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- -RIGHT TO F 242
F242 :II?K1E5 g)l)_lgi;';SDETERMINATION To correct the cited deficiency for facility
§5=0 failure to accommodate a resident’s
. . - preference for frequency of showers and
The resident has the right to chogse acll_lnlue?, time to get up in the morning, the
schedules, and health care consistent with his or following correction plans were put in
her interests, assessments, and plans of care; place:
interact with members of the community both
inside and outside the facility; and make choices Residents #53 and #81 are now scheduled
about aspects of his or her life in the facility that for three showers a week. 111972012
are significant to the resident.
Nurses will be responsible for
documentation of any deviation from the
This REQUIREMENT is not met as evidenced plan of care in the medical record, i.c.
by: refusal of shower. 11/9/2012
Based on record review, staff and resident Mandatory education for all nursing
mle‘rwews. lh{: facility :an?d o accomfn;gti:t:rg personnel on “Rights for Residents to
resident's preference ior frequency o Make Choices” completed by the D.ON.  [11/14/2012
and time to get up in the morning for 3 of 13 12/6/2012
residents (Resident #53, #28, and #81).
Admission Assessment was reviewed and
The findings are: improved to document shower
preferences on admission by the D.O.N. i 1/14/2012
1. Resident #53 was admitted with diagnoses
including congestive hear failure, arthritis, and Preferences will be reviewed on all new
diabates mellitus. Her most recent Minimum admission/readmissions in the daily
Data Set assessment indicated moderately interdisciplinary morning team meeting. 12/14/2012
impaired cognition with the ability to understand N .
others and be understood, Resident#53 required T]he rgsnde:;lt s fl’mfﬂ;“ce “'"('j ‘:']e“[;"fl
extensive two person assistance with bed placed on the pian of care and the Daily
mobility, transfers, toileting and extensive one Nursing Worksheet by the MDS
Y. . ' 9 . Coordinator. 12/14/2012
person assistance with bathing.
. . . The Care Plan team will meet with the
A medlgal record review revealed a NUfSII:‘Ig resident, family and/or responsible party
Admission Assessment dated 08/09M12 with a within 14 days of admission to discuss
staled preference for bathing three times a week plan of care and any issues identified. 12/14/2012
by showers. A Social History dated 08/16/12
revealed the resident to be alert, able to voice Resident preferences will contintie to be
neads and abls {o participale in decision making. reviewed and documented as pari of the
quarterly care planning meeting.
LABORATORY DIREGTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE ) OATE
T E Sk RN~ /N | (] 12-
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F 242 | Continued From page 1 F 242 All current residents that have the
An interview with Resident #53 on 11/06/12 at capacity to make decisions will be asked
9:33 AM revealed the resident received one aboF t their shower preferences and their
shower and a bed bath each week on scheduled ?;:f;ilﬁzsv'" be documented and
days. During a subsequent interview on 11/07/12 ) 12/6/2012
at 3:14 PM Resident #53 stated she should be All current residents will then be
able to choose how often she received a shower reviewed on a quarterly basis as part of
and if staff knew how good it made her feel they the care planning process.
would not mind accommodating her cholce.
Another Interview with Resident #53 on 11/08/12 The facility witl monitor its performance
at 3:00 PM revealed her preference for three weekly by review of each
showers a week had not changed but she stated admission/readmission, in the
one of the bathing times could be a bed bath. moming interdisciplinary meeting and by
the Charge Nurse follow-up on the 7"
An interview with the Director of Nursing (DON) day following admission/readmission. 12/14/2012
on 11/08/12 at 4:20 PM revealed her expectation .
that resident preferences assessed during the E;ngg“ij; :ﬁ'ig:;':;n‘t"'lfgi‘;;’“;"ed'}‘ the
admission process be discussed at the morning responsible party regf;r ding :’es;]dc:n)tr
meeling the d_ay following admission. Tl_we DON choices on the 14" day following
stated if a resident’s preference for bathing _ admission/readmission on the
frequency was discussed during care planning Interdisciplinary Care Plan Conference
meelings it was accommodaled. Record. 127142012
2. Resident #28 was admitted to the facility on The Charge Nurse will document any
3/15/06. Her most recent Minimum Data Set deviations from the plan of care in the
(MDS) assessment indicated she was cognitively medical record. 1271412012
intact and able to understand others and be .
understood. The Medical Record Clerk will audit the
chart for compliance with documentation
An interview with Resident #28 on 11/06/12 at of individual resident prefercnces by the
10:15 AM revealed the resident was awakened mont%ly <3 I'IlDrllﬂhS g::rt‘;lgl““:;?tirtf“?
very early by staff each moming. When asked if 6 montis quarterly 12141201
she lold staff she'd fike to stay in bed longer, the
resident reported staff made her get up early Report will be reviewed by the QAPI
each moming, even when she requested to stay Committee on a quarterly basis to
in bed longer. determine compliance.
The Admission Assessment for Resident #28 Resident #28 current get-up time and her
does not indicate the resident’s preference for preference for awakening in the moming
was reviewed,
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F 242 Continued From pags 2 . F242 Discussed preference with care plan team
time she would like to get up each morning. and added residents name Lo the “get up”
schedule that accommodates the
Interview with Nurse #1 on 11/08/12 at 10:30 AM resident’s preference. 11/14/201]
revealed residents are assigned to getup at
either 6:00 AM or 7:00 AM depending on their Admission Assessment reviewed and
dining room breakfast assignment. revised fo include information of
resident’s normal time of awakening in
Intesview with the Director of Nursing on 11/08/12 the morning. 11/ 141201%
at 11:30 AM revealed the residents who get up ) )
earliest are the residents who have not expressed Mandatory education for all nursing
preferences and are the residents who are to be pe".sdm“:eltthat T:‘p ’;']m.s the “The “ghﬁ f:’rd 1 1/i4/201
served during the first breakfast seating in the TeSIdents 1o make cholces™ was complete
dining reom. Preferences for a time to get up will be
. reviewed on all new admissions/readmissions
Interview with MDS Ceordinator on 11/08/12 at in the daily interdisciplinary morning team
2:45 PM revealed she crealed the list of residents meeting. Preferences will then be placed
who are awakened at 6:00 AM, including on the plan of care and resident will then be
Resident #28, based on the length of time it takes added to the appropriate get up schedule. 12/14/2012
for the nurse aides (NAs) to get residents up and
groomed for breakfast. The MDS Coordinator The Qare I"lan team will dqcument the
also reported that a certain amount of residents meeiing with resident, fa_mlly a_ndlor
have lo get up before 7:00 AM so that there will feSP_UHSible party l{:ﬁ%ﬂl‘dlﬂg res-;ldent
be enough staff available to get all residents up in choices on the 147 day following
time for breakfast. The MDS Coordinator furlher adm'S{ilOf'ff_eﬂdmtSSlOn on the
staled the third shift NAs get up the residents who }?'c“:::c‘pl'"a'y Care Plan Conference 1271452012
are assigned to get up at 6:00 AM and first shift ccord.
(7:00 AM to ‘3:00 PM) NAs get up the residents All residents that have the capability of
who are assigned to get up al 7:00 AM. making choices will be interviewed for
awakening preferences and will then be
3. Resident #81 was readmitted lo the facility on reviewed quarterly with the care plan
04711442, Her most recent Minimum Dala Set schedule thereafter. 12/14/2012
(MDS) assessment indicated she was cognitively
intact and able io understand others and be The facility will monitor its performance
understood. weekly by reviewing each new
admission/readmission’s choice of time of
An inlerview with Resident #81 on 11/06/12 a awaltc_enir}gl:n the daily interdisciplinary
; ; meeting following
11:34 AM revealed the resident gets two showers admission/readmission. 1271472012
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F 242 | Continued From page 3 F 242
each week. The getup scl_ledule will reflect
compliance with resident choice of
An interview with the Director of Nursing (DON) awakening and get up time. 12/14/2012
on 11/08/12 at 11:30 AM revealed all showers for .
residents are sel up for two days a week unless ;ilal%g; g;g:dﬁ?;:ieoml: atii(:g?:i?: by the
they request something different. The DON compliance with or deviation with
stated shower preferences are checked and individual choice and/or change of
documented on the admission assessment and preference in the medical record. 1271472012
also by the MDS Coordinator and the Social
Worker during each quarterly MDS assessment The Medical Record Clerk will audit the
(every three months}. chart for compliance with documentation
of individual resident preferences by the
The Readmission Assessment for Resident #81 Charge Nurse and the care planning team
revealed a preference for showers but did not monthly x 3 months and then quarierly x
indicate the resident’s preference regarding 6 months. 12/14/2012
fiequency of showers per week. Report will be reviewed by the QAPT
Interview with the Social Worker revealed shower g;:}mﬁiecg:t? q:;“erly F_asus lo
preferences are assessed by the nursing staff fnued compliance
and not by social workers. The Social Worker
reported if the resident or family offered
information to her about their shower
preferences, she passed that information on to
nursing staff, but it did not fitin the social work
assessment.
Interview with ihe MDS Coordinator on 11/08/12
at 2:45 PM revealed she assigned shower days
and frequency to residents based on the room to
which they are assigned. The MDS Coordinator
reported all showers are scheduled according to
room numbers and when a resident moves, their
shower days change, according to their new room
number. The MDS Coordinatar furiher staled
shower frequency preferences were only
assessed during the admission assessment.
F 2811 483.20(k)3)(i} SERVICES PROVIDED MEET F 281
gs=0 | PROFESSIONAL STANDARDS
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The services provided or arranged by the facility
must meet professional standards of quality.
i UIREMENT is not met as evidenced
E.IS REQ M To correct the deficiency of the facility
' ., . . failing to obtain a physician ordered
Bas-ed o.n record reylaw and s t.aff interviews, the laboratory test the following correction
facility failed to obtain a Physician ordered plan was put in place
laboratory test for 1 of 10 residents (Resident
#13). A 100% lab audit was completed for all
residents with lab orders 11/29/2012
The findings are:
Review of lab order process and follow-up
Resident #13 was admilted with diagnoses was conducted with all Nurses and
including coronary artery disease and Nursing Secretary on 11/14/2012 &
hyperlipidemia. 12/6f2012 12/672012
A medical record review revealed a current order /t\hwlg% lab ?gldif will be gﬂsmplﬂed by
for atorvastatin calcium (brand named Lipitor), a Coird?;;ltgf Ol‘:‘;r‘::i;)l’(?“basfaff Developmert
medication used to decrease the amount of y basis
s x 4 weeks, then monthly x 3 months
cholesterol and other fatty substances in the and quarterly thercafler 12/612012
blood, and an order dated 09/21/10 for lipid panel :
laboratory monitoring every six months. Further All results will be compiled for review in
review of Resident #13's medical record revealed the quarterly QA/PI Committee Meetings.
no lipid panel laboratory results for September of to determine continued compliance.
2012,
The Charge Nurses on all shifls is
An interview with Nurse #2 on 11/08/12 at 12:08 responsible to enter cach new lab and
PM revealed the Physician's order dated Cf_lﬂrl tl'u? date results obtained and
09/21/10 for Hipid panel laboratory monitering was disposition of results on the current lab
an active ordes to be compleied in the months of log. 12/6/201p
March and September based on past monitoring. - .
Nurse #2 stated order slips for laboratory fests ;l;ll':’n:orﬁ!:ﬂ iC::ardg_e N“lf_sc wili report to
iven to the nursing secrefary who orning interdisciplinary team
were given compliance with the current lab log. The
transcribed the order to a calendar for the month D.O.N. will then implement a plan for any
and day the blood was {o be drawn. discrepancies or non-compliance with lab
fog documentation. 12/6/201¢
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During an interview on 11/08/12 at 1:35 PM the
nursing secretary reviewed the laboratory
calendar for September 2012 and confirmed
Resident #13's fipid panel order was not
transcribed to a scheduled date for staff
awareness. The nursing secretary could not
explain how the laboralory order had been
omilted from the catendar.
An interview with the Director of Nursing {DON)
on 11/08/42 at 4:07 PM revealed she expecled
laboratory tests to be completed as ordered by
ihe Physician. To correct the cited deficiency for staff
F 315 | 483.25(d) NO CATHETER, PREVENT UTI, F 315| failure fo secure indwelling urinary
gs=p | RESTORE BLADDER catheter iubing to prevent excessive
tension and facilitate flow of urine, the
Based on the resident’s comprehensive following corrective action was {aken
assessment, the facility must ensure that a
A ' e Resident #23 had the urinary catheter
resident who enters the facility without an tubing secured to residents leg 114812012

indwelling catheter is not catheterized unfess the
resident's clinical condition demonstrates that
cathetarization was necessary; and a resident
who is incontinent of bladder receives appropriate
treatment and services to prevent urinary tract
infections and to restore as much normal bladder
function as possible.

This REQUIREMENT is not met as evidenced
by:

Based on abservations, record review, and staff
interviews the facility failed to secure indwelling
urinary catheter iubing to prevent excessive
tension and faciliate flow of urine for 1 of 3
residents reviewed for indwelling urinary
catheters (Resident #23).

The findings are:

All other residents who have indwelling
urinary catheters were reviewed on
11/8/2012 to assure compliance with
securing catheter apparatus to leg to
prevent catheter tension and facilitate
flow of urine.

Education on proper care of urinary-
catheters given to all nursing staff. 11/14/2011]
12/6f2012

To monitor performance with compliance,
the facility will require all hall nurses to
chart daily on the freatment
adininistration record that all residents
with indwelling urinary catheter have a
securing catheter apparatus to leg to
prevent complications due fo catheter use.
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Resident #23 was admitted with diagnoses
including benign prostatic hyperplasia (BPH) and
urinary retention. An annuat Minimum Data Set
{MDS) dated 08/02/12 revealed Resident #23 had
an indwelling urinary catheler and did nol have a
urinary tract infection during the last thirty days.
The Care Area Assessment Summary for
indwelling catheter stated Resident #23 had
diagnoses including BPH and urinary retention
and had a catheter in place.

A care plan dated 04/02/12 indicated Resident
#23 had a indwelling urinary catheter refated to
urinary retention. The stated goal was for
Resident #23 lo be free of complicalions
associated with the indwelling urinary catheter
through the next review on 11/10/12,

An observation of Resident #23 on 11/07/112 at
10:30 AM revealed his incontinence brief was
unfastened and he was turned on his right side so
the treatment nurse could apply barrier cream to
his buttocks. The indwelling urinary catheter
tubing was not secured and was draped over the
top of his right above the knee amputation stump
and hung off the side of the bed. A subsequent
observation during care rounds on 11/08/12 at
11:35 AM revealed nurse aide (NA) #1
unfastened Resident #23's incontinence brief and
he was turned on his right side. The indwelling
urinary calheter lubing was nol secured and was
draped over the top of his right above the knee
amputation stump and hung off the side of the
bed.

During an interview on 11/08/12 at 11:40 AM NA
#1 stated Resident #23 usually had a leg strap to

The Staff Development Coordinator will
F315] audit for compliance with proper care of
urinary catheters and compile a report
weekly with report to the daily morning
interdisciplinary tean meeting.

The Staff Development Coordinator will
continue to audit weekly and prepare a
report monthly x 3 months and then
quarterly thereafter.

Quarterly reports will be reviewed by the
QA/PI Cominiitee to determine
continued compliance.

12/6/2012
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F 315 | Continued From page 7 F 315
secure the indwelling urinary catheter tubing and
she did not know why he did not have one. NA
#4 further staled she would let the nurse know
Resident #23 needed a leg strap for his urinary
catheter tubing.
An interview was conducted with the Diractor of
Nursing (DON) on 11/08/12 at 11:50 AM. The
DON stated she expected residents with
indwelling urinary catheters to have their catheler
tubing secured with a leg strap at all times to
prevent injury.
F 323 | 483.25(h) FREE OF ACCIDENT F 323
55=D | HAZARDS/SUPERVISION/DEVICES
The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.
To correct the deficiency concerning the
This REQUIREMENT is not met as evidenced facilities failure to implement fall
by: interventions the following action plan
Based on cbservations, record review, and staff was implemented
interviews the facility failed to implement fall
interventions for 1 of 3 sampled residents Resident #61 had fall mats placed on cach
(Resident #61). side of low bed 11/7/2012
The findings are: Wh_eclchain_‘bed alarm usage was
rﬁ\.r;;a?‘;t‘:-dt ':a..uth e_a(;:h stsiaﬂ;I Tlmeber on ¢ach
. . o shi is resident and the Nursin
Besnd.ent #61 was admlt_led with dlagnoses. Worksheet was updaied by the Care%’lnn
i including dementia, verligo, and degenerative Nurse to incfude mats to both side of low
joint disease. The Care Area Assessment 117772012
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{ One-on-one supervision of resident
F 323 Continued From page 8 . F 323 implcmcn'lcd 'whi]c resident is in
falls due lo degeneralive joint diseass, vertigo, | wheelchair with tab alarms removed, 12812012
and having .h:dd a fall sinca admisslon. % { Mandatory cducation given rclated to
quarterly Minimum Data Set (MDS) date ’ usage of fall mats with each resident
10/22112 revealed Resident #61 had short ar!d ’ (hat requircs a low bed and proper
long-term memory loss and moderately Impaired i usage ol wheglehair pad alarms and bed
cognitive skills for daily declsion making. The | alarms reviewed, 111472012
quarierly MDS indicaled Resldent #61 required , 2/6/2012
extensive assislance wilh lransfers, walking, and I
! toilet use. The quarterly MDS also noted ‘ Review of Nursing Worksheel
Resident #61 had two or more [alls since the prior completed which included the process
. assassment without injury and two or more falls ‘ of recognition of discrepancics with
since the prior assessment with minor injuries. plan of carc and actual care delivery.
Discrepancics in plan of care and
Review of the care plan for falls dated 0d/11/12 : workshcet information will be reporied
revealsd Resldent #61 had a-potential for falls 'f"“lfd[“‘Cl)' 1o care plan nurse for |
due to an unsteady gail. Interventions Included: correction. £2/6/2012
low bed with falls mats, pad alarm Lo wheel chair To prevent discrepuncies of Nursing
and bed, monitor for increased agilation, Worksheel information 16 care
dementia program, and toileling pregram. delivery, the Charge Nurse will
complete an audit duily x 7 days lo
Review of Resident #61's fall investigations match sctual delivery to plan of care,
ravealed he had ten Unobsewed fa“s fr()m bad Chﬂrgc Murse will then audi[ ﬂ“d
| since 08/01/12. Three of the falls resulled in ) document lindings weekly x 4 weeks,
abrasions and the remaining seven falls were ! then monthly until substantial
without injury. i complinnce is reached. 121612012
! An observalion of Resident #61 on 11/06/12 ai All falls reviewed daily in morning
4:00 PM revealed he was resting in a low bed interdisciplinary meetings with
with % side ralls on bolh sides of his bed. A pad interventions imaplemented and added
| alarm was noted on the seat of his wheel chalr, to plan of care and nursing worksheels.
There was no pad alarm on the bed or fall mal(s) 12/6/2012
obs_erved by the bed or anywh_e f n tho room. Falls commitlee to review changes to
During a subsequeni observation on 11/67/12 al plan of cire by reviewing falls on
10:45 AM Resident #61 was observad resting ina weekly basis x 4 weeks, then will meet
[QW bed with % side rﬂilS on both sides Of hiS bed “'lonﬂlly X 3 months 1o detenmine
A pad atarm was noled on the seal of his wheel continued complinnce. 12/6/2012
chair. There was no pad alarm on the bed or fall
- mat{s) observad by the bed or anywhere in lhe ‘ !
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Continued From page 9
room.

Review of a nurse aide (NA) care plan report
dated 14/07/12 revealed low bed, toileting
program, and dementia program were listed for
Resident #61. The fall mat(s) and pad alarm to
the bed were not included on the NA care plan
report,

During an interview on 11/07/12 at 1:50 PM the
Director of Nursing (DON} reviewad Resident
#61's care plan and stated the current
interventions to prevent injuries for falls from bed
included low bed, fall mat{s) and a pad alarm on
the bed. The DON also reviewed the NA care
plan report and stated the NA care plan report
should have been updated to include the use of
fall mak(s) and a pad alarm on Resident #61's
bed. The DON further explained the NA care
plan reporis were printed daily and used to
communicate residents care needs lo the NAs
and included fall interventions,

Aninterview with the MDS Coordinater on
1110712 at 2:25 PM revealed the NA care plan
reporis were printed off daily by the charge nurse
for use by the NAs. The MDS Coordinator stated
she typically updated the NA care plan report as
soon as any changes were agreed upon and
could not explain why the fall mat{s} and pad
atarm to bed were not added to Resident #51's
information on the NA care plan report.

On 11/0712 at 3:05 PM the DON observed
Resident #61 awake in his low bed with % side
rails on both sides of the bed. The DON
confirmed there were no fall mal(s) in the room
and noled the pad alarm on the seat of Resident

F 323
Report will be reviewed by the QA/PI
Committee on a quarterly basis lo
determine continued compliance.
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F 323 | Continued From page 10

#51's wheel chair was a bed alarm and could be
used on the seat of a2 wheel chair as well. The
interview further revealed the facility did not
always have an adequale supply of pad alarms
and as a result the pad alaim had to be
transferred to the resident's bed or chair with the

F 323
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