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F 279 | 483.20(d), 483.20(k)(1)} DEVELOP F 279 This Plan of Correction is the center's credible
85=D | COMPREHENSIVE CARE PLANS aflegation of compliance.

Preparation andlor execution of this plan of correction

A facilify must use the resulis of the assessment . -
does nof constitnle adnission or agreement by the

to develop, review and revise the resident's provider gf the truth of the facts alleged or conclusigns
comprehensive plan of care. sei forth in the statement of deficiencies. The plan of

’ correction is prepared and/or executed solely becaiye
The facility must develop a comprehensive care it is required by the provisions of federal and siate lenv.
plan for each resident that includes measurable
objectives and timetablas 1o meet a resident's Resident #5 Foley cathelter, vision, and skih  6/7/2013
medical, nursing, and mental and psychosocial integrity care plans have been updated to
needs that are identified in the comprehensive reflect measurable goals. The care plan for
assessment. skin integrity has been updated to inctude

the intervention to wear protective arm

The care plan must describe the services that are sleeves.

to be furnished fo altain or mainiain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are nol provided
due lo lhe resident’s exercise of rights under

§483.10, including the righl (o refuse treatment o
under §483.10(b){4). The DNS and or the District Director of

Cuirent residents’ care plans for vision, skin
integrity, and Foley catheters were audited
and updated by the Interdisciplinary Team to
ensure that the goals are measurable.

Clinical Operations (DDCO) will re-educate

the Interdisciplinary Teain membess to the
This REQUIREMENT is not met as evidenced centers policy and procedure for developing
by: a comprehensive care plan with an emphasjs
Based on medical record review and staff on measurable care plan objectives. This
interview the facility failed to develop a information will be included in the
comprehensive care plan with measurable goals orientation program for new IDT members
related to the use of a urinary catheler and vision
and failed_ to update a care plan relat'ed_ to 1h_e use The ADNS or DNS will audit 5 care plans
of protective arm sleaves for poor skin integrity (through record review) 2X weekly for fouy

i . {Resident #5
for 1 of 18 sampled residents. (Resident #5) weeks then weekly x4 then monthly x2 to

The findings are: ensure ongoing compliance.

Resident #5 was admitled to the facility in 20086.
Diagnoses included, in part, Dementia,
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Parkinson's disease, Chronic Foley catheter use ailegation of compliance.

due to urinary obstruction, recurrent urinary tract . .
ue t y ' tu ry Preparation and/or execution of this plan of correctlon

infections, and legal blindness. does noi constifnte adwmission or agreement by the J
provider of the iruih of the facts alleged or conclusidns

Review of a significant change minimum data set sel forth in the statement of deficiencies. The plan of

{MDS) dated 3/30/12 assessed Resident #5 with correction is prepaved and/or execufed solely becaute

if is required by the provisions of federal and state lgw.

the use of an indwelling Foley catheter,
moderately impaired vision requiring corrective

lenses, and a pressure reducing device for her Data results will be reviewed and analyzed
bed. at the facilities monthly Performance

Commitiee Meeting (PI) for three months
The Care Area Assessment for Resident #5 with a subsequent plan of correction as
daied 4/4/12 documented the Resident used a needed.

Foley cathefer, was legally blind, wore glasses,
and received trealments for skin tears.

The plan of care for Resident #5 dated 4/4/12
recorded that she would have no signs or
symptoms related to a urinary tract infection and
no complications associated with catheter usage;
would be comfortable and safe in her
environment and her skin would remain intact.
The care plan was not measurable related to
complications with the use of a calheter ora
comfortable/safe environment. The care plan also
did not include the inlervention to wear protective
arm sleeves.

An interview on 5/10/12 at 3:45 PM with MDS
nurse #1 revealed she was responsible for
completing the care plan goals for Resident #5
and she was aware that the goals should be
measurable. She stated that she used a care plan
template, but that she could have adjusted the
care plan to ensure the goals were measurable,
but that she did not do so. She further stated that
the goals for Resident #5 should have included
how Resident #5 would remain free from injury in
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her environment and signs/symptoms of infeclion. allegation of compliance.
MDS nurse. #1 also stated that she did not carry Preparation and/or execution of this plan of correction
ihe proteclive amm sleeves forward from the does nol constitute admission or agreement by the
previous care plan to current care plan. provider of the truth of the facts alleged or concinsions
F 281 | 483.20(k)(3)(i) SERVICES PROVIDED MEET F 281 set forth in the siatement of deficiencies. The plan of

o

correciion is prepared and/or executed solely becan.

$8=n | PROFESSIONAL STANDARDS it is required by the provisions of federal and siate lgqw.

The services provided or arranged by the facility

. . - . A
must meet professional standards of qualily. Resident #158 apical pulse was imnediately  6/7/2011

checked by the Licensed Nurse and findings
were within normal limits. The Licensed

This REQUIREMENT is not met as evidenced Nurse was re-educated on the centers policy

by: and procedure for medication administration

Based on observations, record reviews and staff with an emphasis on checking an apical

interviews the facility failed o follow standard pulse for one full minute prior to

nursing professional practice during medication administering the Digoxin.

administration of Lanoxin for one (1) of one {1}

resident observed for the administration of The ADNS and Unit Manager conducted ah

Lanoxin. (Resident #1586) audit on current residents receiving Digoxin
o An order of clarification was written to

The findings include: check apical pulse prior to administering the

medication.

1. An undated facilily pelicy "Pharmacy
Reminders" included to check apicaliradial pulse
prior to giving Digoxin. A review of the standard
nursing manual revealed it included the following
instructions: “The most important thing to

The Staff Development Coordinator (SDC
re-educated the Licensed Nurses to the
centers policy and procedure for medicatiop

measure when adminisiering digoxin is heart rate. administration with an emphasis on checking

You want to count the apical pulse for a full an apical pulse for one full minute, prior to

minute." administering Digoxin. This information will
be included in the orientation process for

Resident #158 was admilled fo the facility on licensed nurses.

2/117/2012. The admitting diagnoses included

Atrial Fibriliation, Cardiomyopathy, Hypertension . The Assistant Director of Nurses and or the

and Dementia. SDC will monitor 3 Nurses (administering

Digoxin) 2 kl ]
A review of physician orders for Resident #1568 igoxin) 2x weekly for four weeks, then

dated 2/7/2012 included orders 1o adminisier
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Digoxin (Lanoxin} 125 meg (Microgram) by mouth
daily af 8:00 AM. The medicalion administration
record (MAR]) also included space for recording
the Resident's pulse daily al the time of
medication administration.

Resident #158 was observed for medication
adminislration on 5/9/2012 at 8:12 AM. Licensad
Nurse (LN} #1 was observed adminisiering
medicalions including Digoxin 125 mcg to
Resident #158. LN #1 pulled all medications
including Digoxin and stated that she had to
check the pulse for Resident #158. LN
#1checked the pulse using a finger tip Oximeter
unit. She documented the pulse rate and stated
that it was 80 and administered Digoxin.

An interview with LN #1 on 5/9/2012 at 8:28 AM
revealed that she always checked the pulse for
residents using the finger {ip Oximeter unit prior
to Digoxin administraiion. LN #1 stated thal she
knew how to obtain apical pulse using her
stelthoscape. The inlerview revealed that she
was never instructed or in-serviced to obtain an
apical pulse rate for a resident while
administering Digoxin tabiets.

An interview with Director of Nursing {DON) on
5M10/2012 at 8:31 AM reveated her expectation
was that nursing staff would obtain an apical
puise rate prior to Digoxin administralion and
document! the resulls on the MAR in the space
provided. She further stated that all nurses were
aware of this information.

483.35(i) FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

The facility must -

F 281

F 371

This Plan of Correction is the cenfer's credible
allegation of compliance.

Preparation and/or execution of this plan of correct
does not constifuie admission ar agreement by the

provider of the truth of the facts alleged or conclusid
sef forth in the statement of deficiencies. The plan o)
correction is prepared and/or execuled solely becau.
it is required by the provisions of federal and state Id

I

L

1
¥.

weekly x4 weeks and monthly x2 to ensurg
ongoing compliance with checking apical
pulse prior to administering Digoxin,

Daia results will be reviewed and analyzed
at the facilities monthly Performance
Committee Meeting (PI) for three months
with a subsequent plan of correction as
needed.

The outdated milk and buttermilk was
discarded from the 2™ floor nourishinent
room.

[

15

6/7/201]
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(1) Procure food from sources approved or
considered satisfactory by Federal, State or local
authorities; and

(2) Store, prepare, distribule and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced
by:

Based on observations and staff interviews, the
facilily fatled to remove twenty-one (21} cartons of
outdated milk from one (1) of two (2) nourishment
FOOms.

The findings are:

During the initial tour of the facility on 5/7/2012 at
11:15 AM an observation of the nourishment
room for the 200 unit revealed a refrigerator wilh
the following dairy products stored beyond the
manufacturer's date of expiration: a) twelve {12)
carlons of buttermilk with an expiration date of
515112 , b) ong (1) carton of buttermilk with an
expiration date of 5/6/2012 and c} three (3)
cartons of whole milk wilh an expiration date of
5612,

On 5/8/2012 at 8:00 AM an observation of the
refrigeralor in the nourishment room on the 200
unit revealed five (5) cartons of skim milk with a
manufacturer's expiration date of 5/7/2012.

On 51912012 al 10:45 AM an interview wilh the
Direclor of Nurses {DON) revealed she expecied
all staff to check the nourishment refrigerators

alfegation of compliance.

Preparation and/or execution of this plan of correctipn
does ot constitule admission or agreement by the
provider af the truth of the facts alleged or conclusidns
set forth in the statement of deficiencies. The plan of
correciion is prepared and/or executed solely becany
it is required by the provisions of federal and state lgw.

= ®

The Registered Dietician (RD) re-educated
the dietary staff on the centers policy and
procedure for food storage, with an emphagis
on checking for expired milk products. This
in-service will be included in the new
employee orientation program for dietary
staff.

The evening shift dietary aide will be
responsible for checking the nuirition room
refrigerator daily for expired milk and food
products. He or she will be required to
dispose of the outdated items immediately.
The dietary aide will be responsible for
initialing the log daily indicating that check
has been completed.

The RD or Food Service Manager (FSM)
will audit the hydration room refrigerators
for expired milk products 3x weekly for 6
weeks then weekly x4 weeks then monthly
x3 for ongoing compliance.

Data results will be reviewed and analyzed
at the facilities monthly Performance
Committee Meeting (PI) for three months
with a subsequent plan of correction as
needed.
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F 371 | Continued From page 5

and discard any expired food items. The DON
staled the housekeeping and laundry supervisor
was responsible to assign her staff o clean the
refrigerators and discard any expired icod ilems
they found.

An interview on 5/9/2012 at 10:47 AM with the
Registered Dietifian revealed the dietary staff
member assigned to deliver the nourishment
snacks at 10:00 AM, 3:00 PM and Hour of Sleep
{HS) was responsible for removing any expired
foods from refrigeratlion when snacks were
delivered to the units, including on the weekends.

Cn 5/9/2012 at 2:50 PM dietary stafi #1 stated
she defivered the snacks at 3:00 P\ and HS.
She furlher siated that she did not check for
expired foods in the nourishment rooms, bul
rather left the snack tray on the counter at the
nurse’s station as requested by the nursing staff.

An interview on 5/9/2012 at 2:55 PM with lhe
Dietary Manager {DM) revealed her expeclalions
were when dietary staff delivered the nourishment
snacks three {3) times a day to the units, they
would also go Into the nourishment room and
check the refrigerator for and discard any expired
food items. The DM produced for review the
assignmenl sheel posted in the kitchen. The
assignmenl sheet stated the following: “3pm and
HS snack-post menufjuice station.” The DM
confirmed the refrigerator in each nourishment
room was the juice station and there was not a
scheduled time for juice and milk fo be delivered
to ihe halls.

Interview on 5/9/2012 at 3:10 PM wilh the
Housekeeping and Laundry Supervisor revealed

F 371
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her department was responsible for cleaning the allegation of compliance.
refrigerators in the nourishment rooms and to Preparation and/or execuiion of this plan of correction
check for expired foods. She confirmed that her does not constitiie admission or agreement by the
staff checked the nourishment refrigerators daily provider of the truth of the facts alleged or conclusi¢ns
between 8:00-8:30 and shouid document on the sel forth in the statement of deficiencies. The plan of
refrigerator log any discarded items. correclion is prepared and/or executed solely because
if is required by the provisions of federal and state liny.
F 514 | 483.75(l)(1} RES F 514
=B | RECORDS-COMPLETE/ACCURATE/ACCESSIB .
S5=B Resident #110, #127, and #159 6/7/201

LE

The facility must maintain clinical records on each
resident in accordance with accepted professional
standards and practices that are compleie;
accurately documented; readily accessible; and
systematically organized.

The clinical record must contain sufficient
information to idenlify the resident; a record of the
resident’s assessments; the plan of care and
services provided; the resulis of any
preadmission screening conducted by the State;
and progress notes.

This REQUIREMENT is not met as evidenced
by:

Based on staff interviews and record reviews the
facility failed to document in the residents'
medical record the immunization status for three
(3) of six (6) sampled residents. (Resident #110,
#127 and #159).

The findings are:

1. The facility policy for Immunizations daled:
Revised: 4/28/11; recorded in part, "The
adminisiration or the refusal of or medical
contraindication to the vaccine (s) is documented

immunization record has been updated io
reflect the administration of the inflnenza
and pneumonia vaccination. The SDC was
re-educated by the Direcior of Nurses to th)
ceniers policy and procedure for
Immunizations with an emphasis on
recording the administration, refusal, or the
medical contraindication in the residents’
medical record.

An audit was performed by the SDC, ADN
and Unit Manager on current resident
populations’ immunization record to ensur
that influenza and pneumonia vaccination
status (i.e., administered, refused, or
coniraindicated) is documented in the
medical record.

The DNS re-educated the Licensed Nurses
the centers policy and procedure for
Immunizations with an emphasis on
recording Pncwmonia and influenza status
the medical record. This information will §
inctuded in the orientation process for
Licensed Nurses.

S

£17)

io
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in the patients’ medical record.”

Resident #110 was admitied to the facility in
February 2011 with diagnoses including
Dementia and Anxiety. Review of the
Immunization record in Resident # 110's chartl
revealed no documentation under the seclions for
Pneumonia or Influenza Vaccinations for 2011 or
2012.

An inferview on 5/10/2012 at 9:40 AM wilh the
Infection Control Nurse revealed she documented
the resident's immunization status along with any
vaccines administered on a log she kept in her
office. She confirmed the facility policy included
that immunizations were to be documented in the
resident’s medical record however, she had not
been doing that.

An interview on 5/10/2012 at 9:55 A with the
Director of Nurses confirmed she expecled her
staff to follow the facility policy and document the
immunization siatus and vaccines in the
resident's medical record.

2. The facility policy for Immunizalions dated:
Revised: 4/28/11; recorded in parl, "The
administration or the refusal of or medical
contraindication to lhe vaccine (s) is documented
in the patienis' medical record.”

Resident #127 was admitted fo the facility in July
2011 with diagnoses including Seizures and Liver
Disease. Review of lhe Immunization record in
Resident # 127's medical record reveaied no
documentation under the sections for Pneumonia
or Influenza Vaccinations for 2011 or 2012,

(X410 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5
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F 514 | Continued From page 7 F 514 This Plan of Correction is the center's credible

allegation of compliance.

Preparation and/or execulion of this plan of correction
does nof constitufe adniission or agreement by the
provider of the truth of the fucis alleged or conclusiqns
set forth in the statenient of deficiencies. The plan of
correction is prepared andlor executed solely becan
il is required by the provisions of federal and state finy,

w

The ADNS and or the DNS will audit 5

resident records 2x weekly x4 weeks then
weekly x4 weeks and monthly x2 months to
ensure ongoing compliance.

Data results will be reviewed and analyzed
at the facilities monthly Performance
Committee Meeting (P1} for three months
with a subsequent plan of correction as
needed.
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An interview on 5/10/2012 at 9:40 AM with the
Infection Control Nurse revealed she documented
the resident's immunization stalus along with any
vaccines administered on a log she kept in her
office. She confirmed the facility policy included
that immunizations were to be decumented in the
resident's medical record however, she had not
been doing that.

An interview on 5/10/2012 at 9:55 AM with the
Director of Nurses confirmed she expecled her
stafif o follow the facility policy and document the
immunization status and vaccines in the
resident's medical record.

3. The facllity policy for Immunizations dated:
Revised: 4/28/11; recorded in part, "The
adminisiration or the refusal of or medical
contraindication to the vaccine {s) is documented
in the patients' medical record.”

Resident #159 was admitted to the facility in
February 2012 with diaghoses including
Cerebrovascular Accident and Hemiplegia.
Review of the Immunization record in Resident #
159's medical record revealed no documentation
under the sections for Pneumonia or Influenza
Vaccinations for 2012,

An interview on 5/10/2012 al 9:40 AM with the
Infection Control Nurse revealed she documented
the resident's immunization status along with any
vaccines administered on a log she kept in her
office. She conlfirmed the facility policy included
that immunizations were to be documented in the
resident's medical record however, she had not
been doing that.
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An interview on 5/10/2012 at 9:55 AM with the
Director of Nurses confirmed she expecled her
siaff to follow the facility policy and decument the
immunization status and vaccines in the
resident's medical record.
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