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F 164 | 483.10(¢), 483.75(i)(4) PERSONAL F t64] Franklin Oaks Nursing and
ss=D | PRIVACY/CONFIDENTIALITY OF RECORDS Rehabilitation Center acknowledges

The resident has the right to personal privacy and
confidentiality of his or her personal and clinicat
records.

Personal privacy includes accommedations,
medical treatment, written and tefephone
communications, personal care, visits, and
meetings of family and resident groups, but this
does not require the facility to provide a private
room for each resident.

Except as provided in paragraph {e)(3) of this
section, the resident may approve or refuse the
release of personal and clinical records to any
individual outside the facility.

The resident's right to refuse release of personal
and clinical records does not apply when the
resident is fransferred to another health care
institution: or record release is required by law.

The facility must keep confidential alt information
contained in the resident's records, regardiess of
the form or storage methods, except when release
is required by transfer fo another healthcare
institution; law; third party payment contract; or the
resident.

This REQUIREMENT is not met as evidenced by:

Based on family and staff interviews the facility
faited to ensure privacy when discussing resident
concerns with family for 1 of 3 family interviews
{Resident # 82).

réceipt of the statement of deficiencies
and proposes this plan of correction to
the extent that the summary of finding
is factually correct and in order to
mainiain compliance with applicable
rules and provisions of quality of cate
of residents. This plan of correction is
submitted as a written ailegation of
compliance.

Franklin Oaks Nursing and
Rehabilitation Center’s response to
this statement of deficiencies does not
denote agreement with the statement
of deficiencies nor does it constitute
an admission that any deficiency is
accurate. Further, Franklin Oaks
Nursing and Rehabilitation Center
reserves the right to refute any of the |
deficiencies on this statement of i
deficiencies through informal dispute |
resolution, formal appeal procedure
and/or any other administrative or
legal proceeding.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
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Any deficiency slatement ending with an aslerisk (*} denotes Qj(;lciency which the institulion may be excused from correcting providing it is determined that other

safeguards provide sufficient protection to the patients. (See In

clions.} Except for nuesing hiomes, the findings stated above are disclosable 90 days fotlowing the date

of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correclion are disclosable 14 days following the date these

documents are made available to the facility.

if deficlencies are ciled, an approved plan of correction is requisite to continued program participation.
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Resident #82 was admitted to the facility on
4122011, then re-admifted on 7/25/11 with the
following cumulative diagnoses: cerebral vascular
accident with left side hemi paresis, Bell's palsy,
diabetes mellitus type Il, vascular dementia,
degenerative joint disease and agitation.

On her current quarterly MDS (Minimum Data
Assessment), dated 6/8/11, she was assessed with
cognitive impairments, needing total assistance with
her ADL's (Activities of Daily Living skills), had
functional limitations on one side of her extremities
and rejected care 4 to 6 days a week, but less
than daily.

During a tour of the facilty, the famity member of
Resident #82 was approached for an interview. On
8/23/11 at 11:47am, the family member stated that
last week, she spoke to the Administrative Nurse #1
regarding a request she had made earfier for an
investigation to determine the source of the injury
her relative received. She stated that Administrative
Nurse #1 spoke to her twice in the hall, outside of
her office, which is infront of the main nurse's
station and the conversation could be overheard by
others. She commented, that she didn't appreciate
it. She shared that the Administrative Nurse #1's
office was not occupied and she feit that the
conversation should have been contained there.

On 8/25/11 at 2:20pm, the Administrative Nurse #1
was interviewed. She stated that last month,

inserviced by the Social Worker |
on ensuring privacy when '
discussing resident information
for Resident #82 and all other
residents on 09/06/11.

Beginning on 08/31/2011 all
interviewable residents were
surveyed by the Social Worker
atilizing a QI tool for
Privacy/Grievances. A mailing
of a QI survey tool to include
ensuring Privacy

was completed by Social Worker
on 09/13/11 to 100% of
Responsible Parties, All
identified areas of concern
received through the resident and
family privacy surveys were
addressed immediately by the
Social Worker/Administrator/
Director of Nursing through the |
grievance process. ‘
Beginning on 9/03/2011 the |
Social Worker will inservice all '
staff to include new hires on JI
ensuring privacy of resident ;
information. The Social Worker |
will compare the Privacy i'
inservice to the employee roster -
by 09/22/11 to ensure all staff
have been inserviced.

X411 SUMMARY STATEMENT OF DEFICIENCIES 3] PROVIDER'S PLAN OF CORRECTION 5
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 164 | Continued From page 1 F 164
The findings include: Fl64 .. .
The Administrative Nurse was l
O laal
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A resident has the right to prompt efforts by the
facility to resolve grievances the resident may have,
including those with respect to the behavior of other
residents.

This REQUIREMENT is not met as evidenced by:

Based on resident and staff interview and facility
policy review the facility failed to resolve grievance
for 1 of 8 sampled residents (Resident # 146)

Review of the " Resident Services Handbook ™
revealed, in part: " make sure clothing is properly
marked with first and last name " ; " the facility is
not responsible for missing personal items such as
clothing"; "loss of personal item notify

(X4) D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX | (EACH DEFIGIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 164 Conlinued From page 2 F164| 4 The Social Worker will complete
Resident #82 was combative with staff during QI surveys on ensuring privacy
personal care. The resident had received a of resident information with
superficial scratch to her forehead on a Friday, that 100% of interviewable residents
was noticed by a family member, during a visit on weekly x 4 weeks, then monthly
Saturday. The Administrative Nurse #1 could not % 3 months to ens:‘re rivacy is
determine the source of the injury but wanted to iaintained when diSCI:lSSin Y
assure the refative that she had fully investigated resident information, A m fiiing
her conaerm. of a QI survey tool to include
The Administrative Nurse #1 acknowledged that she ensuring Privacy _
commonly speaks to the relative in passing and was completed by Social Worker
when she saw her near the nurse’s station she on 09/13/11 to 100% of
wanted to take the opportunity to update her with Responsible Parties.
the investigation. She stated that she stood at the Family/Responsible Party
doorway to her office and spoke with the refative, Satisfaction Surveys to include
even though her office was empty. ensuring resident privacy will be
completed quarterly X 1 year by
F 166 | 483.10()(2) RIGHT TO PROMPT EFFORTS TO F 166 Social Services Director to 100%
ss=p | RESOLVE GRIEVANCES of Responsible Parties.

Any identified areas of concern
received through the
resident/family privacy surveys
will be addressed immediately by |
the Sociai
Worker/Administrator/fDON
through the grievance process
The Administrator will forward
the results of the resident/family
survey audit tools to the
executive QI committes monthly |
x 3 months for review. !
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Social Worker" ;" Administrator has the right to
assign investigation to designee "; "at
conclusion Administrator or designee will review
findings with resident and family “ .

Review of the " Resident/Family Grievance Policy
* revealed, in part: concerns reported to staff
were to be forwarded to their Department Head,
Supervisor, or Administrator and the Administrator
would oversee resolution of the grievance process
to include investigation, follow-up and nofification of
appropriate persons.

Interview with Resident #146 on 8/23/11 at 8:52 AM
revealed that he had a basebali cap that went
missing 2 - 3 months ago. He stated that he
reported the missing item to the Laundry Aide and
asked for it to be replaced but had not heard back
from anyone yet. Resident #146 further stated that
he had mentioned the hat several times and he did
not feel the issue had been resolved.

On 8125111 at 12:19 PM, interview with the
Housekeeping/Laundry Manager revealed he was
not aware Resident #146 was missing a baseball
hat.

On 8/25/11 at 12:22 PM, interview with Laundry
Aide #1 reveled that Resident #146 reported a
missing baseball hat to her about 2 months ago.
She stated that she looked for the hat but could not
findit ™ but we wait a few days to see if it turns up "

Laundry Alde #1 indicated that when residents
reportéd missing items to her she was to tell her
Manager so he could write it up and the item might
be replaced. She further stated

F166

Resident #146 was interviewed q l M} |
by the Social Worker on 08/25/11
and a Resident Concern was '
completed for the missing item.
Resident #146 was reimbursed by
the facility for the missing item
on 08/31/11.

Beginning on 08/31/2011 all
interviewable residents were
surveyed by the Social Worker
utilizing a QI tool for Resolution
of Grievances. A mailing was
completed by Social Worker on
09/13/110f a QI survey tool to
include prompt resolution of
grievances to 100% of
Responsible Parties.

All identified arcas of concern
received through the resident and
family resolution of grievances
surveys were addressed
immediately by the

Social Worker/Administrator/
Director of Nursing through the
grievance process.

Beginning on 9/03/2011 the !
Social Worker will in-service all
staff to include new hires on
following the correct process of
the facility grievance policy. The
Social Worker will compare the
Grievance Inservice to the
employee roster by 09/22/11 to
ensure all staff have been
inserviced.
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F 166 | Continued From page 4

that she did not tell her Manager about Resident
#146 ' s missing baseball hat.

On 8/25/11 at 12:25 PM interview with the
Housekeeping/Laundry Manager revealed that it
was his expectation that staff pass on information
about missing personal items to him so he could
write it up, investigate and get back to the resident.

F 253 | 483.15(h)(2) HOUSEKEEPING & MAINTENANCE
ss=D | 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 observation and staff interview the
facility failed to maintain a clean mattress for |
(Resident #24) of 2 sampled residents with a double
winged mattress.

On 8/23/11 at 10 AM Resident #24 was observed
resting in bed. A fitted sheet was not covering the
double winged mattress under the resident.

On 8/24/11 at 5:45 PM Resident #24 was observed
in his room, sitting in his wheelchair. The resident’
s bed was made up with a bedspread covering
approximately % ' s of the bed. The mattress
underneath was a double winged mattress and
appeared to be bare; there was no fitted sheet
visible.

4. The Social Worker will complete
QI surveys on prompt resolution
of grievances with 100% of
interview able residents weekly x
4 weeks, then monthly x 3
months to ensure prompt
resolution of grievances. A
mailing of a QI survey tool to
include ensuring prompt
resolution of greivances
was contpleted by Social Worker

F 253 on 09/13/11 to 100% of
Responsible Parties.
Family/Responsible Party
Satisfaction Surveys to include
prompt resolution of grievances
will be mailed quarterly X | year
by Social Services Director fo
100% of Responsible Parties,
Any identified areas of concern
received through the
resident/family prompt resolution
of grievances surveys will be
addressed immediately by the
Social
Worker/Administrator/DON
through the grievance process

5. The Administrator will forward |
the results of the resident/family '
survey audit tools to the '
executive QI committee monthly
% 3 months for review.

F 166
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On 8/25/11 at 11:25 AM the Resident was not in his © mattress of Resident #24 was L’L’J
L \ ) cleaned of food q Q
room. The resident' s bed was made up with a debris/smudges/powd
bedspread covering % ' s of the bed. The mattress b & ‘P veery
underneath was a double winged mattress and substatice on 08/25/11.
appeared to be bare; there was no fitted sheet The Administrator and
visible. Housekeeping Supervisor _
completed a 100% audit of |
On 8/25/1 1 at 11:27 AM the Director of Nursing mattresses for cleanliness on !
(DON) was present to pull back the bedspread and 08/25/11.
sheets of Resident #24 ‘ s bed. Under the The Director of Nursing and
bedspread were 3 draw sheets folded up into the Housckeeping Supervisor began
middle of the mattress. Under these was a bed inservice fraining with 100% of
alarm pad. There was no fitted sheet on the nursing and housekeeping staff
matltress. When the bed alarm pad was lifted up on 08/25/11 on observing
there was a crumbly substance present, similar to mattresses and under bed alarms
bread and other food crumbs, moderately to for cleanliness & cleaning soiled
sparsely spread throughout the approximately 2 foot matiress upon observation,
by 2 foot area. The maltress had several rgndom The Administrator, Director of
smudge marks and a sc;ant amount of a white Nursing, Assistant Director of
powdery substance on it. Nursing, Staff Development
On 8/25/11 at 11:29 AM interview with the DON Coordinator, Social Worker,
revealed that it was the responsibility of al leSlOllS' ool .'f]a or, wan
housekeeping to sanitize the mattresses but that it erks, Activity Director, Supply
was her expectation that the Nursing Assistants Clerk, Lab Nurse, Housckeeping
would keep the mattress in a clean state and free of Supervisor & MDS Data Entry
crumbs. She also stated that the double winged will completed a mattress audit
maltresses have a special filted sheet that is tool on all mattresses 5 X week X
supposed to be used on the matiress. 1month, then weekly x 2 months
during daily rounds to ensure |
On 8125111 at12:40 PM interview with Nursing mattresses are free of food !
Assistant # __ revealed that she was aware she debrisfstains/smudges, The ;
should have placed a special fitted sheet on the Adminisirator will review and |
mattress but that she did not do it because she was initial the mattress audit tools 1
trying to hurry up and get her work done. weekly to ensure the cormpliance, -
The Administrator will forward
the resulis of the audit tools to the
Executive QI commitice monthly
F 2791 483.20(d), 483.20(k)(1) DEVELOP F279 % 3 months for review.
ss=p | COMPREHENSIVE CARE PLANS
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A facllity must use the results of the assessment to
develop, review and revise the resident's
comprehensive plan of care.

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment,

The care plan must describe the services that are to
be furnished to attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under §483.25,
and any services that would otherwise be required
under §483.25 but are not provided due to the
resident's exercise of rights under §483.10,
including the right to refuse freatment under
§483.10(b)(4}.

This REQUIREMENT is not met as evidenced by:

Based on record review and staff interview, the
facility failed to ensure that care plan goals are
measurable for 3 (Residents # 139, #76, #94) of 17
sampled residents and failed to develop a
Comprehensive Care Plan for 1 (Resident #93) of
17 sampled residents. The findings include:

1a. Resident #139 was admitted to the facility on
07M12/11. The admission Minimum Data Set
(MDS) assessment dated 07/19/11 indicated that
the resident had a stage 1l pressure ulcer.

qla2)a

The care plans of Residents #139,
#76 and #94 were updated by the
MDS nurse on 09/09/11 to

include measurable goals.

Resident #93 is no longer in the
facility

On 09/13/11, the MDS Nurse
began a 100% audit of care plans
to ensure that each resident hada
comprehensive care plan to
include measurable goals.

The interdisciplinary care plan
team was in serviced on 08/26/11
by the Director of Nursing on
devetopment of a comprehensive
care plans for all residents to
include measurable objectives
(goals) and timetables to meet the
residents needs.

The MDS nurse will audit all
scheuduled care plans per the

care plan calander for completion
and inclusion of measurable goals
utilizing a care plan audit tool
weekly X 4 weeks, then monthly

X 2 months, The DON will
review the care pian audit tool |
weekly X 4 weeks, then monthly
X 2 months to validate
application of measurable goals |
and timetables.
The Administeator will forward |
the results of the audit tools to the
Executive QI committee monthly
x 3 months for review.
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The care plan for pressure ulcer was reviewed.
The care plan goal was " current ulcer will not
worsen thru next review .

On 08/25/11 at 5:30 PM, the MDS Nurse was
interviewed. The MDS Nurse agreed that the care
plan goal was not measurable and will work on it.

1b. Resident #139 was admitted to the facility on
07/42/111. The MDS assessment dated 07/19/11
indicated that the resident had no memory and
decision making problems.

Review of the resident’s weights revealed ihat on
admission (07/12/11), the resident weighed 375 Ibs
{pound) and on 08/17/11, the resident weighed 322
Ibs,, a 53 Ibs. weight loss in one month.

The care plan for nutrition was reviewed. The goal
was " resident will maintain adequate nutrition thru
next review " .

On 08/25/11 at 5:30 PM, the MDS Nurse was
interviewed. The MDS Nurse agreed that the care
plan goal was not measurable and will work on it.

2. Resldent #76 was admitted to the facility on
12/10/08 and was re-admitted on 04/11/11. The
quarterly MDS assessment dated 08/08/11
indicated that the resident had no memory and
decision making problems and was on dialysis.
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The resident's weights were reviewed. On
05/03/11, the resident weighed 167 Ibs and on
08/17/11, the resident weighed 183 Ibs, 16 fbs
weight gain in 3 months.

The care plan for nutrition was reviewed. The goal
was " will maintain adeguate nutrition thru next
review and will maintain adequate levet of
functioning thru next review " .

On 08/25/11 at 5:30 PM, the MDS Nurse was
interviewed. The MDS Nurse agreed that the care
plan goal was not measurable and will work on it.

3. Resident #94 was admitted to the facility on
12/4/08. Cumulative diagnoses included dementia
and psychosis.

The most recent Minimum Data Sef, a quarterly
dated 06/06/11, revealed that Resident #94 required
limited assistance of 1 person for transfers and
extensive assistance of 1 person for walking in her
room.

The Care Plan, updated 7/21/11, included the
problem, * Requires assistance/potential to restore
or maintain max. (maximum) function of
self-sufficiency for mobility characterized by the
following functions: positioning,
locomotion/fambulation r/t {related to) unstable
healih condition. " The goal read, " Resident will
maintain or increase mobility
function/strength/flexibility (range of motion) thru
next review (estimated date 10/21/11). "
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During an interview on 08/25/11 at 5:59 PM,
Administrative Nurse #2 acknowledged that the goal
was very vague and not measurable.

4. Resident #93 was admitted to the facility on
6/7111 for comfort care with diagnosis Including
multi system organ failure, acute kidney failure,
Diabetes Mellitus, chronic obstructive pulmonary
disease, cardio vascular disease, acute pancreaitis
and cholecystitis. The Resident expired on
6/29/11.

The resident ' s Medical Record was reviewed and
revealed a " Do Not Resuscitate " Order with an
effective date of 6/7/11. The Physician s Orders
included " Dilaudid 0.5 mg (milligrams) IV
(Intravenous) Q2h (every 2 hours} PRN (as nesaded)
mild pain, Dilaudid 1 mg IV Q2h PRN moderate
pain, Dilaudid 2 mg PRN severe pain or shortness
of breath " .

Review of the " Risk Assessment - Wandering "
dated 61711 for Resident #93 revealed the resident
was " chairfast total assist with transport " with a
summary score on the assessment of 1. The form
read, in part " A resident who scores greater than
Sisatrisk.”

Review of the " Fall Risk Evaluation " dated
6/7/11 for Resident #93 revealed * Chairfast - total
assist with transport " , there were no other risk
factors checked and the total score was 1. The
form read, in part " A resident who scores 10 or
higher is at rigk for falls. *  In addition " No
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follow-up required " was checked.

The Admission Minimum Date Set (MDS) dated
6/14/11 revealed the resident was cognitively
impaired, had no wandering behaviors or falls, was
on a pain management regimen, oxygen therapy
and iV madications.

Review of the Care Plan revealed an Interim Care
Plan with no date. The Interim Care Plan listed two
problems 1) " Trauma, Potential for R/T (related
to) Wandering " and 2) “ trauma, Potential for R/T
Fall Risk. The associated goals were: 1)
whereabouts will be known to staff as demonstrated
by no events of leaving facility " and 2) " resident
will remain fee of injury as evidenced by no falls or
accidents. " There were no other problem areas
or goals within the interim care plan.

Review of the * Interdisciptinary Care Plan
Progress Notes " dated 6/30/11 revealed "ARD
(Assessment Reference Date - the end point of the
MDS assessment observation period) 6/14/11 CAA
(Care Area Assessment) will not be completed due
to resident expired " .

Interview with the MDS Coordinator on 8/25/11 at 7
PM revealed that given the Assessment Reference
Date (ARD) for Resident #93 was 6/14/11 the MDS
and Care Assessment Area summaries were due to
be completed on 6/20/11 and the Comprehensive
Care Plan was due to be completed on 6/27/11.
The MDS coordinator further revealed the CAA
summaries had not been completed for Resident
#93 by 6/20/11 or thereafter and a Comprehensive
Care Plan was
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not developed for Resident #93 by 6/27/11 or
thereafter.

Interview with the Assistant Director of Nursing on
8/25/11 at 7:15 PM revealed all Interim Care plans
are the same for all residents and include only
wandering risk and fall risk. She further indicated
that care plans are not individualized to include Pain
Management or Comfort Care untif the time of the
Comprehensive Care Plan.

483.25() DRUG REGIMEN 1S FREE FROM
UNNECESSARY DRUGS

Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose {including
duplicate therapy); or for excessive duration; or
without adequate monitoring; or without adequate
indications for its use; or in the presence of adverse
consequences which indicate the dose should be
reduced or discontinued; or any combinations of the
reasons above.

Based on a comprehensive assessment of a
resident, the facility must ensure that residents who
have not used antipsychotic drugs are not given
these drugs unless antipsychotic drug therapy is
necessary to reat a specific condition as diagnosed
and documented in the clinical record; and residents
who use antipsychotic drugs receive gradual dose
reductions, and behavioral interventions, unless
clinically contraindicated, in an effort to discontinue
these drugs.

F279

F 329

Cllacﬂ 1y

F329

The Zinc for Resident #76 was
discontinued on 08/25/11.

An audit of 100% of residents
receiving medications with
ordered stop dates to include Zinc
was completed on 09/01/11 by
the Director of Nursing and the
Facility Nurse Consultant to
ensure that all residents receiving
medications with ordered stop
dates to include Zinc had an
approptiate stop date and
medications were stopped per
physician’s order.

A 100% inservice for all licensed
nurses was completed on
09/20/11 by the Director of
Nursing on obtaining stop dates
for Zinc Suifate and marking the
stop date on the Medication
Administration Record for any
medication with an ordered stop
date.
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This REQUIREMENT is not met as evidenced by:

Based on record review and staff interview, the
facility failed to discontinue the medication as
ordered for 1{Resident #76) of 10 sampled
residents. The findings include:

Resident #76 was admitted to the facility on
12/10/08 and was re-admitted on 04/11/11 with
multipte diagnoses including status post left above
the knee amputation. The quarterly MDS
assessment dated 08/08/11 indicated that the
resident had no memory and decision making
problems.

Review of the resident's records revealed that on
05/21/11, the physician had ordered for Zinc Sulfate
220 mgs (milligram) by mouth daily for 60 days to
promote wound healing, stop date 07/20M11.

Review of the July, 2011 MAR (Medication
Administration Record) revealed that Zinc Sulfate
was not discontinued on July 20, 2011 as ordered
and was administered to the resident the whole
month.

Review of the August, 2011 MAR revealed that the
Zinc Sulfate was still administered to the resident
daily as of 8/26/11.

On 08/25/14 at 2:15 PM, the unit nurse supervisor
was interviewed. She stated that the Zinc Sulfate
should have been discontinued on

The Director of Nursing will
audit all new orders received for
all medications with ordered stop
dates to include Zinc Sulfate to
ensure medication is stopped per
physician order. All identified
medications with ordered stop
dates to include Zinc Sulfate wili
be reviewed weekly X 4 weeks,
then monthiy X 2 months
utlilizing a QI audit tool to ensure
medication has been discontinued
per physician order by the
Director of Nursing.

The Administrator will forward
the resulis of the audit tools fo the
Executive QI committee monthly
x 3 months for review.
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07/20/11 but was not. She stated that she would
discontinue the medication on the MAR.
F 332 | 483.25(m)(1) FREE OF MEDICATION ERRCR F 332
ss=g | RATES OF 5% OR MORE

The facility must ensure that it is free of medication
error rates of five percent or greater.

This REQUIREMENT is not met as evidenced by:

Based on record review, observation and staff
interview, the facility failed to maintain their
medication error rate 5% or below by not following
doctor's orders and manufacturers' specification.
There were 9 errors of 56 opportunitles resulting to
16 % error fate.  The findings include:

1 a. Resident #128 was admitted to the 05/19/10.
On 05/19/10, there was a doctor's order for
Glucophage 500 mgs by mouth twice a day, take
with food for Diabetes Mellitus.

On 08/24/11 at 4:35 PM, Nurse #1 was observed
during medication pass. Nurse #1 was observed to
prepare and to administer the resident’s
medications including the Glucophage. The nurse
did not administer the medication with food as
ordered. Dinner was scheduled to be delivered at
5:15 PM.

On 08/24/11 at 5:00 PM, Nurse #1 was interviewed.
She stated that dinner was about to be served and
she would give crackers to the resident. She
acknowledged that she did not

F332

08/25/11.

on 09/05/11.

medication

meds with food when

on 09/07/11.

Nursing.

1. Nurse #1 was retrained on
administering meds as ordered by
the physician to include giving
meds with food when ordered &
administering correct dosage as
ordered by the QI Nurse on

Nurse #2 was restrained on
administering meds as ordered by
the physician to include following
the Do Not Crush List &
administering meds in the correct
form as ordered by the QI nurse

Nurse #3 was retrained on
flushing gastric tubes prior to

administration/administering

ordered/administration of meds
per ordered times by the QI nurse

2. Med pass audits were completed
on Nurse #lon 09/07/11, Nurse |
#2 on 09/13/11& Nurse #3 on
09/07/11 by the Director of
Nursing/Assistant Director of

Cﬂm]t\
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administer the medication with food.

1 b. Resident #128 was admitted to the facility on
05/19/10. On 02/25/11, there was a doctor's order
for QVar 2 puffs inhaled orally twice daily for COPD
{Chronic Obstructive Puimonary Disease).

On 08/24/11 at 4:35 PM, Nurse #1 was observed
during the medication pass. Nurse #1 handed the
Inhaler to the resident and the resident inhated 2
puffs without waiting at least a minute between
puffs. The nurse was not observed to give
instruction to the resident to wait at feast a minute
between puffs.

On 08/24/11 at 5:00 PM, Nurse #1 was interviewed.
She agread that she did not instruct the resident to
wait at least a minute between puffs. She aiso
stated that she was not aware that the resident had
already inhaled 2 puffs and she administered
another puff giving the resident 3 puffs of Q Var.

2 a. Resident # 100 was admitted to the facility on
06/27/11. On 07/21/11, there was doctor's order
for Potassium 7.5 mi (milliliter)/10 meq
(miliequivalent) by mouth daily.

On 08/24/11 at 8:23 AM, Nurse #2 was observed
during the medication pass. Nurse #2 was observed
to prepare the resident's medications including
Klor-Con 10 meq tablet by crushing them and to
administer the medications with pudding.

100% of medication nurses &
medication aides on 09/20/11 on
Medication Administration to
include administering meds as
ordered by the physician,
administering meds with food
when ordered, administering
correct dosage as ordered,
following the Do Not Crush List,
administering meds in the correct
form as ordered, flushing gastric
tubes prior to administration of
medication and administering
meds as per ordered times.

The Director of Nursing/Assistant
Director of Nursing & the
facility Pharmacy Consultant
completed Med Pass audits on
09/20/11 of 100% of medication
nurses and medication aides.
Nurses or Medication Aides
observed with areas of concern
were imiediately retrained
during the med pass audit by the
DON/ADON or Pharmacy
Consultant. Three medication
nurses or medication aides will be
observed during medication pass
per week X 2 months to include
all shifts and weekends by the
ADON/SDC/Lab Nurse. The
Director of Nursing will review
the med pass audits weekly for
further recommendations.

The Administrator will forward
the results of the audit tools to the!
Executive QI committee monthly !
x 3 months for review, 1
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A list of medications that should not be crushed was
provided by the DON (Director of Nursing.

Klor-Con tablet was one on the list that should not
be crushed.

On 08/24/11 at 8:35 AM, Nurse #2 was interviewed.
She stataed that she did not realize that the order for
Klor-Con was on liquid form and she administered
the tablet form, She also acknowledged that
Klor-Con tablet should not be crushed but she had
crushed it.

2 b. Resident #100 was admitted to the facility on
08/27/11. On 08/02/11, there was a doctor's order
to increase the Dilantin from 100 mgs twice a day to
200 mgs (8 ml) by mouth twice a day for Seizure
Disorder.

On 08/24/11 at 8:23 AM, Nurse #2 was observed
during the medication pass. She was observed to
prepare the resident's medications including Dilantin
100 mgs 2 capsules.

On 08/24/11 at 8:35 AM, Nurse #2 was interviewed.
She stated that she did not realize the order was to
give in liquid form and she administered the capsule
form.

3. Resident #28 was admitted to the facility on
07/14/08. On 07/14/08, there was an order for
Aspirin 325 mgs by mouth daily.

On 08/24/11 at 8:32 AM, Nurse #2 was ohbserved
during the medication pass. She was observed to
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prepare and to administer the resident's
medications including Enteric Coated Aspirin 325
mgs. tablet.

On 08/24/11 at 8:35 AM, Nurse #2 was interviewed.
She stated that she was not aware that Aspirin 325
mgs comes in 2 forms, plain Aspirin and Enteric
Coated Aspirin.

An undated facility policy entitied " Administration
of Oral Medications through a Nasogasiric Tube or
Gastrostomy Tube " read in patt, " For
unstabilized gastrostomy tubes: test for placement
by aspiration of stomach contents. Verify tube
patency by Instiling small amount of water, 1-2
ounces (30-60 miltiliters}) in the syringe. ™ '

4 a. Resident #72 was admitted to the facility on
14/19/10. Diagnoses included status post
gastrostomy tube (G tube), chronic obstructive
pulmonary disease and chronic diarrhea.

On 08/24/11 at 9 AM, Nurse #3 was observed
administering medications via gastric tube (G tube)
to Resident #72. The nurse checked placement by
aspirating stomach contents, then immediately
began to instill the medications.

During an interview on 08/25/11 at 1 1:40 AM, Nurse
#3 stated she did not realize she needed to flush
the tube with water prior to administering
medications.

4 b. Resident #72 was admitted to the faciiity on
14/19/10. Diagnoses included status post
gastrostomy tube (G tube), chronic obstructive
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pulmonary disease and chronic diarrhea.

Physician orders for August 2011 for Resident #72
included an order to administer Prednisone 10
milligrams via G tube and fo give with food.

On 08/24/11 at 9 AM, Nurse #3 was observed to
administer the prednisone with other medications.
Resident #72 was not offered any food. The
resident's breakfast tray was not in her room.

During an interview on 08/24/11 at 9:43 AM, Nurse
#3 acknowledged that she had not given food with
the prednisone. She stated that breakfast trays
came early on the hall and that Resident #72 had
already eaten.

During an interview on 08/24/11 at 10:03 AM,
Administrative Nurse #1 said that for medication
ordered to be given with food, she expected the
nurse to give the medication at meal time or with
crackers. Administrative Nurse #1 added that
Resident #72 liked graham crackers.

4 ¢. Resident #72 was admitted to the facility on
11/19/10. Diagnoses included status post
gastrostomy tube (G tube), chronic obstructive
pulmonary disease and chronic diarrhea.

Physician orders for August 2011 for Resident #72
included an order to administer Senokot 1 tablet via
G {ube at bedtime every other day.

On 08/24/11 at 9 AM, Nurse #3 was observed to
administer the Senokot.
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Review of the Medication Administrafion Record for
August 2011 revealed that Resident #72 was to
receive Senokot 1 tablet via G tube at bedtime
every other day. The administration time was wrilten
as 0800 (8 AM).

During an interview on 08/24/11 at 9:43 AM, Nurse
#3 said she did not notice that the order was written
for bedtime and would need to get clarification from
the physiclan.

5. Resident #1 was admitted to the facility on
11/2310. Diagnoses included status post
gastrostomy (G) tube placement.

On 08/24/11 at 9 AM, Nurse #3 was observed
administering medications via gastrostomy tube (G
tube) to Resident #1. The nurse checked placement
by aspirating stomach contents, then immediately
began to instill the medications.

During an interview on 08/25/11 at 11:40 AM, Nurse
#3 stated she did not realize she needed to flush
the tube with water prior to administering
medications.

F 334 | 483.25(n) INFLUENZA AND PNEUMOCOCCAL
55=D | IMMUNIZATIONS

The facility must develop policies and procedures
that ensure that --

(i) Before offering the infiuenza immunization, each
resident, or the resident's legal representative
receives education regarding the benefits and
potential side effects of the immunization,

(i) Each resident is offered an influenza

F 334 were inserviced by the

receipt of information

1. The Social Worker provided the
responsible party of Resident 83 q le (
with educational materials
regarding the benefits and
potential side effects of the
influenza vaccine on 08/26/11.

2. On 09/14/11the Admission
Coordinator provided educational
materials regarding the benefits
and potential side effects of the
influenza vaccine to 100% of
interviewable residents. A
mailing was completed by the
Administrator on 09/09/11to
100% of responsible parties with
educational materials regarding
the benefis and potential side
effects of the influenza vaccine.

3. The Director of Nursing
completed inservicing of 100% of
licensed nurses on providing
annual education regarding the
flu vaccine and receiving annual
consent from the resident or
responsible party on 09/20/11.
On 08/26/11, the Admissions
Coordinator and Social Worker

Administrator on providing
educational materials regarding
the benefits and potential side
effects of the influenza
immunization to the resident or
legal representative on admission |
and required signature on the

acknowledgement form that
materials had been provided.
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F 334 | Continued From page 19 £334| 4 The Admissions Coordinator wiil
immunization October 1 through March 31 annuatly, Com!}lete a QI topl to monitor for
unless the immunization is medicatly receipt of educational materials
contraindicated or the resident has already been Tegarding the benetits and
immunized during this time period; patential side effects of the
(iit) The resident or the resident's legal influgnza vaccine for all new
representative has the opportunity to refuse admissions, The Administrator
immunization; and will review and initial the new
(iv) The resident's medical record includes admit reciept of information
documentation that indicates, at a minimum, the acknowledgement audit tool
following: weekly X 4 weeks, then monthly

(A) That the resident or resident's legal % 2 months fo ensure the

representative was provided education regarding monitoring is taking place.
the benefits and potential side effects of influenza A annual mailing wiil be
immunization; and . ) completed by the Administrator
(B That the resident either recelved the influenza to 100% of responsible parties
immunization o did not receive the influenza with educational materials
immunization due to medical contraindications or regarding the benefits and
refusal. potential side effects of the

.. - influenza vaccine. The
;;hati Zax:siltiltryl(:J z;ri\:.;stt_(-ievelop policies and procedures D ,ON/ AP ON/SD C /Lab Nurse
(i) Before offering the pneumococcal immunization, will va_l idate rece;pt Of.
each resident, or the resident's legal representative educational material with
receives education regarding the henefits and documentation of receipt on the
potential side effects of the immunization; the resident immunization record
(it) Each resident is offered a pneumococcal prior to offering the flu
immunization, unless the immunization is medically immunization. The Admissions
contraindicated or the resident has already been Coordinator will audit all
immunized; residents immunization records |
(iiiy The resident or the resident's legal monthly during flu immunization
representative has the opportunily to refuse season to ensure validation of
immunization; and educational material has been |
(iv) The resident's medical record includes completed. !
documentation that indicated, at a minimum, the The Administeator wil forward |
following: ) _ the results of the influenza audit |

(A) That the resident or resident's legal tools to the Executive QI
committee monthly x 3 months
for review,
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representative was provided education regarding
the benefits and potential side effects of
pneumococcal immunization; and

(B) That the resident either received the
pneumococcal immunization or did not receive the
pneumococcal immunization due to medical
contraindication or refusal.
{v} As an altemative, based on an assessment and
practitioner recommendation, a second
pneumococcal immunization may be given after 5
years foltowing the first pneumococcal
immunization, unless madically contraindicated or
the resident or the resident's legal representative
refuses the second immunization.

This REQUIREMENT is not met as evidenced by:

Based on record review and staff interviews, the
facility failed to provide education regarding the
benefits and potential side effects of influenza
vaccine prior to offering the vaccine to 1 (Residents
#83) of 5 sampled residents.

The findings include:

The facility's policy on Immunizations dated
February, 2009 was reviewed. The policy read in
part "Before offering the influenza or pneumococcal
immunization, residents or residents’ legal
represenatives will be provided education regarding
the benefits and potential side effects of these
knmunizations with documentation in the medical
record.”
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Resident #83 was admitted to the facility on
11/3/09. Review of the resident's immunization
record revealed ihat on 10/8/10, an influenza
vaccine was administered to the resident. There
was no documentation in the record that eduation
regarding the benefits and potential side effects of
influenze vaccine was provided to the resident
andior resident's representative prior {o the
administration of the influenza vaccine.

On 8/25/11 at 1:00pm, the infection control nurse
was interviewed. She stated that the Admissions
Coordinator maintained copies of letters mailed to
resident's represenatives which explained the
benefits and potential side effects,

On 8/25/11 at 2:05pm, the Admissions Coordinator
was interviewed. She was unable to produce a copy
of educational material for immunizations that was
sent to Resident #83 and/or his representative.

The Administrative Nurse #1 was interviewed on
8/25{11 at 2:10pm. She explained that resident and
families are given information on Immunizations at
the time of their admission. I the facllity received
permission to give a vaccine, through a written
consent, then the facility administered the vaccine
annually, without any further contact. However, if
the resident or resident's representative declined
the vaccine, the facility then would contact them
again, providing the benefits and potential side
effects of the influenza vaccine.

F 356 | 483.30(e) POSTED NURSE STAFFING
ss=C | INFORMATION

F 334

F 356
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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.

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 reviews and staff
interviews, the facility faited fo post the nurse staff
information as required.

F356

The nursing data staffing sheet
was corrected by the scheduler on
08/25/11.

The Scheduler, Ward Cierk and
Director of Nursing were
inserviced by the Administrator
on 08/26/11 on posting of nursing
staffing information on a daily
basis to include the total numbers
of hours worked for nurses and
nurse aides.

Beginning on 08/26/11, the
scheduler will provide a copy of
the nurse staffing data to the
Administrator daily. The
Administrator will review and
initial the nurse staffing data
weekly to ensure the accuracy of
posting x 4 weeks. |
The Administrator will forward
the resulis of the posting of ;
staffing information requirement |
audit tools to the Executive QI
committee monthiy x-3-months
for review.
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The findings include:

During the initial tour of the facility on 8/22/11 at
3:45pm, a posting of the nurse staffing did not
contaln the fotal number of hours worked for nurse
aides and nurses.

On 8/25/11 at 14:30am, a record review was
conducted of staff postings from 8/5/11 through
8/25/11. None of the postings contained tota!
number of hours worked for nurse aides and
nurses. Further, staff receiving orientation were
listed In the hours worked on 8/22/11 and 8/24/11.
On 8/20/11, the staffing reported that 10 Registered
Nurses worked the 11-7 shift.

On 8/25f11 at 2:00pm, another observation was
made of the nurse staffing, which did not contain the
total number of hours worked for nurse aides and
nurses.

The Administrative Nurse #1 was interviewed on
8/25/11 at 2:20pm. She stated that she reviews the
nurse staffing daily to assure that it's posted but
does not review the information for accuracy. She
shared that she was unaware that it was a
requirement to list the total hours worked for staff
and that staff, in orientation should not be included
on the staffing. She then commented that she had
overlooked that 10 Registered Nurses were listed
as being on staff, night shift 11-7, on 8/20/11. She
stated that was an error. Two of her staff are
assigned to compile the information.

On 8/25/11 at 2:50pm the scheduler who handles
the nurse aide staff posting was
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interviewed. She stated that she has never totaled
up the actual hours worked for the nurse aides.
The scheduler stated that she was unaware that it
was required to be posted on the staffing. She was
alsc unaware that staff in orientation should not be
listed on the form. She commented, " That no one
had ever told me to do the form differently.”
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K076 | NFPA 101 LIFE SAFETY COBE STANDARD K076
SS=D Franklin Oaks Nursing and Rehabilitation
Medical gas slorage and administration areas are Center acknowledges receipt of
protectad in accordance with NFPA 98, the statement of deficiencics and proposes
Standards for Health Care Facillties. . this plan of correction to the extent that the
summary of the finding is factually correct
. and provisions of quality of care of residents.
:(35% (%xygef? storagelloca[;zc;ns of grer?ter than The plan of correction is submitied as wrilten
' Cu - 8re enclosed by a one-nour allegation of compliance,
separation. Franklin Oaks Nursing and Rehabifltaion
) . Center’s response to the statement of
{b) Locations for supply systems of greater than deficiencies and plan of correction does
3,000 ew.fl, are vented fo the outside. NFPA 99 not denote agreement with the statement of
43.1.1.2, 19.3.24 deficiencies nor does it conslitute an admission
that any deficiency is accurate, Purtherfo
refute any of the statement of deficiencies
through informal dispute resolution, format
appeal procedure and/or other adminisirative
ot legal proceed,
This STANDARD s not met as evidenced by: No Smoking Signs were place on wheclchalrs in
A. Based on observation on 08/23/2011 there rooms 303 & 307 on 09/23/11. The Maintenance
were 02 cylinders in use with out a "NO Smoking ' Supervisor and Supply Clerk have identified all
* sign on wheel thairs in the corridor and in restdents requiting portable oxygen eylinders to
rooms 303 and 307. ensure No Smoking Slgns were present on chairs,
42 CFR 483.70 (a) The Supply Clerk will complete a weekly audit of
K 1471 NFPA 101 LIFE SAFETY CODE STANDARD K 147| ali residents with portable oxygen cylinders to
85D enstire No Smoking Signs are on the wheelchairs.
Eloctrical wiring and equipment is in accordance g‘r‘drgvrizistiéﬁg;ﬁ;‘;ggﬁ;&? the Administrator
with NFPA 70, National Electrical Code, 9.1.2 '
The tdentificd surge protector was removed from
the resident room on 09/23/11.
. The Maintenance Supervisor identified and
This STANDARD is not met as evidenced by: removed any surge protectors from resident rooms |
A. Based on observation on 09/23/2011 there on 10/6/11. The Maintenance Supervisor and
was a surge protecter used as permenate wiring Department Heads will monilor for complance
in a residents room. The surge plotecter was '?“?12l;gsﬂ?{gywrs;l;;:sforwarded to the Administrator
removed at the fime of the survey. {or review and further recommendations, ‘
LABORATORY DIRECTOR'S OR PROVIDERISUPPLEE‘R REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

el ) @Q&\C@ AT Q\&ﬁ ol mu;m m(@%i 10 / 7 /

Any deficisncy stalemen! ending with an asterigk (1} denotes a deflciency which the Institution may ba excused from correcting providing it Is determined ihal
ofher safeguards provida sufficient protection to tRe patients. (See Instructions.} Except for nursing homes, the findings stated above are disciosable 90 days
following the date of survey whelher or not a plan of correction Is provided. For nursing homes, the above findings and plans of cosreclion are disclesable 14
days fellowing the date these documents are made avaflabla lo the facllity. If deficlencles are clled, an approved plap of correction Is requisiie to continued

program particlpallon. o y
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