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This report Is the result of an unannounced
Quallty tndicator and Extended Survey conductaed

at Providence St. Joseph Care Cenier on 8/3/13, . Th',S plan of cmfrectlon cons_titutes my
014713, 915113, 9/6/13, 90113, 9MD/M3, 911113, written allegation of compliance for the
8/12/13, and 8/18/13. A sample of 57 rosidents deficiencies cited.

was selected from a censtis of 114, The sampls
included 48 current residents and the records of 8 o )
former/and or discharged residents, However, submission of this plan of

correction is not an admission that a
deficiency exists or that one was citetl
correctly. This plan of correction is

submitted to meet established State and'
Federal Law.

The survey was conducted by;

SN A cministrator

The survey team is fron

Department of Sccial & Health Services
Aging & Long Term Support Adminlstration
316 W. Boone Avenue Sulle #170
Spokane, WA 98201-2351

e

Taiephona (559)323 -7302
()53

Dai
LA&ORATORYJECTOR' ﬁgRowr)stuppLIER REPRESENTATIVE'S SIGNATURE THLE "(XB) DATE
5, : P ;
s g - ;e . H
N4 — Al inis donidsr /v,/f p/is

Any deficiency statement ending with an aslensk (*) denotes & deficiency which the institution may be excused (rom comecting providing # s determinad that
other safeguards provide sufficlent protection to the patlents, (Ses fnstructions.} Excapt for aursing homes, tha findings statad sbove are disclosabls 80 days
fcllowing the dals of survey whether or not a plan of corection s provided, Fur nursing homes, the above f‘ndlngs and plans of correclion are disciosahble 14

days following the date thess documents are made avaliable {o the facility, If deflclencies are ciied, an approved plan of correction Is requisite to continued
pragram participation, \
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|
F 221 | 483.13(a) RIGHT TO BE FREE FROM
s$8=0 | PHYSICAL RESTRAINTS

¢

H

i The resident has ihe right to be free from any
i physical restraints imposed for purposes of
 discipline or convenience, and not required to
| treat the resident's medical symptoms.

by
i Based on observation, interview, and record
| review, it was determined, the facility failed to

This REQUIREMENT is not met as evidenced

1 assess the use of a restraint (lap buddy) prior to

} implementation for 1 of 1 resident with a restraint

| (H357) in a sample of 57, This failure placed the
i resident af risk for injury, diminished quality of life
"andfor declining physical function.

; Findings include:

Rsszdent #357 was admitted to the faciiity @13

for S 2nd _The resident
, had diagnoses including disease, 1
| G, ond S ;

| performed at the facillly, the resident was very
! confused and his conversation did not make |
sense. He had generalized weakness, was using |
| & wheelchatir, fried to gat up frequently, and was a.
 high fall risk. ;
i The resident expearienced two nion injury falls
| on 8/2/13. The plan after the second fall was to
“implement a fap buddy o aid in positioning. !
¢ The resident was observed on 9/3/13 at 3:30 |
! p.m. in & wheet chair in the hall with a lap buddy |

rveleroed to the chair. Alap buddy is a foam l
t

1 According o the 9/1/13 History and Physical: i
i
|

& device that resis on a person's lap and attaches
{ {o the wheel chair to prevent standing. The
f resident was pulling and fidgeting with the lap

£ 22941) How the nursing home will correct the

deficiency as it refates to the resident; |

T Resident 357 is discharged |
i ‘é
2} How the nursing home will act to |
protect residents in similar situations:

e  Audit conducted of nursing home
residents classified as having a
restraint to ensure evaiuation,
assessment, alternatives and

consents are documented and in
place

3} Measures the nursing home will take |
or systems it will alter to ensure that the |
problem does not recur:

4
i
|

e e e e

Restraint policy reviewed and

l

updated to include requirements for

evaluation, assessment,
risk/benetits, alternatives, an

signed consents

Nursing staff will receive training on
requirements under F221 and

updated Restraint policy

\
;

i
I
'

]
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, 5 - ) ! A) How the nursing home plans to
F 221 Continued From page 2 - F22%onitor its performance to make sure
“ buddy, he was unable to remove it. He had the that solutions are sustained:
device pulled up and it was actually perpendicuiar ‘ '
. 1o his lap, but he was upable (o remove the |
| davice from the chair and could not stand. At
: 4:00 p.m., the resident was in the hall in the '
“wheal chair with the fap buddy in place. He pulled:
at the device and wag not able to remove it, ‘
| On 9/4/13 at 8:50 am,, the resident was in the
| whael chair in his room with tha lap buddy in |
place. He fidgeted with the Velcro straps and ‘
was able to remove the device, He sfood up, i
|
|
|

Nursing managers will monitor
nursing staff for compliance with all
elements of the Restraint policy

Nursing managers, or designee, will |

conduct random chart audits on <‘
residents who triggered under
restraints to ensure proper J‘
assessment and aH documentation

| requirements are in place
i

Y P S

walked to bed and iaid down. He remained in
" bed until 11:20 a.m., when he stood up and
i walked to the bathroom independently.
i Staff #J and O were interviewed on 9/9f13 at
1 2:45 p.m. They were unable to provide further

information related to the assessment for the lap 5) Dates when corrective action will be

: buddy. completed:
. Staft#L and O were interviewsd on 9/10/13 at |

restraint. They thought the resident was able to |
take off the device. They were not aware there § |
were fimas with the resident was unabie to : $) The title of the person responsible to
remove the device independently. ensure correction:

The resident's assessment for the use of the | S :

|

|

. 8:50 a.m. regarding the resident’s lap buddy é)ctober 25,2013 i
f

! fap buddy was not found in the medical record. ’ : Artmini
- The facility did not address how the use of the lap | RN o ministrator
| buddy would treat the resident's medica !
i condition, the potential risks and benefits of using |
the device andfor alternatives (o the use of the | ‘
restraint. There was no evaluation as {o whether
* the resident could remove the device. The facility |
| did not use alternate inferventions on an ongoing !
basis prior to the implementation of the lap |
buddy. ! :
L According the the facility's July 2002 policy i
regarding restrainis.the facility must evaluate a | |
patient's ability to remove the restraint. i ‘
|

:

] i i

FORM CMS-2867{02-20) Previpus Verslons Obsolate Evant 1D SQKNT Faclity ID: WA23400 if conttnuation shest Page 3 of 63




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 09/30/2013
FORM APPROVED
OMB NO. 6938-0381

§8=E | INVESTIGATE/REPORT
| ALLEGATIONS/INDIVIDUALS
5 |
The facility must not employ individuals who have |
been found guiity of abusing, neglecting, or !
mistreating residents by a court of law; or have |
had a finding entered into the State nurse aide |
 registry concerning abuse, neglect, mistreatment
' of residents or misappropriation of their property;
l and report any knowledge it has of actions bya |
- court of law against an employee, which would
Lindicate unfitness for service as a nurse aide or
| other faciiity staff o the State nurse aide registry
L or licensing authoritles,

: \
. The facliity must ensure that all alleged violations {
Cinvolving mistreatment, neglect, or abuse, ‘
including injuries of unknown source and

i misappropriation of resident property are reported
immediately to the administrator of the faciily and
to other officials in accordance with State law
through establisned procedures (including to the
State survey and ceriification agency).

The facility must have evidence that all alleged

i violations are thoroughly investigated, and must
prevent further potential abuse while the
Finvestigation is In progress. .
i The resuits of ali investigations must be reported \
| to the administraior or his designated }
t representative and to other officials in accordance|
‘ with State law (including to the State survey and
| certification agency) within 5 working days of the
| incident, and if the alleged viclation is verified

\ appropriate corrective action must be taken.

|
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F 225 . Continued From page 3 F 225
F 225 483.13(c){1)(i)-(ii), {e)(2) - (4) F 226

i
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F 225 Continued From page 4 F 225‘ ‘
; 1) How the nursing home will correct thew
This REQUIREMENT Is not met as evidenced | deficiency as it refates to the resident: |
L by ! ! :
| Based on interview and record review it was ‘ o |

et ot th . Investigation report for discharged
- detemined the facility falled to complete thorough | | S ) f
Vinvestigations of medication errors for 5 of 23 : ress‘dem #208 re.op?ned and 5
| investigations reviewad, 4 of 57 sample residents | reviewed. Investigation updated to
- (32,584,208, 324} were affected. include resident and staff interviews,

S placement timeline, r/o of
drug diversion, summary of findings,
conclusion, and Care Plan updates
and actions taken to prevent
reoccurrence

Two investigation reports for

' Findings include:

1, Resident #208 had diagnoses of Sl and
RN scase. The resident was
“taking as needed medication for pain, as well as
P& fnarcotic pain medication
applied directly to the @il which provides a

ceniinuous dose). The physician orders instructed 5
stafi to change the #§ifie every 72 hours.
Per the May 2013 record, the resident's ?
was replaced on @13 On the -
mommg of 6/16/13, the resident complained of
: not feeling well, being anxicus and nauseated,
had tingling of the extramities, and eventually
experienced uncenirolled shakingijerking, She |
was sent fo the emergency room (ER), and was |
given a medication for the unconiroiied i

- movemeants {which according to the record was
: minimally helpful), pain medication, and .
i medication for anxiety. After the resideni received
the pain/anxlely medications, she stated she felt
well {and her symptoms resolved). During the ER |
stay, the resident discovered that the h
was not on. Diagnoses on the emergency

room report included probable e
z*and .
t The facility investigation of the incident was

. reviewed. Tha causal xautO}’ for the symptorns
| again ideniified that the SNSRI ad falien

[ resident #2 re-opened and reviewed:
. Investigation #1 on 4/19/13 updated
' to include staff interviews, use of 5 |
~ Whys” to determine cause, :

summary, actions taken to prevent |
;. reoccurrence, and conclusion ruling
| out abuse or neglect of resident. !
% Investigation #2 oh 3/17/13 updated.
1 to include the correct facts of the
|

medication error (GGG wvas
given instead of §UNNISNEIGNG. staff i

interviews, use of “5 Whys” to

determine cause, summary, actions !
taken to prevent reoccurrence, and |
| conclusion. i

|

i
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off, and the resident had experienced possible

| drug e The @R wos never located, .

and the resident was not able to identify when it !

came off. Per the repor, the resident had i

. experienced some itching and irritation from the

6previousiy‘ and it was theorized the

: resident may have loosened the il The

“investigation did not have any documentation to

i show the resident had been interviewed about the |

E msssing medication. In addition, there were no

T interviews with staff to determine how long the l

‘ i
1

SR had been missing, and why the coutd
. niot be found.
When interviewed on 8/11/13 at approximately |

P 3:30 pomn,, Stalf #1. stated the facility policy was
for staff to check placement of the “

. every shift - she stated that this was in response -
1 to a previous problem with drug diversion in the
 facility. The surveyor (who had previously
‘reviewed the resident's record) informed Staff #L
mat checking piacement of the patch had been
E added to the Medication Administration Record
Lon 5/17/13 {the day after the resident returned _
| from the emergency room). The facility did not
‘ complele a thorough investigation of the incident - |
o Include ruling out drug diversion. The resident
| experienced probable hsymptems

. because she was not receiving the medication for |
- an undetermined pariod of time.

H
i
|

‘ 2. Perrecord review, Resident #2 was

“medication) 4l daily (alternating days). |
The medication was placed on the Medication !

; Administration Record (MAR) and dated 4/28/13. '
The facility identified & medication error and |

| Initiated an investigatien on 4/20/13. According to%

| readmitted to the facility on §ll¥13. Shehad |
| medications including b(a blood thinning |

KA ID SUMMARY STATEMENT CF DEFICIENCIES LD PROVIDER'S PLAN OF CORRECTION D
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX {EACH CORRECTIVE ACTICN SHOULD BE CoMPLETION
TAG | REGULATORY OR LSG IDENTIFYING INFORMATION) | TAG | GROSSREFERENCED TO THE APPROPRIATE DATE
| ; DEFIGIENGY)
1
7 — .
| ; ¢ Investigation report for resident #54
F 225 Continued From page & F 226 re-opened and reviewed.

Investigation updated to include
clarifying of physician orders and

~ facts of the medication error, staff
interviews, use of "5 Whys” to
determine cause, review of MAR
charting process, summary of _
findings, actions taken to prevent |
recccurrence, and conclusion

‘s investigation report for resident
#324 re-opened and reviewed.
Investigation updated to include staff
interviews, use of “5 Whys” to

- determine cause, r/o abuse or

. neglect, summary of findings,
conclusion, Care Plan updates, and
actions taken to prevent
reoccurrence

|
|
|
!

|

52) How the nursing home will act to

Inrotect residents in similar situations:

|

* Significant medication error reports |
for lfast 3 months will be re-reviewed
and updated if necessary |

!
13] Measures the nursing home will take °
or the systems it will alter to ensure that
the problem does not recur: ]

l !
! i
i
i

FORMOMS-2807{02-9%) Previous Vesrslons Opsolate Event ID SQREN1T1

Facility iD: WA23400 If continuation sheet Page § of 63




DEPARTMENT OF HEALTH AMD HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 09/30/2013
FORM APPROVED

OMB NO, 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CEIA 2} MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN GF CORRECTION IDENTIFICATION NUMBER: A BUILGING COMPLETED
505414 B WING 09/16/2013
NAME OF PROVIDER OR SUPPLIER SYREET ADDRESS, CITY, STATE, 2IP CODE
PROVIDENCE 8T JOSEPH CARE CENTER 1T EAST STH AVENUE
SPOKANE, WA 89202
SUMMARY STATEMENT OF GEFICIENCIES | oo PROVIDER'S PLAN OF CORRECTICN L)
(EACH DEFICIENCY MUST BE PRECEDED BY FULL | prEFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
h REGULATORY OR LSC {DENTIFYING INFORMATION} I TAG CROSS-REFERENCED TO THE APPROPRIATE i DATE
; | DEFICIENGY) i
: : :
4 ! g
F 2251 Continued From page & F 225  Managers will receive focus training |
|

the investigation, the wrong dose of (i liNEGRG=»
. was given on 4/18/13.

i Staff #. and O were interviewed on 9/11/13 at
[ 2:00 p.m. regarding the medicailon error. They |
i stated the resident went to the doctor on 4/19/13 i
i and the dose of the was changed c® |
: mg dally. The new order was added to the \
F madication log, but the previous dosage was not ‘
} discontinued. Therefore, the resident received @ |
Mg of i crror, :
¢ The investigation did not include
: documentation to show staff involved ware
Hinterviewed 1o determineg causes of the error and
did identify the documentation error regarding the -
date. Staff #L stated they knew what happened
- at ime of investigation, but were not abla to ;
| determine what happened when the investigation |
; was reviewed with the surveyor on 9/11/13. The - ;
investigation did not rule out neglect of a i
significant medicaftion error.

]
|
| Pain medication _ ’
i Per review of a 3/17/13 medication error '
investigation, Resident #2 received SERG—_z:NGG |
| {instant release) the mornings of 3/16,17/13
linstead of the physician ordered
| (slow acting},
i The investigation did not include any
documentation {o show staff involved wers :
i interviewed 1o determine causes of the error o1 |
i where the other medication came from. J
Staff member #V was interviewed on 9M12/13 j
|
i
|

| regarding the medication error and the

i investigation. She ideniified the resident with an
| order for {quick acting). The

! resident went to the hospital and was readmitied
} without an order for * The practitionsr
"was notified of the resident's pain and ordered a
. [ madication f¢ be given twice a

on the elements of F225 to include
requirements under Phase [ and
Phase ! investigations to include
determining the “why”, witness
(interview) statements, providinga |
summary of incident, a conclusion
ruling out abuse or neglect, and a

| plan to prevent reoccurrence g
- investigation and reporting policy .
. reviewed to ensure compliant with ]
DSHS Phase | & 2 investigation
guidelines

Investigation Checklist and tool :
created for managers to assist in thei
investigation process using “5 Whys"§
approach to determine cause of E
i incident
|

! .

4) How the nursing home plans to
monitor its performance to make sure
that solutions are sustained:

significant medication errors with
Administrator or designee to ensure
they are complete, cause identified,

: and appropriate actions taken

# Significant medication errors and

. outcomes will be monitored though |

i the Quality Commitiee ‘

;» Department managers will review
i
3

H
:
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F225 | Conlinued From page 7 F 225
 day. - ?

Upon further investigation after the surveyoer |

?
| v . .
inguired about the error, it was determined the 5) Dates when corrective action will be

Factual medication error that occurred was ; completed:
" S /25 given instead of . ?
was never given, The investigation October 25 2013

that was initiated at the time of the error did not
reflect the actual error that occurred.

~ The investigation was nat thorough to 6) The title of the person responsible to }
. determine the aclual medication error, how it lensure correction: :
| happened, and did not rule oul neglect or |

| diversion.

I Administrator

3. Resident #54 was admitted to the facility on
13, The facility's medication error
‘ investigation dated 8/26/13 did not clearly identify
. the circumstances of the error. The investigation i
. did not identify what happened and there were ! :
- no inferviews with the staff invelved,
T Staff #O was interviewed 9112113 at 11,20
a.m. regarding the medication error, Afler review -
' of the investigation and she commented she did
not know if an error really had occurred,
Alter Staff #O reviewed the resident's record

she reperied the residant was admitted on
WME/13 and had a physician's corder to start
| aspirin on 8/26/13. The record zlso contained an
! order from the practitioner dated 8/13/13, which
| clarified the aspirin order and indicated it was not
1 to start until 8/26/13. The licensed nurse wrote
i the order on the Medication Administration
"Record in the same box as the original order and |
. did not discontinue the previous aspirin ordeér that a
. was scheduled o start 8/25/13. Therefore, the
resident receive @I :and aspirin on the
i same day. She verified there was an error and
I said the ‘_shou Id have been stopped on |

8/25/13 and the asplirin was not supposed to start | : i
i L until 8/26/13. i ' '

.
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4 :
! \ :
F 226 Continued From page 8 F 225

: 4. Per record review, Resident #324 was
i admitted for treatment of (iR Croblems.
{ The resident was alert, oriented, and independent

; with set-up for most activities of daily fiving.

i The residents August 2013 medication orders | i
| included ﬁ medications for nauses, | |
| tehing, and paln, : ;
i Review of the facilily investigation dated F
{ 8/21/13 revealed a night shift licepsed nurse |
; administered the wrong dose of¢finausea “
. medication. The medication order was for
"milligrams {mg} every 8 hours as nesded. The
~ medicaticn dosags couid be repeated 1 time fora:
total of @ ma. : : :
L On 8/21/13 at 5156 a.m., the licensed nurse : !
| gave @#mg at one time {double the maximum 3
1 dosage ordered), ; :
i There was no information in the investigation i 5 : i
|
|
|

|

; regarding coniributing factors to the cause of the
| error. :
[ Inaninterview on 9/9/13 at 3:45 p.m., Staff
LK, the Rasident Care Manager, stated the

. pharmacist reviewed the resident's medication

. regimen but was unable to identify measures the
facitity took to protect the resident from future

" medication errors,

5. Dusing the survey, an additional 17 medication ! !
arror investigations that occurred from 77113 1o i
present were reviewed, Thirteen investigations ‘
did not identify the circumstances related to the | |
errors, did not rule out possible neglect, and did |
not identify measures (o protect residents from ;
possible harm refated to medication efrors. i |
F 241! 483.15(a) DIGNITY AND RESPECT OF L. F 241 ‘

¢
i
i
t

t
;
I
|
|
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1) How the nursing home will correct the

F 24%; Continued From page 9 F 24t defzmency as it relates tc the resident:

SS=E | INDIVIDUALITY

. The facility must promote care for residents ina | * Residents #1, 6, 24, 69, 81, 131, 134
: manner and in an environment that maintains or | 163, and 170 care plans reviewed to
enhances each resident's dignity and respectin | ensure dining assistance, choices

full recognition of his or her individuality, and placement preferences are {

identified

This REQUIREMENT Is not met as gvidenced
by: Lo ) 12} How the nursing home will act to
Based on observation, interview, and record orotect resid S . . _
“review, it was determined the facility faited to protect residents in similar situations:
. provide dining services in a manner that
promoted and enhanced resident dignity for @ of Dining room configuration and
28 residents {#1, 8, 24, 88, 81, 131, 134, 163, : !
170) served in the Garden Level iarge dining : : resident placement will be rewewed
room in a sample of 67. Failure to consistently | |  toensure residents requiring
pramote dignity in dining services had the | - assistance are served within .
potential fo negatively impact the residenis’ ‘ acceptable timeframes
quality of life. | ‘
Findings inciude;

| Per review of the posted seating chart, the

Garden Level targe dining room seatad 28

residents. Lunch was served from 11:30 aam. to | _
12:30 p.m, : ' |

: Per review of resident records and daily staff 4
schedules,  nursing assistants were assigned to ‘ l
|

assist 0 residents, ail of whom required extensive

| {0 total assistance tc eal. The residents were not |
5 able to be inferviewed due to iheir medical E
i conditions.

. Buring observation of iunch service on 9/3/12 at

. 11:30 a.m. in the Garden Level large dining room, |
- staff took residents' menu orders and served food |
from a steam table. Residents who couid feed 5
; themselves with set-up and encouragement were | i i

FORM CMS.25867{02-98) Previous Versions Obsolste Event il SQKN1E Faciiity 10: WAZ3400 If continuaticn sheet Page 10 of 63




PRINTED: 09/30/2013

ALTIATITAATRET M LA AT TR ARIMY LA IAAA M Lagad 5 LW Y ol g ol T Y o T oy Ty,
Pl N B IVILLINY L A Nt L 7MY F NI BNV IS el F‘UNEVIJ‘\?“‘"“UVCU
CENTERS FGR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND FLAN OF CORRECTION IBENTIFICATION NUMBER: COMPLETED
A BUILDING
506414 B. WING 09/16/2013

NAME OF PROVIDER OR SUPPLIER

PROVIDENCE ST JOSEPH CARE CENTER

SYREET ADDRESS, CiTY, STATE, 2IP COBE
17 EAST 8TH AVENUE
SPOKANE, WA 89202

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENGIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION}

PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY}

{X8)
C COMPLETION
DATE

F 241 | Continued From page 10

) f
1

| served as they entered the dining rcom. ‘
' Residents who required assistance were not §
. offered food unlil designated staff were available
- to provide assistance.

© AL 1145 am., Rasident #6 and #24 were
“seated af the same table. Resident #6 had a

( slppee cup in front of her. Resident #24 had no
 fllids and watched as other residents ate.

C AL12:05 pom., Resident #163 and #134 were
“eating with assistance at an adjacent fable. A i
- staff member brought Resident #131 to the dining |
' room, and interrupted Resident #183's meal by }
\ moving her aside so Resident #131 could be |
) placed at the tabie,

Al 12:09 p.m., staff picked up menus for
Resident #6, #24 and #131, served their food
rand assisted them to eat, after 2 wait of 25

| minutes for #6 and #24. '

|  Resident#1, #69, #81, and #170 were brought | |

i to a table between 11:45 a.m. and 12:00 p.m. ;
! After arriving in the dining room, no staff stopped
o greet or converse with them untit 12:10 p.my,

. when their food was served, a wait of 10-25

; minutes.

i During observation of lunch service on $/6/13

cfrom 11:45 am. Io 12:40 p.m. the Garden Leve{

i large dining rocm, the following was observed.

At 11:45 a.m., dietary staff and Staff 4B were
serving residents who could eat with sef-up and
encolragement.

At 11:50 am., Staff #H brought Resident #134
and #1683 to a {able. Staff #H then served other
residents. At 12:10 p.m., ancther resident, who
could feed herself, was served and began eating,
whiie Resident #134 and #1683 were not served
and watched her eat. At 12:20 p.m., Staff #H
served and assisted the 2 regidents, a wait of 30
minutes,

|

F 2415 |
B) Measures the nursing home will take

or the systerns it will alter {0 ensure that

the problem does not recur: g
s t

e Facilitated meeting will be

. conducted between dietary and
nursing departments 1o review ‘
outcome of annual survey on Garden
Leven focusing on customer service
and engagement, satisfaction,

i resident placement, staff to resident |
| assignments, timing of service ,
} guidelines, dining room hours, and
| room configuration %

3

Dining Service Committ2es to review!
outcome of facilitated meeting
between dietary and nursing and
develop pians to implement
recommendation

i
1
!
H
|
1
i

i
i
i
i
:
:
i
i
H
i
i
i
§
i
1
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F 241 Continued From page 11 | F 241
At 1145 a.m., Resident #6 and #24 were | 4) How the nursing home plans to '

atready seated al a table. The 2 residents sat

 with no staff greeting or conversing with them monitor its performance to made sure |

until 12:10 p.m., when a staff member moved ' that solutions are sustained: ’
Resldent #5 to another table. j
At12:27 p.m,, a staff member offered e Dining Service Committee plan will

' Resident #6 fiuids, brought the meal, lefi the food | : ) .
covered, and asked another staff member who | g be rev;ewed-through QA CF}mmlttee
 should assist the resident with the meal. At 12:40 ‘ and appropriate actions will be taken

3 p.m, Siaff #D fed Resident #6, a wait of 565 i 1o maintain compliance |
i minutes.

AL 12:10 p.m., Resident #24 remained alone at’
the table with no food or fluids, watching other

5) Dates when corrective actions will be |

|
residents eat. At 12:33 p.m., Staff #F brought | Fompleted:
Resident #131 to the same table and assisted | !
| both residents fo eat, 2 wait of 45 minutes for : October 25. 2013 !
- Resident #24. f '

Between 11:50 a.m. and 12:00 p.m., Resident 7 :
#170, #1, and #69 were brought to a table. At 6] The title of the person responsible to .
S 12:18 p.m., a staff member assisted Resident ensure correction: ‘
#69, AL 12:34 p.mn., Staff #F assisted the i
remaeining 2 residents, a wait of 30 and 40 -
minutes for those residents. 1 P, /.cirministrator

At 12:40 p.m., 10 minutes after meal service |
usually ended, Staff #G brought Resident #81 to
the dining room and assisted her o sat.

During interviews after the meal, Staff #D, #1,
#F, #G stated they were late 1o the meal because
they were providing care to other assigned
residents. Staff #D and #G stated they usually . . ‘
brought their residents to the dining room and ;
assisted them between 12:00 p.m. and 12:15 : ‘ :
P

In aninterview on 9/10/13 at 10:30 a.m., the
dietary manager siated & committee including
administrative and nutrition staff evaluated dining
gervices. She stated the Garden Level dining i
room meati service was extended from 30 to 60 |
- minuies to accommodate the number of residents |
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F 241 Continued From page 12

| the dietary manager residents waited up to 55
: mmuies to eat, she sialed the plan was o have
| sach nursing assistant bring their residents
I'together by 12:00 p.m. and then stay In the dining
“room and assist them.
i The faclility's failure to serve and assist
residents in a timely manner resulted in the
- residents having to watch other residents dine
" while they waited for extended periods of time.
F 242  AB3.15(h) SELF-DETERMINATION - RIGHT TO
s8=F ; MAKE CHOICES

| The resident has the right to choose aclivities,

. schedules, and heaith care consistent with his or
| her interests, assessments, and plans of care,

i interact with members of the community both

i inside and ouiside the facility; and make choices
I about aspects of his or her life in the facility that
| are significant to the resident.

! Thés REQUIREMENT is not met as evidenced
Lhy:

Based on ohservation, interview, and record
review, it was determined the faclilly failed to

! honor preferences related te bathing for 4 of 4
i residents (#3, 255, 342, 343) raviewed for
choices in a sample of 57, Findings include:

1, Resident #255 had a recent @ replacement
and pressure @R Per record review, the
resident required extensive assistance with most
aciivities of daily living including bathing, The
resident was able to make decislons
! independently.

Per the current plan of care, he resident was
to receive two showers per week.

é

| needing assistance. When the surveyor informed

F 241

%

242!
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F 242% Continued From page 13

: in an interview or 9/5/13 at 10:00 a.m., the

| resident stated he would like to have at lsast two |

I showers a week but there's times he fell lucky o

i get one showsr. He went on to state he went

_almost two weeks without a shower at one time, ¢
becausa the bath aide got reassigned to other

 dutles. He sald he didn't feel gocd if he wentfoo |

“long without a shower and that's why he wanted |

+ at least wo a week. ‘

| Perreview of the hathing records for the

i menihs of July 2013 to the and of August 2013,

¢ the resident went up to 10 days without a shower |

E {7/6/13-7/16/13 and 8/3/13-8/13/13).

2. Per record review Resident #3 was

| alert/oriented, independent with decision making,

- and required assistance with bathing.

. The resident was interviewed on 9/4/13 at !

110115 a.m. He said he was aliotted two showers
a week buf did not usually get them due to

. staffing issues. The rasident said he usually got

+ 1 shower a week, but missed a iot of showers

due to short slaffing or staff callins. He :

commented that baths are the first thing fo be cut

if the facility was short staffed.
Further discussion with the resident on 9/8/13
fat 12:05 p.m. revealed the resident did not get

" showers on a regular basis twice a week. He had

| specific staff members that assisted him with

bathing and those staff were not always avallable.
| The resident stated he sometimes soiled himself

| and he did not like to miss his showers. On
£ 8/9/13 lhe resident’s hair was oily and he had dry

i | matter in the corner of his eyes.

; Per review of the bathing records for the !
: months of July 2013 to Sepiemner 2013, the |
res:de'\t went 10 days without a shower from
©7/3-13/13, He went seven days without a shower
on two occasions (7/16-23/13 and 8/27-9/3/13).

! l
| !
F 242 11) How the nursing home will correct the

deficiency as it relates to the resident:

l

®  Resident 342 and 343 discharged

® Residents #3 and 255 Care Plans
reviewed and updated to accurately
reflect residents preference and
choices related o bathing

!
}
‘12} How the nursing home will act to j
protect residents in similar situations:

#  Nursing Home resident Care Plans
. will be reviewed to ensure bathing
t  preferences are individualized and
i accurately reflect resident
preferences

3) Measures the nursing home will take
or the systems it will alter to ensure that
the problem does not recur: |

| ;

i
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F 242 | Continued F 14 | F 24z, ; vill be i
" e | oninued From page s Ali responsible staff will be informed
! . N
. . i - of updated Care Plan for residents
| 3. Per record review, Rasident #343 was : bathing preferences
alertioriented and required assistance with : 8P
‘ bathing. : ¢ All staif will be in-serviced on the

. According to the resident's care plan she was
“{o receive two showers par week per her choice.
. The resident was interviewed on 9/4/13 at 9:50 |
La.m. and stated she usually got a bath once a \
i week she did nof receive a shower. She said
| when she was homa she showered dally and said
i she would like more than one a week. |
f The resident was admitted to the faciity @13 |
Tand her bath records were reviewed. The {
| resident went without a bath or shower for -7
days on iwo occasions in the month she had
been in the facility (GEIIR/13 anc G113},
The facifity did not provide two showers a
week per the resident’s choice.

4. Per record review Resident #342 was

alert/crianted and required assistance with

bathing. The resident was admitted {o the {acility

&/13 for GUEIRNND (o!lowing EINEG——
According to the resident's olan of care, the

| resident was 1o receive showers once a week.

| The resident was interviewed on 9/4/13 at 2:10 |

| a.m, and stated she was supposed to get ‘

: showers [wice 2 week, The resident staled she

? never got two showers a week becauss the

shower aide was off of work for two months. The

- resident stated she would rather have two a week |

- because she felt "grungy”. She stated she did not/|

turn down a shower when staff offered, even if |

- she had visitors. ;

i Perreview of the bathing records from

- admission until September 2013, the resident

wnnt six days withiout a shower on twe occasions, |

mma and SHRE_.G 13,

¢

- requirements under F 242 to include |
. the importance of honoring |
. residents rights/choices in bathing
and alternatives available ‘
Facility protocol for covering direct
care will be updated to ensure bath |
atd will not be pull first

[ -

) How the nursing home plans to
monitor its performance to make sure
that solutions are sustained:

#  Nursing Mangers, or designee, will

: perform random of audit bath logs to

i ensure bathing choices are being

. honored and scheduies maintained

¢  Audit results and Resident Council

" Minutes will be reviewed as part of
the QA Committee and appropriate
actions will be taken to address i
negative results |
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1“ residents’ preference of two showers per week,
| Residents went six to 10 days without & shower |
1 on occasion.
F 244 | 483.15(¢c){6) LISTEN/ACT ON GROUP
$5=¢ | GRIEVANCE/RECOMMENDATION i
]

When a resident or family group exists, the facility ;
must listen to the views and act upon the !
grievances and recommendations of residents

" and families concerning proposed policy and
. operational decisions affecting resident care and

j life in the facliity,
i

| This REQUIREMENT is not met as evidenced |
by:

Based ¢on observation, inferview and record
review the facility {ailad fo respond to grievances |
expressmd by the resident council group in a !
timely manner for 12 to 21 residents that attended
the meetings in the last 12 months.

. Findings include: i

- During the Resident Councii President interview
fon 94113 at 8:30 a.m., Resident #3 was asked If
the factllity responded to Issues brought up in the
Resident Council Meestings, He szaid some
depariment heads ignored the concermns brought l
up by the Counc:E and the cencerns came up iime i
and {ime again. Resident #3 stated no one in the |
facility had accountabiiity, he tried to set a system 1
up and the facility would not et him.
]‘ Resident #3 stated the Coungcil had repetltwe!y
reported concerns about residents not raceiving
- ioe water every shift and the strong laundyy
detergem used to wash residents’ clothes caused *

] e

]
I

(Kayin ! SUMMARY STATEMENT OF DEFICIENCIES | (#5)
PREEX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX {(EACH CORRECTIVE ACTICN SHOULD BE © COMPLETION
TAG REGULATQRY QR LSC IDENTIFYING INFORMATION) bOTAG CROSS-REFERENCED TO THE APPROPRIATE  ~ DATE
i ] DEFICIENCY) ;
ﬁ f | !
F 242 | Continued From page 15 F242) :
- The facility did not consistently honor the 5) Dates when corrective actions will be |

completed:

F 244October 25, 2013 ' !
The title of the person responsible to
?ensure correction:

N /i ministrator

;
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1) How the nursing home will correct the

F 244 Continued From page 16 G F244 deficiency as it relates to the resident: |
| holes in the clothing. He stated food concerns | ; J
| were hrought up on cccasion and the responses i

| were directed toward the food meeting, not * Resident #3 - Resident Council

reported to the Council. Residents did not *: : R provided update and ,
“constantly attend both meetings, so they wouid 5 plans to address on-going issues With
 not always know the response or lack of i ice water pitchers, laundry i

response to food complaints that were reporied | m !

Resxdenf Council. detergent, and food
Review of the menthly Resident Council minuies 2) How the nursing home will act to
i

| cn'l . z _
 for the last year indicaied the the residents | Iprotect residents in similar situations:
- expressed concerns regarding : -

| e
| 1. Fresh ice water not being passed every shift | ‘0 Facility will request exhaustive list of
: ‘ alt unresoived grievances from ‘

| in February 2013, 1 ‘
The facility notified the Council in March that 1 Resident Council to be follow-up by |

' policy was to refresh ice water every shiit.

i The Council expressed concerns regarding : department heads ‘
. not getting ice water In June 2013, The July ' Responses to resident grievances will
Eminutes did net identify any follow-up information ~ be brought forward verbally and in |

- from the June meeiing. The residents reported in ! [
July that water pitchers were not being filled every . writing at Resident Council Meetmg
s shift. The August minutes did not address the | ~ and captured on the Minutes .
1 congern or follow-up expressed in July and the -  Update and response plans for on- |
documentation reflected the residents were still : going concerns with ice water
not getting fresh water every shift. ; L \ L ) \
; ; pictures, laundry detergents, and
2. Laundry detergent that caused holes in the . food will be presented at next
resident's ciothing or ruined clothing was Resident Council Meeting
identified as concerns in July and August 2012 : . . . L
| The facility did not address the laundry detergent * Complaint ?nd Grievance policy and,
| concerns. process reviewed and updated
Other concerns regarding the laundry :
detergent were identified in December 2012, g
January and March 2013, There was no further | |
information in the Resident Councll Minutes that | |
addressed the resident's concerns regarding the
commercial laundry detergent that was used. i
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! i |
F 244! Continued From page 17 ‘ F 244@ Measures the nursing home will take or
1 3. Staff #AA frequently attended the Resident " systems it will alter to ensure that the problem
- Councii meetings and was interviewed on 8/8/13. does not recur:
i Bhe stated resident concerns were forwarded the :
- appropriate department for follow-up. Once the 1 ¢ Managers and staff will receive additional
; department addressed an issue, it was brought ¢ training on the revised Complaint and
: back to the the residents. If an issue did not get ‘ Gnevance policy 1o include the requemems
. addressad or continued to be a problem, the " to respond to grievances timely
minutes. Staff #AA commented that often times

to all grievances by next scheduled council

the issues were addressed with an individual meeting

resident and responses were not addressed to
I the entire council,

Staff #AA was aware of the ongoing issues
with the ice water and laundry. She commented
: she did not think there was anything that could be
“done about the [aundry detergent or if the facility
looked at/tried alternate detergents. She was
unsure if any information had been reported to
the residents, Staff #AA stated the ice water
concern had been forwarded to the nursing
| department and was unaware ¢f the outcome.

| !
' residents would include it in the following month's | % Res,dent Council will be informed of outcema
| |
|
I

4) How the nursing home plans to monitor its i
performance to make sure that solutions are
$ustained: i
b Department managers, Administrator, and
i regional Compiliance Manager will monitor
| grievance and report findings through the QA
: Committee

#  Resident Councit Minutes will be reviewed by‘
the Administrator or designee for timeliness |

 The facility did not ensure action was taken : ; of response to resident complaints. |
| regarding concerns expressed by the Resident - i
' Council in a timely manner and/or responses ‘ 5) Dates when corrective actions will be
| { consistently provided to the councll. : completed:
F 250 : 483.15(g)(1) PROVISION OF MEDICALLY | F250]
$5=D | RELATED SOCIAL SERVICE | etober 25, 2013
: i 1
: The faciiity must provide medicaily-related social B The title of the person responsible to ensure
. services to altain or maintain the highest C correction:
| practicable physical, mental, and psychosocial i
well-baing of each resident, ; A i inistrator !

by:

|
H
i
i

HE

This REQU%"EMEE\;T is not met as evidencead ! :
i
|
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Based on observatich, interview and record

rewew it was determ!ned the facility falled to

prowde medically refated sccial services for 1
‘ resident {(#255), who was experiencing

;‘ loss of independence in a sample of 57. This

: fafiure resufted in harm to this resident as

i evidenced by ongoing deprassion and difficuity
. adjusting. Findings include:

 Resident #255 was admitted {o the facility on

| record raview, the resident required extensive

resident was abie o make decisions
independently and his memory was intact.

Per an assessment dated 6/14/13, the
resident had episodes of depression and
hopelessness.

" independently for so long.”

: years ago.
¢ An assessment dated 8/25/13 revealad the
: resident confinued to have episodes of fealing
| down, depressed, and hopeless,

i On8/3/13, nursing staff noted the resident

ta hard ime not ¢rying when having & normal
; conversation.”

the restder\i 5 assegsed $|gns/symptoms of

stha resident with working through these issuss

| signsfsymptoms of depression and difficuity with

/13 for SR services and @SR care. Per

assistance with mos! activities of daifly iiving and
ha¢ scrme signs/symptoms of * The

{ Per nursing noles dated 7/9/13, the resident
- said "it has been very hard being here after living

¢ Anursing note dated 8/6/13, noted the resident
i cried on this date after a tailk with the nurse about
. his physical limitations and the loss of his wile ®

: sald "his emotlons are on the surface and he has

The most recent plan of care did not identify

§ and assisting with adjustment to the facility and

i or any interventions In place to assist

|
i

xayio | SUMMARY STATEMENT OF DEFICIENCIES o
PREF | {EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) e CROSS-REFERENCED TO THE APPROPRIATE | DATE
' i | DEFICIENGY) 3
H i I
! i ; |
F 250 j Continued From page 18 . F 250

1) How the nursing home will correct the
deficiency as it relates to the resident;

@ Resident #255 assessed by Social
Services for on-gaing signs and
symptoms of giii® vith loss of
independence. Care plan updated tg
include interventions for symptoms
of R Resident #255
requested not to have a mental
health referral. |

i

|

|2) How the nursing home will act to
Eprotect residents in similar situations:

I
: |
®  Audit records on all current nursing }
{ home residents who triggered on thé
' last MDS for depression to ensure |
they have been assessed by social ]‘
! services, enterventlons and Care Piaq
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F 25C| Continued From page 19 F 250 |
recant loss of independence. ; 3) Measures the nursing home will take or the
In an interview on 8/10/13 at 1:.00 p.m., Staff | ystems i will alter to ensure that the problem |
H#4 stated when the resident was first admitted | oes not recur:
{6/7/13) he would tear up constantly. Staff #J |
confirmed it was something that should have > All nursing staff will be in-serviced on the |
‘ been referred to soclal services. requirements under £ Tag 250 to include
. 1:10 p.m., Staff #Q said she did not get a | recognizing signs and symptoms of ;
 referral from nursing about the resident's 3 . depression and requirements for referring to!
 tearfulness and difficulty adjusting and there : . Social Services or Pastoral Care for _
. hadn't been any emotional support provided to i . assessment
; the resident, . ‘ _ | s All residents with depression will be :
| At1:25 pm., the resident said he had periods | . identified and assessed by social services on |
| when he was depressed since he was moved to 1 | a quarterly or as needed basis, and |
g‘ G?Jgﬁigy and sald it had been very hard 1 i appropriate behavioral interventions will be |
. i |
| On9/i/13 at 1255 pm., Staff #R saic she | | putintoplace in the Care Plan
: woqked with the resident often and he was tearful ) How the nursing home plans to monitor its
+ &t times but felt he was going Inrough an | beﬁormance to make sure that solutions are !
- adjustment period, he was used to being o E
independent. susmm@d :
. The faclhty identified the resident was } : . .
experiencing some mood and adjustment lssues ®  Nurse managers or designee will perform
but did not provide support services fo assist the random audits of nursing home residents
resident with coping which resulted in delayed with symptoms of depression to ensure
adjusment and decreased quality of life. social se_rvices needs are being assessed and
F 279 | 483.20(d), 483.20(k)(1) DEVELCP F27g ~ apropriateinterventions are in place
$8=g | COMPREHENSIVE CARE PLANS

| Afacility must use the results of the assessment

1 to develop, review and revise the resident's

i comprehensive plan of care.

i The facility must develop a comprehensive care

i plan for each resident that includes measurable
objectives and timetables o meet a resident's

| medical, nursing, and mental and psychosocial

i needs that are identified in the comprehensive

f assessment.

i

b) Dates when corrective action will be
completed:

bctober 25,2013

6) The titie of the person responsible to ensure
correction:

’m Administrator 5

i
!
1

1
¢
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. 1
F 278 | Continued From page 20 % F 279
|

I Tre care plan must describe the services that are
Cto be furnished 1o attain or maintain the resident's
highest practicable physical, mental, and

Based on inlerview and record review, it was

1) How the nursing home will correct the
deficiency as it relates to the resident:

| psychosocial well-being as required under ‘ Resident #249 discharged
| §483.25; and any services that would otherwise . ; ;
' be required under §483.25 bul are not provided je Re51;dent #370 discharged .
I due to the resident's exercise of rights under % ©® Resident #62, Care Plan reviewed
1 §483.10, including the right lo refuse treatment ' and updated to include
uncier §483.10(b)(4). i / individualized ADL needs of the
i ! | resident and his preference to be
| This REQUIREMENT is not met as evidenced | . shaved daily.
by: ® Resident #255, Care Plan reviewed

determined the facility failed to develop :
! comprehensive plans of care for 4 residents (#62,
1249, 370, 255) in a sample of 57, related to

[ activities of dally living, nutrition, pain, pressure
yicers and unnecessary madications. Findings
include:

1. Resident #82 had d:agnoses that included i
A N - i S /. ccording
to the record the resident raquired extensive :
 assistance with activities of dail y living

On 8/5/13 at 8,30 a.m. the resident was
observed in bed with several days growth of facl al | ‘
hair, When questioned about the beard, he stated !
he, "... didm't particularly care for it The resudent !
was shaved by staff on 8/6/13. :

On 8/8/13 11:50 a.m. the resident was
observed with multiple days of beard growth and
did notf appear to have bean shaved since lasi
week. When Interviewed at the time of the .
chservation, the resident verified he had not been |

shaved over the weekend {9/7/13 and 9/8/13), i
and sialed he didn't get shaved as ofienas he |

i

. and updated to include

i individualized interventionsand
~ goals addressing the management of
leg pain ‘

i

!2) How the nursing home will act to
iprotect residents in similar situations:

Audit of resident care plans focusing
on; dedlining ADL's, mod/sever pain,i
pressure ulcer, and weight lossto
ensure they are individualized and

appropriate interventions and goals :
are in place

|
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F 279 Continued From page 21 - F 278
oy !
fked. i 3) Measures the nursing hame will take or the
' Additional observations of the resident T 'systems it wifl alter to ensure that the problem
unshaven were macde on 9/10/13 and 9/11/13, i idoes not recur:
| Per racord review, the resident was identified
; as having self care deficils and had a care plan in = in-service for all clinical staff on the
\ place. The care plan was not individualized and requirements under F279 to include an
} did not address the resident's desire o be shaved ‘ overview of the Care Pian Policy focusing on
 daily. ! comprehensive assessment, high-risk areas,
j ‘ _ - | individualized approach, resident
2. Resident #2489 was admitied {o the faciiity on

13 with an AR 0o S : ! preferences, interventions, and measurable |
; i " ] ' goais
| ;]eieéaalr. On admission, the resident had a @ilson e Care Plan Policy will be reviewed and |

I : . updated if needed :

© On 4/18/13, the @ was removed and an : ; o ;

- aircast QNN :s vlaced - it was to be ‘ . o

i . 4} How th

| removed for showers and for range of motion ; ! L rfo‘r‘vmar?cztfc;mr:tga ::;ne pizni o i"?mtor ts

| exercises. Written instructions provided by the | fustame 5 ure that solutions are

orthotic company at the time the #lwas placed i '
included:"Watch for red areas that do not '
|

| disappear within 30 minutes. This would Indicate °  Clinical managers or designee will randomly

[ too much pressure and that an adjustment needs | audit records of residents who triggered ADL|
‘o be made, Blisters andfor skin breakdown is not | . mod/severe pain, development of pressure
i acceptable." The care plan was not modified at | uicer, and weight change to ensure
the time to incude this information, and there was | . appropriate interventions are in place and
no documentation to indicate this was being ¢ staff are in compliance with policy

done. Areview of the care plan at the time of the

survey indicated the goal was for the resident’s 5) Dates when corrective actions will be

i
i

- skin to remain Intact and for the surgical inclsion completed:
Askin assessment on 4/26/13 (8 days after October 25, 2013

i
|
o heal,
|
3
i

the 4B was removedjdocumented the following |

areas on the el ilmsanN . cricd blister/pressure |

§6) The title of the person responsible to ensure

areas on the ANGG——. - SN, -5 correction:
wall 23 some scabs on the top of the Sk : :
i Bocumeniation from the hosplial indicated the : DR /.o inistrator

resident had scabs on the #lil of both @l prior

to admission to the facility.

( The care plan did not identify the scabbed : : ;
| areas to the @B, Additionally, preventative j ; {

FORM CWMS-25687(02-98) Previous Verslons Qbsolete Even! 1D SOKM 11 Fagility ID: WA23400 i continuation shest Page 22 of 63




YA DI TRALTAIT
AL AT FVILIIN

CENTERS FOR MEDICARE

ﬁilr\ L3l TAAA ML CXETIV T C
FILAWIAN OV oY

FAaEN
& MEDICAID SERVICES

PRINTED: 09/30/2013
FORM APPROVED
OMB NO. 0938-0391

| measure were not put in place as recommended
| by the company that provided the SIS

: Onge the resident developed biis stars/pressure
areas, the care plan was not modified to inciude
linterventions for healing the skin aiterations.

3. Resident #370 was admitted to the facility on

{13 with diagnoses of and

la of the |

\ Both the hospital record and Interdisciplinary
Progress Notes {IPN) docurmnented the resident
was having frequent nausea and diarrhea, His
appelite and fluid intake were poor, and he was at

; risk for weight loss.

| The resident’s care plan was reviewed on
/13 {7 days after admission o the facility).
Aside from the resident's name and date of
admit, the care plan was blank. The faciliy faited
to initiate & nuiritional care plan on admission
i despite the faci the resident was at high risk for

| additional nutritional compromise and weight loss.

x 4 Resident #2586 had diagnoses of recent{ii
| S oot R onc G
: D The resident required extensive
: assistance with activities of dally living and was
f able to make decisions independently,
~ Per pain agsessment completed on admission
/13, the resident had pain related to
“and 2 . N
Per nursmg notes céated 89113, the resident
fcomplained of pain and numbness of both of his
-
Per nursing notes dated ‘/13, the resident
| was sent to the emergency rcom secondary to
| pain in his AN and was sent back (o the

- SN s rgery. He was also being treated for

i

i
i
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|

\

F279 J Continued From page 23

| taciiity with a diagnosis of a GERERG—GNS.

i The most recent plan of care did not address

any of the resident's pain issues and did not

‘ provide any interventions to address pain,

. The facility was aware the resident had pain
“issues and did not develop a comprehensive,
|individualized plan of care to address these

| issues, which placed the resident at risk for
ongoing and worsening pain,

F 309 | 483.25 PROVIDE CARE/SERVICES FOR
§s=p | HIGHEST WELL BEING

[

: ach resident must receive and the facilily must
i provide the necessary care and services to aftain :
"or maintaliy the highest practicable physical, :
“mental, and psychosocial well-being, in f
t accordance with the comprehensive assessmen‘(
Land plan of care.

i

i

E This REQUIREMENT is not met as evidenced |

‘ Based on observation, interview, and record 1

| review, it was determined the facility failed to

P ensure necessary care and services were
provided for 1 of 3 residents (#255) reviewed for

- pain issues and 1 of 4 residents (#354) reviewsad
for skin conditions in a sample of 57. Findings
inciude;

i 1. Per record review, Resident #354 was

| admitted ”/?3 for ongoing treatment of 2

! i . D uring an interview
Lon 9/4/13 at 1. E}O p m., the resident wore clean
: clothes and socks with no shoes., When asked
fabout his care, the resident stated he was at the
| facility for an iR, He pulied off the sock on

]

il) How the nursing home will correct the
F 279 deficiency as it relates to the resident:

® Resident #354 discharged
|v Resident #255, re-assessed for leg
i pain. Care and treatment plan
i updated to include individualized
. interventions for management of
i pain to include non-pharm

F309. approaches

2) How the nursing home will act to
protect residents in similar situations:

® Care and treatment plans of resident
who triggered for mod/severe pain !
or skin condition will be reviewed to|
ensure appropriate treatments and

interventions are in place

|
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F 309 Contirued From page 24 | F 3093) Measures the nursing home will take or |
| his ¥ foot to reveal peeling skin on the entire the systems it will alter to ensure that the |
il of the foot. The resident stated his @i problem does not recur: ;
i foot was the same way and could not answer ‘
| agditional questions about his feet. j J Skin and Pain A tici . :
. Per record review, there was no evaluation or | _ ain Assessment policies will be,
i care plan for the resident's skin condition. ! j3 reviewed and updated if appropriate |
: On 95112 ab 12,35 pam., the surveyor e All clinical staff wili be in-serviced on the |
I

informed Staff #C about the resident's skin requirements of F309 to include the
. condition and requested an evaluation. Staff #C i policy requirements for documentation |
_stated did not know the resident the resident had and proper assessment and treatment of
| & problems with his feet. :
| Review of a physician order dated 9/5/13
| revealed an order for a podiatry consuit to cut

i
|
!
|
pain and skin i
|
I
|

| back MMM on the residents' feet. There was 4} How the nursing home plans to monitor its
: no evaluation and/or description of tha resident's erformance to make sure that solutions are -
i skin condition. stained:

| On 9/10/13 at breakfast, the resident was i !

| observed with shoes and no sacks. 5 s Random chart audits will be performed

g revg:¢§é1t?1§itat 1:45 p.m., th_e sui'ueygr . ; ‘ by nurse managers or designee for high-
atus of the resident's skin with . . ; ;

i ' Staff #J and fiL. ! ragk patients to ensure compliance with
 AL1:55 p.m, Staft #J stated she svaluated the | skin and pain assessment policy

resident's feet WIth the physician and determined | } .
the resident had o HNSNINNNNND on the QI of i
both feel. _ B i 5) Dates when corrective actions will be

Per review of the resident's skin condition ! completed:

gvaluation dated 8/10/13, the skin on the entire o
N s\:face of both feet was cracked, pesling, |
and had an cdor. The treatment plan included |

%'ctober 25, 20132
topical medication and wearing clean socks when | :

wearing shoes. [ é} The title of the person responsible to !
The lack of timely evaluation and 1 ensure correction: ;
implementation of treatment placed the resident | : !
- . . i : 1
at risk for a worsening skin condition, GRS, /. rinistrator !

2 Resndent #255 had diagnoses of a @ik ‘
SR d and a recent I

|
- The remdent requ:red exiensive assistance ‘ '
‘ L with activities of dail {ly living and was able to make \ ! i

i
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F 309 | Continued From page 25

: his neads known.

. Perthe admission pain assessment dated
@/13, the resident had pain related to IR

| and a (N replacement. However, there were
: no interventions in the current plan of care to
address pain,

g Nursing notes from 8/7/13 to 8/8/13 noted the

| leg, foot and at times his il back, The
‘resident refused pain medication most of the trme
i and was very concarned with taking any
' medications at all. Dusing this time frame, there
| was one documented instance that the resident

heat) to manage pain, but the residenti declined.
On 8613, at 2:30 p.m., nursing noted the
resident complained of pain in his @il knae
through his toes and stated his whole §iiilleg
was painful. The nurse noted the resident had a
hlstory of SR ond a referral to the
- hospitalist was made to evaluate.

| Later in the day on 8/9/13, a different nursing

i of pain and was no tonger taking routine pain
' medication. There was no mention of the
‘resident's earlier complaints of pain, or the fact

Cn 8/13/13, nursing noted the resident refused
pam medications and whan asked if he was
"having pain stated "my @il leg hurts about a

4l i | move it (@ being the most painful), but |

f do not want to take any pain meds." There was

. no documentation to show the resident was

| offerred any other interventions {(hon-med} to help
I manage the pain.

| On @13, the resident was sent to the

L a diagnosis of a ¢E The resident stated

F 309

|
:
|
|
|

| resident periodically complained of pain in his @i

i
;
!
|
i

was offerred a non-medication intervention (ice or

! staff documented the resident had no complaints |

that the resident no longer takas pain medication
because he does not like to take pain madication. |

i
1

i

' emergency room and returnad the same day with
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F 309 | Continued From page 26 F 309
| he was in pain hut didn't want any pain :
i medication. There was no documentation o

i there & plan put in place to addrass the resident's |
- pain in his @k leg without medication %
Cinterventlon. There were no identified : :
' non-rnedication interventions initlated for this " I ' i
| resident. : "
- ineninterview on 9/5/13 at 10:30 a.m,, the '
} resident said his g leg was painful and he tried -
notfo put a lot of stress on it He alsosaldhe | ‘ i

| started teking S o< needed for pain.
| Inaninterview on 9/10/13 at 9:.06 a.m,, Staff | i i
| #J said there were non-medication interventions |
. used in the facility such as repositicning, ice, ’
I distraction, and/or music therapy. Staff #J % |
' confirmed there was no re-evaluation of the 1 }
|

|
|
| . ' . |
I show the resident's paln was evaluated nor was |
|
|
|

residgent's pain after he was diagnosed with the |

and there was no plan of care with any | E
of the non-medication interventions noted above
to address his pain,

In an interview on 8/10/13 a2t .15 a.m,, the
resident stated he hadn'l tried any hot or cold on
his 4l leg, or any other non-medication '
linterventions, He said he dicn't like o take pain | ‘
- medications. \ 1

\

The facility identifled the resldent's pain on

, admission but did not develop & plan to address 3 ,

| his pain. In addition, the resident developed new : i

| pain issues during his stay but he was not j
re-evaluated nor wera non-med interventions put - §

| in place to help manage the pain, which placed i \

t the resident at risk for worsening pain and |

- decreased quality of life. ; ;

F 3121483.25(a)(3) ADL CARE PROVIDED FOR j F 312!
58=p ! DEPENDENT RESIDENTS ;

s
« A resident who is unable (o carry out activities of

i

i
H

i
|
.
I
i
H
j
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F 312 Continued From page 27
[ daily living receives the necessary services to
i maintain good nutrition, grooming, and personal

]
a and oral hygiene,
|

! Thm REQUIREMENT is not met as evidenced
"by:

f Based on observation, inferview and record

| review, it was determined the facility failed to

| provide necassary grooming for 4 resident (#52),

i reviewed for activities of dally {iving in a sample of
‘57 Findings Include:

i Restdenz #62 had dlagnoses that included
and SR According
| to the record, the resident was unable to carry ouH
| activities of daily living and required assistance. ]‘
i On 9/6/13 at 8:30 a.m. the resident was i
| observed in bed with several days growth of facial |
I hair. When questioned about the beard, he stated |
| he,"... didn't particularly care for it.” The resident '
‘ was shaved on 9/8/13.
On 9/9/13 11:50 a.m. the resident was
. observed with multiple days of beard growth and
. did not appear to have been shaved since last
L week. When interviswed at the time of the :
i cbservation, the resident verified he had not been |
| shaved over the weekend (9/7/13 and 9/8/13), ‘
| and stated he didn't get shaved as often as he !
liked. The resident furiher stated he would shave |
averyday if he could. !
| Additional observations of the resident :
; unshaven were made on 8/10/13, ‘1
On 911113 at 10:20 am., the resident's facial |
nair was untrimmed and unkempt looking, the
resident siated he would iike to have if, "trimmed
Sup a bit" but was not able to do it himself,
| The facility failed o shave the residenton a

i :
F 3121) How the nursing home will correct the;
deficiency as it relates to the resident;

e Resident #62, Care Plan reviewed
and updated to refiect individualized
ADL needs of the resident to include
his desire to be shaved daily. l

2) How the nursing home will act to
protect residents in similar situations:

®  SeeF279 |
Residents will be reviewed to ensure,
that grooming and shaving
preferences and needs are being me

L’i) Measua’es the nursing home will take g
br the systems it wiil alter to ensure thatr
the probiem does not recur; !

&

See F 279 {
— P P | e [y e | 4 .CJ:

in-service yluulued to at ciinicat sian|
on requirements under F312 to |
include Care Plan policy/process as
referenced under F 279

e e —

'
H 3
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F 312 Continued From page 28

‘ regufar basis in order to maintain good grooming.
F 314 ! 483.25(c) TREATMENT/SVCS TO
§s=0 | PREVENT/HEAL PRESSURE SORES
| H
| Based on the comprehensive assessment ofa |
- resident, the facility must ensure that a resident |
, whe anters the faclilty without pressure sores
i does not develop pressure sores unless the
Hindividual's clinical condition demonstrates that
; they were unavoidable; and a residant having
| pressure sores recelves necessary treatment and
} services to promote healing, prevent infection and
i prevent new sores from developing.

]

w This REQUIREMENT is not met as evidenced

i by

. Based on interview and record review, it was

- detarmined the facifity falled to ensure thai 1 of 3
“residents reviewed (#249), in a sampla of 57, did -
. not develop a pressure ulcer. Findings include:

Resident #249 was admitted !o the facility on
/13 with diagnoses of SREEG—G_—_—— ih
S = o and IR o' the record,
the resident had = il on his @ ieg on admit.
On 4/18/13, the @B was removed and a
i mwas placed - the order directed staff
! to remove the il to shower the resident and for
range of metion exercises (the resident was
non-weight bearing on the leg at that tims},
Written instructions provided by the orthotic
company at the time the Tl was placed
sincluded:"Watch for red areas thal do not ;
disappear within 3¢ minutes. This would indicate |
too much pressure and that an adjustment needs |
e be made. Blisters and/or skin breakdown is not
acceptable.” Additionally, ihe facility was to calt if I

F 312

|
F 314!

4) How the nursing home plans to
monitor its performance to make sure
that solutions are sustained:

e Nurse ma nagers or designee will

‘ perform random audits of care plans
J tc ensure they are individualized and
. addressing residents shaving and
grooming preferences.

5) Dates when corrective actions will be
completed:

October 25, 2013

6) The title of the person responsible to !
ensure correction: ;

m Administrator r

i
'
i
i
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; T - : !
1} How the nursing home will correct thé
F 374 Continued From page 29 1 F 31 deficiency as it relates to the resident:

| be made. The care plan was not modified at the

| dooumentation to indicate this was being done -
| the medicationftreatment records and
- interdisciplinary Progress MNetes (IPN) from the
; date of admission to discharge were reviewed at
" the time of the survey.
Askin assessment on 4/26/13 (8 days after

+ ihe @ was removed) documented the following
s areas on the i lower leg: dried blister/pressure
areas:

- G anklc 3R centimeters (cm.)

A . anterior

- 4 scabs top of B4 cm.

Further record review indicatad the @i scabs

directed nursing staff to complete a skin
assessment weekly. No assessment was done
on 5/10/13 as scheduled. The next skin
assesssment of these areas was done on /17113
{20 days sfter their Initial identification). Area 1
j was a "dried blister - red” {no measuremantis).
“Areas 2 & 3 "blister remains.” The iast
- documnentation on the skin condition sheat was
- on 5/24/13 - it did not specifically address the
Feondition of areas 1-3, but rather and area on the
| @ 2nd toe (which was now reddened and
required treatment).
Staff L was interviewed on 9/12/13 af 2.0G
p.m. - she was not aware resident #246 had
< devek}ped pressure areas/blisters from the
She indicated the facility policy was
to to weekly skin assessments, and decumeant
| any skin alterations on a specific form.
i The facHity failled to prevent the resident from
| developing pressure areasfbiistars from the
5 | W, The care plan was not modified,

: there were any problems with the fit of the device j
_{to nclude skin breakdown) so adjustments could

i time to incude this information, and there was no

were present on admission. The treatment record

i ;
@ Resident #248 discharged i
52) How the nursing home will act to
iprotect residents in similar situations:
s SeeF 279

; Care Pians on residents who

; triggered for development of
| pressure uicer on last MDS will be |
reviewed and updated to ensure
appropriate skin interventions and |
preventative measures are in place }

3
L

H
i

3) Measures the nursing home will take
'or the systems it will alter to ensure that
the problem does not recur:

i#  Facility skin assessment policy and
| processes will be reviewed and

updated .
All clinical staff will be in-serviced on
the requirements under F314 to
include updated facility skin

assessment policy and processes

¢

\
\
i
\
\
|
L
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(X4} 10 r

] ; PROVIDER'S PLAN OF CORRECTION I (%5}

- Based on a resident's comprehensive
©assassiment, the facility must ensure thata
‘resident -

i status, such as bedy weight and protein ievels,
i unless the resident's clinical condition

| demonstrates that this s not possible; and

{2} Receives a therapeutic diet when there s a
nutritional problem.

This REQUIREMENT is not met as evidenced
“hys

i Based on chservation, interview, and record
raview, the facility was not routinely monitoring

" weight loss without benefit of re-weigh, nor did
, the facility ensure scales were accurate and

| residents with significant weight changes were
| flagged for immediate nursing and dietician

| review. The facifity also failed to monitor,

: evaluate, develop and/or implement interventions
| to prevent weight joss for 6 of 8 residents

| reviewed for weight loss (#33, 62, 352, 370, 248,
1 212), in a sample ¢f 57. Findings include:

: 1. Resident # 33 had diagnoses that included
N - KRR T record review, the
- resident was able to eat independently and was

i at risk for weight loss. The resident's weight was

i to be montored weekly.

- (1) Maintains acceptable parameters of nutritional

~and responding fo weights that showed significant |

SUMMARY STATEMENT OF DEFICIENCIES |
PREFIX {EAGH DEFICIENCY MUST BE PRECEGED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
WG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG i CROSS-REFERENCED TO THE APPROPRIATE DATE
! : DEFICIENCY)
F 314 Condinued From page 30 F34raqa
and there was no indication the orthotic company 4) How the :
" Nursin
was called to re-assess the fitting of the iR j ) or | urf g home plans to
F 326 | 483.25()) MAINTAIN NUTRITION STATUS | FggsMonitor its performance to make sure
5g=F | UNLESS UNAVOIDABLE that solutions are sustained:

:
i
i
i

» Nurse managers or designee will
. perform random audits of resident
I records to ensure appropriate skin |
' assessments are being performed
and interventions are in place to
address risk factors for development’
- of pressure uicers. ;
«  Audit results will be reviewed by QA
Committee and actions plans {
developed based on trends identified

5} Dates when corrective actions will be
completed:

i

October 25, 2013

E} The title of the person responsible to
nsure correction:

B Administrator
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F 325 Continued From page 31 F 325,

E On B/14/13 the resident’s weight was
"documented at i pounds. On 8/24/13 the

‘ resident's weight was “pou nds demonstraiing

aloss oftpounds (@ of her body weight in 10

days). Although this represantad a severe

unplanned weight loss for the resident, the facility

| did not identify the issue, evaiuate the potential
| cause of the weight loss, or put interventions In
place o prevent further weight loss.

The resident was not weighed again untl
B/7M13 (14 days later). At that time her weight
had dropped to @ pounds for a totat toss of g
pounds (¥ of her body weight in 24 days).
Again, there was no documentation to indicate
the facllity identified, evaluated, or intervanead to
: correct the resident's severe unplanned weight
loss.

During an interview on 8/10/13 at 8456 a.m,,

Siaff N {Registered Dietician), expressed surprise

whan advised of the resident's weight lass and

further stated she was not aware of the weight
loss and suggested the resident be re-weighad
because some of the weighis couid be
inacourate.

The resident was re-weighed twice on 9/11/13,
One weight was documented at #8 nounds and
the other at §i pounds. It was unclear which of
the weighis was acourate.

When interviewed on 8/12/13 at 8:20 am., the
Administrator stated he was not confident that
: weights were accurate in the building because
there were 7 different scales in use and no
consistent staff responsible for weights or how
residents were weighed,

Although a severe unplanned weight joss was
' documented in the resident record, the facility
failed to monitor the resident's weight as planned,

' stated, "Someone should have noticed it Staff N |

failed to identify and evaluate the potential weight :

'1) How the nursing home will correct the
gefec;ency as it relates to the resident:

Residents # 249 and #370 discharged
Residents #33, 62, 352, and 212
reweighed for accurate baseline.
Nutritional status and needs

. reassessed. Care pians reviewed and
- updated with recommendations and.
- interventions to maintain nutritional,
i status and to prevent weight loss

2) How the nursing home will act to l
protect residents in similar situations: |

Facility weight machines audited and
. recalibrated
o Al residents will be reweighed and

nutritional treatment and care plans
will be reviewed and updated if
necessary

| |
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F 3255 Continued From page 32

if questionable, and failed to put interventions in
| pface to prevent further weight loss.

? loss, failed 1o analyze the accuracy of the weights |

1 2. Resident #62 had diagnoses that includad
[ cnd . Por record review, on
B /13 the resident was admitted to the facility
with a baseline weight of @il counds. Per
facility policy, fhe resident was to be weighed

I weekly and monitored for weighl changes.

5 On 6/1/13 the resident's weight was recorded

as [ ) pounds {demonstrating a loss of 4k

pounds since admission). The resident was not

weighed again for iwo weeks (8/15/13), at which

of #ilF pounds (W% of his body weight), in 25
days.

Although the documentation indicated the
resident had experlenced severe unplanned
weight loss, the facility did not identify the loss,
evaluate the potentlal causes, or put interventions
in place to pravent further loss until 7/1113 (27
days later).

Nutritton Commiltee notes daled 7/11/13
guestiongd the accuracy of the weight loss and
reguasted a current weight as the resident had
not been weighed for 27 days. The resident's
weight at thal time was .pounds reflecting a
iotat toss of ¥ pounds (% of his body

the resident receive @iiijilll#(a nutritional

meal monioring.

I According to the record, there was no

i documentation o indicate meal monitoring was
“ inittated during this time perlod to determine the
_residents overall intake. A nutrition note dated

{ 7H17M3 indicated the resident was eating,

| "50-76% of most meals per staff’ but there was

i
T
|

time his waight was ill# pounds for a otal loss |

weight). The Nutrition Committee recommendsad |

supplement}, twice dally and that he be placsd on

|
|

3)Measurns the nursing home will take
F 32561 the systems it will alter to ensure that

'@he probilem does not recur:
¢ Facilitated meeting to review
operational, weight and nutritional
policies and process to include
development of guidelines and

standards addressing;
o Admission and weekly
weight requirements
o Documentation
requirements
o \Weight equipment
calibration/monitoring
o Significant/unplanned
weight change and re-weigh
j process
o Immediate nursing and/or
dietician assessment
o Nutritional committee
’ oversight and monitoring
o Meal monitoring /tracking

an in-service on the requirements
under F325 to include use of

:  nutritional supplements and updated%
. operations, weight management ang |

. nutritional policies, processes and
. guidelines
é
H

Nursing and dietary staff will receive
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|
i
<

‘was #i pounds.

; @s to why lhe resident's weight loss was not
| identified sooner or why his walght was not
menitored weekly. When asked how the

documentead on the MAR (Medication
Administration Record), and all other

Per record review, although there was a

there was no documentation on the MAR
ragarding the resident’s acceplance of the
supplemant. Meal monitors were not

Committes on 711713 so no documentation
related to the resident's acceplance of the
supplements or overall intake was found.

0/10/13 lunch, 9/11/13 breakfast & lunch: No
@ a5 provided to the resident,

i fike it either with or between meals.

L on 9/11/13, Al that time the resident's last

| documented weight was on 8/19/13 (23 days

| earlier). When the surveyor asked for a more
L recent welght, the faclity waighed the resident,

i no daocumentation o support this in the record.
On 8118/13 a Quarterly Nutrifion Review note
| documented there was no current weight in the
1 record (last weight was 33 days age), but that the
i resident's intake was,"considered good." Again,
ne documentation regarding the resident's intake
| was found anywhere in the record to support this
; determination. The resident's weight on 8/19/13

During an inferview on 9/10/13 gt 145 p.m.,
" Biaff N (Registered Dietician), had no explanation |

acceptance of supplaments was monitored, the
RD stated physician orderec suppiements were

supplements were tracked on the meal monitors.
physician's order for the supplement on 9/6/13,

implemented as recommended by the Nutrition

Durlng observations of meals on £/9/13 lunch,

: When interviewed on 9/11/13 at 2:30 p.m. the
| resident stated he did not get N or anything

The surveyor reviewed the resident's record

§

F

4} How the nursing home plans to

F 326 monitor its performance to make sure

that solutions are sustained: ‘

# Nursing managers and dieticians Wf”
. audit and monitor weight
documentation {care tracker & meaf !
monitoring) on a quarterly or as i
needed basis and implement i
interventions when required i
e Nutritional committee will monitor '
resident outcomes and deveiop
systern for follow-up on
i recommendations :
{s Facility operations will establish and '
| perform a documented weight ‘
J equipment calibration process to be
I performed at least quarterly |
i}t Managers will periodically monitor
| staff for compliance with operations,
| weight and nutritional policies
[

i15) Dates when corrective actions wiii be
gompieted:

|

pctober 25, 2013

ﬁ) The title of the person responsible to
ensure correction:

i
NS /.Cministrator

i

! .
| i
! !
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!
i
£ 325 Continued From page 34

| The resident's welght on 9/11/13 was @@ i
! pounds. ! §
The facility failed fo monitor the resident’s !
1 weight consistently in order to identify welght loss, |
‘ failed to identify severe unplanned weight loss ;
i when it accurred, failed to evaluate unplanned
| welght loss, failed fo iake prompt action to
prevent further weight loss, falled to monitor and
| evaluate the effectiveness of planned
interveniions, failed to implemenit Nutrition
| Committee recommendations for meal
menitoring, and fajled to provide the resident with
| supplements as planned and/or ordered by the |
[ physician,

| R T, i .
| Per record review, the resident was alert and
! oriented and able to eat and drink without ! o
{ assistance. The resident was provided with a !
sack iunch three fimes per week when she was
out of the facility for medical {reatment.
I The resident was admitted to the faciiity on i ‘
| I/ 3 with & documented weight of @il pounds. ; § ;
| A nudritionai assessment dated 8/22/13 ! f

. determined the resident was at risk for weight | . i
. loss due to poor intake and medical condilions. | '

i The physician wrote orders the same day for an

. appelite stimuiant to be administerad daily and

- S (2 nutritional supplement) to be provided
+with all meais. The resident was {o be weighed
daily and meal monitoring was o be documented
for a two week period.

According o the record, weights were not
cbiained on 8/22/13 or 8/23/13. On 8/24/13 the
resident's weight was Wil pounds
demonstrating a loss of Wl pounds (4% of her
body weight). There was no evaluaiion of the ;
resident's severe unplanned weight loss in the i

3. Resident # 352 had diagnoses that Included
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F 3251 Continued From page 35 ‘
| record.

 On 8/25/13 the resident weighed @il
pounds for a total loss of Wl pounds. No weight
was documented for 8/26/13, but on 8/27/13 the
resident's weight was down to @il pounds. |
Staft N signed off on the nutritional assessment
on 82713, but failed 1o take note of or address

‘the 98 pound weight loss documented in the
record. The following day the resident was down
to @ pounds for a total loss of @ pounds { 8%
of her body weight in 7 days}. Again, there was
no evaluation of the resident's severe unplannad
weight [0ss in the record,

| completed and only recorded the intake of 4 out

Between 8/29/13 and 9/6/13 the rasident's

“weight fluctuated between #ilR and
: pounds. The resident was not weighed 4 aut of

15 days. Meal monitors for the resident were not

of 38 meals. The resident ate 25% or less of the
4 documeniad meats.

On 9/6/13 at 12:30 a.m. the resident returned
to the facility afier & scheduled medical treatment. |
The residenf's uneaten sack lunch was spread |
put on her overbed table. The resident stated she |
was not hungry and did not 2at the sack funch |
pravided by the facility for her . The i
resldent was not provided with a replacemant

i meal, Simitar observations were made on
R ARTARY i

| resigent statad she wasn't drinking the

During an interview on 9/7{13 at 1:45 p.m., the

because, "It doesn't taste good fo me." The
resident further siated she had lost a ot of weight
since she had bean sick, but she didn't know how |
much. Twe full bottles of Sk ware observed |
on her badside table af the fime of the interview.

' On 9/8/13 there were seven botties of Sl on

the night stand. Al of the boitles were fufl and
unopened, |

F 325

H
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F 325 i Continued From page 36
| When interviewed on 8/10/13 1:45 p.m., Staff

! N stated she was not aware of the resident's
| weight loss, but stated the Initial welght of
; pounds was probably inaccurate. When asked i
{f how the acceptance of supplements was :
| monitored, Staff N stated physician ordered 5 I
| supplements were documented on the MAR
! (Medication Administration Record),
Per record review, there was no
; documentation of supplement acceptance on the
"resident's MAR. Staff N further stated meal ;
monitoring should be done for a two week period |
. as part of the nutriticnal assessment and she |
could not explain why the resident was oniy ‘
|

F 325

monitored for 4 maais. Staff N was not aware the
resident ate 25% or less of the meals that were
- documented, or that the resident was not drinking !
- the SIS provided.
Although the resident was assessed as being
I atrisk for weight loss and had interventions
! planned to prevent weight loss, the faciiity failed i ) : :
| to determine an accurate baseline weight at the - ; i
 time of admissicn, failed to complete a nutritional | ‘
- assessment based on an accurate weight, failed | i
: to analyze a significant weight discrepancy, and ;
[ failed to identify potantial severe unplanned

| waight Joss,

' In addition, the faciilty failed to monitor the [
| resident's weight on a daily basis as ordered by
| the physician, failed to consistently monitor the
' resident's meal intake and acceptance of
- supplements, and failed to evaluate the
effectiveness of the interventions and/or develop
. alternate interventions as needed,
4, Resident #370 was admitied on®@i®/13 with
dragnoses of SHNEGNENER ith recent m
- . EIEL
A, He had an SN
on ant;b:ohcs for thed

FORM CME-2667(02-89) Previous Versions Dbsclele Evenl [D:SQKNT Facility 1D WAZ3400 if continuation sheet Page 37 ¢f 63




T A TR A R I L AT TR AT LI isa ARy o Ll ol g
DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 09/30/2013
FORM APPROVED
OMB NG. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTIGN (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: & BULLDING COMPLEYED
505414 B, WING 0814/2043
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
PROVIDENGE ST JOSEPH CARE CENTER 17 EAST 8TH AVENUE
SPOKANE, WA 98202
Xa) 1D - SUMMARY STATEMENT OF DEFICIENCIES S FROVIDER'S PLAN OF CORREGTION ey
BREFIX = (EACH DEFICIENCY MUST BE PRECEDED BY FULL | ereFix (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG . REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG | CROSSREFERENCED TO THE APPROPRIATE DATE
! § DEFICIENCY)
| i
F 326 | Continued From page 37 F 325

5 The admission assessment of 9/3/13
| documentad his weight at @ pounds (ibs.}. The

f restdent had suffered from nausea, vomiting, and |
\

- frequent diarrhea primarily from the
| . 2nd had required NS nutrition
, in the hospital. According to the the
. interdiscplinary Progress Notes (iPN) from the
i facility, the resident continued to suffer from
‘ nausea and diarrhea, and was consuming very
: Jittle foodffiuids. Because of these factors, he was
i at high risk for further weight loss and
; dehydration. A physician order on @i8/13 (the day
L of admit) requested a Regisiered Distician (Staff
#N) consult and nutritional supplement drinks to
; be given three times a day.

The initial nutrition assessment of Wl 13
- documented the resident's weight was ¥l bs. -
 this weight was collected from the hospital
i records of @il/13, and was W pounds higher
| than his actual admission weight. Per interview
with Staff #N on 9/10/13 at 1.20 p.m., prefiminary
data {such as the initial weight} was entered by
the dietary tech (Staff #M) when residenis were

data, add additional comments if necessary and
put inferventions in place. The actual Registered
: Dietician evaluation for resident #370 was done
“on SB35 (7 days after admission). The weight
: disparity of @ Ibs. was not identified or assessed.

1

new {o the faclity. Staff #N would then review the

- There was no information to indicate whether the

" resident was consuming the nutdtional
. supplement which had been ordered on the day
of admission. Staff #N also requested staff begin
monttoring the resident's meal intake. The
resident's care plan for nutrition was reviewed on
8/10 - no interventions were identified to prevent
further weight loss.

The resident sent was sent o the hospital with

SN (cc = result of multipte factors

i

|
|
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! including dehydration) on 413, His weight at
! admission to the hospital was Wi bs. - 2
waight loss of #il pounds in one week (using the
factiity admission weight of i bs.),
|  The facility did not ensure that the nutritional
| assessment was done with the resident's actual
L weight, did not identify or assess the large
' disparity in weight, intiate a care plan, or
determine if the initial intervention {i.e. a
* nutritional supplement) was given as ordered and
| consumsd, -1

|
|

5. Resident #249 had diagnoses of Sl
A ith G cozi and SR | o
was admitted to the facility on @13, with a
weight ofgilk \bs.

The initial nutsitional assessment of 4/10/13
indicated the resident's stated weight was4iil
i ibs. - 25 pounds tess than his actual weight, The
initial Minimum Data Sel of 4/15/13 documented
his weight as @ Ibs. - an 18 pound difference
than the weight on the nutritional assessment,
and 7 ibs. fess than his actual admission weight.

In addition, on 4/12/13, the resident's waight
(from the facility record) was @il - a possible
gain of @l#bs. in 4 days (or W bs, if the
“weight on the ipitial nutritional assessment was

cused). On the next day (4/13/13), the resident's j
* weight was @EB- a possible loss of @@ 1bs. in 4 |
- days {or a galn of $l 1bs. using the weight from |

|
the nutritional assessment). |
On the 9/10/13 at 1:20 p.m., the Registered |
Dietician was interviewed. She ackn(}wledgﬂd the
disparity in weights. ;
The facility failed to idenlify & large disparity in
i welghts, determine the cause, or put & plan In
place to ensure weight acouracy, The initial |
nufritional assessment was based on a weight i
| that was 25 pounds less than the residen{'s aciuai

F 325

i

i
|
|
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| weight, ' !
8, Resident #212 was admitte W¥/13 witha |
previous G, inabitity to I iower
SN, - required assistance

. with all activities of daily living. In addition, the

| resident was admitied with s IEG—_G————

i
{
| was continuing o receive ireatment. | | i
l |
i

Review of the hospital dietitian consult dated
/13 (prior to admit to the facility) revealed the |
| resident’s welght was @ pounds (ib), had ;
' moderate-severe protein calorie malnutrition
_related o poor nuiritional infake prior to admit, ‘
: and required increased nutrient needs for wound
' healing.

A nutrition assessment note dated 8/19/13
revealed Staff #M, the diefary technician, based
the resident's initial nutrifion assessment on a
| welght of @B ib. Staff #M identified there was no
" documented weight on admit.
| Review of the facility comprehensive |
assessment dated 6/23/13 also revealed the
resident's weight was S8 1b.

The resident's care plan for welght foss did |
not identify any interventions for weight
i monitoring.

' The facility did not weigh the resident un#il
/13, 25 days after admissicn, The resident's
welght was @Blb, which represenied either a 5
| weight loss of #1b or@i Ib. There was no

| re-evaluation of the weight oss unfit 8/29/13.
' The resident's weight on 8/30/13 was @R H
L and AN i on 972713 (4R b weight Increase),
: The facility failed to evaluate the weight change
‘and take necessary measures, including
| re-weighing the resident {o verify the accurate
s weight. ‘
; Gn 9/5/13, at the request of the surveyor, the i
i resident was re-weighed and the welght was i ' i

|- b, i - !
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Each resident’s drug regimen must be free from

upnecessary drugs. An unnecessary drug is any

drug when used in excessive dose (including
duplicate therapy}; or for excessive duralion; or

F 325 | Continued From page 40

‘ tn an interview on 8/6/13 at 11:.00 a.m. and

' 9/9/13 at 2:30 p.m.,, Staff #M stated residents
should be weighed on admit and weekly after i
 that. She confirmed there was no resident admit |

Lweight when she completed the nutritional |

assessment on 6/19/13. She stated the entified

s weight of @il b was the hospital weight on

B/15/13. She staled she seni a request (o the

residant care manager to weigh the resident.

Staff #M stated after she completed the
nutriional assessment she reviewed the hospital
weights and determined the hospital weight of
| 4 b was probably the accurate weight.
According to Staff #M, she did not document a
re-evaluation using the lower weight because the
resident was receiving assistance to eat and her
intake was being monitored.

In an interview on 9710713 at 810 a.m, the
surveyor asked the nurse who compileted the
Ccemprehensive assessment dated 6/23/13 how
+ she oblained the weight of @ 1b. She stated the |

resident's baseline weight from the hospital was
@ 1>, She asked a staff member to weigh the
resident and obtained a weight of #BIb. She |
stated resident weights might be different
denending on whether the bath aid weighed the
resident at the time of the shower or staff !
weighed the resident at a diffsrent time.

The facility failed o determine the cause of a
large disparity in weights, or put a plan in piace to
ensure weight accuracy.

F 329 483.25( DRUG REGIMEN I8 FREE FROM
ss=D | UNNECESSARY DRUGS

T

F 325
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- without adequate momtormg, or without adequaie
i indications for its use; or in the presence of
| adverse consequences which indicate the dose
i shouid be reduced or discontinued; or any
- combinations of the reasons above

. Based on a comprehensive assessment of a

{ resident, the facility must ensure that residents

: who have not used antipsychotic drugs are not

i given these drugs unless antipsychotic drug

| therapy is necessary to treat a specnf ¢ condition
as diagnesed and documentad In the clinical

a - record; and residents who use an tipsychotic
t drugs receive gradual dose reductions, and

j behavioral interventions, uniess clinically

| contraindicated, in ah effort to discontinue these

tdrugs.

|

his REQUIREMENT is not met as evidenced

review, it was determinead the facility failed to

Hed T

f Base on observation, interview and record
\
|

censure 1 of & reviewsad for unnecessary

" medications (#3567}, in a sample of 56 was free of

1 unnecessary medications related to use of an as
i needed anti-psychotic medication ENEG_—0Gg)

{ without adaquate indications for use and/or

i monitoring.

. Findings include:

Resldent #3587 was admilted to the facility /13

for e - O (0| loving &
m The resident had dlagnoses

inctuding AENEGE=G.

|

deficiency as it relates to the resident:

i
{
i
t

s Resident #357 discharged

2} How the nursing home will act to
protect residents in similar situations:
f
* Records and Care Plans for residentsf
on Antipsychotic drugs will he
reviewed and updated, if applicable,
to ensure documentation for
indications of use, appropriate
diagnosis, behavioral monitoring,
non-pharm interventions, informed
consent, and Gradual Dose
Reduction.

:

3) Measures the nursing home will take |
br the systems it will alter to ensure that!
the problem does not recur:

[
|
i
|
!

» Psychotropic Medication policy and |
. procedures reviewed and updated (
e  Nursing staff will be in-serviced on |

the requirements under F329 to
include all requirements outlined in
updated policy and procedures
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F 329 ' Continued From pageﬁz

S, 2nd o new SR issue.

© According to the 8/4/13 History and Physical,
i the resident was very confused and his

| conversation did not make sense. He had
generahzed weakness tried {0 gat up frequenily,

i and was a high falt

i There was a 9[1:‘13 pract'tioner s order for

!m twice a day as needed, there was no

| diagnosis identified,

i The resident experienced two non injury falls
on 9/2/13.

| the behaviors untll 9/4/13 after the resident had

medication.

| The faciliy's progress notes indicated the

| resident had behavioral issues including;

! wandering, resliess, agitated, and poor impulse

“control. The resident's received six doses of the
A medication from 8/2-8/13 to treat the

' ' behavior symptoms . The medication was not
helpful in treating the symptoms on at least three

| occaslons.

i The praciitioner saw the resident on 9/4/13

I and identified the resident's thyrald iab lavels
were high documented i may have contributed
the the resident's agitation and mental changes,

t but not the only cause.

| the medication. She was unable to provide any
. information related o the facility's evaluation of
I the resident's behaviors prior to the initiation of
- the anti-psychotic medication.
: The facility did not perform a baseline
; evaluation to monifor for polential adverse sids
effects prior to the ipitiation of the medications.

of the as naeded anti-psychotic medication and

- The factlity did not initiate behavier monitoring
, shests or non medication interventions fo address:

received at least three doses ¢f the antj-psychotic |

| Stafi #0 was interviewed on 9/10/13 regarding

)

There was no justification for the implementation

%‘r} How the nursing home plans to
F 329m0nitor its performance io make sure
that solutions are sustained:

perform random audits of residents |
who triggered for use of i
Antipsychotic medications to ensure
appropriaie documentation is in
place to include; clinica! indications,
diagnosis, non-pharm interventions, |
informed consents, and Gradual

. Dose Reduction

e Pharmacy Report for Gradual Dose
' Reduction will be reviewed and
discussed through the QA Committee

p Nurse Managers or designee will
|
|
!

|

\

\

gg) Dates when corrective actions will be
g:ompieted

pctober 25, 2013

6} The titie of the person responsibie to
gnsure correction:

| /cinistrator |

|
|
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F 329 | Continued From page 43 i F 3291) How the nursing home will correct the

| non medication interventions were not
implemented for two days after the medication
; was started.
F 333 483.25(m}{2) RESIDENTS FREE OF
$5=G  SIGNIFICANT MED ERRORS

deficiency as it relates to the resident:

= 333&0 Resident #370 incident report :
. reviewed and updated to include |
summary of incident, conclusion, ané!
corrective action plan

|
|
|
The facility must ensure that residents are free of i :
§ * Residents #208 and 324 - See F Tag
|
|
r

: any significant medication errors.

[ 225
! i This REQUIREMENT s not met as evidenced \‘
by:
. Based on interview and record review, the facility - F) How the nursing home will act to
| failed to ensure 3 of 57 sample residants were i protect residents in similar situations:

free of significant medication errors
| (#208,324,370). Residents #208 and 370 !
- experienced harm. l

e SeeFTag225

: Findings inciude: 3} Measures the nursing home will take ;

; ; . or the systems it will alter to ensure that
1. Resident #370 was admifted to the facliity on | %he roblem does not recur: !

‘Hms for CHNN SR | P
“ care. He had diagnoses including ; i

m issues, @ilNE issucs, gl =nd ® SeeFTag225 |

| ®  Clinical staff will receive focus

I The resident was seen by a practilioner on ! | L .

/13 after he was admitted to the facility. The ° + training on medication !

“assessment indicated the resident was fired, : © administration and prevention of |

; ached all over, had chronic nausea and found it . medication errors '

; difficult 0 eatino appetite. The resident was
inlerviewable at fhe lime and reported o the
practifioner he had pain due to his gk The

. resident said the medication @il worked for |

" hirn in the past. The practitioner ordered iR |

. @Brp every 6 hours as needed,

- The Wi medication was added to the

| September 2013 Medication Administration
Record (MAR) by a licensed nurse.  The

i Facilitated training session with

i nurse managers on analysis of

. medication errors focusing on the

} use of the investigation tools to hetp|
|

|

|

|

identify the root cause !
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F 333 ‘ Continued From page 44

|
|
- medication was written as @ mg routinely every 6
: hours, rather than as needed.

The following information was revigwed on
The internet Drug Index (RxList), SN0 o
nonsteriodal anti-inflammatory medication :
indicated for short-term use {up fo five days}). 1tis
: not indicated for minor or chropic painiul :
| conditions. The maximum dose in adulls is 40
my, increasing the dose will not provide better
1 efficacy but will increase the risk of developing
serious adverse side effects. The side effects of
the medication include but are not iimited fo; renal
risk for resident with advanced renal impairment
and in residents with volume depleiion
(dehydration).

The facility's progress notes were reviewed
from 9/56-10/13, the following information was
ldentified regarding the resident. The resident
had a fever, he complained of nausea, had
diarrhea, had a poor appetite, had wound
drainage, and staff encouraged him to drink
fluids. The deocumentafion indicated he was
: lethargic/sedated at times. The practitioner was |
: notified of his condition, but the NN vas not |
" mention. ’
;. The evening of WG/13, the practitioner wrote

- orders to discontinue the Wl and lower the

| dosage of routine SNNGEG_G—__o_G—"

On W/ 13 the resident was transferred to the |
hospital emergency room at 1:15 p.m. after the
physician assessed him. The resident had an ]
elevated GHNNGNGEc o! of @ (normal range |
0.7-1.3) and was tethargic. The physician
documented the resident's iaboratory values
showed acute §iillfaiure, with no previous

history of @ill@problems. The physician
identified the resident was on h
evary 6 hours as needed and as needed

"which seems to be the obvious culprits |

:4) How the nursing home plans to
F 333 monitor its performance to make sure
that solutions are sustained: %

i
.
1
i
i
i

|

;5) Dates when corrective actions will be
completed:
|

i

October 25, 2013

6} The title of the person responsible to

See F Tag 225

Director of Clinicai services or
designee will review medication
error reports to ensure a root cause
has been identified and appropriate
actions taken to mitigate
reoccurrence

Medication errors and trending !
reports reviewad by QA Committee ?
for on-going process improvement
activities

ensure correction:

M Administrator
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F 333 Continued From page 45 - F 333

! {of the acute gl failure)",
. According to the 9/10/13 History and Physical
- from the hospital, described the resident as §
somnoient and unable to give a history. The 1 :
document identified the 4§l was meant to be | [
| §Fmg every 6 hours as needed but was given .| g o L
every 8 hours routinely for five and a half days,
. The hospital physician, documented the resident
had acute @M fallure and suspected the cause
was the nonsteroidal anti-inftammatory i :
| medication use (RIS and QIR 2nd ; : :
{ dehydration. :
On 911415 at 3:10 p.m., the IR
medication card from the pharmacy listed the
! medication instructions as needed every 6 hours
- {not routinely). The card was defivered cn 9/3/13
and 23 doses of the medication were “
- administered.
~ Apractitioner involved with the resident's care
' was interviewed on 8/12/13 at 9:30 a.m. She
- stated the resident was admitted to the facility
! with dehydration, nausea, and poor intake. |t was
guestionabie whether he would need to ba sent
back to the hospital. The praciitioner verified
as a medication that should not be
given more than five days routinely. Sha
cormnmented the medication was not the sole
cause of the resident’s condition, :
The resident was admitted to the facility on
/13 and was {o receive Wl on an as
needed basis. The medicalion was not
i iranscribed onto the medication log accurately.
i Therefore, the resident received the medication
' for over five days at the maximum dose
“recommended. Al least 8 different nurses | ‘
. administered the medication on a regular basis | |
[ from the medication card which had instructions | 5
| to give the medication as nesded. The resident l ;>
had acute il fsilure and was sent to the f ! , ‘

i
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| Continued From page 46
| hospital. Two different physician'’s identified the
tresident's medication reg‘nme as contributing
factors fo the resident's condition.
L2, Res;dent #208 had diagnoses of wimis and
A e Ciscase. The resident was
takmg as needed medication for pain, as well as
Lo b (narcotic pain medication
apphed directiy to the 4 which provides a
i continuous dose). The physician orders instructed
| staff to change the @il every 72 hours.
i Perthe May 2013 record, the resident’s
| SN /25 replaced on 5/14/13. On the
‘ morning of @13, the resident complained of
not feeling well, being anxious and nauseated,
' had tingling of the extremities, and eventually
1: axperienced uncentrolled shaking/jerking. She
fwas sant to the emergency room (ER), and was
' given a medication for the uncontrolied
i movements (which according to the record was |
| minimally helpful), pain medicaticn, and !
| medication far anyiety. After the resident received .
the pain/anxiety medications, she stated she felt |
well (and her symptoms resolved), During the ER |
stay, the resident discovered that ihe (GG
S =5 not on. Diagnoses on the emergency
room report included probable s
R - G,
. The resident experienced probab!en
 gymptoms because she was not receiving the ;
medication for an undetermined period of time.
(See F-225 related fo lack of investigation of the
medication error).

3. Perrecord review, Resident #324 was
agmitied for treatment of NN probiems,
The resident was alert and oriented and was

F 333

3
i
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F 333] Contlnued From page 47 |

s inclependent with sat-up for most aetivities of dally

living.

The resident's August 2013 medication crders

sincluded medications for nausea,

"itehing, and pain. ‘

i Review of the facility investigation dated
B/21/13 revealed a night shift licensed nurse

administered the wrong dose of @#nausea

- medication. The medication order was for il

I miltlgrams (mg} every 8 hours as needed. If

| needed, the medication dosage could be

| repeated 1 time for a total of @ mg. On 8/21/13

at 5:15 a.m., the licensed nurse gave @ mg at

one fime {doubie the maximum dosage ordered).

. Per record review, the resident's vitat signs

“were stable and the resident requested @ pain

| medication 45 minutes later.

In an interview on 9/8/13 at 3:30 p.m,, the
resident stated she was sieaping but staft r
informed her family member of the medication |

|
1

[ error when it occurred.
. Inaninterview on 8/8/13 at 3:45 p.m., Staff #K
' stated the medication was dispensed asd@#® mgin
- a $mitiiliter (mi) W 9B mo=@F ml). The
licensed nurse administered the entire ml rather
than @ mi and recognized and reportad the esror !
immediately.
F 353 483.30{a} SUFFICIENT 24-HR NURSING STAFF
85=F | FER CARE PLANS

| The facility must have sufficient nursing staff to
| provide nursing and relaled services to atiain or

maintain the highest praciicable physical, mental, |
' and psychosocial weil-being of each resident, as
s detarmined by resident assessments and
Cindividual plans of care,

J The facility must provide services by sufficient

F 333

F 363

I [
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F 353 Continued From page 48

“numbers of each of the foliowing fypes of
personne! on a 24-hour basis to provide nursing
care to all residents in accordance with resident
care plans:

Except whan waived under paragraph (c) of this
section, licensed nurses and other nursing
personnel.

Except when waived under paragraph (c) of this
section, the faciiity must designate a licensed
' nurse to serve as a charge nurse on each four of

D duty.

' This REQUIREMENT s not met as evidenced |
by
| Based on observation, inlerview, and recerd
1 review, it was determined the facility failed to :
+ ensure sufficient staff was available to provide i
i necessary care for residents in a timely manner |
- related to bathing services, dining, and responses |
 to calls for assistance with basic aclivities of daily
living. Affected were 9 of 15 residents on the
i Main and Garden level (#3, 342, 369, and 7 i
! rasidents who wished to remain anonymous) |
. observed andfor interviewed during Stage &; and 91
, of 28 residents (#1, 8, 24, 69, 81, 131, 134, 163,
| 170) who dined in the Garden level Earge dining |
froom. Residenis were placed at risk for a
' diminished quality of life and unmet care needs. |
| Findings include:

! RESPONSE TO CALL LIGHTS
J 1. Per record review, Resident #369 was
admittecyme® 13 with no history of falls prior to
admission and one fall without injury since i
admission.

‘;1) How the nursing home will carrect theﬁ

F 353 deficiency as it relates to the resident:

}(See F Tag 241 & 242 for more details) =

ERESPONSE TO CALL LIGHTS
r Resident #369 discharged

|

!DIN!NG SERVICES GARDEN LEVEL

¢ Residents #1, 6, 24, 69, 81, 131, 134,';
163, and 170 assessed for ADL’s, andﬁ
dining assistance

BATHING SERVICES
Resident #342 discharged
% Resident #3 assessed for ADL’s and

F bathing needs/preferences

2} How the nursing home will act to
protect residents in similar situations:

e See FTag 241 and 242
|
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F 353 | Continued From page 49 F 3533;.) Measures the nursing home will take
On 910/13 at 4:30 p.m., Resident #3069 called | ar the systems it will alter to ensure that

out for help from her room on the maln level
' There was no staff in sight. The surveyor found
the resident sitting up in a low bad with her feet

the problem does not recur:

i i
:

on the fleor, clutching her galihiight and trying to ¢ SeeFTag 241 and 242

stand up. The residen! said she wanted {o get up 1 P : : . -

and did not activate the call light. With the . ¢ Caltiight policy will be reviewed and |

Tesidents’ permission, the surveyor activated the | | revised if necessary i
; call light. All staff will be in-served on facility

Staff did not respond 1o the resident's call light

i until 4:45 pam, 15 minutes tater, when activity
staff cissmbutmg activity schedules entered the
resident's room. The resident said "help” when | Staff scheduies and process will be
she saw the staff member and then could not ; reviewed fo ensure adequate

remember what she wanted. : ; ; :
© During interviews on 8/4/13 and 8/5/13, 7 | coverage to assist at meal times i
' residents who wished {o remain anchymous were i
asked If the facility had enough staff avallable to | 4} How the nursing home plans to
make sure they received the care and assistance | monitor its performance to make sure
they needed without having to wait a long time. that solutions are sustained:
: Five residents on the main floor and 2 residents o ’
i on the Garden Level reported waiting from 20 to

' 45 minutes on all shifts.

call light policy to ensure compliance:
with cali light response guidelines i

———— @

¢ See FTag 241 and 242
: DINING SERVICES GARDEN LEVEL ¢ Nurse managers or designee will
= . monitor staff for timely responses to |

cail lights and assistance with meais

2. Review of the July 2013 Resident Council :

meeting revealed there were concerns about food

irays not baing passed ocut in a timely manner. _

Residents were advised that ron-clinical siaff 5\ Dat h : . i i

' were helping to serve meals. } Dates when corrective actions wili be :

" During ebservation of lunch in the Garden ! completed:

' Level large dining room on 9/6/13, non-clinical i |

staff did not help serve meals. Eight residents ‘

(#1,8, 24, 69, 131, 134, 163, 170) waited 30-55 | Qctober 25, 2013

minutes to eat. Resideni# 81 was brought! to the

dining room 10 minutes after meal service ended. | ]
Nursing assistanis assigned to assist the 6) The title of the person responsible to |

| residents were interviewed after the meal. They ansure correction: 3
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r 353 Continued From page 50 ‘ F 353 1

Ireported being tate to the meal because they : :
were asissting other assigned residentis with §
| personail care. '
: See F241 for additional details.
- BATHING SERVICES
[ 1 3. Per review of bathing records from 7/1/13 ‘
1 through 9/8/13, there were 13 residents that went |
: more than 7 days without a bath or a shower on
at least 1 occasion and 1 resident went 12 days
t without a bath/shower during this time frame. |
Reviaw of the monthly Resident Councll 1
I minutes identified the Council expressed
3 concerns in June and July of 2013 regarding lack |
; of bathing, when the bath aide elther called in or
fwas not avallable,
On 84113 at 9:10 a.m., Resident #2342 stated
: she was suppoesed o bave showers twice a week
and was not getling 2 showers becauss the
! shower aide was off work for 2 months.
i On g/4/13 at 10:18 a.m., Resident #3 stated
: he usually received 1 shower per week, but
i missed a lot of showers due to short staffing and
i call ins, He commented that baths were the first
thing to be cut if the facility was short staffed.
in an Interview on 9/9/13 at 12:00 p.m., Staff
| #5 stated the staffing for nursing assistants was i
terrible, 3 out of the 4 days the nursing assislants
ware short and the weekends were very hard, ‘
Staff #8 also stated there were two regular bath
I aides but one of them had been on leave from
i July to September. He said it's hard because |
| they had to decide "should we pull from the floor
! to do baths, or from the bath to work on the floor” |
On 9/9/13 at 2:30 p.m., Staff #7 stated the ‘ i
i days there was no bath aide available it was hard
t hecause the evening staff had {o ry to get them :
dene. ;
I an interview on 9/10/13 at 10:30 a.m. Staff |
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#U said it was a struggie to get baths done when i
people call off their scheduled shift in which the ‘;
evening shift had to try and catch up on resident's ?
baths.

In aninterview on 9/10/13 at 10:30 a.m., Staff |
#4 said it was a struggle to get baths done when
people call off their scheduled shift in which the :
: evening shift had to try and caftch up on residents; !
- haths. :

In an interview on 9/12/13 at 1.08 p.m,, Staff :

#1. (DNS) said there were several factors that
determined staffing which included acuily and
number of admissions. Staff #L said there were |
times whan more staff were added to the i
scheduies for different reasens and pulling the
bath alde was the lasi resort.
| Athough Staff #L stated pulling the bath aide
i was the last resort, record review and interviews
confirmed the bath aide was being pulled from
bath duties and it was affecting the residenf's . ;
quality of care related to bathing. ;
F 3641 483.35{d)}{1)-(2) NUTRITIVE VALUE/APPEAR,
58=E ! PALATABLE/PREFER TEMP

Edch resident receives and the facility provides : |
food prepared by methods that conserve nutrifive i i
value, flavor, and appearance; and feod that is |
palatable, attractive, and at the proper ; i
temperature, ? 3 : |
1
|
|
\

' This REQUIREMENT is not met as evidenced

| by:

i Based on observafion and interview, it was

| determined the facility failed to provide food that |
| was served at a consistency to maintain food } ; . :
i quality and palatabilty to ensure resident | i 1
| satisfaction. Potentially affected were residents inj - |

1 i | ]
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F 364 | Continuad From page 52 ‘

all dining rooms sesved beef short ribs for funch
on 8/3/13. Findings include:

- 1. During observation of dining services on 9/3/13 |
at iunch in the Garden Level large dining room
the foliowing was cbhserved:

AL 1147 a.m., a stafl member came in wWilh
menus and commented to the dietary aide that
residents in the Garden Leve! small dining room
said the ribs were {o0 tough to eat and "going
over iike a iead baiicon.”

Observation of food served in the large dining
room revealed the main entree was beef short
ribs served with bone altached. Residents were
' having difficulty cutting the meal Several
‘ residents attempted to pick up the bone and chaw
- the meat from the bone.

A staff member obiained & steak knife from
i the kitchen to cut the meat off the bone and
emove the gristle and fat.
After their meat was cut, 2 residenis ate bites
i of meat and piaced chewed meat back on the
plate. Thase residents did not accept aliernate
food.

i 2. Resident #133 was having lunch in the main
“level dining room ¢n 9/3/13 at 12:10 p.m. The :
- main entree included short ribsfspare ribs. She
" was having difficully cutting the meat off the bone :
{o eat it. The resident had specialized utensils {to
i make cutting and eating food easier) including a
curved handie knife. After attempting several ‘
times 1o cut the meat without success, the “
resident said "this is stupid - how are we
supposed to eal these?” At that point she stopped
trylng to eat them, ate the rest of the food that
was on her plate, and her desseri. .
At approximately 12:20 p.m. the resident ;
started tearing pleces of meat off with her fingers |

F 364 1) How the nursing home will correct thé
deficiency as it relates to the resident:

Resident #133 discharged

Resident # 87 and 52 interviewed by
dietary manager regarding ‘
dissatisfaction with beef short ribs
offered on 9/3/13 and discussed
ways to improve their dining
experience

2} How the nursing home will act to

jprotect residents in similar situations:
; |

io Dietary manager and Food Service

| Committee to review future menu |
items to ensure they meet residents:
needs regarding; consistency,
i methods available, flavor,
appearance, palatability,

attractiveness, and proper temps.

t

i

! \
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F 364 | ?‘::'““ue'i From ptige 53 L attermot Faed IE) Measures the nursing home will take
after making another unsuccessful atiemp using | -

. the utensils). She put a large piece of meatin her br the systems it will alter to ensure that

- mouth, iried to chew i, took it out, thraw it on her the problem does not recur:

| plate, and pushed the plate away. She finished
her protein drink {she made a loud sound trying fo, See F Tag 241
stck more fluid out of the empty container). i . . .

At ne time during the mea! did facility staff tetary and nursing staff will be in
notice the difficulty she was having, or offer to - serviced on identifying resident with
assist her in cutting the meal. At approximately . difficulty eating or concerns on '
12:35 p.m. Slaff G talked to Resident #133's - ‘
tablemates about the food, but did not offer ‘ palpab:l.{ty of meal and offer
assistance ‘o the resident. . alternatives
When interviewed about the meal, the resident

g;ea:uretdhat the_gﬁez?t ar;ctfhsaid ét| was "tough.” One #) How the nursing home plans to
of the cther residents at the table was Do
interviewed, and slated the meat was "greasy” - {nnomtor st.s performancg to make sure
that resident had eaten only a few bites. that solutions are sustained:
| The surveyor had additicnai randorm s See FTag 241
i observations in the main level dining room at : 1
 lunch on 8/3/13: a female resident had difficulty i |

R,

cutting the meat off the bone - there was visibie - 5) Dates when corrective actions will be |
 fatly material when the resident aliempted to : completed: ;
; seperate the meat from the bone. A staff person ;
 offered to cut the meat for her after approximatet Y. S
10 minutes. Initially she gaid no, but later : October 25, 2013
consented. She fook a couple of bites of meat i ; :
and left the rest. Multiple other residents were | 6} The title of the person responsible to |
i struggling to cut and eat meat in the main level | &nsure correction: i
| dining room during lunch on 9/3/13, Staif were | bﬂ\dministrator

| inconsistent in offering assistance or an alternate |
food item,

'3, On §/3/13 during the lunch meal, in the

: Garden level independent dining room, the ,
following was observed: :
| At 11:55 am., Resident #87 and Resident 452 | : |
| sat at a table together while thay ate thelr their i
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|

F 3641 Continued From page 54
| funch which included beef short ribs. Resident
#87 grabbed a large chunk of meat with her i
hands that hadn’t been cut up and tried to bite
inte it. She was not able to get any into her _ : :
mouth because it was so {fough and grisly. The | : |
resident continued to pull on the meat with her _ i
teeth and pull away with her hand until she gof - !
some in her mouth. The resident then sald "tell j
: them to send down some meat that's not so ;
-tough that we ¢an chew on.” ;
During this time, Resident #52 said "this meat
- is really tough.” Resideni #52 had a very difficult ¢ :
 time chewing the meat and her food was not cut | |
up for her. : §
The residents were observed from 11:56 a.m.
runtil 12:15 p.m., {rying o eat the short ribs and | \
; complaining of how tough they were. Staff #8 \ '
was observed in the dining room during this time |
and did not offer the two residents anything else *
to eat though they were complaining and having a~ ;
difficutt time eating. . é
in an interview on 9/3/13 at 12:22 p.m,, Staff | ; C
| ##B was asked what he would do if a resident was | | -
. having a hard time chewing the food, he said he ! i
would help the resident or offer a food aliernate to !
the resident. Stafi #B confirmed he did not offer 1 ‘
| %
| <
i |
|
|

F 364 |

an atternate or offer assistance during the above

observations of Resident #87 and Resident #52.

' Staff #B then left the dining room without

! assisting the residents or offering them an

‘ alternate.

| AL 12:25 p.m., Resident #87 moved away from |

¢ the table and went oul into the hallway and asked

| Staff #Bb {who was working at the nurse's i

| station) if there was anything else she could eat |

| because she was still nungry. Staff #Bb said she | !

i would get the resident something else 1o eat, i | !

At 12:28 p.m., Resident #6562 asked this ‘ 1 &
|

surveyor if she could have something different i

!
|
?
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because she couldn't eat the meat and she was
stilt hungry, no direct care staff offerred her ‘ i
anything prior {o this statement{. At this time Staff - ;
#Bb came into the dining room and offered the :
resident semething more to eatl, and the resident

accepled.

i 4. At 12:45 p.m., the surveyor conducted a test
tray of the beefl shorl ribs with Staff #A, the
kitchen supervisor, and Staff #1, a dietitian.

Staff #A used a sharp knlfe to cul the meat off
- the bone, cut away the visible fat and gristle, then |
cut the meat crosswise against the grain. When
cutin that manner, the meat had good flavor and |
was easo,u chewed. - Staff #A confirmed the meat |
served to residents was not cut up to be easly |
chewed and residents did not have aceess to
sharp knives io cut the meal as served.
F 431 483.60{b}, {d}, (e) DRUG RECORDS, ) F 431:
gs=g ; LABEL/STORE DRUGS & BIOLOGICALS :

The faclity rust employ or obtain the services of L
. a licensed pharmacist who establishes a system *
- of records of receipt and disposition of all
controled drugs in sufficient detail to enable an : i
accurate recenciliation; and detarmines that drug E
records are in order and that an account of all
controlied drugs is maintained and pericdicatt
raconciled, :

Drugs and biclogicals used in the faciiity must be

tabeled in accordance with currently accepted

professional principles, and include the

- appropriate accessory and cautionary ;

s instructions, and the expiration date when i
applicable. 5

i
H

tn accordance with Stafe and Federal laws, the

i
i
i
H

! !
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F 431 Continued From page £6 - F4311) How the nursing home will correct the!
 facility must stors all drugs and biologicals in ' deficiency as it relates to the resident:

. locked compariments under proper temperature
controls, and permit only authorized personnel fo )
- have access to the keys. : e No specific resident identified

The facility must provide separately locked, . .
p IQ} How the nursing home will act to

permanently affixed compartments for storage of ‘

controlied drugs listed in Schedula B of the Frotect residents in similar situations:
Comprehensive Drug Abuse Prevention and
Control Act of 1876 and other drugs subjectto b Audit conducted of medication

abuse, except when the facllity uses single unit
package drug distribution systems in which the ) )
quaniity stored is minimal and a missing dose can : Main, West, Middle, and East Gardes
be readily detected. ! Level and contents discarded if

; ‘ . compromised by incorrect storage

refrigerators located on 3" floor, £ast

: | temperature

 This REQUIREMENT is not met as evidenced P All seven medication refrigerators
by: t  adjusted and tested to correct
Based on observation and interview, the facility | temperature
faited {0 ensure § of 7 refrigerators were at an ' ‘
acceptable temperature to store medications for |

residents.

Findings include:

Medication Storage was reviewed on 9/11/13 at
1 1:16 p.m. with Staff #0. The following concerns
twere identified at that time:

. 1. The 3rd fioor medication refrigerator had z
i severai different medications that reguired
. refrigeration. The temperature on the ;
- thermometet on the inside was 45 degrees |
{Fahrenheil. The refrigerator had 2 lemperature
- atarm with the temperature range set from 42-52
" degrees. Medications should be stored between
| 35-45 degrees Fahrenhelt.

| Ifthe temperature was outside that range.

i
|
\
;
;
i
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F 4311 Continued From page 67 F 431!

The alarm was suppose o sound to ensure

medications were stored at the appropriate
i temperature in the refrigerator.
! 2. The sast main floor medication refrigerator
i had an internal temperature of 32 degrees :
Fahrenheit and there was ice droplets on the ;
inside of the refrigerator. The alarm temperature
was set from "37 to hh" and was not sounding at
the time. The slaff member was not sure what
the "hh" stood for. The refrigerator did contain
resident medications including liguid seizure
medication, breathing medication, liquid |
anti-anxiety medication, and injectable insulin,
Other house supply medications were also sfored l
in the refrigerator. %

|

3. The west garden level medication
. refrigerator’s internal temperature was 2 degreas i
. Celsius and the temperature alarm was set at 10 |
: to 30 degrees Ceisius. The conversion to i
- Fahrenheit would be the Internal temp was 358 |
- and the alarm range was 50 to 88 degrees, The |
alarm was no! sounding, There was a build up of |
{ice on walls and in corners of the refrigerator, ;
| approximately 3/4 inches thick. The refrigerator |
conlained liquid medicaiions for residenis ?
receiving hospice services, eye drops, breathing |
freatments, insulin, and suppositories. !

4. Ths middie garden level medication

i refrigerator’s internal temperature was 40 _
' degrees Fahrenheit and the alarm was set 35-45
| degrees. The alarm was sounding intermittently |
| at the time of the observation. :
: §. The east garden level medication refrigerator
- had an internai temperature of 34 degrees and

| the alarm was set 32 to 37 degrees Fahrenheit.

3} Measures the nursing home will take
pr the systems it will alter to ensure that
the problem does not recur:

8- Medication Refrigerator Alarms

policy reviewed and updated to

inciude daily temperature logs for

on-going manitoring of temperatures

¢ Maintenance supervisor and 1

. appilicabie nursing staff wiil be in-

~ serviced on requirements of F431 to

' include updated Medication

! Refrigerator Alarms policy and
incorporation of temperature logs

4) How the nursing home plans to
monitor its performance 1o make sure
that solutions are sustained:

¢  Nursing managers or designee will

establish a process for monitoring

and recording medication

refrigerators using daily temperature

log

+ Maintenance supervisor or designee

: will establish a process and perform

¢ on-going auditing and monitoring of |

. medication refrigerator |
temperatures logs to ensure

¢ compliance

i i
| |

L |
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- The refrigerator contained resident medications
| including: eye drops, liquid medications, and
i énsulirz.

6 Staff #O was interviawed on 8/M11/13 regardmg
‘ the medication refri igerators. She stated the
1 temperatures should be between 35-45 degrees
| Fahrenheit.
The Medication Refrigerator alarms policy

degrees Fahrenheit,

Four of the seven medicalion refrigerators had
; temperature alarms that were not set at the
- appropriate temperature range for medication
sto:age
;. Three of the seven refrigerators had visible ice .
I inside the refrigerator and two of those had

medications stored in the refrigerators was
appropriate consistercy.

¢ One of the seven refrigerator alarm sounded
i when the temperature was appropriaie,

; On 9/12/13 at 11:40 a.m. Staff #W

| {malnienance parsonnel) was interviewed, He
stated maintenance checked the refrigerators
monthly for clectiics] issues and checldset the
temperature alarms. He stated the temperature
shiould be set 35 to 45 degrees Fahrenheit.
When asked about the discrepancies of the alarm |
 setfings, he stated when alarm boxes got

1 bumped they reset the temperatures,

| The facility did not have & system to ensure
refrigerated medications were stored at
recommended temperatures. The alam system

! that was established to monitor the temperatures

| was not consistent in alarming and was not set

| accyrately.

| indicated the alarms should be sel between 35-45,

internal temperaiures less than 35 degrees, The
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F 431 Continued From page 58 F 431
t There was frozen condensation on the the walls.

| |
E b) Dates when corrective actions will be |
completed: !
' Dctober 25, 2013 ]
: fi) The title of the person responsible to
Iéns;ure correction: ;

|
W Administrator

1

i
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Ay ID | SURMARY STATEMENT OF DEFICIENCIES . D ; PROVIDER'S PLAN OF CORRECTION (X5)
PREF | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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‘ Z T a
F 498 | 483.75(e}(5)-(7) NURSE AIDE REGISTRY F 496 é
$8=0 VERIFICATION, RETRAINING !
| Before allowing an individual to serve as a nirse 1) How the nursing home will correct the
' aide, a facility must receive registry verification deficiency as it relates to the resident:
| that the individua! has mat competency evaluation : E
I requirements unless the indlvidual is a full-time . @ Newemployees #Xand Y had OBRA Registry |
1 employee in a training and competency ' Verification background checks performed Z
- evaluation program approved by the State; or the ! :
“individual can prove that he or she has recantly 2) How the nursing home will act to protect
. successfully completed a training and residents in similar situations: !

competency evaluation program or competency
" evaluation program approved by the State and

- has not yet been included in the registry.
Facilities must foliow up fo ensure that such an
individual actually becomes registered.

Audit conducted on new hires 1o ensure
OBRA Registry Verification background
checks conducted

e

: ) Measures the nursing home will take or the
ystems it will alter to ensure that the problem
oes not recur:

Before allowing an individual to serve as a nurse 5
aide, a facility must seek information from every |
State registry established undar sections 1819{g)
{2KA) or 1819{e}2){A) of the Act the faciily '

believes will inciude information on the individual. | VP of Human Resources contacted Talent

Acquisition and reviewed on-boarding

e s v ot

If, since an individual's most recent completion of | process to verify requirements for OBRA
a training and competency evaluation program, Registry Verification background checks on %
"there has heen a continuous perlod of 24 : ail new hires ;
: consecutive months during none of which the #  Talent Acquisition updated all job postings
L individual provided nursing or nursing-related - tempiates to include OBRA Registry ,
| services for monetary compensation, the : Verification which triggers on-boarding '
individual must complete a new training and checks 1_
competency evaluation program of a new =  Talent Acquisition conducted audit of all
competency svaluation program. current job posting and identified Tist of
} employees nseding OBRA Registry |
_ ‘_ Verification
| This REQUIREMENT s not met as evidenced e Talent Acquisition notified recruiters and |
by: . ) o i ! provided training on OBRA Registry !
Based on zntemewAand record review, il was 3 Verification regquirement
determined the facility falied to receive registry | ' | ‘ :
verification for 2 of & nursing assistanis (#X,Y) | '
reviewed. Findings include: ;
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0

- action o correct identified quality deficiencies.

- A State or the Secretary may not require
| disclosure of the records of such committee

A facility must maintain a quatity assessment and -
assurance commitlee consisting of the director of
nursing services; a physician designated by the
facility; and at least 3 cther members of the
facility's staff. i

The guaiity assessment and assurance
commitiee meets at least quarterly to identify
issuas with respect 1o which quality assessment
and assurance activitias are necessary; and
deveiops and implements appropriate plans of

except insofar as such disclosure is refated {o the |

. compliance of such committee with the
: reglirements of this section, i

Good faith attempts by the commitiee to ideniify
and correct quality deficiencies will not be used as
& basis for sanctions,

XD | SUMMARY STATEMENT OF DEFCIENCIES D FROVIDER'S PLAN OF CORRECTION 7
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL L OPREFIK ! (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED TO THE APPROPRIATE DATE
i | DEFICIENCY)
M 1
f 3} How the nursing home plans to monitor its
F 496 | Continued From page 60 E 495§)erformance to make sure that solutions are
i : sustained:
. Per review of 5 newly hired empioyees' files, Staff | |
¥ and Staff #Y did not have required regis%ry Q P5JCC HR representative will perform manual
verification showing they met competency ;  reviewsto ensure OBRA Registry Verification
" evaluation requirements, _ i ¢ completed
. dnan interview on 8/12/13 at 835 a.m,, Staff | *  Employee sample of required background
#Z confirmed the staff in charge of recrulting and i b checks will be conducted during PSCS Mock
- performing the registry verification did not reglize | " Survey process
tverification was required for nursing assistants. i
. The facility did not ensure newly hired nursing | 5} Dates when corrective actions will be
- assistants met competency requirement. | completed:
F 520 483.75{a}{1) QAA | F 520
88=F | COMMITTEE-MEMBERS/MEET g October 25, 2013
QUARTERLY/PLANS |
: 8} The title of the person responsible to ensure

rorrection:

S - inisteator

VP of Human Resources

i
i

|
|
;
b

i
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This REQUIREMENT is nof met as evidenced |
by: :
i Based on chservation, interview and record

: review, it was determined the facility faited to

. ensure their Quality Assessment and Assurance
{QAA) committes ideniified and effectively
addressed relevant care issues which affected
the quality of life and qualify of care for 114 facflity
residents. Findings include:

|
" |
Refer to the following: %
! F241 Dignity and Respect for Individuals, F242
: Seif-Determination and Participation, F250 Sccial |
| Services, F309 Necessary Care and Services,
; F312 ADL-Dependent Residen! Receives
| Services, F314 Prassure Ulcers, Fa25 Mainiain
| Nutritional Parameters-Weight Loss, F329 ;
Unnecessary Drugs, F333 Significant Medication |
Errors.
. Inaninterview on 8/12/13 at 1:00 p.m., the ;
I Administrator stated the QAA committee
“identified areas of concern based on information
submitied to the corporate office from the facility |
and then cerporate determined what issues to be |
addressed by the committee. The administrator
said any staff was wetcome to bring forward
issues of concern, but most of the issues
discussed were delermined by corporale.
: During the ahove interview, the surveyor
discussed the concerns related to maintaining
nutritional parameters (F325). The administrator
said that Staff #N (Registered Dietician) and Staif
#P (Dietary Manager) were normally present at afi
the QAA meetings, but no issues had been '
brought forward by them regarding weight
discrepancies or weight loss. The surveyor
 informed the Administrator that during an

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
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B0 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION L e
PREFIX | (EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX | (EACH GORRECTIVE ACTION SHOULD BE | COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) .~ 7AG | CRUSSREFERENCED TO THE APFROPRIATE | DATE
i | DEFICIENTY)
T T
N |
F 620 Continued From page 61 | F 520!

1) How the nursing home will correct the |
Teﬁciency as it relates to the resident: 1 -

|
¢ No residents identified

E2) How the nursing home wilt act to protect
ﬁ‘esidents in similar situations:

[
¢ No residents identified

3) Measures the nursing home will take or the
systems it will alter to ensure that the problem
does not recur:

|
% Quality Assurance Policy reviewed and
I updated to include monthly and quarterly
[ meeting schedule
T Quality Assurance Committee meaeting mode%
and schedule revised 1o include both monthly
| and quarterly meetings 10 ehsure more
consistent review and oversight of resident
quality and safety outcomes. This madel is
more consistent with QAPI requirements and
includes, but is not fimited to; review of |
internal audit resuits, identification of qua[:t\f:
outcomes and trends, measureable goals, |
national benchmarks and targets, SBAR
action plans, and follow-up guidelines |
Compliance, Safety, and Risk Management |
section of the Quality Assurance Committee |
broadened to include compliance ;
monitoring, regulatory survey results, and E
trends in deficiencies impacting patient |
H
|

C——— gy Oy O S

safety

i
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~interview with a staff member (who wished to :
i remain anonymous}, it was confirmed cne of the |

scales on the main floor was still being used }
though it was not working properly, The staff !
member said it was weighing residents ata 12
pound difference,

Also, in the above interview, the surveyor
discussed the concerns related o significant
medication errors (F333). The administrator
stated the issues with medication errors were
identified in QAA previcusly and a plan to track
and monitor medication errors was supposed (o
be implemented. However, per review of
investigations of medication errors this was not
Goouring. E

The facHity did nct nave an effective system lo |
identify quality of care concerns to address in the
QAA committee and did not have an effective
plan in place to ensure plans for improvement
were implemented once concerns were brought !
forward. !

!
i
A

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES io ! PROVIDER'S PLAN OF CORRECTION | {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX I {EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
1 DEFICIENGY) i
‘ i i
: J !
F 520 Continued From page 62 } F B0 ]

4) How the nursing home plans to monitor its

performance to make sure that solutions are !
sustained:

&
|

|
1
5

October 25, 2013

i

} Dates when corrective actions will be
#omp!eted:

CMS Quality Measures, survey resulis, and
facility sub-cormmittee activities will be
reviewed as part of the on-going QA program
PSCS Mock Survey process implemented in
2013 which identifies deficient practice using
QuS worksheets and Critical Element tools
New ABAQIS application to be implemented |
in January 2014 for on-going Quality
Assurance Process Improvement {QAPY)
planning

correction:

! \
6} The title of the person responsible to ensure !
|
\

S, /. ministrator

i
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