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F 242 | 483.15(b) SELF-DETERMINATION - RIGHT TO F242| Preparation andfor execution of this plan of
85=0 | MAKE CHOICES correction does not constitute admission to nor
egreement with either the existence of, or scope
The resident has the right to choose activities, and severity of any of the cited deficlencies, or
schedules, and health care consistent with his or conclusions set forth In the statement of
her interests, assessments, and plans of care; deficiencles. This plan of correction Is prepared
interact with members of the community both and executed to ensure continuing compliance
inside and outside the facility; and make choices with Federal and State regulatory law.
about aspects of his or her life in the facility that
are significant to the resident. Hendersonville  Health and  Rehabilitation
requests to have this Plan of Correction serve as
our written allegation of complionce. Out
This REQUIREMENT is not met as evidenced . alleged date of compllance is December 7, 2012,
by:

Based on observatlons resident and staff
interviews and medical record review the facility

failed to honor food preferences for one 1 of 1 1. Resident #100 was Interviewed regarding

sampled resident. her food preferences. A Diet History/Food

(Resident # 100). Preference List was completad.

The findings are: The dietary manager was provided a typed
list of faod preferences, Including ltkes and

Resident #100 was admitted to the facility on disltkes

04/19/11 with diagnoses including diabetes

mellitus, hypertension, and gall bladder stones. Resldent #100's tray card was revlewed

The latest Minimum Data Set dated 09/10/12 and revised to verify her disliked food

revealed Resident #100 was assessed as ltems were indlcated on the tray card,

cognitively intact with no confusion.
Tray lne staff verifies her tray is served

At the time of Resident #100's admission a "Diet based upon her wishes as indicated on har
History/Food Preference List" dated 04/20/11 tray card prior to leaving the Kitchen
indicated no dislikes stated at the time. The only )
preferences listed were l?everage praferences Restdent #100 will be monitored by the
such as tea and grape juice. Further record Dletary Manager or her designee on a
review revealed a physician order dated 08/01/11 weekly basls for 4 weeks, then monthiy
for Resident #109 to have a nutritionai and randomly thereafter to determine she
supplement and jello on each meal tray. Is receiving food based upon her

fi |
An interview with Re5|d nt #100 was conducted preferences, likes and disikes.

LABORATORY 3| RI'S PPLIER REPRESENTATIVE'S SIGNATURE TITLE
AJﬁ ) f'}pn ’ -?

-7
Any deficiency statement andlng \MH an asteaﬁ(( } denctes a daﬁclancy which the institution may be excused from comecting providing it is dete that
other safeguards provida sufficlant protecton to the patients. (See instructiona.) Except for nursing homes, the findings stated above are disciosal 0 «:la\rsc u ﬁ 2012

foliowing tha date of survey whether or not a plan of corection is provided. For nursing homes, the above findinga and plans of cotrection are di bleﬂ[
days following the date these documents are made available to the facility. if deficiancies are cited, an approved plan of comrecton is requisite to ued
program paricipation. <
e by:

FORM CMS-2567(02-99) Previous Versions Obsolale Event10:KGZO1t Facility ID: 961023 i wnWa 25




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 11i26/2012
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) OATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: CCMPLETED
A BUILDING
B. WING
345493 11/09/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
104 COLLEGE DRIVE
HENDERSONVILLE HEALTH AND REHABILITATION
FLAT ROCK, NC 28731
o410 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION s
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATIOMN) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENCY)
F 242 | Continued From page 1 F 242 Resldent #100's food preferances, likes

on 11/06/12 at 5:03 PM. She stated she required
soft foods to eat because of her gall bladder
condition. Resident #100 stated a typed list of
food preferences was provided to the dietary
manager in August 2012. An observation at this
time of this list dated 08/14/12 revealed jello was
included as a food preference.

Observation of Resident #100's supper tray on
11/06/12 at 5:50 PM revealed Resident #100 was
served a chocolate nutritional supplement and no
jello. Review of the resident’s tray card on the
supper tray revaaled chocolate was listed as a
disliked food item. The resident stated she does
not like chocolate and would not eat the
chocolate nutritionat supplement. She added she
had recsived it a couple of times in the last ten
days. In addition, the resident said she had
requested jello and has not seen it on her meat
tray in over a week.

Chbservation of Resident #100's funch ray on
11/08/12 at 1:05 PM revealed she had no jello.
At this time the resident repeated she had not
had jello on her tray for over a week.

An interview with the Certified Dietary Manager
{CDM) was conducted on 11/08/M12 at 1:41 PM.
The CDM revealed there was three distary staff
on the tray line. The first dietary staff member
informed the cocks of the distikes on the slip.
The sacond dietary staff member checked to
make sure nothing was missing on the fray. The
third dietary staff member rechecked the tray to
make sure food items were not placed ¢n the tray
that were listed as disliked. The CDM stated she
expectad that all three dietary staff members on
the tray line would make sure to review the tray

and dislikes will be reviewed and revised
during each Quarterly care planning
session,

2. Allresldent’s tray cards have been
evaluated by the Certified Dietary
Manager to ensure likes and disiikes with
food preferences are Indfcated on each
Individual tray card.

Dletary staff members on the tray line
have been re-educated and will review
each tray card while preparlng each meal
tray to assure each residen¥'s foad
prefereaces are honored.

*  First dletary staff member informs
the cooks of distikes on card

*  Second dletary staff member checks
to make sure nothing was missing on
the tray

*  Third dietary staff member rechecks
tray to make sure food items were

not placed on tray that were listed as
disliked

3. Anaudit of each resident’s food
preferences, likas and dislikes will be
conducted at Jeast quarterly to determine
each resident Is receiving food based upon
hisfher preferences, likes and dlslikes,

£ach resldent’s food preferences, lkes and
disiikes will be reviewad and revised
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F 242 | Gentinued From page 2 F242 during each quarterly care planning
siip while preparing each meal tray to assure sesslon.
residents food preferences were honored. The . )
CDM said Resident #100 should have received Observation and monitaring of the tray
jollo on her meal trays and not received chocolate llne will be canducted by the certifled
as per the resident’s listed dislikes. dletary manager or her designee on a
F 282 | 483.20(k)(3)(ii) SERVICES BY QUALIFIED F 282 weekly basls x 4 weeks, then monthly and
§5=D | PERSONS/PER CARE PLAN randomly thereafter.
The services provided or arranged by the facility The Certified Dietary Manager or designee
must be prOVided by qualiﬁed persons in will audit documentatlan In each
accordance with each resident's written plan of resident’s medlcal record to ensure
care. physiclan orders and resident preferences
are followed and documentad and will
report to the Quality Assurance
This REQUIREMENT is not met as evidenced Committee on a monthly basls x 3 months,
by: then quarterly thereafier to ensure
Based on observation, record review and staff resident’s dletary preferences, likes and
interviews, the facility failed to follow a care plan disllkes are being honored, 11 -»1-'1

by not completing skin assessments consistently
for 1 of 4 residents reviewed for skin assessment
availability (Resident #113). The facility also
failed to follow a care plan regarding treatment of
constipation for 1 of 11 residents raviewed for
bowel movement monitoring { Resident #32).

The findings are:

1. Review of a facllity policy/procedure titled
"Skin Assessment’ dated August, 2011 reveated
the unif nurse would assess the resident's skin on
day-of admission. A complete comprehensive
head to toe assessment of the resident's skin
would be completed once a week thereafter.
Documentation of the status of the resident's skin
would bs provided in the resident's charf once per
wesk.

Resident #113 was admitted to the facility with

A. Resident #113 has been reassessed and
care pian has been updated to include
speciflc interventions to address skin
Integrity.

A head-to-toe assessment has been
compieted on restdent §113 and
documentad In the medical record on the
Nursing Assessment form,

A skin assessment was performed bya

licensed nurse and documented In the

medical record on the Skin Assessment
Form,
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diagnoses including malnutrition and aftercare
joint replacement. An admissien Minimum Data
Set (MDS) dated 09/15/12 revealed Resident
#113 was understood, understands and was able
to make her needs known. The MDS also
revealed Resident #113 was at risk for
developing pressure ulcers which friggered for a
care area assessment and care plan
development.

Review of a nursing care plan dated 09/08/12
indicated Resident #113 had a potential risk for
skin breakdown refated to immobility and
weakness from recent hospitalizations. The
documented goal was for the resident to remain
free from tissue injury through preventative
nursing measures through the next review of
12/06/12. Interventions in place included: assess
skin weekly per facility protocol, netify nurse and
physician of any new areas noted, and exercise
caution during transfers and handling as skin is
fragile.

An admission nursing assessment was
completed on 09/3812 which included a skin
condition assessmeant. The skin assessment
described an area on Resident #113's left hip as
wam, reddened, dry skin with edema. In the
comments section, documentation revealed; "see
nurse's notes for details.”

Review of a nurse's note dated 09/08/12 revealed
Resident #113 had "multiple skin issues” and
“skin is dry and flaky everywhere." The nurse's
note further revealed a "quarter size blood blister"
behind the resident's right knee, butiocks
appeared excoriated and the presence of a rash
on the resident’s back and neck.
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F 282 | Continued From page 3 F 282 Assessment of resident #113 will he

Indi

Care

Certl
educ

Daily

performed by a iicensed nurse will be
completed weekly and decumented in the
rmedical record on the Weekly Skin
Assessment form

B. During the survey, documentation to

movement had been addressed for
Resident #32.

Resident #32 has been reassessed and care
plan has been updated to include speclfic
Interventions to address Incontinence,
bowel mevement monitoring and
treatment of constipation.

MDS Comprehensive Assessment was
revlewed to ensure resident status is
consistent with nursing assessments and
documentatton.

and revised to Inciude problem area for
resident at risk for constipation related to
medlcations and history,

to document bowel movements evary shift
for each resident, Including Resldent #32.

Information detailing bowel movement
frequency are generated from elactronlc
system by each unit manager, The dally

cate extended times without bows)

Area Assessment has been reviewed

fted nursing assistants have been re-
ated and utilize the elactronic system

reports containing resldent-specific
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Review of a nurse's note dated 11/02/12 at 6:00
PM revealed Resident #1123 had a new area of
skin breakdown on upper left buttocks
approximately 2 centimeters {cm) by 3 cm with
undeterminable depth.

Review of a "Weekly Skin Assessment” dated
11/07/12 revealed Resident #113 had an open
area located on the right inner buttock, an open
area located on the left lower leg and a scratch
on the left upper hip. Further review of Resident
#113's medical record did not reveal any other
weekly skin assessmenis,

On 11/08/12 at 10:00 AM the Director of Nursing
{DON) was interviswed and indicated the nurse
was responsible for completing weekly head to
toe skin assessments according fo care planning
and facility policy. The DON also indicated
Resident #113 should have had skin
assessments documented in the medical record.

An interview with Nurse #3, a unit manager, on
11/08/12 at 2:30 PM revealed nurses were
supposed fo do weekly skin assessments and
document findings on the "Weekly Skin
Assessment” form. Nurse #3 also revealed if a
resident had an area of concern the nurse would
report the findings to hey.

2. Resident #32 was admitted to the facility
07126112 with diagnoses which included
Alzheimer's dementia, ostecporosis, depression

reports indicate when resident has bowel
movements and indicates warnings when
resldent has gone three days without a
bowel movement,

Each Unit Manager provides the daily
bowel movement iracking raport to the
charge nurse on each hall, The daily report
Is belng provided to the nurse on the hall
where resldent #32 resides.

Upon receipt of the daily bowel movement
tracking report, the charge nurse willl
address any issves when the resident had
gone three days without a bowel
maovement, sign the report and return it to
the Unit Manager for verification.

A. A head-to-toe assessment has been
compieted on every rasident in-house and
documented in the medical record on the
Nursing Assessment form.

A skin assessment was performed an each
rasident in-house by a licensed nurse and

documented in the medical record on the

Skin Assessment Form.

A Skin Integrity Program has been
developed which Is coardinated by a Skin
Integrity Nurse, The Skin Integrity Nurse
will provide monitoring of each Skin
Assessment and will coordinate services to
be provided to prevent skin breakdown
and pramote healing of areas of loss of

and constipation. skin integrity.
The 10/19/12 quarterly Minimum Data Set (MDS)
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F 282 | Continued From page 5 F 282 An Assessmant will be performed for each
assessment for Resident #32 assessed her with ::ﬂdent uRon admission and weekly
L N A ereafter. The Skin Assassment form wiil
savere cognitive impairment and requiring be placed In the Ski .
extensive assistancs for tcilsting. pra @ Skin integrity Nurse’s file.
She will evaluate each assessment and
The 08/02/12 admission MDS for Resident #32 :::"r;‘::t‘f Which . esidents need further
triggered the area of incontinence. The Care ohysician :’" or referral to our wound care
Area Assessment related to this assessment ysiclan for a specific treatment regimen.
noted, "Resident incontinent requiring staff assist The Skin Integrity Nurse will place the Skin
with activities of daily living, no current skin Assessment form in each resident’s
concerns but at risk for skin breakdown, working medical record.
with therapy. No current bowel movement noted
in computer but with nurse interview resident had Each resident identified upon admission or
bowsl movement and not constipated, at risk for during weekiy skin assessments who has a
with Lasix daily". "Will proceed to care ptan for toss of skin integrity will have their care
incontinent care, risk for skin breakdown, plan revlewed and revised as naeded. The
constipation and needs for activities of daily living interventlons will be placed on the
and toileting”. Warking Plan of Care in addition to the
Interdisciplinary Comprehensive Care Plan.
The 08/15/12 initial care plan included the
problem area "Resident is at risk for constipation B. Each resident with incentinence or
related to medications and history”. This problem propensity to constipation has been
area continued when the care plan was reviewed reassessed and thelr Working Plan of Care
again on 10/09/12. Approachaes to address the has been updated toinclude specific
problem area included: interventlons to address Incontinence,
*Assess/recordireport to MD as needed bowel movement monitoring and
signs/symptoms of constipation such as treatment of constipation.
abdominal pain, abdominal distention, straining of
stool, hatd stool, nausea, vomiting and altered The Interdisciplinary Care flan will be
?A?jﬂté_“ _ﬁ'-iatus _ reviewed and revised quarterly to ensure
m|n|s_ter Iaxai!ves. stool softeners as ordered resident needs refated to incontinence,
?nd m_onltOf for SEde effecfs and ?ﬁec{wﬁness need for bowel movement monitoring and
Obtain and monitor lab/diagnostic work as treatment for constipation are addressed.
ordered and report abnormat values to physician .
*Monitor bowsl movement pattern and record on MBS Comprehensive Assessments will be
?E:;T:: te adequate fluid intake unless reviewed quarterly to ensure resient
contraindﬁ:ated status is consistent with nursing
*Encourags foods high In fiber unless assessments and documentation.
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contraindicated.

Review of physician orders revealed that since
admission 07/26/12, medications for Resident
#32 included:

*Fibercon 825 milligrams (mg), 2 tablets every
day for constipation

*Senokot 2 tablets by mouth at bedtime for
constipation

*Dulcolax 10 mg suppository every thres days as
needed if no bowel movement

In addition, physician orders revealed the diet
order since admission for Resident #32 inciuded
nectar thick liquids.

Review of October bowel records for Resident
#32 revealed the following fime frames without a
documented bowel movement:

10117112 first shift-10/23/12 second shift (a six
day period)

10/25/12 third shift-10/30/12 second shift (a five
day period)

Review of the October Medication Administration
Record revealed Resident #32 did nof receive a
Dulcolax suppository between 10/17/12-10/23/12
and 10/25/12-10/30/12.

On 11/8/12 at 10:10 AM the Unit Coordinator
{over the unit Resident #32 resided) stated the
facility had an electronic system which nursing
assistants utilized fo document bowel movements
every shift for each resident, The Unit
Coordinator stated a daily report was generated
from this slectronic system by either the unit
coordinators or supervisors which listed any
residents that had gons three days without a
bowel movement. The Unit Coordinator stated
initially the reporis were given to nurses on each
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F 282 | Continued From page 6 F 282 Care Area Assessments will be reviewad

and revised quarterly to Include problem
area for resident at risk for constipation
related to medIcations and history.

Certifled nursing assistants will be in-
serviced upon hire and annually thereafter
In the correct utlllzation of the electronic
system to document howel movements
every shift for each resident.

Dally reports containing resldent-specific
informatlon detaillng bowel movement
frequency will be generated from
elecironic system by each unit manager.
The daily reports indicate when resident
has bowel movements and Indicates
warnings when resident has gone three
days without a bowel movement,

Each Unit Manager will provide the daily
bowel movement tracking report to the
charge nurse on each hall.

Upon receipt of the daily bowe! movement
tracking report, the charge nurse will
address any Issues when the resident had
gone three days without a bowel
movement, sign the report and return it to
the Unit Manager for verification.

A. The Interdisclplinary Care Planning
Team invelved in the assessment or care
planning process has been in-serviced
regarding developing and updating
comprehensive care plans to establish
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F 282 | Continued From page 7 F 282 goals and determine interventions o

hall for them to inifial the report had been
reviewed and addressed. The Unit Coordinator
stated the expectation was for nurses to
determine if the problem was lack of nurse aide
documentation or the need to implement PRN {as
needed) medication orders related to an
extended me without a bowel movement. The
Unit Coordinator stated a couple weeks ago
facility staff had decided the unit coordinators and
supervisors needed to become more involved in
the review process of these reports. The Unit
Coordinator stated now licensed nurses were
provided the report for the hall they were
assigned and the report is supposed to be turned
back in at the end of the shift (to the unit
coerdinator or supervisor).  The Unit Coordinator
stated part of their role was to review the returned
reports to ensure any resident that went an
extended time without a bowel movement had
been addressed.

The Unit Coordinator noted nothing had been
documented on the 10/20/12 or 10/21/12 returned
reporis related to Residant #32 to indicate the
extended time without a bowel movement had
been addressed. The Unit Coordinator siated
reporis had not been furned back in on 10/22/12,
10/28/12 or 10/29/12. The Unit Coordinator
noted bowel movements weare not recorded on all
shifts during these time frames and nurses
should have asked the nurse aides if the resident
had a bowel movement during their shift. The
Unit Coordinator found the returmned report sheet
for 10/30/12 which indicated Resident #32 had
been administered a Dulcolax suppasitory that
moming and had a bowel movement fater that

address each resident’s individual needs.

The Director of Nursing or designee willl
audit head-to-toe assessments to ensure

documented in the medical record on the
Nursing Assessment form.

The Director of Nursing or deslgnee will
audit 25% of rasident records weekly to
ensure a skin assessment was performed
on each resident in-house by a llcensed
nurse and documented In the medical
record on the Skin Assessment Form.

The Director of Nursing will monitor the
Skin Integrity Program on a weekly basis.

The Director of Nursing will monitor
weekly to ensure the Skin Integrity Nurse
Is providing monitoring of each Skin
Assessment and coordinatlon services to
be provided to prevent skin breakdown
and pramote healing of areas of loss of
skin integrity.

The Director of Nursing or deslgnee wilt
audit each medical record upon admisslon
to ensure an Assessment has been
performed for each resident upon
admission and weekly thereafter.

The Director of Nursing or deslgnee will
audit the Skin Assessment log on a weekly
basls as developed by the Skin Integrity

completion on every resident In-house and

day. The Unit Coordinator stated the licensed Nurse.
nursa that gave the Dulcolax suppository on
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F 282 | Confitued From page 8 F 282 The Skin Integrity Nurse wlil maintaln a log
10/30/12 told her she forgot to chart it on the toidentlfy each skin assessment form and
Octaber 2012 MAR of Resident #32. The Unit lnclude the determinatian of those
Coordinator could not explain why the "no bowel residents needing further intervention or
movement" reports were not available for ail days , mf‘"f al to aur wound care physiclan for a
or why there was no documentation to indicate - specific treatment regimen.
the extended times without a bowel movement
had been addressed for Resident #32.. The Director of NUfS'I‘Ig or dESlBﬂEE will

audit care plans on a quarterly basls to
On 11/08/12 at 5:55 PM the Director of Nursing ensure each restdent Identified upon
(DON) stated her expectation regarding bowel admission or during weekly skin
monitoring was for the unit coordinators to review assessments who has a loss of skin
the "no bowel movement" reports on a daily basis Integrity has thelr care plan reviewed and
to ensure nursing staff wers addressing any revised as needed.
residents that had gone three days without a
bowel movement. The DON stated she expected The Director of Nursing or designee wil
unit coordinators to inform nurses on the hall monitor each Working Plan of Care
which of their residants needed to be locked at to monthly to ensure the interventions have
determine 1) if thay needed to talk o the nurse been placed on the Working Plan of Care.
aides if nothing had been recorded during their
shift to see if the resident did have a bowel B. The Director of Nursing or designee will
movement 2) use any PRN medications ordered audit Working Plan of Cares on a monthly
for constipation for the individual resident and/cr basis to ensure each resident with
3) call the resident's physician to ask for Incontinence or propensity to constipation
something to treat constipation (noting the facility has been reassessed and thelr Warking
.| does not have standing orders). Plan of Care has been updated to include
F 312 | 483.25(a)(3) ADL CARE PROVIDED FOR F 312 specific interventlons to address
55=D | DEPENDENT RESIDENTS incontinence, bowel movement
menitoring and treatment of constipation.
A resident who is unable to carry out activities of
daily living receives the necessary services to The Director of Nursing or designee will
maintain geod nuthtion, grooming, and personal audit each Interdisclplinary Care Plan
and oral hygiene. quarterly to ensure the care plan has been
reviawed and revised to ensure resident
needs related to incontinence, need for
. . . bowel movement monitoring and
ghls REQUIREMENT is not met as evidenced treatment for constipation are addressed.
y:
Based on medical record review, observations
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and interviews the facility failed to provide
servicas to 1 of 1 dependent residents to prevent
nail to skin contact. (Resident #105).

The findings are:

Resident #105 was admitted lo the facility
10/30/09 and readmitted 04/14/10 with diagnoses
which included osteocarthrosis, muscle waakness,
anemia, delirium and schizophtenia. Resident
#105 had been under hospice services since
04123110,

The current Minimum Data Sst (MDS)
assessment dated 08/27/12 for Resident #105
noted Resident #105 had significant cognitive
impairment, was dependent on at least ohe
person for personal hygiene and bathing.

The current care plan dated 09/10/12 included
the problem areas:

1. Potential for impaired skin integrity relatad to
impaired bed mobility, incontinence of bowsl and
bladder and risk for skin breakdown.
Approaches to address this problem included:
*Weekly skin checks

“Report any red or open areas

2. Self care deficit refated fo dementia and
schizophrenia

Approaches to address this problem included:
*Physical therapy/Oceupation therapy as needed
*Examine skin during bathing for signs/symptoms
of irritation or breakdown. Document and report
as needed

Qbservations and staff interviews were made of
Resident #105 during the survey

The Director of Nursing or dasignee will
audit each MDS Comprehensive
Assessments has been reviewed quarterly
to ensure resident status is conslstent with
nursing assessments and documentatlon.

The Director of Nursing or designee will
audit Care Area Assessments quarierly to
ensure the CAA has been reviewed and
revised quarterly to include problem area
for resident at rlsk for canstipation related
to medications and history.

Licensed nurses and Certifled nursing
assistants will be re-educated upon hire
and annually thereafter in the correct
utilization of the electronic system to
docement bowe! movements every shift
for each resident.

The Director of Nursing or designee will
monitor daily reports contalning resident-
spacific information detailing bowel
movement frequency which are generated
from electronic system by each unit
manager. The daily reports indlcate when
resident has bowel movements and
indlcates warnings when resldent has gone
three days without a bowel movement.

The Director of Nursing or designee will
monitor the Working Plan of Care monthly
to ensure the Interventions have been
placed an the Working Plan of Care,
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11/05/12-11/09/12. These observations and
interviews included:

11/05/12 12:00 PM Resident #105 was observed
inbed. The resident's left hand was covered with
a blanket and her right hand had a palm guard in

place..

11/05/12 3:57 PM Resident #105 was cbserved
in bed. The resident's left hand was observed
with her fingers drawn in, toward her palm. The
nails on her left hand were tong and jagged and
extended beyond the end of her finger. A "carrot”
{a small padded cloth device in the shape of a
carrot used to prevent nail to skin contact when
placed in the palm of a resident's hand) was
observed on the resident's bedside table.

11/06/12 10:20 AM Resident #105 was observed
in bed. The resident's left hand was observed
with her fingers drawn in, toward her paim. The
nails on her left hand were long and jagged and
extended heyond the end of her finger.

11/06/12 5:00 PM Residant #105 was observed
in bed. The resident's left hand was laying on a
pillow. The resident's fingers on her left hand
weare drawn in, toward her palm. The nails on her
left hand were long and jagged and extended
beyond the end of her finger. A "carrot”" was
observed on the resident's bedside table.

11/07/12 9:00 AM Resident #105 was observed
in bed. The resident's left hand was laying on a
pillow. The rasident's fingers on her left hand
ware drawn in, toward her palm. The nails on her
left hand were long and jagged and extended
beyond the end of her finger, A "carrot® was

F3I

The Director of Nursing or designee will .
audit documentation !n each resident’s
medical record to ensure skin assessments
and bowel monitoring care plans are
followed and documented and will report
to the Quality Assurance Committee on a
monthly basis x 3 months, then quarterly
thereafter to ensure resident’s care plans,
assassments and traatment plan for each
resldent with loss of skin integrity and
issues related to bowe! movement
monitoring and treatment for constipation
meet each individual resldent’s needs.

114111

Resident 105 was provided hygfene and
nail care during the survey.

The Interdisclplinacy Care Plan and
Working Plan of Care for resident §105
were updated to include ADL assistance to
promate hyglene of her left hand, nail care
and proper utillzation of the carrot in her
left hand to prevent contractures and nail
to skin contact.

Education and communication between
Hospice Nurse Aide and facility Certifled
Nursing Assistants was provided to ensure
continuous and conslstent nail care and
use of carrot device in palm of left hand of
resident #10S.

A physician’s order was abtained to have
carrot” in place in left hand of resident
105,
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observed on the resident's bedside table.

11/07112 11:00 AM An observation was made
with the Unit Coordinator (over the unit Resident
#1065 resided). A palm guard was cbserved in
place on the resident's right hand. The resident's
left hand was propped on a pillow. The resident's
thumb nail on her left hand extended
approximately 1/8" beyond the end of her finger.
The rasident's thumb nail was embedded in the
middle knuckle of the resident's third finger.
Resident #105 did not appear able to freely move
her thumb finger so the unit coordinator gently
moved the thumb from the third finger and an
indention was noted on the third finger where the
resident’s thumb had been positioned. The
resident's nail on the second finger was noted to
be jagged and long and extended approximatety
1/8" from the end of the finger. The resident's
second finger was drawn in, toward the palm of
her hand. The resident’s fourth finger had a
band-aid over the nail bed and the finger was
drawn inward, foward the palm of her hand. The
Unit Coordinator stated Resident #105 was under
Hospica services and between Hospice, facility
nurse aides and nurses, her nails should be kept
trimmed. The "carrot” was observed on the
bedside table and the Unit Coordinator stated she
was not sure whather it was supposed 10 be used
for Resident #105.

11/07/12 11:17 AM Rasident #105 was cbserved
in bed. The resident's thumb nail on her left hand
was embedded in the middle knuckie of the
resident's third finger. The resident's thumb nail
was long and jagged and extended approximately
1/8" beyond the end of her finger. A "carrot’ was
observed on the resident's bedside fable.

evaluated from head-to-toe, to include
potential for contracturas, need for nail
care and possibility of nall-to-skin centact.

Interdisciplinary Care Plans and Working
Plan of Cares have been updated as
indicated to include Interventions to
prevent and address nail-to-skin contact,
as well as need for assistance with nail
hyalene,

Alllicensed nurses and Certified Mursing
Assistants have been re-educated
regarding the need to provide ADL
assistance and devices to prevent nail to
skin contact,

Charge nurses will be responsible for
monitering ADL and hyglene assistance
provided by Certifled Nursing Asslstants to
ensure praper nail care is provided and
proper application of devices to prevent
nail to skin contact.

Communication developad and enhanced
between Hospice care providers and
facllity caregivers to ensure resident needs
are mel regardless of which dlscipline is
primarily and routinely providing nail care
and utilization of devices to prevent nail to
skin contact to each resident.

Charge Nurses and Unit managers wilf
menitor ADL documentation in electronic
charting system to ensure ADL, provision
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11/07/112 12;17 PM An ¢bservation was made of
Resident #105 along with Nurse #7. Nurse #7
stated she was familiar with Resident #105 and
worked with the resident three days a week,
Nurse #7 stated the nurse aide with Hospice
servicas provided nail care. Nurse #7 noted the
palm guard in place on the resident's right hand.
The resident's right finger was wrapped around
the front of the palm guard and the nail was
extended approximately 1/4" from the end of the
finger. Nurse #7 observed the "carrot” on the
bedside table and indicated the "carrot" was given
to all Hospice residents for comfort. Nurse #7
stated there were no physician orders for
Resident #105 o have the "carrot” in placa.
Nurse #7 did note she used to place the "carrot”
in the left hand of Resident #105 during a prior
time that she resided on the unit (Resident #105
had moved fo the room she was in on 10/10/12).
The resident's thumb nail on her left hand was
observed extended approximately 1/8" beyond
the end of her finger. The resident's thumb nail
was embedded in the middle knuckle of the
resident's third finger. Nurse #7 sasily placed the
"carrot" {from the bedside table) in the resident's
left hand which prevented the left thumb nail from
embedding into the third finger.

$1/07/12 2:00 PM The Unit Coordinator stated
she understood the concam of the potential of
problems with Resident #105's left hand due to
nail to skin contact. The Unit Coordinator stated
she was going to have the Occupational
Therapist lock at the resident’s left hand..

11/07M12 2:30 PM A Nutse Aide {NA) with
Hospice services reported she had worked with

and documented.

Unit manager and Director of Nursing or
designee will conduct observation rounds
on a daily basis to evaluate condition of
resident’s hands and nails and proper use
of carrots and ather devices to prevent
contact between nails and skin.

contact.

Assistants,

The audit tools and data collection from
monitoring from rounds will be reviewed
and monitored monthly by the Quality

Assurance Committee,

of nail care and use of devicas s provided

4. The Unit Managers will monitor ona
waekly basis to ensure the proper
utllization of devices and nail care to
prevent nail to skin contact,

The Director of Nursing or designee will
monitor gn a monthiy basls the use of
devices and nail care to prevent nail to skin

The Director of Nursing or designee will
audit ADL reports on a monthly basis from
the electronic documentation system to
ensure hyglene and ADL assistance are
charted regularly by the Certified Nursing

j2-1-14
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Resident #105 for approximately 18 months,
The Hospice NA stated she provided activity of
daily living (ADL) care during her visits which
inciuded nail care. The Hospica NA noted the
resident's range of motion in her left hand had
become progressively worse over the past 15
months. The Hospice NA stated she had
‘dropped the ball' on keeping Resident #105's
nails cut. The Hospice NA stated Resident #105
wore a palm guard in her right hand but had
never seen anything in the resident’s left hand.
The Hospice NA stated she just finished cutling
all but one of Resident #105's fingernails. The
Hospice NA stated there was one nail on the
resident’s right hand she was not able to cut due
to the finger being so contracted. The Hospice
NA slated that she tried fo collaborate care with
the facility's NAs to ensure the resident's well
being.

11/07/12 3:15 PM Resident #105 was observed
in bed. The ‘carrot” remained in the resident's [eft
hand. The resident's fingernails on her left hand
were trimmed back to the end of the finger.

11/07/12 4:00 PM The Hospice Nurse familiar
with Resident #105 stated the resident's left hand
had gotten more confracted the past couple
months. The Hospice Nurse stated at imes
Resident #105 would resist when attempts were
mads to ¢lean her hand or put a cloth in the hand
to prevent nail to skin contact. The Hospice
MNurse stated "carrots" are provided fo all
residents with contractures to prevent naii to skin
contact. The Hospice Nurse stated there were no
orders for the "carrot" to be used for Resident
#105 but she was going {0 have an evaluation
done by the Occupational Therapist. The

F 312
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Hospice Nurse reviewed her notes in the Hospice
electronic record and stated in August 2012 she
noted the resident's left hand was getting more
contracted. The Hospice Nurse stated Resident
#105's left hand was initially hard te open and that
it had goften progressively worse noting the
resident had pain when her fingers were
manipulated. The Hospice Nurse stated in
September 2012 the resident's middle finger was
noted to appear to be more fixed in placs.

11/08/12 11:40 AM and 1:11 PM Resident #105
was observed in bed. A palm guard was in place
on her left hand which prevented nail to skin
contact. The resident's nails on her left hand
were kimmed back to the end of the finger.

11/08/12 1:20 PM The Cccupational Therapist
{OTR) stated a paim guard had been placed in
the left hand of Resident #105. The OTR stated
she soaked the resident’s left hand in warm water
and applied lotion to relax her hand. The OTR
stated she placed the palm guard in the resident's
left hand to prevent nail fo skin contact. The OTR
stated rigidity in the resident's hands caused her
fingers to draw inward, toward her paim.

11/08/12 2:30 PM The OTR was observed in the
room with Resident #105. The OTR stated she
wanted to check the resident's left hand to
determine her tolerance to the palm guard, The
OTR easily removed the palm guard from the
resident's left hand and reptaced it after
assessing the hand. The therapist commented
the palm guard appeared fo be beneficial in
preventing nail to skin contact.

11/08/12 5.00 PM Nurse Aide #1 (NA) stated she
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was very familiar with Resident #105. NA #1
stated Resident #105 had palm guards in place
on both hands. NA #1 stated a couple weeks ago
she took both palm guards to the laundry
because they were so badly soiled. NA #1 stated
tha resident’s right hand palm guard was the only
ona that was returmed from the taundry. NA #1
stated she used to use the "carot” or a washcloth
in the resident's hands to prevent skin to skin
contact. NA #1 stated last week she attempted
to cut Resident #105's nails but the resident was
resistive to care. NA #1 stated nail care was
provided by facility and Hospice nurse aides and
they tried to keep her nails trimmed because of
how the resident clenched her hands. .

11/08/12 5:45 PM The facility Director of Nursing
{DON) stated she expected any resident needs to
be addressed daily at the stand up meetings.
The DON stated she expected nurse aides,
nurses, rehab staff, the unit coordinators and
Hospice to be in communication with each other
and to share any needs of residents. The DON
stated there shouid be measures in piace io
prevent nail to skin contact for residents.

On 11/08/12 a physician’s order was written o
"Please use hand guards fo prevent injury to
paims due to hand contractures/veluntary hand
clenching".

110/9/12 9:30 AM The Unit Coordinator stated
since Resident #105 moved to her unit on
10/10/12 she had not seen a palm guard in the
resident's left hand. The Unit Coordinator stated
a palm guard would be a need placed on a
resident’s care guide (a communication tool used
by nursing assistants to know individual needs of
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Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
who enters the facility without pressure sores
does not develop pressure sores unless the
individuai's clinical condition demonstrates that
they were unaveidable; and a resident having
pressure sores raceives necessary treatment and
services to promote healing, prevent infection and
pravent new soras from developing.

This REQUIREMENT s not met as evidenced
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residents). The Unit Coordinator stated that
nurses or unit coordinators were responsible for
updating resident care guides as needs changed.
The care guide for Resident #105 was reviewed
and indicated that nail care was to be done "by
staff'. The care guide did not address the need
for any devices (i.e. palm guard, "camot”,
washcloth) in the rasident's hands.
F 314| 1. Resident #113 has been reassessed and

care plan has been updated to Include
specific interventions to address skin

A head-to-toe assessment has been
cempleted on resident #113 and
decumented In the medical record on the
Nursing Assessment form,

A skin assessment was performed by a
licensed nurse and documented In the
medical record on the Skin Assessment

by:

(Resident #113).

The findings ara:

Based on observation, record review and
interviews the facility failed to complete weekly
skin assessments and failed to notify the
physician of skin breakdown for 2 days in 1 of 4
sampled residents at rsk for skin breakdown
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Assessment of resident #113 will be
performed by a licensed nurse witl be
completed weekly and documented in the
medical record on the Weekly Skin
Assassment form

Llcensed nurses have been re-educated
regarding the need to notify any restdent’s
physician, inctuding Resident #113, when
there [s skin breakdown.
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2. Ahead-to-toe assessment has been
F 314 | Continued From page 17 F314 campleted on every resident in-house and

Resident #113 was admitted to the facility with
diagnoses including malnutrition and aftercare
joint replacement. An admission Minimum Data
Set (MDS) dated 09/15/12 revealed Resident
#113 was understood, understands and able o
make her needs known. The MDS also revealed
Resident #113 was at risk for developing
pressure ulcers which triggered for a care area
assessment and care plan development.

Review of a nursing care plan dated 09/08/12
indicated Resident #113 was at potential risk for
skin breakdown related to immobility and
weakness from recent hospifalizations. The
documented goal was for resident to remain free
from tissue injury through preventative nursing
measures through next review of 12/06/12,
Interventions in pface included; assess skin'
weekly per facility protocol, notify nurse and
physician of any new areas nofed, and exercise
caution during transfers and handling as skin is
fragile.

An admission nursing assessment was
completed on 09/08/12 which included a skin
condition assessment. The skin assessment
described an area on Resident #113's left hip as
warm, reddened, dry skin with edema. In the
comments section, documentation revealed; "see
nurse's notes for details.”

Review of a nurse's noie dated 09/08/12 revealed
Resident #113 had "multiple skin issues” and
"skin is dry and flaky everywhere." The nurse's
note further revealed a “quarter size blocd blister”
behind the resident’s right knee, buttocks
appeared excoriated and the presence of a rash
on the resident's back and neck.

documented in the medical record on the
Nursing Assessment form.

A skin assessment was performed on each
resident in-house by a licensed nurse and
documented in the medical record on the
Skin Assessment Form,

A Skin Integrity Program has been
developed which is coordlnated by a Skin
Integrity Nurse. The Skin Integrity Nurse
will provide monitoring of each Skin
Assessment and will coordinate services to
be provided to prevent skin breakdown

and promote heating of areas of loss of
skin integrity.

An Assessmant will be performed for each
resident upon admission and weekly
thereafter, The Skin Assassment form will
be ptaced in the 5kin Integrity Nurse's file.
She will evaluate each assessment and
determine which resldents need further
Intervention or referral to our wound care
physician for a specific treatment regimen,
The Skin Integrity Nurse will place the Skin
Assessment form in each resident’s
medlcal record.

Each resident identified upon admission or
during waekly skin assessments who has a
loss of skin integrity will have thelr care
plan reviewed and revised as needed, The
interventions will be placed on the
Working Plan of Care in addition to the
Interdisciplinary Comprehensive Care Plan.
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F 314 | Continued From page 13

Review of a nurse's note dated 11/02/12 at 6:00
PM revealed Resident #113 had a new area of
skin breakdown on upper left buttocks
approximately 2 centimeters {cm}) by 3 cm with
undeterminable depth.

Review of a "Weekly Skin Assessment” dated
11/07/12 revealed Resident #113 had an cpen
area located on the right inner buttock, an open
area located on the left lower leg and a scratch
on the left upper hip. Further review of Resident
#113's medical record did not reveal any other
weekiy skin assessments.

On 11/08/12 at 2:30 PM an observation was
made of Nurse #3 assessing a new area of skin
breakdown on Resident #113. An open area, 0.8
cm by 2.5 cm, was noted on the resident's right
inner buttock with a small amount of slough.
Nurse #3 indicated this was a Stage 2 pressure
ulcer (partial thickness skin loss).

An interview was conducted on 11/08/12 at 2:45
PM with Nurse #4 who documentad in the nurses
notes on 11/02/12 regarding Resident #113's skin
breakdown. Nurse #4 revealed Resident #113
complained of pain and on assessment noted the
new area of skin breakdown and notified the
Nurse Supervisor (Nurse #5). Nurse #4 further
revealed she did not notify the physician.

Nurse #5 was interviewed 11/08/12 at 3:00 PM
and revealed she told Nurse #4 to call the
physician to get an order for freatment. Nurse #5
further revealed she did not recall if she assessed
Resident #113 or followed up with Nurse #4
contacting the physician.

F 314 ; The Charge Nurse will be responsible for
! notifylng resident’s physiclan when there
i Is skin breakdown.

3,  The Skin Integrity Nurse will monitor each
skin assessment and will provide
additional monitoring to ensure resident’s
physfcian Is notifled of skin breakdown.

The Director of Nursing or designee will
audlt head-to-toe assessments to ensure
completion on every resident in-house and
documented in the medical record on the
Nursing Assessment farm.

The Director of Nursing or designee will
audit 25% of resident records weekly to
ensure a skin assessment was performed
on each resident in-house by a licensed
nurse and documented in the medical
record on the Skin Assessment Form.

The Director of Nursing/designae will
meonitor the Skin Integrity Program on a
weekly basis.

The Director of Nursing/designee will
monitor weekly to ensure the Skin
Integrity Nurse is providing monitoring of
each Skin Assessment and coordination
services to be provided to prevent skin
breakdown and promote healing of areas
of lass of skIn intagrity.

The Director of Nursing or designee will
audit each medleal record upon admission
to ensure an Assessment has been
performed for each rasident upon
admissfon and weekly thereafter.
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. The Skin Integrity Nurse will malntain a log
F314| Continued From page 19 F 314 to identify each skin assessment form and
. . i include the determination of those
An_'r'temew on 11’_98”2 at 4:57 PM with the residents needlﬂg further intervention or
facility Nurse F'ra_ctitloner (N.P) ravealed _she was referral to our wound care physician for a
pot aware of Resident #11?. s area of skin specific treatment regimen.
breakdown of 11/02/12 until 11/04/12 when she
was notiﬁed.velzball_y and also _rgve'aled there was The Director of Nursing or designee will
no comm.'um?auon in the physician’s audit the Skin Assessment log on a weekly
communication book. The NP revealed she . .
A . . basis as developed by the Skin Integrity
ordered a moisture retentive dressing and Nurse
indicated she shouid have been notified of the )
skin breakdown on 11/02/12. The NP further
indicated she was notified of the area of skin The Director of Nursing or deslgnee will
breakdown of 11/07/12 and ordered a medicated audit care plans on a quarterly basls to
ointmant for the area on Resident #113's right ensure each resident identifled upon
inner buttock. The NP indicated the area of admission or during weekly skin
breakdown could be a result of pressure and assessments who has a loss of skin
moisture. integrity has their care plan reviewed and
~ revised as needed.
An interview with the Director of Nursing (DON)
on 11/08/12 at 5:55 PM revealed the nurse who The Director of Nursing or designee will
finds an area of skin breakdown on a resident is monitar each Working Plan of Care
responsible for notifying both the unit manager or monthly to ensure the interventions have
nurse supervisor and the physician to obtain been placad on the Waorking Plan of Care,
orders. The DON also revealed the unit manager
or nurse supervisor should follow up with the 4. The Director of Nursing or deslgnee wll
nurse to make sure the physician was nolified. audit documentation in each resident’s
The DON further revealed the physician should medical record on a quarterly basis to
have been notified on 11/02/12 when the area of ensure skin assessments and bowel 11704
breakdown was first noted on Resident #113's monitoring care plans are followed and
upper left buttock. :ocumenteé! and :Jtlll report to l:\:I Q::I:ty
F 315 | 483.25(d) NO CATHETER, PREVENT UTI, F315] 3 months. then quarterly AV A
§5=D| RESTORE BLADDER ensure resident’s care plans, assessments
and treatment plan for each resident with
Based on the resident's comprehensive loss of skin integrity and issues related to
assessment, the facility must ensure that a bowel movement monitoring and
resident who enters the facility without an treatment for constlpatlon meet each
indwelling catheter is not catheterized unless the Indlvidual resident’s needs.
resident’s clinical condition demonstrates that
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catheterization was necessary; and a resident
who is incontinent of bladder receives appropriate
treatment and servicas to prevent urinary tract
infections and to restore as much normal bladder
function as possible.

This REQUIREMENT s not met as evidenced

by:

Based on observation, record review and
interviews the facility failed to provide medical
justification for the use of an indwelling urinary
catheter for 1 of 3 sampied residents with
catheters. (Resident #113).

The findings are:

Resident #113 was admitted to the facility with
diagnoses including malnutrition and aftercare
joint replacerment. An admission Minimum Data
Set (MDS) dated 09/15/12 revealed Resident
#113 was understood, understands and able fo
make her needs known.

The MDS further revealed Resident #113 had an
indwelling urinary catheter.

Review of physician orders for Resident #113
revealed there was not a physician order for the
indwelling urinary catheter.

A raview of Resident #113's medical record
revealed there was not a specific diagnoses
refated to the use of the indwelling urinary
catheter.
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F 315 | Continued From page 20 F315] 1 Theindwelling urlnary catheter was

survey.

record.

removed from Resldent #113 during the

Resldent #113 was reassessed and her
Interdisciplinary Care Plan and Working

Plzn of Care were updated to reflect
resldent’s urlnary continence,

2. Eachresident with urinary incontinence,
the potentlal for an Indwelling urlpary
catheter or admitted with an indwelling
urinary catheter will be evaluated for
approgriateness of the catheter within 72
hours of admission.

Justification for an indwelling urinary
catheter will be clarifled by the resident’s
physiclan and documented in the medical

Each resident with an Indwelling
urinary catheter will have justification for
the catheter in the Working Plan of Care
and the Interdisciplinary Care Plan.

3. Alllicensed nurses have been re-educated

of bed for 3 days.

Review of the Interim Plan of Care dated
09/09/12 indicated log roll only and do not get out
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Event|D:KGZ(O11

Facility iD: 961023

regardlng justification for indwelling
urlnary catheter usage, need for
physician’s order and documented
diagnosis to support the use of an
indwelllng catheter.
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F 315 | Continued From page 21 E 315 The Interdisciplinary Care Planning Team
invaived in the assessment or care
An interview with the facility's Nurse Practitioner planalng process has been In-serviced
{NP) on 11/07/12 at 10:50 AM revealed Resident regarding monitoring te ensure
#113 had an infected surgical wound from recent comprehensive care plans include
hip surgery and thought she may have had some Justification for the use of an indwelllng
urinary retention. After reviewing Resident #113's urinary catheter.

madical record, the NP revealed she was unable
to find a documented reason for the indwelling

urinary cathater. ’[ The Director of Nursing or designee will
maonitor the usage and Justification of each

An interview with Resident #113 on 11/07/12 at restdent with an indwelling urinary

11:00 AM revealed the indwelling urinary catheter catheter on a menthly basis.

was placed during her last hospitatization prior to

her admission to the facility. Resident #113 The Director of Nursing or designee will

revealed she did not know why she had the monitor the usage and Justiflcation of each

catheter and indicated she had never had a resident with an indwelling urinary

problem empfying her bladder. Resident #113
further revealed she would like to have the
catheter removed $0 she could be more mobile.

catheter on a monthly basis and will report
to the Quality Assurance Committee on a
monthly basis x 3 months, then quarterly
thereafter to ensure compliance with
documenting justification for each
indwelling urinary catheter In the medical

The Director of Nursing {DON) was inferviewed
on 11/07/12 at 2:30 PM. The DON revealed
Resident #113 was admilted to the facility for

therapy after hip surgery. The DON revealed the record.

orthopedic physician requested no therapy for 3

days, do not get out of bed for 3 days and log roll

to have bandages changed only, and thought the

indwelling catheter was in place for the above

stated reasons.
F 412 | 483.55(b) ROUTINE/EMERGENCY DENTAL F 412 1. The MDS for resident #187 has been
§5=D | SERVICES IN NFS reviewed and updated to ensure accuracy

3 _ related to the condition and proper fit of
The nursing facility must provide or obtain from his dentures.

an outside resource, in accordance with
§483.75(h) of this part, routine {to the extent
covered under the State plan}; and emergency
dental services to meet the needs of each
resident; must, if necessary, assist the resident in

Resident #187 has been evaluated by a
dentist and has racelved new properly
fitting dentures.
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F 412 Continued From page 22 F 412 Resldent #187 has been reassessed and his

making appointments, and by arranging for
transporiation fo and from the dentist's office; and
must promptly refer residents with lost or
damaged dentures fo a dentist.

This REQUIREMENT is not met as avidenced
by:

Based on observation, medical record review,
and staff and resident interviews, the facility failed
to provide dental services as ordered by the
physician for 1 of 1 sampled resident reviewed for
dental needs. (Resident #187).

The findings are:

Resident #187 was admitted to the facility with
diagnoses Including nausea, vomiting, diarrhea,
fatigue, and dehydration. The latest Minimum
Data Set (MDS) dated 10/09/12 specified the
resident's cognition was intact. The MDS also
described the resident's dentures as loose fitling.

A review of Resident #187's medical record
revealed a physician's order dated 08/19/12. The
order specified fo obtain a dental consult for the
resident due to poorly fitting dentures and a sore
mouth. Nurse #2's name was written on the
physician's order slip as the nurse receiving the
order.

A review of a nutritional care plan for Resident
#187 was conducted. The care plan updated
10/15/12 indicated the resident had a potential for
weight loss related to 25% or more of food
uneaten at most meals. The care plan goai
specified the resident would maintain current
weight for the next 90 days. An intervention

nutritional care plan has been updated to
reflect his dental and nutritional needs.

Audit of medlcal record subsequent to
survey for resident #187 confirms that ait
physician arders have been followed.

2. Allresidents with dentures have been
assessed for proper fit. Al licensed

nurses have been re-educated regarding
the proper completion and transmittal of
the Appeintment /Transportation
Communlcation Sheet to the appointment
scheduler.

Unit Managers are responsible for
monitoring physician orders on a daily
basis to ensure appointments are
communicated to the appointment
scheduler.

3. The Director of Nursing or designee will
audit physician orders and Communication
Sheets on a weekly basls to ensure the
need for appointments or raferrals are
communicated to the Scheduler.

4.  The Director of Nursing will report to the
Quality Assurance Committes quarterly
regarding compliance with physlcian’s
orders for scheduling of appolntments and
communlcation to the scheduler for
residents needing appointments or f2~ 7‘ u
transportation.
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F 412 | Continued From page 23

added to the care pian on 10/15/M12 contained
instructions to assist the resident with denture
adhesive. The intervention also instructed the
nursing staff to encourage Resident #187 to wear
dentures in order to chew his food.

An interview was conducted with Resident #187
on 11/06/12 at 9:25 AM. The resident was
observed at this time to have his upper dentures
in place. As he attempted to talk, the dentures
were observed to fall away from his gums
prohibiting clear speech. He would push his
dentures back Into place and would have ta close
his mouth to keep the dentures from falling out
Resident #187 stated he would like for his
dentures to be fixed. He added the facility does
provide food he can chew.

An interview with Nurse #1 was conducted on
11/07/42 at 10:30 AM. She stated facility protocol
for a physician's order requiring an appointment
for a resident was for an Appointment /
Transportation Communication Sheet to be filled
out. Nurse #1 stated this sheet should be sent to
the Scheduler who makes appointments for
residents.

An interview with the Scheduler on 11/07/12 at
10:40 AM revealed she never recaived the
Appointment / Transportation Communication
Sheet for Resident #187 to have a dental consult.

An interview with the Director of Nursing on
11/07M12 at 10:45 AM revealed she expected
physician orders were carried out per facility
protocol.

An interview via phone was conducted with Nurse

F 412
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F 412 | Continued From page 24

#2 on 11/0712 at 2:28 PM. She stated she does
not remember carmying through with the
physician's order for Resident #187 to have a
dental consult. She added she can not say why
she did not fill out the proper communication for
the scheduler.

Continued interview with Residant #187 on
11107112 at 4:15 PM revealed he did not have his
dentures in at this time because his gums were
too sore to wear them.

F 412
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