was pushed up agalnst wiil check monthly using a safety audit
the wall and a mat was on the floor on the tool.
opposite side of the bed. LN #1 stated he didn't
racall Resldent #2 ever attempling to get out of
bed. When asked, LN #1 stated he was unaware Non-compllant Issues will be addressed
who had cared for Resldent #2 on the prevl.o'us immediately by the Administrator and or
Sht"? ;nr h;‘:w I(;Jng the resident had b;een p‘")s'lw"ed DON and interventions put in place. In
with her head and n?c"k under the s. de rail addition, all non-compliant findings and
During a telephona Interview on 07/07/11 at 1:25 interventions will be addressed at
p.m. NA #9 revealed she was assigned lo care monthly QA meetings.
for Resident #2 on 03/07/11 during the 11:00 p.m.
to 7:00 a.m, shift. She explained she was To ensure that others are not affected by
walking up the hall en her first round and the same alleged deficlent practice The
discovered the resident lying on her side facing MOS CoordInator completed a side rall
out of the bed with the bottom of the full side rall assessment form on two residents who
resting on her neck. She further sfaled the were using full side rails. The form
resident's color was pink and she did not note any 8 :
respiratory distress when she enterad the room. evaluates the need for side ralls based on
. the following factors that Include but are
An Interview with the current Direclor of Nursing not Himited to the resident’s medical
on 07/08/11 at 11:34 a.m. revealed she reviewed condition, bed safety, fall Kistory, mobllity,
the Nurse Alde flow sheels for 3:00 p.m. to 11:00
i Isk factors, Utlizin
.i p.m. on 03/07/11 and detemminad NA #6 was expressed desire and r ]ts a determmedg
listed on the sghadule to care for Resldent #2. this assessment form, it was ‘
She furlher stated she was not working in the that the residents could safely use % rafls
{acllity at that time and was unable to ¢confirm who
Evont ID:20W011 Fectity ID: §23314 f confinuation sheat Page 5 of 24
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pag 8 for turning and positioning, The Kardex

actually cared for the resident on 03/07/14.

A telephone interview with NA # 6 on 07/08/11 at
12:11 p.m. revealed she worked from 3:00 p.m.
{0 11:00 p.m. on 03/07/11 but she did not care for
Resldent #2. She further stated she did not know
who took care of Resldent #2 during the evening
of 03/07/11 and she did not go into Resldent #2's
room,

Review of the audit document entitfed “slde raffs"
dated 04/01/11 was performed by LN #2. A
review of the audit resulls revealed six beds were
marked with a star as “large space with head of
bed up.” There was no documentation availabie
Indlcating what if any changes or corrective
actions were mads by administrative staff.

Intarview on 07/07/11 at 9:50 a.m. with LN #2
revealed following the accident on 03/07/11

involving Resident #2, administration asked her o

check all resident beds (spaces betwesn the
maliresses and slde ralls with the head of the
beds rolled up). She stated she found four to six
beds with what she considered "ioo large" a
space between the rails and bed. She stated she
gave the information to administrative staff, who
no longer worked In the facility and was unaware
of any follow-up or corrective actions that were
performed based on the findings of the 04/01/14
audit. '

2. Resident #8 was admlited to the facllity with
dlagnoses Including ebeslly, altered mental state,
and lumbar spine degeneration. The latest
Minimum Deta Set (MDS) dated 04/18/11
Indlicated impalred cognition and extensive staff
assistance for all care including bathing,

and care plan was alse updated to refiect
this change. The Maintenance Dlrector at
the facllity removed the full length side
rails and they were replaced with % length
side ralls for both residents. After
approprlate assessment The Maintenance
Director was directed to and has removed
all full side ralls a5 of 07/26/2011. To
ensure that other resldents ara not
affected by non-compliant side rall Issues,
all residents with side ralls had a side rail
assessment completed by the facility's
MDS Coordinator on 7/08/2011. All
resident care plans and Kardex were
updated as of 7/08/2011, Al aurses,
certified nursing assistants, housekespers,
and department managers wera In-
serviced by the Facllity Administrator,
Facility Administrative Manager or DON on
7/07/2011 and 7/08/2011, Any individual
who has not completed this in service by
7/08/2011 wil not be allowed to work
until completion Is achiaved,

The in service Included: proper positionlng
of full side rails when head of bed Js
elevated, side rails focked In place,
checking for space of less than four Inches
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groomlng, dressing, tolleting, and transfers. The
MDS assessment review revealed impalred between mattress and bed, side ral Is
mobllity of both lower extramities and no securely fastened to the bed, and when
impalmaent of uppsr extremities. raising and lowering the side rail the bed
A review of Resident #8's caro plan updated functions with no rlsk of entrapment,. Each
04/26/11 revealed Resident #8 was at risk for certified aursing assistant was instructed
skin breakdown due to immobility, diagnosts of to complete a side rall audit tool by
diabstes, and incontinence, Approaches included auditing the residents that they are
change position routinely and side rails x (times) asslgned before the start of duty beginning
two (2) to sid in tuming and positiening. second shift 7/08/2011,
Review of the Siderai! Utilization Assessment
forms dated 04/19/11 for Resident #8 revealed s Pl s n seniced on
the resident was non-ambulatory, the resident - [hose not In attendance were
héd alteration In safety awaroness dus to . ot allowed to work untll attendance was
cogriitive decline, demonstrated poor bed mobility achieved. The In service consisted of an
of difflculty moving to a sitting position on the side explanation of the citatlon, education on
| of the bed, the resident had difficulty with balance appropriate usage of side rafls to prevent
or l:?df” "'U';k ‘?0"“'0'. w:z:f:§Ed'c;mgt:1hic:d the risk of entrapment. The licensed staff
would require increase re , a8
Wwas currgntly using side rafls tol:mabre was m,s“umd on proper usage and
positioning or support. The resident expressed reporting of the audtt tool, This in service
desire to have side ralls raised while in bed. was conducted by the Adminlstrator on
' ' : 7/08/2011.
An observation on 07/05/11 at 11:58 a.m.
revealed Resldent #8 lying in her bed on her back After the 3" shift on 7/08/2011 the
with her head and shoulders positioned in the auditing will take place at the beginning
middle of the matiress. Full side rails wera and end of each shift. Any findings during
observed n the up position on each side of the the audit process that require corractive
bed. The entire left side rail and fool end of the
right sida rail were observed fitting flush with the actlons by the nursing asslstant will be
bed frame. The right side rail was splayed taken Immediately to ensure resident
outward at the head of the bed with the mattress safety, and these audlt findings will be
shifted agalnst thet portion of the side rail, This reported to the charge nurse, These
position exposed the bed frame on the left side :
leaving a gap betwaen the mattress and the head
pertion of the leR side rail of approximately eight
Evant ID; 2QW0 11 Facikty ii); 923314 Il continuetion shest Page 7 of 24
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(8) Inches.

An observation on 07/05/11 at 3:15 p.m. revealed
the positlons of both side ralls and mattress
unchanged. Resident #8 remained with her head
and shoulders in the middle of the matiress.

An observalion on 07/05/11 at 6:27 p.m, revealed
Resident#8 In bed with head of bed In the up
positlon eating her supper without assistance,
The right and left slde ralis remained In the up
position. The bed frame continued to be exposed
at the head of the bed on the left side In the
manner as dascribed above.

At 5:00 p.m. on O7/05/11 an observation of
Resident #8's mattress and-right side rail posilion
was made with the Malntenance Director,
Adminlstrator, and Adminlstrative Manager. The
position of the side rails and mattress and the gap
created at the head of the bed on the lefl side ‘
remained unchanged. The Maintenance Director
explained the right side ralf latch had become
disengaged from the bed frame at the head of the
bed ceusing the rail to stretch outward from the,
bed. The Adminlstrator was observed unabls o
lower the right rail. The Maintenance Directar
stated he previously observed side rails In this -
facility to splay In this manner befors, although, it
was not a frequent occurrence. He was unable to
explain why it happened. He conlinued he had
no prier knowledge of the separation observed on
Resident #8's bed. The Maintenance Director,

T Administrator, and Adminlstrative Meanager

verified the resident could possibly place her
head in the gap created on the left side of the bed
and should be fixed immedlately. They also
acknowledged this situation should have been

“immediately by the Administrator and or
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Immediate corrective actlons Include but
are not limited to repositioning of
resldent, placing a barrler such as pads or
rolled up blankets to close any potentally
dangerous gap, adjusting the side raif to a
safe level and any mechanlcal failures
reported. The Adiministrator is to be
alerted Immedlately of any lssues that
cannot be immedlately resolved. The
charge nurse informs the Adminlistrator
and/or DON of any issue reported. The
Administrator and/or DON also reviews
the side rall audit dally and will contlnue
so for the next 30 days. They will then
review them weekly for the next 4 weeks.
Nen-compllant Issues will be addressed

DON and interventlons put In place. In
addition, all non-compitant findings and
interventions as well as outcomes will be
addressed at monthly QA meetings.

Each bed In the facllity was assessed on
7/08/2011 by the Director of Maintenance
to ensure that the slde ralls are in working
conditlon, installed properly and do not
impose an entrapment risk, The audit and
assessment revealed 28 fuil side ralls in
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teported by nursing and direct care staffs,

An Interview on 07/05/11 at 6:10 p.m. with
Licensed Nurse #2 revealed she had
administerad medications to Resldent #8
throughout the day. She stated sha did not
observe the right side rall stretched out from the
bed with the bed frame exposed at the left side of
the head of the bed,

An Interview on 07/06/11 at 9:12 a.m. with
Nursing Asslstant (NA) #3 revesled she provided
Resident #8 with care during the 7:00 am. fo
3:00 p.m. shift on 07/05/11. She stated she did
nol notice the splayed position of the right side
rall nor the exposed bed frame on the left side of
the head of the bed. NA #3 added she did not_
attempt to lower the right side rail anytime on
07/05/11. o

The Administrator was Informed of Immediate
Jeopardy cn July 7, 2011 at 4:35 p.m. for
Resident #2 and Resident #8.

The facliity presented a cradible allegation of
compliance which Included;

For Resident #2: On 3/07/2011 the facllity
nursing sfaff ralsed the side rall, and pushed laft
side of the bed against the wall. The staff
cormmunicated the incldent in the Maintenance
book and faxed the physician.

On 3/08/2011 The Malntenance Director at the
facility removed the side ralls and placed a
prolective bedside mat for Resident #2 as
direcled by the Administrater. On 3/16/2011 a
personal alamn was placed on Resident #2 while
in chalr. To ensurs that this alleged deficlent

"“weeks, then monthly after Any non-

removed and 14 changed to haif rails. On
7/08/2011 using the mentloned side rail
audit tool, each resldent was checked by
the DON or Administrator to ansure
his/her side rall does not impose any
entrapment risk, No gaps larger than 4
inches between the mattress and slde rails
were found, all side ralls were fastened
correctly and tightly and no evidence of
potential entrapment was found. The
Malntenance Director or Nursing
Supervisor will check each side rail daily
for the next 60 days to ensure that sida
ralls are securely fastened and no space
greater than 4 inches exist, Thereafter
he/she will compfete a tool weekly for four |

complfant fmdlngs will be addressed
Immediately with corrective actions to
ensure resident safety. Any findings and
Interventlons will be reported by the DON
to QA for evaluation,

To ensure that the system of preventing
accldents of potential bed ratl entrapment
remains in place and that the facility
femains in compliance; the DON or
Administrator will audit daily the
completed side rall audit tools completed
by the nursing assistant for the first 30
days then weekly for the fallowing four
weeks, and monthiy thereafter. The
Malntenance Director will complete an
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praclice does not currentiy exisf. the facility has
compleled a side rail assessment on Resident #2
on 7/06/2011, The Kardex (information tool used

by the nursing assistant to carry out approaches

noted on the residents plan of care) and care plan
of Resldent #2 were reevaluated on 7/08/2011 by
the MDS Coordinator and found all previous
approaches (discontinuing side rails, using a jow
bed with bed side mal and bed alarm) are -
appropriate.

Resident#8: On 7/06/20111 the splayed right
hand rafl was repafred. On 7/7/2011 the MDS
Coordinator conducted a side rall assessment an
Residenl #8 using the side rail evaluation form.
The form evaluates the need for side rails based
on the following factors that include bui are not
limited to the resident’s medical condition, bed
safety, fall history, mobility, expressed desire and

.| risk factors. Utillzing this assessment form, it was
determined Resident #8 could safely use % ralis

for turning and positioning. The Kardex and care
plan was also updated to reflect this change. The
Maintenance Director at the facllity then removed
the full tength side ralls, replaced with % length
sids rails for Resident #B and lowered the bed as
directed by MDS Coordinator,

Baginning 7/08/2011 Resident #8 will be
monitored using a facllity audit tool which consists
of proper positioning, of side ralls, side rall locked

' in place, space between matiress and rail Is less

than four inches, side rail is securaly fastened I
postion, and the locking mechanism is
functioning . Resldent#2 is assessed to ensure
that her mals are properly placed at bedside.
Each bed is assessed using the side rail-audit
tool at the beginning of every shift by the
assigned nursing assistant. If the audil loo)

the bed properly and are In good working
order weekly for 60 days, then maonthly as
this will be added to the monthly
maintenance audit tool . The
Administrator will complete a report
weekly of all identified Issues that were
non-compllant, and the corrective action
taken . A copy of this report will be
submitted to the facility iDT team, conduct
a Patlent at Risk Meeting and review
appropriateness of Interventions. The IDT
Patlent at Risk meeting will be attended by
the Administrator, DON, MDS Coordinator,
- Director of Therapy, Social Worker and
Dietary Manger. The results of these
audits will be compiled monthly and

" Tpresént 1o QA, The QA committee will

address any findings of non- compliance
by educating individuals or using new
interventions as necessary, The facifitle’s
systern and findings will be monitored very
closely to ensure that a system remalns In
place.

Date of correction 7/08/2011
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I

reflects Interventions for Resident #2 and
Resident #8 are needed corrective action-will be
taken immediatsly. The findings of these audits
are reported immediatsly to the charge nurse,
who in turn will call the DON. These immediate
corrective actions can Include but are not limited

- [ to reposlitoning of resident, placing a barrier such

as pads or rolled up blankels to close any
potentially dangerous gap(s), adjusting the side
rall to a safe level and any mechanical failures
reparted to the Maintenance Director, The -
charge nurse will then inform the Administrator
and/or DON. The Administralor and/or DON also
reviews the side rails audits daily and will
continue so for the next 30 days. They will then
review them weekly for the next 60 days.
Non-compliant issues will be addressed

immediately by the Administrator and or DON and
Interventions put in place. In addilion, &il- -

non-compllant findings will be addressed aj
monthiy QA mestings.

To ensure that other rasidents are not affected by
non-complaint side rall issues, all residents with
side ralls will have a side rail assessment -
complated by the facillty's MDS Coordinator on
7/08/2011. All resident care plans and Kardex
were updated as of 7/08/2011. Each bed In the
facllity was assessad on 7/08/2011 by the
Director of Maintenance to ensure that the side
rails are In working condition, installed properly
and do not impose an entrapment risk. The audit
and assessment revealed 28 full side rails in use.
Out of that 28, 8 slde ralls were removed and 14
changed fo haif ralls, On 7/08/201 tusing the
mentioned slde rail audit tool, each resldent was
checked by the-DON or Administralor to ansure
his/her side rail does not Impose any entrapment
flsk. No gaps larger than 4 inches batwesn the
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mattress and side ralls were found, all rails were
fastenad correctly and tightly and no svidencs of
potential entrapment found, The Malntenance
Director or Nursing Supervisor will check gach
slde rail daily for the next 30 days to ensure that
side rails are securely fastened and no space
greater lhan 4 inches exist, The Malntenance
Director or Nursing Suparvisor will then check
sach side rall wéekly for the next 60 days fo
ensure that side rails are securcly fastenad and
o space greater than 4 Inches, Any
non-compliant findings will be addressed
immediately with corrective actions to ansure
resident safety. Further actlons and
assassments will be-evaluated at monthly QA
meslings. i

All nurses certified nursing asslstance,
housekespers, and departmant managers were
in serviced by the facllity Adminlstrator, Facility
Administrative Manager or DON on 7/07/2011
and 7/08/2011. Any individual who has not
completed this In service by 7/08/2011 will not be
allowed to work until completlon Is achleved, The
in service Included: proper pesitioning of full side
rails when head of bed is elevated, side rails
locked In placs, checking for space of less than
four inches belween mattress and bed, side rall is
securely fastened to the bed, and when ralsing
and lowering the side rail the bed functions with
no risk of entrapment. Each certifiad nursing
assistan{ was instructed to complste a side rall
ioai by auditing the residents that they are
assigned before the start of duty beginning
second shift 7/08/2011. After the 3rd shift on
7/08/2011 the auditing will take place at the
baginning and end of each shifi, Any findings
during the audit process that require corrective
actions by the nursing assistant will be taken
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immediately to ensure fesident safaty, and these
audit findings will ba feporied to the charge
nurse. These immedlate coreciive actions
Include but are not limited fo repositioning of
residert, placing a barer such as pads or rolied
up blankets to close any polentially dangerous
9ap, adjusting the side raif o a safe leval and any
mechanical fallures reported, The administrator
Is to be alerted Immediately of any issuss that
can not ba immediately resolved. The charge
nurse Informs the Adminisirator and/or DON of
any issues reported. The Adminlstrator and/or
DON also reviews ths skdo rails audits dally and
will continus so for the next 30 days. They will
then review them weskly for the next 60 days.
Non-compliant issues will be addressed
Immediately by the Administrator and or DON and
interventions put in place. In addition, all
-{-nen-¢ompliant findings and Interventions as well

as outcomes will be addressed at monthly QA
meetings.

To ensure that the system of preventing
accidents of potential bed rail entrapment
femalns in place and that the facllity remalns In
compliance; the DON or Administrator will audit
daily the complated slda rail tools completed by
the nursing assistant daily for the first.20 days
then weskly for the following 60 days. The
Maintenanca Director will compiete an audit
consisting of making sure all ralis fit the bed
properiy and are in good working order weekly for
60 days: The-Administrator wiii complete a report
weekly of all dentified issues that were
non-compiliant, and the comaclive action, waekly.
A copy of this report will be submitted to the
faclity IDT team, conduct a Patient at Risk

Meeting and review appropriatenass of

F 323
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interventions. The IDT Pallent at Risk meeting will
be attended by Administrator, DON, MDS

Coordinator, Director of Therapy, Social Worker
and Distary Manger. The results of these audits
will be compilad monthiy and prasent to QASA,
The QA3A commitiee will address any finding of
non compliance by educating Individuals or using
new Interventions as necessary, :

Immediate Jeopardy was removed o July 8,
2011 at 7:55 p.m. with interviews of direct care
and licensed nursing staff who confirned they
recaived In-servics training on 07/08/11 prior to
reporting on duty.

Interviews with nursing staff revealed awarenass
of-the monftering tool fo ba completed at the
beginning and end of every shift, Nursing staff
was able o state actlons to be taken if sldé rails
were not fitting properly or presented a safety
hazard. Staff also related knowlsdgs of proper
positioning of full side reils when the head of the
bed was elevated,

All resident beds were obsarved whils
accompanied by licensed and non licensed
nursing skaff. Observations revealed bed raifs
wera securely attached to the bed frames ang
appropriate to resldent needs. :
F 371 | 483.35()) FOOD PROCURE, _ F3rn
85=E | STORE/PREPARE/SERVE - SANITARY On 7/07/2011 the facllity took down the
: ceiling fan blades and the fan was

The facillty must - removed on 7/25/2011 to remove the
{1 Flr:cu? fo;)ldffrolm s%ur;esdapp;r(;ectj or local potentlal for future lssugs. The racks were
conslaered salisfactory by Federal, State or loca cleaned on 7/08/2011.

authorities; and
{2) Store, prepars, distribute and serve food

under sanitary conditions

F-371 Store/Prepare/Serve -Sanitary
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This REQUIREMENT Is not met as evidenced
by:

Based on obssrvations and staff Inferviews, the
facliity failed to clean a ceiling fan directly over a
food preparation table and food serving area and
failed 1o clean a metal rack contalning serving
utenslls direcily over a food preparation table,

The findings are:

1. On 07/05/11 at 11:42 a.m, a white celling fan
which was positioned directiy over a food
preparation and food serving table in the kitchen
was observed in operation. Closer observation of
the ceiling fan reveated that each of the fan
blades had an accumuiation of a black substance
on their edges and lips. Staff was cbserved’
preparing/serving foods for the lunch meal
direcily under the ceiling fan. )

On 07/06/11 af 12:15 p.m. the kilchen's celling
fan was again observed in operation while staff
was prepaning/serving foods on the table directly
undemeath the fan.

On 07/07/11 the facility's Dietary Ménager turned

the celling fan off and each of the fan blades were.

observed fo have a black substanca with a heavy
dust bulldup on their edges and on their tips.

During an interview on 07/07/11 at 9:40 a.m. the
Dietary Manager stated it was her expectation for
all areas in the kitchen to be kept clean. She

- completea weekly audit tool on

The diatary manager for
All dletary staff on 7/27/2011
In order to ehsure that other areas are not

affected by the same alleged deficlent
practice the dletary staff was In serviced
on sanltary preparation and storage. The
am staff was Instructed to complete an
audit tool daily for 30 days, then
completed monthly thereafter by the
Dietary Manager. Any findings on the

. audit tool that are not In compllance will

i be corrected immedlately before food

‘ preparation begins. The maintenance
director or his designee will be notifled
immediately for correction.

To ensure that a system ramairs In place
the dietary manager will audi compliance
of dally audit tool completton. She will

equipment sanltation for 30 days,
Thereafter the areas will be sudited
monthly using the Kitchen sanitation tool
compizated by the Distary manager for
monthly QA. The findings and immediate
remedies will be reported to the
Administrator daily. The dletary manager
wiil prepare a report of findings weekly for
30 days than monthiy thereafter. This tool
wlil be presented to QA.
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explained sometimes dietary staff cleaned the _
coiling fan anq somelimes maintenance glpaned The facility plans to monitor Its
them. Sthe ‘;zgielti;h?:' cleartlling ;f the ceiling fan parformance to make sure that solutlons
was not on en's routine cleaning :
schedules and she was not sure when the ¥ were are su-stalned and to evaluate the s:stems
fast cleaned. She stated it looked like dust had effectiveness by weekly monitors of all
coliected on the edges of the blades and stated completed tools by the facility
they should be routinely cleaned. She further Adminlistrator. The facllity Administrator
verified the celling fan was direclly over the food will also complete an audit tool weekly for
pleparaflon table and the serving line whare all 30 days of all dietary areas and equipment
reskdent's food was served onto thelr plates. to ensure areas are clean and sanltary for
2. O G7/05/14 at 11:41 ai. a metal rack was . food preparation and storage. Thereafter
-observed sitting on top of a food preparation table . the Dietary manager will complete a
with a variety of kitchen utensiis hanging from the sanitation audit and report monthly for
top of it. On the top right side of this metal rack, " QA. Any areas will be corrected
nextto the Ser!'lg utensils there was agray immediately and the findings of this audit
substance hanging down from the top comer of will be presented to the OA committee
.| the stand directly over the food preparation area; -~ |- - wm [t thiv re that the system
Staff were observed preparing foods for the iunch ~ mon ¥ to ansure tha v
meal at this time. remains in effect.
Further obsorvations on 07/07/11 at 9:44 a.m. Correctlon date 7/30/2011
revealed a gray substancs hanging down from
the top right corner of the metal rack sitting on top
of a food preparation table, next to the serving
utensils and direclly over the food preparation
area, Staff were not observed preparing food at
this time.
During an interview on 07/07/11 at 9:44 a.m. the
Dlstary Manager confirmed the gray substance
hanging down from the top right side of the rack
on the foed preparation table looked ike dust.
She explalned the rack was used to hang various
kitchen utensils for serving food on the tray line.
The Dietary Manager stated the rack was
supposed o be cleaned each waek when the
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filters in the hood over the stove were cleaned. F-d41 Infection Control, Prevent Spread,
She further stated staff must have missed Linens
cleaning the rack when the hood flters were
cleaned earlier on Monday of this week. She Corrective action for the alleged deficlent
funhgr slated equipment with d.uslshould not be practice of the facility falllng to remove
hanging.over the food preparation areas, solled gloves and wash hand dur]
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441 g ands during a
y =£ | SPREAD, LINENS dressing change was accomplished by
counseling the employee on proper

The facllity must establish and maintaln an
Infection Gontrol Program deslgned to provide a
safo, sanitary and comfortable environment arxd
to help prevent the development and transmission
of disease and Infection.

(a) Infection Control Program
The facility must establish an Infection Control
Program under which it-
(1) investigates, controls, and prevenis infections
In the facility;

{(2) Decldes what procedures, such as isolation,
should be appiled to an individyal resident; and
{3).Maintains a record of Incidents and corrective
aclions related to infections.

{b) Preventing Spread of Infection

(1} When the Infection Gontroi Program
determines that a resident needs Isolation to
prevent the spread of Infection, the facllity must
[solate the resident

(2) The facility must prohibit employees with a .
communicabis disease or infected skin lesions
from direct contact with Iesidents or their food, if
direct contact will transmit the disease,

(3) The facllity must requiré staff to wash their
hands after each direct resident contact for which
hand washing Is Indicated by accepted
professional practice.

- staffbetween 7/27/2011 and 7/30/2011,

technlque to prevent Infection on
7/27/2011 by the DON,

In order to ensure that others are not
affected by the same alleged deficlent
practice the_ facility in serviced ai) license. . .

On 7/28/2011 the Director of Nursing
observad the individual cited to ensura
return demonstration was appropriate and
that substantial compllance was achleved,

Sothat others are not affected by the
sama alleged deflclent practice The
Dlrector of Nursing in-serviced al) licensed
nurses and certlfleq nursing assistants
between 7/27/2011 and 7/30/2011 on
hand hyglene, glove Usage, and proper
Infectlon control measures .Any licensed
nurse or certifliad nursing assistant not In
attendance, were required to cornplets an
In-service prior to being allowed to do
patient care.
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(c) Linens

Personrie! must handle, store, process and
transport linens so as to prevent the spread of
infaction, ;

This REQUIREMENT is not met as avidencad
by:

Based on observatlons, staff interviews, and
faciilty record reviews, tho facility staff talled to ‘
remove Solled gloves and wash hands during a
dressing change for one (1) resident. (Resldent
#3), wear gloves or wash hands while providing
Incontinenca care for one (1) resldent (Resldent
#2), cloan residents’ skin before obtaining finger
stick blood sugars for two {2) residents. -
| (Residents #15.and #21) from a total sample of
ten {10 residenis observed for care. In addition
the facllity failed fo clean equipment between
Tesldent uses,

The findings are: o

1. Resident #3 was readmitted to the facility with
diagnoses including Ischemic Heart Diserse,
Chronic Obstructive Pulmonary Disease and
Diabetes. Review of the most recent Minimum
Data Set (MDS) dated 05/10/11 indicated
Resident #2 had severely Impaired cognltive skills

for daily decislon making and required total
assistance with bed mobility, bathing and toilet
use. The MDS further indlcatad Resident #3 wag
at risk for pressure ulears with one Stage N
pressure ulcer present,

Review of a physician's order dated 06/28/11 to

L clean left hip wound with normal saline and apply

F 441 The systematic changes made to ensure
that the facllity includes an Infectlon
control plan to prevant the spread of
infectlon Include a dalily maonltoring tool
completed by the Director of Nursing,
Administrator, or Weekend supervisor to
be completed daily for 30 days then
monthly thereafter, Any non- coempliance
is corrected Immediately and reported to
the Adminlstrator,

In order to moniter the facility's
performance the Administrator wil)
complete an audit weekly of the daily
compllance toofs toncerning glove usaga
and proper infection control measures
. The MDS Nurse or DON will complete an

cbservation tool to randomly select 3
licensed staff mermber to document
compliance. This will be completed
weekly for 30 days then monthly
thereafter,

Findings from all audjis will be corrected
Immediately and will be presented to the
QA committee monthly . Any non-
compliant staff member will be re-
educated on the Proper technigue and
Monltored daily untl compliance .
achleved, The QA committee wil] evalyate
all reports to ensure that the system
remains in effact.

Date of correction 7/30/2011
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an anliseplic solution wet to dry dressing daily.

On 07/06/11 at 4:15 p.m., Licensed Nurse (LN)
#3 was observed providing wound care to
Resldent #3. LN #3 gatheréd supplies, washed
her hands, gloved and removed fhe solled
dressing. Without changing gloves or washing
her hands, LN#3 cleansed the wound with normal
saline, applied the wet to dry dressing and taped
the dressing in place,

On 07/06/11 at 4:35 p.m. LN #3 was Interviowed
and acknowledged she did not change gloves or
wash her hands after removing the old dressing
and before cleaning and applying a ¢lean
dressing to the wound. LN #3 added she should
have taken her glovas off between rarmoving the
old dressing and before cleaning and redressing
the wound,

An interview on 07/08/11 at 4:05 p.m. with the
Director of Nursing {DON) revealed it was her
expectallon for licensed nurses to wash their
hands prior to the procedure, gather supplies,
glove, remove old dressing, remove gloves, wash
hands, re-glove and procead with wound care,

2. An observation of the 300 Hall shower room on
07/08/11 at 10:05 a.m. revealed a shower chair
located just outside the shower stall. A one {1) by
two (2) inch area of brown colored matter was
observad on tha chair frame below the seat.
Subsequent cbservations on 07/06/11 at ;00
p.m. and 4:30 p.m. revealed brown colored
matter remalned on the shower chalr frame. An
observation on 07/07/11 at 8:45 a.m. revealed the
shower chalr was located in the shower stall, wet
with brown colored matter on the chair frame,

Corrective actlon for the alleged deficlent
practice of the facility falllng to ¢lean the
resldent’s skin before obtalning a finger
stick for blood sugars on resident # 15 and
# 21 was obtained by counseling the
licensed staff members responsible on
proper technigue and policy.

Completion date 7/27/2011.

. Inorder to ensure that others are not

. affected by the same allaged deflclent -

* practice the DON required that the two

© nurses complete a return demonstration
on proper technlque. She also In-serviced
alllicensed staff on policy and procedure

“and appropriaté téchnlgue between

7/27/2011 and 07/30/2011.

The systematic change made to ensure
that the facilfty Includes an infection
control program to pravent the spread of
infection concerning blood glucose checks
includes a moenltoring tool with this area
observed dally by the Director of Nursing
or Week end supervisor. The audit wiil be
compieted dally for 20 days then waekly
for 3 months. Thereafter it will be audited
using the monthly Infection cantrol audit
tool. Any non-compllance will be
corrected Immediately and the staff
member retrained on technique.
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An Interview with the housekeeping supenvisor on
07/07/11 at 9:00 AM revealad houssekeeping
providsd a deep pressure cleaning with a
degreaser agent in the shower rooms and on
shower chalrs fires thmes a week, He also
indlcated housekeeping staff provided dally
cleaning of resident areas including the shower
rooms and shower chairs and more frequently if
needed. During this interviaw, the housekeeping
supervisor observed the presencs of a brown
colored malter on the shower chalr, He further
revealed it fs the responsibility of the nursing
assistants (NA) to clean the shower chairs with a
disinfectant spray between residens’ use.

On 07/07111 at 9:15 am NA #1 was interviawed
and indlcated NAs should clean the shower chair
with disinfectant spray between uses for each

| resident.. NA #{ acknowledged the showar chair

had been used throughout the day.

An interview on 07/08/11 at 4:06 PM with the
DON revealad the NAs ware expacted to spray
and wipe down the shower chairs wilh &
disinfectant spray between residents’ use

A review of an undated facility policy for
Incontinence Care stated to put on gloves before
providing perineai care.

3. Resident #2 was admitted on 01/ 1405 with
diagnoses including Stroke, Left Sided Paraiysis,
Aphasla, Abnormal Posture, and Dementia. A
review of the annual Minimum Data Set {MDS)
dated 12/20/10 revealed the resident had short
term and long term memory problems and severe
impaitment in cognition. The MDS also indicated
Rasident #2 required extensive assislance to

" findings will be reported to QA for

- practice of the facllities fallure to clean

" obtained by fﬁsbécﬂﬁg and cleaning all

action will be reported dally to the
Administrator for 30 days, and a report
will be complied monthly for QA.
Thereafter this wiil be monitored monthly
by the DON using an Infectlon audit tool

evaluation and to ensure that the system
remains In place..

Date of Completion 7/31/2011

Corrective action for the alleged deficient

equipment In between resldent uses was

shower equipment on 7/08/2011,By the
Housekeeping Director

To ensure that others are not afected by
the same aileged deficient practice the
facillty staff was In serviced on fachity
policy and proper cleaning of equipment,
In services were held between 712772011
and 7/30/2011 by the DON.
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move to and from a lying position in bed, turn
from sids fo slde, and position her body in bed.
: . To ensure that the facllity has
.f\ review of the Plan of Care for activities of daily Implemented a systematic change to
living dal.ed 12/23/10 for Resldent #2 indicated ensure that ail equipment Is cleaned
interventions to check residant frequently for
. - , A properly an audit tool was implemented
incontinence and provide peri-care after each
episode. for daily usage by the NA, An audit tool
wiil be completed daily for 30 days by the
A review of the Plan of Care for Resident #2 at Director of Nursing or weekend Supervisor
risk for skin breakdown due to immobllity and - Thereafter, the DON wilf complete an
incontinence dated 12/23/10 indicated Infection Control audit tool monthly, to
inferventions to keep resident clean and dry. monltor this areas compliance, Any non-
During an observation of inconlinence care on compliance Is corrected Immediately and
07/06/11 at 9:28 a.m. for Resident #2, NA #7 reported to the Adminlstrator
washed her hands and put gloves on, NA#8 was Immediately.
standing on the opposite side of the resident's
bed and did not wash her hands or put gloves on. The Administrator will compile a report of
1 NA #8 assisted with turning the residant while NA “allfindings and interventions to discuss
caled Inons were pusnedup ordor Reseion o2 o oo commitee monthlyfor 3
months . Thereaft
and NA #8 rolled the soiled linens down toward i er the.Do_N wilf compile
the foot of the bed with her bare hands and an Infection Conteol audit discussed
placed them Into a plastic bag. NA #7 put monthly durlng OA. To ensure that the
clothing on Resident #2 and NA #8 took a gait system remalns in place,
bet fromn around her walst and asslsted NA #7
with ransferring the resident to a wheelchalr, NA Date of correction 7/31/2011
#8 took ihe gait belt off of Resident #2, placsd her
hand on the door handle of the room, opened the
door and walked out info the hallway,
During an Interview on 07/06/11 at 9:52 a.m. NA
#8 verified she rolled the solled linens down from
the top of the bed. She stated she did nol think
she neaded to wear gloves or wash her hands
because she did not touch bodily fluids.
|
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Duiing an Interview on 07/06/11 at 957 a.m. NA
#7 stated she did not know why NA #8 did not
wear gloves while she assisted with Incontinence
care. NA#7 stated she always wore gleves when
she assisted with incontinence care because "you
don't know what you're going to touch.”

During en interview on 07/08/41 at 4:30 p.m. the
Directer of Nursing {DON) stated it was her
expectation that Nursing Assistants shouid
always wash their hands and wear gloves when
providing incontinence care and when assisling
with incontinence care. She stated LN #8 should
have washed her hands and put on gloves before
assisting with incontinence care and she should
have washed her hands before she handled the
galt belt and door handle to Resldent #2's room.

4. Resident# 15 was admitied to the facillty
1215110, with diagnoses including Diabstas
Meliitus and Siroke.

a. An observation was conduéted on 07/05/11 at
4:35 p.m. of Licensed Nurse {LN) #2 obtaining a
finger stick blood sugar {FSBS) from Resident
#15. LN #2 was observed puncturing the
resident’s finger, obtaining blood sample, and
then wiping the puncture site wiih an alcohol
swab,

An interview with LN #2 on 07/05/11 at 4:47 pan,
revealed her common practice was not to clean
the puncture site prior to sticking a finger for
FSBS. She stated she was taught this pracedure
in nursing school, .

b. An gbssrvation was conducted on 07/06/11 at
11:65 a.m. of LN #3 obtaining & FSBS from

F 441
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Resident #15. LN #3 was observed puncturing
the resident’s finger, obtaining blood sample, and
then wiping the puncture site with an alcohol
swab,

revealed her comman practica was not to clean
the puncture site prior to sticking a finger for
FSBS. She stated she was laught this procedure
when she did clinical practice during nursing
training at the local acute care facility in 2007,

An interview with the Director of Nursing {DON)
on 07/08/11 at 10:35 a.m. revealsd it was her
expectation for nurses to dlean puncture sites
before obtaining FSBS. S$he added she folt this
was best practice for long term care.

6. Resident #21 was admitted to the facliity

-1 01710710 with dlagnoses Including Diabetes

Mallitus and Stroke.

a. An observalion was conductad on 07/05 11 af
4:44 p.m. of Licensed Nurse (LN) #2 obtaining a
finger stick blcod sugar (FSBS) from Resident
#21. LN #2 was observed puncluring the
resident's finger, oblaining blood sample, and
then wiping the puncture site with an aleahol
swab,

An interview with LN #2 on 07/05/11 at 4:47 p.m,
revealed her cammon practice was not to clean
the puncture site prior to sticking a finger for
FSBS. She stated she was taught this procedure
in nuraing school.

b. An ebservation was conducted on 07/06/11 at
12:00 p.m. of LN #3 obtaining a FSBS from

An Interview with LN #3 on 07/06/11 at 12:05 p.m.

F 441
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Resident #21, LN #3 was observed puncluring
the resident's finger, obfalning blood sample, and
then wiping the puncture site with an alcohol
swab,
An interview with LN #3 on 07/06/1 1 at 12:05 p.m.
fevealed her common practice was not to clean
the puncture site prior to sticking a finger for
FSBS. She stated she was taught ihis procedure
when she did clinlcal practice during nursing
fraining at the local acuts care facility in 2007,
An interview with the Director of Nursing (GON)
on 07/06/11 at 10:35 a.m. revealad it was her
expectation for nurses to clean punclure sites
before obtaining FSBSs. She added she felt this
was best praclice for long term care.
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