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F 281 | 483.20{k)(3)(i) SERVICES PROVIDED MEET F 281
g5=D | PROFESSIONAL STANDARDS
A stool

The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review and staff
interviews the facilily failed o test stool for blood
for one {1} of one (1) sampled resident.
{Resident #16)

The findings are:

Resident #16 had diagnoses which included deep
vein thrombosis. Resident #16 had a problem
area on her current care plan dated 2/6/12,
"Prone to bleeding related to Coumadin (a
medication used to thin blood) usage.”
Approaches to address this problem included:
Coumadin as ordered, Labs as ordered, Monitor
for increased bruising or active bleeding and
report to physician/nurse practitioner as needed.
Resident #16 was assessed on lhe quarterly
assessment dated 4/10/12 with moderate
cognitive impairment.

Review of physician orders in the medical record
of Resident #16 revealed a telephone order on
4/5{12 to check stool for occult (lhe presence of)
biood for three days. Further review of the
medical record of Resident #16 revealed the
residenl's stools had nol been checked for occuli
blood.

The medical record of Resident #16 revealed a
nurses note dated 4/6/12 at 3:33 PM by licensed

hemoccult which
was negative was
obtained on the
resident identified in
the survey process
prior to surveyors
leaving the facility.
The nurse
practitioner was
notified of the
results and delay in
obtaining the
hemoccult. Other
residents will be
reviewed for stool
hemoccult orders to
assure they have
been obtained as
ordered.

To prevent
further occurrences
of delays in
obtaining stool
hemoccults which

i
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nurse (LN) #2 which noted labs (including
hemoglobin and hematocrit} were cailed to the
nurse practitioner and the nurse practitioner gave
a telephone ordsr to check stool for occull bioad
for three days. On 5/9/12 at 3:55 Pii LN #2
stated she remembered talking to the nurse
praclitioner and received the telephone order to
check stools for occult blood for three days.

LN#2 stated she would have wrilten the need to
check stool for occult blood on the nursing
clipboard. LN#2 stated she would have asked
the nursing assisiants io place a "hal" (a
disposable container used 1o ¢ollect urine/steol
samples) in the resident's bathroom fo obtain a
stool sample. LN#2 stated she worked wilh
Resident #16 very litlle since 4/5/12 and, because
of this, could not explain why the test was not
done. LN#2 reviewed the April 2012 Medication
Adminisiralion Record (MARY) for Resident #16
and noted she had aiso written the need to check
stool for occult blood on the April MAR. LN#2
verified all dated entries beside this notation on
the resident's April MAR were blank.

Revisw of nursing notes in the medical record of
Resident #16 revealed only one eniry regarding
the need fo check stools for occult blood. This
note was written by LN #3 on 4/7/12 al 12:52 PM,
"Hats were placed in resident's toilet lo oblain
stool sample. Nursing assisfant siated that
resident had took them out and said, oh those are
not for me. Unable to obtain sample." On 5/9/12
at 3:25 PM'LN#3 staled she reviewed the nursing
clipboard to identify resident needs at the
beginning of every shift. LN#3 stated she
remembered Resident #16 removed the "hat"
from the commode on 4/7/12 so a stool sample
was not obtained. LN#3 slated she had worked

house , we have
developed a form
for recording the
results of a stool
hemoccult. This
form will be
initiated when a
hemoccult is
ordered by the nurse
receiving the order.
Certified Nursing
assistants will be
assigned on the
assignment/vital
signs shect to notify
floor nurse when
resident has a bowel
movement. Nurse
will record on the
new form, If the
stool hemoccult has
not been obtained
within 1 week due
to a resident refusal,
the physician or
nurse practitioner
will be notified.
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F 281 | Continued From page 2 F 281 The nurse
with Resident #16 since that time and could not receiving the stool
explain why other allempts were not made to hemoccult order will
check stool samples. LN#3 verified the notalion ify the ADON
to check stool for occult blood for three days notity the
remained on the nurses clipboard as a current and DON. They
need for Resident #16. LN #£3 stated on 5/9/12 : :
(after the omission was brought io the attention of will monitor to
staff) she checked a stool sample for Resident assure the stool
#16 and the negalive resulis (as well as the delay hemoccult is
in testing) were reported to the nurse practitioner. .
obtained as ordered.
On 5/9/12 at 3.45 PM LN#4 stated she had This new process
worked with Resident #16 several times since il be revi d
4/5/12. LN#4 verified the need to check stools for will be reviewe
occuit blood was on the nursing clipboard as well quarterly during the
the April and May 2012 MAR of Resident #16. . :
LN#4 stated Resident #16 frequently tock herself QA meetl.ng W’lth a
to the bathroom and flushed the foilet withoul list of resident’s
informing staff if s_he had a bowe_l mmfemenl. LN with orders for stool
#4 stated she reviewead the nursing clipboard
prior to every shift to identify any needs and hemoccults and
couldn’t explain why stools for Resident #16 had dates obtained.
not been ¢hecked for occult blood.
On 5/10/12 at 12:05 PM nursing assistant (NA) The staff will have
#1 stated she was very familiar with Resident #16 : .
as she often worked with her. NA#1 stated COI_nl_)leted 1n§ew 1ce
nurses would inform her to put a "hat" in a training on this new
residents bathroom if there was a need for a
urine or howel sample, NA#1 stated she did not process by June 12.’
recall being asked fo place a "hat" in the 2012,
bathroom of Resident #16 in the past month.
NA#1 slated that although Resident #16 could
toile! independently she "pretly much knew her
schedule” and could have reminded Resident #16
to use the "hat" s0 a stool sample could have June 12,
been obtained.
2012
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On 59412 al 2:10 PM the Director of Nursing
{DON) stated when a physician/nurse practitioner
erdered to check slool for occuli blood this would
be done by nurses at the facility. The DON stated
a "hat" would be placed in the bathroom of a
resident to obtain a sample for the fest. The
DON stated the need for the test would be placed
on the nursing clipboard. The DON stated the
clipboard is the communication ool used by
nurses every shift to document specific resident
needs, The DON stated she would expect
nurses to note on the clipboard if they were able
to check a stool sample so oncoming nurses
would know how many additional samples
needed to be checked. The DON reviewed the
nursing clipboard and medical record of Resident
# 16 and stated the resident's steol had not been
checked for occult blood. The DON stated the
need to check stools for occult bloed for Resident
#16 remained on the nursing clipboard and she
would have expacted nursing staff to complete
the lest as ordered.

F 312 | 483.25(a)(3) ADL CARE PROVIDED FOR

§8=D | DEPENDENT RESIDENTS

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

This REQUIREMENT is not met as evidenced
by:

Based on observations, inlerviews, and record
reviews, the facility failed to removed facial hair
for two (2) of eight (8) sampled female residenis
dependent on staff for personal care.

F 281

F 312
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disease and anxiety disorder. Review of the
significant change Minimum Data Set (MDS)
dated 3/21/12 reveated moderately impaired
cognition and extensive assislance required for
personal hygiene. The MDS also revealed no
rejection of care or other behaviors.

On 5/8/12 at 8:45 a.m., Resideni #12 was
observed with muitiple hairs scattered across her
chin. The hairs were light-colored and
approximately 1/8 inch {") in lenglh.

On 5/9/12 at 4:35 p.m., Resident #12 was
observed in her room tatking with her personal
silter. Multiple, light-colored hairs approximately
1/8"In length were observed scaltered across
Resident #12's chin. When asked about the
presence of the chin hairs, Resident #12 stated,
"It definitely bothers me. | don't like it." Interview
at that time with the personal sitter revealed she
did no persenal hygiene ¢are for Resident #12.

On 510412 at 9:20 a.m., Resident #12 was
observed with muitiple hairs scattered across her
chin.

Review of the shower schedule revealed
Resident #12 received showers on the evening
shift on Mondays and on lhe day shift on Fridays.

Interviews were conducted with the two Nursing
Assistants (NA} who provided care to Resident
#12 on 5/10/M2. During an interview on 5/10/12

- CNA’s have been
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F 312 | Continued From page 4 F 312 The female
{Resident #12 and #30) residents identified
The findings are: in the survey had the
facial hair removed
1. Resident# 12 had diagnoses incliuding hearl
9 9 by the CNA’s

before the surveyors
left the facility. One
resident did not
desire to have her
facial hair removed.
This has been added
to her care plan.
Other female
residents were
checked for
excessive facial
hatr,

To prevent
further occurrences
of facial hair, the

assigned to trim
facial hair of women
on bath days. This
is noted on the bath
schedule. The
charge nurse will
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F 312 | Conlinued From page 5 F312 mOl'lltO.I‘ to a§sure
at 9:35 a.m., NA #1 revealed the nursing the facial hair has
assistants' responsibilities included nail care and been trimmed on
removing facial hair for female residents. NA #1 i le resid If
said Resident #12 was shaved "every once in emale residents.
awhils" but she did not have a lot of facial hair a resident or family
and untit recently, she had used tweezers fo 5 . .
remove her own chin hairs. lequeStS _faClal h alr
not be frimmed it
Interview with NA #2 on 5/10/12 at 9:40 am. will be added to
revealed NAs were supposed to remove facial .
hair for female residents whenever it was visible. their care plan. The
: staff will receive
During an interview on 5/10/12 al 9:55 a.m,, . ice training b
Licensed Nurse (LN} #1 said if the residents Inservice tratnng by
would allow it to be done, female residents should 6-12-12.
be shaved during their bathing time. The char g nurse
Interview with the Director of Nursing (DON) on will monitor the
057102 at 1:15 PM revealed nursing assistants resident during
(NAs) are expecled to remove female residents’ .
facial hair as needed on shower days. weekly body audits
' to assure facial hair
2. Resident #30 had diagnoses including is trimmed or neted
Non-Alzheimer's Dementia. A quarterly Minimum on the care plan.
Data Set (MDS) completed 04/10/12 revealed
Resident #30 had severely impaired cognilion Monthb’ r0u1.1ds
and required limited assistance with with personal by Supervisor will
hygiene. Rejection of care was not noted during include review of
the 7-day look back period for the quarterly MDS. facial hai d
aclal hair an
A e [gff;f?) Summary r information will be
aclivities of daily living s} function complete
on 11/08/11 siated Resident #30 required limited - forwarded to the QA
to extensive assistance with ADLs. The CAA meeting for review I
Summary further slated Resident #30's general . . une [2,
weakness and Dementia interfered with her ability ona quartel Iy basis.
to perform ADLs. 2012
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F 312} Continued From page 6

A care plan, last reviewed on 04/17/12, stated
Resident #30 required assistance with ADLs due
to general weakness and weakness from a right
hip fracture. The intervention was to assist wilh
ADLs as needed.

Review of the shower schedule revealed
Resident #30 received showers every Tuesday
and Friday on the 7:00 AM to 3:00 PM shift.

Observations of Resident #30 on 05/08/12 at 9:58
AM revealed multiple ¢hin hairs, 1/4 inch () to
142" in length, scaltered across her chin. A
subsequenlt observation on 05/08/12 at 10:00 AM
revealed muitiple chin hairs, 1/4" to 1/2" in lengih,
scattered across her chin. On 05/10/12 at 9.37
AM, Resident #30 was observed while sitling in
her room reading the newspaper. Multiple chin
hairs, 1/4" o 1/2" in length, were noted scattered
across her chin.

An interview with the Director of Nursing (DON)
on 05/10/12 at 1:15 PM revealed nursing
assistants (NAs) are expected to remove female
residents' facial hair as needed on shower days.
The DON observed Resident #30's chin hairs at
the completion of the interview and asked an NA
to take Resident #30 to her room and ask for
permission lo remove the facial hairs.

During an interview on 05/10/12 at 1:45 PM NA
#1 confirmed she cared {or Resident #30
frequently and had assisted her with ADLs on
05/10/12 but did not notice the length of her chin
hairs. NA #1 further stated she usually checked
fermale residents for facial hair on shower days
and plucked or shaved depending on the

F 312
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