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A resident has the right to prompt efforts by the
facility to resolve grlevances the resident may
have, including those with respect to the hehavior
of olher residents.

This REQUIREMENT is nol met as evidenced
by:

Based on family and staff interviews and record
raview, the facility failed to follow up on
grievances made by a family member on behalf
of two (2) of two (2) residents regarding staff
trealment and call bell response. (Resident #1
and Resldent #4).

The findings are:

1. Resident #1 was admilted fo the facliity with
diagnoses which included dementia. The most
racent Minimum Data Set (MDS), a quarterly
assessment dated 06/02/2011, indicagted the
resldent has severely impaired cognition and
requires extensive assistance with activilles of
daily living.

A review of the medical record of Resldent #1
revealed a nurses progress nole dated
06/13/2011 8:00 p.m. which stated: "Family upsel
said Res. had had her light on a long time."

An interview with the family of Resident #1 on
06/30/2011 at 3:25 p.m. revealed they filed a
verbal complaint with the Social Worker on
06/14/2011 about the Incident on 06/13/2011.
The family stated they were upset because two
nursing assistants and a licensed nurse came
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Whai corrective action(s) will he
accomplished for those residents found to
have been affected by the deficient practice?
A careplan meeting was heid on 7/22/11 with
family of resident #1. The Executive Direcior
and Regional Director of clinical services was
in attending. A weekly call from careplan team
and Jor ED to daughter (responsible party)
will be made on Thursdays (o ensure there are
no grievances that have not been addressed.

" Resident # 4 Was discharged on 07/12/11.
Prior to planned discharge resident had 2
grievances that were resolved within the same
day. Social Worker stated that family
verbalized satisfaction with care given.

Residents identified as having the potential
to be alfected by the same deficient practice.
What corrective actions will be taken?

All residents have a potential to be affected. |
The DON was re-educated by ED and I
Regional Consultant on 06/30/11 on |
foltowing-up on grievances promptly. All
residents were asked If they had any
complaints/issues that had not been
addressed. No resldents verbalized having
any grievances that have been un- resolved,
Audit completed on 07/28/11 by Social

worker and ED, IDON.
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inlo their mother's room, over a period of
approximately twenty minutes, in response to
their mother's call bell but none of them attended
to their mother's neads. The resident needed
repositioned In bad and her gown changed
because it was damp wilh perspiration. Resident
#1's famlly stated they were told by the Soclal
Worker that lhe Director of Nurslng (DON) wouid
be nofified and would follow up with them, They
staled they had not been contacted by the DON
as of 06/30/2011.

An Interview with the Soclal Worker on
06/30/2011 at 4:00 p.m. revealed she had spoken
to Resident #1's family on 06/14/2011 and had
relayed the family's concerns to the DON on
06/14/2011,

An interview with the DON on 06/30/2011 at 4:14
p-m. revealed she had spoken lo one of the
nursing asslslanis named in the complaint but
had not yel talked lo the other nursing assistant
or lhe licensed nurse named in the complalnt.
When asked aboul the usual Ume it takes to
follow up on grlevances, she slated she usually
tries 1o follow up with family members within three
(3) days. When asked about the lack of response
lo Resldent #1°s famtly, she stated she jusl got
busy with other things and forgot.

2. Resldent #4 was admitted to the facility with
diagnoses which included left pelvic fracture,
fraclure of left humerus, hypertension and
hypokalemia. Revlew of the 5/31/11 Minimum
Dala Set (MDS) revealad Residant #4 was
assessed as alert and orlented. The facllily also
Identifled Resident #4 as being interviewable.

During an interview with Resident #4 on 6/28/11
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What measures will he put into placed or
systematic changes will be made to ensure
that the deficient practice Joes not recur?
The Social Worker will fill out comment and
concern card on all grievances. The Social
Worker will make a copy of comment and
concern and give the original to appropriate
Dept. Manager. The Social Worker will
follow-up with Dept. Manager if grievance
card is not returned within 5 days. Beginning
on 06/30/11

How the corrective actlon(s) will be
monitored (o ensure the deficlent practice
wlil not recur?

The Social Worker will present data to the
Monthly Quality Assurance Mecting for the
next 3 months. The Data will include how
many grievances per month and how many
were followed up in a timely manner,
Beginning with the August 17" 2011 Q A
meeting.
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at 12:00 PM, she stated staff had spoken rudely
to her while her family was visiling. She could not
recall lhe date or the exact words spoken but
stated the "tone of volce was harsh and rude."
Resident #4 slated that her family member
raported the Incident to staff.

During a telephone Inlerview on 6/29/11 at 5:30
p.n. and again on 7/15M11 at 8:50 a.m., Residenl
#4's family stated while visiting Resident #4 on
6/7/11 she overheard a slaff member speak
rudely fo her family. The family member stated
she reporled the staff member's rudeness the
following day 6/8/11 durlng a scheduled care plan
meeting. The family member also stated she was
unaware of the faciiity's follow-up. Resident # 4's
family further stated on another occasion (she
could not recall the date) while talking on the
phone with her mother, she overheard a slaff
member say "lhere is only one of me,"” when her
mother asked for help. The family member
specified she reported this fmmediately following
ihe Incident to the Direclor of Nurses (OON). She
stated lhe DON reporied she would address (he
incident but was never nolified of follow-up to the
incident,

The Director of Nurses (DON) stated during an
Interview on 6/208/11 at 5:45 PM Resident # 4's
family had reporled staff member speaking rudely
to her mother. The DON slated she spoke with
the staff member but had not followad up with the
family member,

F 241 )433.15@ DIGNITY AND RESPECT OF

$5=D NDIVIDUALITY

The facitity must promote care for residents In a
manner and in an environment that maintains or

F 166

F 241
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enhances each resident's dignity and respect in
full recognition of his or her individuality.

This REQUIREMENT tis not met as evidenced
by:

Based on family and staff Interviews, the facility
slaff failed to treat residants in a dignified and
respeciful manor for two (2) of ten (10) sampled
residents revlewed for freat residents with
dignigly and respect (Resident #1 and Resident
#4).

The findings are:

1. Resldent #1 was admilled to the facllity with
diagnoses which included dementia. The most
recent Minimum Dala Se! (MDS), a quarterly
assessment dated 06/02/2011, indicagted (he
resident has severely impaired cognilion and
requires extensive assistance with activities of
daily living.

A review of the medical record of Resident #1
revealed a nurses progress note dated
06/13/2011 8:00 p.m. which stated: “Family upsel
said Res. had had her light on a long time "

An Interview with the family of Resident #1 on
06/30/12011 at 3:25 p.m. revealed they filed a
verbal comptalnt with the Soclal Worker on
06/14/2011 aboul the incident on 08/13/2011.
The family stated they were upsel because two
nursing assislants and a licensed nurse came
Into thelr mother’s room, over a perlod of
approximately twenly minules, In response to
thelr mothers call bell but none of them attended
10 their mother's needs. The rasldent needsd

. accomplished for those residents found to

S8=D
What corrective actlon(s) will be

have been affected by the deliclent practice?
A careplan meeting was held on 7/22/11 with
family of resident #1. The Executive Director
and Regional Director of clinical services was
in attending. A weekly call from careplan team
and Jor ED to daughter (responsible party)
will be made weekly (o ensure there are no
grievances that have not been addressed.
Resident # 4 Was discharged on 07/12/11.
Prior to planned discharge resident had 2
grievances that were resolved within the same
day. Social Worker stated that family
verbalized satisfaction with care given.

Residents {dentifled as having the potential
to be affected by the same deficlent practice.
What corrective actions will be taken?

All residents have a potential to be affected.
All Staff are being educated on how to
address residents in a respectful manner,
answer resldents request promptly and to
report any grievance a resident has
immediately to snpervisor. Staff are also
being educated on filling out comment and
concern cards and returning to Social
Worlker immediately when a complaint
lissue is brought to their attention,
Educatlon is being done by IDON, ED, SDC
and will be completed by July 28trh

What measures will be put inte placed or
systematle changes will be made to ensure
that the deficient practice does not recur?
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repositioned in bed and her gown changed
because It was damp wlth persplration. Resldent
#1's family stated they ware told by the Soclal
Worker that the Director of Nursing (DON) would
be notifiad and would follow up wilh them. They
stated they had not been contacted by the DON
as of 06/30/2011,

An interview with the Social Worker on
06/30/2011 at 4:00 p.m. revealsd she had spoken
to Resident #1's family on 06/14/2011 and had
relayed the family's concerns to the DON on
06/14/2011.

2. Resident #4 was adimitied to the facility with
diagnoses which included left pelvic fracture,
fracture of left humerus, hypertension and
hypokaelemia. Review of the 5/31/11 Minimum
Dala Set (MDS) ravealed Resident #4 was
assessed as alert and orlented. The facility also
Identified Resident #4 as belng interviewable.

During an Interview with Resident #4 on 6/28/11
at 12:00 PM, she staled stalf had spoken rudely
to her while her family was visiting. She could not
recall lhe date or the exact words spoken but
stated the "tone of volce was harsh and rude.”
Resldent #4 staled that her family who witnessed
the incldent reported the incident to staff.

During a telephone Interview on 6/29/11 at 5:30
p.m. and agaln on 7/15/11 at 8:50 a.m., Resident
#4's family stated while visiting Resident #4 on
6/7/11 she overheard a staff member speak
rudely to her family. The famlly member slated
she reported the staff member’s rudeness the
following day on 6/8/11 during a scheduled care
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All new staff wlll be educated on dlgnity,
and responding to resident in a respectful
manner, responding to call light quickly. All
current employees will be re-educated on
dignity and respect every three months. The
education will be done by DON, ED, Social
IServices and/or SDC.

How the correctlve action(s) will be
monitored to ensure the deficient practice
will not recur?

The Social Worker will interview 10
residents per week to ensure they are belng
ireated will: dignlty i.e, call lights are being
answered timely, spoken to in 2 respectful
manner . The andits will begin on 07/28/11
and will be taken to the PI meetings for the
next 3 months by the Social Services
Director. Deglnning with the PI meeting set
for August 17", 2011
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plan meeling. Resident # 4's family furlher stated
on another occaslon (she could net recall the
dale) while taiking on the phone with her mother,
she overheard a staff member in a rude tone say
"there is only one of me,"” when her mother asked
for halp. Tha family member specified she
reported this immediately following the incident to qlwlu
the Direclor of Nurses (DON). F281 483.20 (k) (3) (1) SERVICES
F 281 483.20(k)(3)()) SERVICES PROVIDED MEET F 281 PROVIDED MEET PROFESSIONAL
55=D | PROFESSIONAL STANDARDS STANDARDS
S8=D

The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by:

- Basad on medical record review and staff

interviews the facility falled to transcribe and
administer medications as ordered by the
physician for two (2) of of fifteen (15) sampled
residents. (Resident #12 and #19)

The findings are:

1. Resident #12 was admitted to the facilily on
6/15/2011. The resident's admitting dlagnoses
Included Spinal Stenosis, pain and status post
Lumbar Laminsctomy.

A review of the admitting physician orders dated
6/15/11 included an order for
Glucosamine/Chendrollin one capsule by mouth
daily at 8:00 AM for generalized joint pain. Further
roview of the hand wrilten Medication
Adminisiralion Record (MARY) for the month of
June 2011 revealad that

FORM CMS -2687(02-08) Previoua Varslons Gbsolste
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What corrective action(s) will be
accomplished for those residents found to
have been affected by the deficient practice?

Resident #12 MARS were correcled on
06/30/11, MD was notificd of missed doses
and Medication error was filled out.

Resldents identified as having the potential
to be affected by the same deficlenl practice,
What correciive actions will be taken?

All residents having been admitted prior to
May 2011 MAR checks have a potentlal to
be affected,

On 06/30/11 Omincare Pharmacy Director
Jackie Knight was notified by phone by the
Regional Director of Clinical Services that
facility will use hand written MARS on new
admits uniil the next months MARS are
printed out for review. New admissions for
the month of June were checked for
medication errors. No lurther transcription
errors were found, Audit was completed by
Medical Records Director and was
completed on July 28", 2011,

If continuation sheel Page 6 of 21
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Glucosamine/Chondroilin was administered from
6/15/2011 to 6/19/2011. The hand wrilten MAR
was then replaced with a printed MAR sent by the
pharmacy on 6/20/2011. Review of the
computerized MAR daled 6/20/11 revaaled the
order for Glucosamine/Chandroltin was not
transcribed and Residen! #12 did not get this
medication from 6/20/11 to 6/30/11. An
obssrvation revealed that
Glucosamine/Chondrollin capsule was one of the
stocked over the counter medication itams in the
facitity.

An interview wilh Licensed Nurse #1 (LN #1)on
6/30/2011 al 9:55 AM revealed that she did not
administer the medication and was nof sure why
it was nol transcribed on the computer printed
MAR. The interview revealed that two nurses
were assigned to chack for accuracy of all
physlcian orders when printed MARs were
received from the pharmacy.

An interview with Licensed Nurse #3 (LN #3) on
6/30/2011 at 10:02 AM revealed that she was one
of the nurses who checked the entries in the
newly printed MAR on 8/20/2011 and she had not
nolice the omilted Glucosamine/Chondroitin
order. LN #3 staled that the sacond nurse who
signed off on the entries also missed the error
resulting in Resident #12 not getling the
medication as ordered by the physician.

An interview with the Director of Nursing (DON)
on 6/30/2011 at 11:30 AM confirmed (hal two
nurses were responsible for checking the
accuracy of all physiclan orders. The DON sialed
that it was her expeclalion that all entries had to
be double verified and signed off by two licensed
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What measures wili be put into placed or
Systematic changes wil] be made {0 ensure
that t.hc deficient practice does not recur?
Nursing staff will be educated to yse '
handwritten MARS until MARS are printed
out for the next monih, ‘They have also been
educated on the Systematic change of not
using the printed MARS until they have
been the monthly check of two nurses

verifying aceuracy has been completed.
Education will begin on 7/25/11 and will be
completed on 07/28/11,

How the corrective action(s) will he
monitored to cnsure the deficlent practice
will not recur? i
Medical Records will audit all new admission
to ensure that a hand written MAR is used
until the end of the month when MARS are
printed and printed MARS are used only
alter fwo nurses have signed that ¢lhey have
checked. The information will be taken by
Medical Records to the Monthly Quality
Assurance meeting for the next three months
beginning wilh the August 177 2011,
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2. Resident #19 was admilted to the facility on
12/04/2010. Resident#19 had admitling
diagnoses including history of Urinary Tract
Infection.

Resident #19 had a physician order dated
12/06/2010 for: Nitrofuantoln 50 mg capsule
Take 1 Cap (capsute) by mouth every day as
preventive trealment for a history of urinary tract
Infection. Review of the monthly computerized
 physician orders for April and May 2011 revealed
the resident continued to receive the
Nilrofurantoln as ordered.

Further review of Resident #19's medical racord
revealed the order for the Nitrofurantoln was not
wriiten on the computerized physician orders for
June 2011. Revisw of lhe Medicalion
Administration Record for June 2011 revealsd the
resident conlinued to recelve the Nitrofurantoin
50 mg once a day.

An interview with Administrative Nurse #1 on
6/26/2011 at 11:59 AM revealed that two nurses
always checked the accuracy of all physiclan
orders al the beginning of the month. The nurse
stated it was the responsibilily of those two
assigned nurses to check all new and previous
physiclan orders for accuracy and completeness.

An Interview with the Director of Nursing (DON)
on 6/30/2011 at 11:30 AM confirmed that two
nurses were responsible for checking the
accuracy of all physlcian orders. The DON statad
that it was her expectalion that ali entries should

F 281
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be verified and signed off by two licensed nurses.
F 314

F 314} 483.25(c) TREATMENT/SVCS TO

5=/ PREVENT/HEAL PRESSURE SORES
Based on the comprehansive assessment of a
resident, the facility must ensure that a resident
who enters the facllity without pressure sores
does not develop pressure sores unless the
individual's clinlcal condillon demonstrates that
they were unavoidable; and a resldent having
pressure sores recelves necessary trealment and
services to promole healing, prevent infaclion and
prevent new sores from developing.

This REQUIREMENT is not mel as evidenced
by:

Based on observalions, residenl and slaff
Interviews and racord revlew the facillly failed to
provide treatment and interventions as orderad by
the physiclan for two (2) of six (8) sampled
resldents with pressure ulcers. Resident #s 7
and 10.

The findings ara;

1. Residenl #7 was admiited to the facllily on
10/6/10 wilh diagnoses that Included dementla,
anxiety and diabetes mellitus among others. The
most recent Minimum Data Set (MDS) dated
6/2/11 specified the resldent had short and long
term memory impairment and severely impaired
cognitive skills for daily decision making. The
MDS also specifiad the resident required
exlansive assistance with Activities of Dally Living
{ADLs) that included bed mabilily and had no
pressure ulcers.

F 314 TREATMENT AND SERVICES TO
PREVENT/HEAL PRESSURE SORES.
SS=E A

What corrective action(s) will be
accomplished for (hose resldents found to
have been affected by the deficient practice?
Resident #7 TARS are being reviewed daily to
ensure therg are no omission of treatments,
Resident #7 Heel booties wereadded fo care
guides on June 30/1! is being monitored by
MDS Ceordinator daily to ensure heel booties
are on. Resident # 3 Lift booties added to care
guide on 6/30/11. TARS are being monitored
daily by the MDS Coordinator to ensure there
are no omission on treatment. Monitoring
began on 07/25/11

Residents identificd as having the potential
to be affected by the same defictent practice.
What corrective actions will be taken?

All resident with pressure uleers or preventive
measure in place have a potential to be
affected. All resident with pressure uleers
and preventive measure were audited on
06/30/11 fo see if treatments were being
carried out as per ordered and preventative
devices were In place as per orders. All
preventive devices were found to be on
residents as per orders. Licensed nursing
staff were re-educated on the need to give
treatment and sign TAR off when treatment
given and they are responsible for checking
their own TARS prior to end of shift to ensure
all TARS are completed. Nursing stafT was

|

q\'fﬂht
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Resident #7's medical record was reviewed and educated on_cnsuring that Lift booties are in
place on resident that have orders for them,

revealed a document lifled, "Braden Scale for
Predicling Pressure Sore Risk" dated 10/6/10 that The Education is being done by the SDC and
specified the resident was at risk for developing a will be completed by 07/28/11

pressure ulcer secondary lo decreased bad/chair
mobllity, urlnary or bowel incontinence and What measures will be put into placed or
diagnos!s of dlabetes. The document also systematic changes will be made to ensure

specified weekly skin assessmenis would be tha.t the deficient practice does not recur?
Daily audits of the treatment records are being

Initiated.

performed by the MDS Coordinator and
Residenl #7's care plan updated 4/20/10 ravealed Weekend on —call nurse to check for
the resident was at risk for skin breakdown and omissions. The hall nurses are responsible
specified interventions lo maintain skin integrity for check TARS prior to the end of shift to
included: ensure any treatment they have rendered

has been signed off. Licensed Nuzsing staff
-skin prep to right Innsr ankle, sock and heel will be asked to come back in if omissions are
boolie to right foot found so DON can investigate. Daily audits
were begon on 07/25/11 Daily audits of the

a. Resident #7's medical record revealed a heel booties will be performed by MDS
Physiclan's order dated 4/20/11 ihat specified, Coordinator and designated Week-end nurse
"skin prep to right inner ankle (daily), sock and will check to ensure Heel booties are on.
heel bootie to right foot at all times." The
resident's Trealment Administration Records How the correclive actlon(s) will be
{TARs) for the months of 4/11, 5/11 and 6/11 monitored to ensure the deficient practice
specified lhe resident was ordered lo have daily will not recur?
dressing changes to the unslageable deep tissue Findings of the audits for TARS and heel
Injury on her right heel. The TARS also revealed booties  will be taken to the QA committee
ihe resident had missed nineteen (19) of by the MDS Coordinator.for the next 3 months
shxly-nine (69) dressing changes with no beginning with the August 170 QA meeting.
documentalion why the trealmsnt had not been
administered. The 5/11 TAR specified al one
point the resident went from 4/30/11 to 5/13/11
without a dressing change to her unstageabls
deep tissue infury on her right hesl.
On 6/27/11 al 7:00 p.m. the trealment nurse was
Interviewed and stated that Resident #7 had a
facllily acquired unstageable deep lissue injury on
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her right heel that was considered fo be prassure
ulcer. He reportad the facility had a nurse aide
who was responsible for administering
treatmenls. He added ha did not routinely
perform dressing and trealment changes but
slated that he measured all pressure ulcers
weekly.

Cn 8/30/11 at 8:30 a.m. the treatment nurse aide
was Inlerviswed. She revlewed Rasident #7's
TARs for 4/11, 6/11 and 6/11 and stated the
{reatments had not been performed as ordered.
She staled she was responsible for completing
daily dressing changes Monday through Thursday
but was often pulled lo fill assignments for nurse
aldes who had called off. She specified that
when lhls occurred the assigned licensad nurses
were rasponsible for completing scheduled
dressing changes and trealments. She added
that she had observed scheduled dressing
changes and treatments were not compleled on
days when she was pulled from providing
treatments and had reported this to the trealment
nurse.

On 6/30/11 at 9:20 a.m. the treatment nurse was
Interviewed. He revlewed Resident #7's TARSs for
the months of 4/11, 5/11 and 6/11 and staled he
was unaware of treatments not being done as
ordered. He revealed he did not monitor TARS to
ensure resldents were receiving the services as
ordered by the Physiclan. He confirmed he would
expect all dressing and treatment changes to be
done as ordersd.,

On 6/30/11 al 4:35 p.m. the Direclor of Nursing
(DON), Regional Nurse and Administrator were
interviewed. The DON reporled she did not
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monitor TARs to ensure dressings changes were
performed as ordered. The DON confirmed
when ke trealment nurse aide was pullad from
her assignment the licensed nursas wera fo
assume responsibilily of providing lreatments as
ordered when thls occurred. She was unable to
specify how often Lhis occurred. She confirmed
there was no system {o ansure the licansed
nurses provided the treatments on days when the
trealment nurse alde was ptilled from her
assignment. The DON stated she would expect
all treatments to be done as ordered and offered
no explanalion why Resident #7 missed 12 of 68
Ireatments to her unstageable deep lissue injury
on her right heel.

On 630111 at 11:00 a.m. observations made of
Resldent #7's pressure ulcer revealed the wound
appeared clean and healing. Wound
measuremenis were consistent with the woung
assessment compleled 6/27/11,

b. Resident #7's care gulde, a document {hat
specifies the individual needs of each resident
used by the nurse aides, {not dated) was
revlewed and did not specify the resident was to
have a hee! boolie lo her right foot.

Observations made of Resident #7 revealed the
following:

- On6/27/11 at 7:15 p.m. the resldent was in
the activity room with her socked feet resling
agalnst ihe foot rest of her wheelchair.

- On6/28/11 at 10:00 a.m. the resident was in
the aclivity room with her socked feet positicned
against the foot rest of her wheelchair.

- On6/28M1 at 3:30 p.m. lhe resident was in

F 314
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her room sealed In her whaslchair wearing socks l
and shoes.

- Oné&/29/11 at 12:05 p.m. the resident ale
lunch and was not observed to wear a heel boolia
to her righl foot.

On 6/20f11 at 12:05 p.m. the treatment nurse
was present for the observallon and confirmed
the resident did not have a heel bootie in place.
Later that day at 3:10 p.m. the trealment nurse
was inlerviewed and nurse aldes werg
responsible for following the care plan and putting
hesl bootles on residents. He added lhat heel
booties were avaliable through central supply and
the nurse aides were nofified of residents who
required heel booties via the care guide. He
stated the Staff Development Coordinator (SDC)
was responsible for reviewing Physiclan orders
and updating the care guldes with changes.

On 8/30/11 at 9:40 a.m. nurse aide #1 (NA)
assigned to care for Resldent #7 was inlerviewed
and reported sha ralied on the resident care
guide to know how o care for the individual
needs of residents. She reported Ilhat Resident
##7 was o have a heel boolis on her right foot at
all times and slated she was racently told this by
a licensed nurse. NA #1 reported that Resident
#7 did not have her hee! bootie in place on
6/27/11, 6/28/11 or 6/20/11. She slated she
thought the heel bootie was in the laundry and
offered no other explanation why il had not been
in placs for three days of observalions.

On 6/30/11 at 9:50 a.m. the SDC was Interviewsad
and reported she was responsible for updaling
the resident care guldes. Sha specified that she
reviswad Physiclan Orders daily for changes in
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residents’ care thal would Include wearing heel
booties. She reviewed Resident #7's care guide
and confirmed lhal it failed to include that the
resident was o wear a heel hoolle at all times on
her right foot. She stated it was an oversight and
offered no explanation why the resident was
ohserved three days lo be without her hael bootie
but confirmed that it should have been In place.

2. Resident #3 was admiited to the facllity
5/26/11 with diagnoses Including Infaction of Hip
Prosthesis and Dlabetes. The mosl recent
Minimum Data Set (MDS) dated 6/1/11 indicated
lhe resldant had no cognitive dsficit and required
extensive assistance with aclivilies of dally lliving
including bed mobility. The MDS assessed one
(1) Stage Il pressure ulcer on admisssion.

The current care plan updated 5/26/11 addressed
Ihe risk for skin breakdown wilh intervenlions
including:

-turn and reposition every 2-3 hours and as
neadad

-keep clean and dry

-frealments es ordered

-heel bootiss while in bed

F314
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Reviw of the physician’s orders revealad orders
dated 6/14/11 for "Skin prap o bilateral heels bid
{twice daily)" and "Heel booties to bolh heels
while In bed.” The resldent's Treatment
Adminlstration Record (TAR) for the month June
2011 specified lhe rasident was ordered fo have
skin prep applied to both heels twice daily. The
TAR revealed the resldent had missed nine (8) of
twenty-eight (28) treatments. The June 2011 TAR
indicaled a frealment was initiatad 6/18/i1 to a
new open area on the left heel.

On 6/27/11 at 7:.00 p.m. ths trealment nurse was
inlerviewed and reported Resident #3 had a
facility acquired pressure area to the heel, He
reported the facllity had a nurse alde who was
rasponsible for adminislering trealments. He
added he did not roulineiy perform dressing and
treatment changes but stated that he measured
all pressure ulcers weekly.

Cn 6/29/11 at 9:30 a.m., the residenl was

| observed in bed. The heel bools were in a chair

at the bedside. At 10:45 a.m., the resldent
remained In bed withcut heel boots in place.
Interview with the restdent revealad staff applied
the proteclive bools "sometimes." Follow-up
interview with the treatment nurse on 6/29/11 at
3:00 p.m. revealed the resident wore the heel
boots "some but not regutarly "

Cn 6/29/11 al 2:45 p.m., lhe treatment nurse
stated the resident entered the facilily with the
wound to the plantar surface, and the wound on
the heel developad In-house 6/18/11. He stated
the wounds were Improving. The trealments fo
tha the prassure areas on the left foot and heel
were observed, and the wounds appeared clean
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and healing. Wound measuremenis were
conslstent with the wound assessment completed
6/2711.

On 6/30/11 at 8:30 a.m. the treatment nurse aide
was interviewed. She reviewed Resident #3's
TARs for June 2011 and staied the treatments
had nol been performed as ordered. She stated
she was responsible for completlng daily dressing
changes Monday through Thursday but was often
pulled to fill assighments for nurse aides who had
called off. She specified that when this occurred
the assigned licensed nurses were responsible
for completing scheduled dressing changes and
treatments. She added that she had observed
scheduled dressing changes and treatments
were not compleled on days when she was pulled
from providing treatments and had reported this
to the treatment nurse.

On 8/30/11 at 9:20 a.m. the trealment nurse was
interviewed. He reviewed Residen! #3's TARs for
the month of June 2011 and stated he did not
monitor TARS {o ensure resldents were recelving
the treatments as ordered by lhe physiclan. The
trealment nurse staied he would expect al!
drassing and treatment changes lo be done as
ordered.

On 6/30M1 at 4:35 p.m. the Director of Nursing
(DOMNY), Regional Nurse Consultant, and
Adminfstrator were interviewed. The DON
reported she did not monitor TARs o ensure
dressings changes were performed as ordered.
The DON confirmed when the trealment nurse
alde was pulled from her assignment the licensed
nursas were to assume responsibility of providing
treatmantls as ordered whan this occurred. She
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was unable to specify how often this occurred.
She confirmed there was no syslem fo ensure the
licensed nurses provided the {reatments on days
when the treatment nurse aide was pulled from
her assignment. The DON stated she would
expect all trealments io be done as ordered and
offered no explanaltion why Resident #3 missed
preventlaliva treatments lo his heels.

F 323 [483.25(h) FREE OF ACCIDENT

§5=D /HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accldent hazards
as Is possible; and each resident recsives
adequate supervision and asslslance devices to
pravent accidents.

This REQUIREMENT is not mel as evidenced
by:

Based on observatlons, interviews, and medical
record review, the facility falled to ensure
physiclan ordered gerisleeves ware applied to
one (1) of two (2) residenls (Resident #15),

The findings ars:

Resldent #15 was admilled to (he facility on
06/1311 with a diagnosis of a fraclured hip. The
latest Minimum Data Set dated 05/11/11 revealed
the resident had moderale cognitive Impalrment
and required extensive asslstance with most
aclivilies of daily living.

The medical record for Resldent #15 was
reviewed on 06/30/11 and revealed that he had a

F 314

F 323

! I
F323 483.25 (h) FREE OF ACCIDENT q\'bg\ll
AND HAZARDS/SUPERVISON/DEVICES

S8=D

What corrective action(s) will be

accomplished for those residents found to

have been affected by the deficlent practice?

Resident #15 Geri-sleeves were placed on

resident on 06730711 when it was noted that

they were not on.

Residents identified as having the poteniial
to be affected by the same deflcient practice.
What corrective actions will be taken?

All residents with preventative measure in
place have a polential to be affected .All
residents with orders for were audl(ed to
ensure gerl-sleeves were being worn and
that it was on careguide for CNA. No
further residents were found to have
deficient practice, Licensed Nursing staff
are being educated on the need to ensure geri-
sleeves are placed on residents as per orders.
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history of skin tears on hs arms. Further review
revealed a physiclan order dated 06/21/11 for the
resident to waar gerislesves on both arms o
protect against skin tears,

The Treatment Administration Record (TAR)
revealed a note dated 06/21/11 informing the
nurse thal the resident wore gerisleeves on
bilateral arms. Further review of the TAR
fevealed thal the resldent had skin lears on his
right hand and right etbow which were being
trealed with dressing changes every three days.
Resident #15's care plan, dated 06/13/11,
fevealed the resldent had fragile skin and was at
risk for skin problams. The care plan did not
conlaln an intervention for the use of gerisleaves.

On 06/30/11 at 10:50 a.m. Resident #15 was
Interviewed. The resident was dressed and in his
wheelchalr but was not wearing gerisfesves on
his arms during the Interview. The resident
stated that he could not remember anyone who
hag offered to pul gerisleaves on his arms In lhe
past week.

On 06/30/11 at 2:07 p.m. Nursing Assislanl {(NA)
#B was inlerviswed. She stated she usually
worked with Resident #15 bul had nol been
pulting gerislesves on the resident because she
was nol aware he wore them. She reviewed the
Daily Care Gulde (DCG) which she stated she
used to know what care a resident needed and
she noled that "bilaleral gerisieeves to upper
exlremitles” was on the guide for Residenl #15.
She slated it had not been on the guide before
today and she had not seen it when she got the
resident up for the day. She stated that usually
NAs wera informed by the nurse If thers was a
new order for gerisleeves for a resident and that

E 323 Educat.ion Is_being given by the SDC.
Educalion will be completed by 07/28/] |

What measures will he put into placed or
systematic changes wiil be made to ensure
that the deficient practice does not recur?

Daily audits are being performed to ensure the
geri-sleeves are being worn per MD orders,
The audits will be performed by MDS
coordinator and week-end on call nurse,
Audits will begin on 07/25/11

How the corrective action(s) will be
monitored to ensure the deficient practice
will not recur?

The findings of the audits for geri-sleeves will
be taken to the Monthly QA committee
meeting for the next 3 monihs by the MDS
coordinator. Begiuning with the meeting seq
for August 17" 2011,
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the nurse would have to obtain the gerisleeves for
the NAs,

On 06/30/11 at 2:25 p.m. a family member of
Restdent #15 was interviewed. At that lime the
resident was observed to have gerisleeves on
bolh arms. The family member stated that she
had visited her husband every day since his
admisston and this was the first time she had
seen him wearing gerisleeves.

On 06/30/11 al 2:32 p.m. Licensed Nurse (LN) #7
was Interviewed. She stated she had nol worked
on he resldent's hall since last week and at thal
lime there was no menlion of garisleeves on the
TAR or on lhe DCG. She stated that when the
06/21/11 physician order was noted by lhe nurse,
she should have put it on the TAR, called to
oblain the gerisleeves from tha supply room, and
made sure lhe NAs were informad and the DCG
was updaled. LN #7 s!aled she had done all the
above today when she discovered the 06/21/11
physician order. She also stated she had just put
gerisleeves on the resldent.

On 06/30/11 at 3:12 p.m. the Direclor of Nursing
was interviewed, She stated she would expect
the nurse who noted the 06/21/11 physician order
for gerisleeves to revise the TAR, the DCG, and
the care plan, obtain the gerisleavas for the NAs,
inform the NAs of the new order, and ensure the
resident was wearing the gerisleaves.

F 333 | 483.25(m)(2) RESIDENTS FREE OF

$5=0 | SIGNIFICANT MED ERRORS

The facility must ensure that residents are free of
any significant medication errars.

F 323
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Based on observations, record reviews and staff
Interviews the facility failed to administer seven
doses of Cozaar (a medication given to reduce
high blood pressure) for one {1) of saven (7)
sampled residents ohserved during the
imedication pass. (Residenl #18)

The findings Include:

Resident #18 was readmilted to the facility on
6/2512011 foliowing a hospitalization for
diagnoses including Hypartension, Coronary
Artery disease slatus post Cardiac Pacemaker
and history of Myocardial Infracticn.

Observation on 6/28/11 at 8:56 AM revealed
Licensed Nurse (LN) #2 administering the
following medications to Resldent #18:
- Flexeril 5 mg one lablet
Colace 100 mg ane capsuls
Lexapro 20 mg ane tablet
Meloprolol Tartrate 25 mg one tablet
Omeprazola 20 mg one capsule
Miratax 17 G (1 capful) in 8 oz waler
" Fentanyl Patch 12.5mcg (mlcrogram) with
25meg palch (tolal dose 37.5 mcg)

A review of the physician orders dated 6/25/2011
Included an order for:

‘Cozaar 50 mg (milligram) by mouth 8ID (two
times daily)".

Review of the Medication Adminlstration Record
(MAR) for the month of June 2011 it revealed that
the physiclan ordsred Cozaar 50 mg had not

{X4)ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN GF CORRECTION (xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGCY)
F 333 Continued From page 19 F 333
F 333 483.25 (m) (2) RESIDENT FREE OF iz Lg h
This REQUIREMENT is not mel as evidenced g;EgIFICANT MED ERRORS

“ What correctlve action(s) will be
accomplished for those residents found to
have been affected by the deficient practice?
Resident #18 MD was notified of Med Error,
Med error report filled out, Cozar was added
to MAR on 06/28/1 1
Residents identified as having the potenttal
to be affected by the same deficient practice.
What carrective actions will be taken?

All residents having been admitted in the
month of June after May month end MAR
checks have a potentiat to be affected. An
audit of all June admissions was conducted
by Medical Records Director and was
completed on June 30, 2011,

Licensed Nursing Staff are being educated to
have a second nurse check MARS for
transcription accuracy and 2™ nurse will place
a check mark beside medication The education
is being done by the SDC and wil! be
completed on July 28"

What measures will be put Into placed or
systematic changes will be made to ensure
that the deficient practice does not recur?
Hand written orders will be checked by 2™
nurse and hefshe will place a check heside
each medication on the hand written MAR to
ensure it has be checked by second nurses
against new orders. The Medical Records
manager will audit all new admissions to
ensure medications were transcribed correctly.
The audits will begin on July 25"
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baen transcribed to the MAR. The review furlhar
revealed that Resident #18 had nol received
Cozaar 50 mg two times daily as ordered by the
physiclan from 6/25/2011 through 6/28H1 1,
resuiting with Resident #18 missing a total of
seven (7) doses of Cozaar 50 mg.

LN #2 was inlerviewed on 6/28/2011 al 11:30 AM.
The inlerview revealed that LN #2 confirmed she
had not administered Cozaar to Resident #18
during the morning medication pass. LN #2
staled she had transcribed the physician orders
to the MAR and by oversight she had omlited the
Cozaar 50 mg orders. The Interview also
revealed that the second nurse who checked for
the transcription accuracy had also missed the
eror resulling In Resident #18 not getling the
madication.

An Interview with the Dlrector of Nursing on
6/30/2011 at 11:30 AM confirmed that two nurses
were assigned fo check for the accuracy of all
new orders. The DON stated that she had
complated the medication error report afler the
error was brought to her attention identified by the
surveyor and the physician had been made aware
of the sltuation and Resldent #18's blood
pressure was being monilored.

How the corrective action(s) will be
monitored to ensure {he deficient practice
will not recur?

Fiud.ings of the new admission audits for new
admission transcriptions will be taken fo QA
comniitee by Medicat Records Manager for
the next 3 month beginning with he Meeting
set for August 17" 2011,
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