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£ 166 ] 483.10(1)(2) RIGHT TO PROMPT EFFORTS TO F 186
ss=E | RESOLVE GRIEVANGES 7166
1. The affected residents 9/9/13
A resident has the right to prompt afforts by the and/or resident family
facility lo resolve grlevances the rasldent may member have been
have, including those with respect to the behavior contacted via phone or in
of other tesldents, person to ensure that
current/past grievances are
’ . resolved, All affected
I‘!;is REQUIREMENT Is not met as svidenced resi(_ienfs and/or re:ﬁdenl
Basad on record review and resldent, family, and family members will bo
stalf Interviews the facliity failed o address contacted at ]ea.st onee a
arfevances for 4 of 4 residonts (Rasident #129, week fo check if there are
50, 16 and 31) reviewad for grisvances. any grievances/concerns,
The communication with
Findings Included: the resident snd/or family
member will be completed
The Grlevance/Camplaints Polley dated 101957 by the Clinlcal Nurse
slated, *Griavences andfor complainis may be Manager and/or designee.
stbmitted orally or In wiliing,” .
2. A monthly sample of {0
The Grl,?vancafcomplainta Pollcy dated 10/1987 current resjdent and/or
stated, Ti'x.e Adminisirator has assigned lhe resident family member
responsibility of Investlgating grievances and . .
> grievances will be .
complaints lo the Nursing Supervisor. Upon wleted. As part of thi .
receipt of a Grievance, the Supervisor will begin compieied. As pe ,0 s ,
and Investigation, The resident, or person acling sample, the appropriate .
on behalf of the resident, will be Informed of the Del?““‘“eﬂﬁ Head and/or
findings of the Investigalien, as well as any cfffs:gnee will follow up on
cervaciive actions recommended, within ten with the resident and/or
working days of lhe filing of the griavance or family member about the
complaint, A copy of lhe Invesiigation Repoit grievance (o ensure
must be altached lo the Grievance Report and resolution,
filad. Coples of all reports must bs slgned and
will he mada avallable {o the reskdent or person
acling on hehalf of the resident.”
The Grievance/Complalnts Policy dated 10/1887
statad, "Should a steff member overhear or be
LARORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TILE (X6} DATE

B Qo Milustratet,

8

28|13

Any deficlency staterent endlngUﬁm an astedisk (*) denolas a deficiancy which the Instilulion may be oxcused fiom corracling providing it Is determined lhal
ather safeguards provide sufiiclant protoction to the patlanis . (Sea Instiuclions.} Except for hursing hamas, the fndings stolad abave arg disclosable 90 days
foflowing the data af survey whelhor of not a plan of correctlon s provided, Fornursing homes, tha above findings and plans of corrgction are disclosablo 14
days following the dale thaso decumaenls are made avallable to the fachity. If daficiencios are cited, an appraved plan of correclion Is requisite to continued

pregram pariclpation.
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reciplent of a complalint volced by a resident, a
residant's reprasantative, or another Interested
family member of a resident concerning lhe
resident's medical care, reatment .., the staft
momber should encourage and assist the
rostdent, or person acling on the resldent's
bahalf, to fila a wrillen complalnt with the facliily,
Siaff mambars should Inform the restdent or the
parson acting on the resident's behalfl that an
ample supply of Gilovance and Complaint Report
forms is available al each nurse's statlon end the
pracedures for filing a grievance or complaint are
posled on ths residents’ bullelin heard.”

Record review of the grievance logs revealad no
documantation of grievanses or complaints by
Resident #1129, £6, 16, or 31,

1. During an interview on 8/6/13 al 3:456 pm with
Resident #16's famlly member, Family Member
#2 indlcatsd concerns related to staffing, call bell
lights not belng answered, residents having o
wall so fong for toileting that they become
Incontinent, and nurse's not providing care, She
Indleated that both she and {another family
membar], who visit the resident dally, had velced
these concerns to the Diraclor of Nursing (DON),
was not aware of any concern being pl In
wiiling, had not receivad notificallon of any
findings or corraclive actions, and the care
cancerns had hol Improved over the pasl six
months.

During an inlerview on 89/13 at 3:21 pm, the
DON indicaled she had received concermns fron
two of Rosident #16s family members and she
had nol placed any of the concorns in writing,
She indicated gievances should be in witing and
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F 186 | Continued From page 1
pag F 168 3, All residents and/or

resident family members’
grievances will be
documented on a
Grievance Report Form,
The appropriate
Department Head and/or
designee will investigate
the grievance/concern and
attach the findings to the
Grievance Report, The
outcome of the grievance
investigation will be
communicated to the
resident and/or resident
family member via phone
or in person.

4, The Adminisirator
and/or designee will
conduct random audits of
the Grievance/Concern
Log 1o ensure a resolution
has be achieved and
communicated to the
resident and/or resident
family member, The
results of these audits will
be reviewed quarterly
during Quality Assurance
mestings.

5. September 9, 2013
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¥ 166 { Conlinuad From page 2 F 166
folfowed up on il the complalnant, She further
slated, "A [family member] wen! lo the Chief
Nursing Officer and it was brought lo our
altention. The lssues she look over there vierc
the same ches she brought up over hare," The
DON confirmad she had no documentation of any
concerns or grievances related fo Resident #116
and she was aware there had been "several
concarns,” :

2. During an interview on 8/8/13 at 4:21 pmwith
Resident #129's visltorfadvocats, she Indicaled
she and {he resident's family member vislt the
resident for aboul 7 hours sach day. She
Indicaled concems related to Insufficient staffing
to provide care, call belt lights nof belng
answered, and long walls for folleling. She
Indicated she had spoken with the DON aboul
these complalnts, was not aware of anything in
weiling, was not aware of any corrective action.
She Indicated the concemns had not Improved,

Burlng aninterview on 8/8113 at 3:21 pm, lhe
DON Indicaled sha did nol remember Resldent
##129's visilorfadvocate volcing any concems.
The DON confirmed she had no decumentation
of any concarns of griavances related to Resldent :

#129, . |

3, During an interview on 8/9/13 at 12:39 pm with
Restdent #50's famlly member, Family Member
#3 Indicated concerns with resldent care that
included folleling, inconlinent care, and call boll
fights not belng answered. She indicated she
visiis almost daily and is unable to “just sl and
visit® bacause of insufficient stafiing and lhe
resident not recelving care. She Indicated she
has spoken with both the Admintstrator and the
DON regarding her coneerns, was not aware of |
Faciidy i0;: 943350 If continustton sheot Page 3 of 34 !
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any complaint or grievance being pul in wriling,
was nol awate of any corrective actlon or follow
up, and Indicated her concerns regarding care
had not been handled.

During an inferview on 8/9/13 at 3:21 pm, the
DON Indicaled she was aware of "multiple
lssuas" of concern regarding Resident #50's
cara. She slated, °I think thers was a grisvance
filed for wet clathes In the closel, | don't
remainber aboul the olhers.” The DON
confirmed she had no documnentalion of concerns
or foflow tp from concerns related fo Resldant
#50,

Durlng an Interview on 8/9/13 at 5:00 pm with the
Administrator, he Indlcated that grievances or
complaints should be In wiiting on a congern
form, should Indicate the concern, how the
concern was handled, and comimuniealion to the
parson who Bled the grievance/complaint, He
also indicaled the DON was the stalf person
assigned to handle any grievance related 1o care,

4, During an interview on 8/8/13 al 12:06 PM with
Rosident #1111 * 5 familly member, Family Member
#1 Indicated concarns with stalfing, Family
Member 11 stated lhere were often flmes only
ona aide on an enilre hall at one time and
somalimas there were 2 aldes. Family Member
{11 Indicated he had spoken with the Administeator
und the DON about his concerns sevaral limes
and slaled the Administrator stated they have
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The {fachity must promote care for residenis In a
manner and In an environmant that malntalns or
enhances each rosidant's dignity and respect In
full recognition of his or her Individuallly.

This REQUIREMENT is nol met as evidshesd
by:

Based on observalion, record review, resident,
family and slalf Interviews the lacilily falled to
ensuro resldent ’ s call bells were answered,
resutting In embarrassment and foss of dignity for
7 of 7 residants. { Residents # 188,#18, #65, and
#1129}

1, Resldent # 189 was admilted on 5/21/13 with
the diagnosis of hyperension, hyperlipldemia,
and sfroke with left slded paralysls. The current
Mintmum Data Sot {MDS) revesled Resldent
#189 had no short or long term memory Joss and
was abis to make declsions of her dally care. She
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staff who call In and they are shorthanded but the
nurses on each unit are expecled to help the
aldes,
Duoring an Intervlew on 8/9/13 at 3:21 PM, the
DON stated she was aware of Family Member #1
' s concerns about the staffing n the facllity, The
DON stated she didn * { feel ke Family Momber
i1 ' s concarns neaded Yo be writien down on a
artevance form as a concem, The DON Indicated
she did not remember why Farnily Member #1 fell
slalfing was an lssue and she did nol have any
documentalion of conceins falsad by Family
Member /1,
F 2411 483,15(a) DIGNITY AND RESPECT OF F 241
ss=£ | INDIVIDUALITY
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. . g 9720113
reyulred extensive assistance with loileting, bed ) ‘ \ R
mobillty, dressing, perscnal hyglene and bathing. 1. The affected residents
She required assistance wilh batance moving care plan has been u;‘)datcd
from surface o surfsce, Ske also had an and reviewed with direct
fmpalrment of one side of her body {fsit sided care staff {o ensure that
paralysis). there is 4 clear
wnderstanding of the
Review of care plan dated 6/3/13 revealed resident’s Individual needs
Resldent #1898 had bows! and bladder and how their needs can 1

incontinence and dependence on staff for tollsting
assistance, Interventlons Included in part,
encotrage resident lo call for assistance with
ioilsling and to offer tolleiing assistance on each
round,

Revlew of cara plan dated 6/3/13 revesled
Resldent #189 needed axtensive to total ADL
{aclivilios of dally living) assistance following a
stroke with L, (feft) sided weakness and
Inattention. Intervantions Induded In pant, set-up
for ADL and assist as neaded (L. arm flaceld).

buring an Inferview on 8/6/13 al 3:20 pm,
Resldant 11188 Indicated she was not able o
controf urination and during the night she used a
bedpan. She revealsd on 6/28/13 she had been
left on the bed pan far hours on the Zpm-7am
shift, She managed 1o slide herself off the bed
pan. She felt disregarded and forgotten. The
Incident was reportad fo the Director of Nirsing
(DONY) the next morning.

During an Interview on 8/9/13 at 11:25am,
Resident #1809 indicated on 8/4/13, during the
7:00pk -7:00 am shift she needed the bed pan
ond rang the call bell for care, Bafore the aide
had arrived she was Incontinent of bowel and had
to lay In solled clothing and bedding. i smelled

be met, The

and/or designes will

staff. The affected

answered Himely,

Adminisfrator, Director of
Nursing, and/or designee
will review and update
affected residents care
plans, with the assistance
of appropriate staff, The
Clinical Nurss Manager

communicate the updated
care plan fo the direct care

residents and/or resident
family member have been
contacted via phone or in
person to ensure that the
residents’ call bell is being
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F 241 | Continued From page 6 F 241 2. A monthly smnple of 10
awiul and she fell embarrassed. When Aide #10 current resident care plans
arrived to provide incontinent care she apologtzed will be completed, As
indicaling they were shori of staff, Alde #10 was part of this process, the
not avallabls for Interview, Director of Nursing, MD3S
Coordinator, andfor
2, Resident #16 was admiited lo the facllily on designee will review the
9/9/05 and readmilted on 6/12M2 with dlagnoses residents within the
that Included histery of falls, muscle weakness, sample to ensure accuracy
hearl failurs, hypertenslon, and osteaporosls. and that the residents care
The annual MDS datad 6/3/13 Indicated the plan ‘S.bf“’g “ddlr‘-"’ss’“d
rasident was cogritively inlact, required oxlensive dal-iy: The sample
assislance with tollefing, was frequently residents and/or resident
incontinant, and particlpated In the assessmant, family member will be
The caro plan updated 6/17/13 Indlcated, “"“f“"tfd ;;:‘Ef;otﬁi:o&?
“Frequent eplsades of uilnary Incontinance. per'b on 0, 1 belt ;s bein
Extansive loifeting assist needed, *  Inferventions residents ‘fa ¢ &
includad, " Assist wilth Inconfinence care as answered timely.
neaded, encourage resldent lo call for asslslance
with lollaling, and kaop call light within easy
reach. "
3. All stafl will be in-
During an Intorview wilh Resldent #16 on 8/8/13 serviced on the
al 3:28 pm she stated, "Thers Is nol nearly importance of Resident
enough help, When | ring tho call bell ts a long, Dignity and Respect. All
long time bsfore they can gel hero, The aldes staff will also be in~
are so busy." Resldent #16 Indlcated she has serviced on the
had to “wail over 20 minutes many limes * for importance of teamwork
her call bell to be answered and thal nurses and how effective
would come Into her reom, turn off the call ball, teamwork bas a positive
and 1alt her they would lel her alde know she bt + residents
needed assistance, She indlcated she would then lmpact on o4 )
have to walt lengthy perlods of time befors an :
alda could help her. She siated thal she was "
forced to wei mysalf" dus to her call ball not
balng answered and, *! have baen put on the
toilel and left there so long that | used my phone
and caflad my [famlly member] to come lo lhe
FORM CH8-2687(02-09) Previots Varstons Obsolata Event ID;:KBG2H Facitity 1D: 943780 1 continuatlon sheel Page 7 of 34
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facllity and get me off the tollal.” Resldent #16
indicated having to wait so fong for assistance
and having to be Incontirent due to walting mads
her feel embarrassed, {rustrated, and fesl badly
"sspoclally for those resldent's whe can't speak
for themsolves and don't have family to help
them."

During an Interview on 8/8/13 at 3:45 pm Famlly
Moimnber #i2 indicalad she visits Resldent #18
daily and stalad, " | have been here when
[Resldent #18}] has pushed her calibeflto go to
the bathroom and has waited 20 minules or
more. | have requested from the nurses sliling at
the hurse ' s stalion, when the aldes wers all
busy, lo help her and \he response has baen,
Lot me find her alde, 1 dont know why the
nurses cannot help, Last Salurday I came In at
2:50 pm and {Resident #129) was In her room. |
smelled feces and wenl o see where It was
coming from, It was her, | went to the nurse ' s
stalton and lold someone that she nesded
changing. Al4 pm when | left, the smell was just
as bad. | am sure she had nol been changed as
bad as the smalt was,"

+

During a conlintious observailon of Resldent
#16's hallway on 81813 from 4:00 pm - 4:18 pm,
call lights for rooms 138 and 137 were observed
on In he hallway and were audlble from the
nurse's station, Nurse #1, Nurse #2, and Nurse
113 ware at the nurse's statlon, talking, The DON
was also sfanding al the nurse’s sfallon. Thers
were no aldes visible In the hallway. When asked
whether the aldes asslgned to the observed
hallway weroe on break or providing care, the DON
staled, * When [aldes] leave the floor for break
[they} report off Lo the nurse. None are on break
right now. They are providing ¢are." When

4. The Social Worker
and/or designee will
complete a random survey
to monitor how residents
and Jor resident family
mentbers feel the feility
is meeting their need in
regards to dignity and
respect.

5. September 20,2013
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asked about the 2 call.tights that rad been ringing
for 18 minutos she slated, "Lis my expeclation
thal nurses shswer call bells If the aids are not
availablo, | answer call bells when | am walking
the halls and | would expect ong of the nurse ' s
ihat wers slanding here al the nurse ' s sfalion lo
have answared the 2 call belfs that were ringlng."

Durlng an interview on 8/8M13 at 5:23pm the DON
slated, *The charge nurse should ensure the
nurses answer call bell lights If the aldes are
busy.” She indicaled her expectations were thal
nurses provide needed care lo the residents if tho
aldas are assisling othor residents. She also
Indicated it would not be appropriate for a nuise
to turn off a resident ' s call light, not provide care,
and toll the resident thelr zlde would be told they
need halp,

During an inlerviow on B/9M3 at 12:28 pm,
Rasident #16's sit{er slated, "l have a problem
when we ting the call bell and the alde can ' { gel
thers, someane will come by, including the
nurses, and furn the call belHight off, 1 viill ring it
ageln and this moming they lrned it off agaln,
The nurse today pushoed the cencel button In the
roam and safd ' 1wl go find her alde and el her
know she nesds help going to the balhroom.*
She had to walt about 15 minutes for care. ™ |
have known her, many times, to ring the bell end
have {o wall so long thal she had an accident”

During an terview with Nurse Alde (NA) #8 on
89713 al 1:20 pm, she stated, " This morning |
was assigned lo the dining room and was
assisling residents with their meals, Afler the
breakiast meal, another alde told me thal
[Restdent #16] needs to go lo the bathroom and
the nurse told me fo fell you. ' When | asked her
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why sameone had not already helpad her to the
bathroom, she sald, *you ' I have to ask her
nurse about that, ' " NA #/6 indlcated she then
went into Resident #16's room to asslst her with
toileling and the rosldent stated she had baen
walling about 16 minutes for care,

Durlng an interview with the DON on 8/9/13 al
3:21 pm she staled, *The slters are sbiclly lo sit
with them. They are not here to provide care, it
Is nol our expactation for tha sitter to provide any
care. The staff is expaclad to provide 100% of
the resldent care, It ls my expectation that stall
tollels every resident every 2 hours and does hot
fgnore or turn off call bells without providing care."

3, Resldent #65 was admitted on 12/1/08 and
readmilted on 3/8/13 with dlagnoses that incltuded
dsmenlia, difficully walking, lack of coordination,
ostecporosls, history of falls, and muscle
woakness.

The quarterly Minimum Data Set {MDS) daled
6/4/13 indicated the resident was severely
cognitivaly impalred, needed one parson physical
asslst for tolleting, was not sieady with walking,
was only able to slabilize with assistance, and
was occastonally Incontinent,

The care plan updated 6/14/13 Indicated the
resldent " has bean continent of bowel and
bladder lately with tolleting assist, ¥ Inlerventions
Included, * Encourage resident to call for
assistancs with toileling {might try to walk to the
bathroom alone), and keep call light within casy
roach of resident.

An observailon of Resldent #85 on 818M3 at
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14:55 am rovealad the restdent siiting on the side
of har bed, with her walker In front of her, holding
her call bell in hor left hand, and pushing il
ropeatedly. The restdent's call llght was on and
visible from the hallway. Resident #65 stated, "
really neod lo go fo the bathreom, | rang my bell
quille some lime ago but no one will come to help
me,” The resident was distressod, siighlly
rocking on the edge of the bed, with a worried
expression on her face, Nurse Manager #3
antared the roun at 12;01 pm and asslsled the
rasident with folleting,

Durlag a continuous observation of Resldant
1165 haliway on 8/8/43 from 4:00 pm - 418 pm,
calt llghts for rooms 136 and 137 were observed
on In the hallway and wore audibie from the nurse
* g statlon, Nurse #1, Nurse #2, and Nurse #3
ware at the nurse * s station, talking, The DON
was also standing at the nurse's slallon, There
were no #ides visiblo It {he hallway, When asked
whalher the sides assigned lo the observed
haliway werg on broak or providing care, the DON
stated, * When [aldes] leave the floor for break
[they] report off o the nurse. None are on break
right now, Thay are providing care,” When
askad about the 2 cal Bghts that had buen ringing
for 18 minules she stated, "It Is my oxpeclalion
that nirses answer call balis If the alds are not
availahle. answer call bells when 1 am walking
the halls and } would expeacl one of the nurse ' s
that wera standing hers o lhe nurse ' s stalion To
have answered the 2 call bells thal were ringlng,”

During an Inferview on 878713 at 5:23pm the DON
stalad, "The chargo nurse should ensure the
nurses answer call bell Hghls I the aldes ars
busy" She indicaled her expeciations were thal
nurses provide needed care to the residents if the
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aides are assisting olher resldents, She also
Indicated it would not be appropriate for a nurse
to lrn off a resident's call figh!, not provide cure,
and el the resident thelr alde would be told they
nead help.

4. Puring & continuots observalion of Resldent
#50's hallway on 8/8/13 from 4:00 pm - 4118 pin,
call lights for rooms 136 and 137 were observed
on In the halhway and were audible from the hurse
's station, Nurse 11, Nurse #2, and Nurse #3
ware al the nurse ' s station, talking, The DOM
was also slanding al the nurse * s stalion, There
were no aides vislble in the hallway, When asked
whether tho aldes asslgned lo the obsarved
haliway wera on break or providing care, tho DON
slated, " When {aldes] leave the floor for break
{they} raport off to the nurse. None are on break
right now, They are providing care, " When
asked aboul the 2 call lights that had beon ringlng
for 18 minutos she stated, "l Is my expeclalion
that nurses answer call bells if the alds are not
avallable. 1answer call balls when | am walking
the halls and | would expsct one of the nurse ' s
thal ware standing here at the nurse ' s statlon to
have answered the 2 call balls that ware ringlag,

Purlng an inlerview on 8813 at 6:23pm the DON
stated, " The charge nurse should ensura the
nursas answer call bell lights if the aldes are
busy. " She Indicated her expeciations wera thal
nurses provide neaded care 1o the resldents If the
aldes are assisting other residents. She also
Indicated Il would not be appropriate for a nurse
to turn off a restdent * s call Hght, not provide care,
and lell the resident thelr alde would be lold they
need help.

During an Interview with Famlly Member #3 on

F 241
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8/9/13 at 12:39 pm she Indlcalad lhe resldent was
unable to tollet herself, She sfated she visits the
resident "almosl dally * and * stall doss nol
chaek on her and she will have to wet hersell
then wail for someone lo come clean her, | have
been putting up with the odor issue lor weeks, |
have been In recently and she was weol sitting in
her recliner, her bad was made, Ihe Wins odor
was slrong and when tha bodspread was pulled
back lhe sheels were slil soaked with urine,
They had made the bed with | wet. Every ime |
come fo visll | can 't just sit and visk, | hava to
work and work to clean her and feod her. " Sha
indicated the resident would never want to be
siiing around wet and smellng of urina. Famlly
Member #3 stated she and another famlly
member had both spoken {o the Adminstrator
and the DON about Reskients ##60 ' s care nol
being provided and smelling strongly of olfd urine.

During an {nlerview with the DON on 8/9/13 at
3:21 pm she stated, ® There have been mulliple
fssues, [Resldent #50] was taken lo an aclivity
with fecos on her shoes. {Family Member #3]
complained, | tack her back to the room and hud
stalf clean her, [Family Member #3} contactad
rma about wel clothes belng pul iy her closel, |
investigated and found wet clothing In her closet,
fFamiy Momber #3} hias complained about her
smeliing of urne when she vislls. * She
Indicated care should be provided In a Himuly
manner, wet clothing should not be putin the
closet, and a reaident sheuld not be taken fo an
activity whih fecas on her shoes.

Durlng an Interview on 8/9/13 al 6:00 pm with the
Adminisirator, he stated Rosldent #50° s family, *
Had an lssue one time when the [family member]
came in and sald [the rasident} smelled of ofd
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urdne. | took it 1o the manager and had
addrossed. *

&, Resitdent # 129 was admitied to the facillly on
32141 and readmitied on B/3/12 with dlaghoses

that Included Alzhelmer * s, osleoporosis, hislory
of falls, muscle weaknsss, and dementia,

The quarterly MDS dated 5/13/13 Indlcatad the
resldent was severely cognitively Impalred,
neaded extensive assistance wilth tolleting, and
was fraquently incontinent of bowel and bladder.

Durlng s conlinuous observallon of Resident #
126's hallway oh 8/8/43 from 4:00 pm - 4:18 pn,
call fighls for rooms 136 and 137 were obsoived
on In the hallway and were audible fram the nurse
t o slation. Nurse #1, Nurse #2, and Nurse #3
ware al the nurse ' s stalion, talking. The DON
was also slanding at the nurse * s statlon. There
were no aldes visibie In the hallway. When asked
whalher the aldes asslgned 1o the observed
hallway were on break or providing care, the DON
stated, * Whan [aldes] leave the floor for break
fthey) report off lo the nurse, None are on break
right now. They are providing care, " When
asked about the 2 call lights that had been ilnging
far 18 minules she slafed, " 1 1s my expaciatlon
that nurses answer call balls If the alds are not
available. |answer call bells when | am walking
the halls and | would expect ona of the nurse’s
that were standing here at the hurse ' s slatlon to
have answered the 2 call bells that were ringing, ™

Durdng an Interview on 8/8/13 a1 4:21 pm with
Resgldent #1120' visitor/advocale, she indicaled
she and the resident * s lamtly member visil the
resident for about 7 hours each day. She
Indicaled concerns related fo sufficlent staffing

L
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lo provide care, call bell lights nol being
answorad, and long walls for toileling. She slated,
" There are not anough aldes whaon the lights go
off fo give the care the resldents noed. |have to
go gel them to take her to the bathroom, We
push the call bell if she needs lo use the
bathroom and have had lo walt 20 minulas or
more. | have spoken lo {the DONJ about thls,

The call belt light gets cul off too, | havs furned it
on before and befors someone ever came to help
her, lho lght was turned off, | have gone o the
nurse * g stallon and there have been cali bell
lights on in the hallway. There were no aides on
the hallway and the nursa ' s ware sitling at lhe
station and did not answer the call balls.” She
indlcaled lho rasident was not cognltively intact
now but would be “terribly embarrassed if she
undersicod what was golng on”

Ruring an intorview on 8/8/13 at 5:23pm the DON
stated, *The charge nurse should ensure the
nurses answer call bell lights i the aldes are
busy” Sha Indlcated her expectations ware thal
nurses provide neaded care lo the residents if the
aidas are assisting other resldents. She also
indlenled It would not be appropriate for a nurse
{o turn off & resident's call light, not provide cars,
and lolf the resident lhelr alde would be fold lhey
nead help.

Durlng an Inferview with the DON on 8/6/13 at
3:21 pin she staled, "The sitters are strictly to sl
with them. They are not here o provide care, Il
Is not our expectation for the sitter to provids any
care, The slaff Is expected o provide 100% of
the rasldent care, it Is my expectation thal staff
tollets avary resident every 2 hours and does not
lgnare or tumn off call bells without providing core .
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When a resident or family greup exisls, the facliity
must Bsten to the views and act upon the
grievances and recommendallons of rasidents
and famillas cencorning proposed polfcy and
operafional decisions affeciing resident care and
lIfe Ins the facifily.

This REQUIREMENT Is not mat as evidenced
by:

Based on record review and resldent and slaff
interviows, the facilily falled lo act upen concerns
ralsed by the majority of residents allending
Resident Councll Mestings.

Findings Ihcluded:

Tho Residert Councit Palicy dated 11/1897
slated, "The facilily will fisten lo tho views and
grievances of the greup and act upen then,
Acting upon them means that serious
consldaration will be given to requests end
allempls made to accommodate requosts of
sxplanations glven as to why lhe requesl cannot
be mel.”

Record review of the Resident Councll Concems
forms dated 6/24/13 rovealed concarns slaling,
"Residents are falling because thelr call buttons
are hot answared soon enough so they Iy fo
loltel themselves and fal® and “Sometimes it
{akes up to an hout lo answer calf lights and
resldents end up trying lo take themsolves lo the
bathroom, even though lhey need assislance.”
The Recroalion Services Diroctor noted on the

reviewed to ensure a
been met and
commuticated, " The
Administrator andfor

this review,

2. The past concens

been met and
communicated. The
Administraior andfor

this review monthly,

current concerns wiil be

response/resolution has

designee will complete

{previcus 12 months) from
Resident Conneil mestings
will be reviewed to ensure
a response/resolution has

designee will complete
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Reslden! Council.

Cotncil,

staled, “After mosi of the group agreed that ihls
was a problem, | assured them thal | would take
thelr cancerns o lhe appropriate manager, DON.®
There was no follow-up of resident concerns
noted on the Resident Councli Concern shests by
the DON or any other staff member,

During an interview with the Restdent Coungll
Prasident, Residant #118, at 8/8/13 at 3128 pm,
she staled, "Resldents wllt bring up concerns
during Resident Gouncll Meotings such as call
Hghts not belng answered but the Issuas are not
addressed and keap occurdng." She Indicated
{hat no one from the facillty communlcales any
follow up or Investigation of concerns to the

Durlng an Interview with the DON on 8/9H3 al
3:21pm, she stated, "There Is always a slaff
member in Resldent Councll meetings that will
bring ihe concerns to ma If il is nursing, There
should not be any grievances thal do nol have a
resclutlon.” She Indlcated that the Resident
Council Concern shoels daled 6/24/13 did not
have any follow up or resolution and that she had
not addressoed the concerns with the Reslden!

Durlng an Interview on 81913 at 5:00 pm wilh the
Administrator, he indicaled that grievances or
complalnis, Including Resident Councl concems,
should be in wiiting on a conesm form, should
Indicate the concern, how the concern was
handled, and coramunlcation 1o the parson, or
group, who fited the grievancefcomplainl, Ho
also indicaled the DON was the staff person
assigned to handic any grievance related to caro.
He stated, *| know [the DON) recelved the
resldent councll form because call bells are
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andfor designee will in-
service Recreational
Services staff and
Departiment Heads on the
procedure for Resident
Council Concerns, The
Administrator will receive
all Resident Council
Concern Forms, distribute
to the appropriate
Department Head,
Department Head {o return
10 Administrator with
resolution. ‘The
Administrator will review
and forward to
Recrealional Services to
communicate at the next
Resident Council meeting,

4. The Administrator
andfor designee will
conduct random audits of
ihe Restdent Council
Grievance Forms to
ensure o resotulion has
been met and
communicated to the
Resident Council, The
results of thess andits will
be reviewed quarterly
during Quality Assurance
Micetings.

5. September 13,2013
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talked about at the staif meelings, 1would expecl
that the form would Indlcale a responsa.” The
Resldent Council Concerns forms dated 6/24/113
indicated they wars given fo the DON and did not
Indicate any response.

F 317 | 483.25(a)(3) ADL CARE PROVIDED FOR F 312
55=p | DEPENDENT RESIDENTS

Aresidenl who Is unable lo carry out activties of I; 31{;‘) focted resident’ 912013
daily living recelves the necessary services (o . The affected resicent's
carc plan was reviewed for

malnlain geed nutrition, grooming, and personal

and oral hygtene. accuracy and updated to

reficct the interventions of
every 2 howrs
incontinence chocks and

This REQUIREMENT Is nol mat as evidenced positioning changes. The
by: Clinical Nurse Manager
Based on record reviow, staff linterview, and and/or designee will
abeervation the faciily (ailed to provide educate direct eare staff on
incontinence checks every 2 hours and (allsd lo the resident’s individual
provide change in positioning every 2 hours for i loterventions.

of 1 resldents {Resldent #31),
e 2. A monthiy sample of 5
Findings Included: current residents with the
interventions of 2 hours

Resldent #31 was admilted on 8/10/08 wilh . d
~ incontinence checks and

diagnhosis including stroke, schizophrents, and

usinary frequency. positioning changes will
. be completed. The
Date Ds .
The most recent Minimum Data Set (MDS) Clintcal Nurse Manager

slgnificant change dated 6/02/13 Indicated
Residont 31 was totally dependant on staff for
activities of daily iving (ADL), ncontinent of bowel
snd bladdear, and moderalely cogrilively impairsd,

and/or designee will
menitor o ensure these
residents’ care plan
{nterventions are being

The care plan dated 6/12/13 Indicated Resident addressed,
#131 was care planned for potentlal for skin
breakdown related to Impaked mobllity and
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incontinence, exlensive assistance with ADL ' s,
depandant for tolleling and Incontinent of bladder
snd bowel with a history of urinary leacl infsctions
{UTH) and encourags lo attend saclal groups.
Interventions included In par, asslst with tollsting
and parfcare, assist lo reposliion resident oh sach
round, and reinforce allandance al aclivifies
evanls with verbal praise.

During an Interview wilh family member #1 on
8/8/13 at 12:06 PM, Family Member #1 stated
they have asked staff to check and change
Resident #31 every two haurs,

On B/9M3 at 10:00 AM, conllnuous observation of
Resident #31 began, At 10:00 AM Resident #31
was noled lo be siting [n the hall In front of nurse
* 5 station East/North in a Broda chalr with her
feet elevatad, aslogp,

At 10:30 AM, the continuous obsarvation
continuad, Mo change In residents® positlon or
location. No staff membars have addressed
resident,

AL 10:48 AM, conlinucus cbservation canlinued,
No change In resident * s position, Resldent i3t
was hot approachad,

AL 14:00 AM, continuous observalion conllnuad,
No chanye In resldents ' position or locallon, No
stalf members had addressed residant,

Al 11:05 AM, NA#1 and NAID passed Resldent
131 slill sitling In the same posllion and area.
Neilther approached Resident #31,

Al $1:18 AM, contlhuous observation continued,

3. Licensed nurses and
nurse aide staff will be in-
serviced on how to use the
care plan infonnation to
provide individualized
interventions for each
resident, The Clinical
Nurse Manager and/or
designee will monitor to
ensure resident’s care plan
interventions are
addressed.

4, The Director of Nursing
and/or designec will
conduct random audits of
resident care plans to
check for accuracy and for
implementation of
interventions. The resulls
of these audifs will be
reviewed quarterly during
Quality Asstrance
Muaetings,

5. September 20, 2013
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Mo change In residents ! pesition or losalion. No
stalf members had addressed resident.

Al 11:25 AW, continuous abservation conlinued.
No chenge In resldents ' posilion or location, No
stalf membars had addressed resident,

Al 11:44 AM, continwous observation continued.
No ¢change n residents ' position or locatlon, Mo
stalf members hod addressed resldent,

AL 14:50 AM, continuous observalion conlinued.
A famlly member camo to the nurss 's stallon
where Resident #31 was and 100k resident back
1o her room at the end of the hall. The
continuous observation continued,

AL412:00 PM, continuous observatlon conlinued,
No change In residents ' pesition or location. No
slaff members had addressed residont, Family
membaer present.

At 12:10 PM, contlnuous observalion conlinued.
No changs in resldents ' position of location, No
staff members had addressed resident, Family
membser prasent,

AL 12:25 PM, continuous obsarvation conlintred,
Ho change in resldents ' position or location. Neo
slalf members had addressed resident. Family
mamber presant,

Al 12:27 P, NA #9 camp out of 3 resident 's
room and sat dowm at the nurse * s stallon. NA
49 stated they wete walling for lunch lrays and
stated they were dona getiing resident ' s ready
for lunch,

At 42:30 PM, NA #9 passing trays on the horlh

F 312
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unit. No change In Resident #31 position or
lecallon. Resldent 131 has not bean approached
by any stall,

AL12:35 PM, Reskdent #31 was In her room with
a famlly member, No stafl had addressed
resident or altempted to provide Incontinont care
or repositioning since 10:00 Ak,

AL 12:40 PM, lunch trays arlved on east unil. NA
#1 and NA 19 staried passing lrays,

Al 12:45 PM, Famlly Member #1 went o gsl
Resident #31 ' s lunch tray and brought it back to
Resldent 31 * s room, During an intervievs wilh
NA#S af (his ime, NA 9 stated she was caring
for Resident #31 and thal Resldent #31 was
changed al * 10:30 AM, because me and NATH
raught her inte tho room and look her back
down {0 the nurse ' s stallon at that ime. ™ She
staled thet all their rounds had been completed
prior fo junch.

Al 12:50 PM, Resldent #31 was changed. An
observation of incontinent care Indicaled
Resldant #£3 was modarately Incentinent of urine,
Ihcontinant care was provided, Continuous
ohsorvallon endsd.

Al 12:55 PM, NA #1 stated Resident #31 was
changed * somelime belwaen 10:30 AM and
11:00 AM cause we neadad lo get lhe sit to stand
because Resident #31 was changed rom a it lo
a sit to stand, "

The DON, durlng an intarview on 8/9/13 at 5:00

PM, stated fhat her expeclations wers that each
rasident was checked every 2 hours and loileted
If needed.
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The Administrator, during en Interview on 8/9/13
al £:30 PM stated he expscted the residants
woulld e cared for in & manner approprate for
the care thal ls required, He stated that wailing
over 2 hours for toileting or chacking a rasident
who Is Incontinent was nol acceplable.
F 353 | 483,30{a) SUFFICIENT 24-HR NURSING STAFF F 353 7353
g5=€ | PER CARE PLANS 1, The affected residents’ 9720013

The facilily must hava sufficleni nuzsing slaff to
provide nursing and related services to alialn or
maintaln ihe highest practicablo physical, mentai,
and paychosocial well-belng of sach resldent, as
dolermined by resldont assessments and
tndlvidual plans of caro,

The facility must provide services by sufficlent
numbers of each of the followlng types of
personnel on a 24-hour basls to provide nursing
care lo all resldents [n accordance with resldent
caro plans:

Except when walved under paragraph {c) of this
sectlon, licensed nurses and other pursing

porsonnal,

Excepl when walved under paragraph (c} of this
seclion, tha faclilty must deslgnate a icensed
fwrse to serve as a charge nurse on each tour of

duly,

This REQUIREMENT 1s not mel as evidenced
byt

Based on observations, record review, stafl,
family and rosident Interviews {he faclilty failed
ensiire stalf were avaliable to provide care for &

care pians have been
reviewed for accuracy and
updated, The
Administrator, Director of
Nursing, and/or designee
will compare the
resident’s care plan
interventions with the
statfing on the particular
unit to ensure the
resident’s needs are met,

2. A monthly sample of 10
current residents’ care
plans will be completad.
As part of this sample, the
Director of Nursing,

Administrator, andfor
designee will compare the
resident’s care plan
interventions with staffing -
on the particular unit to
ensure the rosident’s needs
are mef.
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of & sampled residents, (Resldents 7189, #65,
#16 #1289, #50)

Findings Included:

“1a

Resldant # 188 was admitled on 5/24/13 with the
dlagnosis of hypertension, hypsriipldemla, and
stroke with left sided paralysis. The current
Minimum Data Set {MDS) revoaled Resldent
#189 had no short ar long ferm memery loss and
was able lo make decistons of har daily care, She
raguired extensive assistance with lolleting, hed
mobifity, dressing, personal hygfene and bathing.
She required assistance with balance moving
from surface fo surface, She also had an
impairment of one slde of har body (loft sided
paralysls).

Review of care plan dated 6/3/13 reveatad
Resident #189 had bowel and bladdar
Incontinence and dependence on staff for teflaling
asslstance, Interventions included in part,
encotirage resident lo call for asslstance with
lolteting and (o offer lolleting assistanca on cach
raund.

Review of care plan dated 6/3/13 revealed
Resident #1890 needed extensive o total ADL
{activitios of daily living) assistance following o
stroke wiih 1. {left) sided weakness and
inattention, Interventions included In part, set-up
for ADL and assist as needed (L arm faccld),

Revlew of facilily concern dated 630713,
indicated on  8/20/13 Aide #7 refused to provide
assistance wilh dressing and had placed
Resident #189 on a bad pan Teaving her for an
extonded perlod of ime,

3, The Administrator,
Director of Nursing,
andfor designee will
review direct caro staffing
daily to ensuve that
resident individuatized
needs are inet,

4, The Administrator
andfor desipnee will
conduct random surveys
of residents and or
resident family members,
The randon; survey wilt
montior to see if residents
and/or resident family
members feed like the
resident’s individual necds
are being met.

5. September 20, 2013
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During an interview on 8/6/13 at 3120 pm,
Rosident #1838 indicated she was not able 1o
control urnation and during the nighl she used a
badpan. She revealod on 6/29/13 she had been
laft on tha bed pan for hours on the 7pm-7am
shift, The incldent was reported to the Director of
Nursing (DON ) the next mornlng.

Dusing an Interview oh 87113 al 5:00 pm, Alde #7
indicated she was movad &ff the rehab hall to
anolher hall after an accusatton of feaving
Rosident #1188 on the bad pun.  She had voiced
concern she wasg unable to provide patlent care
for elghteen residents. Alde #7 Indlcated sha
wauld ba glving care to a resident in one room
and tho call lights went off for another room, The
personal alarms would go off,

During an interview on 8/7/13 at 6:16 pm, the
Director of Nursing Indleated Aldo #7, had bean
accused of not taking Resident #189 off the bed
pan and refused to dress her, The facliity found
Alde #7 negligent in her pallent care dutles,

1b,
DPuring an Inferview on 8/8/13 ut 3:15pm, Nurse i

1 rovealed Alde #2 was assigned lo the wost/
rehab hall had left at 1:30 pm, The Nurse
Manager #3 had changed lhe aide assignment
but was unable to idenlify which alde was
rosponsible for pattent care.

Burlag an Interview at 1:32pm, Nurse Manager
#3 Indlcated she had not asslgned anyons lo care
for tho residents In rooms 145-161 and 140-2
{Rehab hall) until 3:00pm. She axpacted the
nurses to walch the call belis, Alde #1

approached the nursing stalion and she Indicated
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thiat Atde # 1 had answored the call bells for Alde
1#2 residents, Alde #1 indicated he had nol
provided care for the Alde #2 regldents. Nurse
Manager #3 indicated an alde should have been
asslgnad lo the residents, batween 1:30pm and
2:00pm. She had assumad the nursas would
answer the call bells,

Review of the slaff was! frehab assignment sheet
{or 8/8/13 revealed no staff wers assigned for
resldonts In rooms 145-151 and 140-2,belween
the hours of 1;30 -3:00 pm and they would be
short another aide al 3:00 pm.

During an Interview on 8/8/13 ut 4:00 pm, the
Director of Nursing indicated her axpeciation was
an alde to be asslgned to residents at all times
and nurses were expecied to provide palient
care, The DON indicated Nurse Manager #3
reported fo her the misteke she had mads,
Burlng a telophone interview on 8/6/13 a
10:00am Alde # 6 Indlcated she was worklng on
8/8/13 from 7:00 am- 3:00 pm, on the west hall
and was nol aware Alde #2 had lell al 4:30pm.
She had nol provided care to Aide #2's
rosldants. Sho Indicated aldes do nof check the
rocms unless they are assigned to the room, She
Indicalad that last weok her assignment was
twenty rasldents who were all lolal care. She
rovaaled providing care for twenly residents was
neatly Impossible.

Durlng a telephone Inteiview on B/8/13 at 1110
am, Aide #4 Indicated she was working tho
waslirahab hall on 8/8/13, from 7:00am - 7:00 pin
and was not asslgned to Alde 12 residen!s afler
1:30 pm. She Indicated sho was awaro Aide #2
had lefl sarly and no alde was assigned to lhe
rehab halt unt] 3:00 pr, She had altemptad o
provide care for all lwenty residenls.
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During an interview on 8/8/13 at 5:40 pm, DON
was asked whal was her expsclation when an
aide goos homa, she Indicaled, when an alds
goes home sick , the nurse manager would pull
from the restorative depl, or the faclllty would
aclually, assign somaone to he hall from the
PRN (as nesdod) fist, o hospllal. The nurses
were nol {o " walch the call lights,™ | would
oxpec! the hurse managor to make the
assignment. The nurso managaer shottld asslgn
the nurse to take a patient care load and the
nurse manager should teke the nursing
asslgnment.

2, Resident #65 was admilted on 12/1/06 and
readmilted on 3/8A3 with diagnoses that Included
demantin, difficulty walking, lack of coordination,
osteoporosts, history of falls, and muscie
Wweakness.

The quaretly Minlmum Data Set (MDS) dated
674113 Indicaled the resident was soverely
cognitively impalred, needed one person physleal
assist for loflating, was not steady with walking,
was only able to stabllize wilh assistancs, and
was occasiohally Incontinent,

The care plan updated 6/14/13 Indicated the
rasldont *has bean continant of bowel and
bladder lately with tollelng assisl.” Intervantions
Included encourage resident to call for assistance
with lolieting {might try to walk to the bathroom
alone), and keep call light within easy reach of
resident,

An observallon of Resldent #65 on 8/8/13 at
11:55 am revealod ihe restdent sitling on the side
of ier bed, with her walker in front of her, holdlng
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ner call bell i her lsft hand, and pushing it
ropeatediy. The resident's call lighl was on and
visible from lhe hallway, Resident #65 stated, "I
roally nead 1o go o the bathroom. | rang my bell
qulte some tme ago bul no ons will come fo help
me." The resident was slighlly rocking on the
edge of the bed, with a worried expression on her
face. Nurse Manager #3 enlered the room al
42:04 pm and assisted the resident vith toiloling.

3, Resldent #16 was admitiad to the facllity on
9/0105 and readmitted an 6/42/12 with diagnoses
that included history of falls, muscla weakness,
hear fallure, hyperiension, and osteoporosis.

The annual MDS dated 6/3/13 indlcated the
resident was cognltively Inlact, requlrad exlsnsive
asslstance with toileting, was frequentiy
tncontinent, and paritcipated in the assessment,

Tha care plan updated /17713 indicaled,
"Frequent eplisodes of urinary incontinence.
Exlenslve tolieting assist needsd.” intarventions
included assist with incontinence care as needed,
encourage resident to cafl for assistance with
toiteting, and koep cali light within oasy reach.

During an interview with Restdent #16 on 818113
al 3:28 pm she staled, “Thors Is not nearly
enough help, 1 ring the calt bell and tis along,
long lime before they can get here, The aldes are
sobusy.” Resldent #16 Indlcated she has had to
" wait over 20 minutes many times ° for har call
bell to be answered and thal nursos would come
[nto her room, tum off Ihe call bell, and tell hor
they would let her alde know she needed
assistance, She indlcaled sha would then have lo
walt lengthy perlods of tinte bofore an alde could
help her, She stated that she was “forced to wst
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mysell due lo her call bell nof belng answered
and, " have bean pul on the loitel and loft there
so long that { used my phone and called my
[Family Member #2] to come o the facilily and
gol me off the tollel," Resldent #16 Indlcated
having lo wait so long for assistance and having
lo be Incontinent due to walting made har fea!
frustrated and fae! badly,

buring an interview on 8/8/13 at 345 pm Family
Member fi2 Indlcaled she visits Resident #16
daily and stated, "On a good day there are only
lwo aldes on this hall and the short hall. | have
been hare when [Rasident ##16] has pushed har
call bell to go lo the balhroom and has wallod 20
minwles or mora, | have requested from the
nurses silling et the nurse ' s statlon, when the
aides were all busy, to help her and the response
has been, 'Let ma find her alde.!

During a confinuous obsarvatlon of Resident
#16's hallway on 8/8/13 from 4:00 pm - 4:18 pm,
lhe call flght for her room and another ropm were
observed on In the hallway and were audible from
the nurse's station, Nurse #1, Nurse #2, and
Nurse #3 were at the nurse's station, talking. Thea
DON was also standing at the nurse’s statlon,
There were no aldes visible in the hallway, When
asked whelher the aldes assigned fo the
observed hallway wers on break or providing
carg, the DON staled, "When [aldes] leave the
floor for break {they] report off to {he nurse. None
aro on break right now, They are providing care.”
When asked about the 2 call lights that had been
ringlng for 18 minutes she slated, *His my
axpactation that nurses answer call bells if the
alds are not avallable, | answer call bells when |
am walking the halls and | would expect one of
the nurses that were standing here at the ntrse's
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slation lo have answared the 2 call bolls that were
ringing.”

During an Interview on 8/8/13 at 5:23pm the DON
slated, "The charge nurse should ensure the
nurses answer call bell lights If the sldes are
busy."

Durlng en interview on 8/8/13 at 12:28 pm,
Raslden! #18's sllter staled, ™ have a problem
when we ring the eall bell and the alde can'l gel
there, somaone will come by, Including the
nursas, and tn the call bell light off, |willdng it
again and this imoming they lurned il off again.
The nurse loday pushed the cancal button in the
room and-sald ' will go find her alde and Jel her
know she needs help going to the bathroom,'
She had to walt about 15 minttes for care.” |
have known her, many fimes, 1o ring the bell and
have lo wait so long that sho had an accldent.”

Buring an Interview with Nurse Alde {NA) #6 on
B/9/3 al 1:20 pm, she stated, "This mornlng {
was assigned to the dinlng room and was
assisting residents with thelr meals, After the
breakfast meal, another alde told me lhat
{Resldent #18) ‘nesds to go to the bathroom and
the nurse told me to el you.' When i asked her
why someons had not already helped her to the
bathroom, she sald, ‘you'll have to ask her nurse
about that,"™ NA {18 indicaled she went into
Resident #16°s room to assist her with tolleting
and the resldent steted she had been wailing
ebout 15 minutes for care.

During an interview on 8/9/413 al 3:21 pmihe
{ION staled, " have raceived concems from
[Resldont #16°s family members) about not
havlng enough stall," Regarding sliters providing
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eare she staled, “The sifters aro slriclly to sit with
them, They are not here to provide care, )i is not
our expactation for the silter o provide any care.
Tha staff is expacted to provide 100% of the
residant care. Il is my expeclation that staff tolfets
avery resldenl evary 2 hours and does nol ignore
or lurn off call bells without providing care.”

4, Resldent # 129 was admlited 1o the faciity on
342111 and readmilted on 8/3/12 with diagnoses
that includad Alzhelmers, osteoporosls, history of
falls, musclas weakness, and dementia.

The quattoriy MDS dated 5/13/13 Indlcated the
resldont was severely cognitively impalrad,
needed extensive assistance with lofleling, and
was frequenlly Incontinont of bows! and bladder,

Buring an intorviow on 818113 4:21 pm wilh
Rastdant #120's visltor/advocats, she indicated
she and the resident's family member visi the
resident for aboul 7 hours each day. She
Indlcated concerns related to lnsulficlent staffing
fo provide care, calf bell lights not belng
answerad, and fong walls for loflating. She slated,
"There are not enough aldes when the lights go
off to glve the care the residents need. |have lo
go get them fo take her to the bathroom, We
push the call ball if she needs lo use the
bathroom and have had io wail 20 minules or
mora, | hava spoken to [the DON] about thls.

The cali bell light gets cut off too; | have turned I
on before and before somecne ever came o help
her, the light was furned off, 1 have gons to the
nurse's slation and thare have been call bell lights
on in lhe hallway, There were no aldes on the
hallway,” She Indicaled the resident was no!
cognlitvely Infact now, could use the tollat If staff
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assisled her when called, bul would be “terrlbly
ambarrassed” i she understood that she was
incontinent and silling In her wheelchair
unchanged.

5, During an Interview with Resident #50's family
member, Family Member #3, on 8/9/13 al 12:39
pin she Indicated the resident was unabls o tailet
hersell. She stated shs vislis the rasldent
“almost dally* and "stalf does not check on her
and she wilf have io wel harself then walt for
someaona te come clean hor, | have baen putting
ug wihh {he odor Issue for weeks. | have baen in
racenlly and she was wet sitling In her recliner,
Every tima | come o visit | cant Just sit and visit.

[ have to wark and wark to ¢lean her and feed
her," She Indicated the resident weuld never
wani {o bo silling around wet and smelling of
urlna. Family Member #3 stated she and another
family member had both spoken to the
Administrator and the DON about Restdents #50°
s care not belng provided and smelling strongly of
old urine,

483,65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The facllity mus! establish and maintain an
Infecllon Control Program deslgned lo provide a
safe, sanltary and comforiable anvironment and
to help prevent the davelopmant and transmission
of disease and Infoction.

{a} Infection Contral Program

The facility must establish an Infection Control
Program under which [t -

(1) Investigates, conirols, and prevenis infecilons
In the facllity, .

{2) Decldes what procedures, such as Isolation,

F 363

F 444

Fodl

1, All resident with
current infections will be
documented and iracked
on a unit specific color-
coded map,

9/9/13
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should be applled to an Individual resident; and
{3) Malnlains a record of incidents and carrective
actlens related to Infactions,

(b) Proventing Spraad of Infection

(13 When the Infectlon Conlro) Program
determines that a resldent nseds isolation lo
prevent the spread of nfection, the facllity must
Isolate the resident,

{2) The facillty mus! prohlblt employoes with a
communlcable disease or infecled skin lesions
from direcl contact with resldants or their food, i
direct contact will transmit the disease,

£3} The facitity must require staff lo wash fhelr
hands alter each direcl resident contact for which
hand washing Is indicated by accepted
professlonal practice.

{c) Linens

Personnel must handle, store, process and
teanspoit Inens so as Yo prevent the sproad of
Infaction,

This REQUIREMENT s not mel as evidenced
by:

Based on record review and slaff nterviews the
facllity falled to malniain an infection control log
and falled to investigate Infecllons,

Findings Included:

The {acilily provlded a copy of thelr Infeclion
control policy that slated " The facility will
astablish a means of investigation, controlling,
and praventing infections in the {acllity " .

The policy was dated Febiuary 2007,

without) an active
Infection will benefit from
the sivuctured infection
conirol program, The
struetured program will
entail wnit specific color-
coded maps that outiive
various infections actively
present in the facility, The
Clinical Murse Manager
and/or designee will be
responsible for the
wonttoring/tracking of
infections on each unit,

3. The Director of
Nursing and/or designee
will ensure that each unit
of the facility has a coler-
coded map outlining
aclive infections. This
program is designed to
investigate, controf, and
prevend infections in the
facility,

4, The infection confrol
reports will be revicwed
quarterly during Quality
Assorance Meetings, The
information will be used
to identify trends/patterns
within the facility,

5. September 9, 2013
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Raview of the dosumentation revealed the facilily
had not had an Infeclion controf program in place
prior to May 26, 2013, The documentation
showed for the time period of May 25- June 26,
2013 the facllily started documenting Infections by
use of a log that was only avaltable for rooms
1021, 108-2, 107-2, 111-2, 116-2, and 126-1
which werg afl located on the Soulh hall of the
facility, A color coded map for each unlt was
Tplermented on June 26, 2013. This map
showed South Hall, Esst Hall, North Hall, and
West Hall. The color coding was notad to be pink
for urinery tract infscllons (UTH, blue for
pneumonia, orangs for upper respiratory
Infaction, yallow for wound Infection, and green
for olbar,

When the log for sach resident was revlewed for
each hall, there were Infoctions that were nofed (o
b fogged but not carrled over to the color coded
man of each hall,

During an Inlervlew on 8/8/13 at 2:00 PM, Nursa
Manager #1 stated sho had only been there for 4
weoks and was in the procass of pulling In place
an Infeclion controf fog {o track the Infections on
the unit so she could monitor the palterns. She
slalad this was a new process for the whole
faclity.

During an interview on 8/9/13 at 5:00 PM, whon
the DON was asked who her infeclion confrol
nrse was she slalod ™t guess | am® and then
slaled she did not have a dedlcated Infection
control person within the facility. The DON staled
she had been trying lo get her unil managers lo
implement an infection leacker program that
would follow frands tn Infeclions, types and
slrains, and medlcations used fo freat these
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Infections if they are re-ocourring.
Duwring an Infarview on 8/9/13 al 6:30 PM, the
Adminisiralor stated that his expectation was thal
they would be able to rack infeclions and monltor
trends that were ocering on the units and help
the resident ' s be infacllon frae or al least
decrease the Incldence of infeclians.
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This Life Salely Code{LSC) survey was
conducted as per The Code of Federal Reglsier _
at 42CFR 483.70(a); using the 2000 Existing SEP 18 2013
Health Care seclion of the LSC and its referenced
publications. This building is Type Il construction, ; -
one slory, with a complate automatic sprinkler
syslem,
The deficlencies deternined during lhe survey
are as lollows: X021
- K 021| NFPA 101 LIFE SAFETY CODE STANDARD K 021 . 9/4/13
$5=D 1. The door that did not
Any door In an exit passageway, slairway close completely upon
enclosure, horizontal exit, smoke barrier or activation of the fire alerm
hazardeus avea enclosure is held open only by syster was repaired and
devices arranged to automalically close all such now closes properly.
doors by zone or throughout the facility upon
achivaifon of: 2, Bnsuye fire doora close
properly during monthly
a) ihe required manual fire alarm system; fire drills and preventative
’ - maintenance.
b) local smoke deteclors designed to detec!
smoke passing lhrough the opening or a required 3, We cumrently have a
smoke detaclion system: and fire doot preventative
: maintenagce which s
¢) lhe automalic sprinkler syslem, if installed. ' scheduled quactesly. The
19.22.2.6, 72.1.8.2 ' PM was completed on
8/27/13.
4, Contloue to monitor
during five drills and
preventative maintenance.
This STANDARD is not met as evidenced by:
42 CFR 483.70(a) 5. Corrective action was
By ohservalion on 9/4/13 at approximately noon completed on September 4,
the following fire door was non-compliant specific 2013,
LAEORATORY DIREGTOR'S ORF GROYIDERISUP PLIER REPRESENTAYIVE'S SIGNATURE TOE » {6) DATE
N Aal ﬁ M&ninis‘d‘rﬂ%lz/ 4 11712013

Any dofcBncy statement anding villyan asterlsk ('} denotes a deft
other safeguards provide sufficient Piotection io Lhe palients. {Sea Instrucllons.) Except lor nursing homes, i

clency which the Instliullon may be excused from corrgellng providing it is delermined that
he Tindings slated above are dlsclosable 50 days

following the dale of aurvey whelhsr or not a plan of cosrection fs provided. For nwrsing homes, lhe above findings and plans of cotrection are disciosable 14

days following the date these documents ata mada available lo the factily, If deliciencies ave clied, an approvad plan of comreciion is requisite lo continued

prograsn pardclpation.
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findings Include, fire door to room 140 did not
close and latch lighily in it's frame. 10/1/)
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K 038 X038 , 3
85-D L. The door hardware will
Exit access Is arranged so that exits are readlly be changed to ope with .
accasglble at all imes In accordance with section on range of motion to exit.
71, 1s2d
2, Mechanic assigned to
MNC will inspect all
Jocking dooxs to ensure
only one range of motion
. door hardware is instalted,
This STANDARD is net met as evidenced by;
42 CFR 483.70(a) T
By observalion on 9/4/13 at approxirately noon 3{',33;11::5‘:3: E:::chanics
the following exit access was non-compiiant who Install door hardware
specific findings include, door exiling ihe billing ( ve all furure
office, room 112, -lo the exil corridor had a dead .° ensure all
bolt that required more than one range of mofion Installations include only
\o exit the area. one¢ range of motion
K 072 | NFPA 101 LIFE SAFETY GODE STANDARD K072 hardware.
§8=D . sras
Means of egress are continuously maintained free 4. Director of Facilitics
of all obstruclions or impediments to fulf instant will review all vequests for
use in the case of fire or other emergency. No door hardware and discuss
{fumishings, decorations, or other objecls obsliuct with mechanics prior to
oxits, access lo, agress from, or vislbllily of exils. installation..
7.1.10 :
5. Qctober }, 2013
This STANDARD is not met as evidenced by;
42 CFR 483.70(a)
By observation on 9/4/13 at approximately noon
the following means of egress was non-compliant
specific findings Include, storage of several large
moving racks of pate warmers in the corridor
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near the dishwasher room. Thls item was
corrected on sile.

ST,;TE{AA%NS OF DgFg:lENClES (Xt} PROVIDER/SUPPLIER/CLIA {¥2) MULYIPLE CONSTRUCTION {X3) DAYE SURVEY
AND PLAN OF CORRECTION IDENYIPICAYION NUMBER: A. BUILDING 07 - MATN BUILDING 0164 COMPLETED
345249 8. WiNG 09/04/2013
'NAME OF PROVIDER OR SUPPLIER STREET ACDRESS, GTY, STATE, 2IP CODE
205 EAST KINGS HWY
MOREHEAD NURSING GENTE
R . EDEN, NG 27208
54 1D SUMMARY STATEMENT OF DEFICIENGCIES D PROVIDER'S PLAN OF CORREGTION )
PREAX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PAEFIX {EACH CORRECTIVE ACTION SKOULD 8E COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS3-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY) .
K072 | Confinued From page 2 K072
X072
9120/13

preseal, they will be

CMCTgency.

forward results of daily

5. Seprember 20, 2013

1, The rack of plate wamners

in the corridor were removed
when brought o the facitity's
snention by the surveyor. '

2. The Administestor and/or
designed will round the
facility to ideatiy if other Jife
safety issucs having potential
io affect residents by the
same deficlent practice are
prosent, If there are any

comrected immediately. |

3. The Dittary Assistant
Director andfor designee will
check daily to ensure that the
back corclder of the facility is
frcé of ali obstructions or
impediments to full instant
use in the case of firc or other

4, The Dictary Assistant
Dircctor andfor designee will

rounds to Admindsirator,
Reaulls of the daily rounds
will be revitwed quarteriy at
Quality Assorance mecling,

o
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