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further stated, "They told me this was my home,
and yet the aides come in my room without
knocking." Additionally, the resident stated staff
would often come into his room and adjusted the
furnace without asking his permission. Resident
#42 stated " every one keeps telling me this is my
home, so why do they (staff) just walk into my
room without permission? Would you allow
someone to come into your home and adjust your
furnace without your permission? Then why is it
okay for them (staff) to come in my home and
adjust or turn the heat off without asking me? If
he (the residents roommate) wants the heat
turned off that would be fine, but they (staff)
should ask my permission prior to adjusting the
furnace in my room."

In an interview on 12/20/13, Staff A stated staff
were aware of Resident #42's preferences
regarding the room temperature and the facility
has "have tried working with him on several
issues and we will continue to work with him to
resolve his concerns." Staff A stated that
because the resident often listened to his audio
book with headphones on, he was unabile to hear
the staff when they enter. Additionally, she stated
Resident #42's roommate preferred the room a
little cooler and staff would often adjust the heat
in order to try and accommodate both residents.

1 RESIDENT #11

Similar findings were found for Resident #11.
According to the 09/26/13 MDS, this resident was
cognitively intact and able to make her needs
known.
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This Plan of Correction is the center's credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it is required by the provisions of federal and state law.

Resident #11: Correction as it Relates to
the Individual: This resident’s preferences
will be honored by staff knocking on the
door, announcing their names and asking
permission to enter the room.

Protecting Residents in Similar Situations:
Clinical staff will be inserviced on protocol
for entering a resident’s room.
Measures/System Changes that will Occur
to Insure Sustained Solutions: Staff will be
monitored by the hall charge nurse, nurse
managers and other facility department
heads to determine protocol is being
observed. Audits will be conducted during a
90 day period and findings will be reviewed
by the QAPI Committee for 3 months to
ensure compliance.

Date Corrective Action Completed: 2 Feb
2014.

Person Responsible to Ensure Correction:
Director of Nursing Services or designee.
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#11 again stated staff usually did not knock prior This Plan of Correction is the center's credible
to entering her room and added " don't care for allegation of compliance.
that. Preparation and/or execution of this plan of correction
: does not constitute admission or agreement by the
F 279 '483.20(d), 483.20(k)(1) DEVELOP F 279| provider of the truth of the facts alleged or conclusions
ss=c | COMPREHENSIVE CARE PLANS set forth in the statement of deficiencies. The plan of

A facility 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 treatment

under §483.10(b)(4).

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review it was determined that the facility failed to
develop and/or revise comprehensive care plans
for five (#s 74, 7, 9, 6 & 11) sampled residents of
the 19 residents whose care plans were reviewed
in Stage 2. Failure to estabiish care plans that
accurately reflected residents’ care needs related

correction is prepared and/or executed solely because
it is required by the provisions of federal and state law.

(from pg 6)

F279—483.20(d), 483.20(k)(1) Develop
Comprehensive Care Plans

Resident #74: Correction as it Relates to the
Individual: This resident discharged 27 Sept
2013, prior to the survey.

Protecting Residents in Similar Situations: On
admission all residents will be assessed for
dehydration by a review of their diagnoses, by
an assessment of their skin turgor and mucous
membranes and, if indicated by above, a period
of monitoring intake and output. An At Risk for
Dehvydration care plan will be added to the
resident record when the resident is determined
to be at risk based on Nursing, Medical or
Dietary indicators.

Measures/System Changes that will Occur to
Insure Sustained Solutions: The Dietitian will
initially assess residents within 48 hours of
admission. The Dietitian will calculate
estimated fluid requirements and use pertinent
documentation to complete a comprehensive
assessment after 7 days. If the resident is
determined to be at risk for insufficient fluid
status, the At Risk for Dehydration care plan can
be initiated at any time. Weekly audits will be
completed by Nurse Managers to ensure the
care plan is being followed, the accuracy/
completeness of the fluid assessment tools
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In an interview on 12/20/13 at 8:50 a.m., Staff C
reviewed the resident's care plan and stated the
side rail CP must have been "thinned" from the
chart. She also stated the Impaired Skin CP
should have made reference to the side rail, but
did not. She stated one care plan directed staff to
"pad the positioning rail", but did not identify
which rail nor did it provide direction for its use.
Staff C stated the resident did not turn well and
holds on to the rail occasionally.

the resident's care plan did not include sufficient
information regarding the use of the side rails.

RESIDENT #11

Similar findings were identified for Resident #11
when, on 12/17/13 at 11:23 a.m., Staff B and C

identified the resident had a "positioning device"
on the left side of her bed.

Observation of the resident's bed confirmed a
side rail was in the up position on the left side of
her bed.

Review of a care plan for bed mobility, dated
04/12/13, revealed the resident required limited
assistance. The care plan went on to read "will
turn and position self with the assistance of one
person...". There was no mention or direction to
staff regarding the side rail.

The care directive located in the resident's closet
read "Transfer device: arco rail(s); assist x1...".
No specific instructions for the use of the side rail
were present for staff to follow.

Failure to ensure care plans were developed that

On 12/20/13 at 11:15 a.m. Staff C acknowledged
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This Plan of Correction is the center's credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it is required by the provisions of federal and state law.

positioning devices are in place as documented,
are still needed, and that the care plans and
care guides are accurate. Audits will be
conducted during a 90 day period and findings
will be reviewed by the QAPI Committee for 3
months to ensure compliance.

Date Corrective Action Completed: 2 Feb 2014.
Person Responsible to Ensure Correction:
Restorative Nurse Manager or designee.

Resident #11: Correction as it Relates to the

Individual: This resident’s care plan and care

plan have been updated appropriately to include
location, number and use of the device.
Protecting Residents in Similar Situations:

All residents with positioning devices in

- place have had their care plans and care

guides updated to ensure information is
provided regarding their location, number

and individualized use of the device.
Measures/System Changes that will Occur to
Insure Sustained Solutions: Staff will be
inserviced on how to request devices. They will
receive training in encouraging, and assisting
residents in the use of a positioning device.
Audits will be conducted during a 90 day period
and findings will be reviewed by the QAP!}
Committee for 3 months to ensure compliance.
Date Corrective Action Compieted: 2 Feb 2014.
Person Responsible to Ensure Correction:
Restorative Nurse Manager or designee.
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provided staff_specmc_ information regarding the This Plan of Correction is the center's credible
care and services residents were assessed to allegation of compliance.
require placed the residents at risk for unmet care
needs. Preparation and/or execution of this plan of correction

does not constitute admission or agreement by the

’ provider of the truth of the facts alleged or conclusions
F 285| 483.20(m), 483.20(e) PASRR REQUIREMENTS F 285 set forth in the statement of deficiencies. The plan of
ss=p| FOR Mi & MR correction is prepared and/or executed solely because
it is required by the provisions of federal and state law.

A facility must coordinate assessments with the
pre-admission screening and resident review
program under Medicaid in part 483, subpart C to
the maximum extent practicable to avoid
duplicative testing and effort.

A nursing facility must not admit, on or after
January 1, 1989, any new residents with:

(i) Mental iliness as defined in paragraph (m)(2)
(i) of this section, unless the State mental health
authority has determined, based on an
independent physical and mental evaluation
performed by a person or entity other than the
State mental health authority, prior to admission;

(A) That, because of the physical and mental
condition of the individual, the individual requires
the level of services provided by a nursing facility;
and '

(B) If the individual requires such level of
services, whether the individual requires
specialized services for mental retardation.

(ii) Mental retardation, as defined in paragraph
(m)(2)(ii) of this section, unless the State mental
retardation or developmental disability authority
has determined prior to admission--

(A) That, because of the physical and mental
condition of the individual, the individual requires
the level of services provided by a nursing facility;

and < < %
. .o e . 7
(B) If the individual requires such level of ¢ Zz =}
s
¢ %
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This Plan of Correction is the center's credible
. . . ! 1 ] .
This REQUIREMENT is not met as evidenced allegation of compliance
by: Preparation and/or execution of this plan of correction
Based on observation, interview and record does .not constitute admission or agreement by the
review it was determined that the facility failed to fe’;’;;ﬁ’ o the triah of the facts alleged or conclusions
ensure two residents (#s 45 and 53) who required oyontion e emared ancyor paeened solel pennire
a drinkable puree diet. were prowc}ed meals. ina it is required by the provisions of federal and state law.
| palatable manner. Failure to provide menu items -
separately prevented foods from h_aving a Is getting her courses mixed individually with
distinguishable taste and odor. This placed appropriate liquids. As the resident is nonverbal, .
residents at risk for less than adequate nutritional staff are mqnitoring for physical signs of meal
intake, weight loss and a diminished enjoyment of dissatisfaction and alternatives are being
their meals. requested as indicated.
Protecting Residents in Similar Situations: Staff
Findings include: assisting any resident with a drinkable
pureed diet have been inserviced and are being
Review of the facility's menu revealed the lunch monitored to ensure that the resident is
meal on 12/16/13 included salmon asparagus receiving courses mixed individually with
and brie quiche and green beans. appropriate liquids. Nonverbal residents are
v b.eing.monitored for physical signs of meal
Observation of lunch service in the Assisted dissatisfaction and alternatives are being
Dining Room on 12/16/13 at 12:17 p.m. revealed reduested as dicated.
. . i
Resident #45 received her entree. It was served ——LL——g—mSe::”;es tS.StZ";CI :." £ :’at will Occur to
on a plate with two distinctly colored and Caff ol be incorioed o :m:’;ea.::seewi" . d'°"st'h ”rs':gta;d d('jetary
portioned pureed food items. Staff E identified specific drinkable c:re:';iete t'j?d;.: a?). "
them as quiche and green beans. Staff E then pectric P guicelines. Lietary
. . . staff will prepare and serve the drinkable puree
scraped both food items into a mug, added milk diet rather than the NAC’s mixing at the tables
and mlxed it tqgether. She assisted the respent for improved control of palatability, texture and
to drink the mixture from the mug. Staff F mixed temperature. Weekly audits will be completed
Resndept #53's qu'_Che with milk in a mug and fed by the Registered Dietitian or designee for 90
the f‘?S'dent- At 12-42 p.m.,.Staff E put the _ days to ensure diet guidelines are being
Temamqer of ReS|d?nt #_53 s green beans and followed. Results of audits will be reviewed by
qunche in a mug, mixed it with milk and th?n fed the QAPI Committee for 90 days for compliance.
her with a spoon. At 12:48 p.m., Staff F mixed Date Corrective Action Completed: 2 Feb 2014,
Resident #45's pureed lemon bar with water and Person Responsible to Ensure Correction:
assisted the resident to drink the mixture. At Registered Dietitian.
12:52 p.m., Staff E was observed to do the same
for Resident #53's dessert. ,@é
@9‘
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Both Resident #53 and 45's tray cards directed
staff to "offer food in drinkable form." Review of This Plan of Correction is the center's credible
the resident's records revealed Speech Therapy allegation of compliance.
recommgnded th_e qunkaple puree format due to Preparation and/or execution of this plan of correction
each resident's difficu Ity with eating and does not constitute admission or agreement by the
swallowing. - provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
. . L . . correction is prepared and/or executed solely because
l?‘:lr)‘:élg rtgg:tehr;ra:frn;:;lg:r?tn;;;o:gdlt:?\i:re;ng * it is required by the provisions of federtlzl and state law.
ma_de on 12/1 8/? 3, when staff m')_(ed. pureed Resident #53: Correction as it Relates to the
spinach salad with warm bacon vinaigrette and Individual Staff assisting this resident with her
parmesan tomato halves with water. On 12/19/1.3 intake have been inserviced and are being
at 12:03 p.m. Staff F mixed the puree entree, a monitored to ensure that the resident is getting
roasted vegetable foccacia with roast red pepper her courses mixed individually with appropriate
hummus and the pureed vegetable, peas and liquids. As the resident is nonverbal, staff are
carrots, with milk and then fed Resident #45. monitoring for physical signs of meal
Staff F was observed to make the same mixture dissatisfaction and alternatives are being
for Resident #53. requested as indicated.
Protecting Residents in Similar Situations: Staff
Neither resident was able to respond to questions assisting any resident with a drinkable pureed
about their meals due to their cognitive loss. diet have been inserviced and are being
monitored to ensure that the resident is
In an interview on 12/19/13 at 2:00 p.m., Staff D, receiving courses mixed individually with
Registered Dietitian, stated she thought staff appropriate liquids. Nonverbal residents are
mixed food that was appropriate. She explained being monitored for physical signs of meal
staff know the residents and observe them for dissatisfaction and a}lternatives are being
facial grimaces, clenched mouths or any other requested as indicated. .
indication that they did not like the foods mixed. M&mm_cl‘ﬂzm—”_cm_fw
When asked how staff would differentiate Insure Sustained Solutions: Nursing and dietary
between a resident not liking a food mixture, not staff will be inserviced on the updated and
liking a specific food, and not wanting to eat, Staff specific drinkable puree diet guidelines. Dietary
D stated she did not know. When asked if any staff will prepare and serve the drinkable pl:ree
other residents were served their meal mixed ?'et. rather than the NAC's mixing at the tables
her. she stated no. or improved control of pa‘latatflllty, texture and
together, temperature. Weekly audits will be completed
. . for 90 days by the Registered Dietitian or
Inan mterv_lew on 12/19/13 at 2:15 p.m., Staff F designeeio eynsure dit guidelines are being
stated Resident #45 no longer opened her mouth followed. Results of audits will be reviewed by
when staff attempted to feed her. She stated the the QAPI Committee for 90 days for compliance.
resident would drink so staff created the puree .
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ss=E | RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE

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

counseled and received additional training
as to how to update any medical record as
well as when order clarifications are
required. All nurses are being inserviced on
the correct way to make changes on MARs
and TARs, and when and how to clarify any
confusing or conflicting orders. The results

Qg@@’n
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mixture. Staff F stated she mixed the red pepper This Plan of Correction is the center's credible
sandwich and peas/carrots because it was all allegation of compliance
vegetables, however she rarely mixed meat and Preparation and/or execution of this plan of correction
vegetables. She stated the decision to mix does 'Zm c;n;tirure Zdrfni;si«fm or :ﬁreezlent by tilze
H " proviaer of the trutn of the facts €gea or conci usions
separate .fOOd 'tems. defpends,,on the food. We try set forth in the statement of deficiencies. The plan of
to only mix approprlate_ OOC!S. When asked if she correction is prepared and/or executed solely because
thought the resident mlght like to taste the it is required by the provisions of federal and state law.
peas/carrots or sandwich separately, like other
residents were served, she did not respond. Date Corrective Action Completed: 2 Feb
2014.
In an interview on 12/20/13 at 11:05 a.m., Staff E Person Responsible to Ensure Correction:
stated she had "never thou:.;ht about it (the mixing Registered Dietitian.
of the food being an issue)". She explained she
wanted the residents to consume as much as
pqssible in the hour staff had to feed them, and F514—483.75(1)(1), Resident records —
mixing the food helped make t!'\at happen. She Complete/Accurate/Accessible
sta;ed sr;g juc:ged thtehr eSIdIent ? trr?athlich t.? food Resident #44: Correction as it Relates to
anc would get something eise It they didnt seem the individual: The resident’s MAR and TAR
to like what she gave them. When asked how she have been replaced by accuratel
would determine if a resident didn't like all the o oo AR P e sy
flavors muddied together as opposed to disliking r:"SC” € : s I"y;?“es lons
a certain food, she stated she had not thought about orders have been clarified.
about that. Protecting Residents in Similar Situations:
The current MARs and TARs were carefully
Failure to ensure food was served for all checked to ensure that conflicting or
residents in a-manner that maintained its distinct confusing orders were clarified and written
aroma, appearance and flavor placed residents at accurately.
risk of diminished enjoyment of their meals. Measures/System Changes that will Occur
. to Insure Sustained Solutions: The nurses
F 514 | 483.75(I)(1) RES F 514| who inaccurately transcribed have been
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The clinical record must contain sufficient
information to identify the resident; a record of the
resident's assessments; the plan of care and
services provided; the results of any
preadmission screening conducted by the State;
and progress notes.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review it was
determined that the facility failed to ensure clinical
records were maintained on each resident that
were complete and accurate. The facility failed to
ensure Medication Administration Records .
reflected current physician's orders;
Preadmission Screening and Resident Reviews
and care plans were accurate; consent forms
were signed; skin checks were accurate and that
staff documented notifications to the physician.
Failure to ensure clinical records were accurate
and complete prevented staff from ensuring
resident's needs were met.

Findings include:

Refer to:

CFR 483.20(d), (k)(1), F-279, Comprehensive
Care Plans :

CFR 483.20(m), F-285, PASRR

CFR 483.25(1)(1), F-329, Unnecessary
Medications .

RESIDENT #44

Review of monthly physician's orders revealed an
order dated 09/01/13 for staff to weigh the
resident three times a week, on Monday,
Wednesday and Saturday, as well as an order

This Plan of Correction is the center's credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it is required by the provisions of federal and state law.

of random MAR and TAR audits occur for 90
day and be reviewed by the QAPI
Committee for 3 months to ensure
compliance.

Date Corrective Action Completed: 2 Feb
2014.

Person Responsible to Ensure Correction:

DNS or designee.
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