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F 1687 1 483.10(b){11) NOTIFY OF CHANGES
§5=4 | (INJURY/DECLINE/ROOM, ETC)
A facility must immadiately inform the resident;
consult with the resident's physician; and if
known, notify tha resident's lngal reproseniativo
ar an intarasted family member when thera s an
accident involving the resident which resuits in
injury and has the potential for requiring physician
intervention; a significant ¢hange in the residen's
physlcal, mental, or psychosochat status (e, 3
deterioration in haalth, mental, or psychosocial
status In aithar lifa thraatening conditions or
clinical complications); a nead to altet traatment
significantly {l.e., a nhesd 1o discontinue an
exlsting form of freatment due to adverse
consacquences, or to commence 8 naw form of
reatment); or a decision to transfer or discharge
the resident from the facliity as specifled in
§483.12{a).”

The facilily must also promptly notify the resident
and, if known, the resident's legal representative
or interested family member when there is a
chango in room or roommate assignment as
spacified in §483.15{a){2); or a chanya in
rasident rights under Fedaral or Slate law or
regulations #s spacified in paragraph (L)1) of
this section.

‘Tho facility must record and periodically update
tha address and phone number of the resident’s
legal representative or interested family membes,

[y

This REQUIREMENT is not met as avidoncad
by:

Basaed on staff, physician inlerviews and recorg
reviaws, the facility failed to notify the physician of

F 157

plan of correction to the extent t
summary of findings is factmally

cotrgction  is  submitted  as
allepation of compliance,

denote agreement with the citat

deficiency  through informal

legal proceedings.

Resident #1 expired in the
facllity on 04/01/2013,
Review of the resident record
indicates the resident was his
own responsible party and
requested that his family not
be notified of his change In
condition and he declined
offers of hospitalization. The
record indicated the physician
was notified of the resident’s
change in condlition and his
desire not to be hospltalized.

Woodlands Nursing and Rehabilitation
Center  acknowledges  receipt  of  the
Statement of Deficiency and proposes the

and in order to maintain compliance with
applicable rules and the provision of
quality care to residents, The plan of

The below response o the Statement of
Detficiency and plan of correction does not

Woodlands Nursing and  Rehabilitation
Center.  The facility reserves the right to
submit documentation to refute the stated

procedures and/or other admindstrative or

hat the
correct

written

ion by

appeals

WiOIMT()RY DIHECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S BIGNATURE
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Any d&ttclancrel&(&m?n! endmu with an asmrﬁ( } tenotes 4 c{aflclency which the mstitution may ba excused from correcting providing It ts delerminoed that

other safeguerds provide sufficlont proteclion b

ho patisnts. (Sew Instructions.) Excopl for nussing homus, the findings staled above aro disclosable 90 days

followlng the date of survey whalhar ar not & glan of corvectiondis provided, for nursing hames, 1he above findings end plans of cerrection are disclosable 14
days fdlowlng the date thoso documents atw made available to the Taciliy. If doficioncles uro cited, an approved plan of comestion Is requisito te conlinued

progfam participation.
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contintied rospiratory distress, that the resident's
conditlon worsaned and the residert bacame
unresponsive in 1 of 3 sampled residents with a
changs in condition (Resident #1).

Immadiate Jeopardy began on 4/1/13 and was
identifiod on 4/5/13 at 1:00 PM. Immediate
Jaopardy was removed on 4/5/13 at 6:30 PM
when tho facliity provided a credible akogation of
coampllance, The facility wil remaln out of
compllance at & scope and severily level of B (no
actual harm with the potential for morg than -
minimai harm that is not immediale Jeopardy). The
faclifty was in the process of full Implementation
and monitoring their corrective action.

Findings included:

Resident #1 was admiited to the facility on
3/18/13 with diagnoses of End Stage Chronlc
Obstructive Pulmenary Disease ond Emphysema.

The admission Miniraum Data Set (MOS) dated
312513 indicated that residont #1 had no short
term or long form memory problems and no
documented behavioral problems. Ha was coded
as cognitivaly intact and the MDS indlcated that
he depended extensivaly on staff for alf of his
activities of daily Hving, Residant#1 was not
coded as having @ prognosis of less than 6
nonths life oxpoctancy. Resident #1 roquired
continuous oxygen at 4 liters/minute using a
nasal cannula,

A review of residont #1's medical record indleated
that he was his own rosponsible parly and signed
his admission paperwork 1o Includa the Code
Status Resuschation Request/Order form

continue (o monitor the resident'f
although the option of
hospitalization was declined by
the resident.

The Dlrector of Nursing was
terminated by the administrator -
on 04/05/2013,

The facility has determined that
all residents have the potential

to be affected but currently, after
review of 24 hour shift reports,
there is no evidence of any
deflclent physician or resident
representative communication
on (04/04/2013,

All licensed nursing staff have
been assigned on-line fearning
course “Effective Communication”
which includes the SBAR tool for -
communication o the physician,
04/05/2013.

All licensed nursing staff will be :
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indicating he would like to be resuscitated in tho
event of a cardiac or raspiralory arrest. This
document was dated 3/18/13.

A review of the Medication Administration Record
(MAR) indicated that ot 10:00AM on 4/11/13,
residant # 1's oxygen saturation was 80% on 4
liters/rninute of oxygon using a nasat cannula,

A raview of the medical record Indizated that
souting vital signs were taksh on 4/1/13 al 12:20
PM. Resident #1's vilal signs at that time wore ns
follows: biced prossurg 132784, pulse 110,
respirations 20,

A nursing note written by nursa #1 Indlcated that
rasldent #1 was ohserved at or around 2:30 PM
siumped over In his chair, Ho was clammy with
an oxygen saturation of B1%. The nursing note
did not Indicals If his oxygen was ln uso at the
timo ha was found. Ha was given a breathing
realment and his oxygen saturation Increased lo
95% on 4 lilers/ minutes of oxygen uslng a nasal
cannula. Resident #1's vital signs wero as
follows; blood pressure 82/60 (low), pulse 78,
resplration 48 (slevatod) and temperature 87.9 F,
Tha nursing note lndicaled resident #1 refused to
go 1o hospital for evaluation and ho did not want
his family notified. The nursing note also
Indlcated thot the director of nursing (DON)
assossed resident #1 and the physiclan was
notified.

A review of the Shuational Background
Assessmoent Recommendation {EBAR) form
dated 47113 indicated nurse #1 reporied that
resldent #1 was cyanotic (blue or purple
discoloration of the skin), short of breath and

(a1 SUMMARY STATEMENT OF DEFICIENCIES ]
PREFEX {FACH DEFIGIENCY MUST BE PRECEDED BY FULL PHEFIX {EACH CORREGTIVE ACTION SHOULD e COMPLETION
TAG REGUEATORY OR LEC IDENTIFYING INFORMALION) TAG CROS3G-REFERENCED YO THE APPROPRIATE LATE
: DEFICIENCY)
F 157 | Continued From page 2 F 167 '

in-serviced by the DONor
appropriate designee regarding
the following: .
FTag 157; Notificatlon of Change
Facility policy on Change in .
Resident Status which includes
notification of physician,
Validation Checklist for Netification Ll" \q,tj
of Changes, and Documentation .

of Notiﬂcation)en 04/19/2013

Any licensed staff member who
has not been trained as of
04/19/2013 will not be allowed to
report for duty until training is
complete, This information will be
included as addlitional training in’
Heensed nursing orientation and
annual re-orientation.

All CNAs and Med Aides were
in-serviced by the DON or
appropriate deslgnee on Netification L{_,H« ¥
of change in resident condition
04/19/2013. Any CNA or Med
Aide that has not been trained as
of 04/19/2013 will not be allowed
10 report for duly until training Is
complete,
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24 hour nursing reports will be
F 157 | Continued From page 3 F157 i by th s
ardous. The SBAR form indicated the physician reviewed by the supervising
instructad tha staff to observe rosident #1 and or charge nurse each shift for
monitar his vital signs. This form Indicated the identification of proper
DON was aware of the physician's directiva at e .
230 PM. notification of physician and L \ A3
resident representative as needed E%,\ﬁ
The medication administration record (MAR) o . v
dated 47413, indicated that at 4:34 PM, residont and per facliity policy. Any o
#1 was not rasponsive enough lo take his discrepancies In notification will |
medications. The MAR noted hat the medication be corrected by the supervisin :
> 0
aido (MA) #1 notified nurse #2 of hls chango of v P gor
conditton. charge nurse reviewing the 24 hour -
Arevd | esident dica A indicated report, 04/05/2013 and ongoing.
raview of rasldent #1's medical racord Indicate , .
no ongolng assossmant from approximataly 2:30 Validation Checklst will be utilized
Pit until approximately 6:15 PM when emergency by the nurse in charge of the
modicat sorvicas (EMS) was nolified, _ Fharg was resident with a change in condition
no evidence of any ongoing assessment of L. ) )
rasident #1's rospiratory of mental statug requring PhVS'Cmn and resident
changes. representative for a period of 4 weeks, 197
According to the EMS report, on 4/1H3 at beginning 04/05/2013. L!"
approximately 6:15 PM, tho call came into the F-157 Notlflcation of Chanee :p
department and thay arrived on the scene at 6:27 will be cond ge audits D{\ ‘\
PM and cardio pulmonary resuscitation (CPR) nducted by the DON, or
was i progress by facllity staff. Resident#1 was appropriate designee weekly x 4 weeks
found without a pulse, not breathing and monthl ) !
unresponsive. His skin was cold to the touch. | ¥ X2 months, quarterly x 3
Resident 71 was pronounced dead at 6:45 PM, quarters, and as needed.
in an intandew on 444713 at 12,11 PM, nurse #1 24 hour reports will be reviewed
stated that on 4/1/13 at approximately 2:30 PM he facllity administrative :
sho asked the DON to faok at resident #1 by the faclity ‘
becauss she wanted to send him oul but he team % x per week x 4 weeks for
refusod o go to hospital. Nurse #1 staled thal the compliance with plan as stated -
DON stated the hospltal could not do anything for b d Validati f
resident #1 that the facility coutd not do. The above and Validation o
DON Instructed nurse #1 to nolify the physiclan, Notification forms during Mornlng
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¥ 167 | Continued From page 4 F 1571 Meeting. Non-complance will be

Nurse #1 statod that she completed a SBAR
report with the physician instructions to observe
resident #11 and monitor his vital signs and noftify
hien for ¢hanges in his respiratory or mental
stalus. Nurse #1 siated thal the DON and nurse
#2 who was the 3-11 shift nurse, were present at
the nursing station when the physiclan was
nofified. Nurse #1 stated sho also repored to
nurse #2 In her shilt ehango ropori the physician '
5 instrcctions, Nurse #1 stated resident #1 was a
full code and she did not fest comfortable with tha
BON and physiclan ' s instruction, Murse #H could
not recall if sho spacifically stated that resident #1
was cyanolic of a full code bid thal she thought
she did. She stated the SBAR form indicated that
resident #1 was found cyanollc and his code
stalus,

In an Interview on 474713 at 1:30 PM, nursing
assistant (NA) #1 stated on 4MA13 &t
approximately 2:45 PM, she saw resident #i1 In
the bed, Sha said ho had a mask on his face
recaiving at breathing treatment. She staled ho
removed that mask and stated he couldnt
breathe. NA #1 told him 1o keep trealmant in
place. NA #1 stated she did not go back into
residant #1 ' s room bacausa her shift endod at
3:00 PM and she reported off fo the NA #2 who
was o work with resident #1 on 2nd shift.

in an interview on 4/4/13 at 2:00 PM, the DON
atated that nurse #1 asked her to look at resident
#1. She sald he was In the bed with a brealhing
treatment In pregress when she antersd the
room. She said he was in 8 hospital gown and be
was wat with urina and that this was ynusual for
rasidant #1. She stated she instructed nurse #1 to
check resident #1 for an impaction. She

discussed during this meeting with
immediate notifications made as
needed and the nurse {s) responsible L/A \d
for any non-compliance re-in-serviced | ¢/
and disciplined by the DON or
appropriate designee. The review of
the 24 hour repart will be continued
with a minimum of weekly reviews

¥ 3 weeks, monthly reviews, x 2
months, followed by quarterly x 3
q’uafters, and as needed, ongoing.
Review of the Valldation reports wiil
be reviewed 5 days per week by the
Facility Administrative Staff during
Morning Meeting x 1 week, followed
by weekly x 3 weeks, followed by
quarterly x 3 quariers, and as

needed, ongoing.

' i
Review of Notification of , L[“H&/U

Change Audits will be reviewed !
by the facility Administrative Stalf
during Morning Meeting weekly

x 4 weeks, monthly x 2 months, '
quarterly X 3 quarters, and as needed,

o™
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F 157 | Continued From page & F 157 ) . )
. . This plan and its outcomes will be
instrucied nurse #1 to adminisier a suppository,
The DON stated she ansured residont #1°s head ) reviewed by the QA comimittee
of his bod was up and his oxygon was in p?a‘ace. during the monthly QA meeting,
The DON statod nurse #1 calied the physician o .
around the ime of shift changa, The DON statod Any deviations of the plan will be
awareness of resident #1°s code status. The DON examined using a RCA approach to

slated she did not aclually assess résident #1 but

rather was presond dusing the impaction romoval the Issue and amendments to the

by nurse #1. Tha DON siated awareness of plan as needed. This review, : L;a } 7"}}
rasidont #1's vital signs. She slated she stayed In iy PO,
the room while e was cleanod up and snsurag outcomes, recommendations, \'i\ﬁ
his oxygen was in place and the head of his bed and monitoring will be included {‘)Y\DISG

was up. The DON stated she was at the nursing

in the facilt meeting minutes.
station when naurse #1 notified the physictan. Sho v QA &

could not racall if nurse #1 made the physician Any changes to the plan above will
aware of resident #1 full code status. The DON : be documented in the QA meeting
stated she not make contact with floor staff again \ .

prioe to teaving work that day arcund 6:00 PM. minutes, appropriate staff re-in-

serviced to changes in the plan,
In an Interview on 4/4/13 at 3:00 PM, modication A h e de to the ab
aide {(MA) #2 stated she went lo see resident #1 ny changes made to the above .
at the beginning of her shift. Sho slalad resident plan will require the monitoring of

it was thrashing ab(?ut In tha bed and ‘unabln {o such changes to begin at the Initial
raspand to her questions. She stated his oxygen

was In place at the time. MA #12 stated she review schedule of 5 days/week x 1
relurned {o the nursing sial!on and staled she week; weekly x 3 weeks; monthly x 2
thought resident #1 was dying. MA #2 statad the )

DON, purse #11 and nurse #2 were standing at the months, quarterly x 3 quarters, and
nursing station and no nurse went to tha room as needed,

with hers to soe rasident #1. MA #2 asked nusse
1 it they wore sanding him to the hospital, Nurse
#1 told har that the DON told hor not to send him
out. Nurse #1 stated the physician told tham to
monitor for any furthar decling in his condition
and call him back. MA #2 stated that al 4:34 P\,
she fried to give resident #1's his scheduled
madication but he was not responsive enough to
take his medicine. She stated sho told nurse #2

FORM CRAS-2087{02-59) Pravious Varsions Gbsolels Eveni ID;LI7P11 Focitty ID: 923402 Hf continuation sheet Pago 6 of 27
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' abeut resident #1's change In condition. MA #2
statad nurse #2 did not go Lo the room 1o assoss
rosident #1 to her knowledge. MA #2 stated that
around 6:15 M, she heard a code anneunced
and sha rosponded to resident #1's reom to find
the MIDS nursa initiating CPR.

On 4/8/13 al 11112 AM, In a lelephona interview,
NA #2 siated that on 41113 around 3:00 PM, NA
#1 told her that residen! #1 had nol baan himself
all day and she needed to keep an eye on him.
NA #2 statod she was not instructed to gel any
vital signs or what conditions she was to notify
nurse #2. NA #2 stated sha was told to "keap an
eye on him by nurse #2. NA#2 stated she want
{0 room to see resident #1 and noted that he
appeared o be in distress. She describod
dislress as uncomiortabla, moving around in bed,
unable abls to responds to her questions and
gasping for breath. NA #2 stated resldonl #1's
head was off of the pillow and she put his bed
back on pillow. NA #2 was unsure if his oxygen
was in place. NA #2 loft room bud she continued
to check on resident 1 every 30-40 minutes, NA
#2 stated at dinper lime, she was passing trays
and got to his room and she noted he looked
worse. She stated rasidont #1 was unconscious,
was not breathing but stil warm, NA #2 stated
she went to the doorway and called for a nurse.
The MDS nurso and MA #2 came to the room
and started CPR. NA #2 got tho crash cart. NA #2
stated that nurse # 4 also responded to the room
and nurse # 2 called 911,

in 2 telaphone interview on 4/4/13 at 3:20 PM,
nurse #2 staled that nurse #1 asked DON to look
at resident #1 around shift change so nurse #2
alse wont into the room to ses resident #1 since
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she was golng to ba caring for bim that shift,
Nurse #2 said he was gasping for air with his
oxygen in place. His eyes were open but he was
not responsive. Nurse #2 said she was instrucied
to monitor rosidont #1 for worsening in his
condilion and call tha physician for futher
decling. Nurse #2 stated she was aware that
residant #1 was a full code, She stated that she
want to the room around 4:15 FM 1o check the
btood sugar of the room inale, and that thers was
no changs in his condition at tha time. She stalad
he was still gasping for air and writhing about in
{he bed. Nurse 2 sald that around 8:00 PM or sa,
the MDS nurse told her that residentiH was not
looking good. The MDS nurse reported to her that
rasident #1 was lasa responsive, pale and
breathing sporadically, Nurae #2 said sho did not
go look at resident #2 but rather called the
physician, The physician gave an order 1o send
rasident #1 out to the hospital but he apparently
he went info rospliratory arrest and CPR was
slarted. Nursa #2 stalad she did not chart any
changes in condition because nona occurred until
he coded around 6:15 PM.

In an Intoerview on 4/4/13 at 1:60 PM, the MDS
nurse stated thal i was around 6:00 PM or s¢
when NA #2 motionsd for her o ¢ome to roonn,
Sha stated rasident #1 was lylng on slde gasping
breath, His oxygen was in place. She porformed
a stomal rub without a reaction. Residont #1 had
no pulse 80 sha called a code and told NA#2 io
get the crash car. The MDS nurse stated that
sha fslt resident #1 should have been sent him
out sarlier that day sinco be was a full code and
he was having trouble breathing. She sald ovan
though he didn't want fo go, she fell raslden! 31
was not mentally in any condition to make &
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rational decision, She stated sha did not Lhink
anyona was taking his vital signs and was aware
the physician told the ataff to monitor his
condition and call him for any changes.

I g telephons interview on A/4/13 at 2:30 PM, the
physiclan recalled getting a phone call on 4113
about resident #1 being in respiratory distress
and that he rafused to go to the hosplial. The
physiclan recalled that nurse #1 stated she
administered his ordered breathing reaiment
whon ha was found slumpad over in the chalr
hesause 15 oxygen saturation rale was 81%. The
physician slated awarenass that his oxygen
saturation rate want up o 95% on 4 fiters/minute
of oxygan. The physician could not reécall if the
staff at the facility informed him that resident #1
was a full cods bul he knew thal resident #1 was
his on responsible party and thal he thought he
was a Do Not Resuscitale (DNR). He recalled
ihat rasident #1 was alraady en 4 liters/minutes of
oxygen and stated that was as high as he could
go. He recalled telling the staff to monitor his vital
signs and resplratory status, The physlclan was
unabie to recall if he was called again that day
aboul resldent #1, *

in a telephone interview on 4/4/13 at 6,00 PM, the
physician stated he did not give specific arderss
bt if resident #1 was oxporencing respiratory
distrans, ha would have axpectad thanurses o
assess his breathing and resplrations, vilal signs
ang called him for any changes in his breathing,
reeplratory status or changes In his mental status,
The physician stated he thought he recelved a
sagond call that afternoon asking Yo send him out
1o the hospital and he told them send him oul for
avaluation. The physician stated he was unsure
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of ime of the second call,

On 4/6/13 at 10:30 AM, the administrator stated
haer expectation would have bean that when
resldont #i's respiratory and mental st“alus
changed, the physlcian would be notified and sent
1o the hospital for evaluation given the
sariousness of his condition and vilal slgns.

The adminisirator was netifiad of the immadiate
joopardy on 4/6/13 and 1:00 PM,

What corrective action wili ba accomplished for
thase residents alfected by tha deficiont practice?
-Resident #1 expired in the facility on 04/0172013.
Raviow of the resident record Indleates the
rosident was his own responsible party and
raquested that his family not be notifiad of his
changa in condiion and he declined offers of
hospitatization. The record Indicaled the
physlcian was notified of the resident ' s chunge
in condition andt his desire not to ba hospitatized.
The physiclan indicated to continue {o moniter the
rasidont although the option of hospitalization was
daclinad by the resident.

-The Direclor of Nursing was terminated by the
administrator on 04/05/2013,

What corractive action will be accomplished for
those residents having potential to be affected by
the same deficient practice?

-The facllity has determinad that all residents
have the potentlal {o be affected bul gurrantly,
aftor raviow of 24 hour shift reports, therg is no
evidance of any deficieni physician or restdent
representative communication on 04/04/2013.
Whal measures will be put Into place or systemic
changas will be made to ensure that the deficient

F 157
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practice will not aceur? '

-All Hieensed nursing staff have bren assigned
on-line laarning coursa " Effective
Communleation ™ whigh includaes the SBAR lool
for communication {o the physician, 04/05/2013.
-Alt licansad nursing staff will ba in-servicad by
tha DON or appropriate dosignae ragarding the
following and atltached. F Tag 157: Nolification of
Change, Facility policy on Change in Resident
Siatus which includes notification of pliysician,
Valigation Chacklist for Nofification of Changes,
and Documentation of Notification on 04/05/2013,
ongoing,

-Any licensed staff member who has not been
tralned as of 04/05/2013 will not be allowed to
report for duty unlil lraining is complete.

-Thiz information wlil be included as additional
\raining in llcansed nursing orientation and annual
re-oriantation.

-24 hour nursing roports will be reviewed by the
supsrvising or charge nurse each shift for
identification of proper noftification of physician
and resident represantative as neaded and pet
facility policy. Any discrepancles in notification
will be corrected by the suparvising or charge
nurse raviewing the 24 hour report, baginning
04/05/2013 and ongolng.

-Validation Checklist wil! be ulilized by the nurge
in charge of the rasident wilh a ¢change in
condition roquiring physician and residant
rapresentative for a pariod of 4 waoks, beginning
04/05/2013, N

-F-157 Notification of Change audiis will be
conductad by the DON, or appropriate designoo
weskly x 4 weaks, monthly x 2 months, quarterly
% 3 quarors, and as nesded, )

How will performance be monitorad and how
often?

167
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SUMMAIRY STATEMENT OF DEFIDIENGIES

-24 hour reports will be reviewed by the facility
administrative team 5 x per waek X 4 weaks [or
compliance with ptan as staled above and
Validation of Nofification forms during Moriing
Maating. Non-compliancs will be discussad
during this meeting with immodiate netifications
mude as neaded and tho nurse (s} responsible
for any non-compliance re-in-servicad and
disciplinad by tha DON or approprdle designee,
The reviaw of the 24 hour repor will by continued
with a minimum of weekly reviews x 3 weeks,
maonthiy reviews, X 2 months, followsd by
quarerly x 3 guarters, and as neadod, ongolng.
-Raview of the Validation raports will be reviswed
5 days per week by the Facility Administeative
Staff during Morning Maeting x 1 week, followed
by waeekly x 3 weeks, followed by quartarly x 3
quariers, and as needed, ongoing.

-Reviaw of Notification of Change Audits wili be
reviewod by the facility Administrative Staff during
Mormning Meating weokly x 4 weeks, followed by
manthiy X 2 moaths, followed by quarterly x 3
quariers, a as needad, ongoing.

-This ptan and its outcomes will be reviewed by
the QA commitiea during the monthiy QA
moeting. Any daviations of the plan will be
aexarnined using a RCA approach to the Issue and
amendments lo the plan as needed, This review,
outcomas, racommandalions, and monitering wilt
be included i the facilily QA meeting minutos.
Any changes to the plan above will be
documaniad In the QA mesting minutes,
appropriate staff re-In-serviced to changas In the
plan. Any changes mada to the above plin wil
raquire the monitoring of such ¢hanges to begin
at the inillal review schedule of & daysfweek X 1
week; weskiy x 3 wooks; monthly x 2 months,
quarterdly x 3 quariers, and as needed.

&

{X4) 10 0 PROVIDER'S PLAN OF CORRECTION )
PREFI {EACH DEFICIENCY MUST DE PRECEDLD BY FULL PREFIX {EACH CORRECTIVE ACTION SHOWD BE COWPLETION
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Continuad From page 12

On 4/5/13 al 7:30 PM, verification of the cradibla
allagation was avidencod by interviaws of direct
care nursing staff related 1o the notification of a
chiange In a residents’ stalus, communigalion with
the physician ulillzing the SBAR tool, review of
the 24 hour report 1o Identify concerns for the
physiclan to be made aware. Tho nufses wote
aware of the validation chacklist for ali current
resklents with any noted changes Iy condition.
483.25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

Each resident must recalve and the Tacility must
provide the necessary carg and services to attain
or maintain the highest practicable physical,
mental, and psychosccial well-belng, in
accordanca with the compranhensive absassmant
and plan of care.

This REQUIREMENT is not metf as evidenced
hy:

Basad on staff, physiclan Interviews and record
reviow, the faciility failed 10 assass and monitor a
rosident oxperiencing a significant change in
condition {respiratory distrass) and failad 10 seek
medical intervention for a resident In respiratory
distress in 1 of 3 residents sampled with &
change In condition {Resident #1).

Immediale Jeopardy bagan on 41713 and was
identified on A/5/13 at 1:00 PM. immediate
Jeopardy was removed on 4/6/13 at 6:30 PM
when the facllity provided a cradible aflegation of
complianca. The facility will remain out of
compliance at a scope and severity fevel of D {no
actual harm with the potential for more than

F 157

£ 309

Resident #1 expired on
04/01/2013

It is determined that all
residents have the potential
to be affected.

Audit of all residents advanced
directives was conducted by the
social worker to determine the
accuracy of such directives as
compared to the wishes of the
individual resident, as cognitively
appropriate on 04/05/2013

A review of the 24 hour reports
was completed by the DON, or
appropriate designeeg, on
04/04/2013 there is no evidence
of any defictent physician or
resident representative

L&,G'O
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mitnfmgt harm that is not immediate jeopardy).
The facllity was In the process of full

Implemantation and monitoring their comrective
action. .

Findings Included;

Resident #1 was admitted to the facility on
3118113 with diagnoses of End Stage Chranic
Obstructive Pulmonary Disease {COPD) and
Emphysema,

The admission Minimum Data Set (MDS) dated
3/26/13 Indicated that rosldent #1 had no short
term or Jong term msmory problems and no
docurnenied behavioral problems. Ho was coded
as cognitively intact and the MDS indicated that
ha dependad extensivaly on staff for all of his
activitles of daily living, Resident #1 was not
coded as having 6 prognosls of loss than 6
months life expectancy. Resident #1 raguired
continuous oxygen st 4 litars/minute using a
nasal cannula.

A review of resident #1's medical record Indicatod
that he was his own responsible party and signed
his admission paperwork (o Includs the Code
Stalus Resuscitation RequastOrder form
indicating he would like to be resuscitated In the
avent of a cardlac of raspiratory arrest. This
dacumeant was daled 3/18/13.

A review of tho physlcian orders indicated that
rosident #11 was to recelve a bresthing troatmont
every four hows, There ware no medicalions or
breathing treatmants ordered that couid have
been gliven as needad for shortness of breath.

STATEMENT OF DEFICIENCIES 1) PROVIDERSUPPLIERAGLIA (X2 MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION RUMBER: COMPLETED
A BUILDING
G
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DEFICIENCY)
F 308 | Continued From page 13 F309  communication or lack of

assessment by nursing staff for
resldent’s requiring such
Interventions

All licensed nursing staff willbe
re-in-serviced by the DON, or
appropriate designee, as to the
standard criteria for monitering
resident’s condition as listed below,
but not limited to: VS (Temperature,
Pulse, Respirations, Blood Pressure,
Pulse Ox}, Level of Consciousness
and Responsiveness, Level of
Cognition, 04/19/2013

Any licensed nursing staff

who has not been in-serviced as of
04/19/2013 wili not be allowed to

report for duty untll tralning Is
complete,

Alt licensed nursing staff will be
re-in-serviced on Documentation
Standards by the DON, or
appropriate designee 04/18/2013

A
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A raviaw of resldant #1°s bowot rocord indicatad
thal resident #1 had 2 stool on 3/31/13 dastribed
at medium and soft formed.

A reviow of the Medication Administration Record
{MARY) indicated that at 10:00AM on 4/1/13,
resident #1's oxygan saturation was 80% on 4
litara/minute of oxygen uaing a nasal cannula,

A raview of Ihe madical record Indicated that
routine vilal slans were taken on 47413 al 12:20
PM. Resident #11's vital signs at that time were as
foliows: blood pressure 132/94, puise 110,
raspirations 20,

In a nursing note wrilten by nurse #1, she-
indicatad that resident #1 was observed at or
around 2:30 PM slumped over In his chair. He
was clammy with an oxygen saturation of 81%.
The nursing note did not indicate If his oxygen
was In use at the Hme he was found. Ha was
glvan a bragthing freatmant and his otygen
saturation increasaed o 95% on 4 iiters/ minules
of oxygen uslng a nasal cannula, Resident #1's
vital signs were as follows: blood pressure 82/60
tlow), pulse 78, respiralion 48 (slevatdd) and
tomperaturg 7.9 F. The nursing nole indicated
rosidont #1 refused to go to hospital for
avatuation and he did not want Ms family notified.
The nursing nole also indicated that the director
of nursing {DON) assessed resident #1 and tho
physician was notified,

On 471443 al 2:30 PM, nurse #1 completed &
Sitwaiional Backaround Assessmenl -
Recommendation (SBAR) form. This form
indicated nurse #1 roportad to the physiclan thal
rasilant #1 was cyanotic {blue or purpte

in-serviced by the DON or
approprlate designee regarding
the following! '

F Tag 309: Quality of Care,

Factlity Policy on Change in
Resident Status which includes
natification of physiclan,
Validation Checklist for Notlfication
of Changes, Practice Guideline for
Notification of Changes,
Documentation of Notification,
4-19.2013,

Any lcensed nursing staff who
has not been in-serviced as of
04/19/2013 will not be allowed
to report for duty until training is
complete,

This information will be included
as additionat training in Heensed
nursing orientation and annual
re-orientation.

For applicable residents
{those In need of targeted
monitoring) 5% chart audit of
nursing documentation whl be
conducted daily x 5 days,
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colaration of the skin), shor{ of breath and
anxious, This form Indleated that the he physiclan
tnstructed the staff to observe residant #1 and
monitor his vital slgns. This form indicated the
DON was awaras of the physician’s directive,

Tha medication adminlstration record (MAR}
dated 41113, indicated that at 4:34 PM, reskient
#1 was not responsive onough to tako his
mediciiions. The MAR noted ihal tho madication
aide (MA) #1 nolifiad nurse #2 of his chango of
condition,

A reviaw of rasident #1's medical racord Indicated
no ongoing assessmant from epproximately 2:30
PM until approximataly 6:16 PM when'emaigency
medical services (EMS) was nolifisd. There was
no evidence of any ongoing assessment of
rosident #1's respiratory or mental status
changes.

According to the EMS report, on 4/1413 sl
approximately 6:15 M, the call cama into the
departmant and thay arrivad on the scene at §:27
P and cardia putmonary resuscitalion {CPR)
was in progress by facilily stafl, Resident#1 was
found without & pulse, not breathing and
unresponsive. His skin was cold {o the touch,
Rasidont #1 was pronounced dead at 5:45 PM,

In an Interview on AM4/13 at 12:11 PM, nurse i1
statad that on 414/13 at approximately 2:30 PM,
she and MA # 1 assisted rasidant #1 In getting in
tha bed, Nurse #1 stated she asked the DON to
look ai resldant #1 because she wanted to send
hirm out but he refused to go to hospital. Nurse #1
stalad that tho DON stated the hospital could not
do anything for resident #1 that the facility could

months, quarterly x 3 guarters.
Beginning 04/05/2013, and ongoing,
This audit will 1dentify the validation’
through documentation of
manitoring apphcable resident’s

condition and related notification

of physician and resident
representative as appropriate.

24 hour reports will be reviewed

by the facllity administrative team

5 X per waek x 4 weeks for
compliance with plan and Validation
of Notlfication forms during Morning
Meeting, Non-compliance will be
discussed during this meeting with
immediate notifications made as
neaded and the nurse{s) responsible
for any non-compliance re-in-serviced
and disciplined by the DON or
appropriate deslgnee. 04/05/2013 and
ongoing,
The review of the 24 hour report will

be continued with a minimum of weekly

reviews X 3 weeks, monthly reviews
% 2 months, quarterly reviews x 3
quarters, and as needed, '
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not do. Nurse #1 stated the DON Instructed her to
chack resident ##1 for an Impaction. Nurse #1
stated the DON stated " did you evar think that
was his problem? " Nurse #1 stated sha checked
residant #1 for an impaction and there was noted
medivin amount of hard stool removed. A
supposttory was administered afler the slool was
ramoved. Nurse #1 stated did not chgek rasident
#H's medical record 1o sea if ho had a sacont
howel movement. She stated she called the
physician and completed a SBAR raport with the
physician Inslructions to observe resldent #1 and
monitor his vital slgns and 1o notify him for
changes In his respicalory or mental status. Nurse
#11 ¢ould not recall if she informad the physician
of dis-impacting residont #1 and administraling a
supposilary, Nursa #1 stated that the DON and
nurso #2 were presant at the nursing station
when the physician was noliflad. Nurse #1 stated
she also reporied to nurse #2, the 3-11 shift
nurse, in her shift changs raport the physician' s
instructions. Nurse #1 stated resident #1 was a
full code and she did not fesl comforiabla with the
DON and physician ‘ s instruction, Nursa #1 could
not recall if she spacifically statad that resident #1
was a full codo but that she thought she did. She
stated his code status was indicated on the EBAR
form. Nurse #1 stated she could not recall if
nurse #2 want to the reom to observa resident #1
priof to her teaving the faciily at the end of her
shift, '

In an Interview on 44113 al 12:20 PM, madication
aide #1 (MA]} stated she helped assist nurse #1 in
gelting rosident #1 into the bed on 41713 at
approximately 2:30 PM. She stated resident #1
refused {o go to the hospltal so nurse #1 wont lo
talk to the DON. Nursing assistant #1 came {0 her

and Notlfication of Change Audits will

he reviewed by thé facility '
Administrative Staff during Morning
Meeting weekly x 4 weeks, monthly,

x 2 months, guarterly x 3 guarters

and as needed, 04/04/2013 and ongoing.
This plan and its outcomes will be
reviewed by the QA commitiee during
the monthly QA meeting, Any deviations
of the plan will be examined using a

RCA approach to the Issue and
amendments to the plan as needed.

This review, outcomes, recommendations
and monitoring will be included in the
facility QA meeting minutes. Any
changes to the plan above will be
documented In the QA meefing minutes,
appropriate staff re-in-serviced to
changes In the plan, Any changes

made to the above plan will require

the monitoring of such changes

to hegin at the Initlal review schedule
of 5 days/week x 1 week, weekly x 3
weeks, monthly x 2 months, guarterly

X 3 quarters, and as needed,
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in rosident #1' s room and {old her anothar
rasident requested a pain medication, MA #1
asked NA #1 to stay with resident #1. MA #1
stated sometime shortly after she retumed o her
medication cart, the DON approached her and
raquestad a Ducolax suppoesitory for raaidant #1,

In an interview on 4/4/13 at 130 PM, NA #1 stated
on 41713 at approximately 2:45 PM, she saw
rosidant i1 already in the bed, NA#1 staled MA #
1 asked her to stay wilh resident #1 untl nurse #1
ralurned. NA i1 staled resident #1 had a mask
on his face recelving at breathing treatmaent. She
stated he removed that mask and stated ha
couldn ' t braathe. NA #1 told him to keep
traatment in place. NA #1 stated that-once nuwse
#1 and the DON were in {he room, she lofi to
complata her rounds and report off to NA #2,

In an intarview on 4/4/13 at 2:00 PM, the DON
staled that nurse #1 asked her to look at resident
#1. Sho said he was in the bed with a breathing
reatment in progress when she enterad the
room. She sald he was in a hospltal gown and he
was wet with urine and that this was dnusual for
resldent ##1. She staled she instrucied nurso #1 to
chack rasidant #1 for an Impaclion, She
instructod nursa #1 to adminisler a suppository.
The DON siated she did not check the medical
record to see when resident #1 last had a bowel
movemeont.

The DON stated she ensured resident #1°s head
of his bod was up and his axygan was In placa.
The DON stated nurse #1 called the physician
around the time of shift change. The DON stated
awareness of resident #1's coda siatus. The DON
statod she did nol actually assoss resldent #1 bt
rather was present during the impaction removal

FORM CME-2557(02.59) Provious Varslons Obsalnle Event 1D LRI

Fachity 10: $73402 it eontinuation shewl Pege 18 of 27




PRINTED: 04/17/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVIGES OMB NO, 0838-0391
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUIBLIEIGLIA {X2) MULTIFLE CONSTRUCTION {X3) DATE SURVEY
ANDY PLAN OF GORRECHON IDERTIFICATION NUMBER: A BUILDING COMPLETED
. G
345484 BWING ,__ ) 04/05/2013
NAME OF PROVIDER OR SUPPLIER STREEY ADURESS, CITY, STATE, ZIP CODE
WOODLANDS NURSING & REHABILITATION CENTER ‘ 400 PELT DRIVE
: FAYETTEVILLE, NC 28301 )
XAy iy SUMMARY STATEMENT OF DEFICIENCIES e} PROVIDER'S PLAN OF CORRECTION (8
FREEIX {EACH DEFICIENCY MUSBT BE PREGEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE CORM E;mm
TAG REGULATORY O LEG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE BATE
DEFICIENGY)
¥ 3069 | Continued From page 18 £ 309

by nurse #1, The DON statod awareness of
rasident #1's vital signa. She slated she stayed in
lhe toom while ha was ¢leaned up and ensured
his oxygen was in place and the head of his bad
was up. The DON slaled she was at the nursing
station when hurse #1 notified the physlclan. She
cotdd nod recall if nurse #1 mada the physiclan
aware of resldent #1 fuli code status, The DON
agked nurse #1 if sha had ¢hacked resident #1
for an impaction becausa she wanted to be sure
that resident #1 was not balng sent out to the
hospital unnacessarily. The DON statod she fell
overwhelmed because of the acuily of the
rosidents being admitted {o the facilily and stated
she had to be suro a {rip t¢ the emergency room
was warranted. The DON slated she did not think
it was an emergency st the timo and falt thal the
staol evacuation would ba eHective In easing
resident #1's distrass. Tho DON siated she was
aware that nurae #1 was not satisfled with her
directive. The DON staled that could have
impacted her dedision not to return to the floor to
reassess the condition of residant #11. The DON
sigled she did not make contact with figor staff
again prior to leaving work that day around 6:00
PM.

In an interview on 4/4/13 at 3:00 PM, MA #2
stated sho went to sea resident #1 at the
beginning of her shift. She siated whan she saw
him, he was thrashing about in the bed and
unablo to respond o har yuestions. 'She statad
his oxygen was in place at the time, MA#2
stated she returnad to the nursing station and
slated she thought resident #1 was dylng, MA 2
stated the DON, nurse #1 and nurse #2 were
standing at the nursing station and no nurse want
10 the room with-har (o see resident #1, MA #2
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asked nurse #1 if thay were sending him 1o the
hospital. Nurse #1 told her that the DON iold her
not to send him out, Nurse #1 sfated the
physician told them to monitor for any further
decling In s condition and call him back. MA #2
stated that she was nol aware I nurse #2 wenl to
the room to ses resident #1. MA #2 stated that at
4:34 PM, she tried to glve resident #1 ' s bis
schedulzd madicalion but he was not responsive
onotigh to take his medicine. She staled sha told
nursa #2 about rasident #1's change In condltion.
MA #2 stated nurse #2 did not go {o the room o
assess resident #1 to her knowledge, MA #12
stated that around 6:15 PM, she heard a code
anncunced and she responded fo residant #1's
room to find the MOS nurse initiating CPR.

In & telephone interview on A/6/13 at 11112 AM,
NA #2 stated that on 4/1/13 around 300 M, NA
#1 told her that rasident #1 had not baen himsetf
all day and sho naedod 1o keap an eye on him,
NA #2 staled she was not instructed to get any
vital signs or what condilions she was to notify
nurse #2. NA #2 stated she was told to " keap an
aya on him " by nurso #2. NA #2 slated she wont
to room (o see resident #1 and noted that he
appeared to be In dislress. She described
distrass as uncomfortable, moving around in bed,
unable able to responds to hor quastions and
pasping for braalh. NA #2 slatad residenl #1's
head was off of the pilow and she pul his bed
hack on pillow, NA #2 was unsure If 1is oxygen
was in place. NA #2 left the room buil she
continued to chack on resident #1 every 30-40
minutas, NA #2 stalod of dinner time, sha was
passing trays and got to his room and she noted
he looked worse. She stated resident #1 was
unconscious, was not breathing but sfilt warm. NA
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12 stated she went to the doorway and called for
a nurso. The MDS nurse and MA #2 came to tho
recont and started CPR. NA #2 gol the crash carl,
NA #2 stalad that nurse # 4 also respondad (o tha
raom and nursa # 2 calied 911.

1 a telephone interview on 4713 at 3:20 PM,
nurse #2 stated thal nurse 111 asked DON to look
at resident #1 around shift change so aurse #2
also want info the reom o see resident #1 sinco
she was going to be ¢aring for him that shift.
Nurse #2 said he was gasping for air with his
oxygen In place. His ayas wore open but he was
not responsive. Nursa #2 sald she was
instructed fo monttor resident #1 for worsening in
his condliion and call the physician for further
decline. Nurse #2 slated sho was aware thal
resldent #1 was a full coda, She slated that she
want to the room around 4:16 PM to check the
bload sugar of the room mate, and that there was
nao change in his condition at ths tima. She stated
he was still gasping for alr and writhing about in
the bed. Nurse 2 said thal around §:00 PM or so,
the MDS nurso told her that resident #1 was not
locking good. The MDS nurse raporiad to her that
rosidant #1 was less responsivo, pale and
hreathing sporadically. Nurse #2 sald she did not
go leok al resident #2 but rather called the
physlcian, Tho physician gave an order {o sond
resident #1 out 10 the hogpltal but he apparently
he went inlo regplratory arrost and CPR was
staded. Nurse #2 staled sha did not note any
changes in condition from approximatsly 4:15 PM
when sho checked the room male blood glucose
levet and until he coded around 6:15 PM. Nurse
#2 stated she did not go and obsorve resident #1
after MA #2 told her ho was nol abla {o take his
4:30 PM madication. Nurse #2 stated sha did not
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recall if MA #2 reported that resldent #1 waos not
rasponsive, Nursa #2 indicated rasident #1 was
ordared a hreathing treatment avery hour hours
and his next one was dite at 5:00 PM and she
planned to administer the breathing treatment but
resident #1 coded beforo she got to administar i,

In an interview on 4M4/13 at 1:50 PM, the MDS
aurse stated that it was around 6:00 PM or so
when NA#2 molioned for her to come 16 room.
She stated residert #1 was lying on slde gasping
hreath, His oxygen was in place. She parformed
a starnat rub without a reaclion, Resident #1 had
no pulse so she called a codo and lold NA #2 to
get the crash carl. The MDS nurse stated that
she falt resident #1 should have bpan sent him
aut gartiar that day since he was a full code and
ha was having trouble breathing. She said even
though he didn't want o go, she felt resident #1
he was not mentally In any gondltion to make a
rational dacizsion. She stated she did not think
anyona was {aking his vital slgns and was aware
the physician told the staff to monitof his
condition and call him for any changes.

In an Intarviow on 4/6/13 at 3:30 PM, nurse #3
staled around 6:00 FM or 50 on 41713, a code
was announced on the overhead systen. $he
responded ta the room and tho MDS nurse and
MA #2 woro pedorming CPR. Once EMS anived,
they took over the ¢ode and pronounced resident
i1 doad at 645 PM,

In & telephone irterview on 4/4/13 at 2,30 PM, the
physictan recallad getting a phone call on 4/1/43
about resident #1 being in respiratory distress
and that he refused 1o go to the hospital. Tha
physlcian racalled that nurse #1 stated she
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administorad his orderod breathing freatmaont
whan he was found stumped over in the ¢hair
hecausa Is oxygen saturallon rate was 81%. The
physician stated awareness that his oxygen
saturation rate wenl up to 95% on 4 liters/minute
of oxygaen. Tha physiclan stated that bacauga his
oxygen saturation rate improved after the
breathing treatment, he fell observation was an
adequate intervention al the time. The physiclan
cotld not recall if the staff al the facility informed
him that residert #1 was a full code bul he knew
thal resident #1 was his own responsible party
and that ha thought he was a Do Noi Resuscitate
{DNR}. He recalled that resident #1 was already
aon 4 fiters/minates of oxygen and siated thatl was
as high as he could go. He reculled telling the
staff 1o monitor his vital signs and respiratory
status. The physiclan was unabla to racall if he
was called again that day about resident #1,

in a telephone Interview on 4/4/13 at 5:00 PM, the
physician stated he did not give spacific crders
but If resldant #1 was experiencing resplratory
distress, he would have expected the nurses {o
assess his breathing and respirations, vital signs
and calied him for any changos in his broathing,
respiratory stalus or changes in his mantal slatus,
Tha physician stated he thought he received a
second call that afternoon asking to send him out
lo tho hospital and ho told thom send him oul for
avaluation, Tha physician stated he was wnsure
of limoe of tha second call,

in an Interviaw on 4/5/13 al 10:30 AM, the
administrator stated her expectation would hava
bacn that when rosldont #1's resplratory and
mental status changed, the physiclan would be
nolified and sent to the hospitat for evaluation
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given the seriousness of his concition and vital
slgns.

The administrator was nolified of the immediate
jnopardy on A/5H3 and 1:.00 PM.

What correclive action will Be accomplished for
those residents aflectod by the doficient practice?
-Rasldent #1 oxpired on 04/01/2013 "

Whiat corractiva action will be accomplished for
those residants having potantial to be alfected by
the same deficient practice?

-itis determined that all residents have tha
potential to be affected.

-Audlt of all residants advanced direciives was
conduclad by the soclal worker to determine the
accuracy of such directives aa compared to the
wishes of the Individual resident, as cognitively
appropriate on 04/05/2013

-A raviaw of the 24 hour reporis was completed
by the DON, or appropriate designee, on
04104/2073 there is no ovidence of any deflcient
physician or residant representative
communication or fack of assessment by nursing
staff for resident’ s requiring such interventions

What measures will bo put Into place or systamic
changes will be made {o anstre that the deficient
practice will not ocour? ’
-Altlicensed nursing staff will be re-in-sarvicort by
the DON, or appropriate designee, as io the
standard ¢riteria for monitoring resident ' s
condition as listed balow, but not fimitad to; VS
(Temparatura, Pulse, Respirations, Blood
Pressura, Pulse Ox), Level of Consciousness and
Rasponsiveness, Leval of Cognition on
04/05/2013 and ongoing,

Any licensed nursing stalf who has not been

(X4} 1D SUMMARY S1ATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORRECTON o5
PROFIX (EACH DEFICIENCY MUST BE PRECEDED BY TULL PREFIX {EAGH CORREGTIVE ACTION SHOULD RE COMPLETION
TAG REGULATOMY OR LSC IDENTIFYING INFORMATION} TAG CROSSREFERENCED TO THE AFPROPRIATE oAte
' DBEFICIENTY)
F 309 | Continuad Fram page 23 F 308

FORM CI5-2567{02-09) Previous Vursipns Obsolole

Event ID LITP1L

Facfity 1. 923402

If continuallon shoet Page 24 of 27




PRINTED: 04/17/2013

PEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0838-0391
STATEMENT OF DEFICIENCIES {X5) PROVIDER/SUPPLIEIVELIA (X2} MULTIPLE CONSYRUDTION (X3} DATE SURVLY
AND PLAN OF CORREGTION IDENTIFICATION HUMBER: A DULDING COMPLETED
c
345401 B.WING o 04/05/2013
NAME OF FROVIDER OR SUPFLIER ’ STREET ADDRESS, GITY, STATE, ZiF CODE |

400 PELT DRIVE

LANDS NURSIN EHABIL EN
WOODLAN G & REHABILITATION GENTER FAYETTEVILLE, NG 26301

(X4} i) SUMMARY SIATEMENT OF DEFICIENCIES 173 PHOVIDER'S PLAN OF CORREGTION x5
PREFIX {EACH DEFIGIENGY MUST IE PRECEDED BY FuLL PREFIX {EACH CORRECTIVE ACTION SHOWLD BE COMPLETION
TAG REGULATORY OR LS IDENTIFYING INFORMATION) TAG CROS5-REFERENGED TO THR APPROPRIATE DaTE
NEFICIENGY)
309 Continuad From page 24 ’ F 309

in-serviced as of 04/05/2013 wilt not be affowed o
report for duty until training Is complete.

-All licensed nursing stall will be re-in-serviced on
Documentation Standards by ths DON, or
appropriate designes {ses aliached) on
04/05/2013 and ongoing. |
-All Heensed nursing staff will be in-serviced by |
the DON or appropriate designee regarding tho
following and attached: F Tag 309: Quality of
Care, Facliity Policy on Ghange in Resident
Status which includes nolification of physician,
Validation Checklist for Nofification of Changes,
Practice Guldeline for Notification of Changes,
Documentation of Notifleation, on 4-5-2013,

Any ficensed nursing staff who has net boen
in-servicad as of 04/05/2013 will not be allowed fo
repart for duty until tralning Is complete.

This information will ba included as additional
training in liconsed nursing orientation and annual
fe-ofiantation. .

For applicails rasidents (those in need of
largeted monitoring) 5% chart audit of nursing
dosumentation will ba conducted daily x 5 days,
followad by weakly x 3 weeks, followed by
manthly x 2 months, followed by quartarly x 3
quarers. Beginning 04/05/2013, and ongoing.
This audit will identify the valldation through
documentation of monitoring applieable residant *
s condition and ralated notification of physician
and resklent representative as appropriata, !
How will perforimance be monitorsd and how '
oftan? )

-24 hour raports will be reviewed by the facility
administrative team § x per woak x 4 weeks for
compliance with plan and Validation of
Notification forms during Morning Meeting.
Nor-compliance will be discussed during this
meeting with immediate nofifications made as
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nesded and the nurse(s) responsivlo for any
non-compliance ra-in-sorvicad and disciplinad by
the DON or appropriate deslgnee. 04/05/2013
and ongolng.

The review of the 24 hour repon will be continued
with & minimum of weskly roviews x 3 waeks,
monthly roviows x 2 months, followad by quartarly
x 3 quarlers, and as naedad.

Roview of Advancad Directives Audils, and
Notiflcation of Change Audits will be reviewed by
tha facility Administrative Staff during Morning
Maeling weekly x 4 weeks, followed by monthiy, x
2 months, followed by quartarly x 3 quarters and
as neodad, 04/04/2013 and ongoing.

This plan and its outcomes will be reviewad by
the QA commitiee during the monthly QA
mealing. Any deviations of the plan will be
examinad using a RCA approach {o the issue and
amendmants to the plan as needed. _!T‘his review,
outcomes, recommendations and monitoring will
be included in the facllity QA meeting minutes.
Any changes to the plan above will be
documeantad in the QA meeting minutes,
appropiiate staff re-in-serviced to chapgas in the
plan, Ongoing .

Any changes mado 1o the above plan will require
the monitoring of stich changes to begin al the
inittal review schedule of 5 days/iweek x 1 waeek,
weekly x 3 weeks, monthly x 2 months, quartarly
x 3 quailers, and as noeded. Ongoing

On 4/5/13 at 7:30 P, vorification of the credivle
allegation was evidenced by Interviews of direct
care nursing staff related to the notification of a
change In a resldants' status, communication with
the physician utilizing the SBAR lool, raview of
the 24 hours repori to identify concerns for the
physician to be made awaro. Tha nirses were
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awara of the valldation cheeklist for all current
residents with any notad ¢hanges In condition.
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