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F 167 | 483.10(b){11} NOTIFY OF CHANGES F 157 | Warren Hilis Nursing Center acknowledges and
ss=E | (INJURY/DECLINE/ROOM, ETC) proposes this plan of correctlons to tha extent
that the summary of finding is factually correct
A facility must immadiately inform the resident; and In order to malntaln compifance with
consult with the resident's physician; and if . applicable rules and provisions of quality of care.
known, nollfy lhe resident's lagal representative of resldents. The Plan of Correctlons Is
or an inlerested family member when there is an subrniited as a writtan allegation of compllance,
accident Involving the resident which resuils In
Injury and has the potentlal for requiting phystelan Warren Hllls Nursing Center's response to this
Intervention; a significant shange in the resident's statement of deflclancles and plan of correction
physical, mental, or psychosocial status (le., a does not denote agreement with tha statement
deterloration In health, mental, or psychosoctal of deficlenclas nor doas It constitute an
stalus in either Hfe threatening condilions or admission that any deficlency Is accurate.
clinfcal complications); a need to alter Irealment Furthermore, Watren Hills reserves the right
significantly (.., a need fo discontinue an to refute any deficlency on this statement
exlsting form of lreatmant dus to adverse of deficlencles through Informal Dispute
consequencas, or lo commence a new form of - Resolution, Formal Appeal and or
treatment); or a declsion to transfer or discharge Administrative or Legal Procedures,
the resident from the faclity as specifled in
§483.12(a). .
’ F157 Warren Hifls shail continue to ensure

The facllily must also promptly notify the resident
and, if known, the rasldent's legal representative
ot Interesied family member when therels a '
change In room or coommate assignmant as
spacified In §483.15{e)(2); or a change In
rasident rights under Federal or Stale law or
regutalions es specified In paragraph (b){1} of
this secilon.

The facility must record and pedodically updale
the addrass and phone number of the resident’s
tegal representative or Interestad family member,

This REQUIREMENT Is not mel as evidenced
by:

Based on record reviow and staff interviews, the
fachiity falled to notify the responsible party for 1

e,

: ; 9f14/12
that the doctor and rasponsible party are

notified of any significant change In
resldents. Resident #2 responsible party,
the resldent, and the medical doctor were
notiffed of her stage {1} decubltus on her
sacral area, All in-house residents, thelr
rasponsible party, and medical doctors |
‘were notifled of decubltus, skin tears, etc, {
Also discussed treatments with them In
detali to see If they had any questions
we could help them with. Also, Resldent
it 3's responsible party was notlfied of hls
treatmant for his UTI, Allin-house
rasldents to Include, Resldent #2 and #3

- were notified of antiblotle use for _
. UTi's along with their responsible party

MGORAZ?

RECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
eyt
Oatittd /

Af) o ;T}Evé?mzoe O-75~/4.

cthar safgguards provide sullicjinl protection to thefatients. (See insbuclions.) Excepllor nursing homes, the findings staled above are disclosable 90 days

Any doficignoy statement endi:;llsm an asterisk (c';?ﬁlas a deficlancy which the Instiution may be excused from correcting providing it is delarmined that
t

{ollowingfhe date of supvay wielher of not a plan df correction Is provided, For nursing homes, the abovo findings and plans of corraction are disclosable 14
days folldwing tha date those documents are made available to Ihe facility. i doficlencles ere ¢ited, an approvad plan of coirection 13 requisile to conlinued

program paricipation,
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F 167 Continued From page 1 Fis7| and medical doctor whom ordered

of 3 samplod residents (Resident # 2) after a
pressure ulcer was delected, then worsened and
for 1 of 3 samplad resldents (Resldeni# 3) who
was placed on anil-biotics after developing an
urdnary tract infoction.

Tha findings Include:

1. Resident #2 was admitled to the faciilly on
3/26/12 then readmilted on 8/16/12 with the
following cumulative dlaghoses:
Mathicllin-resistant Staphylococous aureus
{MRSA) urinary tract Infection, lype Il diabetes,
hypertenslon, snterobaoter cloacae urinary ract
fnfaction, sacral and Ischial tuberosily stage Ui
ulcer, cerebrovascular aceldent and altered
mental status, She was admilted to ihe hospllal
for evaluation and treatmant on 6/25/12-6f27/12
as wall as 8/13/12-8/1612.

On the quarterly Minimum Dala Set (MDS)
7/11/12 sha was assossed as halng cognilivaly
Inlact. Resident #2 needed extensive assistance*
for bed mobilily, ransfars and had limitations with
her uppear and lowsr body range of motion.

The medlcal charl was reviewsd and revealed a
Mursing Admission Assessment, 6/27/12,
completed by Nurse #1 (hat stated {hat had
developed a stags Il sacral decubilus, measurng
0.8 centimeters (CM) x 0.6cm.

A Gecubltus/Pressure Araa Monitor shest,
8/28/42 noted that the sacral decubitus had a
dark rad area, with no slgns or symptoms of
infection. It was staged at . On 71412, the shaet
raflecled that the ulcer remained 0.8cm x 0.8 cm
had advanced to a stage lil and now required a

e

3

the antiblotlcs for treatmant. A monitor
sheet for charge nurses on the halls

and one for the supervisors of the
bullding were put Into effect to be
returned to me weekly for review.,

A Quality Assurance Tool and 24 hr,
Quality Assurance Monltoring Toot shall
be used to moniter for UTI, decubltus,
and any significant changes In residents.
Rounds are to be made dally by
supervisors, charge nurses, and/or
designees to look for significant changes
and report Iimmediately to the Director
of Nursing, Nurses staff inserviced
on calling Responsible Party, Medical
Poctor, and documenting any
slgnificant changes observed {n the
chart {ie: decubitus change In stages,
antibiotlc use for UTl's, falls, skin tears,
and etc). dally,

The Quality Assurance Committee to
include the Medlcal Boctor shall raview
the audlt tool results weekly X 4 months,
then monthly X 1 year,
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wet-dry dressing schedule,

On 7111112, the area had Increased in slze t0 2.0
em x 1.1 cm. Pink tissue was chservad with no
signs or symplons of Infaction. On 711812, ihe
sacrum was noled o be at stage lil with the
dlsmeter measuring 2.5cm x3.0 cm. On 7/25/12
the sacrum remained at stage I, at 2.5cm x
2.8cm with a scant amount of yellow slough, The
shape of the wound was noted to be lrregular.

On 81/12, the sacrum area measurad at 2em x
1.8cm with pink lrregular edges with no drainage
noted. On 8/8/12, the sacrum was Scm x 6em
with ador, blood dralning and had a red cenler
with a white center, noted Nurse #1.

The Fagillly * s InlerinyStanding Orders
Procedure was reviewsad. It stated under
Deacubitus Ulcars to call the Medlcal Doclor and
Family.

Tha Progress Notes were reviewsd from 6/24/12 *
o 8713112 and did not documaent any
communication from the fagllity to the responsible
parly (RP) that Resident #2 had a pressure ulcer
and that it ereasad in slze and advancad from a
stage Il lo stage 1l once ireatment bagan.

The Slaff Developmant Coordlnator was
inlorviewed on 8/22/12 al 9.50 am, Sho slated
that her expeciation for the nurses Is for them o

. nolify the nurse suparvisor when a resident had a

change in condition so that the doclor can be
conlactad. She slated that the family should be
notified of any changss.

© On 8122112 at 14:27 pm, the nurse supervisor

ADL's and etc.

started,

monthly X 1 year,

Nurslng and/or therapy staff shali
notify responsible party of Physiclan’s
orders for any therapy services being

A Quality Assurance Assessment tool
shall be used to assess results of
"notification of responsible parties by
charge nurses, therapy staff, and/or
designee. The Quality Assurance
Committea to include the Medical :
 Director shall review the audit tool
results weekly X 4 months then

Warren Hills shall continue to ensure || 9/14/12
that residents recelve treatment/services
to improve/maintain their ADL functions,
Resident #4 was scraened and treatad as
needed for anything that can help her
malntaln as much Independence in her
ADL functions. Nursing Staff and Therapy
Dapartment shall observe all in-house
resfdents that may need treatment to
maintaln/improve thelr function with
ADL's, etc. Nursing and tharapy staff
shall use therapy form as a tool to help
identify in-house residents/adimisslons
that may need therapy services to
improve/maintain their ADL functions,

We shall notify the Medical Doctors
of needs and obtaln orders for therapy
to treat as needed to malntaln/help
residents to reach thelr potential In
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was Intarviewad. She stated whenever there are
major changes in a resldent * s condition

: texample skin tears, brulses, falls and pressure
: sores {stages I and IV), the doctor and RP

i should be nolifisd.

On 8/22/12 at 1:08 pm, Nurse # 1 was
interviewed. Sha worked with Resident #2 ofien
and stated thal famlly members would visit
almost dally. She statad that the refatives of
Resldent #2 are given verbal updates of any
changes In her condittons due the frequancy of
thelr visits. She shared that expaclalion would be
{o call the RP for any changes and any acufe
condition changes.

The Direclor of Nursing was Interviewsd on
8/22/12 at 3:40 pm, She stated that the nurses
are encouragad to documant pressure ulcers al
the onset and If i} worsens; staling the RP should
be Informed. She slated that this information
should be placed on tha chart,

Nurse #2 was inferviewed on 8/22/12 at 3:55pm.
She reviewed the Nursing Admission Form that
she compleled on 8/27/12. Sha stated that she
cannot recall why she did not contact family when
Resident #2 relurned from the hosplial wilh a
pressure ulcar.

2. Resident # 3 was admitted 1o the facility on
1014/98, and then re-admitted on 12/710 with
the foliowing cumulalive diagnoses: history of
urinary tract infecllons, quadriplegia, cerebral
palsy, sefzure disordar and diabetes melilus type
13

i On the quarlerly MDS, 6/27/12, it was noted that

F 167
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he had no memory problem and had modifled
indepeandence for daily deelsion making. Ha was
tofally dependent on staff for fransfers and follet
use. Resident #3 was ldentiflod as being always
inconlinent and did not have a catheter, It was
nolad that during the review pericd, he had been
{reated for pneumonta and an urinary fract
Infection {(UTH).

Areview of the medical records contained
standing orders, dated 12/7110 lhat inslructed
nursing {o oblain ap urine dip when UT!
symptoms {confuslon, fever,
fraqueont/painfulfdloody urination) appeared.

{ Atelephone order, 6/6/2 recorded " obtain urine
] dip, send for C & S {urine culture and sensitivity).
1" Acopy of the lab results, from a collsction on
6/8112 wilh the results updated on 6/10/12 were in
the charl and found Resident #3 to have a winary
fract infaction. A hand wrilten note on the lab
results slated that the MD was notiffed, with
telaphone orders receivad and wrilten on the
MAR (medicatlon administration record) on
6/10/12 at $:10 pm,

A lelephons order, wrillen on 8/10/12 prescribed
Amoxicillin, an anil-biollc at 875myg, twice a day
for 7 days for a UTL The nurse * 3 noles reflect,
daily adminisiration of the anti-biotic uniil 6/18/12,
however there Is no documentation that the RP
for Resident # 3 was nolified for the change in his
! condition.

The Staff Davelopment Coordinator was
interviewed on 8/22/112 at 9:50 am. She staled

! that her expectation for the nurses is for them lo

; notify the nurse suparvisor when a resldent had a
H

]
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change In condition so that the doctor can be
contacted. She stated that the family should be
notifled of any changes.

On 8122112 al 11:27 pm, the nurse supsrvisor
was Interviewed. She staled whenever there are
major changes in a resident’ s condilion
{example skin toars, brulses, falls and pressure
sores {stages Il and 1V}, the doctor and RP
shoutd be nolifled.

The Direclor of Nurslng was interviewed on
822112 at 5:80 pm regarding her expesiation of
notifying the RP for changes in conditien. She
slated that thelr practice was to nolify the RP for
skin tears, fails, tdps to the emergency room,
decrease in appstites and fluids and for

: slgnificant welght loss. She slatad that they do
not call for every fever unlass It last more then 24
hours nor If antl-biotics are given for infeclions.
She stated that many family members visit the
rasldents often, so if they see them during a visit
they will inforen themn, bul don * t calf for these
condittons normally.

F 311 | 463.26{a)(2) TREATMENT/SERVICES TO
§5=D | IMPROVE/MAINTAIN ADLS

A resident Is given the appropriate treatment and
ssivices to maintain or Improve his or her abilities
specified In paragraph {a)(1) of this section.

This REQUIREMENT is not met as evidencad
by:

¢ Based on obsaervation, record review and staff

1 Intervisws the facilily falled to provide adaplive
equipment to facilitate eating for 1 of 3 sampled
residants {Resldent #4) with noticed hand shakes

]

F 311
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i when allempted lo eat independantly.

Findings included:

Resldent #4 was admiited Into the facifity on
7128/11. Cumutative diagnoses included
Dementia, Paralysis Agltans and Degeneralive
Joint Dlsease. The annual Minlmum Data set
{MDS) compleled on 8/2112 indicated Resident
#4 mental status was severely impaired. The
MDS indicaled Resldent #4 usually made self
understeod with clear spesch. Ealing was
indicated as occurred only once or twice with one
person physical assists during the 7 day look
back period; for the MDS assessment complated
on 8/212 and 817712, Occupational therapy and
restorative nursing program was not Indleated. A
pravious quarierly MDS assessment completed
on 2/23/12 gating was indicaled as Independent
with setup only. The care plan dated 8/16/12 as
an approach read "Provide limiled assistance with
meals daily, Ofer more assistance as needesd;
consult skillad oceupational therapist as needed -
decline In activily of daily living (ADL) function.”

A roview of the occupational therapy progross
noles revealed no occupational therapy scresning
or avalualion since admission Into the faclity on
71281114,

On 8/22/12 at 1:40 pm, Resident#4 held a
regular spoon with noticed hand shakes o both
hands. Resident #4 had difficullles in bringing the
food to her mouth to eat with a sleady hand
control,

In an Interview on 8122/12 al 4:45 pm, the
Occupational Therapist {OT) stated there had

F3n
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been no recaived ordsrs for referrals or scresning
for Resident #4 since admission, The OT
efaborated that a welghled ealing utensll was
helpfulin assisting with helter hand control when
ealing; for one who exhibited shakes or lremors
of the hands, and was capable of grasping and
bringing food fterns to hisfher moulh,

Inan interview on 8/22/12 at 5:30 pm, the
Director of Nursing stated she could not provida
supporlive documentation afier review of
Resldont #4 record that any frials to promote
Independence with support devices for eating had
been attompled; nor could she provide any
documented sccupational thorapy referrals of
screening since admission into the facility.

F3n
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