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The facility must develop and implement written
policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.
This REQUIREMENT is not met as evidenced
by:
Based on observations, record reviews and staff Magnolia Lane Nursing and
interviews the facility neglected to provide Rehabilitation Center acknowledges
treatments as ordered by a wound care physician receipt of the Statement of Deficiencies
for reoccurrence of a stage 4 pressure ulcer that and proposes this Plan of Correction to
developed in the facility for 1 of 3 residents the extent that the summary of findings is
sampled for pressure ulcers (Resident #53). factually correct and in order to maintain
compliance with applicable rules and
The findings included: provisions of quality of care of residents.
The plan of correction is submitted as a
Resident #53 was readmitted to the facility on written allegations compliance.
11/17/12 with diagnoses which included kidney
disease, diabetes, high blood pressure, atrial Magnolia Lane Nursing and Rehabilitation
fibrillation, thyroid disease, anorexia, muscle Center's response to this Statement of
weakness, anemia and a history of gangrene. A Deficiencies does not denote agreement
review of the most recent annual Minimum Data with the Statement of Deficiencies nor
Set (MDS) dated 07/21/15 indicated Resident #53 does it constitute an admission that any
was moderately impaired in cognition for daily deficiency is accurate. Further, Magnolia
decision making. The MDS indicated Resident Lane Nursing and Rehabilitation reserves
#53 required extensive assistance with activities the right to refute any of the deficiencies
of daily living and was at risk for development of on this \Statement of Deficiencies through
pressure ulcers. Informal Dispute Resolution, formal
appeal procedure and/or any other
A review of a nurse's note dated 08/31/15 at 3:48 administrative or legal proceeding.
PM documented by the treatment nurse indicated
a pressure ulcer to coccyx was resolved. F 224 Prohibit Mistreatment/Neglect/
Misappropriation
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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A review of a physician's order dated 09/01/15
indicated to discontinue Silver Alginate dressing
to coccyx due to wound resolved.

A review of documents dated 09/02/15 from a
wound center titled Discharge Instruction
Summary indicated Resident #53 had a stage 4
pressure ulcer on his sacrum with measurements
of 8.0 cm length x 4.7 cm width x 2.0 cm depth.
A section labeled primary wound dressing
indicated Maxorb Alginate on top of wound but
not inside, sacral border dressing, skin prep on
intact skin around wound bed and change daily
and as needed for soiling and barrier cream to
anal and perineal area to reduce excoriation of
skin.

A review of a treatment record dated 09/02/15
through 09/08/15 revealed there were no
treatments documented for a pressure ulcer.

During an interview on 09/09/15 at 9:37 AM with
Nurse Aide (NA) #10 she stated there was
redness on Resident #53's buttocks but he went
to the wound clinic and all they had to do was to
keep him clean and dry. She stated she was not
aware of any barrier cream for Resident #53's
skin on his buttocks.

During an observation and interviews on 09/09/15
at 10:12 AM the Director of Nursing (DON) and
treatment nurse entered Resident #53's room and
the treatment nurse stated she had received a
skin referral to evaluate Resident #53 ' s sacrum.
Resident #53 was turned to his left side and the
treatment nurse removed an adhesive dressing
from Resident #53's sacrum and there was a
large open area that was dark in the center of the
wound with raw skin around the edges with skin

Resident #53 no longer resides at the
facility and expired on 9/22/15. On
9/21/15, a 100% audit of all residents with
wounds to include an assessment of all
wounds was completed by the Corporate
Wound Consultant to ensure all wounds
are being treated as ordered by the
physician and documented on the
Treatment Administration Record. On
9/25/15, a 100% audit of all wound
consultations were reviewed to ensure all
wounds are being treated per physician's
orders to include orders from the wound
clinic physician from 8/2/15 until 9/25/15
by the Corporate Wound Consultant. On
9/28/15, a 100% audit was completed to
ensure prevention interventions are in
place to include turning and repositioning
and positioning in bed to prevent
reoccurring pressure ulcers.

On 9/21/15, the Treatment Nurse was
in-serviced by the Corporate Wound
Consultant on Wound Clinic
Consultations: All residents that have
Wound Clinic appointments: the
Treatment Nurse must obtain and review
the consultation sheet and ensure all/any
new physician's orders are transcribed
and carried out. On 9/21/15, an in-service
was initiated by the Corporate Wound
Consultant, Director of Nursing and
Treatment Nurse to all Licensed Nurses to
include: When there is no Treatment
Nurse assigned to complete Treatments,
the following schedule will be followed:
7a-7p: will check and/or change "A" bed
treatments and 7p-7a will check and/or
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peeled back and an open hole at bottom of
wound. The treatment nurse measured the
wound and stated the wound was 10 cm length x
8.5 cm width x 1.2 cm depth and was
unstageable because she could not see the
wound bed. The DON stated staff were supposed
to check Resident #53's skin on his shower days
and if they saw skin problems they were
supposed to report it to the nurse. She further
stated Resident #53 did not like to turn off his
back and frequently he slid down in bed with his
bottom in a depression that was caused by a fold
in the air mattress when the head of the bed was
raised. The treatment nurse explained Resident
#53 looked like he was sitting in a ditch when he
slid down into the crease of the mattress and he
would not reposition himself. She stated she was
very surprised to see the pressure ulcer on
Resident #53's sacrum and thought when staff
had pulled him up in bed they had sheared the
skin off his bottom and now the skin had dried out
and had eschar (dead tissue). She further stated
Resident #53 had previously had a stage 4
pressure ulcer on the right side of his sacrum that
had a small hole with exposed bone but it was not
in the same location as the current pressure
ulcer.

During an interview on 09/10/15 at 10:38 AM
Nurse #1 explained she was assigned to care for
Resident #53 last week and she stated she
remembered his bottom was red but did not
remember anything else about his skin. She
stated she might have put a dressing on his
bottom since it was red but could not remember
exactly what she did. She further stated she was
not aware of treatment orders from the wound
clinic on 09/02/15 and had not received reports
from other nurses that Resident #53 had a new

change "B" bed treatments. Treatments
must be completed as per the physician's
order. The nurse will initial the Treatment
Administration Record. The in-service for
all Licensed Nurses was completed by
10/9/15.

The Director of Nursing will review all
Treatment Administration Records to
ensure all treatments are provided and
documented utilizing the Treatment
Administration Record Review/Wound
Consultation Review Audit 5 x week for 6
weeks, then weekly for 6 weeks, then
monthly for 3 months. The Treatment
Nurse will review all wound consultation
sheets. Nurses must obtain and review
the consultation sheet and ensure all/any
new physician's orders are transcribed
and carried out.

On 9/21/15, an in-service was initiated by
the Corporate Wound Consultant, Director
of Nursing and Treatment Nurse to all
Licensed Nurses to include: When there
is no Treatment Nurse assigned to
complete Treatments, the following
schedule will be followed: 7a-7p: will
check and/or change "A" bed treatments
and 7p-7a will check and/or change "B"
bed treatments. Treatments must be
completed as per the physician's order.
The nurse will initial the Treatment
Administration Record.This education for
all Licensed Nurses will be completed by
the Director of Nursing and/or the MDS
nurse and/or the Treatment Nurse during
the orientation process. The in-service is
to be completed by 10/9/15 and ongoing
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pressure ulcer or had new treatment orders from
the wound clinic on 09/02/15.

During an observation on 09/10/15 at 12:15 PM
Resident #53 was in bed with the head of the bed
raised and was flat on his back with his bottom
down in the depression in the fold of an air
mattress which was set on a low pressure setting
at a control unit located on the footboard of the
bed.

During an interview on 09/10/15 at 12:25 PM with
the Physician's Assistant she stated it was her
expectation for nursing staff to assess resident's
skin and let her or the physician know if there
were problems or issues. She explained nursing
staff could call anytime 24 hours a day or they
could leave a note in the physician's
communication book and they would see
residents when they made rounds. She further
stated if a wound was worse or looked infected
they should let her or the physician know about it.
She explained she felt wound treatments were
not always provided consistently and she was not
always informed about wounds that needed
treatment. She stated staff in the facility were
their eyes and ears and staff had to tell her or the
physician when something needed to be
addressed. She explained she had made rounds
in the facility on 09/07/15 but she did not see
Resident #53 because she was not aware he had
a wound on his sacrum. She further stated she
expected staff to turn and reposition Resident #53
even if he did not want to turn to keep him off his
bottom to prevent skin breakdown.

During an observation on 09/10/15 at 3:04 PM
Resident #53 was lying flat on his back with the
head of the bed up with his bottom down in the

for all Licensed Nurses new to facility.

The Director of Nursing will review all
Treatment Administration Records to
ensure all treatments are provided and
documented utilizing the Treatment
Administration Record Review/Wound
Consultation Review Audit 5 x week for 6
weeks, then weekly for 6 weeks, then
monthly for 3 months. The Treatment
Nurse will review all and Wound Clinic
Consultations to ensure all consultations'
physician's orders have been reviewed
and transcribed utilizing the Treatment
Administration Record Review/Wound
Consultation Review Audit 5 x week for 6
weeks, then weekly for 6 weeks, then
monthly for 3 months.

The Director of Nursing and/or
Administrator will review the Treatment
Administration Record Review/ Wound
Consultation Review Audit weekly to
ensure all treatments are provided and
documented and consultations'
physician's orders have been reviewed
and transcribed. Any negative findings will
be addressed.

The Quality Executive Committee will
review all audit information monthly for
root causes and appropriate corrective
plans of action and make
recommendations. The Quality Executive
Committee will monitor for continued
compliance on an ongoing basis until
compliance is reached. After compliance
is reached, the Quality Executive
Committee will spot check on a quarterly
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depression in the fold of the air mattress.

During an observation on 09/10/15 at 5:39 PM
Resident #53 was lying flat on his back in bed
with the head of the bed up with his bottom down
in the depression in the fold of the air mattress.

During a telephone interview on 09/11/15 at 9:11
AM with the wound care physician he confirmed
he had seen Resident #53 earlier that morning
and he had a big wound on his sacrum that had
to debrided (surgical removal) of necrotic (dead)
tissue. He stated he was very surprised to see
the condition of the wound since Resident #53
had a healing wound when he was seen in the
wound clinic in August. He further stated he
could not remember specifics about the wound
because he did not have the resident's chart in
front of him but the nurse would provide the
information. He explained he had ordered wet to
dry dressings on Resident #53's wound since he
had removed dead tissue from it that morning
and it was his expectation for dressings to be
changed as ordered, turn and reposition Resident
#53 and provide an air mattress to relieve
pressure. He further stated pressure should be
avoided to promote wound healing.

During an interview on 09/11/15 at 9:58 AM with a
facility transporter who also was a Nurse Aide
(NA) she verified she had transported Resident
#53 to the wound clinic earlier that morning and
she stayed with the resident in the treatment
room when he saw the wound physician. She
stated Resident #53 had a large wound on his
bottom that did not smell good and it looked
worse than the previous time she had transported
him to the wound clinic on 09/02/15. She stated
prior to that on 08/30/15 the wound on his bottom

basis to monitor for sustained desired
outcomes and to determine the need for
and/or frequency of continued Ql
monitoring.

On 10/1/15, the Administrator initiated
100% staff in-servicing regarding
prohibition of
mistreatment/neglect/misappropriation of
property. This education will be completed
by the Director of Nursing and/or the MDS
nurse and/or the Treatment Nurse during
the orientation process for 100% of all
new staff. The in-servicing will be
completed by 10/20/15 and ongoing.

On 10/1/15, the Administrator initiated
Resident Care Audits to be completed by
the Administrator, Director of Nursing,
MDS Nurse, Treatment Nurse, Social
Worker and/or Regional Facility
Consultants : to include, Prohibition of
Mistreatment/ Neglect/ Misappropriation
of Property. The audits will be completed
5 x week x 6 weeks, then weekly x 6
weeks, then monthly x 3 months.
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was looking really good. She further explained
the wound clinic usually sent paperwork back with
the resident to the facility and she gave the
paperwork to the nurse.

During a follow up interview on 09/11/15 at 10:32
AM with the treatment nurse she explained she
saw Resident #53's skin on 08/31/15 and the
pressure ulcer she had been treating on his
coccyx had healed and was pink with scar tissue.
She stated she called the nurse practitioner who
discontinued the treatment orders and she called
the wound clinic to tell them the pressure ulcer
had healed. She explained she did not realize
Resident #53 went to his scheduled appointment
at the wound clinic on 09/02/15 because no one
had told her he had gone or that he had a new
pressure ulcer until she got a skin referral on
09/09/15 and saw Resident #53 on 09/10/15.
She confirmed the dressing she removed on
09/10/15 was a Mepilex sacrum border dressing
but she did not know how long the dressing had
been on the resident or who had put the dressing
on because staff did not initial dressings with a
date when a dressing was applied. She stated
the facility had used staff from other facilities to fill
in vacant positions and it was possible staff had
not done treatments since they were not always
familiar with residents or routines. She explained
staff should turn and reposition Resident #53 to
alleviate the pressure but it was a challenge
because he preferred to lay on his back and did
not like to turn or get out of bed. She further
explained the new pressure ulcer on his sacrum
looked like his skin had been sheared off when
he had been pulled up in bed. She confirmed she
was the wound treatment nurse in the facility but
had also been assigned to work as a nurse on the
halls to fill in for vacancies so she had to rely on
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nurses to let her know if resident's had red or
broken areas of skin. She explained it was her
expectation for staff to put a skin referral in the
computer if a resident had skin breakdown so
that she could assess them. She stated nurses
had access to dressings and wound supplies and
when she was not on duty they should have done
treatments and should have told her about
Resident #53's new pressure ulcer. She
explained, after review of Resident #53's
treatment records, there were no treatments
documented for Resident #53's pressure ulcer
from 09/02/15 through 09/08/15 because there
was no documentation of Resident #53's clinic
visit notes or orders in his medical record She
explained usually the transporter brought back
paperwork from the wound clinic and gave itto a
nurse but she did not know if it was lost or what
had happened. She verified nurses were
supposed to write their initials on the treatment
record when they provided treatments but since
there were no initials the treatments were
probably not done. She explained since she had
not seen the wound clinic notes dated 09/02/15
other nurses were probably not aware of the
treatment orders either and that could explain
why treatments weren't done.

During a telephone call on 09/11/15 at 11:00 AM
from a nurse at the wound center she reported
the following clinic visits for Resident #53:
09/02/15 wound measurements 8.0 cm length x
4.7 cm width x 2.0 cm depth with treatment of
Max AG Alginate on top of wound but not inside
with border dressing, skin prep around wound,
use barrier cream to perineal area, may shower
but no bath in tub and change dressing daily.
09/11/15 wound measurements 11.7 cm length x
9.0 cm width x 2.3 cm depth with treatment of wet
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to dry dressing with saline, change dressing every
12 hours, barrier cream to anal area, stay off
sacrum at all times.

During an interview on 09/11/15 at 5:40 PM the
DON stated it was her expectation for the
transporter to bring orders from the wound clinic
to the nurse when a resident returned to the
facility. She further stated the nurse assigned to
the resident needed to review the orders and the
treatment nurse needed to review the orders and
follow through with the treatment orders. She
stated they needed to improve the
communication system and if the nurse was not
available when the transporter brought the
resident back to the facility or the treatment nurse
was not available the documents should be given
to the DON. She confirmed there was no system
for weekly skin checks but they needed a better
system for skin assessments and skin referrals.
She stated it was her expectation for treatments
to be done daily or as ordered by the physician
and if there was no treatment nurse on duty the
nurse assigned to the resident should do the
treatments. She further stated if there were no
staff initials on the treatment records she
interpreted it as the treatment was not provided.
F 241 | 483.15(a) DIGNITY AND RESPECT OF F 241 10/20/15
ss=p | INDIVIDUALITY

The facility must promote care for residents in a
manner and in an environment that maintains or
enhances each resident's dignity and respect in
full recognition of his or her individuality.

This REQUIREMENT is not met as evidenced
by:
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Based on observations, record review, and staff
and resident interviews, the facility failed to
provide a bed pan upon request and failed to help
obtain matching shoes after staff were informed
of lost shoes for 2 of 4 residents (Residents # 26
and #56).

The findings included:

1) Resident #56 was admitted to the facility on
07/03/12. Her diagnoses included hemiplegia
due to cerebral vascular disease, contracture of
upper arm joint, and muscle weakness.

The most recent Urinary Incontinence Care Area
Assessment dated 04/20/15 stated Resident #56
was usually continent of urine and used the
bedpan, telling staff when she needed to use the
restroom. She required assistance placing her
on the bedpan and cleansing her.

Her most recent Minimum Data Set (MDS) dated
06/30/15 coded her with intact cognition (scoring
a 13 out of 15 on the Brief Interview for Mental
Status), requiring extensive assistance with most
activities of daily living skills including toileting,
and being always incontinent of bladder.

The current Care Plan addressing occasional
urinary incontinent related to physical immobility
which was last reviewed on 07/20/15, included
the intervention to encourage the resident to call
for assist if needed for toileting.

On 09/11/15 at 7:44 AM, Resident #56 was
observed in bed with her uncovered tray in front
of her. She stated she needed to urinate and had
requested a bed pan but was told by the nurse
aide that she had to pass the trays on the hall
first. Resident #56 stated she did not think she
could wait that long to use the bed pan as she
really had to use the bedpan. After activating the
call light again, NA #1 came into the room and
confirmed Resident #56 had asked for a bed pan
and NA #1 did tell her she could not place her on

F 241 Dignity and Respect of Individuality

On 9/11/15, the Director of Nursing (DON)
provided education to resident #56's
Nursing Assistants that providing a
bedpan upon request for any resident
when passing meal trays is not a break in
infection control provided appropriate
hand hygiene is followed.

On 9/29/15 the DON initiated an inservice
with 100% staff to include the therapy
department on dignity: matching shoes
and toileting during meal times. The
inservice included: A. Residents should be
toileted upon request. B. Toileting
assistance, which includes providing
bedpans, may be provided during meal
times, including times when meal trays
are being passed out. C. Providing
toileting, including bedpans, during meal
times is not a break in infection control,
provided appropriate hand hygiene is
followed. D. The facility must promote
care for residents in a manner and in an
environment that maintains or enhances
each resident's dignity and respect in full
recognition of his or her individuality. This
education will be completed by the DON,
and/or the MDS nurse and/or the
Treatment Nurse during the orientation
process. In-servicing will be completed by
10/9/15.

On 10/5/15, the Social Worker(SW)
and/or Accounts Receivable manager(AR)
initiated an audit tool entitled Matching
Shoe/Toileting Audit Tool to include
monitoring all residents are toileted upon
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the bedpan until the trays were passed. At this
time NA #2 entered the room to assist with
repositioning. NA #2 and NA #1 stated they were
trained in school that they could not assist a
resident with toileting or placing them on a bed
pan while the trays were being passed because it
was a breach of infection control. At this time,
NAs #1 and #2 placed Resident #56 on the bed
pan. At 7:54 AM, NA #2 stated Resident #56 was
continent when placed on the bedpan.

Interview with the Director of Nursing on 09/11/15
at 6:25 PM revealed she expected staff to assist
Resident #56 or any resident with toileting upon
request even during tray pass.

On 09/11/15 at 6:50 PM, Resident #56 stated it
made her "mad" to be told staff could not assist
her to the bedpan this morning.

2) Resident #26 was admitted to the facility on
06/11/10 with diagnoses of diabetes, arthritis,
thyroid disorder, anxiety and depression.
Resident #26 required limited assistance with
dressing, hygiene and bathing with 1 person
physical assist. Resident #26 is alert and oriented
to person, place, time and current events.

During an interview on 09/10/15 at 5:20PM,
Resident #26 stated concerns about wearing 2
different shoes that have been worn daily since
the mates to the shoes have been missing. This
occurred in July 2015 when Resident #26 moved
from the lower floor in the facility to the upper
floor. Resident #26 stated that he told staff
several times that the mates to the shoes were
missing and 2 staff members were aware and
joked about it. Resident #26 had received

request during meal times which includes
during times when meal trays are being
passed out. The SW and/or AR will utilize
the audit tool five times weekly for four
weeks, twice weekly for two months and
monthly for three months. Any identified
issues will be addressed immediately.

On 9/11/15, resident #26 was identified as
wearing two different types of white tennis
shoes. On 9/11/5, the Director of Nursing
(DON) completed a Resident Concern
form for a missing white tennis shoe. On
9/11/15, the Social Worker (SW)
searched the resident's room, previous
room, therapy room, and laundry room for
the mates to his white tennis shoes. No
other tennis shoe mates were found.

On 9/16/15, the AR purchased new gray
tennis shoes for resident #26.

On 9/16/15, the activities director
completed a 100% audit for all facility
residents to ensure each resident had a
pair of shoes that matched. Any residents
that were identified as not having a
matching pair of shoes were identified.
Any negative findings were addressed
immediately.

On 9/29/15, the DON initiated an inservice
for 100% staff to include the therapy
department on Dignity: Matching
Shoes/Toileting during Meals. The
inservice included: A. definition of Dignity
B. Resident shoes should match. C. Any
dignity issues including resident without
matching shoes should be reported
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physical and occupational therapy since July
2015. Resident #26 acknowledged a difference in
each shoe when attempting to transfer, stand and
walk. When asked about wearing two different
shoes, Resident #26 stated, "l don't like it, but |
have to wear something. The only other pair of
shoes | have is dress shoes." Resident #26 was
observed using his upper and lower extremities to
propel himself in his room and the hallway by
wheelchair. Resident #26 was observed to be
wearing 2 different shoes.

On 09/11/15 9:06 AM the Physical Therapy
Assistant (PTA) stated that Resident #26 told him
someone had lost his shoes and now he was
stuck wearing 2 different shoes. PTA stated that
he did not report this to anyone because he
assumed they already knew about the missing
mate to each pair of shoes.

On 09/11/15 at 9:08 AM the Occupational
Therapist (OT) stated she remembers Resident
#26 saying that the mate to each pair of shoes
was missing. OT stated this was about 6 weeks
ago and remembers Resident #26 mentioning
this more than once. OT stated she did not report
this to anyone because she thought they already
knew about the missing mate to each pair of
shoes.

On 09/11/15 at 9:16 AM the Certified Nursing
Assistant #2 (CNA #2) stated that if a resident
told him about a missing item, he would search
the resident's room and notify laundry if the item
wasn't found. CNA #2 stated he would correct the
inventory sheet if the item wasn't found and would
not need to notify anyone else.

On 09/11/15 at 9:55 AM the Rehab Director (RD)

immediately. This education will be
completed by the DON, and/or the MDS
nurse, and/or the Treatment nurse during
the orientation process. Inservicing will be
completed by 10/9/15.

On 10/5/15, the SW initiated an audit tool
titted Matching Shoes/Toileting Audit Tool
to monitor all residents for matching
shoes. The SW and/or the Accounts
Receivable manager(AR) will utilize the
Matching Shoes Audit Tool five times
weekly for four weeks, twice weekly for
eight weeks, and monthly times three
months. Any identified issues will be
addressed immediately.

The Director of Nursing (DON) will review
the Matching Shoes/Toileting Audit Tool
weekly for twelve weeks, and monthly for
three months. The DON will initial the
bottom right corner of the Matching
Shoes/Toileting Audit tool to acknowledge
proper completion and follow-up.

The DON will present audit tool findings to
the monthly Executive QI committee
meetings. The Executive QI committee
includes the Medical Director,
administrator, DON, SW, MDS nurse, and
treatment nurse. The Quality Executive
Committee will review all audit information
monthly for root causes and appropriate
corrective plans of action and make
recommendations. The Quality Executive
Committee will monitor for continued
compliance on an ongoing basis until
compliance is reached. After compliance
is reached, the Quality Executive
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The resident has the right to choose activities,
schedules, and health care consistent with his or
her interests, assessments, and plans of care;
interact with members of the community both
inside and outside the facility; and make choices
about aspects of his or her life in the facility that
are significant to the resident.

This REQUIREMENT is not met as evidenced
by:

Based on record review, resident, and staff
interviews, the facility failed to assist a resident
with showers for 1 of 3 residents who were
reviewed for choices (Resident #46).

The findings included:

Resident #46 was admitted to the facility on
04/18/14 with diagnoses of peripheral vascular
disease, Diabetes Mellitus, abnormal gait,
difficulty walking, coronary artery disease, and
kidney failure.
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stated if a resident did not have matching shoes it Committee will spot check on a quarterly
may affect his or her ability to perform therapy basis to monitor for sustained desired
appropriately and this was a cause for concern. outcomes and to determine the need for
RD stated she would follow up with this by talking and/or frequency of continued Ql
with the Social Services Director (SSD) directly or monitoring.
completing a patient concern form about this and
would expect her employees to do the same.
On 09/11/15 at 5:11 PM the SSD stated that she
had not been made aware of the missing mate to
each pair of shoes for Resident #26 until today.
F 242 | 483.15(b) SELF-DETERMINATION - RIGHT TO F 242 10/20/15
ss=p | MAKE CHOICES

F242 Right to make Choices

On 9/21/15, the Social Worker (SW)
updated the shower preference for
Resident # 46 to reflect his choice for
three showers a week.

On 9/21/15, the SW completed a 100%
audit on shower preference for all
residents. If a resident was unable to
communicate his or her shower
preference, the SW contacted the
resident's responsible party regarding
shower preferences.
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Review of the Minimum Data Set (MDS) dated
08/07/15 indicated Resident #46 was cognitively
intact and was able to understand and make
self-understood. Resident #46 required extensive
assistance with bathing. Resident #46 was able to
participate in the interview related to preferences
at which time he stated his preference of a
shower was very important to him.

Review of a care plan, which indicated last
completed, was dated 06/16/15 revealed
Resident #46 required assistance for bathing due
to impaired mobility with interventions for 2
persons to provide physical assist with bathing
and resident prefers showers.

On 09/08/15 at 2:52 PM, an interview was
conducted with Resident #46. The resident stated
he was not provided assistance with showering 2
times per week. He indicated he was supposed to
have a shower on Monday and Thursday of every
week and he was only getting his showers once a
week and sometimes not at all. Resident #46
further indicated his last shower was on Monday,
08/24/15.

Review of the bathing records dated 08/06/15
through 09/09/15 revealed Resident #46 had
received a shower on 08/13/15, 08/17/15,
08/24/15, 08/29/15, 09/03/15, and 09/07/15. A full
bed bath was indicated on 08/08/15, 08/21/15,
08/27/15, and 09/06/15. The bathing records
were obtained with no one identified as to who
had put the information into the computer system.

On 09/11/15 at 9:45 AM, an interview was
conducted with Resident #46. The resident stated
he was capable of shaving himself with his
electric razor and completing most of his personal
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On 9/15/15, the Housekeeping Supervisor
provided a linen cart to the second shower
room to ensure availability of towels,
washcloths, and briefs to facilitate the
efficiency of the shower schedule.

On 9/29/15, the Director of Nursing (DON)
initiated an inservice for 100% of licensed
nurses, medication aides, and certified
nursing assistants on the following: A.
Residents should be receiving showers
twice weekly and as needed per the
shower schedule unless a specific
schedule has been developed for them.
B. If a resident refuses a shower the
primary nurse must be notified
immediately. C. The type of bath and any
refusals must be documented on the
shower schedule. This education will be
completed by the Director of Nursing
and/or the MDS nurse and/or the
Treatment Nurse during the orientation
process. Inservicing will be completed by
10/9/15.

On 9/29/15, the DON inserviced the
SW/Admissions and Treatment Nurse on
Bath/Shower Choice on Admission to
Facility form. The Bath/Shower Choice on
Admission will be included in all future
facility admissions packet.

On 10/5/15, the DON initiated a Ql
monitoring tool titled Bath/Shower Audit
Tool to monitor that showers are being
given per shower preference and
documented as completed. The DON
and/or Treatment nurse will utilize the
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hygiene needs except for his showers. He
indicated he needed assistance with showering
and that he had not had a shower since 08/24/15
due to the facility being short staffed. Resident
#46 also indicated the NAs had assisted him with
a bed bath and he had asked for a shower and
the staff had told him they would give him a
shower as soon as they had time. Resident #46
stated he thought staff was just too busy to worry
about assisting him with his showers.

An interview was conducted on 09/11/15 at 10:15
AM with Nurse #1. She stated she had been
assigned to assist on the halls in the capacity of a
Nurse Aide due to the halls being short staffed.
She further stated the NAs could not keep the
residents clean, dry, complete showers, and the
ADLs were not getting done due to lack of
staffing. Nurse #1 reported she was unable to
recall the last time Resident #46 had a shower.
She indicated when showers were given the NAs
would write it down in the shower book. Nurse #1
confirmed Resident #46 had a shower on
08/24/15 and no other showers had been
reported in the shower book.

A review of the shower book dated 08/17/15
through 09/10/15 revealed Resident #46 had a
shower on 08/17/15 and on 08/24/15. There was
no documentation in the shower book that
indicated Resident #46 had a shower after
08/24/15. The shower book was maintained at
the nurses' station and the information was
manually documented by the NAs in regards to
showers, nail care, or shaving of a resident.

An interview was conducted on 09/11/15 at 10:30
AM with Nurse #2. She stated there had been
times when residents would not get their showers

Bath/Shower Audit Tool five times weekly
for four weeks, twice weekly for four
weeks, weekly for four weeks, and
monthly for three months. Any negative
findings will be addressed immediately.

Beginning 10/5/15, the administrator will
monitor the Bath/Shower Choice Audit
Tool to ensure proper completion of the
Bath/ Shower Audit Tool. The
administrator will initial the bottom right
corner of the Bath/Shower Audit Tool
weekly for twelve weeks, the monthly for
three months to acknowledge completion
and follow-up. The administrator will
present findings at the next quarterly
Executive QI Committee meeting for
further recommendations for follow up as
needed or continued compliance in this
area and to determine the need for and/or
frequency of the continued QI monitoring.

The DON and/ or Treatment Nurse will
present all findings from the Bath/Shower
Audit Tool to the monthly Executive QI
committee meetings for recommendations
as appropriate to maintain continued
compliance. The Executive QI committee
includes the Medical Director,
Administrator, DON, SW, MDS nurse and
Treatment nurse. The Quality Executive
Committee will review all audit information
monthly for root causes and appropriate
corrective plans of action and make
recommendations. The Quality Executive
Committee will monitor for continued
compliance on an ongoing basis until
compliance is reached. After compliance
is reached, the Quality Executive

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 242 | Continued From page 13 F 242

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID:5P7L11

Facility ID: 923027

If continuation sheet Page 14 of 118




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10/21/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
345219

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A BUILDING COMPLETED

C
B. WING 09/11/2015

NAME OF PROVIDER OR SUPPLIER

MAGNOLIA LANE NURSING AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
107 MAGNOLIA DRIVE
MORGANTON, NC 28655

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (X5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 242

Continued From page 14

on their scheduled days due to the facility being
short staffed. Nurse #2 stated she was unaware
Resident #46 had not had a shower since
08/24/15.

An interview was conducted on 09/11/15 at 1:30
PM with NA #1. She stated the NAs worked short
staffed most days and they no longer had a
shower team. She further stated it was almost
impossible to complete all care sure as showers,
nail care, shaving, oral care, and making and
changing of bed linens. She indicated as short
staffed as they were they focused on toileting,
changing, and feeding of the residents and the
other care needs were completed on a day when
extra staff was working. NA #1 reviewed the
shower book and verified Resident #46 had a
shower on 08/24/15 and no other shower was
indicated since that day.

An interview was conducted on 09/11/15 at 1:45
PM with NA #4. She stated she worked as a
nurse aide on which ever hall was short staffed
for that day. She further stated the 2 halls worked
short staffed most days and that resident care
needs such as showers, nail care, oral care and
shaving were not provided on a scheduled weekly
basis. She indicated when she worked as a float
NA she would be assigned to give resident
showers but for the last 2 to 3 months she had
worked as a regular staffed NA. NA #4 verified
she had assisted Resident #46 with a shower on
08/24/15 and had not assisted the resident with a
shower since that day.

An interview was conducted with the Director of
Nursing (DON) on 09/11/15 at 8:00 PM. She
stated it was her expectation that all care should
be provided to the resident and if certain care

F 242

Committee will spot check on a quarterly
basis to monitor for sustained desired
outcomes and to determine the need for
and/or frequency of continued Ql
monitoring.
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A resident has the right to reside and receive
services in the facility with reasonable
accommodations of individual needs and
preferences, except when the health or safety of
the individual or other residents would be
endangered.

This REQUIREMENT is not met as evidenced
by:

Based on observations, medical record reviews,
resident, family, and staff interviews the facility
failed to place call bells within reach for 2 of 3
sampled residents (Residents #11 and #59).

The findings included:

1) Resident #11 was admitted to the facility on
11/30/11 with diagnoses of Alzheimer's disease,
arthritis, respiratory disorder, chronic airway
obstruction, and osteoarthrosis. Review of the
Minimum Data Set (MDS) dated 06/08/15
indicated Resident #11 had short and long term
memory impairment and severely impaired
cognitive skills for daily decision making.
Resident #11 was characterized as usually
making self-understood and responded
adequately to simple direct communication.

F 246 Accomodation of Needs

On 9/10/15, the nurse visualized resident
#11's call light to ensure that the call light
was not wrapped around the siderails out
of reach. On 9/11/15, the nurse visualized
resident #59's call light to ensure that the
call light was not clipped to a pillow out of
the resident's reach.

On 9/23/15, the Activities Director
completed a 100% audit for all facility
residents to ensure each residents call
light was within reach. Any negative
findings were immediately addressed
which included the Corporate Nurse
completing Facility Work Orders for any
needed maintenance.
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areas were missed they should be reported for
the next shift to do. The DON further stated she
did not know what needs were not being met for
the residents due to staffing. She indicated that
showers should be given at least twice per week
and as the resident preferred.
F 246 | 483.15(e)(1) REASONABLE ACCOMMODATION F 246 10/20/15
ss=p | OF NEEDS/PREFERENCES
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Resident #11 required extensive assistance with
activities of daily living (ADLs) including bed
mobility, transfers, eating, personal hygiene, and
dressing and was totally dependent on staff for
bathing.

Resident #11's care plan dated 07/20/15 was
reviewed for falls. The care plan specified the
resident was at risk for falls characterized by
multiple risk factors related to a history of falls,
impaired balance, impaired mobility, and impaired
cognition. Current approaches included:

Encourage resident to obtain assistance for
transfers and mobility

Bed in low position

Place call light in reach

Encourage resident to call for assistance

On 09/10/15 at 3:20 PM, Resident #11 was
observed setting in her bed, arthritic hands, and
minimal movement of her arms, alert and
oriented, and her call bell was observed to be
down between the right side of the bed and the
side rail touching the floor. Resident #11 was
observed unable to find and/or reach her call bell.

On 09/10/15 at 3:30 PM, an interview was
conducted with Resident #11, when asked how
she would call for help the resident responded, "I
don't know." When the resident was asked if she
would use her call bell, the resident replied, "I
can't find it." When the resident was asked if she
would be able to use the call bell if she had it in
reach, the resident responded, "yes that is how |
get them to help me."

On 09/10/15 @ 3:57 PM, observed Nurse #2 go
into Resident #11's room to administer
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On 9/21/15, the Director of Nursing (DON)
initiated an inservice for 100% of facility
staff. An inservice titled Accomodation of
Needs was given to include: A. A resident
as a right to reside and receive services in
the facility with reasonable accomodations
of individual needs and preferences,
except when the health or safety of the
individual or other residents would be
endangered. B. Resident call lights should
not be wrapped around siderails and out
of the resident's reach. C. Call lights
should not be on the floor. D. All call
lights should be accessible and within
each resident's reach at all times. E. Call
lights should not be clipped to a resident's
pillow out of the resident's reach. This
education will be completed by the
Director of Nursing and/or the MDS nurse,
and/or the Treatment Nurse during the
orientation process. Inservicing will be
completed by 10/9/15.

On 10/5/15, the Director of Nursing (DON)
initiated an audit tool titled Call Light
Placement to ensure call lights are
accessible and in reach for residents at all
times. The DON inserviced the Activities
Director on implementing the Call Light
Placement audit tool. The Activities
Director (AD) and/or the Accounts
Receivable person (AR) will utilize the Call
Light Placement Audit Tool to include
nights and weekends five times weekly for
four weeks, twice weekly for eight weeks,
and monthly times three months. Any
negative findings will be addressed
immediately.
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medication and the nurse did not provide the
resident with her call bell and the call bell
remained down between the right side of the bed
and the side rail touching the floor.

On 09/10/15 at 4:00 PM, an interview was
conducted with Nurse #2. She stated she was
expected to ensure the call bell was within reach
of the resident. She indicated she had not
checked the call bell when she was in the
resident's room. Nurse #2 confirmed the
resident's call bell was not in reach and the nurse
was unable to pull the call bell up from between
the bed and the side rail. Nurse #2 had to put the
side rail down, pull the call bell up, and untangled
the call bell before she was able to place the call
bell within the resident's reach.

On 09/11/15 at 7:25 AM, Resident #11 was
observed in her bed and the call bell was
observed to be wrapped tightly around the right
side rail of the bed and the resident was unable to
reach the call bell.

On 09/11/15 at 8:15 AM, Nurse #2 was observed
to feed Resident #11 her breakfast meal. The call
bell remained wrapped around the right side rail
of the bed and out of the reach of the resident.
Nurse #2 was observed to not unwrap the call bell
from around the side rail and ensure the call bell
was within the resident's reach.

The following observations were made of the call
bell to be wrapped around the right side rail of the
bed and out of the resident's reach on 09/11/15 at
8:20 AM, on 09/11/15 at 9:15 AM, on 09/11/15 at
11:30 AM, on 09/11/15 at 12:45 PM, on 09/11/15
at 1:10 PM, and on 09/11/15 at 2:00 PM.

Beginning 10/5/15, the administrator will
monitor the Call Light Placement audit
tool to ensure proper completion of the
Call Light Placement audit tool. The
administrator will initial the bottom right
corner of the Call Light Placement audit
tool with the date weekly for twelve
weeks, monthly for three months to
acknowledge completion and follow-up.

The Administrator and/or DON will present
all findings from the Call Light Placement
audit tool to the monthly Executive Ql
committee meetings for recommendations
as appropriate to maintain continued
compliance. The Executive QI committee
includes the Medical Director,
Administrator, DON, SW, MDS nurse and
Treatment Nurse. The Quality Executive
Committee will review all audit information
monthly for root causes and appropriate
corrective plans of action and make
recommendations. The Quality Executive
Committee will monitor for continued
compliance on an ongoing basis until
compliance is reached. After compliance
is reached, the Quality Executive
Committee will spot check on a quarterly
basis to monitor for sustained desired
outcomes and to determine the need for
and/or frequency of continued Ql
monitoring.
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On 09/11/15 at 8:00 PM, the Director of Nursing
(DON) was interviewed. She confirmed the staff
were trained and expected to keep residents' call
bells in reach. The DON stated staff members
make "daily rounds" and it was everyone's
responsibility to ensure call bells were within
reach.

No explanation was offered why the resident was
observed during the survey to not have her call
bell in reach.

2) Resident #59 was admitted to the facility on
03/24/15 with diagnoses of Alzheimer's disease,
muscle weakness, abnormal gait, lack of
coordination, and osteoarthrosis. Review of the
Minimum Data Set (MDS) dated 06/15/15
indicated Resident #59 was characterized as
making self-understood and responded
adequately to direct communication. Resident
#59 was independent with bed mobility, transfers,
ambulation, and eating, and required extensive
assistance with dressing, toileting, and personal
hygiene.

Resident #59's care plan dated 07/20/15 was
reviewed for falls. The care plan specified the
resident was at risk for falls characterized by
history of falls/actual falls, injury, multiple risk
factors related to impaired balance and impaired
cognition. Current approaches included:

Encourage resident to obtain assistance for
transfers and mobility

Fall mat in floor when in bed

Place call light in reach

Encourage resident to call for assistance

Ensure alarms are functional
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Observations made of Resident #59 on 09/10/15
at 12:15 PM revealed the resident seated in a
recliner placed approximately 2 feet away from
the left side of the resident's bed. The resident's
call bell was observed to be clipped to the
resident's pillow located at the head of the bed
behind the resident's recliner and out of reach of
the resident.

On 09/10/15 at 12:30 PM, an interview was
conducted with Resident #59's family member.
She stated the resident was unable to push down
the foot rest of the recliner as to allow him to get
up independently. She further stated Resident
#59 was capable of using the call bell but not
unless it was within his reach.

On 09/10/1 at 12:35 PM, an interview was
conducted with Resident #59, when asked how
he would call for help the resident responded, "I
don't know." When the resident was asked if he
would use the call bell, the resident replied, "I
don't know where it is because | can't find it."
When the resident was asked if he would be able
to use the call bell if he had it in reach, the
resident responded, "yes | use it to get help when
| can find it."

Observations made of Resident #59 on 09/11/15
at 7:35 AM revealed the resident was sitting in the
recliner, the foot rest up, soiled, and the call bell
was lying behind the resident's recliner in the floor
and not within reach. The resident stated, "l am
so wet can you please help me" when asked
where his call bell was the resident stated "l don't
know, | can't ever find it and they will not help
me."
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On 09/11/15 at 8:00 AM, Nurse #3 was observed
to go into Resident #59's room with his breakfast
tray. Nurse #3 called out for Nurse Aide (NA) #2
to assist the resident. NA #2 was observed to
complete incontinent care for the resident,
transfer him to the wheelchair, and setup his
breakfast meal on the over-bed table. NA #2 was
observed to not pick up and/or placed the call bell
within the resident's reach before he exited the
room.

On 09/11/15 at 8:30 AM, an interview was
conducted with NA #2. He stated he was busy
and had forgotten to place the call bell in reach of
the resident.

On 09/11/15 at 8:00 PM, the Director of Nursing
(DON) was interviewed. She confirmed the staff
were trained and expected to keep residents' call
bells in reach. The DON stated staff members
make "daily rounds" and it was everyone's
responsibility to ensure call bells were within
reach.

No explanation was offered why the resident was
observed during the survey to not have her call
bell in reach.

F 253 | 483.15(h)(2) HOUSEKEEPING & F 253 10/20/15
ss=E | MAINTENANCE SERVICES

The facility must provide housekeeping and
maintenance services necessary to maintain a
sanitary, orderly, and comfortable interior.

This REQUIREMENT is not met as evidenced
by:
Based on observations and staff interviews the F253 Housekeeping & Maintenance
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with resident names (resident room #86, #87,
#105 and #106), failed to clean a privacy curtain
in a resident's room (room #99), failed to store lift
slings and straps off the floor (receptionist area),
failed to repair damaged handrails (main hall),
failed to repair base molding (between resident
rooms #100 and #101, receptionist area and
across from nurses station on the main hall),
failed to repair broken laminate on a cabinet
(room #100) and failed to repair broken areas of
wood and laminate on smoke prevention doors
(100 hall).

The findings included:

1. a. Observations on 09/08/15 at 11:31 AM in the
bathroom of room #86 revealed there was a bed
pan in a plastic bag lying on the floor and there
was no name visible on the bedpan.
Observations on 09/09/15 at 11:30 AM in the
bathroom of room #86 revealed there was a bed
pan in a plastic bag lying on the floor and there
was no name visible on the bedpan.
Observations on 09/10/15 at 3:09 PM in the
bathroom of room #86 revealed there was a bed
pan in a plastic bag lying on the floor and there
was no name visible on the bedpan.

b. Observations on 09/08/15 at 11:34 AM
revealed in the bathroom of room #87 there was
a bed pan lying on top of a bucket of a bedside
commode with another bedpan in a plastic bag on
top of it and there were no names visible on the
bedpans.

Observations on 09/09/15 at 8:52 AM revealed in
the bathroom of room #87 there was a bed pan
lying on top of a bucket of a bedside commode
with another bedpan in a plastic bag on top of it
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facility failed to label bedpans and bath basins Services

On 9/23/15, the activities director
completed 100% audit to ensure bedpans
were stored correctly.

On 9/28/15, a certified nursing
assistant(CNA) labeled 100% of each
resident's bedpans and urinals with
his/her name to include resident rooms
#86, #87, #105, and #106.

On 9/ 29/15, the MDS nurse and the
treatment nurse labeled each resident's
bath basin with his/her name to include
resident rooms #86, #87, #105, and #106.

On 9/17/15, the housekeeping supervisor
removed the soiled, stained privacy
curtains and replaced them with clean,
unstained privacy curtains in resident
room #99.

On 9/21/15, the accounts receivable
manager (AR) completed 100% audit of
privacy curtains to ensure all residents'
privacy curtains were clean and without
stains. Any negative findings were
addressed by the housekeeping
supervisor.

On 9/30/15, the maintenance director
installed hooks in the mechanical lift
storage area for the purpose of hanging
slings so the slings would not touch the
floor.

On 9/29/15, the administrator and the
maintenance director met to plan for the
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and there were no names visible on the bedpans.
Observations on 09/10/15 at 3:09 PM revealed in
the bathroom of room #87 there was a bed pan
lying on top of a bucket of a bedside commode
with another bedpan in a plastic bag on top of it
and there were no names visible on the bedpans.

c. Observations on 09/09/15 at 08:40 AM
revealed in the bathroom of room #105 there
were 2 bath basins stacked inside each other and
no resident name was visible on the bath basins.
Observations on 09/10/15 at 9:31 AM revealed in
the bathroom of room #105 there were 2 bath
basins stacked inside each other and no resident
name was visible on the bath basins.
Observations on 09/10/15 at 3:09 PM revealed in
the bathroom of room #105 there were 2 bath
basins stacked inside each other and no resident
name was visible on the bath basins.

d. Observations on 09/08/15 at 3:17 PM revealed
in the bathroom of room #106 there was a
bedpan propped on its side on top of a
handicapped rail next to the commode. There
was no name visible on the bedpan.
Observations 09/09/15 at 9:19 AM revealed in the
bathroom of room #106 there was a bedpan
propped on its side on top of a handicapped rail
next to the commode. There was no name
visible on the bedpan.

Observations on 09/10/15 at 3:09 PM revealed in
the bathroom of room #106 there was a bedpan
propped on its side on top of a handicapped rail
next to the commode. There was no name
visible on the bedpan.

On 09/11/15 at 1:01 PM NA #11 stated she
worked on all halls in the facility. She stated
bedpans and bath basins should be placed in a

following: 1. Repair of the damaged
handrails on Main Hall, 2. Repair of base
moldings between resident rooms #100
and # 101, receptionist area and across
from nurse's station on Main Hall, 3.
Repair of broken laminate on a cabinet in
room #100, and 4. Repair of broken area
of wood and laminate on smoke
prevention doors 100 hall. The
maintenance director will complete these
repairs by 10/20/15.

On 9/30/15, the administrator and the
maintenance director made facility rounds
to audit for the following: 1. Damaged
handrails 2. Damaged base moldings, 3.
Broken cabinet laminate 4. Broken areas
of wood and laminate on smoke
prevention doors. Any negative findings
were addressed by the maintenance
director. On 10/1/15, monitoring for
damaged handrails, damaged base
moldings, broken cabinet laminate, and
broken areas of wood and laminate on
smoke prevention doors was added to the
preventative maintenance rounds
notebook.

On 10/1/15, the administrator in-serviced
the maintenance director and
housekeeping supervisor regarding the
requirements for Preventative
Maintenance and the new audit tools.

On 9/29/15, the director of nursing (DON)
initiated a 100% in-service for all facility
staff titled Housekeeping & Maintenance
Services. The Housekeeping &

Maintenance Services in-service included:
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plastic bag and they were usually hung on the
handicapped rails in the bathrooms. She stated
bedpans and bath basins were supposed to have
the resident's name written with a black marker
so the name was visible.

During an interview and tour on 09/11/15 at 4:12
PM with the Director of Nursing she stated it was
her expectations for bedpans and bath basins to
be stored in plastic bags and labeled with the
resident's name clearly visible on them. She
further stated bed pans and bath basins should
be placed in the resident's closet and out of sight
until staff needed to use them. She also stated
bath basins should not be stacked inside each
other but should be individually bagged and
labeled with the resident's name and stored out of
view.

2. An observation on 09/08/15 at 4:25 PM in
resident room #99 revealed a stained privacy
curtain that also had a dried substance on the
curtain.

An observation on 09/10/15 at 9:31 AM in
resident room #99 revealed a stained privacy
curtain that also had a dried substance on the
curtain.

An observation on 09/10/15 at 3:09 PM in
resident room #99 revealed a stained privacy
curtain that also had dried substance on the
curtain.

During a tour and interview on 09/11/15 at 4:12
PM with the Director of Nursing she stated it was
her expectation for housekeeping to clean privacy
curtains on a routine basis. She further stated
staff should report to housekeeping when they
observed soiled privacy curtains so they could be
replaced or cleaned.

A. All residents' bedpans and bath basins
must be labeled with each individual
resident's name, B. Resident privacy
curtains must be clean and without stains,
C. All lift slings/straps must not touch the
floor. D. Hanging hooks have been
provided in the reception area behind the
lifts to hang the lift slings off the floor, E. A
Facility Work Order must be filled out for
damaged handrails and base moldings

F. A Facility Work Order must be filled out
for broken laminate, including broken
laminate on cabinets, G. A Facility Work
Order must be filled out for broken wood
and laminate on smoke prevention door,
H. Facility Work Orders must be
completed and placed in the maintenance
director¢ s box located beside
maintenance director's door on the main
hall across from the dining room. A
completed sample Facility Work Order
form was reviewed during the in-service.
This education will be completed by the
Director of Nursing and/or the MDS nurse
and/or the Treatment Nurse during the
orientation process. The in servicing was
completed 10/9/15.

On 10/5/15, the administrator initiated the
QI monitoring tool titled Housekeeping &
Maintenance Audit Tool. The QI
monitoring tool will be utilized to monitor
A. Resident bedpans and bath basins are
labeled with each individual resident's
name, B. Resident privacy curtains clean
and without stains, C. lift slings/straps not
touching the floor. D. damaged handrails
and base moldings E. Broken laminate,
including broken laminate on cabinets, F.
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During an interview on 09/11/15 at 4:45 PM with
the Housekeeping Supervisor he explained
housekeeping staff were supposed to take
privacy curtains down once per month for
cleaning but sometimes it occurred every other
month. He stated if privacy curtains were visibly
dirty then housekeeping staff should take them
down and clean them. He further stated he relied
on nursing staff and housekeeping staff to
observe and report concerns and he expected for
staff to make sure the curtains were clean.

3. Observations on 09/08/15 at 10:24 AM during
a tour of the facility revealed an area labeled
receptionist that had a sit to stand mechanical lift
and a total body lift parked in the space. Alift
sling for the total body lift was lying on the floor
between the 2 lifts.

Observations on 09/09/15 at 9:07 AM revealed
the receptionist area had a sit to stand
mechanical lift and total body lift parked in the
space. A strap that attached to a lift pad for the
sit to stand lift was lying in the floor next to the
total body lift.

Observation on 09/10/15 at 3:09 PM revealed the
receptionist area had a sit to stand mechanical lift
and a total lift parked in the space. A strap that
attached to a lift pad for the sit to stand lift was
lying in floor next to the total body lift.
Observation on 09/11/15 at 1:04 PM revealed the
receptionist area had a sit to stand mechanical lift
and a total lift parked in the space. A strap that
attached to a lift pad for the sit to stand lift was
lying in floor next to the total body lift.

During a tour and interview on 09/11/15 at 4:12
PM with the Director of Nursing she stated slings
and straps for lifts were supposed to be stored in

Broken wood and laminate on smoke
prevention doors. The administrator will
utilize the Housekeeping & Maintenance
Audit Tool weekly for four weeks, every
other week for four weeks, and monthly
thereafter.

The administrator will present all findings
from the Housekeeping & Maintenance
Audit Tools to the Executive QI committee
meetings for recommendations as
appropriate to maintain continued
compliance. The Executive QI committee
includes the Medical Director,
administrator, DON, SW, MDS nurse and
treatment nurse. The Quality Executive
Committee will review all audit information
monthly for root causes and appropriate
corrective plans of action and make
recommendations. The Quality Executive
Committee will monitor for continued
compliance on an ongoing basis until
compliance is reached. After compliance
is reached, the Quality Executive
Committee will spot check on a quarterly
basis to monitor for sustained desired
outcomes and to determine the need for
and/or frequency of continued Ql
monitoring.
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the shower room or supply room. She
acknowledged the strap that attached to a lift pad
was lying in the floor of the room labeled
receptionist and stated lift straps and slings
should not be left in the floor but should be stored
properly to keep them clean.

4. a. Observations on 09/08/15 at 10:09 AM
during an initial tour of the facility revealed the
handrails on the main hall from the nurse's station
to the end of the hall at the dining room on both
sides of the hall had areas of chipped wood with
rough areas to the touch and rough corners with
chipped wood.

Observations on 09/09/15 at 9:07 AM revealed
the handrails on the main hall from the nurse's
station to the end of the hall at the dining room on
both sides of the hall had areas of chipped wood
with rough areas to the touch and rough corners
with chipped wood.

Observations on 09/10/15 at 3:09 PM revealed
the handrails on the main hall from the nurse's
station to the end of the hall at the dining room on
both sides of the hall had areas of chipped wood
with rough areas to the touch and rough corners
with chipped wood.

b. Observations on 09/08/15 at 10:09 AM during
an initial tour of the facility revealed the base
molding at the floor was broken and had peeled
away from the wall with pointed edges between
resident room #100 and #101.

Observations on 09/09/15 at 9:07 AM revealed
the base molding at the floor was broken and had
peeled away from the wall with pointed edges
between resident room #100 and #101.
Observations on 09/10/15 at 3:09 PM revealed
the base molding at the floor was broken and had
peeled away from the wall with pointed edges

F 253
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between resident room #100 and #101.

c. Observations on 09/08/15 at 10:09 AM during
an initial tour of the facility revealed the base
molding at the floor was broken and had peeled
away from the wall with pointed edges at the
corner of the main and central halls.
Observations on 09/09/15 at 9:07 AM revealed
the base molding at the floor was broken and had
peeled away from the wall with pointed edges at
the corner of the main and central halls.
Observations on 09/10/15 at 3:09 PM revealed
the base molding at the floor was broken and had
peeled away from the wall with pointed edges at
the corner of the main and central halls

d. Observations on 09/08/15 at 10:09 AM during
an initial tour of the facility revealed the base
molding at the floor was broken and had peeled
away from the wall with pointed edges on the
main hall across from the nurse's station.
Observations on 09/09/15 at 9:07 AM revealed
the base molding at the floor was broken and had
peeled away from the wall with pointed edges on
the main hall across from the nurse's station.
Observations on 09/10/15 at 3:09 PM revealed
the base molding at the floor was broken and had
peeled away from the wall with pointed edges on
the main hall across from the nurse's station.

e. Observations on 09/08/15 at 10:09 AM during
an initial tour of the facility revealed large areas of
laminate was broken with rough edges on a
cabinet in resident room #100.

Observations on 09/09/15 at 9:07 AM revealed
large areas of laminate was broken with rough
edges on a cabinet in resident room #100.
Observations on 09/10/15 at 3:09 PM revealed
large areas of laminate was broken with rough
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edges on a cabinet in resident room #100.

f. Observations on 09/08/15 at 10:09 AM during
an initial tour of the facility revealed broken areas
of wood and laminate on the edges of the bottom
half of the smoke prevention doors on the main
hall.

Observations on 09/09/15 at 9:07 AM revealed
broken areas of wood and laminate on the edges
of the bottom half of the smoke prevention doors
on the main hall.

Observations on 09/10/15 at 3:09 PM revealed
broken areas of wood and laminate on the edges
of the bottom half of the smoke prevention doors
on the main hall.

During an environmental tour and interviews on
09/11/15 at 4:25 PM with the Maintenance
Director and the Administrator the Maintenance
Director stated he was the only maintenance staff
at the facility. He explained he did not have a
preventive maintenance plan to repair handrails
on base molding in hallways. He stated he made
rounds in the facility periodically and when he saw
things that were broken he fixed them. He further
stated he had fixed loose handrails in the
hallways but he had not done any patching of the
broken wood or rough edges. He explained he
had work orders for staff to fill out that were in a
box mounted on the wall next to his office door
and he checked the box daily to see what staff
had reported that needed repair. He verified he
had received no work orders for handrails or
damaged base molding or damaged cabinets or
damaged wood at the edges of the smoke
prevention doors. The Administrator stated it was
her expectation for environmental issues to be
identified and repaired as soon as possible. She
further stated it was everyone's responsibility to
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The facility must provide clean bed and bath
linens that are in good condition.

This REQUIREMENT is not met as evidenced
by:

Based on observations, resident, and staff
interviews the facility failed to provide bed linens
in clean condition for 1 of 1 resident reviewed for
cleanliness of bed linens (Resident #46).

The findings included:

Resident #46 was admitted to the facility on
04/18/14 with diagnoses of peripheral vascular
disease, Diabetes Mellitus, abnormal gait,
difficulty walking, coronary artery disease, and
kidney failure.

Review of the Minimum Data Set (MDS) dated
08/07/15 indicated Resident #46 was cognitively
intact and was able to understand and make
self-understood. Resident #46 required extensive
assistance with bathing.

Review of the facility record shower list revealed
Resident #46 was scheduled to receive showers
on Monday and Thursday.

On 09/08/15 at 3:20 PM, Resident #46 was
interviewed. The resident stated the bed linens
were not changed on shower days all the time.

F 254 Clean Bed/Bath Linens in Good
Condition

Resident # 46 was interviewed by the
Corporate Wound Consultant on 9/29/15.
Resident stated that he had a shower
yesterday and that his bed linens had
been changed.

On 9/29/15, a 100 % audit of all residents'
bed linens to observe linens for any
stains, oil spots, holes, tears was
completed by the Treatment Nurse and
MDS Nurse. Negative findings will be
addressed.

On 9/29/15, an in-service was initiated by
the Treatment Nurse and Director of
Nursing to all Licensed Nurses and Nurse
Aides to include: All bed linens must be
clean and in good condition. When bed
linens are observed to be stained or
soiled, the linens must be changed
immediately. At minimum, bed linens
must be changed on residents' shower
day. This education will be completed by

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
345219 B. WING 09/11/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
107 MAGNOLIA DRIVE
MAGNOLIA LANE NURSING AND REHABILITATION CENTER
MORGANTON, NC 28655
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (xX5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 253 | Continued From page 28 F 253
report concerns when they saw them so they
could be fixed and the maintenance director could
prioritize the order of the repairs.
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Resident #46 indicated his last shower was on
08/24/15 and that his bed linens had not been
changed since his last shower day.

On 09/09/15 at 9:23 AM, Resident #46's bed was
observed to be unmade, wrinkled sheets, an oily
looking stain on the pillowcase where the
resident's head would have laid, the fitted bed
sheet was observed to have a tan colored stain
halfway down on the right side, and a tan colored
stain in the top middle portion of the fitted sheet
as to where the buttocks would have been.

On 09/10/15 at 11:40 AM, Resident #46's bed
was observed to be unmade, an oily looking stain
on the pillowcase and the bed linens was
observed to have a tan colored stain half way
down on the right side of the fitted sheet and a
tan colored stain in the top middle portion of the
fitted sheet as to where the buttocks would have
been.

On 09/11/15 at 9:30 AM, an observation was
made of Resident #46 setting in his room in his
wheelchair. The bed linens was observed to be
wrinkled with an oily looking stain on the
pillowcase. Further observation of the fitted bed
sheet was a tan colored stain half way down on
the right side and a tan colored stain in the top
middle portion of the fitted sheet as to where the
buttocks would have been.

On 09/11/15 at 9:45 AM, an interview was
conducted with Resident #46. The resident stated
the bed linens were supposed to be changed on
shower days and that his bed linens were soiled
and had not been changed since his last shower
on 08/24/15. Resident #46 stated he thought staff
was just too busy to worry about changing bed

the Director of Nursing and/or the MDS
nurse and/or the Treatment Nurse during
the orientation process. The in-servicing
will be completed by 10/9/15. The
Housekeeping Supervisor will audit bed
linens for stains, soilage utilizing the Linen
Audit Tool for 10 resident's 5 x week for 6
weeks, then weekly for 6 weeks, then
monthly x 3 months.

The Administrator will review weekly the
Linen Audit Tool to ensure all linen with
stains or soils has been identified and
corrective action taken. The Quality
Executive Committee will review audit
information monthly for any
recommendations, take actions as
appropriate, and to monitor continued
compliance. The Quality Executive
Committee will review all audit information
monthly for root causes and appropriate
corrective plans of action and make
recommendations. The Quality Executive
Committee will monitor for continued
compliance on an ongoing basis until
compliance is reached. After compliance
is reached, the Quality Executive
Committee will spot check on a quarterly
basis to monitor for sustained desired
outcomes and to determine the need for
and/or frequency of continued Ql
monitoring.
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linens or assisting with showers.

An interview was conducted on 09/11/15 at 10:30
AM with Nurse #2. She stated she expected the
bed linens to be changed on the resident's
shower days or more often if needed. Nurse #2
confirmed the tan colored stains on Resident
#46's bed linens and stated she would have the
linens changed immediately.

An interview was conducted on 09/11/15 at 1:30
PM with NA #1. She stated the NAs were
expected to change the bed linens on the
residents shower days. NA #1 further stated it
was almost impossible to complete all care sure
as showers and making and changing of bed
linens. She indicated as short staffed as they
were they focused on toileting, changing, and
feeding of the residents and the other care needs
were completed on a day when extra staff was
working. NA #1 stated she was unaware of the
stains on Resident #46's bed linens and was
unable to recall the last time she had assisted the
resident with a shower or had changed the bed
linens.

An interview was conducted on 09/11/15 at 1:45
PM with NA #4. She stated she was expected to
change the bed linens on the residents scheduled
shower days. NA #4 stated the 2 halls worked
short staffed most days and that resident care
needs such as showers and changing of the bed
linens was not provided on a scheduled weekly
basis. NA #4 verified she had assisted Resident
#46 with a shower on 08/24/15 and had changed
his bed linens at that time.

An interview was conducted with the Director of
Nursing (DON) on 09/11/15 at 8:00 PM. She

F 254
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stated it was her expectation that all care should
be provided to the resident and if certain care
areas were missed they should be reported for
the next shift to do. The DON further stated she
did not know what needs were not being met for
the residents.

F 272 | 483.20(b)(1) COMPREHENSIVE F 272 10/20/15
SS=E | ASSESSMENTS

The facility must conduct initially and periodically
a comprehensive, accurate, standardized
reproducible assessment of each resident's
functional capacity.

A facility must make a comprehensive
assessment of a resident's needs, using the
resident assessment instrument (RAI) specified
by the State. The assessment must include at
least the following:

Identification and demographic information;
Customary routine;

Cognitive patterns;

Communication;

Vision;

Mood and behavior patterns;

Psychosocial well-being;

Physical functioning and structural problems;
Continence;

Disease diagnosis and health conditions;

Dental and nutritional status;

Skin conditions;

Activity pursuit;

Medications;

Special treatments and procedures;

Discharge potential;

Documentation of summary information regarding
the additional assessment performed on the care
areas triggered by the completion of the Minimum
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Data Set (MDS); and
Documentation of participation in assessment.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview, the
facility failed to complete Care Area Assessments
that addressed the underlying causes,
contributing factors and risk factors for triggered
areas for 3 of 17 (Residents #25, #53, and #56)
sampled residents.

The findings included:

1. Resident #53 was admitted to the facility on
11/17/12 with diagnoses including necrotizing
fasciitis, muscle weakness, diabetes and
anorexia.

His annual Minimum Data Set dated 07/21/15
coded him with moderate cognitive impairment,
requiring extensive assistance with most activities
of daily living skills (ADLs) including bed mobility,
transfers and toileting and having no pressure
ulcers.

The Care Area Assessments (CAA) dated

08/04/15 did not include an analysis including the
description of the problem, causes and
contributing factors and risk factors for cognition,
activities of daily living skills (ADLs), urinary
incontinence and pressure ulcers as follows:
*Cognition CAA stated he had long term memory
impairment noted for the year and month. His
short term memory was fairly good related to
recall of items in 5 minutes. The CAA failed to
state how his cognition affected his day to day

F 272 Comprehensive Assessments

On 9/30/15, the MDS coordinator
reviewed the Care Area Assessments
(CAA) assessments for Resident #25 and
Resident # 56. Resident #53 no longer
resides at the facility and expired on
9/22/15. On 9/30/15, the MDS
coordinator made Care plan-General Note
regarding Resident # 56's activities of
daily living and her urinary incontinence.
On 9/30/15, the MDS coordinator made a
Care Plan-General Note regarding
Resident # 25's activities of daily living
and urinary incontinence.

On 9/23/15, the Corporate MDS
Consultants completed a 100% audit of
resident care plans. Any negative findings
were addressed immediately.

On 9/30/15 the Corporate Nurse
Consultant inserviced the Director of
Nursing and MDS nurse on Care Area
Assessments (CAAs). The inservice
included the following: A. A facility must
make a comprehensive assessment of a
resident's needs, using the resident
assessment instrument (RAI) specified by
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activity level or care.

*ADL CAA stated he required staff assistance for
ADLs, being unable to stand on his own and
needing staff assistance for bed mobility. There
was no other information related to any strengths
he had or analysis of the information to determine
if he could improve.

*Incontinence CAA stated he was incontinent
needed staff assistance with activities of daily
living skills. The CAA failed to identify a previous
urostomy which resulted in a unhealed fistula
which leaked urine. Nor did the CAA address
how the incontinence affected his day to day life.
*Pressure ulcer CAA noted he was at risk for
pressure ulcers as he stayed in bed all the time
and needed staff assistance with bed mobility and
perineal care. The CAA failed to identify previous
pressure ulcers located on his coccyx.

Interview with the MDS Nurse on 09/11/15 at 1:52
PM revealed that she completed the CAAs for
Resident #53 which were signed by the Director
of Nursing. She stated that since Resident #53
was such a long term resident, she didn't think to
put in details of the resident's past history or
individual preferences and behaviors like she
would if the resident was a new admit to the
facility.

2. Resident #56 was admitted to the facility on
07/03/12. Her diagnoses included hemiplegia
due to cerebral vascular disease, contracture of
upper arm joint, and muscle weakness.

The annual Minimum Data Set (MDS) dated
04/06/15 coded Resident #56 with intact
cognition, requiring extensive assistance for most
activities of daily living skills (ADLs), having range
of motion limitation on one side of her upper
extremities, occasionally incontinent of bladder,
and receiving physical and occupational

State. , B. The MDS nurse must complete
Care Area Assessments that address the
underlying causes, contributing factors
and risk factor for triggered areas. C.

The analysis must include a description of
the problem and future potentials for
improvement, D. The triggered areas can
include activities of daily living and urinary
urinary incontinence. E. The facility must
conduct initially and periodically a
comprehensive, accurate, standardized
reproducible assessment of each
resident's functional capacity.

On 9/30/15, the Director of Nursing
initiated a CAA QI monitoring tool to audit
the previous week's CAAs for complete
documentation for triggered areas. The
CAA QI monitoring tool will be utilized
weekly for twelve weeks, monthly for three
months. Any negative findings will be
addressed immediately.

Beginning 10/5/15, the administrator will
monitor the CAA QI monitoring tool to
ensure proper completion weekly for
twelve weeks, and monthly for three
months. The administrator will initial the
bottom right corner of the form with the
date as completed to acknowledge
completion and follow-up.

The DON will present findings to the
monthly Executive QI committee meetings
for recommendations as appropriate to
maintain continued compliance. The
Executive QI committee includes the
medical director, DON, SW, MDS nurse,
and treatment nurse. The Quality
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therapies.

The Care Area Assessments (CAA) dated
04/20/15 did not include an analysis including the
description of the problem, causes and
contributing factors and risk factors for activities
of daily living skills (ADLs) or urinary incontinence
as follows:

*ADLs CAA stated the resident required extensive
assistance from staff to complete ADLs other
than eating. The CAA identified the resident's
history of a cerebral vascular accident and splint
being worn, however, there was no indication as
to her strengths, the fact she was receiving skilled
therapies or expected progress.

*Incontinence CAA stated she was a long term
care resident who was usually continent, used the
bedpan, and called for assistance. She was
identified as having had a stroke but there was no
analysis of the reason she had some
incontinence and whether she could improve.
Interview with the MDS Nurse on 09/11/15 at 1:52
PM revealed that she completed the CAAs for
Resident #56 which were signed by the previous
Director of Nursing. She stated that since
Resident #56 was such a long term resident, she
didn't think to put in details of the resident's
individual preferences and behaviors like she
would if the resident was a new admit to the
facility.

3. Resident #25 was admitted to the facility on
04/09/15 with diagnoses including acute
respiratory failure, diabetes, and essential forms
of tremor.

The admission Minimum Data Set dated 04/16/15
coded him with intact cognitive skills, having no
moods, or behaviors, requiring extensive assist
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Executive Committee will review all audit
information monthly for root causes and
appropriate corrective plans of action and
make recommendations. The Quality
Executive Committee will monitor for
continued compliance on an ongoing
basis until compliance is reached. After
compliance is reached, the Quality
Executive Committee will spot check on a
quarterly basis to monitor for sustained
desired outcomes and to determine the
need for and/or frequency of continued QI
monitoring.
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with activities of daily living skills (ADLs), being
nonambulatory, and being continent with the use
of an indwelling urinary catheter.

The Care Area Assessment dated 04/22/15 did
not include an analysis including the description
of the problem, causes and contributing factors
and risk factors for ADLs or urinary incontinence
as follows:

* ADLs CAA stated Resident #25 was admitted
from the hospice house and required extensive
assistance from staff for completing ADL's.
Weakness was noted and he had multiple
diagnoses in the chart. There was no analysis of
his abilities, strengths and weaknesses or if these
could be improved.

*Urinary incontinence CAA stated he was
admitted from hospice house and when there
was no reason found for the use of the indwelling
urinary catheter, it was removed. He required
extensive assistance from staff for repositioning,
turning and to give perineal care. It was noted he
was unable to get tot he toilet without assistance
from staff due weakness noted per therapy notes.
There was analysis as to his potential for
improvement.

Interview with the MDS nurse on 09/11/15 at 5:58
PM revealed she completed this CAA and the
previous Director of Nursing signed off on it. She
stated that she failed to describe a complete
picture of the resident in the ADL or incontinence
CAA. She further stated the family decided to try
therapy and when she asked him about his ability
to use the bathroom, he told the nurse he used
his incontinent brief and rang his bell.
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The resident has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under the laws of the State, to
participate in planning care and treatment or
changes in care and treatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment.

This REQUIREMENT is not met as evidenced
by:

Based on observations, record review, and staff
interviews, the facility failed to revise a care plan
for a resident with contractures for 1 of 3
residents reviewed for care plans (Resident #56).

The findings included:

Resident #56 was admitted to the facility on
07/03/12. Her diagnoses included hemiplegia
due to cerebral vascular disease, contracture of
upper arm joint, and muscle weakness.

A Rehab Communications to Nursing form
indicated that restorative services was to begin
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F 280 Right to Participate Planning Care

On 9/14/15, the physician ordered an
Occupational Therapy (OT) evaluation for
treatment as indicated for resident #56.
Resident #56 is participating in OT
program for splinting and range of motion
(ROM).

On 9/18/15, the physician ordered a
Physical Therapy (PT) evaluation for
treatment as indicated for resident #56.
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02/09/15 for passive range of motion to all joints
of the left upper extremities of the shoulder,
elbow wrist and hand and use a palm guard in the
left hand as often as possible for contracture
management.

A care plan was initiated on 03/11/15 for range of
motion as the resident was at risk for developing
further contractures. Interventions included to
wear a palm guard to the left hand for 2 - 3 hours
a day or as tolerated after hygiene to the palm 4 -
6 days per week.

Resident #56 began occupational therapy (OT)
on 03/12/15 due to a contracture of the left elbow
resulting in episodes of skin breakdown. The
resident was noted to require skilled therapy and
splint treatment to improve elbow contracture and
decrease further risk of contracture. A static
progressive splint was to be initiated by therapy to
the left elbow.

The annual Minimum Data Set (MDS) dated
04/06/15 coded Resident #56 with intact cognition
(scoring a 13 out of 15 on the Brief Interview for
Mental Status), requiring extensive assistance for
most activities of daily living skills (ADLs), having
range of motion limitation on one side of her
upper extremities, and receiving skilled OT.
Review of the OT discharge summary revealed
the goal for the resident to demonstrate passive
range of motion of the left upper extremity
extension from 140 to 65 degrees without
complaints of pain was met on 05/05/15. OT's
discharge summary dated 05/11/15 stated
nursing staff (2 names) and restorative care staff
(1 name) were trained in range of motion to the
left upper extremity and the application of the
palm guard and the static progressive splint to the
left elbow. The discharge plan and instructions
stated nursing and restorative care staff were to
perform daily left upper extremity passive range

Resident #56 is participating in PT
program for strengthening.

On 9/16/15, the MDS nurse revised
Resident # 56's care plan regarding splint
and range of motion.

On 9/23/15, the Corporate MDS
Consultants completed 100% audit of
Care Plans for revisions. Any negative
findings were addressed.

On 9/23/15, the Corporate MDS
Consultants completed 100% audit of
Rehab Communications to Nursing. Any
negative findings were addressed.

On 9/24/15, the Corporate MDS
Consultants completed 100% audit of
Care Guides for updates. Any negative
findings were addressed.

On 9/24/15, the Corporate MDS
Consultant inserviced the MDS nurse on
the following: 1. Creating assessments
properly after most recent entry. 2.
Completing Care Plan and Care Guide
reviews to reflect residents' most current
functional abilities/special needs, 3.
Completing Rehab Communication to
nursing in a timely manner, 4. Reviewing
the auto-populated items and items
carried over from previous MDS
assessments to ensure accuracy.

On 9/25/15, the Corporate MDS
Consultant inserviced the Therapy
Manager and the Therapy Manager
Assistant on the following: 1. Rehab
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of motion and splint application.

The quarterly MDS dated 06/30/15 coded
Resident #56 with intact cognition (scoring a 13
out of 15 on the Brief Interview for Mental Status),
requiring extensive assistance for most activities
of daily living skills (ADLs), having range of
motion limitation on one side of her upper
extremities, and receiving no skilled therapy or
any restorative nursing program including
splinting.

The current care plan which addressed Resident
#56 being at risk for the development of further
contractures was last reviewed on 07/20/15. The
interventions included the resident was to wear a
palm guard to the left hand 2 - 3 hours per day or
as she tolerated after hygiene to palm had
occurred 4 to 6 days a week. There was nothing
related to a static progressive elbow splint or
passive range of motion.

Resident #56 was observed with her left hand
fisted and left elbow joint tucked in close to her
upper arm, with no palm guard or splints in place.
Two palm guards, a finger separator and an
elbow splint were observed on the adjoining
bed/table in her room on 09/08/15 at 11:16 PM
and on 09/10/15 at 8:16 AM, at 9:29 AM, at 10:51
AM, and at 11:39 AM. On 09/10/15 at 11:39 AM,
the responsible party was visiting and stated she
was unsure if the splints were still being applied
as she had not seen them on Resident #56 in a
while. Resident #56 stated at this time the staff
stopped applying the splints a while ago,
admitting they hurt her. The splint and palm guard
remained off when Resident #56 was observed
on 09/10/15 at 2:51 PM. At this time, Nurse Aide
(NA) #3 stated he was not sure about splint
application and thought that restorative may do
something. He further stated he normally worked
nights and provided nothing related to splints or
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communication to nursing, Referrals to
Restorative, 2. Addressing screen
referrals to therapy in a timely manner. 3.
Making referrals to restorative program
understandable.

On 9/30/15, the Director of Nursing (DON)
initiated a Care Plan Revision Tool to
monitor for care plan revisions for
residents as necessary including
contractures, splints, and ROM. The
DON will utilize the Care Plan Revision
Tool five times weekly for four weeks,
twice weekly for four weeks, weekly for
four weeks and then monthly for three
months. Any negative findings will be
addressed immediately.

Beginning 10/5/15, the administrator will
monitor the Care Plan Revision Tool to
ensure completion weekly for twelve
weeks, and monthly for three months.
The administrator will initial the bottom
right corner of the form with the date as
completed to acknowledge completion
and follow up.

The DON will present findings to the
monthly Executive QI committee meetings
for recommendations as appropriate to
maintain continued compliance. The
Executive QI committee includes the
Medical Director, DON, SW, MDS nurse
and Treatment nurse. The Quality
Executive Committee will review all audit
information monthly for root causes and
appropriate corrective plans of action and
make recommendations. The Quality
Executive Committee will monitor for
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range of motion.

Interview with the Restorative nurse on 09/10/15
at 2:54 PM revealed Resident #56 was supposed
to have a palm guard in place 2 to 3 hours per
day as tolerated. She stated she received
referrals from therapy.

On 09/11/15 at 9:14 AM, the OT stated Resident
#56 was to wear an elbow splint and palm guard.
She further stated there were two palm guards,
one hard and one soft. She stated that depending
on the resident's hand tightness, staff could
choose between the hard or soft palm guards.
The palm guard was to be used 6 days per week.
OT was unaware of any refusals by the resident
or problems with the palm guard or elbow splint.
Therapy staff provided the handwritten referral
named Rehab Communication to Nursing that
indicated restorative was to start 05/11/15. This
form indicated passive range of motion was to be
provided to the left should, elbow, wrist and
fingers and a left elbow splint was to be applied 4
hours or over night six times per week. This
referral was signed by OT and NA #1.

Interview on 09/11/15 at 9:57 PM with Nurse Aide
(NA) #4, who worked also as a restorative aide,
revealed Resident #56 often refused the palm
guard but if she agreed, she would wear it about
2 hours. NA #4 stated the elbow splint was to be
applied 6 times a week. She further stated she
applied the elbow splint on Monday (09/07/15)
and worked as a floor NA Tuesday (09/08/15) and
was not sure if anyone else applied the elbow
splint. She stated Monday was the last time she
provided services to Resident #56. During
observations on 09/11/15 at 10:15 AM, Resident
#56 tolerated passive range of motion provided
by NA #4, refused the palm guard but allowed the
elbow splint to be applied.

Telephone interview on 09/11/15 at 10:36 AM with

continued compliance on an ongoing
basis until compliance is reached. After
compliance is reached, the Quality
Executive Committee will spot check on a
quarterly basis to monitor for sustained
desired outcomes and to determine the
need for and/or frequency of continued QI
monitoring.

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 280 | Continued From page 39 F 280

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID:5P7L11

Facility ID: 923027

If continuation sheet Page 40 of 118




PRINTED: 10/21/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
]
345219 B. WiNG 09/11/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

107 MAGNOLIA DRIVE

MAGNOLIA LANE NURSING AND REHABILITATION CENTER
MORGANTON, NC 28655

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 280 | Continued From page 40 F 280

NA #5, who worked as a restorative aide at times,
revealed she last completed restorative duties a
week and a half ago. She stated that she applied
the elbow splint but did not know anything about
the need for passive range of motion or a hand
guard. She again stated she only applied the
elbow splint but did not provide range of motion
or palm guard.

Telephone interview on 09/11/15 at 1:00 PM with
NA #6, who worked as a restorative aide at times,
revealed she knew to provide passive range of
motion and apply the palm guard and elbow
splint, but stated Resident #56 refused the palm
guard. NA #6 stated the last time she worked with
Resident #56 was last Saturday (09/05/15). She
further stated that when she was assigned as a
floor nurse aide, she did not provide restorative
services.

On 09/11/15 at 1:52 PM, Restorative Nurse
stated the referral from therapy that she received
instructed staff to complete range of motion and
apply the splint. she provided a computerized
Rehab Communications to Nursing form dated
05/06/15 stated that Resident #56 was
discharged from therapy on 05/11/15 and to begin
restorative nursing on 05/12/15. This form noted
passive range of motion was to be provided to the
left shoulder, elbow, wrist and fingers. Also
checked was a splinting program but the section
specifying the type of splint was left blank. The
restorative program was to be provided 6 days
per week and was signed by a rehab therapy
aide. She further stated that when the referral
did not specify what splint to use, she assumed it
was the palm guard which was previously being
used. She stated when she had provided
restorative services (documented on 08/21/15
and on 09/07/15) she did not know an elbow
splint was being utilized on Resident #56.
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Restorative nurse further stated she was not
involved in the discharge instructions provided by
therapy to the staff and just took the written
information off the referral form when she
developed the restorative plan of care.
F 282 | 483.20(k)(3)(ii) SERVICES BY QUALIFIED F 282 10/20/15
ss=E | PERSONS/PER CARE PLAN

The services provided or arranged by the facility
must be provided by qualified persons in
accordance with each resident's written plan of
care.

This REQUIREMENT is not met as evidenced
by:

Based on observations, resident, family, and
staff interviews, the facility failed to follow the care
plan for providing incontinent care and oral care
for 3 of 7 residents dependent on staff for
activities of daily living (Residents #59, #92, and
#11).

The findings included:

1) Resident #59 was admitted to the facility on
03/24/15 with diagnoses of Alzheimer's disease,
muscle weakness, abnormal gait, lack of
coordination, and coronary artery disease.
Review of the quarterly Minimum Data Set (MDS)
dated 06/15/15 indicated Resident #59 was
severely cognitively impaired and required
extensive assistance with dressing, toileting,
personal hygiene, bathing, and was incontinent of
bowel and bladder.

Review of the care plan dated 07/20/15 revealed
Resident #59 with urinary incontinence related to

F 282 Services by Qualified Persons/per
Care Plan

Resident #59 expired at the facility on
9/20/15.

On 9/22/15, the director of nursing
completed a skin assessment on
Resident # 92. No abnormal findings. On
9/25/15, the MDS nurse updated Resident
# 92's care plan and care guides. On
9/29/15, the social worker contacted
Resident #92's family regarding
scheduling a care plan meeting to discuss
Resident #92's plan of care. The care
plan meeting was scheduled for 10/2/15.
The family stated they plan to attend.

On 9/16/15, the RD reviewed Resident
#11. The RD determined Resident #11's
intake to average 67% and that her weight
is stable. On 9/25/15, the MDS
coordinator updated Resident # 11's care
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cognitive impairment with an intervention to
provide incontinence/perineal care after each
incontinent episode.

On 09/10/15 at 11:35 AM Resident #59 was
observed sitting in his room in a wheelchair with
his pants visibly wet and a strong odor of urine.
The resident stated "l am wet and | need to go to
the bathroom."

On 09/10/15 at 12:30 PM an interview was
conducted with Resident #59's family member.
The family member stated she had asked staff for
assistance to take Resident #59 to the bathroom
around 12:00 PM and that no one had come to
the room to assist them.

On 09/10/15 at 12:45 PM Nurse Aide (NA) #3
was observed providing incontinent care in the
bathroom for Resident #59 and NA #3 was
observed to remove the urine soaked and slightly
soiled brief, clean the resident's buttocks, while
the resident was in a standing position using
packaged pre-moistened wipes, apply a clean dry
brief, and assist the resident back to his
wheelchair. NA #3 was observed not to
clean/wipe Resident #59's groin or penile areas.

On 09/10/15 at 1:15 PM an interview was
conducted with NA #3. NA #3 stated that was the
way he had always provided incontinent care to
Resident #59 while he was standing in the
bathroom. NA #3 confirmed he had not cleaned
the resident's penile area. NA #3 verbalized that
he was expected to wipe the resident front to
back and he was expected to clean the penile
area of the male resident by pushing the foreskin
back, cleaning/wiping in a circular motion, and
pulling the foreskin back down. NA #3 stated he

plan and care guide.

On 9/23/15, the Corporate MDS
consultants completed a 100% audit of
resident care plans to ensure accuracy.
Any negative findings were addressed by
the MDS nurse.

On 9/24/15, the Corporate MDS
consultants completed a 100% audit of
resident care guides to ensure accuracy.
Any negative findings were addressed by
the MDS nurse.

On 9/21/15, the director of nursing (DON)
initiated an inservice regarding "Following
Care Plans/ Care Guides" for 100% of
licensed nurses and certified nursing
assistants. The inservice included the
following: A. Each resident's care plan
must include the services that are to be
furnished to attain or maintain the
resident's highest practicable physical,
mental, and psychosocial well-being. B.
Information regarding each resident's care
plan is listed on each resident's care
guide which is located in each resident's
closet. C. All licensed nursing staff,
medication aides and certified nursing
assistances must follow each resident's
care guide to provide care for the
resident's highest practicable physical,
mental and psychosocial well-being. This
education will be completed by the
Director of Nursing and/or the MDS nurse
and/or the Treatment Nurse during the
orientation process. The in servicing will
be completed by 10/9/15.
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had not completed incontinence care for Resident
#59 in the correct way he was trained. NA #3
gave no explanation as to why he provided
incontinence care incorrectly and stated "l do the
best | can."

On 09/11/15 at 7:35 AM Resident #59 was
observed in his room, sitting in a recliner and his
pants were down to mid-way of the thighs, no
brief in place, the resident's pants was visibly
soiled with urine and the pad in the recliner chair
was soiled with urine and feces.

On 09/11/15 at 8:17 AM NA #2 was observed
providing incontinent care for Resident #59. NA
#2 was observed to assist the resident to a
standing position, wipe/clean the feces from the
resident's buttocks, placed a clean dry brief,
clean dry pants, and assist the resident into his
wheelchair. NA #2 was observed not to
clean/wipe Resident #59's groin or penile areas.

On 09/11/15 at 8:30 AM an interview was
conducted with NA #2. NA #2 confirmed he had
not provided Resident #59's incontinence care
correctly. NA #2 stated he was supposed to clean
the resident's penis area before cleaning the
buttocks. NA #2 stated he was trying to get the
resident somewhat cleaned in order for Resident
#59 to eat his breakfast meal before it got cold.
NA #2 indicated he did not usually provide
incontinence care incorrectly and stated "l did the
best | could for now."

On 09/11/15 at 1:30 PM an interview was
conducted with Nurse #2. She stated she
expected the NAs to provide incontinence care as
they were trained and their training would have
included the cleaning of the perineum area.

On 9/29/15, the DON initiated an inservice
titled "Incontinent Care" for 100% licensed
nurses and certified nursing assistants.
The "Incontinent Care" inservice included
the following: Incontinent care will be
provided to all incontinent residents that
are dependent with ADL's. This care will
be provided after every incontinent
episode. This includes cleansing of the
buttocks, perineum and groin. The staff
member responsible for providing
incontinent care will always wipe from
front to back. Male resident's penis will
have foreskin retracted, cleaning in a
circular motion toward tip of penis, and
pull down the foreskin. Female residents
will have labia separated and cleansed
front to back. Always review the residents
care guide. This education will be
completed by the Director of Nursing
and/or the MDS nurse and/or the
Treatment Nurse during the orientation
process. The in servicing will be
completed by 10/20/15.

On 9/29/15, the corporate nurse
consultant initiated an inservice titled Oral
Hygiene for 100% licensed nurses and
certified nursing assistants. The "Oral
Hygiene" inservice included the following:
The resident's care guide must be
reviewed and followed for oral hygiene
care. Oral hygiene includes but not
limited to brushing teeth, care of residents
with dentures, and mouth care of the
unconscious resident. Teeth and/or gums
must be brushed/cleaned with no visible
signs of accumulation of debris at a
minimum daily and prn. This education
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On 09/11/15 at 6:00 PM an interview was
conducted with the MDS Nurse. She stated the
NAs were trained to follow the resident's "care
guides." She explained the care plans were
developed to meet the individual needs of the
residents and the "care guides" were an
extension of the care plan for the NAs to use and
to know how to care for a resident. Resident
#59's "care guide" was reviewed and it specified
the resident required incontinent care. The MDS
Nurse stated she expected the NAs to follow the
care plans and that all the NAs were trained
during orientation to follow the "care
plans/guides."

On 09/11/15 at 8:00 PM an interview was
conducted with the Director of Nursing (DON).
She stated she expected the NAs to provide
incontinence care to the residents as they had
been trained and to have provided it correctly.

2) Resident #92 was admitted to the facility on
09/04/15 with diagnoses of dementia with
behavioral disturbances, conduct disorder,
anxiety disorder, and cerebrovascular disease.
Review of the admission Minimum Data Set
(MDS) dated 09/04/15 was incomplete due to
Resident #92 being a new admit but was coded
as severe cognitively impaired and was totally
dependent on staff for activities of daily living
(ADLs).

Review of the new admission care plan dated
09/04/15 indicated Resident #92 had
inappropriate behaviors related to a physical and
mental functioning deficit with an intervention for

will be completed by the Director of
Nursing and/or the MDS nurse and/or the
Treatment Nurse during the orientation
process. The inservicing will be completed
10/9/15.

On 10/1/15, the DON initiated a Ql
monitoring tool titled Following Care
Plans/Care Guides to monitor that each
resident's care guide is followed when
providing incontinent care and oral care
for residents dependent on staff for
activities of daily living. The DON, MDS
nurse, treatment nurse, administrator, an
assigned resident nurse, and/or regional
facility consultant will utilize the Following
Care Plans/Care Guides tool five times
weekly for four weeks, twice weekly for
four weeks, weekly for four weeks, and
monthly for three months. Any negative
findings will be addressed immediately by
the auditor with the staff performing care.
The director of nursing and/or MDS nurse
will present the findings at the Executive
QI committee meetings for six months.

Beginning 10/5/15, the administrator will
monitor the Following Care Plans/Care
Guides to ensure proper completion of the
Following Care Plans/Care Guides tool.
The administrator will initial the bottom
right corner of the Care Plans/Care Guide
weekly for twelve weeks, then monthly for
three months to acknowledge completion
and follow-up.

The administrator will present findings at
the next quarterly Executive QI
Committee meeting for further
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staff to anticipate and provide assistance with the
resident's ADLs.

Review of Resident #92's "care guide" dated
09/04/15 indicated the resident had inappropriate
behaviors, exposed self, played in feces, and
screamed out. The interventions included 2
person physical assistance with the resident's
ADLs, to monitor resident frequently, and use
non-pharmacological behavioral interventions.

On 09/09/15 at 9:00 AM Resident #92 was
observed with the door to the room opened,
privacy curtain was pulled between the resident
and the roommate, lying on her back, uncovered.
Further observation of the resident revealed she
had the right side of the brief un-taped, legs bent
up and crisscrossed at the ankles, playing in her
own feces. Resident #92 was observed to have
feces on bilateral heels, right upper thigh, on the
right hand and fingers, on the bed linens, and the
mattress.

On 09/09/15 at 9:15 AM Resident #92 was
observed with the door to the room opened, the
privacy curtain was pulled between the residents,
lying on her back, uncovered, and the resident
had the right side of the brief un-taped, legs bent
up and crisscrossed at the ankles, with feces
noted on the resident's heels bilaterally, on the
right upper thigh, on the right hand and fingers,
on the bed linens, and the mattress.

On 09/09/15 at 9:30 AM, a staff member was
observed to walk into the resident's room, pulled
the curtain almost closed around the resident's
bed/area, went up the hall and told Nurse #2 that
Resident #59 had a bowel movement and was in
need of assistance.

recommendations for follow up as needed
for continued compliance in this area and
to determine the need for and/or
frequency of the continued QI monitoring.
The Quality Executive Committee will
review all audit information monthly for
root causes and appropriate corrective
plans of action and make
recommendations. The Quality Executive
Committee will monitor for continued
compliance on an ongoing basis until
compliance is reached. After compliance
is reached, the Quality Executive
Committee will spot check on a quarterly
basis to monitor for sustained desired
outcomes and to determine the need for
and/or frequency of continued Ql
monitoring.
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Continuous observations of Resident #92 from
09/09/15 at 9:30 AM until 10:30 AM revealed staff
walking up and down the hall and no one was
observed to go into the resident's room. Resident
#92 was observed to remain with the door
opened to the room, the privacy curtain pulled
between the resident's, lying on her back,
uncovered, the right side of the brief un-taped,
legs bent up and crisscrossed at the ankles,
feces was noted on the resident's heels
bilaterally, on the right upper thigh, the right hand
and fingers, the bed linens, and mattress.

On 09/09/15 at 10:30 AM Nurse Aide (NA) #6 and
NA #4 were observed and gave Resident #92 a
full bed bath, changed her gown, placed a clean
brief, wiped down the mattress, and placed clean
linens on the bed.

On 09/09/15 at 1:00 PM an interview was
conducted with NA #6. She stated she was
expected to do 15 minute to 30 minute rounds on
Resident #92. NA #6 further stated she had been
very busy and had not checked on the resident
since earlier in the morning. She indicated the
NAs were expected to check on Resident #92
frequently which meant to her every 15 to 30
minutes. She further indicated she was "very
busy" and was unaware the resident had been
lying in feces for over an hour.

On 09/09/15 at 1:30 PM an interview was
conducted with NA #4. She stated she had been
assigned to work the other hall and was asked by
NA #6 to assist with bathing of Resident #92. NA
#4 further stated she had not worked on the
same hall as Resident #92 and was unaware of
her care needs. NA #6 indicated the NAs were

F 282

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 5P7L11

Facility ID: 923027

If continuation sheet Page 47 of 118




PRINTED: 10/21/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
]
345219 B. WiNG 09/11/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

107 MAGNOLIA DRIVE
MORGANTON, NC 28655

MAGNOLIA LANE NURSING AND REHABILITATION CENTER

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 282 | Continued From page 47 F 282

expected to make "rounds" on the residents every
2 hours and more frequently should it be
necessary. She further indicated "more
frequently" meant to check on a resident every 15
to 30 minutes.

On 09/09/15 at 2:15 PM an interview was
conducted with Nurse #2. She stated she
expected the NAs to make "rounds" on the
residents every 2 hours and more frequently if
needed. She indicated "more frequently" in
regards to Resident #92 would be every 15
minutes. Nurse #2 stated she did recall a staff
member to inform her of Resident #92's care
need and that she had become very busy and
forgot to tell the NAs. Nurse #2 stated she was
unware Resident #92 had laid in feces for more
than an hour.

On 09/11/15 at 6:00 PM an interview was
conducted with the MDS Nurse. She stated the
NAs were trained to follow the resident's "care
guides." She explained the care plans were
developed to meet the individual needs of the
residents and the "care guides" were an
extension of the care plan for the NAs to use and
to know how to care for a resident. Resident
#92's "care guide" was reviewed and specified
that the resident required monitoring frequently.
The MDS Nurse stated she expected the NAs to
follow the care plans and that all the NAs were
trained during orientation to follow the "care
plans/guides." The MDS nurse confirmed that
"monitor frequently" meant to check on a resident
every 15 to 30 minutes.

On 09/11/15 at 8:00 PM an interview was
conducted with the Director of Nursing (DON).
She stated she expected the NAs to frequently
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check on the residents and more frequently on
Resident #92. The DON indicated she would
have expected staff to have checked on the
resident at least every 15 to 30 minutes. She
stated she was unaware that Resident #92 had
laid in feces for over an hour.

3) Resident # 11 was admitted to the facility on
11/30/11 with diagnoses of Alzheimer's disease,
anxiety, obsessive compulsive disorder, and
kidney failure. Review of the annual Minimum
Data Set (MDS) dated 06/08/15 indicated
Resident #11 had severe cognitive impairment
and required extensive assistance with all
activities of daily living (ADLs), to include
personal hygiene, and the resident did not refuse
care.

Review of the care plan dated 07/20/15 revealed
Resident #11 care deficit pertaining to the teeth or
oral cavity characterized by dental health
problems related to carious (tooth decay) teeth
and poor oral hygiene with an intervention for
staff to provide oral hygiene.

On 09/10/15 at 3:20 PM Resident #11's teeth was
observed coated with a thick accumulation of
yellowish matter along the gum line of the top
teeth and the teeth were visibly dirty.

On 09/11/15 at 12:45 PM Resident #11's teeth
was observed with a thick accumulation of
yellowish matter along the gum line of the top
teeth and the teeth were visibly dirty.

On 09/11/15 at 1:00 PM an interview was
conducted with Resident #11 and she was asked
if staff helped her to clean her teeth and she
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answered, "No." The resident explained that she
had not had her teeth brushed in a "long time"
and could not recall when the last time a staff
member brushed her teeth.

On 09/11/15 at 1:30 PM an interview was
conducted with NA #1. She stated she was
familiar with the resident and knew the resident's
care needs. NA #1 explained that she was aware
that Resident #11 required assistance with
brushing her teeth but she was unable to recall
the last time she had provided oral care for
Resident #11. She confirmed that Resident #11
was in need of oral care and that it was also
provided on the "care guide" for oral hygiene to
be completed daily.

On 09/11/15 at 1:45 PM an interview was
conducted with NA #4. She stated she had
worked at the facility a long time and was familiar
with the care needs of Resident #11. NA #4
indicated she was aware that the resident was
supposed to have oral care provided daily. NA #4
confirmed Resident #11 was in need of oral care
but she was unable to recall the last time she had
assisted the resident with her oral hygiene.

On 09/11/15 at 2:30 PM an interview was
conducted with Resident #11's family member.
The family member indicated that Resident #11's
teeth were not brushed daily and he had
specifically asked for the resident to be provided
oral care every day. The family member further
indicated he expected Resident #11's teeth to be
brushed at least daily.

An interview was conducted with Nurse #2 on
09/11/15 at 3:45 PM. She stated it was her
expectation for a resident's oral care be provided
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at least once daily. Nurse #2 confirmed the
resident's oral care had not been provided. Nurse
#2 further stated she expected the NAs to follow
the resident's "care guides" and expected the
care to be provided.

On 09/11/15 at 6:00 PM an interview was
conducted with the MDS Nurse. She stated the
NAs were trained to follow the resident's "care
guides." She explained the care plans were
developed to meet the individual needs of the
residents and the "care guides" were an
extension of the care plan for the NAs to use and
to know how to care for a resident. Resident #11's
"care guide" was reviewed and specified the
resident's teeth were to be brushed daily by the
nurse aide. The MDS Nurse stated she expected
the NAs to follow the care plans and that all the
NAs were trained during orientation to follow the
"care plans/guides."

On 09/11/15 at 8:00 PM an interview was
conducted with the Director of Nursing (DON).
She stated she expected the NAs to follow the
"care plan/guides" for each resident. The DON
further stated she would have expected the NAs
to have assisted and/or brushed Resident #11's
teeth at least daily.

483.25(a)(2) TREATMENT/SERVICES TO
IMPROVE/MAINTAIN ADLS

Aresident is given the appropriate treatment and
services to maintain or improve his or her abilities
specified in paragraph (a)(1) of this section.

This REQUIREMENT is not met as evidenced
by:
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Based on observations, record reviews, resident

interviews and staff interviews, the facility failed to
assist with feeding 2 of 4 residents (Residents #5

and #25) sampled for requiring limited assistance
with feeding.

The findings included:

1. Resident #5 was admitted to the facility on
04/26/02. Her diagnoses included diabetes,
mental disorders, mood affective disorder and
dysphagia.

Her annual Minimum Data set dated 06/25/15
coded her with severely impaired cognitive skills,
having appetite issues, and being independent
with eating after set up. The Care Area
Assessment dated 07/20/15 for Nutritional Status
stated Resident #5 ate in the dining room and
required supervision and encouragement to finish
meals.

A care plan for the problem of requiring
assistance to maintain maximum function of self
sufficiency for eating related to requiring cueing
and supervision to eat and finish meals was last
reviewed on 08/10/15. Interventions listed
included "EATING: Provide constant
encouragement remaining with resident during
meals."

A care guide located in her closet dated 08/11/15
noted staff was to provide constant encouraging,
remaining with the resident during meals, she fed
herself and needed assistance with eating as
necessary.

Continuous observations made on 09/10/15
starting at 8:24 AM revealed Resident #5 was in

F 311: TREATMENT/ SERVICES TO
IMPROVE/MAINTAIN ADL

On 9/23/15, Resident #5 care plan and
care guide was reviewed. On 9/30/15, the
residents meal intake was reviewed,
eating 50-75%; weight reviewed past 3
months with no weight loss noted. On
9/30/15, the RD completed a review, and
recommended to continue diet, encourage
good intake, follow up as needed for
significant changes in intake, weight, labs.
On 10/1/15, the care plan and care guide
was revised. On 9/30/15, Resident # 5
was educated on the following: allowing
other residents to assist him with feeding
is not acceptable. If the resident needs
assistance with feeding, he is to notify the
staff that he needs assistance. Other
residents are not allowed to feed him.
Resident stated he understood and would
notify staff if feeding assistance is
needed. Resident evening meal tray
observed with finger foods, no assistance
needed. Resident # 42 was educated on
feeding other residents. Resident
instructed not to assist other residents
with their meals: not to feed other
residents, to notify staff if he observes a
resident that needs assistance with
feeding. Resident Stated "that is exactly
what that other lady told me a couple of
weeks ago, | know. | won't feed anyone
else, | promise | will tell one of the aides if
| seeit."

On 9/30/15, a 100% audit of all residents
observed during meal time to ensure they
have adequate assistance eating their
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bed with her tray set up in front of her. At 8:24
AM, she was alone in the room and asleep with
her untouched tray in front of her. At 8:29 AM
Nurse #1, working on the hall as a nurse aide this
date, looked into the room and passed by as the
resident was sleeping and not eating. Nurse #1
continued to pass trays and again looked into the
room without stopping as the resident remained
sleeping. Then at 8:36 AM, Resident #5 started
to feed herself. At 8:42 AM, Nurse #1 walked in
and immediately walked out of the room while the
resident was feeding herself. She did not
intervene or talk to Resident #5. No staff was
observed entering Resident #5's room as she fell
back to sleep. By 9:24 AM, she was asleep and
had only eaten a few bites of oatmeal, half of her
ground meat, a bite of scrambled eggs and had
drank her coffee but not her milk. At 9:26 AM,
Nurse #1 passed the room looked in and did not
stop to wake her up. Nurse #1 passed the room
again at 9:42 AM and looked in but did not stop
and the resident was still sleeping, At 9:51 AM,
the Administrator passed the room, looked in and
did not stop. At 9:52 AM, Nurse Aide (NA) #3
woke Resident #5 up, asked her if she needed
anything else and if she was finished with her
meal and took the tray away. Resident #5 had
eaten approximately 25 percent of her meal.

Resident #5 was observed alone in her room in
bed on 09/10/15 at 12:17 PM when she was
served her tray. Staff set the tray up and left her
alone. She removed the straw from her
supplement box, placed it in her chicken and tried
to drink through the small opening of the box at
12:18 PM and at 12:23 PM. She remained alone
in the room, not eating with the straw still in her
chicken until 12:51 PM when the Director of
Nursing sat and tried to assist and encourage her

meals was completed by the Director of
Nursing. Any concerns were addressed
immediately.

On 9/29/15, an in-service was initiated by
the director of nursing and treatment
nurse to all nursing staff and department
heads. This in-service included: nursing
staff and department heads must review
the resident care guide for the plan of
care relating to the resident's needs for
assistance with meals. Residents
requiring assistance and supervision
during meal time must be assisted and
supervised as needed. This includes
preparing food: example, cutting up meat,
butter on bread, opening liquids. It is not
acceptable for one resident to feed
another resident. It is the responsibility of
the facility staff to ensure all residents eat
and are assisted as needed as directed by
the care plan. This education will be
completed by the Director of Nursing
and/or the MDS nurse and/or the
Treatment Nurse during the orientation
process. The in-service will be completed
by 10/9/15. The Administrative Nurses
and department heads will audit meals to
ensure that all residents requiring
assistance with their meals receive
assistance. The Resident Care Audit:
Monitoring for Feeding Assistance will be
utilized. 10 residents will be reviewed 5 x
week for 6 weeks, weekly for 6 weeks,
then monthly x 3 months. Any negative
findings will be addressed.

The Administrator and/or the Director of
Nursing will review all weekly audits to
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to eat.

On 09/10/15 at 9:34 AM, Nurse #1 stated during
interview that care guides were located in each
residents' closet that specified individual resident
care needs.

On 09/10/15 at 2:42 AM, Nurse #1 was
interviewed. She stated she looked in on the
resident several times and entered once but did
not stay. She stated Resident #5 could feed
herself and staff needed to encourage her. When
asked why she did not enter to assist, she stated
she could do better next time. At this time NA #3
came up and stated Resident #5 needed help
with feeding. Nurse #1 stated she was a nurse
and was working as a NA today and seldom
helped with feeding residents.

Interview on 09/11/15 at 5:33 PM with the MDS
nurse revealed she developed the care plans.
She stated that if Resident #5 was left alone, she
would be at risk for not completing her meal. She
further stated the resident would sit and not eat
so staff were to remain with the resident to give
her cues to eat during meals. MDS nurse stated
Resident #5 normally ate in the dining room
where staff were present to give her cuing as
needed.

2. Resident #25 was admitted to the facility on
was admitted to the facility on 04/09/15 with
diagnoses of acute respiratory failure, diabetes,
and essential form of tremor.

The admission Minimum Data Set coded him as
being cognitively intact and requiring extensive
assistance with eating.

ensure that all residents requiring
assistance with feeding receive
assistance. The Quality Executive
Committee will review audit information
monthly for any recommendations, take
action as appropriate, and to monitor for
continued compliance.

The Quality Executive Committee will
review all audit information monthly for
root causes and appropriate corrective
plans of action and make
recommendations. The Quality Executive
Committee will monitor for continued
compliance on an ongoing basis until
compliance is reached. After compliance
is reached, the Quality Executive
Committee will spot check on a quarterly
basis to monitor for sustained desired
outcomes and to determine the need for
and/or frequency of continued Ql
monitoring.
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Resident #25 began occupational therapy on
05/11/15 with a goal to improve his self feeding
abilities.

A care plan was developed to address the
requirement of assistance to maintain or restore
his self sufficiency for eating. this care plan was
last reviewed on 07/20/15. Interventions included
to set up tray and "EATING: Provide constant
encouragement remaining with resident during
meals."

On 09/08/15 at 12:18 PM, Resident #25 was
served his tray as he sat at the table with
Resident #42. Upon the tray being placed in front
of him, Resident #25 stated to the nurse aide
(NA) who served him that she would have to cut
up his meat (a beef patty). NA walked away
without cutting up his meat. Resident #25 picked
up his roll and started to feed himself. He
exhibited very shaky hand tremors. Then he
attempted to obtain his utensils which were rolled
in a napkin on his tray. He tore the end of the
napkin and pulled the fork out and began feeding
himself. At 12:21 PM, Resident #42 started to
feed Resident #25 beets. At 12:22 PM, NA #7
approached the table and stated she would help
and proceeded to cut up his beef patty and
started feeding him. Once the NA fed him some
beef he asked her to put a straw in one of his
drinks. Once she put a straw in his tea, she got
up and walked away. When she walked away,
Resident #42 began to feed Resident #25 again.
At 12:25 PM, NA #1 walked up and told Resident
#42 that she could help feed Resident #25.
Resident #42 stated he could do it as "l do it all
the time." NA #1 told him he was not supposed to
feed other residents. Resident #25 was observed
to pick up his meat with his hands, leaned
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forward to sip his drink through the straw and
then NA #1 sat to feed him. On 09/08/15 at 12:37
PM, Resident #25 stated his tremors made it hard
for him to hold a glass or a fork. He also stated
his tablemate "helps me a lot to eat."

On 09/10/15 at 8:35 AM, Resident #25 was
observed in bed, feeding himself breakfast
despite his tremors. At 8:47 AM he had eaten
almost 100 percent of his meal tray by himself.

On 09/10/15 at 12:23 PM, Resident #25 was
observed with chicken and pastry, peas in a
plastic pliable cup, and juices. Resident #25 was
observed eating peas from the cup in a drinking
manner. NA #4 stated occupational therapy (OT)
told her to put the peas in the cup. At 12:25 PM,
the tablemate Resident #42 was observed
holding the cup of juice which Resident #25 drank
from as NA #4 sat nearby and watched. At 12:29
therapy left the dining room and Resident #42
provided a new juice with straw next to Resident
#25 so he could drink more. At 12:32 PM,
Resident #42 was observed feeding Resident #25
his chicken and pastry. NA #4 was sitting close
by and was observed directly watching Resident
#42 feed Resident #25. At 12:33 PM, NA #4
asked resident #42 if he needed help to feed
Resident #25. Resident #42 stated no that he
could do it as he did it all the time. NA#4 sat
back down as Resident #42 continued to feed
Resident #25.

On 09/10/15 at 12:37 PM, NA #4 was interviewed.
NA #4 stated her usual job was transporting
residents to appointments. When asked about
Resident #42 feeding Resident #25, NA #4 stated
she was not sure about the arrangement for
feeding, and stated Resident #42 told her he fed
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Resident #25 all the time. She further stated she
was not sure if occupational therapy knew about
Resident #42 feeding Resident #25. NA #4
stated as a NA she was trained to assist residents
with feeding if they had trouble. She further
started that she did not know if Resident #25
could feed himself as she was not usually
assigned to work in the dining room.

On 09/11/15 at 9:24 AM OT was interviewed. OT
stated Resident #25's status fluctuated. Therapy
had tried a variety of devices including weighted
utensils, different cups and divided plate.
Resident #25 preferred regular utensils and he
got finger foods when available. She further
stated that small items such as peas should be
put in a plastic cups which he can handle
independently and liked. OT stated she had
educated staff several times about utilizing plastic
cups for small items like peas but NA #4 did not
know to try that with Resident #25.

On 09/11/15 at 5:58 PM, MDS nurse who worked
also as the restorative nurse was interviewed.
She stated Resident #25 could feed himself and
usually did not need assistance. MDS nurse
stated that NA #4 should have sat and taken over
assisting Resident #25 eat when she saw another
resident feeding him.

483.25(a)(3) ADL CARE PROVIDED FOR
DEPENDENT RESIDENTS

A resident who is unable to carry out activities of
daily living receives the necessary services to
maintain good nutrition, grooming, and personal
and oral hygiene.

F 311

F 312
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This REQUIREMENT is not met as evidenced
by:

Based on observations, record reviews, family,
resident, and staff interviews, the facility failed to
provide personal hygiene for dependent residents
in need of showering, shaving, oral care, and
finger nail care for 5 of 8 residents reviewed for
activities of daily living (Residents #92, #11, #59,
#53, and #48).

The findings included:

1) Resident #92 was admitted to the facility on
09/04/15 with diagnoses of dementia with
behavioral disturbances, conduct disorder,
anxiety disorder, and cerebrovascular disease.
Review of the Minimum Data Set (MDS) dated
09/04/15 was incomplete due to Resident #92
being a new admit but was coded as severe
cognitively impaired and was totally dependent on
staff for activities of daily living (ADLs).

Review of the new admission care plan dated
09/04/15 indicated Resident #92 had
inappropriate behaviors related to a physical and
mental functioning deficit with an intervention for
staff to anticipate and provide assistance with the
resident's ADLs.

An observation was made on 09/08/15 at 1:48
PM of Resident #92. The resident was noted to
have brown debris underneath the index finger,
ring finger, and the middle finger of the right
hand.

An observation was made on 09/09/15 at 9:40
AM of Resident #92. The resident was noted to
be lying in bed, uncovered, with her legs

F 312 ADL CARE PROVIDED FOR
DEPENDENT RESIDENTS

On 9/27/15, Resident #92 and Resident
#11 was provided with personal hygiene to
include showering, shaving, oral care, and
fingernail care. On 9/27/15, Resident # 48
refused to be provided with personal
hygiene. Resident # 59 no longer resides
at the facility and expired on 9/20/15.
Resident # 53 no longer resides at the
facility and expired on 9/22/15.

On 9/30/15, a 100 % audit of all residents
was completed by the Social Worker to
ensure residents were provided personal
hygiene to include showering, shaving,
oral care, and fingernail care. All identified
areas of concern were addressed. On
10/1/15, a 100% audit of all residents was
completed by the Social Worker to ensure
residents toe nails were trimmed. Any
identified areas of concern were
addressed.

On 9/29/15, an in-service was initiated to
all Licensed nurses, nurse aides, and
medication aide by the Director of Nursing
and Treatment Nurse to include: Resident
Showers/Baths: All residents must receive
at least 2 baths/showers a week, unless
resident refuses. If resident refuses, it
must be documented on the daily shower
sheet. Daily shower sheets must be
turned into the Director of Nursing box
daily at the end of second shift. Residents
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crisscrossed up in the air, and brown dried
substance was observed on the resident's upper
left thigh area and the right hand was also noted
to have brown debris underneath the index,
middle, ring, and pinky fingers.

An observation was made on 09/10/15 at 11:25
AM of Resident #92. The resident was observed
lying in bed, uncovered, with her legs
crisscrossed up in the air, and was observed to
be playing in her own feces with her right hand.
The resident's door was opened to the room and
the privacy curtain was pulled and the resident
was unable to be viewed from the hallway.

An observation was made on 09/10/15 at 12:54
PM of Nurse #1 and Nurse Aide (NA) #3 provided
incontinent care for Resident #92. They were
observed to wash, clean, and changed the
resident's gown, changed the bed linens, and
washed the resident's hands.

NA #3 was interviewed on 09/10/15 at 1:15 PM.
NA #3 stated Resident #92 was a difficult resident
to care for and they did the best they could with
the resident. NA #3 indicated they always tried to
keep the residents clean and dry but it was
impossible to complete all care such as assisting
residents to the toilet, shaving, oral care,
showers, making and changing beds. NA #3
reported some residents had to wait long periods
of time to be changed when wet, soiled, or taken
to the toilet due to the facility being short staffed.

Nurse #1 was interviewed on 09/10/15 at 1:25
PM. Nurse #1 stated she was assisting on the
hall today in the capacity of a Nurse Aide due to
the hall being short staffed. She further stated the
NAs could not keep the residents clean, dry,

are to be given more or less
baths/showers per week, per choice and
we must try to accommodate their
requests if possible. Any questions or
concerns, please see the Director of
Nursing and/or Administrative Nurse. This
education will be completed by the
Director of Nursing and/or the MDS nurse
and/or the Treatment Nurse during the
orientation process. The in-service will be
completed by 10/9/15. On 9/29/15, an
in-service was initiated to all licensed
nurses and nurse aides by the Corporate
Wound Consultant and Treatment Nurse
to include: oral Hygiene: The residents
care guide must be reviewed and followed
for oral hygiene. Oral hygiene includes,
but is not limited to: brushing teeth, care
of residents with dentures, mouth care of
the unconscious resident. Teeth and/or
gums must be brushed/ cleaned with no
visible signs of accumulation of debris at
minimum daily and as needed. This
education will be completed by the
Director of Nursing and/or the MDS nurse
and/or the Treatment Nurse during the
orientation process. The in-service will be
completed by 10/9/15. On 9/29/15, an
in-service was initiated to all Licensed
nurses and nurses aides to include:
Personal Hygiene for Dependent
Residents Nail Care and Facial Hair:
Fingernails and toenails must be kept
clean and trimmed, to include under the
nails and around the nailbeds, example:
free of brown, dried debris. Nurse aides
should report to nurses any Diabetic
resident that would require the nurse to
complete the task. All residents, male and
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complete showers, and the ADLs were not getting
done due to lack of staffing. Nurse #1 reported
that the nurses have had to work as NAs at least
1 to 2 days a week in the past 3 months due to
the facility being short staffed.

An observation was made on 09/11/15 at 1:00 PM
of Resident #92. The resident was noted to have
brown dried debris around the nail bed and
underneath the index, ring, and middle fingers of
the right hand. The resident was also observed to
put the index finger of the right hand into her
mouth.

An observation was made on 09/11/15 at 1:10 PM
of NA #1 and NA #4 provided care for Resident
#92. The NAs provided incontinent care, washed
the resident's hands, and was observed to not
clean around the nail beds or underneath the
fingernails of the right hand while care was
provided.

An interview was conducted on 09/11/15 at 1:30
PM with NA #1. She stated it was almost
impossible to complete all care such as showers,
nail care, shaving, oral care, and making and
changing of bed linens. She indicated as short
staffed as they were they focused on toileting,
changing, and feeding of the residents and the
other care needs were completed on days if there
were any extra staff working. She further stated
she had washed the resident's hands and was
unaware there was brown debris around or
underneath the resident's nails.

An interview was conducted on 09/11/15 at 1:45
PM with NA #4. She stated she worked as a
nurse aide on whichever hall was short staffed for
that day and that resident care needs such as

female must be shaved and free of
excessive facial hair. At minimum.
Shaving and nail care should be
completed on shower days and as
needed. If a resident refuses, nail care
and shaving, the nurse aide must report to
the nurse. The nurse must document
refusals. This education will be completed
by the Director of Nursing and/or the MDS
nurse and/or the Treatment Nurse during
the orientation process. The in-service will
be completed by 10/9/15. The Director of
Nursing and/or Treatment Nurse will audit
all showers/bath sheets to ensure
personal hygiene needs, showers/baths
are provided utilizing the Bath/Shower
Tool 5 x week for 4 weeks, 2 x week for 4
weeks, weekly for 4 weeks, and monthly
for 3 months. The Director of Nursing and
for Treatment Nurse will audit Nail care,
facial hair, and oral care to ensure
personal hygiene needs, nail care,
excessive facial hair, and oral care is
provided utilizing the Resident Care Audit:
Nail Care, Facial Hair and Oral Care on 5
residents 5 x week for 4 weeks, 2 x week
for 4 weeks, weekly for 4 weeks and
monthly for 3 months.

The Administrator will review all
Bath/Shower Tool and Resident Care
Audit: Nail Care, Facial Hair, and Oral
Care weekly to ensure a personal
hygiene, including shows/baths, nail care,
oral care, and shaving is provided to the
residents. The Quality Executive
Committee will review audit information
monthly for root causes and appropriate
corrective plans of action and make
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showers, nail care, oral care and shaving were
not provided on a scheduled weekly basis. She
indicated when she worked as a float NA she
would be assigned to give resident showers but
for the last 2 to 3 months she had worked as a
regular staff and not as a float NA. She further
stated she was unaware of the brown debris
underneath the resident's nails and that NA #1
had washed the resident's hands.

An interview was conducted with Nurse #2 on
09/11/15 at 3:45 PM. She stated nail care and
shaving was provided by the NAs on shower days
and that oral care was to be provided on a daily
basis. She revealed showers, nail care, shaving,
or oral care was rarely done for residents and
some residents had to wait long periods of time to
be changed when wet due to the facility being
short staffed. Nurse #2 confirmed the brown
debris around and underneath Resident #92's
nails on the right hand and Nurse #2 was
observed to clean the resident's nails.

An interview was conducted with the Director of
Nursing (DON) on 09/11/15 at 8:00 PM. She
stated it was her expectation that all care should
be provided to the resident and if certain care
areas were missed they should be reported for
the next shift to be done. The DON further stated
she would have expected the resident's nails to
have been cleaned and with no visible signs of
brown debris. The DON further stated she did not
know what needs were not being met.

2) Resident #11 was admitted to the facility on
11/30/11 with diagnoses of Alzheimer's disease,
bipolar disorder, anxiety, obsessive compulsive
disorder, and kidney failure. Review of the
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recommendations. The Quality Executive
Committee will monitor for continued
compliance on an ongoing basis until
compliance is reached. After compliance
is reached, the Quality Executive
Committee will spot check on a quarterly
basis to monitor for sustained desired
outcomes and to determine the need for
and/or frequency of continued Ql
monitoring.
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Minimum Data Set (MDS) dated 06/08/15
indicated Resident #11 had severe cognitive
impairment and required extensive assistance
with all activities of daily living (ADLs) and was
totally dependent on staff for bathing.

Review of the care plan dated 07/20/15 revealed
Resident #11 had a physical functioning deficit
related to self-care impairment, mobility
impairment with an intervention for staff to assist
with activities of daily living (ADLs) to include oral
care, shaving, combing hair, washing of face and
hands, feeding, oxygen therapy via nasal cannula
(NC), and call light within reach at all times.

An observation of Resident #11 on 09/10/15 at
3:20 PM revealed resident's teeth were coated
with yellowish/brownish film, wearing a purple
colored shirt, and the resident's hair to be greasy
looking.

Resident #11 was observed on 09/11/15 at 12:45
PM wearing a purpled colored shirt with dried
brown stains on the front, hair greasy in
appearance, and the resident's teeth were
observed with a yellowish film. These same
observations were noted on 09/11/15 at 1:10 PM,
on 09/11/15 at 1:30 PM, on 09/11/15 at 1:45 PM,
and on 09/11/15 at 2:30 PM.

An interview was conducted on 09/11/15 at 1:30
PM with NA #1. She stated the NAs worked short
staffed most days and they no longer had a
shower team. She further stated it was almost
impossible to complete all care sure as showers,
nail care, shaving, oral care, and making and
changing of bed linens. She indicated the NAs
were focused on toileting, changing, and feeding
of the residents and there was not enough time to
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complete the other resident care needs.

An interview was conducted on 09/11/15 at 1:45
PM with NA #4. She stated she worked as a
nurse aide on whichever hall was short staffed for
that day and that resident care needs such as
showers, nail care, oral care and shaving were
not provided on a scheduled weekly basis. She
indicated when she worked as a float NA she
would be assigned to give resident showers but
for the last 2 to 3 months she had worked as a
regular staff NA and not as a float NA.

On 09/11/15 at 2:30 PM an interview was
conducted with Resident #11's family member.
The family member observed the resident's
oxygen tubing lying in the floor and he was
observed to pick up the oxygen tubing and placed
it into the resident's nose. The family member
stated the facility was short staffed and was
unable to keep staff employed. The family
member further stated he seldom missed a day
visiting the resident because she rarely ever left
the room and that the staff were not providing the
care to the residents as expected. The family
member indicated that Resident #11's teeth were
not brushed daily, her clothes were not changed
every day unless he would asked them to change
her, and that the resident was not being provided
with showers. The family member further
indicated there was no continuity of care and he
expected the resident's face to be washed every
morning, her clothes to be changed daily or more
frequently if soiled, her teeth brushed at least
daily, and a shower with her hair washed 2 times
a week. The family member reported he had
talked with the Director of Nursing (DON) several
times in regards to his expectations and the care
would get better for a little while and then the
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resident's care would start to decline again.

An interview was conducted with Nurse #2 on
09/11/15 at 3:45 PM. She stated it was her
expectation for a resident's oral care be provided
at least once daily, and nail care and shaving was
provided by the NAs on shower days. Nurse #2
confirmed the resident's oral care had not been
provided. She reported due to working short
staffed the NAs had not had time to provide
Resident #11's oral care today. She revealed
showers, nail care, shaving, or oral care was
rarely done for residents and some residents had
to wait long periods of time to be changed when
wet due to the facility being short staffed.

An interview was conducted with the Director of
Nursing (DON) on 09/11/15 at 8:00 PM. She
stated it was her expectation that all care should
be provided to the resident and if certain care
areas were missed they should be reported for
the next shift to be done. The DON further stated
she did not know what needs were not being met.

3) Resident #59 was admitted to the facility on
03/24/15 with diagnoses of Alzheimer's disease,
muscle weakness, abnormal gait, lack of
coordination, and coronary artery disease.
Review of the Minimum Data Set (MDS) dated
06/15/15 indicated Resident #59 was severely
cognitively impaired and required extensive
assistance with dressing, toileting, personal
hygiene, bathing, and was incontinent of bowel
and bladder.

Review of the care plan dated 07/20/15 revealed
Resident #59 was at risk for falls and had a
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physical functioning deficit related to self-care
impairment with an intervention for staff to assist
with activities of daily living (ADLSs).

An observation of Resident #59 on 09/10/15 at
11:35 AM revealed the resident setting in a
wheelchair with soiled pants.

An interview was conducted on 09/10/15 at 12:30
PM with Resident #59's family member. The
family member stated she had asked staff for
assistance to take Resident #59 to the bathroom
around 12:00 PM and that no one had come to
the room to assist them. The family member
further stated it usually took at least 30 minutes or
longer for staff to assist the resident.

An observation on 09/10/15 at 12:45 PM of Nurse
Aide (NA) #3 and Nurse #1 come into Resident
#59's room and provided incontinent care.

An interview was conducted on 09/10/15 at 1:15
PM with NA #3. NA #3 stated the NAs worked
short staffed most days. NA #3 stated with 2 NAs
on the hall it was impossible to complete all care
such as assisting residents to the toilet, shaving,
oral care, showers, making and changing beds.
NA #3 reported some residents had to wait long
periods of time to be changed when wet or taken
to the toilet due to the facility being short staffed.

An interview was conducted on 09/10/15 at 1:25
PM with Nurse #1. She stated she was assisting
on the hall today in the capacity of a Nurse Aide
due to the hall being short staffed. She further
stated the NAs could not keep the residents
clean, dry, complete showers, and the ADLs were
not getting done due to lack of staffing. Nurse #1
reported that the nurses have had to work as NAs
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at least 1 to 2 days a week in the past 3 months
due to the facility being short staffed.

An observation on 09/11/15 at 7:35 AM revealed
a strong odor of urine upon entering the
resident's room and Resident #59 was sitting in a
recliner, pants were down to mid-way of the
thighs, no brief in place, and the resident's pants
visibly soiled, and the pad in the chair was soiled
also. The resident stated "l am so wet can you
please help me." The resident's call light was
observed to be lying behind the resident's recliner
and not within the resident's reach.

NA #2 was observed on 09/11/15 at 8:17 AM to
wipe the resident's buttocks, changed the brief,
and put dry, clean pants on Resident #59. NA #2
was further observed to assist the resident to the
wheelchair and setup his breakfast tray on the
over-bed table.

An interview was conducted on 09/11/15 at 8:30
AM with NA #2. NA #2 stated the 3rd shift NA had
not made rounds and cleaned/dried the residents
before the breakfast trays had come to the hall.
NA #2 reported there was only 1 NA after 3:00
AM for the hall and that it was impossible for the
residents to be changed, cleaned, dried, and be
gotten up before 1st shift come in and/or the
breakfast trays come to the hall. NA #2 further
stated the NAs do the best they can and that it
was impossible to complete the resident's care
such as showers, oral care, and shaving due to
the facility being short staffed.

An interview was conducted with the Director of
Nursing (DON) on 09/11/15 at 8:00 PM. She
stated it was her expectation that all care should
be provided to the resident and if certain care
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areas were missed they should be reported for
the next shift to do. The DON further stated she
did not know what needs were not being met.

4. Resident #53 was admitted to the facility on
11/17/12. His diagnoses included necrotizing
fascititis, diabetes, muscle weakness and lack of
coordination.

The annual Minimum Data Set dated 07/21/15
coded him with moderately impaired cognition,
having no behaviors, being nonambulatory, and
requiring extensive assistance with hygiene. The
activities of daily living Care Area Assessment
dated 08/04/15 stated he required staff
assistance

A care plan was developed related to the need for
assistance for self sufficiency for personal
hygiene to maintain his daily appearance. The
care plan was last reviewed on 08/10/15 and had
a goal to be neat, clean and odor free.
Interventions included constant supervision with
physical assist with combing hair, shaving and
brushing teeth.

a. Resident #53 was observed on 09/08/15 at
11:48 AM with a heavy growth of beard several
days old on the sides of his face and neck. He
remained unshaven on 09/08/15 at 3:00 PM, on
09/09/15 at 7:50 AM and on 09/09/15 at 8:05 AM.
On 09/09/15 at 8:05 AM he stated he liked to
shave every other day. He continued to be
unshaven when observed on 09/10/15 at 8:33
AM, at 9:43 AM, at 10:25 AM, and at 11:39 AM;
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on 09/11/15 at 7:30 AM, at 10:30 AM, and at 1:31
PM.

b. Resident #53 was observed to have long
fingernails, extending about an eight of an inch
beyond the end of his fingers on both hands
which had brown debris under the nails on
09/09/15 at 7:51 AM and 09/11/15 at 7:30 AM.

Interview with nurse aide (NA) #1 revealed

Resident #53 will go to the shower twice a week.
She stated she shaved him and did his nails last
week but did not have him in her care this week.

Interview with NA #8 on 09/11/15 at 2:19 PM, who
was responsible for Resident #53 this date stated
that Resident #53 will often refuse care which will
be reflected in the kiosk documentation. NA #8
stated that nurse aides are not permitted to cut
toenails or fingernails of residents with diabetes.

On 9/11/15 at 2:27 PM, Director of Nursing (DON)
stated that nurses provide all nail care for
residents with diabetes and nurse aides
completed shaving and cleaned the nails usually
on shower days or with bed baths.

On 09/11/15 at 2:55 PM Nurse #2 stated shaving
and nail care was provided by nurse aides on
shower days. She stated she had never been
told she was responsible for nail care for
residents with diabetes. At this time we looked at
his nails together. Nurse #2 confirmed that all
fingernails were soiled and needed trimming. At
this time his toenails were also observed and
noted to have 4 toenails on each foot with long
nails extending beyond the toes. The toenails on
the great toes were long and jagged.
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According to the shower schedule, Resident #53
was to be showered on Tuesday and Thursday.
Per the nurse aide documentation, Resident #53
was showered on Saturday 09/05/15 and
09/07/15 and had a full bed bath on 09/09/15.

5. Resident #53 was readmitted to the facility on
11/17/12 with diagnoses which included kidney
disease, high blood pressure and muscle
weakness. A review of the most recent annual
Minimum Data Set (MDS) dated 07/21/15
indicated Resident #53 was moderately impaired
in cognition for daily decision making. The MDS
indicated Resident #53 required extensive
assistance with activities of daily living, did not
exhibit behaviors of rejecting care and was
always incontinent of bladder and bowel

A review of a care plan titled urinary incontinence
which was revised on 08/10/15 indicated
Resident #53 had urinary incontinence. The goal
was for Resident #53 to be free of skin
breakdown through next review and the
interventions included in part to provide pericare
after each incontinent episode.

During an observation on 09/10/15 at 10:28 AM
Nurse #1 and Nurse Aide (NA) #3 provided
incontinence care to Resident #53 as he lay in
bed on his back. Nurse #1 removed a gauze
sponge and wiped an opening in Resident #53's
abdomen with perineal wipes. Nurse #1 stated
the opening was for a catheter that Resident #53
used to have in place but the catheter had been
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removed and urine drained intermittently from the
opening. Nurse #1 took a perineal wipe and
wiped across the top of Resident #53's pubic
area and inside the top of each groin but did not
clean Resident #5's penis or scrotal area.
Resident #53 was turned to his left side and a
brief that was wet with urine was removed from
under Resident #53. NA #3 took a perineal wipe
and wiped Resident #53's buttocks and placed a
clean brief under Resident #53 and fastened it
and a sheet was pulled up over him and Nurse #1
and NA #3 removed their gloves, washed their
hands and walked out of the room into the
hallway.

During an interview on 09/10/15 at 10:38 AM
Nurse #1 explained she was assigned to work as
a NA today to fill in for staff vacancies. She
confirmed she did not clean Resident #53's penis
because he often refused care and so she wiped
him off as best as she could like she usually did.
NA #3 then stated they did not have a lot of time
to spend with residents so they did the best they
could for Resident #53.

During an interview on 09/11/15 at 5:47 PM with
the MDS nurse she explained the opening in
Resident #53's abdomen leaked urine but he also
had urinary output from his penis and was
incontinent of bladder and bowel.

During an interview 09/11/15 at 5:40 PM with the
Director of Nursing she stated it was her
expectation for staff to clean Resident #53
thoroughly during incontinence care and that
included cleaning the entire perineal area when
they provided incontinence care for him. She
stated she expected for residents to be cleaned
thoroughly to prevent skin breakdown and odors.
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She further stated it was her expectation that
perineal care would be given after each
incontinent episode.

6. Resident #48 was admitted to the facility on
02/01/13 with diagnoses which included chronic
obstructive lung disease, high blood pressure,
diabetes, thyroid disease and failure to thrive. A
review of the most recent quarterly Minimum Data
Set dated 07/30/15 indicated Resident #48 was
moderately impaired in cognition for daily decision
making. The MDS also indicated Resident #48
required supervision and set up for hygiene but
she required extensive assistance with bathing.

A review of a care plan dated 08/11/15 indicated
Resident #48 required assistance to restore or
maintain maximum function for bathing related to
impaired function. The interventions indicated for
1 staff to provide physical assistance.

During an observation on 09/08/15 at 03:01 PM
Resident #48 was sitting up in bed with long black
facial hairs on her upper lip and in the right corner
of her mouth that were approximately %4 inch
long.

During an observation on 09/09/15 at 8:41 AM
Resident #48 was lying in bed with long black
facial hairs on her upper lip and in the right corner
of her mouth.

During an observation on 09/10/15 at 3:10 PM
Resident #48 was lying in bed with long black
facial hairs on her upper lip and in the right corner
of her mouth.

During an observation and interview on 09/11/15
at 12:53 PM Resident #48 was sitting in bed in
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her room with long black facial hairs on her upper
lip and in the right corner of her mouth. She
stated sometimes she had tried to shave herself
but she had trouble holding the razor or seeing
the facial hair to cut it. She stated staff had
shaved her facial hair at times when she got a
shower or bath but they had not done it in a while.
She further stated she would like to have the
facial hair shaved because she didn't think she
could do it by herself.

During an interview on 09/11/15 at 1:01 PM with
Nurse Aide (NA) #11 she explained they had to
encourage Resident #48 to take a shower and if
she wanted anything shaved they did it for her.
She confirmed Resident #48 had facial hair that
needed to be shaved and stated Resident #48
probably had a shower on Tuesday 09/08/15 on
first shift but it did not look like she had been
shaved on her shower day.

During an interview on 09/11/15 at 1:01 PM with
Nurse #1 she confirmed Resident #48 had a
shower on Tuesday 09/08/15 but she had facial
hair that needed to be shaved. She explained the
Nurse Aides (NAs) were supposed to report to the
nurse if they could not provide care to a resident
or if the resident refused care or exhibited
behaviors and would not let staff provide care to
them. She stated she had not received any
reports of Resident #48 refusing to have her
facial hair removed.

During an interview 09/11/15 at 2:28 PM the
Director of Nursing stated NAs usually shaved
residents when they had their bath or shower.
She stated she expected for staff to shave them
when they had a bed bath or shower and if the
resident refused they should report it to the nurse.
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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
individual's clinical condition demonstrates that
they were unavoidable; and a resident having
pressure sores receives necessary treatment and
services to promote healing, prevent infection and
prevent new sores from developing.

This REQUIREMENT is not met as evidenced
by:

Based on observations, record reviews and
physician and staff interviews the facility failed to
assess skin integrity, prevent reoccurrence of a
stage 4 pressure ulcer that developed in the
facility and failed to provide wound treatments as
ordered from a wound clinic physician for 1 of 3
residents sampled for pressure ulcers. (Resident
#53).

The findings included:

Resident #53 was readmitted to the facility on
11/17/12 with diagnoses which included kidney
disease, diabetes, high blood pressure, atrial
fibrillation, thyroid disease, anorexia, muscle
weakness, anemia and a history of gangrene. A
review of the most recent annual Minimum Data
Set (MDS) dated 07/21/15 indicated Resident #53
was moderately impaired in cognition for daily
decision making. The MDS indicated Resident
#53 required extensive assistance with activities
of daily living and was at risk for development of
pressure ulcers.

F314: Treatment and Services to
Prevent/Heal Pressure Ulcers
Resident #53 no longer resides at the
facility and expired on 9/22/15.

On 9/17/15, a 100% Skin Audit was
completed on all residents by the
Treatment Nurse to ensure any identified
abnormalities in skin condition has been
addressed. There were no new skin
issues, to include pressure ulcers,
identified. On 9/21/15, a 100% audit of all
residents with wounds to include an
assessment of all wounds was completed
by the Corporate Wound Consultant to
ensure all wounds are being treated as
ordered by the physician and documented
on the Treatment Administration Record.
On 9/25/15, a 100% audit of all wound
consultations were reviewed to ensure all
wounds are being treated per physician's
orders to include orders from wound clinic
physicians from 8/2/15 until 9/25/15 by the
Corporate Wound Consultant. No
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A review of physician's orders dated 07/29/15
indicated to clean coccyx with wound cleaner and
apply Silver Alginate (antibacterial and highly
absorbent dressing) and mepilex (foam) border
dressing. Change dressing daily and as needed
and Cipro (antibiotic) 500 milligram by mouth
twice daily for 2 weeks for wound infection.

A review of a Wound Ulcer Flow sheet dated
07/30/15 at 2:10 PM indicated a stage 4 pressure
ulcer on Resident #53's coccyx that occurred in
facility with measurements of 1.0 centimeter (cm)
length x 1.2 cm width x 0.3 cm depth with a small
amount of drainage. The wound bed appearance
was a small round open area at right of tail bone
with a small amount of bone exposure noted and
physician was notified.

A review of treatment records revealed there was
no documentation of pressure ulcer treatments
for July 2015.

A review of physician's orders dated 08/01/15
through 08/31/15 indicated to clean pressure
ulcer on sacrum with wound cleaner and apply
Silver Alginate (used for infection) and mepilex
(foam) border dressing daily and as needed.

A review of documents dated 08/05/15 from a
wound center titled Discharge Instruction Details
indicated Resident #53 had a stage 4 pressure
ulcer on his coccyx. A section labeled primary
wound dressing indicated Maxorb Alginate (for
moderate to heavily draining wounds) on top of
wound but not inside, 4x4 mepilex border
dressing, skin prep on intact skin around wound
bed and change daily and as needed and barrier
cream to anal and perineal area to reduce
excoriation of skin.

negative findings noted. On 9/28/15, a
100% audit was completed to ensure
prevention interventions are in place to
include turning and repositioning and
positioning in bed to prevent reoccurring
pressure ulcers.

On 9/21/15, the Treatment Nurse was
in-serviced by the Corporate Wound
Director on Wound Clinic Consultations:
All residents that have Wound Clinic
appointments, the Treatment Nurse must
obtain and review the Consultation Sheet
to ensure all/any new physician's orders
are transcribed and carried out. On
9/21/15, an in-service was initiated by the
Corporate Wound Consultant, Director of
Nursing, and Treatment Nurse to all
Licensed Nurses to include: When there
is no Treatment Nurse assigned to
complete treatments, the following
schedule will be followed: 7a-7p: will
check and/or change "A" bed treatments,
7p-7a: will check and/or change "B" bed
treatments. Treatments must be
completed as per the physicians order.
The nurse will initial the Treatment
Administration Record. This education will
be completed by the Director of Nursing
and/or the MDS nurse and/or the
Treatment Nurse during the orientation
process. The In-service is to be
completed by 10/9/15. On 9/21/15, an
in-service was initiated by the Corporate
Wound Consultant, Director of Nursing,
and Treatment Nurse to all licensed
nurses and nurse aides on: Pressure
Ulcer Prevention, Reporting and
Observation: Turn and reposition patient
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A review of a Wound Ulcer Flow sheet dated
08/06/15 indicated a stage 4 pressure ulcer on
Resident #53's coccyx with measurements of 1.0
cm length x 1.1 cm width x 0.3 cm depth with a
pin point piece of tail bone exposed with redness
around the wound. The document further
revealed the current wound treatment was Silver
Alginate (used for infection) to wound and Prostat
(protein powder) by mouth for wound healing.

A review of a care plan dated 08/10/15 revealed
Resident #53 was at risk for skin break down or
development of pressure ulcers related to
impaired mobility. The goals indicated Resident
#53 would not develop a pressure ulcer and the
interventions were if nutritional status deteriorated
to arrange a dietary consult, inspect skin and
notify nurse of abnormal changes per facility
protocol and provide incontinence and perineal
care after each incontinent episode.

A review of documents dated 08/12/15 from a
wound center titled Discharge Instruction Details
indicated Resident #53 had a wound on his
coccyx, use Maxorb Alginate on top of wound but
not inside, place 4x4 gauze dressing and Mepilex
border dressing on top of wound, may use skin
prep on intact skin around wound bed, change
dressing daily and as needed for soiling and may
use barrier cream to anal and perineal area to
reduce excoriation of skin. The notes further
indicated instructions for off-loading to not sit for
long periods of time and when sitting to shift from
side to side at intervals to relieve pressure,
provide a thick gel pad for wheel chair and
Resident #53 did not need to be up more than 1
hour if he was up out of bed, continue to use air
mattress, turn resident every 1-2 hours and as

and place on a turning schedule. Use a
draw sheet. Pad bony prominences with
pillows and or foam products. Lubricate
skin with moisturizing lotion. If a heavier
moisturizer is needed, use a skin cream.
Provide perineal care for patients who are
immobilized and/or incontinent. Do not
massage bony prominences. Inspect skin
and notify appropriate personnel of
abnormal changes. Remember that skin
inspections are done in different ways.
They are done many times a day during
care by the nurse aides and licensed
personnel. Abnormalities, if any, are then
noted. Skin inspections are also done by
the Treatment Nurse during treatments.
Monitor nutritional intake and assist with
feeding patient whenever necessary.
Notification of appropriate personnel of
abnormal changes in eating/drinking
patterns should occur. Arrange a dietary
consult when patient assessment reveals
a deteriorating nutritional status as
indicated. Place patient on pressure
relieving products such as pressure
relieving mattresses and chair cushions
(with overlays, be sure to prevent
incontinence contamination) as
appropriate. Keep head of bed at the
lowest degree of elevation consistent with
medical conditions and other restrictions.
Limit the amount of time the head of bed
is elevated if possible. May use a trapeze
for patients who can help themselves to
lift and reposition. Educate patient and/or
significant other regarding the causes of
pressure ulcers, rationale for intervention
and treatment and prevention strategies.
Use positioning devices and protective
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needed for any redness and have a dietician
assess nutritional status and treat accordingly
with protein for stage 4 pressure ulcer. The
document revealed wound measurements were
0.7 cm length x 0.4 cm width x 1.9 cm depth.

A review of a facility document dated 08/15/15
titted Norton Scale for Predicting Risk of Pressure
Ulcer (quarterly review) indicated Resident #53's
physical condition was fair with limited mobility,
incontinent of bladder and bowel and received
current treatments of Silver Alginate to a wound
on coccyx. The document indicated in part
Prostat, air mattress, turn and reposition, a high
density foam/gel cushion for chair and barrier
cream at bedside.

A review of treatment records revealed there was
no documentation of treatments on 08/15/15.

A review of a Wound Ulcer Flow sheet dated
08/17/15 at 10:11 AM indicated a stage 4
pressure ulcer on Resident #53's coccyx that
occurred in facility with measurements of 0.5 cm
length x 0.4 cm width x 0.2 cm depth with
tunneling and undermining.

A review of treatment records revealed there was
no documentation of treatments on 08/23/15 or
08/24/15.

A review of a Wound Ulcer Flow sheet dated
08/25/15 at 4:10 PM indicated a stage 4 pressure
ulcer on Resident #53's coccyx with
measurements of 0.5 cm length x 0.5 cm width x
0.1 cm depth with a small pin point open area to
sacrum with non-visible wound base.

A review of treatment records revealed there was

devices as needed to protect susceptible
areas from breakdown. Assess
incontinence and treat and/or manage
accordingly. Never assume anyone has
already reported: to include, skin tears,
rashes, wounds, redness, etc. This
education will be completed by the
Director of Nursing and/or the MDS nurse
and/or the Treatment Nurse during the
orientation process. The In-service will be
completed by 10/9/15.

CNA's will monitor resident's skin through
routine daily care and verbally report to
the charge nurse and complete skin alerts
for any new skin abnormalities per policy.
The Charge nurse will complete a skin
referral form for any new skin conditions.
The treatment nurse will check
documentation of any new skin alerts/skin
referral 5 x weekly and follow protocol for
treatments. The Treatment Nurse will
complete weekly 100% audits of all
residents' skin utilizing the daily census
and the Body Diagram sheet weekly x 6
weeks, then bi-weekly x 4 weeks then
monthly for 3 months, to ensure any skin
abnormalities are noted and appropriate
treatment and intervention implemented.
The Director of Nursing will review all
Treatment Administration Records to
ensure all treatments are provided and
documented and all Wound Center
Consultations to ensure all consultations
physician's orders have been reviewed
and transcribed utilizing the Treatment
Administration Record Review/ Wound
Consultation Review Audit, 5 x week for 6
weeks, then weekly for 6 weeks, then
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no documentation of treatments on 08/30/15.

A review of a nurse's note dated 08/31/15 at 3:48
PM documented by the treatment nurse indicated
wound to coccyx was resolved.

A review of a physician's order dated 09/01/15
indicated to discontinue Silver Alginate dressing
to coccyx due to wound resolved.

A review of documents dated 09/02/15 from a
wound center titled Discharge Instruction
Summary indicated Resident #53 had a stage 4
pressure ulcer on his sacrum with measurements
of 8.0 cm length x 4.7 cm width x 2.0 cm depth.
A section labeled primary wound dressing
indicated Maxorb Alginate on top of wound but
not inside, sacral border dressing, skin prep on
intact skin around wound bed and change daily
and as needed for soiling and barrier cream to
anal and perineal area to reduce excoriation of
skin.

A review of a treatment record dated 09/02/15
through 09/08/15 revealed there were no
treatments documented for a pressure ulcer.

During an interview on 09/09/15 at 9:37 AM with
Nurse Aide (NA) #10 she stated there was
redness on Resident #53's buttocks but he went
to the wound clinic and all they had to do was to
keep him clean and dry. She stated she was not
aware of any barrier cream for Resident #53's
skin on his buttocks.

During an observation and interviews on 09/09/15
at 10:12 AM the Director of Nursing (DON) and
treatment nurse entered Resident #53's room and
the treatment nurse stated she had received a
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monthly for 3 months. The Treatment
Nurse will complete 10 Resident Care
Audits for timely turning, repositioning and
incontinent care weekly x 6 weeks, then
biweekly x 4 weeks, then monthly x 3
months.

The Director of Nursing and/or
Administrator will review all weekly skin
audits to ensure any impairment to skin
integrity has been identified and a
treatment implemented and documented
on the Treatment Administration Record.
The Director of Nursing and/or
Administrator will review all Treatment
Administration Record Review /Wound
Center Consultation Audits weekly to
ensure all treatments are provided and
documented and consultation physician
orders have been reviewed and
transcribed.

The Director of Nursing and/or
Administrator will review weekly Resident
Care audits for completion and to ensure
all concerns have been addressed. The
Quality Executive Committee will review
all audit information monthly for root
causes and appropriate corrective plans
of action and make recommendations.
The Quality Executive Committee will
monitor for continued compliance on an
ongoing basis until compliance is
reached. After compliance is reached, the
Quality Executive Committee will spot
check on a quarterly basis to monitor for
sustained desired outcomes and to
determine the need for and/or frequency
of continued QI monitoring.
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skin referral to evaluate Resident #53's sacrum.
Resident #53 was turned to his left side and the
treatment nurse removed an adhesive dressing
from Resident #53's sacrum and there was a
large open area that was dark in the center of the
wound with raw skin around the edges with skin
peeled back and an open hole at bottom of
wound. The treatment nurse measured the
wound and stated the wound was 10 cm length x
8.5 cm width x 1.2 cm depth and was
unstageable because she could not see the
wound bed. The DON stated staff were supposed
to check Resident #53's skin on his shower days
and if they saw skin problems they were
supposed to report it to the nurse. She further
stated Resident #53 did not like to turn off his
back and frequently he slid down in bed with his
bottom in a depression that was caused by a fold
in the air mattress when the head of the bed was
raised. The treatment nurse explained Resident
#53 looked like he was sitting in a ditch when he
slid down into the crease of the mattress and he
would not reposition himself. She stated she was
very surprised to see the pressure ulcer on
Resident #53's sacrum and thought when staff
had pulled him up in bed they had sheared the
skin off his bottom and now the skin had dried out
and had eschar (dead tissue). She further stated
Resident #53 had previously had a stage 4
pressure ulcer on the right side of his sacrum that
had a small hole with exposed bone but it was not
in the same location as the current pressure
ulcer.

During an interview on 09/10/15 at 10:38 AM
Nurse #1 explained she was assigned to care for
Resident #53 last week and she stated she
remembered his bottom was red but did not
remember anything else about his skin. She
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stated she might have put a dressing on his
bottom since it was red but could not remember
exactly what she did. She further stated she was
not aware of treatment orders from the wound
clinic on 09/02/15 and had not received reports
from other nurses that Resident #53 had a new
pressure ulcer or had new treatment orders from
the wound clinic on 09/02/15.

During an interview on 09/10/15 at 10:38 AM with
NA #3 he stated he tried to do the best he could
can for Resident #53 but it was a challenge to
keep him off his back. He explained sometimes
he was the only NA on the hall and he had
difficulty making his routine rounds to reposition
Resident #53.

During an observation on 09/10/15 at 12:15 PM
Resident #53 was in bed with the head of the bed
raised and was flat on his back with his bottom
down in the depression in the fold of an air
mattress which was set on a low pressure setting
at a control unit located on the footboard of the
bed.

During an interview on 09/10/15 at 12:25 PM with
the Physician's Assistant she stated it was her
expectation for nursing staff to assess resident's
skin and let her or the physician know if there
were problems or issues. She explained nursing
staff could call anytime 24 hours a day or they
could leave a note in the physician's
communication book and they would see
residents when they made rounds. She further
stated if a wound was worse or looked infected
they should let her or the physician know about it.
She explained she felt wound treatments were
not always provided consistently and she was not
always informed about wounds that needed
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treatment. She stated staff in the facility were
their eyes and ears and staff had to tell her or the
physician when something needed to be
addressed. She explained she had made rounds
in the facility on 09/07/15 but she did not see
Resident #53 because she was not aware he had
a wound on his sacrum. She further stated she
expected staff to turn and reposition Resident #53
even if he did not want to turn to keep him off his
bottom to prevent skin breakdown.

During an observation on 09/10/15 at 3:04 PM
Resident #53 was lying flat on his back with the
head of the bed up with his bottom down in the
depression in the fold of the air mattress.

During an observation on 09/10/15 at 5:39 PM
Resident #53 was lying flat on his back in bed
with the head of the bed up with his bottom down
in the depression in the fold of the air mattress.

During a telephone interview on 09/11/15 at 9:11
AM with the wound care physician he confirmed
he had seen Resident #53 earlier that morning
and he had a big wound on his sacrum that had
to debrided (surgical removal) of necrotic (dead)
tissue. He stated he was very surprised to see
the condition of the wound since Resident #53
had a healing wound when he was seen in the
wound clinic in August. He further stated he
could not remember specifics about the wound
because he did not have the resident's chart in
front of him but the nurse would provide the
information. He explained he had ordered wet to
dry dressings on Resident #53's wound since he
had removed dead tissue from it that morning
and it was his expectation for dressings to be
changed as ordered, turn and reposition Resident
#53 and provide an air mattress to relieve
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pressure. He further stated pressure should be
avoided to promote wound healing.

During an interview on 09/11/15 at 9:58 AM with a
facility transporter who also was a Nurse Aide
(NA) she verified she had transported Resident
#53 to the wound clinic earlier that morning and
she stayed with the resident in the treatment
room when he saw the wound physician. She
stated Resident #53 had a large wound on his
bottom that did not smell good and it looked
worse than the previous time she had transported
him to the wound clinic on 09/02/15. She stated
prior to that on 08/30/15 the wound on his bottom
was looking really good. She further explained
the wound clinic usually sent paperwork back with
the resident to the facility and she gave the
paperwork to the nurse.

During a follow up interview on 09/11/15 at 10:32
AM with the treatment nurse she explained she
saw Resident #53's skin on 08/31/15 and the
pressure ulcer she had been treating on his
coccyx had healed and was pink with scar tissue.
She stated she called the nurse practitioner who
discontinued the treatment orders and she called
the wound clinic to tell them the pressure ulcer
had healed. She explained she did not realize
Resident #53 went to his scheduled appointment
at the wound clinic on 09/02/15 because no one
had told her he had gone or that he had a new
pressure ulcer until she got a skin referral on
09/09/15 and saw Resident #53 on 09/10/15.
She confirmed the dressing she removed on
09/10/15 was a Mepilex sacrum border dressing
but she did not know how long the dressing had
been on the resident or who had put the dressing
on because staff did not initial dressings with a
date when a dressing was applied. She stated
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the facility had used staff from other facilities to fill
in vacant positions and it was possible staff had
not done treatments since they were not always
familiar with residents or routines. She explained
staff should turn and reposition Resident #53 to
alleviate the pressure but it was a challenge
because he preferred to lay on his back and did
not like to turn or get out of bed. She further
explained the new pressure ulcer on his sacrum
looked like his skin had been sheared off when
he had been pulled up in bed. She confirmed she
was the wound treatment nurse in the facility but
had also been assigned to work as a nurse on the
halls to fill in for vacancies so she had to rely on
nurses to let her know if resident's had red or
broken areas of skin. She explained it was her
expectation for staff to put a skin referral in the
computer if a resident had skin breakdown so
that she could assess them. She stated nurses
had access to dressings and wound supplies and
when she was not on duty they should have done
treatments and should have told her about
Resident #53's new pressure ulcer. She
explained, after review of Resident #53's
treatment records, there were no treatments
documented for Resident #53's pressure ulcer
from 09/02/15 through 09/08/15 because there
was no documentation of Resident #53's clinic
visit notes or orders in his medical record She
explained usually the transporter brought back
paperwork from the wound clinic and gave itto a
nurse but she did not know if it was lost or what
had happened. She verified nurses were
supposed to write their initials on the treatment
record when they provided treatments but since
there were no initials the treatments were
probably not done. She explained since she had
not seen the wound clinic notes dated 09/02/15
other nurses were probably not aware of the
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treatment orders either and that could explain
why treatments weren't done.

During a telephone call on 09/11/15 at 11:00 AM
from a nurse at the wound center she reported
the following clinic visits for Resident #53:
09/02/15 wound measurements 8.0 cm length x
4.7 cm width x 2.0 cm depth with treatment of
Max AG Alginate on top of wound but not inside
with border dressing, skin prep around wound,
use barrier cream to perineal area, may shower
but no bath in tub and change dressing daily.
09/11/15 wound measurements 11.7 cm length x
9.0 cm width x 2.3 cm depth with treatment of wet
to dry dressing with saline, change dressing every
12 hours, barrier cream to anal area, stay off
sacrum at all times.

During an interview on 09/11/15 at 5:40 PM the
DON stated it was her expectation for the
transporter to bring orders from the wound clinic
to the nurse when a resident returned to the
facility. She further stated the nurse assigned to
the resident needed to review the orders and the
treatment nurse needed to review the orders and
follow through with the treatment orders. She
stated they needed to improve the
communication system and if the nurse was not
available when the transporter brought the
resident back to the facility or the treatment nurse
was not available the documents should be given
to the DON. She confirmed there was no system
for weekly skin checks but they needed a better
system for skin assessments and skin referrals.
She stated it was her expectation for treatments
to be done daily or as ordered by the physician
and if there was no treatment nurse on duty the
nurse assigned to the resident should do the
treatments. She further stated if there were no
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Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
with a limited range of motion receives
appropriate treatment and services to increase
range of motion and/or to prevent further
decrease in range of motion.

This REQUIREMENT is not met as evidenced
by:

Based on observations, record review, resident
and staff interviews, the facility failed to provide
an elbow splint and range of motion to 1 of 3
residents sampled for contractures with the
restorative program established by the skilled
therapy department (Resident #56).

The findings included:

Resident #56 was admitted to the facility on
07/03/12. Her diagnoses included hemiplegia
due to cerebral vascular disease, contracture of
upper arm joint, and muscle weakness.

Resident #56 began occupational therapy (OT)
on 03/12/15 due to a contracture of the left elbow
resulting in episodes of skin breakdown. The
resident was noted to require skilled therapy and
splint treatment to improve elbow contracture and
decrease further risk of contracture.

The annual Minimum Data Set (MDS) dated
04/06/15 coded Resident #56 with intact cognition
(scoring a 13 out of 15 on the Brief Interview for
Mental Status), having no behaviors, requiring
extensive assistance for most activities of daily

F 318 Increase/Prevent Decrease in
Range of Motion

On 9/14/15, the physician ordered an
Occupational Therapy (OT) evaluation for
treatment as indicated for resident #56.
Resident #56 is participating in OT
program for splinting and range of motion
(ROM).

On 9/18/15, the physician ordered a
Physical Therapy (PT) evaluation for
treatment as indicated for resident #56.
Resident #56 is participating in PT
program for strengthening.

On 9/16/15, the MDS nurse revised
Resident # 56 s care plan regarding
discontinuation of restorative nursing
services regarding splinting and range of
motion as Resident # 56 is participating in
OT and PT programs.
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staff initials on the treatment records she
interpreted it as the treatment was not provided.
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living skills (ADLs), having range of motion
limitation on one side of her upper extremities,
and receiving skilled OT.

OT's discharge summary dated 05/11/15 stated
nursing staff (2 names) and restorative care staff
(1 name) were trained in range of motion to the
left upper extremity and the application of the
palm guard and the static progressive splint. The
discharge plan and instructions stated nursing
and restorative care staff were to perform daily
left upper extremity passive range of motion and
splint application.

The quarterly MDS dated 06/30/15 coded
Resident #56 with intact cognition (scoring a 13
out of 15 on the Brief Interview for Mental Status),
had no behaviors, requiring extensive assistance
for most activities of daily living skills (ADLs),
having range of motion limitation on one side of
her upper extremities, and receiving no skilled
therapy or any restorative nursing program
including splinting.

The current care plan which addressed Resident
#56 being at risk for the development of further
contractures was last reviewed on 07/20/15. The
interventions included the resident was to wear a
palm guard to the left hand 2-3 hours per day or
as she tolerated after hygiene to palm had
occurred 4 to 6 days a week. There was no plan
including a static progressive elbow splint.
Resident #56 was observed with her left elbow
joint tucked in close, with elbow splint in place on
09/08/15 at 11:16 PM and on 09/10/15 at 8:16
AM, at 9:29 AM, at 10:51 AM, and at 11:39 AM.
The elbow splint was located on the unoccupied
bed in the room. At 11:39 AM, the responsible
party was visiting and stated she was unsure if
the splints were still being applied as she had not
seen them on Resident #56 in a while. Resident
#56 stated at this time the staff stopped applying

On 9/23/15, the Corporate MDS
Consultants completed 100% audit of
Care Plans for revisions. Any negative
findings were addressed.

On 9/23/15, the Corporate MDS
Consultants completed 100% audit of
Rehab Communications to Nursing. Any
negative findings were addressed.

On 9/24/15, the Corporate MDS
Consultants completed 100% audit of
Care Guides for updates. Any negative
findings were addressed.

On 9/25/15, the Corporate MDS
Consultant provided an inservice for the
Therapy Manager and the Therapy
Manager Assistant regarding Rehab
Communication. The inservice included
the following: 1. Rehab communication to
nursing, Referrals to restorative, 2.
Addressing screen referrals to therapy in
a timely manner, 3. Making referrals to
restorative program understandable.

On 9/30/15, the Director of Nursing (DON)
initiated an inservice for 100% of nursing
staff to include RNs, LPNS, medication
aides, and nursing assistants. The
inservice included the following: A. Care
plans and care guides must be followed
when providing resident care. For
example, applying correct splints, palm
guards, and providing range of motion to
prevent further contractures, B. If a
resident complains of pain from any splint
or range of motion, stop and report it to
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the splints a while ago, admitting they hurt her.
The elbow splint remained off when Resident #56
was observed on 09/10/15 at 2:51 PM. At this
time, Nurse Aide (NA) #3 stated he was not sure
about splint application and thought that
restorative may do something.

Interview with the Restorative nurse on 09/10/15
at 2:54 PM revealed Resident #56 was supposed
to have a palm guard in place 2 to 3 hours per
day as tolerated. She stated she received
referrals from therapy.

On 09/11/15 at 9:14 AM, the OT stated Resident
#56 was to wear an elbow splint 6 days per week.
OT was unaware of any refusals by the resident
or problems with elbow splint. A handwritten
Rehab communication to Nursing referral noted
passive range of motion was to be provided to the
left shoulder, elbow, wrist and fingers and a left
elbow splint was to be placed four hours per day
or overnight 6 days a week to maintain current
range of motion to protect skin. This was noted to
begin on 05/12/15 and was signed by the OT and
by NA #1.

Review of the documentation of passive range of
motion and splint application revealed NA #1 who
was trained in the elbow splint application had not
provided restorative care to Resident #56 from
08/01/15 through 09/11/15.

Interview on 09/11/15 at 9:57 PM with Nurse Aide
(NA) #4, who worked also as a restorative aide,
revealed Resident #56 was to wear the elbow
splint 6 times a week. She further stated she
applied the elbow splint on Monday (09/07/15)
and worked as a floor NA Tuesday (09/08/15) and
as not sure if anyone else applied the elbow
splint. She stated Monday was the last time she
provided services to Resident #56. On 09/11/15
at 10:15 AM, Resident #56 tolerated passive
range of motion provided by NA #4, and allowed

the nurse. C. Nurses must report pain
from any restorative services to include
splint application to the physician for
possible referral to therapy services, D.
All restorative nursing tasks must be
completed as planned and documented
which includes splint application and
range of motion. This education will be
completed by the Director of Nursing
and/or the MDS nurse and/or the
Treatment Nurse during the orientation
process. All inservicing will be completed
10/09/15.

On 10/5/15 the Director of Nursing (DON)
initiated a QI monitoring tool titled
Restorative Nursing Audit Tool to monitor
restorative nursing tasks as care planned
to include splint application and range of
motion programs. The DON and or MDS
nurse will utilize the Restorative Nursing
Audit Tool five times weekly for four
weeks, twice weekly for four weeks,
weekly for four weeks and monthly for
three months. Any negative findings will
be addressed immediately.

Beginning 10/5/15, the administrator will
monitor the Restorative Nursing Audit Tool
to ensure completion weekly for twelve
weeks, and monthly for three months.
The administrator will initial the bottom
right corner of the form with the date as
completed to acknowledge completion
and follow-up.

The DON will present findings to the
monthly Executive QI committee meetings
for recommendations as appropriate to
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the elbow splint to be applied.

Telephone interview on 09/11/15 at 10:36 AM with
NA #5, who worked as a restorative aide at times,
revealed she last completed restorative duties a
week and a half ago. She stated that she applied
the elbow splint but did not know anything about
the need for passive range of motion. She again
stated she only applied the elbow splint but did
not provide range of motion.

Telephone interview on 09/11/15 at 1:00 PM with
NA #6, who worked as a restorative aide at times,
revealed she knew to provide passive range of
motion and apply the palm guard and elbow
splint, but stated Resident #56 refused the palm
guard. NA #6 stated the last time she worked with
Resident #56 was last Saturday (09/05/15). She
further stated that when she was assigned as a
floor nurse aide, she did not provide restorative
services.

On 09/11/15 at 1:52 PM, Restorative Nurse
stated the referral from therapy that she received
instructed staff to complete range of motion and
apply the splint. She further stated that when the
referral did not specify what splint to use, she
assumed it was the palm guard which was
previously being used. She provided a
computerized Rehab Communication to Nursing
form signed by a rehab aide which indicated
restorative was to begin on 05/12/15 to include
passive range of motion to the left shoulder,
elbow, wrist and fingers and a splint. The form
did not specify the type of splint to be used. She
further stated when she had provided restorative
services (documented on 08/21/15 and on
09/07/15) she did not know an elbow splint was
being utilized on Resident #56 and did not apply
it. Restorative nurse further stated she was not
involved in the discharge instructions provided by
therapy to the staff and just took the written

maintain continued compliance. The
Executive QI committee includes the
Medical Director, DON, SW, MDS nurse
and Treatment Nurse. The Quality
Executive Committee will review all audit
information monthly for root causes and
appropriate corrective plans of action and
make recommendations. The Quality
Executive Committee will monitor for
continued compliance on an ongoing
basis until compliance is reached. After
compliance is reached, the Quality
Executive Committee will spot check on a
quarterly basis to monitor for sustained
desired outcomes and to determine the
need for and/or frequency of continued QI
monitoring.
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The facility must ensure that residents receive
proper treatment and care for the following
special services:

Injections;

Parenteral and enteral fluids;

Colostomy, ureterostomy, or ileostomy care;
Tracheostomy care;

Tracheal suctioning;

Respiratory care;

Foot care; and

Prostheses.

This REQUIREMENT is not met as evidenced
by:

Based on observations, medical record reviews,
resident, family, and staff interviews, the facility
failed to monitor oxygen saturations and provide
oxygen therapy for 1 of 3 residents reviewed for
special needs (Residents #11).

The findings included:

The facilities policy and procedure as to check a
resident's O2 saturation and/or vital signs read in
part, "check vital signs as facility protocol." The
protocol was not clear as to when and/or how
often a resident on oxygen therapy was to be
checked and monitored.

F 328: Treatment/Care for Special Needs

On 9/22/15, Resident # 11 was assessed
by the Physician's Assistant and the
Licensed Nurse. A Physicians order was
received to discontinue resident #11 as
needed oxygen therapy and as needed
Duo nebulizer treatments.

On 9/22/15, a 100% audit of all residents
receiving continuous and as needed
oxygen therapy was completed by the
Corporate Wound Consultant and the
Treatment Nurse to ensure oxygen
saturations were being monitored and
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information off the referral form when she
developed the restorative plan of care.
In addition, there was no documentation that
range of motion or splint application had been
provided on 09/08/15, 09/09/15, and 09/10/15.
F 328 | 483.25(k) TREATMENT/CARE FOR SPECIAL F 328 10/20/15
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Resident #11 was admitted to the facility on
11/30/11 with diagnoses of Alzheimer's disease,
respiratory disease, anxiety, history of
pneumonia, and chronic airway obstruction.
Review of the Minimum Data Set (MDS) dated
06/08/15 indicated Resident #11 had short and
long term memory impairment and severely

impaired cognitive skills for daily decision making.

Resident #11 was characterized as usually
making self-understood and responded
adequately to simple direct communication.
Resident #11 required extensive assistance with
activities of daily living (ADLs) including bed
mobility, transfers, eating, personal hygiene, and
dressing and was totally dependent on staff for
bathing. Further review of the MDS revealed
under section O for special treatments indicated
Resident #11 required respiratory treatments
which included the use of oxygen therapy while
she was a resident.

Review of a physician's order dated 08/25/14
indicated for Resident #11 to have oxygen at 2
Liters per minute (2L/min) via nasal cannula (NC)
as needed for shortness of breath or if oxygen
saturation (02) was 90 % or less.

Further review of the physician's orders revealed
there were no other orders after the date of
08/25/14 as to clarify the resident's need for
oxygen and/or the monitoring of her O2
saturations.

Review of the electronic O2 saturation summary
dated 06/04/15 through 09/11/15 revealed the
following oxygen level readings:

06/04/15 94 % with the administration of
oxygen at 2L/min via NC

06/07/15 95 % with the administration of

oxygen therapy was being provided. Any
negative findings were addressed.

On 9/21/15, an In-service was initiated to
all Licensed Nurses and Medication Aides
by the Director of Nursing and Treatment
Nurse to include: Standard Respiratory
Care: the facility must ensure that
residents receive proper treatment and
care for the standard respiratory care. All
residents that use as needed oxygen
must have an oxygen saturation checked
every shift on a routine basis. Oxygen
saturation levels must be documented on
the Medication Administration Record for
that resident. If oxygen saturation is less
than 95%, the resident will be assessed
and the as needed oxygen will be applied
and documented on the Medication
Administration Record. This education will
be completed by the Director of Nursing
and/or the MDS nurse and/or the
Treatment Nurse during the orientation
process. The in-service will be completed
on 10/9/15. The Treatment Nurse will
audit all residents receiving oxygen
therapy to ensure oxygen saturations are
assessed and documented utilizing the
Respiratory Care Audit 5 x week for 6
weeks, weekly for 6 weeks, then monthly
x 3 months.

The Director of Nursing and/or the
Administrator will review all Respiratory
Care Audits weekly to ensure all residents
receiving oxygen therapy have oxygen
saturation assessments and are
documented on the Medication
Administration Record.
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oxygen at 2L/min via NC

08/20/15 95 % with the administration of
oxygen at 2L/min via NC

08/25/15 95 % no oxygen in use (room air)

Review of the Medication Administration Record
(MAR) dated July 2015 through September 2015
revealed no oxygen saturations had been
recorded or documented.

Review of Resident #11's "vital signs summary"
provided by the facility revealed the resident's
oxygen saturations had not been checked since
08/25/15.

Review of the physician's notes read in part the
following:

Entry dated 07/10/15 the resident was
diagnosed with pneumonia, started on an
antibiotic, and required oxygen with a plan to
continue the oxygen, nebulizers, and the
resident's overall prognosis as very poor.

Entry dated 07/31/15 the resident was post
status pneumonia with normal respiratory efforts
but decreased breath sounds bilaterally with a
plan to continue the oxygen due to chronic
obstructive pulmonary disease (COPD).

Review of Resident #11's care plan dated
07/20/15 indicated ineffective breathing pattern
related to COPD and interventions included to
monitor the resident for signs and symptoms of
insufficient breathing patterns, monitor vital signs
as ordered, and continue with oxygen therapy.

On 09/10/15 at 3:20 PM, Resident #11 was
observed setting in her bed, arthritic hands, and
minimal movement of her arms, the resident's
oxygen concentrator was setting in the floor on

The Quality Executive Committee will
review all audit information monthly for
root causes and appropriate corrective
plans of action and make
recommendations. The Quality Executive
Committee will monitor for continued
compliance on an ongoing basis until
compliance is reached. After compliance
is reached, the Quality Executive
Committee will spot check on a quarterly
basis to monitor for sustained desired
outcomes and to determine the need for
and/or frequency of continued Ql
monitoring.
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the right side of the bed next to the wall with a
bottle of water for humidified oxygen and the
concentrator was set at 2 Liters per minute. The
oxygen tubing was observed to be lying in the
floor on the right side of the resident's bed and
Resident #11 did not appear to be in any
respiratory distress.

On 09/10/15 at 3:30 PM, an interview was
conducted with Resident #11, when asked about
the oxygen therapy she stated, "l took it off to rub
my nose because my nose is dry and it itches, it
fell in the floor, and | can 't reach it, and | can't
find my call bell." The resident was asked if she
needed the oxygen all of the time she replied, "I
have to have it because | get really short of
breath and can't breathe."

On 09/10/15 @ 3:57 PM, observed Nurse #2 go
into Resident #11's room to administer
medication and the nurse did not place the
oxygen therapy by nasal cannula (NC) into the
resident's nose. Resident #11 was not observed
to have asked Nurse #2 for the oxygen.

On 09/10/15 at 4:00 PM, an interview was
conducted with Nurse #2. She stated she was
expected to ensure a resident's oxygen tubing
was in place. Nurse #2 confirmed the oxygen
tubing was not in the resident's nose and she was
observed to pick up the tubing from the floor and
place it into the resident's nose. Nurse #2 was
observed not to have checked Resident #11's O2
saturation before administering the oxygen
therapy.

On 09/11/15 at 7:25 AM, Resident #11 was
observed in her bed, with no oxygen in place, and
the oxygen tubing was tucked behind the
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resident's head between the bed sheet and
pillow.

On 09/11/15 at 8:15 AM, Nurse #2 was observed
to place the oxygen tubing into Resident #11's
nose before she started feeding the resident her
breakfast meal. Nurse #2 was observed as to not
check the resident's O2 saturation before placing
the oxygen tubing in the resident's nose.

On 09/11/15 at 2:30 PM, an interview was
conducted with Resident #11's family member.
He was observed to pick up the resident's oxygen
tubing out of the floor from behind the head of the
resident's bed and placed it in the resident's
nose. He stated "there is no continuity of care and
the staff are supposed to monitor her oxygen
level and they can't seem to even do that." The
family member further stated Resident #11's
oxygen therapy was supposed to be continuous
from 07/2015 when she was diagnosed with
pneumonia. He indicated he had asked several
times what Resident #11's oxygen level was and
they had informed him that it was good. The
family member replied that he had not been told
an actually number of the resident's 02
saturation.

On 09/11/15 at 8:00 PM, the Director of Nursing
(DON) was interviewed. She stated she would
have expected the nurse's to have checked and
recorded Resident #11's O2 saturations. The
DON printed and provided the O2 saturation
summary and acknowledged that it was all she
was able to find.

F 353 | 483.30(a) SUFFICIENT 24-HR NURSING STAFF F 353 10/20/15
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The facility must have sufficient nursing staff to
provide nursing and related services to attain or
maintain the highest practicable physical, mental,
and psychosocial well-being of each resident, as
determined by resident assessments and
individual plans of care.

The facility must provide services by sufficient
numbers of each of the following types of
personnel on a 24-hour basis to provide nursing
care to all residents in accordance with resident
care plans:

Except when waived under paragraph (c) of this
section, licensed nurses and other nursing
personnel.

Except when waived under paragraph (c) of this
section, the facility must designate a licensed
nurse to serve as a charge nurse on each tour of
duty.

This REQUIREMENT is not met as evidenced
by:

Based on observations, record reviews, family,
staff, and resident interviews, the facility failed to
provide sufficient nursing staff to meet the needs
for 8 of 8 residents on 2 of 2 halls in the areas of
staff not knowing the residents and/or what the
needs of the residents were and services to meet
the residents activities of daily living needs
(Residents #92, #11, #59, #46, #53, #56, #5, and
#25).

The findings included:

This tag is cross referred to:

F353

Sufficient Nursing staffing will be in place
on 10-20-15 to allow for provision of
Nursing care and related services

according to each Resident's plan of care.

The facility is providing sufficient Nursing
staff for provision of Nursing and related
services to facility Residents to include
Residents # 92, #11, #59, #46, #53, #56,
#5 and #25 as evidenced by Resident
Satisfaction with provision of care as
reflected in Resident Interviews
completed 10-16-15 by the facility Social
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1) F 241 Based on observations, record review,
staff and resident interviews, the facility failed to
provide a bed pan upon request and failed to help
obtain matching shoes after staff were informed
of lost shoes for 2 of 4 residents (Residents #26
and #56).

2) F 242 Based on record review, resident, and
staff interviews, the facility failed to assist a
resident with showers for 1 of 3 residents who
were reviewed for choices (Resident #46).

3) F 311 Based on observations, record reviews,
staff, and resident interviews, the facility failed to
assist with feeding 2 of 4 residents (Residents #5
and #25) sampled for requiring limited assistance
with feeding and failed to assist with showering 1
of 2 residents (Resident #46) sampled who
required limited assistance with showers.

4) F 312 Based on observations, record reviews,
family, resident, and staff interviews, the facility
failed to provide personal hygiene for dependent
residents in need of showering, shaving, oral
care, and finger nail care for 5 of 8 residents
reviewed for activities of daily living (Residents
#92, #11, #59, #53, and #48).

5) F 318 Based on observations, record review,
resident, and staff interviews, the facility failed to
provide an elbow splint and range of motion to 1
of 3 residents sampled for contractures with the
restorative program established by the skilled
therapy department (Resident #56).

On 09/08/15 at 11:39 AM, Resident #56 who's
quarterly Minimum Data Set (MDS) dated
06/30/15 coded her as cognitively intact and
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Worker and as evidenced by review of the
daily Staffing Hours Form by the
Administrator and the Director of Nursing.
The facility Administrator and Director of
Nursing were in-serviced on 9-29-15 by
the Corporate Consultant related to
requirement to have sufficient Nursing
staff needed to provide nursing and
related services to attain or maintain the
highest practical physical, mental and
psychosocial wellbeing of each Resident
according to their plan of care based on
the assessment of the Resident. The
in-service also included the expectation
for staff to know the needs of each
Resident and to ensure care needed is
being provided.

Resident Interviews utilizing a QI Tool
related to receipt of care and services will
be conducted with Alert & Oriented
Residents by the facility Social Worker at
random 5 x week for 4 weeks then 2 x
week for 4 weeks, then weekly for 4
weeks them monthly for a minimum of 3
months then as directed by the QA
Committee.

The Administrator and Director of Nursing
shall review daily staffing as listed on the
Staffing Hours Form and initial the tool
attesting to the review.

The Administrator will audit all interviews
weekly to ensure Residents are receiving
care and services as needed. The Quality
Assurance Executive Committee will
review the interview information and
staffing data monthly for
recommendations and will take action as
appropriate and will monitor for continued
compliance.
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requiring extensive assistance with most activities
of daily living (ADLs) except for eating, stated she
could not get the bed pan quick enough and that
she had to wait up to an hour or more for staff
assistance.

An interview was conducted on 09/08/15 at 2:00
PM with Nurse Aide (NA) #7. She stated she was
employed at another facility and was pulled from
that facility within the corporation to work due to
the facility being short staffed. She indicated she
was supposed to keep the residents clean and
dry and to assist the residents with eating. She
further indicated there were days when there
were only 2 NAs per hall and it was difficult to
complete showers and/or provide residents with
the assistance needed to meet their ADL needs,
such as cutting nails, oral care, or shaving.

An interview was conducted on 09/08/15 at 2:15
PM with NA #9. She stated she was an NA at
another facility within the corporation and she was
pulled to this facility due to the facility being short
staffed. NA #9 indicated she and NA #7 worked
together on the hall and they were not as familiar
with the residents or their needs and that they
had only been providing the minimal care such as
assistance with eating, toileting, and keeping the
residents clean and dry. She further stated they
did not have the time to shave, shower, bathe, or
provide oral care to the residents.

A review of the employee list provided by the
facility revealed a total of 6 full-time nurses and
13 full-time nurse aides for 3 shifts/7 days per
week; 1st shift (7:00 AM to 3:00 PM), 2nd shift
(3:00 PM to 11:00 PM), and 3rd shift (11:00 PM to
7:00 AM). NA #7 and NA #9 were not listed on the
facility's employee list.
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On 09/10/15 at 8:20 AM, NA #10 stated she was
leaving for the day that she had worked the night
before and had also worked at least 12 hours the
day before, she stated "this is typical." NA#10
reported the staffing on 3rd shift was 2 NAs and 2
Nurses for the building. She further stated it was
hard to get things done because on the "main"
hall were the total care residents. She indicated it
was hard to keep track of all of the residents and
what their needs were when there were only 2
NAs on a hall and the NAs were always moving
or being pulled to work on the hall that was short
staffed. NA #10 indicated the resident showers
were not given because there was not enough
time.

An interview was conducted on 09/10/15 at 12:30
PM with Resident #59's family member. The
family member stated she had asked staff for
assistance to take Resident #59 to the bathroom
around 12:00 PM and that no one had come to
the room to assist them. The family member
further stated she was upset and that it usually
took at least 30 minutes or longer for staff to
assist the resident.

An interview was conducted on 09/10/15 at 1:15
PM with NA #3. NA #3 stated the NAs worked
short staffed most days. NA #3 stated with 2 NAs
on the hall it was impossible to complete all care
such as assisting residents to the toilet, shaving,
oral care, showers, making and changing beds.
NA #3 reported some residents had to wait long
periods of time to be changed when wet or taken
to the toilet due to the facility being short staffed.

An interview was conducted on 09/10/15 at 1:25
PM with Nurse #1. She stated she was assisting
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on the hall today in the capacity of a Nurse Aide
due to the hall being short staffed. She further
stated the NAs could not keep the residents
clean, dry, complete showers, and the ADLs were
not getting done due to lack of staffing. Nurse #1
reported that the nurses have had to work as NAs
at least 1 to 2 days a week in the past 3 months
due to the facility being short staffed.

An interview was conducted with Nurse #2 on
09/10/15 at 4:15 PM. She stated it was her
expectation for a resident's oral care be provided
at least once daily. Nurse #2 confirmed the
resident's oral care had not been provided. Nurse
#2 reported due to working short staffed the NAs
had not had time to provide Resident #11's oral
care today and the resident's basic needs were
met such as keeping them clean and dry, and
showering, shaving, oral care, and nail care was
completed if there was extra staff on the hall.

On 09/11/15 at 7:44 AM, Resident #56 was
observed in bed with her uncovered tray in front
of her. She stated she needed to urinate and had
requested a bed pan but was told by the nurse
aide that she had to pass the trays on the hall
first. Resident #56 stated she did not think she
could wait that long to use the bed pan as she
really had to use the bedpan. After activating the
call light again, NA #1 came into the room and
confirmed Resident #56 had asked for a bed pan
and NA #1 did tell her she could not place her on
the bedpan until the trays were passed. At this
time NA #2 entered the room to assist with
repositioning. NA #2 and NA #1 stated they were
trained in school that they could not assist a
resident with toileting or placing them on a bed
pan while the trays were being passed because it
was a breach of infection control. At this time,
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NAs #1 and #2 placed Resident #56 on the bed
pan. At 7:54 AM, NA #2 stated Resident #56 was
continent when placed on the bedpan.

An interview was conducted on 09/11/15 at 8:30
AM with NA #2. NA #2 stated he was mad and
upset that the 3rd shift NA had not made rounds
and cleaned/dried the residents before the
breakfast trays had come to the hall. NA #2
reported there was only 1 NA after 3:00 AM for
the hall and that it was impossible for the
residents to be changed, cleaned, dried, and be
gotten up before 1st shift come in and/or the
breakfast trays come to the hall. NA #2 further
stated the NAs do the best they can and that it
was impossible to complete the resident's care
such as showers, oral care, and shaving due to
the facility being short staffed.

An interview was conducted on 09/11/15 at 9:45
AM with Resident #46. The resident stated he
was capable of shaving himself with his electric
razor and completing most all of his hygiene
except for his showers. He indicated he needed
assistance with the showers and that he had not
had a shower since 08/24/15 due to the facility
being short staffed. He also indicated the NAs
had assisted him with a bed bath and he had
asked for a shower and the staff had told him
they would give him a shower as soon as they
had time. Resident #46 stated the bed linens
were supposed to be changed on shower days
and that his bed linens were soiled and had not
been changed since 08/24/15. Resident #46
stated he thought staff was just too busy to worry
about changing bed linens or assisting with
showers.

A review of the employee list provided by the
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facility revealed a total of 6 full-time nurses and
13 full-time nurse aides for 3 shifts/7 days per
week; 1st shift (7:00 AM to 3:00 PM), 2nd shift
(3:00 PM to 11:00 PM), and 3rd shift (11:00 PM to
7:00 AM).

A follow-up interview was conducted on 09/11/15
at 10:15 AM with Nurse #1. She stated she had
been assigned to assist on the halls in the
capacity of a Nurse Aide due to the halls being
short staffed and that she was assigned today as
a hall nurse. She further stated the NAs could not
keep the residents clean, dry, complete showers,
and the ADLs were not getting done due to lack
of staffing. Nurse #1 reported that the nurses
have had to work as NAs at least 1 to 2 days a
week in the past 3 months due to the facility
being short staffed.

A follow-up interview was conducted on 09/11/15
at 10:30 AM with Nurse #2. She stated some
residents had to wait long periods of time to be
changed when wet and there had been times
when residents would not get their showers on
their scheduled days due to the facility being
short staffed. Nurse #2 further stated she
expected the bed linens to be changed on the
residents shower days. Nurse #2 confirmed the
tan colored stains on Resident #46's bed linens
and stated she would have the linens changed
immediately.

An interview was conducted on 09/11/15 at 1:30
PM with NA #1. She stated the NAs worked short
staffed most days and they no longer had a
shower team. She further stated it was almost
impossible to complete all care such as showers,
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nail care, shaving, oral care, and making and
changing of bed linens. She indicated as short
staffed as they were they focused on toileting,
changing, and feeding of the residents and the
other care needs were completed on days if there
were any extra staff working.

An interview was conducted on 09/11/15 at 1:45
PM with NA #4. She stated she worked as a
nurse aide on whichever hall was short staffed for
that day. She further stated the 2 halls worked
short staffed most days and that resident care
needs such as showers, nail care, oral care and
shaving were not provided on a scheduled weekly
basis. She indicated when she worked as a float
NA she would be assigned to give resident
showers but for the last 2 to 3 months she had
worked as a regular staff and not as a float NA.

A review of staffing assignments for 08/31/15 to
09/11/15 revealed 20 out of 42 days NA #4 was
pulled to work the floor to give each hall a
minimum of 2 to 3 NAs.

On 09/11/15 at 2:30 PM an interview was
conducted with Resident #11's family member.
The family member observed the resident's
oxygen tubing lying in the floor and he was
observed to pick up the oxygen tubing and placed
it into the resident's nose. The family member
stated the facility was short staffed and was
unable to keep staff employed. The family
member further stated he seldom missed a day
visiting the resident and the staff were not
providing the care to the residents as expected.
The family member indicated that Resident #11's
teeth were not brushed daily, her clothes were not
changed every day unless he would asked them
to change her, and that the resident was not
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being provided with showers. The family member
further indicated there was no continuity of care
and he expected the resident's face to be washed
every morning, her clothes to be changed daily or
more frequently if soiled, her teeth brushed at
least daily, and a shower with her hair washed 2
times a week. The family member reported he
had talked with the Director of Nursing (DON)
several times in regards to his expectations and
the care would get better for a little while and then
the resident's care would start to decline again.

An interview was conducted with Nurse #1 on
09/11/15 at 3:00 PM. She stated the NAs could
not keep the residents clean, dry, complete
showers, and the ADLs were not getting done due
to lack of staffing.

An interview was conducted with NA #8 on
09/11/15 at 3:17 PM. NA #8 stated that he had no
time to brush any resident's teeth or provide
anyone mouth care as he was on the hall by
himself and was able to only keep up with
changing the residents.

An interview was conducted with Nurse #2 on
09/11/15 at 3:45 PM. She stated nail care and
shaving was provided by the NAs on shower days
and that oral care was to be provided on a daily
basis. She revealed showers, nail care, shaving,
or oral care was rarely done for residents and
some residents had to wait long periods of time to
be changed when wet due to the facility being
short staffed. Nurse #1 indicated lunch trays were
passed out late on many days due to lack of
staffing on the halls or the residents which
required assistance with eating would also have
to wait long periods of time.
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An interview was conducted with the Director of
Nursing (DON) on 09/11/15 at 8:00 PM. She
stated it was her expectation that all care should
be provided to the resident and if certain care
areas were missed they should be reported for
the next shift to do. The DON stated she was
aware of the staffing shortage and the
administrative staff was working to hire additional
employees. The DON further stated she did not
know what needs were not being met for the
residents due to staffing. The DON confirmed
there had been instances when staff from other
facilities within the corporation worked to meet
the resident's needs.

483.30(e) POSTED NURSE STAFFING
INFORMATION

The facility must post the following information on
a daily basis:
o Facility name.
o The current date.
o The total number and the actual hours worked
by the following categories of licensed and
unlicensed nursing staff directly responsible for
resident care per shift:
- Registered nurses.
- Licensed practical nurses or licensed
vocational nurses (as defined under State law).
- Certified nurse aides.
o Resident census.

The facility must post the nurse staffing data
specified above on a daily basis at the beginning
of each shift. Data must be posted as follows:

o Clear and readable format.

o In a prominent place readily accessible to
residents and visitors.

F 353
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The facility must, upon oral or written request,
make nurse staffing data available to the public
for review at a cost not to exceed the community
standard.

The facility must maintain the posted daily nurse
staffing data for a minimum of 18 months, or as
required by State law, whichever is greater.

This REQUIREMENT is not met as evidenced
by:

Based on observations, record review and staff
interviews the facility failed to post the nurse
staffing data on a daily basis at the beginning of
each shift, failed to post the data with the correct
dates and failed to post the resident census in a
clear and readable format for 4 of 4 days of the
annual recertification survey.

The findings included:

During an observation on 09/08/15 at 2:50 PM the
daily posted staffing was observed in a
receptionist area next to the front lobby with the
facility name and current date but the census
which was 49 was documented as 49/4. The
posted staffing also included the total numbers of
nursing staff data for first, second and third shifts
for a 24 hour period.

During an observation on 09/09/15 at 8:35 AM the
daily posted staffing was dated 09/10/15. The
resident census was posted as 50/5 and included
the total numbers of nursing staff data for first,
second and third shifts for a 24 hour period.

During an observation on 09/10/15 at 9:30 AM the
daily posted staffing was dated 09/09/15. The

F 356 Nurse staffing information

On 9/9/15, the receptionist corrected the
date on the posted Staffing Hours Form to
reflect the correct date.

On 9/9/15, the receptionist reviewed the
remainder of the week's Staffing Hours
Form to ensure the dates were correct for
each Staffing Hours Form.

On 9/28/15, the Corporate Consultant
in-serviced the administrator and DON on
the Staffing Hours Form. The in-service
included: A. The facility must post the
following information on a daily basis:
facility name, the current date, the total
number and the actual hours worked by
the following categories of licensed and
unlicensed nursing staff directly
responsible for resident care per shift:
RNs, LPNs or LVNs, and Certified Nurse
Aides. B. Resident Census C. Date must
be posted on a daily basis at the
beginning of each shift in clear and
readable format and in a prominent place
readily accessible to residents and
visitors. D. The receptionist for weekdays
and/ or Accounts Receivable (AR)will
complete the Staffing Hour Form for
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resident census was posted as 50/5 and included
the total numbers of nursing staff data for first,
second and third shifts for a 24 hour period.

During an observation on 09/11/15 at 7:54 AM the
daily posted staffing was dated 09/10/15. The
resident census was posted as 50/5 and included
the total numbers of nursing staff data for first,
second and third shifts for a 24 hour period.

During an interview on 09/11/15 at 5:05 PM with
the Director of Nursing she stated a receptionist
in the facility had been assigned to post the daily
staffing information but had not been trained on
how to document the information. She explained
there was no system in place to document the
information on second or third shifts and that was
the reason the information was only posted once
daily. She confirmed the census numbers were
inaccurate and the information needed to be
posted in a timely manner with the correct dated.
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weekdays. The receptionist for weekends
and/or AR will complete the Staffing Hour
Form for weekends. The charge nurse for
2nd shift will complete the Staffing Hour
Form for 2nd shift. The charge nurse for
3rd shift will complete the Staffing Hour
Form for 3rd shift. On 9/28/15, the DON
in-serviced the receptionist for weekdays,
the receptionist for weekends, and the AR
person on the above Staffing Hours Form
in-service. In-servicing will be completed
by 10/5/15. On 10/12/15, the DON and/or
corporate consultant initiated in-servicing
the 2nd and 3rd shift nurses on how to
complete the Staffing Hours Form.
In-servicing of the 2nd and 3rd shift
nurses will be completed by 10/16/15.

On 10/5/15, the Director of Nursing (DON)
initiated a QI monitoring tool titled Staffing
Hours Audit Tool. The Medical Records
person (MR) and/or DON will utilize the
Staffing Hours Audit Tool to ensure that
the Staffing Hours Form is completed
correctly. The MR and/or the DON will
utilize the Staffing Hours Audit Tool five
times weekly for four weeks, twice weekly
for four weeks, weekly for four weeks and
monthly times three months. Any
negative findings will be addressed
immediately.

Beginning 10/9/15, the administrator will
monitor the Staffing Hours Audit Tool to
ensure proper completion of the Staffing
Hours Audit Tool on a weekly basis for
twelve weeks and monthly for three
months. The administrator will initial the
bottom right corner of the form with the
date as completed to acknowledge
completion and follow-up. The
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Each resident receives and the facility provides
food prepared in a form designed to meet
individual needs.

This REQUIREMENT is not met as evidenced
by:

Based on observations, record review, resident
interview and staff interview, the facility failed to
provide finger foods to 1 of 1 resident sampled
with orders for finger foods. (Resident #25).

The finding included:

Resident #25 was admitted to the facility on
04/09/15 with diagnoses of acute respiratory
failure, diabetes, and essential tremors.

The admission Minimum Data Set dated 04/16/15
coded him as being cognitively intact and
requiring extensive assistance with eating.

Resident #25 began occupational therapy (OT)
on 05/11/15 with a goal to improve his self
feeding abilities. On 05/20/15 a communication
slip was sent to the kitchen stating "Finger foods
only please" which was sent by OT.

On 09/10/15 at 11:45 AM observations were
made of the tray line in the kitchen. On the tray
line were chicken and pastry, green peas and
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administrator will present findings to the
Executive QI Committee meetings for
recommendations as appropriate to
maintain continued compliance.
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F 365 Food in Form to Meet Individual
Needs

On 9/11/15, the Dietary Manager reviewed
Resident # 25 lunch meal try to ensure
that the resident had received finger
foods.

On 9/11/15, a 100% audit of all residents
that receive finger foods was completed
by the Dietary Manager to ensure the
cook had prepared the finger foods per
the meal spread sheet and that the trays
were served with finger foods as ordered.

On 9/22/15, an in-service was initiated to
all Dietary employees to include the
Dietary Manger by the Corporate Dietary
Consultant that includes: Food is
prepared in a form designated to meet
individual needs. Meal tray is appropriate
to resident according to assessment and
care plan. When the resident is care
planned to receive finger foods, the
resident must receive finger foods on their
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mushrooms, pureed chicken and pastry, pureed
peas and mushrooms, mashed potatoes, green
beans, stew beef, and rolls.

On 09/10/15 at 12:34 PM, Resident #25 was
served chicken and pastry in a bowl. At 12:34
Resident #42 was observed feeding Resident #25
the chicken and pastry as Nurse Aide (NA) #4
watched from nearby. At 12:34 PM, NA #4 asked
Resident #42 if he wanted her to help Resident
#25 to which Resident #42 replied no he could do
it as he did it all the time.

Resident #25 stated during interview on 09/10/15
at 12:56 PM, that the facility was supposed to
send him finger foods, but they did not always
have finger foods to send.

Review of the meal spread sheets revealed
residents with finger foods were to be served
chicken bites with noodles. On 09/11/15 at 11:16
the Dietary Manager (DM) was interviewed. He
stated finger foods were made daily but the
kitchen tried to give what's on the menu if it was
not too messy of an item to eat. After reviewing
the spread sheets, DM stated Resident #25
should have received chicken bites with noodles.
At 11:22 AM, when asked about having no finger
foods on the tray line on 09/10/15, the cook, who
prepared the food on 09/10/15, joined the
conversation. The cook and the DM, both
present when the surveyor tested the food
temperatures on 09/10/15, confirmed there were
no chicken and noodles prepared on 09/10/15.
The cook stated she just over looked cooking
them and the DM stated he overlooked the
missing finger foods also. Review of the tray card
for Resident #25 confirmed the card stated he
was on a regular finger food diet.

meal tray. Foods must be stored,
prepared, distributed, and served under
sanitary conditions, Expired foods must
be discarded immediately, to include
bread. Scoops may not be stored in bins
or containers including the rice bin,
thickener container, and the ice machine.
Scoops must have containers for storage.
A work order must be completed for all
faulty equipment. All equipment must be
in safe operating condition, for example,
pipe leaking in freezer. This education will
be completed by the Director of Nursing
and/or the MDS nurse and/or the
Treatment Nurse during the orientation
process. The in servicing will be
completed by 10/9/15.

On 9/30/15, an in-service was initiated to
all Licensed Nurses and nurse aides by
the Treatment Nurse and Director of
Nursing that includes: It is the
responsibility of every nurse and nurse
aide: when serving a meal tray, you must
read the tray card and observe the food
on the tray to ensure the resident is
receiving the correct diet/form of food. If
the meal served and the tray card do not
match, notify Dietary and return the tray to
the Kitchen. Example, finger foods. This
education will be completed by the
Director of Nursing and/or the MDS nurse
and/or the treatment nurse during the
orientation process. The in-service will be
completed 10/9/15.

The Dietary Manager will audit resident
meal trays for the appropriate form of food
utilizing the Dietary Audit: Monitoring of
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Interview with OT on 09/11/15 at 9:24 AM
revealed Resident #25's ability to feed himself
fluctuated. Therapy had tried weighted utensils,
weighted cups, divided plate, etc. He preferred a
regular cup and regular utensils. OT further
stated that he should get finger foods when
available.

The Administrator stated during interview on
09/11/15 at 4:41 PM she expected the dietary
staff to make the finger foods per the spread
sheets daily.

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

The facility must -

(1) Procure food from sources approved or
considered satisfactory by Federal, State or local
authorities; and

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

This REQUIREMENT is not met as evidenced
by:

F 365

F 371

Correct Form of Food: 10 residents per
week x 6 weeks, then weekly x 6 weeks,
then monthly x 3 months.

The Administrator will review all Dietary
Audit: Monitoring of Correct Form of Food
weekly to ensure that residents are
receiving the appropriate diet/form of
food. The Quality Executive Committee
will review all audit information monthly for
root causes and appropriate corrective
plans of action and make
recommendations. The Quality Executive
Committee will monitor for continued
compliance on an ongoing basis until
compliance is reached. After compliance
is reached, the Quality Executive
Committee will spot check on a quarterly
basis to monitor for sustained desired
outcomes and to determine the need for
and/or frequency of continued Ql
monitoring.

10/20/15
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Based on observations and staff interview, the
facility failed to discard outdated bread and keep
scoops out of food stored in bins.

The findings included:

During initial tour of the kitchen on 09/08/15 at
10:06 AM the following was noted:

*There were 6 bags of hot dog buns with past
"use by dates." Two bags had a use by date of
08/20/15. One of these bags contained buns
covered in green powdery matter. Four bags had
a use by date of 08/27/15.

*The scoop was stored directly in the ice machine
and not in the scoop holder.

*The scoop was stored directly in the rice located
in a large bin and not in the scoop holder.

On 09/10/15 at 10:38 AM an Interview was
conducted with the Dietary Manager (DM). DM
stated that bread was delivered once a week. The
delivery person rotated the bread, placing the
older bread on top and the new bread below the
older bread. In addition the DM stated he also
checked for expiration dates daily. DM stated the
facility received a delivery of bread on Monday
09/07/15 and he just missed seeing the outdated
buns.

DM further stated during interview on 09/10/15 at
10:38 AM that the scoops in the ice machine
should be place in the holder next to the ice
machine and the scoops for the food in the large
bins should be stored in the holders located
inside each of the bins. At this time a second
check of the bins revealed the scoop was placed

F 371 Food Procure,
Store/Prepare/Serve: Sanitation

On 9/8/15, the Dietary Manager discarded
bags of expired hot dog buns, removed
the scoop that was stored in the ice
machine and stored in the scoop holder,
removed the scoop that was stored in the
rice bin and stored in the scoop holder.
On 9/10/15, the Dietary Manager removed
the scoop from the thickener bin and
placed in the scoop holder.

On 9/22/15, a 100% audit of all food
products with expiration dates to include
bread was completed by the Dietary
Manager to ensure there were no out
dated bread. Any negative findings were
addressed immediately. On 9/22/15, a
100% audit of all containers where scoops
are utilized was completed by the Dietary
Manager to ensure all scoops utilized for
preparation of food were stored
appropriately in the correct holder.

On 9/22/15, an In-service was initiated to
all Dietary employees to include the
Dietary Manager by Corporate Dietary
Consultant that includes: Food is
prepared in a form designated to meet
individual needs. Meal tray is appropriate
to resident according to assessment and
care plan. When the resident is care
planned to receive finger foods, the
resident must receive finger foods on their
meal tray. Foods must be stored,
prepared, distributed, and served under
sanitary conditions. Expired foods must
be discarded immediately, to include
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directly in the powdered thickener located in the
large bin and not in the holder.

On 09/11/15 at 4:41 PM the Administrator stated
that a regional nurse made rounds in the kitchen
on 09/04/15 and did not identify the expired
bread.

bread. Scoops may not be stored in bins
or containers including the Rice bin,
thickener container and the ice machine.
Scoops must be have containers for
storage. A work order must be completed
for all faulty equipment. All equipment
must be in safe operating condition for
example, pipe leaking in the freezer. This
education will be completed by the
Director of Nursing and/or the MDS nurse
and/or the Treatment Nurse during the
orientation process. This inservicing will
be completed by 10/9/15.

The Dietary Manager will audit all food
products for expiration and proper storage
of scoops utilizing the Dietary Audit Tool:
Expired Foods/Scoop Storage 5 x week
for 6 weeks, weekly for 6 weeks, then
monthly x 3 months.

The Administrator will review all Dietary
Audit Tools weekly to ensure all expired
food products have been discarded and
all scoops are stored in proper containers.

The Quality Executive Committee will
review all audit information monthly for
root causes and appropriate corrective
plans of action and make
recommendations. The Quality Executive
Committee will monitor for continued
compliance on an ongoing basis until
compliance is reached. After compliance
is reached, the Quality Executive
Committee will spot check on a quarterly
basis to monitor for sustained desired
outcomes and to determine the need for
and/or frequency of continued Ql
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The facility must maintain all essential
mechanical, electrical, and patient care
equipment in safe operating condition.

This REQUIREMENT is not met as evidenced
by:

Based on observations and staff interviews, the
facility failed to provide maintenance to 1 of 1
kitchen freezer to prevent the accumulation of ice
inside the freezer and over food items.

The findings included:

On 09/08/15 at 10:06 AM the freezer was
observed. The cooling unit was located close to
the ceiling with a pipe extending from the side of
the unit to the ceiling. Under the cooling unit were
shelves of food. The pipe leading to the ceiling
was covered in icicles which extended down onto
a box containing whipped topping, a box of
pancakes and a container of ice cream.

The ice remained around the pipe in the freezer
during observation on 09/10/15 at 10:48 AM.
This did not affect the temperature of the freezer.
The Dietary Manager (DM) was interviewed at
this time and stated he had told maintenance
before about he leak in the freezer and reminded
him again about it on Tuesday (09/08/15).

Follow interview with DM on 09/11/15 at 11:13 AM
revealed the freezer was fixed yesterday. DM
stated he had noticed the freezer's ice build up

F 456 ESSENTIAL EQUIPMENT, SAFE
OPERATING CONDITION

On 9/8/15, the Dietary Manager
discarded the box containing the whipped
topping, a box of pancakes and a
container of ice cream from under the
pipe that was leaking causing a buildup of
ice.

On 9/10/15, the Maintenance Director
repaired the line going into the freezer,
caulked and sealed the line so no
condensation could get in the freezer.

On 9/12/15, the Maintenance Director
completed a 100% audit of the walk in
freezer to ensure no other ice buildups
were caused by the pipe that was not air
tight. No other areas of concern were
identified.

On 9/22/15 and 9/23/15, the Dietary
Consultant in serviced the Maintenance
Director, Dietary Manager and all Dietary
Aides on Safe Operating Equipment. The
in-service included: the Maintenance
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back in November 2014 and told the previous
maintenance man about the leak. DM stated he
left employment with the facility in November and
returned to the facility May 1st, 2015. He stated
the freezer was still leaking with ice built up and
he put a work order in for repair but it was never
repaired. DM stated he again mentioned it to the
maintenance man a few weeks ago and put in
another work order.

On 09/11/15 at 11:27 AM, an interview was
conducted with the maintenance man. He stated
that he had been employed at the facility 5 to 6
months and did not recall any mention or work
order about the freezer leaking, until DM told him
yesterday. He then went out and purchased
caulking and applied it to the outside where the
pipe leads from the ceiling out to the roof with
plans to apply more caulking to the inside ceiling
of the freezer soon. Review of work orders for
November 2014, May 2015 and August 2015
revealed no work order for any kitchen problems.

On 09/11/15 at 4:41 PM the Administrator stated
that when a work order came in, she received a
copy of it and then as the work was completed,
she matched up the copy with the work order the
maintenance man wrote his resolution on. In
addition, a regional nurse made rounds in the
kitchen on 09/04/15 and did not identify the
freezer problem.
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Director must be notified when any
equipment is not in safe operating order.
Each employee is responsible for notifying
the Maintenance Director when any
equipment is not in safe working order.
Facility Work Orders are located in the
Maintenance Director's Door on the Main
Hall across from the Dining Room.
Complete the Facility Work Order, leave
the white copy in the Maintenance
Director's hanging file on the door and the
Maintenance Director will give the yellow
copy to the Administrator in the morning
meeting. An example of an instance when
a Facility Work Order needed to be
completed is when a pipe in the Walk-In
Freezer is leaking causing ice buildup on
food ice cream that is located below the
leaking pipe. This education will be
completed by the Director of Nursing
and/or the MDS nurse and/or the
Treatment Nurse during the orientation
process. This in servicing will be
completed by 10/9/15. An Audit tool titled
Pipes in Freezer Audit Tool will be
completed by the Dietary Manger to
monitor for ice buildup on foods in the
freezer caused by pipes in need of repair,
5 x week for 6 weeks, weekly for 6 weeks,
then monthly x 3 months.

The Administrator will review the Pipes in
Freezer Audit tool weekly to ensure that
any leaking pipe causing ice buildup in the
freezer has been repaired. Any negative
outcomes will be addressed.

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

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

This REQUIREMENT is not met as evidenced
by:

Based on record reviews and staff interviews the
facility failed to document severity of pain or
responses to pain medication for 1 of 3 residents
sampled for pressure ulcers (Resident #53).

F 514 Resident Records

Resident # 53 no longer resides in the
facility and expired on 9/22/15.
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review all audit information monthly for
root causes and appropriate corrective
plans of action and make
recommendations. The Quality Executive
Committee will monitor for continued
compliance on an ongoing basis until
compliance is reached. After compliance
is reached, the Quality Executive
Committee will spot check on a quarterly
basis to monitor for sustained desired
outcomes and to determine the need for
and/or frequency of continued Ql
monitoring.
F 514 | 483.75(1)(1) RES F 514 10/20/15
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The findings included:

Resident #53 was readmitted to the facility on
11/17/12 with diagnoses which included kidney
disease, diabetes, high blood pressure, atrial
fibrillation, thyroid disease, anorexia, muscle
weakness, anemia and a history of gangrene. A
review of the most recent annual Minimum Data
Set (MDS) dated 07/21/15 indicated Resident #53
was moderately impaired in cognition for daily
decision making. The MDS indicated Resident
#53 required extensive assistance with activities
of daily living and was at risk for development of
pressure ulcers.

A review of physician's orders dated 05/01/15
indicated Norco 7.5/325 milligrams (mg) by
mouth every 4 hours as needed for pain.

A review of a medication administration record
(MAR) dated 09/09/15 at 8:00 AM indicated
Resident #53 received Norco 7.5/325 mg by
mouth for pain but there was no documentation of
the severity level of the pain or results or
effectiveness of the medication.

A review of a MAR dated 09/10/15 at 9:00 AM
indicated Resident #53 received Percocet 5/325
mg by mouth for complaint of pain but there was
no documentation of the severity level of the pain
or the results or effectiveness of the medication.

A review of physician's orders dated 09/10/15
indicated to discontinue Norco 7.5/325 mg and
give Percocet 10/325 mg by mouth every 4 hours
as needed for pain when the medication was
available.

A review of a MAR dated 09/11/15 at 6:00 AM

On 9/22/15 and 9/23/15, the Director of
Nursing, Treatment Nurse and MDS
Nurse completed a pain assessment on
100% of all residents, including resident
#53. Pain assessments were entered in
electronic medical record. Any negative
findings were immediately addressed.

On 9/30/15, the Director of Nursing and
Treatment Nurse initiated an in-service for
100% of nursing staff. An in-service titled
"Documentation of Pain and Signs and
Symptoms of Pain" was given to include:
A. Monitor residents for signs and
symptoms of pain, if a resident exhibits
signs/symptoms of pain follow MD orders
for treatment of pain. If orders are not
effective in treating the pain, notify the MD
for new orders. B. Assess pain using
pain scale located in front of each MAR.
C. If PRN pain medication is administered
document on back of MAR. This should
include: date, time, name and strength of
medication administered, location of pain,
and level of pain (using pain scale in front
of MAR). Effectiveness of PRN
medication must be documented on the
back of the MAR. D. Signs and
Symptoms of pain: 1) resident able to
self-report pain and location of pain. 2)
Non-verbal signs of pain- facial grimacing,
crying, yelling, moaning, pulling away
when touch, increased blood pressure
and pulse. E. If you observe a resident
with any signs and symptoms of pain,
notify the charge nurse immediately. This
education will be completed by the
Director of Nursing and/or the MDS nurse
and/or the Treatment Nurse during the
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indicated Resident #53 received Percocet 5/325
mg by mouth for complaint of pain but there was
no documentation of the severity level of the pain
or the results or effectiveness of the medication.

During an interview on 09/11/15 at 10:32 AM with
the treatment nurse she explained the nurse who
was assigned to the resident also provided
treatments and gave medications to residents.
She stated she had recently been assigned as a
nurse on the hall in addition to her treatment
duties because of staff vacancies in the facility .
She verified documentation in the resident's
medical records was poor because they were so
busy and documentation was often left undone to
provide care to residents. She explained staff
were supposed to document the results or
effectiveness of pain medication on the back of
the MAR but staff had not documented it and she
did not see the severity of Resident #53's pain
documented.

During an interview on 09/11/15 at 5:40 PM the
DON stated it was her expectation for nurses to
document the severity level of pain when
resident's complained of pain. She also stated
she expected nursing staff to document the
effectiveness of pain medication given to the
resident on the back of the MAR in the section
labeled Results/Response.
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orientation process. In servicing will be
completed by 10/9/15. The Director of
Nursing will utilize the audit tool titled
"Documentation of Pain Medication" to
ensure nurses and medication aides are
documenting PRN pain medication on the
back of MAR to include, effectiveness of
medication. The audit will be completed
5 x week for 6 weeks, weekly for 6 weeks,
and Monthly for three months. Any
negative findings will be addressed
immediately.

The administrator will monitor the
Documentation of Pain Medication audit
tool to ensure proper completion of the
Documentation of Pain Medication audit
tool. The administrator will initial the
bottom right corner of the Documentation
of Pain Medication audit tool with the date
weekly for twelve weeks, monthly for three
months to acknowledge completion and
follow-up.

The Administrator and/or DON will present
all findings from the Documentation of
Pain Medication audit tool to the monthly
Executive QI committee meetings for
recommendations as appropriate to
maintain continued compliance. The
Executive QI committee includes the
Medical Director, Administrator, DON,
SW, MDS nurse and Treatment Nurse.
The Quality Executive Committee will
review all audit information monthly for
root causes and appropriate corrective
plans of action and make
recommendations. The Quality Executive
Committee will monitor for continued
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compliance on an ongoing basis until
compliance is reached. After compliance
is reached, the Quality Executive
Committee will spot check on a quarterly
basis to monitor for sustained desired
outcomes and to determine the need for
and/or frequency of continued Ql
monitoring.

F 520 | 483.75(0)(1) QAA F 520 10/20/15
ss=p | COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS

A facility must maintain a quality assessment and
assurance committee consisting of the director of
nursing services; a physician designated by the
facility; and at least 3 other members of the
facility's staff.

The quality assessment and assurance
committee meets at least quarterly to identify
issues with respect to which quality assessment
and assurance activities are necessary; and
develops and implements appropriate plans of
action to correct identified quality deficiencies.

A State or the Secretary may not require
disclosure of the records of such committee
except insofar as such disclosure is related to the
compliance of such committee with the
requirements of this section.

Good faith attempts by the committee to identify

and correct quality deficiencies will not be used as
a basis for sanctions.

This REQUIREMENT is not met as evidenced
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Based on observations, record reviews, staff,
and resident interviews the facility's Quality
Assessment and Assurance Committee failed to
maintain implemented procedures and monitor
these interventions that the committee put into
place September 2014. This was for two recited
deficiencies which were originally cited in August
2014 on a recertification survey and again on the
current recertification and complaint survey. The
deficiencies were in the areas of choices and
reviewing and revising comprehensive care
plans. The continued failure of the facility during
two federal surveys of record show a pattern of
the facility's inability to sustain an effective Quality
Assurance Program.

The findings included:
This tag is cross referred to:

1a. F 242: Choices: Based on record review,
resident, and staff interviews, the facility failed to
assist a resident with showers for 1 of 3 residents
who were reviewed for choices (Resident #46).

The facility was originally cited for F 242 for failing
to provide residents with the number of showers
they preferred for 1 of 3 residents during the
August 28, 2014 recertification survey. On the
current recertification and complaint survey the
facility was again cited for failing to provide a
resident showers preferred each week.

b. F 280: Update Comprehensive Plan: Based on
observations, record review, and staff interviews,
the facility failed to revise a care plan for a
resident with contractures for 1 of 3 residents
reviewed for care plans (Resident #56).

F 520 QAA Committee

On 9/25/15, the facility Executive QI
Committee held a meeting. The Medical
Director, Administrator, Director of
Nursing, MDS Nurse, Treatment Nurse,
QI Nurse, Staff Facilitator, Maintenance
Director and Housekeeping Director will
attend QI Committee Meetings on an
ongoing basis and will assign additional
team members as appropriate.

On 10/1/15, the Facility Consultant
in-serviced the Administrator, Director of
Nursing, MDS Nurse, Treatment Nurse,
Maintenance Director, Dietary Manager,
Housekeeping Supervisor and Social
Worker on Appropriate functioning of the
QI Committee. The in-service includes:
the purpose of the Quality Improvement
Committee includes identifying issues
related to quality assessment and
assurance activities as needed:
developing and implementing appropriate
plans of action for the identified facility
concerns, to include F 242 Choices and
F280 Update of Comprehensive Care
Plans. The QI Committee will begin
identifying other areas of quality concern
through the QI review process: for
example, review of rounds tools, review of
the work orders, review of Point Click
Care ( Electronic Medical Record),
resident council minutes, resident concern
logs, pharmacy reposts, and regional
facility consultant recommendations.
Quality deficiencies related to facility
operations and practices are not only
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The facility was originally cited for F 280 for failing
to review and revise care plan interventions for 2
of 5 residents during the August 28, 2014
recertification survey. On the current
recertification and complaint survey the facility
was again cited for failing to revise
comprehensive care plans.

An interview was conducted with the
Administrator and the Director of Nursing (DON)
on 09/11/15 at 8:00 PM. The Administrator stated
she began working at the facility as the interim
administrator in August 2015. The administrator
stated she had not attended a Quality Assurance
meeting but was planning to attend the meeting
scheduled for September 2015. The DON stated
she began working at the facility in July 2014. The
DON stated they had been unable to get to the
bottom or the root cause of the problems for
numerous other concerns. The DON further
stated these were ongoing processes and there
was still a lot of work to be done.
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related to those that cause negative
outcomes, but also may be directed
toward enhancing quality of care and
quality of life for residents. The committee
responds to quality deficiencies and
serves a preventive function by reviewing
and improving systems. The Ql
Committee, having identified the root
causes which led to their confirmed quality
deficiencies, must develop appropriate
corrective plans of action. Action plans
may include, but are not limited to, the
development or revision of clinical
protocols, based on current standard of
practice, training for staff concerning
changes, plans to purchase or repair
equipment and/or improve the physical
plant and standards of evaluating staff
performance.

The facility QI Committee will meet at a
minimum Quarterly to identify issues
related to quality assessment and
assurance activities as needed and will
develop and implement appropriate plans
of action for identified facility concerns.

Corrective action has been taken for the
identified concerns related to F242
Choices and F280 Update
Comprehensive Care Plan as reflected in
the plan of correction.

The Quality Executive Committee will
review all audit information monthly for
root causes and appropriate corrective
plans of action and make
recommendations. The Quality Executive
Committee will monitor for continued
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compliance on an ongoing basis until
compliance is reached. After compliance
is reached, the Quality Executive
Committee will spot check on a quarterly
basis to monitor for sustained desired
outcomes and to determine the need for
and/or frequency of continued Ql
monitoring.

The Administrator will be responsible for
ensuring Committee concerns are
addressed through further training or
other interventions. The Administrator will
report back to the Executive Ql
Committee at the next scheduled
meeting.
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