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A resident has the right to prompt &

of other residents.

| This REQUIREMENT is not met ag
" by:

; Based on policy reviews, medical re
, and interviews, it was determined th
. to resolve grievances related to lost
. smoking for 2 of 30 (Residents #24
: sampled residents.

| The findings included:

- quality of care, services or behavior

: Advocacy and Risk Management..."
was admitted to the facility on 12/11

. Type 2,
During an interview in Resident #24'
! 2/4/09 at 9:15 AM, Resident #24 voi

fforts by the
' facility to resolve grievances the resident may
- have, including those with respect to the behavior .

1 1. Review of the facility's resident concerns and
- grievances policy documented "1. Alll signiftcant
' residents concerns and grievances about the

residents shall be directed to Quality, Advocacy
~and Risk Management...2. It is the quty of every
; employee to report such problems to the Quality, |

- diagnoses that included Cerebrovascular
' Accident, Hypertension, and Diabetes Mellitus

evidenced

cord review |
e facility failed"
clothing or
and 26)

of other

2. Medical record review revealed Resident #24‘0{0

08 with

S room on
ced a

F 166 - Lost Clothing
A.
+  0On 2/4/089 after trying 1o locate the
lost clothing of resident #24 RN #2
immediately contacted laundry
department to see if the misplaced
items could be located.
| »  On 2/4/09 RN#2 also checked
| medical record for Resident #24
| and found 2 inventory sheets for the
resident, but none for list of
admission clothing. {See
Aftachment 1}
» A grievance form was completed
and filed by the Social Worker and
sent to Risk Management. (See
Attachment 2)
+  On 2/5/09 an Educational in-service
was given to nursing staff members
regarding personal inventory
sheets/personal items list to be
ompleted and placed on the chart
admissions for each resident.
e in-service was completed by
PCM on the B2 unit. (See
chment 3)
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F 000 ! INITIAL COMMENTS FOOO|  The plan of corrections is a requirement
: . of federal law, but not necessarily an
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The annual re-certification and licensure survey ! ?:::;‘i";:ﬁgeamnznrzgz?:goﬁ . lation of |
: was conducted on 2/2/09 through 2/5/09. !
F 166 : 483.10(f)(2) GRIEVANCES F 166,
1 i
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F 166 Continued From page 1 F 166 »  All clothing has been found that

- stated, "l have a lot of clothes miss'irlg and they

i reach in my closet to take my clothes that are to

_ be cleaned. | had three ouffits that my sister

| bought for me and they were labeled and they are
i missing. 1 have reported this to thejnurse and |
~want to file a theft report.”

. Durrng an interview at the B2 nursds’ station on
2;'4!09 at 2:05 PM, Registered Nurse (RN #2)

| stated if a family member brings in belongings
- they take the belongings down to tt e front desk to
be inventoried."

i Durlng an interview in Resident #Zdrs room on
| 214108 at 2:15 PM, Resident #24, RN #2 and
' Social Worker #1 were in a dlscussmn of what
. took place with regards to the mlssmg clothes.
; Resident #24 stated, "When | came here [ had a
' bag of clothes and a pillow case filled with
| clothes. The bags came in with mejon the
' ambulance ride. The staff accepted my clothes
| and put my name on it. | also had more clothes
that did not have my name on it and someone
took them and they never came back This was
reported to a nurse." RN #2 attempted to argue
“with Resident #24 and tell him whep he came to
: the facility be had no clothes and he was wearing
. @ hospital gown. Resident #24 stated, "My sister
| did not take my clothes. My clothesiwere lost in
| your establishment. [Named] CNT [Certified
| Nurse Technician #6] can tell you | had clothes."
| Resident #24 then obtained a receipt from his
- bedside table documenting the purchase ofthe 3
. outfits that his sister had bought h|m and some
- were missing. RN #2 told Resident #24 on many

: occasions that he never had any clothes when he |

| was admitted and that he always wore a hospital
- gown. Resident #24 was visibly upset about not

+ being believed and started speaking in a louder
' |

was listed on the resident’s
perscnal inventory sheets.

s  The resident had a receipt for the
clothing that was brought to the
facility upon admission. The
clothing that was listed on the
resident’s store receipt has been
found with the exception of one pair
of pants. This pair of pants will be
replaced by BLTC. A replacement
pair of trousers was ordered by the
Facilities Management Director on !
2/23/09. {See Attachment4) . |

*  An audit of each medical record on
each unit will be conducted by the
Medical Data Specialist (MDS) and
supervised by the Patient Care
Manager (PCM) unit to determine if
personal inventory sheets are
present for each resident. The
MDS will compile a list of those
residents that need inventory
sheets completed. Once the list
has been compiled the PCM will
assign staff members to complete
the inventory sheets for those that
are missing. These inventory

sheets will be completed by the
MDS, CNT's, LPN's, Clothing
Coordinator or Laundry Manager.
The completed inventory sheets will
be placed on the resident’s chart. |
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*  Upon admission all items for each

stated, "I have a tot of clothes missin g and they ,
resident are logged onto an i

_reach in my closet to take my clothes that are to |

be cleaned. | had three outfits that ny sister | inventory sheet by either the :

bought for me and they were labeled and they are | i Resident Clothing Coordinator,
missing. | have reported this to the nurse and | ;' Information Desk, PCM, Charge E
want to file a theft report.” i Nurse, Medical Data Specialist or

by the CNT assigned to the

During an interview at the B2 nurses! station on resident.
214109 at 2:05 PM, Registered Nurse|(RN #2) ! f »  The PCM, Charge Nurse or Medical
_stated if 2 family member brings in belfongings : ; Data Specialist will audit the

they take the belongings down to thelfront desk to f medical records of all newly

 be inventoried.” : ' admitted residents within 7 days of

 Dusi interview in Resident #24'd room on | : admission to BLTC to ensure that
oG an interview in Residen S foom | | the inventory sheets have been

214109 at 2:15 PM, Resident #24, RNH#2 and ! ! ) .
. Social Worker #1 were in a discussioh of what ! cozp'e:?d a"g.mTIUdEdc:n the '
took place with regards to the missing clothes. resident s medical record.

- Resident #24 stated, "When | came Here | had a . BLTC Education Department wil

* bag of clothes and a pillow case ﬁllec:‘ with ! ; educate Resident Clothing :

 clothes. The bags came in with me on the ! Caordinator, information Desk, i
ambulance ride. The staff accepted my ciothes | i PCM, Charge Nurse or Medical i

. and put my name on it. | also had more clothes ' Data Specialist staff regarding i
that did not have my name on it and someone : persanal inventory sheets to be
took them and they never came back! Thiswas completed upon admission,

-reported to a nurse." RN #2 attempted to argue ; readmissions and with any new
with Resident #24 and tell him when l]e cameto | _' items brought to residents. These

i the facility he had no clothes and he was wearing | ! items will also be sent to laundry to
a‘hospital gown. Resident #24 stated,"'My sislter i be labeled. Education to be

' did not take my clothes. My clothes were lost in i ; completed by 2/25/09.

your establishment. [Named] CNT [Cértiﬁed : . . ;
Nurse Technician #6] can tell you | hah clothes." f :: cgt::;?gg:ﬁ c\.:lll)ﬁhzducated
Resident #24 then obtained a receipt from his | Director of Employee Relations or

- bedside table documenting the purchase of the 3 | ’ DON/ADON pd y." logize £
outfits that his sister had bought him and some ! o ane Wil apologize to
were missing. RN #2 told Resident #24 on many : the resident for the
occasions that he never had any clothes when he |

~was admitted and that he always wore)a hospital :
gown. Resident #24 was visibly upset about not | i

- being believed and started speaking in a louder | !
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F 166 - Continued From page 1 misunderstanding. RN#2 wil

stated, "I have a lot of clothes missing and they

- reach in my closet to take my clothes that are to

be cleaned. | had three outfits that my sister

missing. I have reported this to the nlirse and |
want to file a theft report."

. During an interview at the B2 nurses' station on

2/4109 at 2:05 PM, Registered Nurse (RN #2)

- stated if @ famity member brings in belongings i
- they take the belongings down to thelfront desk to |

be inventoried."

. During an interview in Resident #24's room on
- 2/4/09 at 2:15 PM, Resident #24, RN|[#2 and
- Social Worker #1 were in a discussioh of what

took place with regards to the missing clothes.

- Resident #24 stated, "When | came Here | had a
“bag of clothes and a pillow case fillediwith
- clothes. The bags came in with me on the

ambulance ride. The staff accepted y-clothes

-and put my name on it. | also had morfe clothes

that did not have my name on it and someone
took them and they never came back/ This was
reported to a nurse." RN #2 attempted fo argue

with Resident #24 and tell him when Re came to

- the facility he had no clothes and he was wearing

a hospital gown. Resident #24 stated, "My sister
did not take my clothes. My clothes were lost in

your establishment. [Named] CNT [Certified

Nurse Technician #6] can tell you | hadl clothes.”

" Resident #24 then cbtained a receipt flrom his
. bedside table documenting the purchgse of the 3

outfits that his sister had bought him ahd some
were missing. RN #2 told Resident #24 on fmany

occasions that he never had any clothes when he

was admitted and that he always worela hospital
gown. Resident #24 was visibly upset about not

' being believed and started speaking in a louder

“baught for me and they were [abeled, and they are .

F 166

attend manager training series to
include topics such as Effective
Communication, Managing
Differences. These sessions are
taught morithly by Director of
Employee Relations beginning
February 2009.

An audit of a 20% sample of new
admission charts for inventory
sheets will be conducted weekly by
the Medical Data Specialist, Charge

Nurse cr Patient Care Manager.
When the audits are 95% compliant |
for 4 consecutive weeks audits will
be performed monthly. Once 95%
compliance for 3 consecutive
months is reached the audits will be
completed quarterty. When the
audits have been 95% compliant for
2 consecutive quarters the audits
will be completed on an as needed
basis at the discretion of the
Director of Nursing. Results of the
audits will be reported to Quality
Council,
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F 166, Continued From page 2 F 166 !
| voice. Social worker #1 repeatedly reassured :

i Resident #24 that she did believe him, that he

i would be able to file a grievance with the risk

| management department, and she \Nould make a |

| copy of the receipt for the 3 ouffits that his sister i
|
|

; bought him. Resident #24 was apologet:c to the
| Surveyor for being upset and stated, "| had to get
. my point across because no one be lieves me.”

During an interview at the B2 nurses’ staticnon : |
2/4/09 at 2:40 PM, CNT #8 stated, THis [Resident : I
- #24] sister did send new clothes up here, sent  °
. down to be labeled, have not seen them since
" ...happened about two weeks ago."

During an interview at the 2B nurses’ station on
: 21509 at 8:10 AM, RN #2 confi rmed they were
unable to find an admission mventory sheet for |

" Resident #24. : |
3. Review of the facility’s Smoking Policy dated . F186- Smoking

1103 and reviewed/revised through 9/08 A

~documented the following mformatlon "Effective T The Eacility h d conti i :
8/6/07, residents may smoke outdoprs with have :g:%kiﬁ; gglicccmértniltes ° |3{ ﬂ/ tﬁ'?
supervision only. Supervision may be provided by believes balances theyFacility's |
family or other visitors if they are deemed responsibility to protect residents
responsible and are age 18 or older. from the harmful effects of

i Administration may also approve sdpewlswn by smoaking and dangers of smoking
sitters or private security guards.. Iﬁesmients with related accidents with the desire
mental capacity who are reported to be in of certain Residents to continue

' noncompliance with any part of this|policy will be smoking after their admissionto |

- counseled and asked to explain the reason for the Facility. i
the policy violation...Residents found to be in *  The Facility prohibited Resident
violation of this policy are subject to the following §26 from ?“g””'.gg smoking
corrective measures: "Violation ...that cause nﬁﬁzgfnep:i ot with tehn; giﬁity's
grave safety concerns, such as smaking in the smoking policy on at least six

| foom, may result in involuntary dlscharge...OFher occasions, which are documented |

i violations not reaching the level of an immediate as smoking infractions in vialation
safety concern wilt be dealt with by an of the Facility's smoking policy.

(See Aftachment 5)
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F 166 | Continued From page 3 L F166 *  OnNovember 18, 2008, the
i tal approach.. first viclation will require | Facility offered Resident # 26 |
; Incremental app - q access to smoking cessation ;
: counseling with the resident ... and|a letter medication (Wellbutrin) to assist |
" explaining the violation and the policy with the resident's efforts to stop
 rules...second violation...will require further ! smoking. Resident #26 remains
| counseling with the resident, a Iette}r explaining : on the Wellbutrin regimen. {See .
: the policy rules...After these first two violations the Attachment6) !
facility may take steps to ensure col}npllance that *  Additionally, the Facility offered |
may include increased monitoring, searching the Resident #26 access and referral |
resident's room and belongings for smoking to gsychlatréctserwce?ftitadtﬁress |
i materials, and restriction of smoking privileges... and respond to any etfects that

the requirement to stop smoking

Continued violation...may require that the resident may have had on Resident's

make one of the following choices.. must cease : psycho-social well-being. This |
ali smoking behavior at [the named facility]. (The referral was offered on February |
medical staff and Social Services will provide 18, 2005 by the Social Worker, :
reasonable support, as requested. )‘Or if the but Resident #26 refused to !
i resident chooses to continue smoking, involuntary access or use the services that
. discharge proceedings will commence due to the were offered. (See Attachment 7) '
| threat towards the safety of others i the , ! *  OnFebruary 24, 2008 BLTC's
| facility...Residents who choose the first option will soclal worker offered resident #26

an additional smoking cessation
praduct Chantix, Resident #26
also declined this additional

| be required to contract with the faci [rty to cease
smoklng The contract will also state that the

| resident understands any future smoking support to stop smoking offered
i behavior will result in a return to involuntary by the Facility. (See Attachment
discharge proceedings.” | 8)
' * Inresponse to the survey
Medlcal record review revealed Re5|dent #26 was | statement of deficiencies from
. admitted to the facility on 10/13/06 \}wth diagnoses: ‘ February 5, 2009, the Facility will
| including Cerebral Vascular Accident (CVA) with offer Resident #26 an additional
| Left Hemiparesis and Speech Impajrment, opportunity to file a grievance
| Dysphagia, Hypertension, Diabetes |Mellitus, requesting his smoking privileges

be reinstated. The Facility will |
specifically advised Resident #26 |
of this opportunity, supplementing

* Anemia, Hypercholesterolemia and |Palliative
' Care. Review of the Physician's His tory and

. Physical dated 11/18/08 documented "Psych the previous ability Resident #26,
[Psychlatnc] Anxaety Tobacco abuse nicotine and all other residents, had and
| withdrawal..." Review of the Physzman s orders | continue to have express

| dated 11/18/08 documented the followmg "DIC
| [discontinue] Paxil; Welibutrin 150 mg [milligrams] ;
' po [by mouth] g [every] day x [tlmes] 3 days - then .
Wellbutrin 150 mg po bid [two timesi aday] @ [at] i :

|
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F 166 ¥ Continued From page 4 F 166 complaints about Facility services

; 0800 & [and] 1600 - smoking cessation - 1st dose

| tenight @ 1600." Review of the annual Minimum

: Data Set (MDS) dated 2/28/08 docbmented
Resident #26 with no short or long term memory

. related to smoking. [smokes with superwsron per
i new policy]. GOALS: Resident will adhere to new

- [Social Services]. The plan of care failed to

‘was 30. Areas tested were orlentatlon
. registration, attention and calculation, recall and

impairments, independent regardlng
decision-making skills and no mood or behavior
problems. Review of "Section I; Dlsease
Diagnoses" documented Resident #26 had an
Anxiety disorder. Review of the Quarterly MDS
dated 11/19/08 documented Resudent #24's
cognitive and mood/behavior status was
unchanged. The plan of care dated| 11/18/2008
through 3/1/09 documented "MOOID Resident
has a history of depression and is at risk for
recccurrence, particularly with recent loss of ‘
smaking privileges. INTERVENTIONS: Resident
will be encouraged to attend and partu:lpate in
unit activities.” Review of the plan of care dated
2/27/08 through 3/1/09 for Resident #26
documented "SMOKING - Potential for injury

policy with supervision with no noted injuries.
Thru [through] next review. INTERVENTIONS: Al !
smoking material will be given to cI‘rarge nurse,

" Requires yellow arm band to wrist; Alert Nursing

Administration of any noncompllance per palicy
and Smoke in designated areas only" The
Disciplines listed to oversee these Interventions
included, LN {Licensed Nurse], CNT and SS

include an intervention for supewised smoking.

Review of the Mini Mental State Ex!amination for

Resident #26 dated 10/15/07 documented a total
score of 30. On 12/12/08 the exam was repeated
with a score of 27/28. The highest score possible

or rules. The Director of Risk
Management or the Quality
Manager will assist the resident in
completing a grievance form if
needed. This will be offered by
3/2/09.

. The social worker will offer
Resident #26 the opportunity to
schedule a meeting to discuss
Resident #26 and smoking
behaviors and any grievances he
may file. This meeting will include
Resident #26, Administrator,
ADOCN or DON, Patient Care
Manager, Social Warker, Risk
Manager, and Medical Director
and/or attending Medical Staff if
available. The meeting will be
scheduled by 3/6/09 if the resident
agrees.

*  The purpose of the meeting will
be to determine whether Resident
#26 can commit to following the
Facility's smoking policy without
infraction and whether the
resident should be allowed to
resume smoking privileges. If
Resident #26's smoking privileges
are reinstated, the resident and
the Facility will cufline Resident
#26's commitment to compliance
with the fagility's smoking policy
and set forth Resident #26's
agreement to act consistent with
that policy.

. If smoking privileges are
reinstated Resident #26's
compliance with the smoking
policy will be evaluated for
compliance with the Facility's
rules. If additional non-
compliance with the Facility's
smoking policy occurs, the Facility
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F 166 ! Continued From page 5 ! F 166;| will require Resident #26 to
i language. ! | discontinue his smoking on the
| Review of the interdisciplinary progress notes ‘ Facility campus.
! date 10/22/08; 11/7/08; 11/18/08 at|2:00 PM; B
' 11/18/08 at 10:30 PM; 11!2?!08 and 11/22/08 +  The Director of Risk Management
| | documented Resident #26 attempted to smoke, or the Quality Manager will contact
- had smoking material on his person or expressed the Patient Care Managers on
- the urge to smoke.” ' gach unit to ensure that complaints
i Review of the Social Services Progress Notes about the consistency of smoking
. dated 11/11/08 at 11:15 AM, documented times are forwarded to Director of
| "Resident has expressed interest in discharge Risk Management for
though he does not demonstrate independence C‘:"S'drfégt"?“ as a pattent
. . L an " grievance.
i with ADL's [activities of daily living].]. . The Quality Manager reviewed the
' During the group interview in the recreation hall, gE‘:"n"ba;rogf':r%?dﬂete;?;r:nges
“on 2/3/09 from 2:00 PM to 3:00 PM| Resident #26 ot o smoting 9
' stated, "Only rule is about smoking privileges." 'jce""‘;%g;thf last se;gréénomns
| Resident #26 stated, "It was hard ta get someone _(l_une i -t angarg i ;.nces |
| on my floor to go down and smoke. |Used to bring * WO residents voiced griev i
. . related to smoking schedules .
| own cigarettes and would go smoke with another during the time period of June i
| floor. Two to three months ago." ; 2008 - January 2009, both !
| residents have been discharged. i
| Buring an interview in the 300 hall of the Ribeiro |
i building, on 2/4/09 at 4,00 PM, Resident #26 was c i
 asked, "Is there anything that would make this +  The Facility's Administrator and !
facility more comfortable for you?" Resident #26 Risk Manager have reviewed the !
- stated, "Not really, except for the smoking smoking p°'!ﬁ3'- In_dw:d?aldpatnlent i
situation.” When askeg, , "Do they make efforts to gﬁ:gk‘i‘:gss:;:eg&g‘;";ﬁ‘ ot it |
; Eeso{ve your problems” Re5|de_nt #26 stated, needs. The Risk Manager will :
"Basically yes, except the smoking, fWhe“ revise the policy to reflect that the
i quesnonEd about the SmOklng Sltuat|0n Resident Fac|[|ty commits to a[]owing current
#26 confirmed, "When | first came here I could go ! residents who smoke to smoke at
smoke unsupervised. Then they changed ittoa least once daily, unless there are
technician had to go. Then it was cl"anged to, | extenuating circumstances beyond [
could only go down with a group, nat by myself. the facility’s contral. :
You can ask for someone to take you down. If no »  The Risk and/or Quality Manager |
_one can, then you can't go smoke. Ih a week this will discuss the revised smoking l
could be once or twice a week. Now on this fioor, policy with each resident who |
a lot of the techs don't smoke, so we don't have smokes.
anyone to take us. | wasn't the only one carrying ‘
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. going with me and the group, then [ had to stop

- money. That money comes out of my monthly

~money. | said I'm sorry, | broke the rules, if you'd
only give me my privileges back. | \.&fron‘t break the
rules again. I've smoked for 40 to 50 years. You
just can't stop it like that. | told them | would follow

the rules. They said, 'You said that | efore and D
* broke the rules again.' | said, 'l knovlv.' | begged .
. them for another chance, but nothiry’

materialized."

During an interview in the Administr:ator's office
suites on 2/5/09 from 12:13 PM to 12:55 PM, the
. Administrator, the Risk and Quality Management
; and Resident Advocate, Social Worker #2 and
| Social Worker #3 confirmed the facility has no
| formal assessment tool to determin:e the safety
i competency level of a smoker. A M1ni Mental '
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[l 1 v i
F 166 | Continued From page 6 : F 166]
| N .
. . P i nager will attend the
' cigarettes and a lighter on me and going to . Ig:tifﬁezﬂjedg%mily Council
' smoke unsupervised. Then when the tech started

meeting on March 4, 2009 to
discuss and update the Council on

' carrying my lighter and cigarettes. So, they'd the revised smoking policy.

| catch me with them and I'd have to sign a « The Risk Manager will attend the

| affidavit. | signed it, hoping I'd get my privileges next scheduled Resident Council

| back. | don't care if they come and search my | Meeting to discuss and update the

i belongings." At this point there were tears in his Council on the revised smoking

| eyes. "I'm not perfect. | just want to|smoke and | palicy. e

_ have to find someplace else to go to live and | s The Risk Manager wpl sohc{ljt

. don't want to. | like it here. It tears me up to he volunteers from nprsmgf; an o

 downstairs and see the others come down to departments outside of nursing

; } assist with smoking supervision.

. smoke. [ have to leave here to go someplace else The Risk Manager or Quality !
to smoke, Sometimes | call someone to come Manager will create a schedule of |

' pick me up to take me out, so | can}smoke. volunteer staff to assist the Facility

. Sometimes | catch the Access bus to take me to with escorting residents who smoke

a mall, so | can buy a lighter and cig'arettes and {o the smoking area and/for

| smoke there. When | get ready to come back, | supervising those rt.ass'dentsf.

| have to throw those cigarettes and lighter away. «  Each volunteer assisting with :\r:z ed |

| That bus costs me three dollars every time and resident smoking will :ﬁc;?u;?%uaﬁty }

" the cost of the cigarettes and lighter. It's uncalled by the Risk Mar)a_geerw o ;

“for. I'm on a fixed income. | don't have that kind of Manager. The in-s

include a review of the revised .
smaking policy and safgty_: |
measures when supervising :
resident smoking.

Quality Manager will analyze
grievances received each month
to determine if Residents express
any particular problems with
smoking times and frequency as a
-whole or on a given unit.
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F 166 Continued From page 6 ' F 1686|

. carrying my lighter and cigarettes. So

: affidavit. | signed it, hoping I'd get my
“back. | don't care if they come and search my
belongings.” At this point there were tears in his
- eyes. "I'm not perfect. | just want to smoke and |
ve and |

. money. That money comes out of my
“money. | said I'm sorry, | broke the rul
only give me my privileges back. | won't break the
rules again. I've smoked for 40 to 50 years. You |
- just can't stop it like that. | told them |
the rules. They said, 'You said that before and

' cigarettes and a lighter on me and goiing to :
- smoke unsupervised. Then when thetech started |

going with me and the group, then | had to stop |

catch me with them and I'd have to si

have to find someplace else to go to |

don't want to. | like it here. It tears melu

: downstairs and see the others come qown fo

“smoke. | have to leave here to go someplace else
to smaoke. Sometimes | call someone to come

- pick me up fo take me out, so | can smoke.

- Sometimes | catch the Access bus to take me to

a mall, so | can buy a lighter and cigare

- smoke there. When | get ready to come back, |
+ have to throw those cigarettes and fight
' That bus costs me three dollars every

the cost of the cigarettes and lighter, |
for, I'm on a fixed income. | don't have

broke the rules again.' 1 said, 'l know.’

- them for another chance, but nothin'
_Mmaterialized."

During an interview in the Administratdr's office

suites on 2/5/09 from 12:13 PM to 12:5

Administrater, the Risk and Quality Management

and Resident Advocate, Social Worker
Sacial Worker #3 confirmed the facilit;)[

formal assessment tool to determine th

fime and

's uncalled
that kind of
monthly

es, if you'd

they'd i
gn a
privileges

p to be

ttes and

&r away.

ould follow

begged

5 PM, the ‘

#2 and
has no

competency level of 2 smoker. A Mini Mental

e safety !

* Al grievances will be reviewed

I and responded to in a timely

manner with the target being i
within seven business days. Any !
grievances refated smoking will ’
be reported monthly to the Risk !
Management Committee, |
*  Grievances regarding smoking

will be reviewed weekly for

resolution. The compliance

threshold will be that 95% of :
grievances are addressed in a ;
timely manner. When 95% :
compliance is achieved for four
consecutive weeks, the Risk i
Manager ar Quality Manager will i
then conduct monthly audits of !
50% of resident grievances
related to smoking. When 95%
compliance is achieved for three i
consecutive months audits will be !
conducted quarterty.

When 95%

compliance is achieved for 2
consecutive quarters audit will be
: done at the discretion of the
| Director of Risk Management,
; Results of the audits will be

i reported morithly in the Risk

' Management and Quality

Committees.

IM CM3-2567{02-99) Previous Versions Obsolete

Event ID: 07F011

Facllity ID: TN1820

If continuation sheet Page 7 of 34



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

PRINTED: 02/18/2009
FORM APPROVED
OMB NO. 0938-0391

STATEMENT bF DEFICIENCIES
AND PLAN OF CORRECTION

X1) PROVIDER."SLIIPPLIERICLIA
[DENTIFICATICI)N NUMEER:

i
445033

(X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
COMPLETED
A. BUILDING
B. WING
02/05/2009

NAME OF PROVIDER OR SUPPLIER
BORDEAUX LONG TERM CARE

STREET ADDRESS, CITY, STATE, ZIP CODE
1414 COUNTY HOSPITAL RD

NASHVILLE, TN 37218

{X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

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

I
PREFIX
TAG

. COMPLETION

{X5)

DATE

§8=E

F 166

Continued From page 7
State Exarnination is used instead. Based on the

F 246 |

test results, it is decided if 2 smoker is safe to

| smoke. Smoking is a privilege and taking the

! residents out is voluntary. If the techs are busy,

: we try to use volunteers from other\services.

 When questioned, "Are you saying that when the
! staff is not available, they mlght not get fo go

, out?" Their reply was "Yes."

During an interview in the 300 hall I;Qibeiro
building, on 2/5/08 at 2:50 PM, CNT #7 -
confirmed, "No, | have never seen [Resident #26]
smoking in his room. No, | have never smelled
smoke coming from [Resident #26'5] room."

Durlng an interview in the Patient C|a|re Manager's
. office on 2/5/09 at 2:52 PM, RN #4 stated “No, |
have never seen [Resident #26} smokmg in his
roam. No, | have never smelled smoke coming
from [Resident #26's] room."

483.15(e)(1) ACCOMMODATION OF NEEDS

A resident has the right to reside and receive
services in the facility with reasonable
 accommodations of individual needs and

. preferences, except when the healtp or safety of
! the individual or other residents would be

" endangered.

Thls REQUIREMENT is not met as ewdenced

| Based on observations, staff, re3|dent and group
| interviews, it was determined the facmty failed to
| accommodate the needs of the residents related
: fo access or answering call lights for 5 of 30
(Residents #3, 4, 12, 14 and 23) sa{npled

| residents and for eight Random Residents (RR

F 166

F246
Call light availability and responsiveness

A,

¢ On 2/2/09 Resident #1 was given
an adaptive call light. Cn 2/2/09
Resident #2 call light was put within
reach by licensed staff member.
On 2/2/09 Resident #7 was given
call light which was attached to his
clothing. On 2/2/09 Resident #8
call light was attached to his
wheelchair within resident's reach,
On 2/2/09 Resident #9 was placed
on resident's wheelchair within
resident’s reach. On 2/2/09
Resident #10 call light was attached
to resident’s pillow within resident's
reach. Cn 2/2/09 the adaptive call
light for Resident #3 was placed on
resident's bed and attached to his

: pillow within reach. On 2/3/09 the

L call light for Resident #12 was

placed within resident’s reach while

in the bed and in the geri chair, On

2/3/09 the call light for resident #14

F 246

Ao |0

—
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F 246 i’ Continued From page 8 F 246 was replaced with a touch pad call
i #1,2,3,7,8,9,10and 13). light and was placed nextto |
5 ! resident and clipped to bed within I
: The findings included: resident’s reach. On 2/4/09
Resident #14 touch pad light was ;
place within reach by the RN. On
| 1. Observations during the initial tour on 2/2/09 2/4/09 Resident #23 call light was
begmnlng at 8:45 AM revealed the following: moved from the right side of the
| a. RR #1 was in bed and called out for help bed to the left by the CNT. On
because she needed pain medication. RR #1 was . 2/4/09 Resident #23 call light cord
. unable to press the call light due to contractures was unwrapped from the right !
| to the hands. siderail and placed within reach by |
! During an interview in RR #1's room on 2/2/09 at the RN. On 2/4/09 Resident #13
'9:10 AM, Registered Nurse (RN #1) confirmed call light was placed within reach
i RR #1 was unable to press the call light and and clipped to mattress.
‘ needed an adaptive call light. B
' b. RR #2 was in a reclining chair in|his room. The . . : !
call light was on the bed out of RR #2's reach. . Intemewstwﬂl_t{;e cton: uf;idpv;tigm :
During an interview in RR #2's room on 2/2/09 at competent resi ;g:d Y Charae
10:00 AM, Licensed Practical Nurse (LPN #1) Care Manager( ;}’ . I'% or
. confirmed the call light was out of FltR #2's reach. Nurse, Medical Data < pecr::a sk
c. RR #7's call light was on the floor beside the Social Worker regarding the
bed and out of RR #7's reach. ! _ availability of call lights, call Ilght
' d. RR #8's call light was hanging off the back of responsiveness, accomniodation of
; the bed, touching the floor and out of reach RR needs and customer service.
#8's reach. + A sweep of the entire facility for call
e. RR #9's call light was hanging of[ the back of light availability and responsiveness
the bed, touching the flcor and out of RR #9's will be done by the Medical Data
reach. Specialists, Unit Assessment
f RR #10's call light was behind the bed on the Coordinators or Charge Nurse on
ﬂoor and out of RR #10's reach. each unit. Any deficiencies
identified will be corrected
2 Observations in Resident #3's raom on 2/2/09 immediately and reported to the

| at 9:40 AM, revealed Resident #3's ’call light was
chpped to a piece of tube on the wall out of
! Res:dent #3's reach. ! ; - |

Patient Care Manager

Durlng an interview on 2/2/09 at o 40 AM,

Certlr ed Nursing Technician (CNT #1 } confirmed
| Resident #3 could use the call light,|but the call .'

- light was out of Resident #3's reach| i
' |
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F 246, Continued From page @ F 246, '

+  Grievances will be developed by !
the staff member conducting the '
interview for significant or chronic
concerns that are identified or those .
that cannot be resolved ‘

- 3. Observations in Resident #4's room on 2/3/09
| at 2:00 PM, Resident #4 activated the cail light to
. say he needed to be cleaned up. Al staff member
| answered the call light and stated, I'Someone will

| be there.” At 2:20 PM, Resident #4iactivated the 'mmed'a.f;ly'f T?: PCM Sth'I[t]. be of |
- call light again to request help. Resident #4 responsible for the Inves 'c:'lf on .
| activated the call light again. CNT #5 entered the grievances. Copies will be sent |
Resident #4's room at 2:45 PM and told Resident to Risk Management.
| #4 as soon as she finished complehng
paperwork she would be back to c]ean him. | C. )
» DON, ADON, Patient Care
Durmg an interview in Resident #4's room on ‘ Manager (PCM), Nursing
21309 at 3:15 PM, Resident #4 stated he was : Supervisor, or Nurse Educator or
| cleaned of the incontinent episode at 3:10 PM. ‘ Clinical Instructor will in-service the
: | CNTs and licensed nurses on
' 4 During the group interview in the recreation proper placement of call lights and
hall, on 2/3/09 at 2:00 PM, there were ten prompt response times. Learning
! residents present that were deemed to be alert Objectives:
| and oriented by the faclllty Seven aof the 10 alert «  Call light avaitability and
- and oriented residents in the group |interview responsiveness

| stated that staff did not answer the caII lights in a .
timely manner. The residents also stated at meal
. time when the trays were being delivered or
- picked up and residents needed asmstance they
 "are told they will have to wait" and rnay have to
| wait as long as an hour to receive the assistance

Call light placement not be
wrapped around side rails.
They should be clipped to
bedding or pillows within
resident reach when
resident is in a gert chair,

needed. wheelchair or stationary
i i hair.
5. Observations in RR #3's raom on 2/4/09 at chair. .
9:50 AM, revealed RR #3 lying in bed in with the . tzﬁztmﬂ of clips on the
zgzprt;\a:cﬁall light clipped to the pillow, out of RR . Maintaining Resident
. Dignity and Respect
During an interview in RR #3's room on 2/4/09 at =  Customer Service
; 9:50 AM, Licensed Practical Nurse QLPN #2), = ADC assistance during
conﬂrmed RR #3 was unable to access the call | meals
llght :
| ;
|
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, 6. Observations in Resident #12's\room on
2/3/09 at 8:10 AM, revealed Remdent #12 in bed

" covers back and asked for help in gettlng out of
. and unsuccessful in reaching the call light.

i confirmed the call light was out of ReS|dent #12's

: Observations and an interview in Remdent #12's

| room on 2/3/09 at 2:50 PM, revealed Resident

- #12 in a reclined gerichair with the caII light out of
' Resident #12's reach. Resident #12 stated she

| 2/3/08 at 2:50 PM, RN #5 confirmed that Resident

: 7. Observations and an interview in Resident

“#14's call light was out of reach. LPN #6 placed
: the call light in Resident #14's right hand but

tilted to the right side, restless, throwmg the
bed. Further observations revealeq the call light

was clipped to the left side of the bed near the top
of the mattress and Resident #12 was attempting

During an interview in Resident #12'5 room on
21309 at 8:15 AM, Registered Nurse (RN #1)

reach.

was "tired and want to go to bed." !
|
During an interview in Resident #12's room on

#12 had been up much of the day ind the CNT
would be in the room "in a few minutes" to put her

to bed. RN #5 also confirmed that Resident #12

could not reach the call light. '

#14's room on 2/3/09 at 9:07 AM, revealed
Resident #14 was in bed with the call light on the
right side of the bed clipped above her head and
out of her reach. When Resident #‘i|4 was asked
if she would like her call light she said "Yes."

During an interview in Resident #14'5 room on
2/3/09 at 9:08 AM, LPN #6 confi rmed Resident

| Resident #14 she was unable to grlp or hold it,
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F 246 | Continued From page 10 F 246

PCM, Charge Nurse, Nursing
Supervisor will make rounds on unit
weekly to ensure call lights are
properly placed for easy access.

s CNTs will be held responsible to
ensure call lights are within reach at
all times. LPNs will observe during
daily rounds for call light placement
and prompt response to resident
requests

s A 20% sample of residents will be
audited by the PCM weekly for call
light availability and
responsiveness, ADL assistance
during meal time, and customer
service weekly. When 95%

compliance is ochserved for 3
consecutive week’s audits will be
completed monthly. When 95%
compliance is achieved for 2
consecutive guarters the audit will
be discontinued. Results of the
audit will be reported at Quality
Council.
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F 246 . Continued From page 11

i due to hand contractures. The call |ight slipped
out of Resident #14's hand. LPN #8 stated, "We
will get you a touch pad light."

Observations in Resident #14's raom on 2/4/09 at
12:15 PM, revealed the touch pad ¢all light was
located on the right side of the bed labove
Resident #14's head. The touch pad was not

! within Resident #14's reach. :

: During an interview on 2/4/09 at 12:15 PM, RN #1
confirmed the touch pad was not within Resident
#14's reach. RN #1 then placed the touch pad ;
within Resident #14's reach. Resident #14 ;
demonstrated the ability to activate [the light.

1 8. Observations in Resident #23's room on

2/3/09 at 9:40 AM, revealed Resident #23's call
light was wrapped around the right S|de rail near
the head of Resident #23's bed. The call light was
hanging below the mattress. Resident #23
attempted to reach the call light.

| Durlng an interview in Resident #23‘5 rocm on

- 2/4/09 at 8:47 AM, RN #1 conﬂrmed the call light
\ was out of Resident #23's reach, RN #1 placed

‘ the ¢all light in the Resident #23's hand

. During an interview in Resident #23‘5 room on
2/3/09 at 2:40 AM, Resident #23 stated "Where
is it [call light], | can't reach it." '

Observations and an interview in Rt:asident #23's
room on 2/4/09 at 8:45 AM, Resmfent #23's call
light was wrapped around the right S|de rail near
the head of Resident #23's bed. Resident #23

' attempted to reach for her call llght and stated, "l
; can't reach it [call light]."

F 246 |
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F 246 Continued From page 12
Observations in Resident #23's room on 2/4/09 at -

10:13 AM, revealed Resident #23's was tilted to
the left. Resident #23's call light was clipped to
the right side of the bed tucked under the pillow,
' out of Resident #23's reach. Resident #23

attempted to reach for the call Iigh# but could not
find it. f

During and interview in Resident #23's room on
2/4/09 at 10:13 AM, CNT #2 conﬁrlmed the call

. light was out of Resident #23's realch. CNT #2
 placed the call light within Resident #23's reach.
| Resident #23 demonstrated that she was able to

} turn the call light on when she was able to reach
it. ;

Observations and an interview in Resident #23's
room on 2/4/09 at 1:00 PM, revealled Resident
#23's call light was wrapped around the right side
rail toward the head of the bed. Resident #23 was
asked if she could reach her call light. Resident
423 stated, “They [staff] moved it again "

During an interview in Resident #23's room on
2/4/09 at 1:00 PM, RN #1 confirmed the call light
' was out of Resident #23's reach. RN #1 removed
the call light from the side rail and placed it in
Resident #23's hand. '

9. Observations in RR #13's roor;n on 2/4/09 at

- 10:25 AM, revealed RR #13's toulch pad call light
was clipped above RR #13's head, out of her

- reach. !

' During an interview in RR #13's room on 2/4/09 at
1 10:25 AM, CNT #4 confirmed the! call light was
| out of RR #13's reach. |

F 246

a8 ‘
|

+ Resident#11and#26 were |3 / [ a/ 09
informed of changes made to
the location of the pool table on
2/24/09 by the assigned social
worker. Resident #26 states
however, that he was notin
attendance at the Resident |

F 248 | 483.15(7(1) ACTIVITIES | F 248 &g”;ﬂ;";ﬁg’;g Tt'ggg:l“gnt
$8=D i i 9) ' i
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| The facility must provide for an ongoing program

' of activities designed to meet, in accordance with
| the comprehensive assessment, the interests and
‘ the physical, mental, and psychosocial well-being
 of each resident, !

|

‘ This REQUIREMENT is not met as evidenced
: by:
| Based on review of resident council meeting

. minutes, observations, the group interview, and

. individual interviews, it was determjned the facility
! failed to ensure 2 of 10 (Random FTesident #i1

- and Sampled Resident #26) alert and oriented
residents in the group interview were provided
with activities to meet their individual needs
related to the pool table not being i'ccessible to

| residents.

|

| The findings included:

1. Review of the facility's "Resident Council

' Meeting” minutes dated 12/10/08 documented

. "The pool table is pushed to the back. Residents

| want to know if it is possible that it ¢an be
moved." :

2. During the group interview in the recreation
hall near the Floor 1 Cafeteria on 2/3/09 at 2:00
PM, Random Resident #11 and Sampled
Resident #26 expressed concerns that the pool
- table in the Recreation Hall was unavailable for
resident use. The resident stated money had

' been donated to the facility and the men had

, requested a pool table for their use.

Observations in the recreation hall on 2/3/09 at

| 2:00 PM, revealed the pool table was located
| against the wall and unavailable for resident use.

X490 ! SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S FLAN OF CORRECTION (X5}
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 8E COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE | DATE
! DEFICIENGY) |
i ] . ’
F 248" Continued From page 13 F 248 i

+ A called Resident Council
Meeting will be scheduled by
3/10/09.

« Residents will be informed of
policy development and plans
related to relocation and
movement of resident poaol
table by the Director of Social
Services and Recreation at the
meeting.

+ The Director of Social Services and
Recreation will formulate a policy
regarding location and movement of
the paol table and in-service
Recreation Coordinators on the
policy. The palicy will be forwarded
to the Director of Facilities
Management who will in-service
Facilities and Environmental
Services staff including
Housekeepers, and Environmental
Services Techs.

« The objective of this in-service is to
ensure that staff:

= Is aware of the concern
related to accessibility of
the pool table for
residents and

= Why limited movement
of the pool table is
important, and

= Their responsibilities in
returning the pool table
back to a lacation
accessible far residents.
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[

- The facility must provide for an ongoing program

- of activities designed to meet, in accordance with |

the comprehensive assessment, thejinterests and !

“the physical, mental, and

of each resident,

' This REQUIREMENT is not met as evidenced

by:

residents.

The findings included:;

psychosocial well-being

Based on review of resident council r|neeting i

minutes, observations, the group interview, and |
individual interviews, it was determined the facility
failed to ensure 2 of 10 {(Random Resident #11

: and Sampled Resident #26) alert and oriented

“residents in the group interview were provided
with activities to meet their individual heeds

- related to the pool table not being acc|=essible fo

1. Review of the facility's "Resident Olouncil i
Meeting" minutes dated 12/10/08 doclimented |
"The pool table is pushed to the back.! Residents

want to know if it is possible that it can

moved.”

2. During the group interview in the récreation
hall near the Floor 1 Cafeteria on 2/3/09 at 2:00

be

PM, Random Resident #11 and Sampled :
- Resident #26 expressed concerns that the poot |

table in the Recreation Hall was unavailable for
fesident use. The resident stated morley had

been donated to the facility and the men had

requested a pool table for their use.

Observations in the recreation hall on ;213!09 at
2:00 PM, revealed the pool table was located

against the wall and unavailable for re:|sident use. |

t

Management or Environmental
Services {with phone numbers} to
move the pool table if it is not
accessible to residents or if repair
services are needed” will be place
in the Recreation Hall.

Menitoring of the placement of the
pool table in reference to its
position and need for repairs will be
done weekly.

»  Alog for weekly menitoring will be
maintained in the Resident

i Recreation Hall for recording of
i pool table placement after large

events. The log sheet will be
maintained by one of the fallowing:
Recreation Coordinators, Sacial
Service Secretary or Director of
Recreation and Social Services as
appropriate.

= Recreational staff will also check
placement after activities that are

i held in that area ( i.e., the Grill,
| Sports and Games, etc) to assure

that

the table is returned to its

i correct location if moved.
© » [|f poo! table needs to be moved for

] any

reason, Recreation or

Environmental Services staff will be
| instructed to notify the Director of
| Recreation and the Director of
‘ Environmental Services. Plans to
; move the pool table back to its
' original location will be dohe
immediately,

f
|
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Pag : F248 = Placement of pool table will be
i . . , moenitored on a weekly basis
- 3. Qbservations in the recreation Rail on 2/4/09 at after events that take );Iace in |
1 9:15 AM, revealed the pool table against the walll the Recreation Hall. '
and unavailable for resident use. * The pool table placement will
be monitored by Birector of
During an interview in the Social St?rvices Office Recreation, Recreation
on 2/4/9 at 12:25 PM, Social Worker #2 stated, Secretary or Recreation _
I "Crime stoppers donated money for residents and Coordinators on a weekly basis
the men wanted a pool table. It dogsn't appear to assure it is in the correct
" location, When 95%
that anyone really wanted to use it. | Social g . .
Worker #2 stated, "It | tabl t ibl compliance is achieved for 3
orker w2 siate S [poo,, el no accessible, consecutive week monitaring
| can get that taken care of. will accur monthly. When 95%
F 253, 483.15(h)(2) HOUSEKEEPING/MAINTENANCE F 253 compliance is achieved for 3

§8=D

The facility must provide housekeePlng and
maintenance services necessary to maintain a
sanitary, orderiy, and comfortable ||?tenor

. This REQUIREMENT is not met as evidenced
by:

Based on observations and interviews, it was :
determined the facility failed to maintain a sanitary
. and orderly environment as ewdenced by

| unlabeled bed pans, bath basins and urine
dramage bag, a dusty fan and a soiled and
stained feeding pumpin 1 of 7 (300| hall) hails.

i The findings included:

| 1. Observations in Resident #14's room (322 B)
i on 2/3/09 at 9:10 AM, revealed a fan was covered
with a thick build up of lint and dust|

During an interview in Resident #14~s room (322
B} on 2/3/09 at 9:10 AM, Licensed Practical
: - Nurse (LPN #5) confirmed the fan vJas dusty.

| 2. Observations in the bathroom ro?m of room

consecutive months menitoring !
will be done quarterly. When 2
consecutive quarters of 95%
compliance is achieved
monitoring will be done at :
i management discretion. '

F253
Diry Feeding Pumps, !
Basins/Bedpans/Urinals 3 M!D?

A,

*  On 2/4/09 Room 322 bathroom
bedpans were replaced,
labeled and stored properly by
the Patient Care Manager.

«  0On 2/2/09 Res. #3 feeding
pump was cleaned at the time
the deficiencies were found.

« 0On 2/2/09 Resident #11, Room
301B was issued new bedpan
and was basin. These were
labeled and placed in bathroom
holding rack. Resident #11
urine drain bag was labeled by
PCM and properly stored.
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i 322 on 2/4/09 at 5:30 PM, revealed two fracture

' bedpans and one regular bedpan lh plastic bags
with no names to identify who the bed pans
belonged to. |

During an interview in the bathroorr|1 room of room
322 on 2/4/09 at 5:30 PM, Certified Nursing
Technician (CNT #3) confirmed the bedpans
were not labeled as to who they be onged to.

3. Observations in Resident #11's bathroom {301
B) on 2/2/09 at 9:00 AM, revealed two bed pans
and two bath basins, all in plastic blags stacked

' together on the floor. The bed pang and bath
basins were not labeled with names There was a
stained and soiled urine drainage Ieg bag

. appliance, hanging on a wall rack, with no label
as to who it belong to.

on 2/2/09 at 9:00 AM, CNT #4 plcked the bed
pans and bath basins up of the ﬂoor and put them |
_in racks.

During an interview in Resident #11's bathroom
(301 B) on 2/2/09 at 9:00 AM, Registered Nurse
* #1 confirmed the bed pans, bath basins and the
urine drainage bag were not labeled with names
and should be discarded.

4. Observations in Resident #3's room (307 B)
on 2/2/09 at 9:40 AM, revealed Resident #3's

feeding pump was soited with dried brown drips
and stains.

| During an interview in Resident #3's room (307 B)
' on 2/2/09 at 9:40 AM, the Assistant Dll'thOF of
i Nursing, confirmed the feeding pump had dried
brown drips and stains.

Observations in Resident #11's batproom (301 B)

A, BUILDING
B. WING
_ 445033 02/05/2009
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F 253 Continued From page 15 F 253‘ +  Fans for resident #14 were

removed and cleaned by
Facilities Management staff on
213109,

s All feeding pumps will be
checked for cleanliness by the
Patient Care Manager, Charge
Nurse, Medical Data Specialist,
Dietitian, or Director of Nutrition
Services by 2/25/09. Any
pumps found to be soiled were
cleaned at that time. All
resident bathrooms will be
checked for dirty or unlabeled
bedpans, basins, urinals by the
Patient Care Manager, Charge
Nurse, CNT, Unit Assessment
Coordinator, ADON, DON,
Medical Data Specialist by
2/25/09. Those found deficient
will have items replaced,
labeled and stored properiy.

+ The Facilities Management
staff, Director, Housekeeper,
Medical Data Specialist,
Environmental Services
Supervisor or Facilities
Supervisor will check all
resident raoms for fans by
3/6/09. Any found to be in
need of cleaning will be
cleaned.
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F 253 Continued From page 15 L,,, F253: o
- 322 on 2/4/09 at 5:30 PM, revealed two fracture

“bedpans and one regular bedpan in lpiastic bags | : Ltﬁ:glc:}ziuggﬁ anm be
: with no names to identify who the bed pans ! ! "\ by e » DON,
! : | Clinicat Educator, Nursing

belonged to. ! ; .

: i ; Supervisors or the PCM's with
During an interview in the bathroom |(oom of room, ; he licensed nurses to address
322 on 2/4/09 at 5:30 PM, Certified Nursing ! ; their roles in maintaining the
Technician (CNT #3) confirmed the bedpans : i cleanliness of feeding pumps. ;
were not labeled as to who they belo ged to. | i Education in-service will be |

! completed by ADON, DON,
3. Observations in Resident #11's bathroom (301 Clinical Educator, Nursing
B) on 2/2/09 at 9:00 AM, revealed two bed pans i Supervisor, or PCM with the
- and two bath basins, allin plastic bads, stacked | : CNT's and licensed staff
together on the floor. The bed pans and bath J ; regarding basins, bedpans,
basins were not labeled with names. There was a | - urinals and the protacols for i
: stained and soiled urine drainage leg bag } ; proper labeling and storage.
- appliance, hanging on a wall rack, with no label Learning Objectives:
as to who it belong to. | il :’ *  Howtocleana
feeding pump
Schedule for cleaning |
a feeding pump '
* Policy regarding
labeling of personal
use items such as

Observations in Resident #11's bathrc.!wm (301 B) f
on 2/2/09 at 9:00 AM, CNT #4 picked ithe bed
pans and bath basins up of the floor and put them |
in racks. ! !

- During an interview in Resident #11's bathroom

|
(301 B) on 2/2/09 at 9:00 AM, Registeted Nurse | bedpans and urinals |
#1 confirmed the bed pans, bath basins and the | " Infection control . |
urine drainage bag were not labeled with names | implications of failure
and should be discarded. | to ameIF’”a“{:Y label
i personal use j EMS.
4. Observations in Resident #3's room (3078) | *  Resident fans have been :
- 0N 2/2/09 at 9:40 AM. revealed Resident #3's | added to the Facilities :
feeding pump was soiled with dried brown drips ] Management monthly ;
and stains. .! preventive maintenance
checklist and the Facilities
During an interview in Resident #3's ro om (307 BY | Management staff will monitor
- ON 2/2/09 at 9:40 AM, the Assistant Dirbctor of ;' ali resident rooms manthly for
Nursing, confirmed the feeding pump had dried f compliance.

brown drips and stains. !
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. bedpans and cne regular bedpan in

* During an interview in the bathroom
322 on 2/4/08 at 5:30 PM, Certified Nursing
- Technictan (CNT #3) confirmed the bedpans

‘and two bath basins, all in plastic bagds, stacked |
. together on the floor. The bed pans and bath i

322 on 2/4/09 5t 5:30 PM, revealed two fracture
plastic bags |
with no names to identify who the bed pans
belonged to. i

faom of room

were not labeled as to who they belohged to,

3. Observations in Resident #11's bathroom (301 |
B} on 2/2/09 at 9:00 AM, revealed two bed pans

. . |
basins were not labeled with names, There was a

: stained and soiled urine drainage legibag i

appliance, hanging on a wall rack, with no label

- as to who it belong to. i

Observations in Resident #11's bathroom (301 B) |
on 2/2/09 at 9:00 AM, CNT #4 picked|the bed ;
pans and bath basins up of the floor and put them
in racks. i

During an interview in Resident #11's |bathroom i
(301 B) on 2/2/09 at 9:00 AM, Registered Nurse
#1 confirmed the bed pans, bath basins and the

urine drainage bag were not labeled with names

|
i
and should be discarded. | ’
4. Observations in Resident #3's roo | (307 B) {
on 2/2/08 at 9:40 AM, revealed Residqnt #3's @
feeding pump was soiled with dried brown drips
and stains. |
: !
During an interview in Resident #3's rc:lom (307 B)
on 2/2/09 at 9:40 AM, the Assistant Director of ;
Nursing, confirmed the feeding pump rllad dried

_brown drips and stains.

*  Audits of a 20% sample of

;' feeding pumps, bathrooms will
| be conducted weekly by the

i . PCM's, Charge Nurse or

' Dietitian regarding cleanlinass.

When 95% compliance is
achieved for 3 consecutive
weeks audit will decrease to

! once per month x 3 months.

When a 95% compliance rate

! is achieved for 3 manths audits
' will decrease to one per

quarter. If a 95% compliance
rate is maintained for 2

i consecutive quarters the audit

will be discontinued.
«  Doacumentation of the fan

: cleaning will be kept on file in
the Facility Management
department and reviewed by
the Facility Management
Director or Supervisor.
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$s=p | WHEN REQUIRED
| A facility must conduct a comprehenswe

: facility determines, or should have|determined,
that there has been a significant change in the
resident's physical or mental condition. (For
purpose of this section, a significant change

. means a major declane or |mprovement ir the
resident’s status that will not normally resolve
itself without further intervention by staff or by
implementing standard disease- related clinical
interventions, that has an impact oh more than
one area of the resident's health status, and

i care plan, or both.)

This REQUIREMENT is not met as evidenced
by:

comprehensive assessment within |14 days of
significant changes in the physical
of 30 (Resident #3) sampled residents.

' The findings included:

| originally admitted to the facility on 9!1 2/08 and
; readmitted to the facility on 12f31!0|8 after a
hospitalization for the surgical procedure of
Colectomy with lleostomy. Resident #3 had

' assessment of a resident within 14 days after the

. requires interdisciplinary review or \'ewsmn of the

Based on medical record review and an interview,
it was determined the facility failed to conduct a

condition of 1

|
Medical record review revealed Resadent #3 was

A,

* Forresident #3 a significant change
assessment was done on
02/04/2008, by the Unit
Assessment Coordinator (UAC), to
reflect the areas of change. {See
Attachment10) A care plan
conference to include
interdisciplinary team was
completed on Q2/04/2009. Care
plan was updated by the Unit
Assessment Coordinator to reflect
changes at that time, (See
Attachment 11)

* Quarterly assessments completed
from 01/01/2008 through 01/31/09
have been reviewed by Resident
Assessment Manager to determine
if a significant change assessment
should have been completed. Also
readmissions to facility over the
past 90 days were reviewed by the
Resident Assessment Manager to
determine if a significant change
assessment was warranted for any
of the these residents. This was
completed on 02/17/2009. The
three residents identified as
needing a significant change
assessment were completed by
02/17/2009.

BORDEAUX LONG TERM CARE
NASHVILLE, TN 37218
431D | SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF GORRECTION (x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE | DATE

; DEFICIENCY) :

|

F 274 : 483.20(b)}(2){ii} RESIDENT ASSESSMENT— F274|po74 Resident Assessment I

Sllofos

current diagnoses of Cerebrovascular Accident
with Dysphagia, Aphasia and Gastrostomy Tube,
The initial Minimum Data Set (MDS) dated
10/3/08 assessed Resident #3 with|the following:
1 &. Communication - Sometimes unL}ierstood
 (ability is limited to making concrete requests and

| |
Event ID; D7F011 Facllity ID: TN1820
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F 274 | Continued From page 17 | F274] ¢, . |
“rarely or never understands); » The Sig“_'ﬁca':jt C_rtmsragn?tPollcy has !
- b. Bowel Continence -Totally mcontinent with no been reviewed with '
Assessment Coordinators by the |
| Ostomy present; Resident Assessment Manager. |
¢. Nutritional Status - Weight 146 pounds with no e In-service training was conducted ‘
significant weight loss in the pre\nous 30 0r 180 by the Resident Assessment |
days; | Manager with the Unit Assessment _
d. Activities - Time awake, both mornlng and Coordinators. Educatian on ;
afternaon with participation in activities 1/3 to 2/3 significant change criteria as I
of the time; documented in the RAl manual was
e. Ulcers - One Stage |1 Pressure Ulcer: reviewed. Learning Objectives were ‘
f. Medications received - No antipsychotic as follows ifeation of the |
medications within the previous 7 days. " Identification o - I
; guidelines for determining |
. Review of the quarterly MDS dated 114/09 2 significant change in ;
| revealed the following changes in Resident #3's = resident status fo include:
assessment. = Conditions that will not |
a. Communication - Improved to usually normally resclve itself :
understood and usually understands difficulty without intervention by
finding words or finishing thoughts and may miss staff or by implementing
some partfintent of the message; standard disease-related
b. Nutritional status - Significant weight loss of 5 E"""’?' 1!'1.ter\:en1|ons, in not
. percent (%) or more in the last 30 days or 10% in self-limiting
the last 180 days; | =  Impacts more ‘_Ea“t?s"e
| €. Activities - Awake only in the aftemoon with ﬁ;ea?tﬁgttg‘;’uf:‘ podd
. participation in activities decreased| to less than - Requires interdisciplinary
1{3 of the tlme review and/or revision of
‘d Ulcers - None: the care plan
. Medications received - Antipsyc Oth = Idenfification of guidelines
. medications on 6 of the previous 7 days. for declineand
| This MDS failed to identify that Resident #3 had improvement in resident
| an lleostomy with an appliance which rendered condition e frame
 him continent of bowel, upon readmlsswn from . :\40"“0”22 r:ggt‘;:)"geram
. . Or asse
the hospital on 12!31!08 | within fourteen ﬁays of
. . . Lo | ition of change
| During an interview in the conference room on recognito! fwhen a
, . v Identification ot w
| 2/3/09 at 10:30 AM, Licensed Practical Nurse change in resident status
(LPN #2) stated it was her responsr ility for is not significant
. ensuring the MDS was accurately completed =  Significant changes for
| LPN #2 pointed to the quarterly 1/14/09 MDS and residents with terminal
| stated, "That should have been a significant conditions.
! | i | ;
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rarely or never understands);

~b. Bowel Continence -Totally incontinent with no

+ Ostomy present:

- €. Nutritional Status - Weight 146 pounds with no
 Significant weight loss in the previous 30 or 180

days;

d, Activities - Time awake, both moming and
afternoon with participation in activities 1/3 to 2/3

of the time:

e. Ulcers - One Stage Il Pressure Ullcer;

f. Medications received - No antipsychotic
medications within the previous 7 days.

Review of the quarterly MDS dated 1/14/09
revealed the following changes in Resident #3's

- assessment:

a. Communication - Improved to usually
“understood and usually understands|- difficulty
finding words or finishing thoughts and may miss
- some partfintent of the message;
. b. Nutritional status - Significant weight loss of 5
percent (%) or more in the last 30 days or 10% in

the last 180 days;

C. Activities - Awake only in the afternloon with
participation in activities decreased tr_nI less than

1/3 of the time;
d. Ulears - None:

- 8. Medications received - Antipsychotic
- medications on 6 of the previous 7 days

This MDS failed to identify that Residént #3 had
an [leostomy with an appliance which rendered
him continent of bowel, upon readmission from

“the hospital on 12/31/08.

During an interview in the conference }oom on

2/3/09 at 10:30 AM, Licensed Practical Nurse

(LPN #2) stated it was her responsibilib for

ensuring the MDS was accurately compieted.

LPN #2 pointed to the quarterly 1/14/09 MDS and
- stated, "That should have been a signi|ﬁcant

|
1

l

Other:

Residents with the potentia! pf
significant changes in c_ondltlon
will be indentified by unit
assessment coordinator and
interdisciplinary team member
during morning rounds. The
Unit Assessment Coordinators
will place identified residents
on the significant change log to
be monitored. The Resident'
Assessment Manger will review
significant change logs weekly
for a period of one month. A
significant change assessment
will be completed by the Unit
Assessment Coordinators
within 14 days of being
identified if criteria are met.
Unit Assessment coordinaters
will complete a Significant
Change in Condition screen on
each quarterly assessment for
one month. The screen will be
reviewed by Resident
Assessment Manager.

The Resident Assessment
Coordinator will conduct a
quality assurance audit of
20%quarterly assessments,
comparing the two mc_:s_t recent
assessments, maintaining a
95% compliance rate for a
period of three month_s. The
audit will review the significant
change logs, the significant
change screen tool and
documentation of decision to
complete an assessment and
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rately or never understands);
b. Bowel Continence -Totally incontinent with no
. Ostomy present; |
- €. Nutritional Status - Weight 146 pounds with no
. significant weight loss in the previous 30 or 180
days;
d. Activities - Time awake, both morhing and

f

afternoon with participation in activities 1/3 to 2/3 |

of the time; ;

“e. Ulcers - One Stage Il Pressure Ulcer;

' f. Medications received - No antipsyci:hotic
medications within the previous 7 days.
Review of the quarterly MDS dated 1/14/09
revealed the following changes in Resident #3's

- assessment; i
a. Communication - Improved to usually

- understood and usually understands - difficulty
finding words or finishing thoughts arrd may miss
some partiintent of the message;

- b. Nutritional status - Significant weight loss of 5

“percent (%) or more in the last 30 days or 10% in :

- the last 180 days: |
c. Activities - Awake only in the afternloon with
participation in activities decreased ta less than
1/3 of the time; :
d. Ulcers - None: ;
€. Medications receijved - Antipsychotlic
- medications on 6 of the previous 7 days.
This MDS failed to identify that Residént #3 had
an lleostomy with an appiiance which rendered
him continent of bowe!, upon readmission from
 the hospital on 12/31/08. '

- During an interview in the conference room on
2/3/09 at 10:30 AM, Licensed Practical Nurse
(LPN #2) stated it was her responsibillty for
ensuring the MDS was accurately completed.

'LPN #2 pointed to the quarterly 1/14/09 MDS and |

stated, "That should have been a significant

Presence of sign
| MDS in the medi

ificant change
cal record as

well as applicable care plans,

| Results of audits
i reported to Quali

will be !
ty Council i

monthly until compliance has

f reached 959% for

3 consecutive

months and will then be

reported quarterly. Once :
compliance of 95% has been )
reached on two consecutive i
quarterly reporis Resident :
Assessment Manager will

monitor as needed. Results of

audits will be reporied to

i Quatity Council,

[
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The assessment must accurately | eflect the ‘
resident's status.
s  Resident #3’'s MDS was b

I A registered nurse must conduct or coordinate ‘ ‘ reviewed and modified to reflect 3 ] 0?
| each assessment with the appropriate current status of resident by Unit

' participation of health professionalls. Assessment Coordinator on

i 02/03/2009.(See Attachment
: A registered nurse must sign and certify that the 10)
! assessment is completed. !
: B.
Each individual who completes a portion of the *»  Anaudit was completed on all
assessment must sign and certify the accuracy of ‘ comprehensive assessments
‘ that portion of the assessment. ~ ! completed between 01/01/2009 -

. . L 02/09/2009 focusing on section
Under Medicare and Medicaid, an individual who H of MDS for accuracy. This was

' willfully and knowingly certifies a material and ‘ completed 02/09/2009 by the
. false statement in a resident assessment is

" subject to a civil money penalty of not more than ‘
| $1,000 for each assessment; or an)individual who

- willfully and knowingly causes another individual
to certify a material and false statement in a
resident assessment is subject to a civil money i
: penalty of not more than $5,000 for each
assessment. ’

Resident Assessment
Coordinator {with no
discrepancies noted).

Clinical disagreement does not conistitute a
material and false statement.

This REQUIREMENT is not met a$ evidenced |
by: ’

Based on medical record review anb an interview,
it was determined the facility failed to ensure the ,
accuracy of the comprehensive assessment for 1 ‘ ‘
i of 30 (Resident #3) sampled residents. : i |
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*  Anln service was conducted by
the Resident Assessment

| Coordinator pn 02/1 1/2009 with

i all Unit Assessment Coordinators

regarding the correct coding on

_ the MDS. This included the RAI

f manual criteria for assessment of

i all areas on the comprehensive

! assessment.

Objectives included:

' * lInstruction on physically
assessing the resident prior
to completion of the MDS,

*  Review of medical record

8S=D"

The assessment must accurately re:ﬂect the !
. resident’s status.

“Aregistered nurse must conduct or coordinate
each assessment with the approprigte
participation of health professionals.

- A registered nurse must sign and certify that the
assessment is completed. |

“ Each individual who completes a poqtion of the |
assessment must sign and certify th\? accuracy of | |
 that portion of the assessment. i j |

' Under Medicare and Medicaid, an in(!dividual who |
- willfully and knowingly certifies a material and !

- to certify a material and false statement in a I
- resident assessment is subject to a civil money
- penalty of not more than $5,000 for each
. assessment, '

' Clinical disagreement does not constit;ute a

This REQUIREMENT is not met as evidenced ,!
. |

' Based on medical record review and 3

false statement in 2 resigent assessment is
subject to a civil money penatty of not more than ,
$1,000 for each assessment: or an individual who |
willfully and knowingly causes anothey individual |

material and false statement. i !
i

by: !
n interview, |
it was determined the facility failed to ensure the |

accuracy of the comprehensive assessment for 1 J

of 30 (Resident #3) sampled residents!

|
T

' information during the faok
! back period and ensure
cading is being done
accurately to reflect that
information,
* Instruction given on
,| completing a comparative
i analysis with the current
assessment and the |last
MDS components.
* Instruction on analysis of
significant changes and
i whether these were
| considered 1o be expected
or a significant improvement
or decline for the resident.
* Instruction on significant
i change criteria versus acute
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- A registered nurse must conduct or

' The assessment must accy rately reflect the
, resident's status,

coordinate
each assessment with the appropriate
participation of health professionals.

A registered nurse must sign and celtify that the

- assessment is completed.,

Each individual who completes a porltion of the

- assessment must sign and certify the accuracy of

that portion of the assessment. !

i
" Under Medicare and Medicaid, an individual who

willfully and knowingly certifies a material and
false statement in a resident assessment is
subject to a civit money penalty of not more than
$1,000 for each assessment; or an individual who
willfully and knowingly causes anothe“ individual
to certify a material and faise staterment in a

- resident assessment js subjectto a civil money

penaity of not more than $5 000 for each

; assessment.

+ Clinical disagreement does hot constitiute a

- material and false statement.

' Based on medical record

This REQUIREMENT is not met as eVidenced
by: ‘

it was determined the facility failed to ensure the
accuracy of the comprehensive assessment for 1
of 30 (Resident #3) sampled residents)

i N
review and an interview,

|
I
|
|

! expectation of the resident

! returning to their baseline.
Instruction was given on

! what action to take if it is

; determined that a significant
change assessment is
warranted, ex: significant
change in condition r#t
decline is warranted — the

5 fotlowing steps would be

| taken:

| »  Significant change
i assessment

; completed.

rl » Complete revision

of the resident's

care plan to reflect

current status of

I the resident.

» UAC to make
referrals as

i warranted, ex;

Restorative,

Specialized

| Therapies, Dietary,

! Social Services,

i efc.
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_assessment.

The assessment must accurately reflect the :
resident's status. i

A registered nurse must conduct or codrdinate |
each assessment with the appropriate
participation of health professionals.

A registered nurse must sign and certify that the
assessment is completed.

Each individual who completes & portion of the
assessment must sign and certify the accuracy of .
that portion of the assessment,

Under Medicare and Medicaid, an individual who
willfully and knowingly certifies a material and
false statement in 2 resident assessment is .
subject to a civil money penalty of not more than !
$1,000 for each assessment; or an individual who ;
willfully and knowingly causes another individual i
to cerlify a material and false statement|in a
resident assessment is subject to a civil money
penalty of not more than $5,000 for each

Clinical disagreement does not constitdtéa a
material and false statement. s

This REQUIREMENT s not met as evidenced
by: Z;

Based on medical record review and an Iinter\;ie“m.r, I'
it was determined the facility failed to ensure the
accuracy of the comprehensive assessn'llent for1 -
of 30 (Resident #3) sampled residents.. i :

+« The Resident Assessment
Manager or the Unit Assessment
Coordinators will audit section H
of the MDS for accuracy for 3
months maintaining a 95%
compliance rate. Once a 95%
accuracy rating has been met far
3 censecutive manths the review
will be done quarterly. When
i 95% accuracy has been
maintained for 2 consecutive
quarters audit will be done
periodically as needed. Any
assessment identified to be
inaccurate will be modified to
correctly reflect the resident.
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 readmitted to the facility on 12/31/08, after a two

2/3/08 at 10:30 AM, Licensed Practical Nurse #2

| Each resident must receive and the facility must
. provide the necessary care and services to attain

"accordance with the com prehensiv:e assessment

-and interview, it was determined the facility failed

Continued From page 19 [

The findings included:

Medical record review revealed Rc:asident #3 was
originally admitted to the facility on 9/12/08.
Resident #3 was initially admitted Ito the facility
with diagnoses including Post Cerlebrovascular
Accident, Asthma and Tracheostolmy secondary
to Chronic Respiratory Failure. Resident #3 was

week hospitalization for the surgic‘:al procedure of
Colectomy with lleostomy. Review, of the quarterly
Minimum Data Set (MDS) dated 1/14/09 revealed
the section for bowel continence, assessed
Resident #3 as "4" (bowel incontinence all or
almost all of the time.) The quarterly MDS dated
1/14/09 failed to identify that Residlent #3 had an
lleostomy, with an appliance which rendered him

continent of bowel,
. . L i
During an interview in the conference room, on

confirmed the quarterly MDS dated 1/14/09 was
an inaccurate. '
483.25 QUALITY OF CARE

or maintain the highest practicable [physical,
mental, and psychosocial well-being, in

and plan of care.

This REQUIREMENT is not met a:s evidenced
by: !
Based on medical record review, ol':mservation,

to ensure hospice services were prcl‘wided for 2 of

F278|

F 309

F 309 .
A,

Care plans for resident #12 and #20
have been reviewed and updated to
reflect interdisciplinary coordination
between BLTC and hospice on
2/3/2009 by the Unit Assessment
Coordinator (UAC). Care plans also
reflect interdisciplinary care
provided by hoth entities. Hospice
care plans were also updated to
reflect financial responsibility for
care for any hospice related
diagnosis. (See Attachment 12)

&fiofes
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i 10 (Residents #12 and 20) sampled residents
receiving hospice care.

The findings included: !

|

i 1. Medical record review revealeq Resident #12

i was admitted to the facility 7/6/07 and had current
diagnoses including Cerebrovascular Accident,

1 Dysphagia with Gastrostomy Tube, Anxiety,
Depression, Osteoarthritis, Bone and Joint Pain

| with Xray indicative of Knee Cancer, and Adult

! Failure to Thrive. Review of the initial nursing

i assessment done by hospice revealed Resident

' #12 was admitted to hospice care [on 8/15/08 and
included the following: self care deficits/functional

limitations for transfers with assistalance;

bed-bound 90 percent (%) of the time; bath ing;

dressing; feeding; 2ambulation and continence,

| The Minimum Data Set (MDS) dated 12/23/08

assessed Resident #12 being totally dependent

for transfers, assistance, bathing, Iressing,

feeding, ambulation and incontinenlt of bowel and

bladder. Review of the current care plan for

| Activities of Daily Living (ADL) funcltion revealed

! Resident #12 was to receive a "sholwen’full body

 bath/sponge bath" 2 times weekiy, or more often

| if requested, and being "Bedfast at this time.."

' Further review of the care plan revoTaIed it did not

‘ designate which care and services Iwould be

' provided by the facility and which would be

| provided by the hospice entity, There was no

| documentation of revisions to denolie that

‘ Resident #12 was to be assisted out of bed to a

|

chair.

| Observations in Resident #12's room on 2/3/09 at
1 8:10 AM, revealed Resident #12 in bed tiited to

‘ the right side, restless, throwing thelcovers back
| and asked for help in getting out of I|:>ed. Further

|
|

All hospice resident care plans will
be reviewed by the Unit
Assessment Coordinator {UAC) to
determine whether the care plan
reflects integrated care between
hospice providers and BLTC. Any
care plans that are deficient will be
updated to reflect interdisciplinary
care and financial responsibility
related to DME and other services
which should be provided by the
hospice provider and/or BLTC.

»  Hospice agencies will continue to
be invited to attend the care plan
conferences on a quarterly basis
and encauraged to review and
update care plans as needed.

* A meeting was held with the
hospice agencies to review
concerns sited by the state
surveyors. Hospice representatives
were advised to review care plans
to ensure that care plans are
accurate and denote the services
which hospice provides and those
provided by BLTC. This meeting
was held on 02/12/09 here at
BLTC.

* Hospice agencies will continue to
receive notification of care plan
conference on any patient that they
service whenever this resident's
plan of care is being reviewed.
Continued input is encouraged on a
regular basis {o ensure coordination
of care.

¢ Care plans will be reviewed on a
quarterly basis by the
interdisciplinary team and hospice
provider for all residents receiving
haspice services. Any questions

‘ related to coverage of care will be

|‘ discussed at this time or as they
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!| observations revealed the call IigHt was clipped to ‘
the left side of the bed near the top of the

matiress and Resident #12 was aftempting and

‘ unsuccessful in reaching the call Ifght.

Observations and an interview in I:Qesident #12's
room on 2/3/09 at 2:50 PM, revealed Resident
#12 in a reclined gerichair with the call light out of
Resident #12's reach. Resident #12 stated she
was "tired and want to go to bed."|

' During an interview in Resident #12's room on
2/3/09 at 2:50 PM, RN #5 confirmed that Resident
| #12 had been up much of the day and the

. Certified Nursing Technician (CNT}) would be in
the room "in a few minutes” to put her to bed. RN
#5 also confirmed that Resident #12 could not
reach the call light.

During an interview in the conferen'ce room on

1 2/4/09 at 3:45 PM, Licensed Practical Nurse (LPN
| #2) confirmed she was responsiblq for ensuring

. the MDS and care plans were completed. LPN #2
; confirmed Resident #12 did not have an
integrated hospice care plan to determine which
care and services hospice would provide.

2. Medical record review revealed Resident #20
was admitted to the facility on 6/22/05 and had
current diagnoses of Advanced Multiple Scleresis,
Paraplegia, Joint Contractures, and Muscle
Spasms. The Annual MDS dated 1/8/09 included
the following assessments: short term memory

; iImpairment, but no long term memory

I impairment; aware of the current séason, location
+ of own room, staff names and faceIS, and that he

\ is in a nursing home; modified independence in

| daily decision making (some difficu Ity in new
situations only); no indicators of del?rium or
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F 309, Continued From page 21 F 309 arise. All questions related to

coordination of care services

needed for a resident followed by ‘
hospice will be forwarded to the
Social Services department for the
Social Worker to follow up with the !
hospice agency. !

*  The hospice policy will be updated
to include care planning of services,
notification of care plan
conferences, and coordination of i
services by the Director of Social !
Services and Recreation. The :
Director of Social Services and
Recreation wili in-service the sacial |
warkers on the updated palicy. A |
copy of the policy will be forwarded |
to the Resident Assessment |
Manager for in-servicing Unit .'
Assessment Coordinators and to |
the Director of Nursing and ADON
for in-servicing of Patient Care
Managers. The goal or objective of
this education is to update staff on
policy revision and to insure that
there is appropriate documentation
of care and care integration
between BLTC and the hospice
provider.

»  Care plans for hospice residents
will be reviewed quarterly per
resident assessment schedule or as ,
needed for any resident changes by |
the interdisciplinary team (IDT).

¢ IDT will be notified when a resident
is admitted to hospice and when a
resident is discharged from hospice
per ernail nofification from Sacial
Services. Changes will be made to
the care plan by the Social Worker
to reflect this notification.
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. i i : i i to
disordered thinking; totally depende with haspice agencies quarterly
| g: totally dependent upon staff discuss any issues. If necessary, a ‘

| for all activities of daily living including locomotion |
on the unit; locomotion off the unit did not oceur; ‘
functional limitations included full lloss of voluntary ‘
movement of the arm, hand, leg, and foot. The
current facility care plan revealed jt was not ‘
integrated with hospice and did not designate the
care and services, including durable medical
equipment (DME) which would be‘provided by

' hospice or the facility. . ‘

| Observations in Resident #20's raom on 2/2/09 at
| 10:15 AM, revealed Resident #20 fn bed with
severely contracted hands, Residt—:-:nt #20 had no
use of the right hand and the left hand was

| contracted and weak with very limited use. ‘

During an interview in Resident #2:0'5 room on
2/2/09 at 10:15 AM, Resident #20 revealed the
‘batteries for the motorized wheelchair {(wic)
needed to be replaced and he had|been unable to
be independent in the w/c for 6 months because
the batteries were too expensive (%400). Resident
#20 revealed he had previously discussed this
with the Director of Rehabilitative Services
(DOR). '

Observations in the 300 B hallway %m 2/2/09 at
 1:00 PM, revealed a staff member wheeling
' Resident #20 in a gerichair. :

During an interview in the conferenc::e rgom on
2/4/09 at 9:00 AM, the DOR confirmed Resident
#20's batteries were not working and the power
wi/c was not usable. The DOR state:d the batteries
had been cost prohibitive, but she had initiated

| procuring the batteries from a different supplier

and expected their delivery this week.

| meeting to further discuss any |
issues can be scheduled. Any |
problems or concerns will be
forwarded to the appropriate staff

member for follow-up.

* The Resident Assessment Manager
© will randomly review 20% of the
hospice care plans monthly. When ‘

95% compliance is reached
consecutive months, the au

for 3
dit will '

occur quarterly. When 95%
compliance has been reached for 2
consecutive quarters audits will be

conducted at management

discretion and reported to Cuality

Council,

Council on a monthly basis by
Resident Assessment.

+  Findings will be reported in Quality
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F 309 Continued From page 23 : F 309
‘ During a telephone interview in the conference
room on 2/4/09 at 2:00 PM, the Dlrector of
i Clinical Operatlons of the hosplce prowder stated
| hospice is responsible for supplymg DME. The
hosplce has a contract with a company to provide
| batteries and could have them delivered by the
end of this week.

| During an interview in the conference room on

| 214109 at 3.45 PM, LPN #2 confi rmed the facility

i care plan was not integrated with hlosplce and the
care plan did not designate which care and
services, including DME would be prowded by
hospice.

| During an interview in Resident #20's room on
2/4109 at 5:15 PM, Resident #20 st'ated the
batteries had been obtained and the power chair
was "downstairs" having the new batteries
installed at this time,

F 312  483.25(a)(3) ACTIVITIES OF DAILY LIVING F 312
S8=D - F312
- A resident who is unable to carry out activities of
 daily living receives the hecessary sennces to A i )

- maintain good nutrition, grooming, and personal * CNT #1 immediately placed

2nd oral lagione. call light in reach of resident #3 13 /} ) / o4

to ensure he was able to call
for assistance when needed.
212108

s  CNT # 1 provided resident #3
ThIS REQUIREMENT is not met as evidenced with personal hygiene via bed

by: bath and oral care per ptan of
| Based on medical record review, review of the care. Mint lip balm applied to
| shower schedule, review of the bath type detail resident # 3 lips. 2/2/09.
report, observations, and mterwews itwas
determined the facility failed to perform personal
- and oral hygiene care for 1 of 30 (Remdent #3)
sampled residents.

' The findings included:
i
FORM CMS8-2567(02-99) Previous Versions Obsoleta

Event ID: D7F011 Facility ID: TN1920 If continuation sheet Page 24 of 34



DEPAF\';TMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02/18/2009
FORM APPROVED
OMB NO. 0938-0391

STATEMENTY OF DEFICIENCIES X1} PROVIDERI:SUPPLIER;‘CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN QF CORRECTION IDENTIFICATICN NUMBER: COMPLETED
! A. BUILDING
J B. WING
| 45033 02/05/2009

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY. STATE, ZIP CODE
1414 COUNTY HOSPITAL RD

BORDEAUX LONG TERM CARE NASHVILLE, TN 37218
10 | SUMMARY STATEMENT OF DEFIGIENCIES ID PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX . (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHQULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG ‘ CRCJSS-REFEREglcs:rl__z‘llgl1|;<r:3J g;i)E APPROPRIATE DATE
i :
F 312 Continued From page 24 ; [ F 312| e Dacumentation sf‘!cliws Res. #3 !
: was out of the facility 11/7/08 - i
Medical record review revealed Resident #3 was :m g;ggf%g?%?as outof |
originally admitted to the facility on 9/12/08 and the facility 12/14/08 — 12/31/08 |
readmitted to the facility on 12:’31!|DB. Resident #3 {returned on 12/31/08). Res.
| had current diagnoses including Ppst #3 was out of the facility 1/3/09 ‘
| Cerebrovascular Accident with Dysphagia, — 1/4/09 (returned on 1/4/09).
‘ Aphasia, Hemiplegia, Gastrostomy Tube, Res. #3 was out of the facility |
- Colectomy, lleostomy and Right Eye Blindness. 1/13/09 — 1/16/09 (returned on |
| Review of the initial Minimum Data Set (MDS) 1/16/09). Res. #3 Wgss 3”‘ of |
! dated 10/3/08 and the quarterly MDS dated ;?f,:af%l,'f?’ﬁatit%é s o |
i 1/14/09 revealed Resident #3 was|assessed as days). Res. #3 was in the :
. totally dependent upon staff for be«ld mobility, facilit)" 58 days from 11/7/08 — I
transfers, personal hygiene and bathing. Review 2/06/09. From 11/7/08 — :
 of the care plan initiated 9/29/08 and reviewed 2/6/09 the Res. #3 receiveda |
\ with goals and interventions through 4/27/09 bath or shower 67 times per |
| fevealed Resident #3 was identified as dependent the Care Tracker !
| upon staff for all activities of daily living (ADL)) documentation. (See
‘ with the goal of, "All needs will be met by staff Attachment 13)
| daily, will be clean, dry, and odor free with privacy 5 ‘
‘ and dignity maintained at all times ilhru [throughj] : e Al residents located on B3
: lrluaxt review date." The mterventronls included, were immediately assessed by
| Call light in reach and answered pfomptly. | the PGM to ensure their call
' Resident to have full body bathfspolnge bath or lights were within reach and to
| shower at least two (2) times each week, or more ensure needs/wants could be
| often if requested by resident. Oral care daily.” communicz:'te(:\l to staff. The
i PCM and the Nursing
Observations and interview in Resident #3's room Supervisor ensured all call
| on 2/2/09 at 10:40 AM, revealed Re:sident #3 lights received a security clip to |
alone in his room, restless, pointing to his mouth e C°”;f°tf fr'fecr‘:rgizgtn‘t”as
with unintelligible speech. Resident#3's hair was ':'r"gu":’;]rg;f" g?ﬂ s were acquired
oily and uncombed. He was wearing a hospital by the Nurses on the floor for
gown. The hospital gown and bed linens were | residents that were unable to
crumpled and the bed was in disarrgy, including a utilize button call lights.
. body pillow lying over the sheets and on top of the e Ali residents on B3 were
| resident. Resident #3's mouth was coated with a assessed for hygiene needs by |
“heavy buildup of dried yeliow debris\on his lips, the PCM to ensure proper |
‘ tongue, and teeth. Resident #3's call light was ‘ hygiene and oral care was
, clipped to tubing on the wall above the bed and ge;"w%g;’i’f‘;ﬁ:gssﬁﬁ'he
| . : ; .
I out of his reach. Resident #3 was asrked if he was ‘ [ done by the PCM, Charge |
FORM CMS-256?{02-99) Previous Versions Obsolate Event |D: D7FO11 Facil ﬁ:rées’ gﬁ;ﬁ?ﬁ;ﬁ;ﬁ;ﬂﬂst Jage 250f 34
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| thirsty. Resident #3 stated, "Oh G:od, yes." : |

oral care and personal hygiene

| Observations and interview in the‘hallway outside needs being met

- of Resident #3's room on 2/2/09 at 10:40 AM,

Certified Nursing Technician (CN #1) was made C.
aware Resident #3 could not reach the call light « ADON, DON, Patient Care
and needed heip. CNT #1 entered the room and ‘ ‘ Manager {PCM), Nursing
confirmed the call light was out of Resident #3's | Supervisor, Nursing Educator
reach. CNT #1 confirmed Resideqt #3's mouth ‘ will in-service the nursing staff
| was dry, and that he was difficult to understand | I?“th);DPeJ P'aceTent of call
| hi rghts and prompt response
| ;LTs':n"g i ‘:]Zngent upon Staf for all | times on 2/3/09, 214109, 2/9/09,
|

‘ 2/12/09 and is continuing.

 During an interview in Resident #3's room on | * Z&gﬁ:ﬂ:ﬁ,%ﬁfﬁgﬂgﬂ on
| 2/3/09 at 4:00 PM, Resident #3's Responsible ’ | unit weekly to ensure call lights
|'Party (RP) was asked about the care provided by | are properly placed for easy
I the facility's staff. The RP stated, "They do not ‘ access,

shower him. | complained to a Tec [Technicianj « CNTs will be held responsible

and Nurse, not sure who, he smelled, his back to ensure call lights are within

litches and he's not getting showered and they just reach at ali times. LPNs will
told me he should get 2 [showers] a week. | don't observe during daily rounds for
| think he ever gets a shower; | don't know if he's call light placement and prompt

, even had one since he's been here. His back's response ta resident requests.

; " *  PCM will interview competent
‘ always itchy where he sweats. ' residents weekly to ensure call

i Lo . | lights are accessible and
, Observations in Resident #3's room on 2/3/09 at a?.,swered promptly.

| 4:00 PM, revealed the RP was scrqtching Grievances will be developed
' Resident #3's back while we were talking. . for significant or chronic
concerns that are identified.
Review of Resident #3's shower sc| edule, The PCM will be responsible
provided by RN #1, revealed Resident #3 was for the investigation of the
| Scheduled for showers every Tuesday and Friday. grievances.

| Review of Resident #3's "Bath Typé Detail ‘

‘ Report”, also provided by RN #1. rel\/ealed
| Resident #3 received no showers in the month of ‘
i 11/08, 1 shower in the month of 12 pS, and 1 ‘ ‘ :

| -
| shower in 1/09,
il During an interview at the B3 nursee:'.' station on ‘ ‘ |
I | i |
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thirsty. Resident #3 stated, "Oh God, yes."

Observations and interview in the hallway outside
of Resident #3's room on 2/2/09 at [10:40 AM,
Certified Nursing Technician (CNT #1) was made
aware Resident #3 could not reachithe call light
and needed help. CNT #1 entered the room and
confirmed the call light was out of Resident #3's
reach. CNT #1 confirmed Resident #3's mouth
was dry, and that he was difficult tolunderstand
him, and was dependent upon staffifor all
personal care needs.

During an interview in Resident #3's room on
2/3/09 at 4:00 PM, Resident #3's Responsible
Party (RP) was asked about the care provided by
the facility's staff. The RP stated, "They do not
shower him. | complained to a Tech [Technician]
and Nurse, not sure who, he smelle:d, his back
itches and he's not getting showered and they just
told me he should get 2 [showers) a week. | don't
think he ever gets a shower; | don't know if he's
even had one since he's been here.|His back's
always ifchy where he sweats." !

Observations in Resident #3's room|on 2/3/09 at
4:00 PM, revealed the RP was scratching
Resident #3's back while we were talllking.
Review of Resident #3's shower scl"'edule,
provided by RN #1, revealed Residept #3 was
scheduled for showers every Tuesday and F riday.
Review of Resident #3's "Bath Type|Detail
Report', also provided by RN #1, revealed
Resident #3 received no showers inlthe month of
11/08, 1 shower in the month of 12/08, and 1
shower in 1/09. !

During an interview at the B3 nursesj' station on

Supervisor will in-service CNT
and licensed nursing staff on
adhering fo scheduled bath
times and reporting to
supervisor inability to complete
duties or refusals.
»  Education will be conducted by
the Clinical Educators, ADON,
DON, Nursing Supervisors,
and the PCM’s for CNTs,
nursing staff and Department
manager in Rehab, Social
Services, Recreation, Digtitians
and Environmental Services
addressing:
= Call light availability and
responsiveness

= Call lights must be clipped
to bedding or pillows

= Call lights are to be placed
within resident’s reach

« Department Managers will then
in-service staff in their
department.

o  Education will be conducted by
the Clinical Educators, ADON,
DON, Nursing Supervisors,

and the PCM's for CNTs
nursing staff addressing

Mouth care

»  Shower/Bath schedule
adherence

*  Reporting of non-
compliance

=  Customer Service
Education will be completed by
3/5/09,

= dide il ha
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i = Weekly auuis vwur we
F312 antlnued l_=rom page 25 " i " F 312 complgted by PCM to ensure
thirsty. Resident #3 stated, "Oh Gcin, yes. bath schedules are adhered 1o
with 95% accuracy. Ifa
Observations and interview in the hallway outside resident refuses, the CNT will
of Resident #3's room on 2/2/09 at 10:40 AM, report to the nurse on duty and
Certified Nursing Technician (CNT} #1) was made they will document any reason
aware Resident #3 could not reach the call light for noncompliance in the
and needed help. CNT #1 entered the room and resident chart,
confirmed the call light was out of Resident #3's ¢ Al residents that are NPO and
reach. CNT #1 confirmed Resident #3's mouth receive their nutritional Slllpporl
was dry, and that he was difficult tq understand through means of E"terad ;
him, and was dependent upon staff for ail feedings will be assessed for
. ! dry mouth and proper oral care
personal care needs. will be given every shift per
i rotocal.
During an interview in Resident #3's room on P
2/3/09 at 4:00 PM, Resident #3's Responsible D.
Party (RP) was asked about the care provided by «  WeeKly interviews with 20%
the facility's staff. The RP stated, "They do not competent resident sample will
shower him. | complained to a Tech [Technician] be completed by PCM to
and Nurse, not sure who, he smelled, his back ensure staff reach at least a
itches and he's not getting showered and they just 95% °°"t‘_9|'a"°e tﬁ"e fg;ge i
told me he should get 2 [showers] g week. | don't e renahed the audits will e
think he ever gets a shower; | don't know if he's done every quarter X 2
even had one since he's been here/ His back's quarters with at least a 95%
always itchy where he sweats." compliance rate, then audit as
. : needed. Audits will be
Observations in Resident #3's room: on 2/3/09 at forwarded to DON/ADON for
4:00 PM, revealed the RP was scratching quality assurance purposes.
Resident #3's back while we were talking. bC:l:;"ﬁgL r:gmgmfynasguwgfny
: : . | Council meetings.
Rewgzw of Resident #3's shower s_chledule, e PCM wil compl?ate weekly bath
provided by RN #1, revealed Resndelnt #3 was audit of 20% of the residents to
scheduled for showers every Tuesday and Friday. ensure showers/bed baths are
Review of Resident #3's "Bath Type [Detail being completed as scheduled
Report”, also provided by RN #1, revealed maintaining at least a 95%
Resident #3 received no showers in the month of compliance rate. Once this is
11/08, 1 shower in the month of 12/ 8, and 1 reached the audits will be done
shower in 1/09. ; every quarter X 2 quarters with
, at least a 95% oompllancg_trate,
i i i ' then audit as needed. Audits
During an interview at the B3 nurses! station on will be forwarded to
FORM CMS-2587(02-99) Previous Versions Obsolete Event ID: O7FO11 Facili gsgt:::r?cgi:lf?;g;‘easlftyp‘udns Page 26 of 34
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Based on the resident's comprehelnsive
assessment, the facility must ensyre that a
resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident’s clinical condition demonstrates that
catheterization was necessary; and a resident
who is incontinent of bladder receives appropriate
treatment and services to prevent Ihrinar:,r fract

infections and to restore as much nl'uormal bladder
! function as possible. i

This REQUIREMENT is not met a!s evidenced

by: ?

Based on medical record review atl'nd interview, it
was determined the facility failed tq assess,
maintain and restore as mush normal bladder

“function as possible for 1 of 30 (Re:sident #23)

‘ sampled residents.

' The findings included:
|

| Medical record review revealed Re!sident #23 was
- admitted to the facility on 1/6/09 with diagnoses
including Cerebrovascular Accidenlf, Aphasia,
Hypertension, Coronary Artery Disease,

' Hypothyroidism and Tube Feeding,| The
admission Minimum Data Set (MDS) dated
1/12/09 assessed Resident #23 with short term
memory impairment and no long tey'm memory
impairment. The 1/12/09 MDS revealed Resident
#23 is frequently incontinent of uring with multiple
' episodes per day. Review of an incontinence

| assessment dated 2/2/09 revealed Resident #23

' is incontinent of bladder, able to mﬂke self

A

X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ' xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE | compLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE |  DATE
DEFICIENCY) '
F 312 | Continued From page 26 | [ F 312
2/3/09 at 5:28 PM, RN #1 confirmed what was | '
documented on the bath type detail report. i
F 315 | 483.25(d) URINARY INCONTINENCE F 315 i
§8=D i F-315 Urinary Incontinence: .!

The urinary incontinence
assessment was completed for
Res. #23 on 2/2/09 by the
Restorative Nurse ang was signed
by MD on 2/5/09. The resident will
be referred to the specialized
thcontinence management clinic to
specifically address her
incontinence needs and to develop
& program that will help her reach
her optimal functioning ability. (See
Attachment 14)

=

3/olot

An in-service on timeliness and
appropriate bowel & bladder
assessment was presented to the
Restorative Nurse by the DON.
Restorative nurse received
education including:
* Bowel & Bladder Policy
* Risk Factors facing the
resident |
*  Urinary incontinence
assessment form ‘
The Restorative Nurse and the
Resident Assessment Manager
reviewed comprehensive
assessments completed between |
November 1, 2008 through
February 2, 2009 to determine if
Bowel and Bladder assessments
were completed correctly. Any ‘
Missed assessments were
completed by the Restorative Care |
Nurse, |
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' (2) Receives a therapeutic diet when there is a

This REQUIREMENT is not met as; evidenced

- Based on a resident's comprehenswe
assessment, the facility must ensure that a
 resident - '

i (1) Maintains acceptable parameters of nutritional
status, such as hody weight and protein levels,
unless the resident's clinical condltron
demonstrates that this is not possmle and

nutritional problem.

Based on policy review, medical record review

! and an interview, it was determined the facility

(X4) ID SUMMARY STATEMENT OF DEFIGIENCIES I D | PROVIDER'S PLAN OF CORRECTION " (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 315 | Continued From page 27 F 315[ C
understood and is cooperative. P ge 2 of the *  The Restorative Nurse will use the
incontinence assessment was incomplete and not cgtr;‘e%rﬁ]ze;‘ss‘::ﬁ;?f:;eew them to
8
signed or dated by the Medical Doctor. any Bowel & Bladder assessments
that are due.
During an interview in Resident #23's room on »  The Unit Assessment Coordinator
2/4/09 at 12:50 PM, Resident #23 com" rmed she (UAC) will review all assessments
feels the urge when she needs to go to the including Bowel and Bladder
bathroom. Resident #23 also revealed when she | assessments prior to finalizing the
asks to go to the bathroom she ha$ been toid that comprehensive assessments.
she can't go because she can't stand up and that s If the Bowel and Bladder
she has a diaper on and does not need to go. assessment cannot be located the
UAC will notify the Restorative
. During an interview at the B3 nurses' station on Nurse.
2/4/09 at 6:20 PM, RN #1 confirmed the toileting b v audit will be conducted
.assessment for Resident #23 was not initiated *  Amonthly audit will be con
| by the UAC (for 3 consecutive
‘until 2/2/09 and the MD had not fi fled out the months) on 20% of residents who
‘assessment to identify the type of mcontrnence receive a comprehensive
and or treatment. RN #1 stated that Resident #23 assessment during the month to
‘has not received any treatment to i prove the determine if the annual Bowel &
urinary continence status. g Bladder Assessment as completed
F 325 |483.25(i) NUTRITION 5 F 325 by the Restorative Nurse. Results
§8=D of the audit will be reported in

Quality Council. When 85%
compliance is achieved for 3
consecutive months, the audits will
then be completed quarterly. When
95% compliance is achieved for 2

consecutive quarters, the audits will
be completed at the discretion of
the Director Nursing. Audit results
will be reported in Quality Council.
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: failed to weigh a resident after a hospital return to

| ensure acceptable parameters of nutrition couid ‘

| be met for 1 of 30 (Resident #3) shmpled
residents. : ‘

The findings included: ‘
Review of the facility's "Weight Ma"nagement"

‘ policy documented "New Admissic:ms: 1.)

| Residents admitted to the facility will be weighed
| daily by assigned nursing staff for the first two

| days. If there is over a 5 pound difference in the
‘ two weights, a third weight will be obtained to
rdetermine a reasonable baseline..If a resident is
| sent to the hospital and stays over|72 hours

- he/she will be treated as a new admission,
receiving weights as indicated abolve."

‘Medical record review revealed Re*'sident #3 was
originally admitted to the facility on|9/12/08 and
readmitted to the facility on 12/31/08, after a
hospitalization for the surgical procedure of
I Colectomy with lleostomy. Resideqt #3 had
current diagnoses including Post Cerebrovascular
Accident with Dysphagia, Aphasia and
Gastrostomy Tube. The initial Minimum Data Set
| (MDS) dated 10/3/08 assessed Resident #3's
| nutritional status of a weight of 146/ pounds with
| no significant weight loss in the previous 30 or
180 days. Review of the quarterly MDS dated
1/14/08, under the section of nutritional status
revealed a significant weight loss of 5 percent (%)
or more in the iast 30 days or 10% |n the last 180
days. Review of Resident #3's MDS Tracking
Forms documented "D/C [discharged] 12/07/08 -
R/A [readmitted] 12/12/08: D/C 12HI 4/08 - R/A
12/31/08." i

i |
' Review of the form titled "Weights [i)etail Report” i
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F 325| Continued From page 28 ; ‘

F325 A |

+ Resident #3 was out of the facility ‘]

fram 12/7/08 through 12/12/08 and
again from 12/14/08 to 12/31/08, |
undergaing surgical procedure of ‘
colectomy with ileastomy. :
Significant weight change occurred ‘
during this time. Resident was out |
of the facility twice in January, ‘
1/3/08 — 1/4/09, 1113/09 - 1/16/09,

= Since January resident #3's weight
has steadily improved from 130.6
[bs to his current weight of 143.8
Ibs. Throughout the resident's stay
the resident has been monitored in
the NAR {Nutritionally At Risk
Committee) with numerous
nutritional, pharmaceutical and
medical inferventions. (See
Attachment 15}

+ The digtitian has evaluated the
resident’s weights and has
determined that improvement is
evidenced by desired weight
increase as follows: (See
Attachment 16)

»  1/19/089 —130.6 lbs

2/3/09 ~ 1355 Ibs

2/8/09 — 138.8 Ibs

2/14/09 — 141.2 |bs ,

2/23/09 - 143.8 lbs

3fleq

*  The Director of Nutrition Services, ‘
Dietitians, and Clinical Diet '
Technician will review all new
admissions for the last 60 days to ‘
see if weights have been obtained
according to policy. The Director
of Nutrition Services, Dietitian and
Clinical Diet Technician will review
the weights of thase who were not [
weighed according to policy upon |
admission and determine if further |
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PREFIX |
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failed to weigh a resident after a hospital return to
ensure acceptable parameters of nutrition could
be met for 1 of 30 (Resident #3) sampled
residents,

The findings included:

Review of the facility's "Weight Marjagement"
policy documented "New Admissions: 1)
Residents admitted to the facility will be weighed
daily by assigned nursing staff for the first two
days. If there is over a § pound difference in the
two weights, a third weight will be obtained to
determine a reasonable baseline...If a resident is
sent to the hospital and stays over 72 hours
he/she will be treated as a new admlission,
receiving weights as indicated above."

Medical record review revealed Resident #3 was
originally admitied to the facility on 9/12/08 and
readmitted to the facility on 12/31/08, after a
hospitalization for the surgical procedure of
Colectomy with lleostomy. Resident|#3 had
current diagnoses including Post Cerebrovascular
Accident with Dysphagia, Aphasia alhd
Gastrostomy Tube. The initial Minimum Data Set
(MDS) dated 10/3/08 assessed Resident #3's
nutritional status of a weight of 146 pounds with
no significant weight loss in the previous 30 or
180 days. Review of the quarterly MDS dated
1/14/09, under the section of nutritioal status
revealed a significant weight loss of 5 percent (%)
or more in the last 30 days or 10% in the last 180
days. Review of Resident #3's MDS [Tracking
Forms documented "D/C [discharged] 12/07/08 -
RIA [readmitted) 12/12/08; D/C 12/14/08 - RIA
12/31/08."

Review of the form titled "Weights Detail Report"
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
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{X4) ID SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION X5)

COMPLETION

needed to established an accurate
weight record. An accurate weight
will be determined by the Dietitian.

*  The Weight Management policy
will be updated to reflect a
madification in the process to be
used in obtaining and recording
weights for new admissions, The
names of new admissions will be
blaced on the 24h report. The
Charge Nurse will be responsible
for ensuring that the weights are
abtained by noting on the 24hour

report the following day. Charge
Nurse will assure that the weight
detail report from Care Tracker is
attached to the 24h report to verify
that weights are recorded in the
medical record far each of the first
2 days after admission.

«  All CNTS and licensed nurses will
be in-serviced on the change of
policy by the Director of Nutrition
Service, Dietitians, Clinical Diet
Technician, Nursing Supervisor,
Clinical Educator, DON, ADON or
Patient Care Managers by 3/10/09,
Learning Objectives include:

=  To understand the
importance of obtaining
two weights on new
admissions to the facility in
establishing a baseline

=  Provide documentation of
new admissicn weights in
the 24hour report book, or
provide a copy of Care
tracker weight report
verifying adherence to
policy with a printout from
Care tracker

TAG i REGULATORY OR LSC IDENTIFYING INEORMATIONJ TAG CROSS-REFEREMCED TO THE APPROPRIATE DATE
] DEFICIENGY)
F 325| Continued From page 28 F 325 welghts or rewsights may be
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F 325 | Continued From page 29 F 325
supplied by Registered Nurse (RN #1) on 2/3/09 D. N )
at 5:00 PM documented Resident #3's weights 50% of the facility's new admissions
(wt) as 11/10/08 wt 144.1 pounds (#), 11/30/08 wt wil be f‘é;gf‘gfg ff‘.;‘.’:r?eggﬁ!; by
re Lrntien, nans,
144.6#, 1/12/09 wt 133.6# and 1f1|9!09 wt 130.64, o Clinical Diet Technician for
Review of the current physicians o}ders dated ?:;?;,T;: ?,‘,‘"’t‘,;‘;"nﬁ’;;ig}'f:;?,’:d_
1/27/09 documented the tube feeding order of "2 Goal: 90% compliance. Once goal
Cal HN 84 cc [cubic centimeters] /{[per] hr [hour] is met for 3 months consecutively,
X [times] 17 hr" a day as the only source of monitoring will be reduced to
nutrition. quarterly. When compliance is
reached for 2 consecutive quarters
During an interview at the B3 nurses station, on audit will be conductedon
2/3/09 at 5:25 PM, RN #1 confirmed Resident #3 management fr’g;;ﬁt‘;‘é"étmgﬁm
was not weighed upon readmlssmn after a 2 : : :
week hospital stay. The first docun%]ented weight Committee and Quality Council.
was 13 days after readmission, at which time a
significant weight loss was documented RN #1
confirmed the facllity failed to follow it's own policy
to weigh Resident #3 upon admlssion and
reweigh the second day after admission to
establish a baseline weight so that|interventions
could be implemented if neaded.
F 328 | 483.25(k) SPECIAL NEEDS Fa28
§8=D :
The facility must ensure that residents receive
proper treatment and care for the followmg
special services:
Injections;
Parenteral and enteral fluids;
Colostomy, ureterostomy, or |Ieostomy care,
Tracheostomy care;
Tracheal suctioning;
Respiratory care;
Foot care; and
Prostheses.
This REQUIREMENT is not met as evidenced
by:
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41D |

-MAY BE USED THAT IS IN THE RED...2: IT IS

| THE RESPONSIBILITY OF NURSING,
 THERAPY AND ALL CARE GIVERS TO |
IMONITOR AND NOTIFY RESPIRATORY |
| THERAPY OF A TANK REACHING RED LINE..."

i Medical record review for Resident! #25

| documented an admission date of 6/14/08 with

| diagnoses of Chronic Obstructive Rulmonary

| Disease, Anxiety, Respiratory Alkalosis, Diabetes
| Mellitus, Steroid Induced Hyperglyqemia, Cardiac

| Bysrhythmias, Depressive Disorder, Adjustment

‘ disorder with Anxiety and Depresselsd Mood. The ‘
: interdisciplinary progress notes dated 1/24/09

' documented "Husband stated resident had

‘ syncope episade, not wearing 02. ©2

. replaced....02 Sat [saturation] 98% [percent]). NP
[Nurse Practitioner] notified ...being|monitored

! closely." A physician's order dated 1/30/09

| documented "02 @ [at] 4 IPM [liters per minute] ‘
| Per NC [nasal cannuia)." | !

| During the group interview in the redreation hall

|' on 2/3/09 at 2:00 PM, Resident #25 stated,

: "Sunday night | had trouble breathing and needed
|

SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION I (xs)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [ {EACH CORRECTIVE ACTION SHOULD BE | comPLETION
TAG ‘ REGULATORY OR LSC IDENTIFYING INFORMATION) ‘ TAG ' CROSS-REFERENCED TO THE APPROPRIATE | DATE
DEFICIENGY) ,
A . [ [
F 528, Continued From page 30 | | Fas Special Neads
- Based on policy review, medical record review,
observations, and interviews, it was determined A _
| the facility failed to ensure oxygen (O2) was s On 2/4/09 Res, # 25's oxygen E- 3 /0/0?
~administered according to the phUsician's orders ‘ tank was checked and changed out
for 1 of 1 (Resident #25) sampled|residents | ‘ by the )
receiving O2 therapy. Respiratory Therapist.
e } B
The findings included: ‘ +  On 2/4/09 rounds were done by the
Review of the facility's oxygen cylinder change ‘ ‘ ?:rfgéﬁmw Therapist assessing the
' out policy documented "...ALL OXYGEN oxygen tanks throughout the facility.
| CYLINDERS WILL BE CHANGE OUT AT 500 | " No defiancies were augne Y
i PSI [pounds per square inch] OR RED }
! INDICATOR ON OXYGEN GAGE1|..1 NO TANK c

¢  On 2/4/09 a policy was developed
and implemented to address daily

| rounds and

‘ check process of the 02 tanks.

. »  On 2/5/09 an educational hand out

‘ was prepared by the Respiratory

Therapy

Manager to the Respiratory Care

staff, Physical Therapist, Outpatient

Therapy, Recreation Coordinator,

Nursing.

Learning Objectives:

*  On the new policy for changing
out and monitering portable
oxygen tanks.

* Toinform all staff they are
responsible for monitoring the
oxygen level with resident
usage of these tanks,
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changmg and the oxygen checked but no one The DON, ADON, PCM, Charge
came." Resident #25 stated her husband came to Nurse or Nurse on duty will make
the facility and found the O2 tube had come a Wee‘gy d check all portahle
lo om i rounds and ¢ all porta
' loose from the oxygen supply | oxygen tanks, those in use and_
Observations in the 2nd floor dayroom on 2/4/09 those in storage areas. This will be
" recorded on the Portable Oxygen
at 1:20 PM, revealed the 02 tank Was attached to Check Form. The PCM will do o
the back of Resident #25's wheelchair. The weekly audit on a 20% sample of
-oxygen gauge sefting on the tank was at the red resident on their respective units
"Refill" area, that
utilize portable oxygen tanks. Tl:|is
During an interview in the 2nd floor dayroom on weekly audit will be c?nttnued_wnh
| 2/4/09 at 1:22 PM, Licensed Practical Nurse (LPN a target of at |939351;35/° °°|("P"a"°e
‘ #4) was asked about the oxygen tank setting. ;:::hgsmtiz;:ereact‘::;;g? éance
LPN #4 sglted Itf [02 tank] empty Fll get her consecutive months the audit will
another [O2 tank]. reduce to once per month. When a
95% compliance is achieved for 2
During an interview at the 2nd Floor Roberio consecutive quarters the audits will
' nurses’ station on 2/4/09 at 4:15 F'M LPN #5 was be done at management discretion.
. asked who was responsible for checkmg the Any deficiency found will be
portable oxygen tanks. LPN #5 stafed, “Nurses on J corrected at that time and
the floor should check about every 2 hours." deficiencies will be TEEE:OHEC’ in
F 465 ' 483.70(h) OTHER ENVIRONMENTAL F 465 Quality Gouncil monthly.
65=D | CONDITIONS | | |
i ! !
.. . [ . i
The facility must provide a safe, functional, F485
sanitary, and comfortable environment for
residents, staff and the public. A 3)
| i On 2/23/08 the Director of }0/09
. Thi ; L s Environmental Services and
gh'ls REQUIREMENT is not met as evidenced ADON made walking rounds
D throughout Birmingham 3™
Based on observations and an interview, it was floor unit. It was noted that
determined the facility failed to ensure the rooms B-301, B-313 and B-316
- environment was clean, sanitary and free of odors had an odor. {See Attachment
on 1 of 7 (B3 West hall) halls. 17) It has been determined that
the floors in these rooms wi‘ll
The findings included: ‘ be stripped and waxed, This
| ) will be completed by 3/2/09. _
_ | i
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F 465 | Continued From page 32 _f F 485 ?no\firoﬂlgnggiﬁLSen!\?es will
. 50T Vi
| Observations of the B3 West halllon 2/2/09 ‘ g_maiﬁg with cleapn cu%ms
between 10:15 AM and 10:30 AMLrevealed a when the rooms are stripped
.l strong odor of urine was present t roughout the and waxed.
entire hall, ‘ Deodarant blocks will be
‘ placed in rooms B-301, B-313,
Observations of the B3 West hall on 2/2/09 at ! and B-316 by 2/27/09.
4:00 PM, revealed a foul odor at the nurses' The catheter drainage bags for
! station as well as down the halls of resident ‘ residents in B-310, % 35316
| rooms 301 through 312 and 324 through 335. were changed on 2/2/0
. . . . . i [s]
‘ During an interview in the B3 West hall, on 2/2/09 | E:ﬁizitﬁgagfrseeﬂ?;?er an
| 8 10:25 AM, Licensed Practical Nurse (LPN #3) Director will conduct rounds an
‘confirmed the presence of the strong urine odor each of the other units to
| On the entire hallway. During the interview it was determine if there are other
‘ revealed that housekeeping had already been up roams with odors in need of
‘,and mapped the floor but the odor [prevailed. ‘ intervention. Ali rooms _
F 514 ‘ 483.75(1)(1) CLINICAL RECORDS | F 514 i)d:Etlﬂidcrg;zgggrnlgsﬂfosrswm
| eg
§8=D .
- The facility must maintain clinical n!acords on each zgmpczig':t"" to reduce these
| resident in accordance with accepted professional Monit orin;g will be ongoing on
standards and practices that are complete; ‘ this unit (B3) weekly by the
accurately documen;ed; readily accessible; and PCM, Charge Nurse, Nursing
systematically organized. Supervisor, ADON or
| Environmental Services
The clinical record must contain surficient Directar to determine any foul
information to identify the resident; a record of the odors. Any odor will be
resident’s assessments; the plan of care and c addressed immediately.
services provided; the resuits of any . .
i preadmission screening cand ucted|by the State; ;:'g ﬁﬁ'ggﬂft'ﬁeﬁﬂtﬁgﬁ B
; and progress notes. bags changed weekly to help
: contain the odors.
. . . Licensed nurses and CNTs will
‘ This REQUIREMENT is not met as evidenced be educated by Clinical
by: Instructor, Educator, PCM,
‘ Based on medical record review, observation, DON, ADON or Nursing
" and an interview, it was determined |the facility Supervisor regarding the
failed to maintain complete and acclirate medical magntenarl;c% and Iab&:lln? of .
| records regarding resuscitation statlis for 1 of 30 | L‘;?Lft’g:sba‘;spans- urinals an
| { Resmient #2) sampled residents. | | El—wimnmen tal Services s_taff |
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: |
F 465 | Conti i
° .Contrnuet_:l From page 32 : F 485 Nurse Educator, Clinigal
Observations of the B3 West hall on 2/2/09 Instructor or Director of
between 10:15 AM and 10:30 AM, revealed a Facilities Management
':ngeghoﬁfr of urine was present tl?roughout the regarding maintaining
' all ; cleanliness of unit floors.
Observations of the B3 West hall dn 2/2/09 at . A‘?d"l"’"a"y al bsdpa’,‘s' "
4:00 PM, revealed a foul odor at the nurses’ urinals, and wash basins wi
station as well as down the halls of resident be removed fram plastic bags,
rooms 301 through 312 and 324 th[‘ough 335. labeled and replaced in wire
! racks on bathroom walis by
During an interview in the B3 West|hall, on 2/2/09 CNT’s, LPN's, and PCM on the
at 10:25 AM, Licensed Practical Nurse (LPN #3) unit,
confirmed the presence of the strong urine odor s Al storage bags attached to
on the entire hallway. During the interview it was the foot of the beds will be
revealed that housekeeping had already been up removed from the resident's
and mopped the floor but the odor prevailed. rooms with completion date of
F 514 483.75(1)(1) CLINICAL RECORDS | F 514 2/25/09,
8s8=D i
The facility must maintain clinical re!cords on each
resident in accordance with accepted professional » The Patient Care Manager for B3,
standards and practices that are co plete; Assistant Director of Nursing or the
accurately documented; readily accessible; and Director of Environmental Services,
systematically organized. ; will make weekly rounds on
| - . N
. X . Birmingham 3 to check for unit
The clinical record must contain sufficient ol ean“gess and to assure proper
information to identify the resident; a record of the placement and labeling of bedpans
resident's assessments: the plan oflcare and and urinals and catheter bags
services provided; the results of any Results will be reported fo Quélity
preadmission screening conducted by the State; ) P ; )
: Council. When 95% compliance is
and progress notes. .
reached for 4 consecutive weeks
- rounds will be conducted monthly.
This REQUIREMENT is not met as|evidenced When 95% is reached for3
by: consecutive months, rounds will be
Based on medical record review, observation, conducted quarterly. When 95%
and an interview, it was determined the facility compliance is achieved for2
failed to maintain complete and accurate medical consecutive quarters, rounds will be
records regarding resuscitation status for 1 of 30 conducted at the discretion of the
(Resident #2) sampled residents. Director of Nursing.
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services provided; the results of any
preadmission screening conducted py the State;
and progress notes.

This REQUIREMENT is not met as' evidenced
by:

Based on medical record review, oblservatlon
and an interview, it was determined the facility
failed to maintain complete and accurate medical
records regarding resuscitation status for 1 of 30

(Resident #2) sampled residents. |

¢+  There will be audits of all
charts to determine if advance
directives are in place and to
ensure that all medical records
have the correct sticker on the
chart.

*  Any resident that does not
have current advance
directives in place will be
referred to medical director or
medical staff for the unit
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Observations of the B3 West hall on 212/09
between 10:15 AM and 10:30 AM, revealed a
strong odor of urine was present thi’oughout the
entire hall.
Observations of the B3 West hall o 2/2/09 at
4:00 PM, revealed a foul odor at the nurses'
station as well as down the halls of resident
rooms 301 through 312 and 324 through 335.
During an interview in the B3 West hall on 2/2/09
at 10:25 AM, Licensed Practical Nurse (LPN #3)
confirmed the presence of the stro g urine ador
on the entire hallway. During the interview it was
revealed that housekeeping had alrf_-ady been up
and mopped the floor but the odor prevafled
F 514 1 483.75()(1) CLINICAL RECORDS F514
3=D A
The facility must maintain clinical records on each +  Resident #2 medical record /
resident in accordance with accepted professional was found to have mcorrerct g 19 09
standards and practices that are complete: advance directive status on the
accurately documented; readily accessrble and outside of the record. The
systematically organized. incorrect advance directive
The clinical record must contain suf:ﬁcient iﬂ?:;;?fhﬂacﬁd rt°" the
information to identify the resident; a record of the ;
resident's assessments; the plan ofcare and B
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The findings included:

‘DNR/no CPR."

be rermoved.

Medical record review revealed R'esident #2 was
admitted on 6/30/05 and readmitted on 12/17/08
with diagnoses including Percutaneous

| Endoscopic Gastrostomy, Adult Fallure to Thrive,
| Status Post Cerebrovascular Acc:dent with
Cognitive Deficits, and Vascular Dementra
:Resident #2's care plan dated 12
| documented "DNR [Do Not Resuscntate]iDNl [Do
‘Not Intubate] per Advanced Dlrectwe and DO
NOT Resuscitate Post Date: 12!7!07 " Review of
the Physician's orders for scope of treatment

| (POST) form dated 12/22/08 documented
"Resuscitate CPR [Cardmpulmonary
‘Resuscitation) but do not intubate. The
‘recapitulation Physician orders dated 2/1/09
{ithrough (-) 2/28/09 documented "POST form:

APIOB

Dbservation of Resident #2's medil:al record in
the day room on floor 2 of the Blrmlngham
building on 2/2/09 at 4:00 PM, revealed a DNR
sticker on the front binder of the medtcal record.

| During an interview in the day rooﬁ on floor 2 of
the Birmingham building on 2/2/09 bt 4:00 PM,
Registered Nurse (RN #2) confi rmed Re5|dent
 #2 should be resuscitated and the recapltulatlon
orders dated 2/1/09-2/28/09 were incorrect and
the DNR sticker on the front of the chart should

- 1414 COUNTY HOSPITAL RD
BORDEAUX LONG TERM CARE
; NASHVILLE, TN 37218
(X4)ID | SUMMARY STATEMENT OF DEFICIENCIES ! D | PROVIDER'S PLAN OF CORRECTION (X5
FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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i .
F 514 Continued From page 33 [

deficient will have the correct
sticker placed on the spine of
the chart.

F 514} = Any resident chart found to be

+« The PCM, Charge Nurse,
Medical Data Specialist, Nurse
or Unit Assessment
Coordinator will do an audit of
the medical record of all newly
admitted residents within 24
hrs. of admission to BLTC to
ensure the advance directives
will be included in the
resident’s medical record and
the appropriate advance

outside of the chart.

+ The PCM, Charge Nurse,
Licensed Nurse, Medical Data
Specialist and Unit
Assessment Coordinator will
receive educational information
regarding Advance Directives
from Clinical Educator and
Instructor

« Audits of a 20% sample of
resident chars will be
conducted weekly by the
Medical Data Specialist,
Quality Manager or Charge
Nurse regarding advance
directives to assure the
appropriate sticker is on the
chart. When 95% compliance
for 3 months is achieved the

directive status sticker is anthe |
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F 514 | Continued From page 33 F 514 audits will be conducted
monthly. When g5%,

The findings included:

admitted on 6/30/05 and readmitte:d

DNR/no CPR."

the day room on floor 2 of the Birmi

bie removed.

‘Medical record review revealed Re'sident #2 was

with diagnoses including Percutaneous
Endoscopic Gastrostomy, Adult Falure to Thrive,
‘Status Post Cerebrovascular Acciqent with
Cognitive Deficits, and Vascular Dementia.
Resident #2's care plan dated 12/4/08
documented "DNR [Do Not Resuscitate)/DNI [Do
Not intubate] per Advanced Directiye and DO
NOT Resuscitate Post Date: 12/7/07." Review of
the Physician's orders for scope of treatment
(POST) form dated 12/22/08 documented
"Resuscitate CPR {Cardiopuimonary
Resuscitation] but do not intubate."‘The
recapitulation Physician orders dated 2/1/09
through (-) 2/28/09 documented "POST form:

Observation of Resident #2's medical record in

building on 2/2/09 at 4:00 PM, revealed a DNR
sticker on the front binder of the me:dical record.

During an interview in the day room‘on floor 2 of
the Birmingham building on 2/2/09 at 4:00 PM,
Registered Nurse (RN #2) conﬁrqu Resident
#2 should be resuscitated and the recapitulation
arders dated 2/1/09-2/28/08 were incorrect and
the DNR sticker on the front of the chart shouid

on 12/17/08

gham

Compliance for 3 months is
achieved the aydits will
decrease {o once every
quarter, When 95%,
compliance rate jg Mmaintained
for 2 consecutive quarters the
audit will be conducted at the
discretion of the Director of
Risk Management.
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