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- changes in care and treatment.

: for the resident, and other appropriate staff in
" disciplines as determined by the resident's needs,

: risk will receive appropriate Interventians to

The resident has the right, unless adjudged
incompetant or aotherwise found to be
incapacitated under the laws of the State, to
participate in planning care and treatment or

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility

and, to the extent practicable, the pariicipation of
the resident, the resident’s family aor the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment.

This REQUIREMENT is not met as evidenced
by: '
Based on policy review, medical record review
and interview, it was determined the facility failed
o ensure care plans were ravisad to Include new
fall interventions for 2 of 16 {Residents #21 and
75) sampled resldents reviewed of the 29
residents included in the stage 2 review.

The findings included:

1. Review of the facility's "7.0 Falls Management”
palicy documented, "...Those determined to be at

reduce risk and minimize injury... revise care plan

Cocodrbedi il NS Tz 13977 Py

- proceedings the deficiency, statements, facts

: were noted during this audit.

: Licensed nurses were re-educated on the falls

does not admit that the deficiency listed on
this form exist, nor does the Center admit to
any statements, findings, facts, or conclusions
that form the basis for the alleged deficiency
The Center reserves the right to challenge in
legal and/or regulatory or administrative

and conclusions that form the basis for the
deficiency.”

F 280

The care plans for residents #21 and #75 welie
immediately updated with appropriate !
interventions on 8/7/2013.

)

The Unit Manager audited charts on 8/7/201

for residents that had fallen in the past 14 days

w

verifying a revised care plan. No deficiencic

management policy, including updating a
resident’s care plan following an
accident/incident on 8/16/2013 by Nursing
Management.

The facility will ensure ongoing compliance
with the Unit Manager or designee auditing
resident's charts following an
incident/accident for revision of the resident
care plan x 3 months.
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[ “This Plan of Correction is prepared and
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. ‘ The Interdisciplinary Team will also review
F 280 Continued From page 1 * F280; care plans during the weekly Customer At
regularly...” Risk meeting to ensure revision has occurred

following an incident/accident.
2. Medical record review for Resident #21
documented an admisslon date of 4/1/11 with

: diagnoses of Akzheimer's Disease, Hypertension, Audit results will be reviewed by the

: Hypertrophy of Prastate, Insomnia, Chronic Performance Improvement Committee
Obstructive Pulmonary Disease, Stiffness of . * monthly X 3 and further as needed. The
Joint, Osteoarthrosis and Generalized Pain. 5 . Performance Improvement committee consists
Review of the quarterly Minimum Data Set (MDS) of the Administrator, Medical Director, ‘
dated 7/10/13 fDT Resident #21 revealed a Brief Director of Nurses, Unit ]\/janager1I Health
Interview Mental Status (BIMS) score of 13 Information Manager, Business Office
indicating the_resident'§ cognition was intact and Manager, Social Services, Maintenance

: had one ﬁ.i" since admission. Review of a Director, Recreation Director, and Director of
Physician's order dated 7/9/13 documented, " Food Services. Ongoing audits will be

"...x-ray to bilateral ribs, thoracic spine, and left
hip... fall..." Review of the "Change of Condition
Documentation” for Resident #21 dated 7/9/13
documented a fall with an intervention to Date of Compliance 9/5/13
encourage the resident to call for assistance
when reaching for things. Review of the care plan
dated 7/13/13 documented Resident #21 had a
fall on 7/9/13 and no new Intervention was
documented.

determined as needed by the PI committee. :

During an inferview at the nurses' station on
817113 at 8:25 AM, the Director of Nursing (BON) |
was asked to review Resident #21's care plan for
an intervention after the fall on 7/8/13. The DON
stated, "...they [staff] failed to revise [the care
planl..."

3. Medical record review for Resident #75
documented an admission date of 7/18/13 with
diagnoses of Paralysis Agitans, Rhabdomyolysis,
Dementla with Behavioral Disturbance, Shoulder
i Joint Pain, Atherosclerosis, Major Depressive ) .
Disorder, Chronic Pain, Anxlety Disorder and '
Hypertrophy of Prostate. Review of the "Change
of Condition Documentation” form for Resident
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#75 documented a fall on 8/3/13, Review of the
care plan dated 7/18/13 documented no

- intervention for Resident #75's fall on 8/3/13.
Revigw of the admission MDS dated 7/25/13
docurnented no falls since admission.

Observations in Resldent #75's room on 8/5/13 at
2:38 PM, revealed Resident #75 sitting in a '
wheaelchair, awake, alert and oriented with an
intact bandage on her left forearm. Resident #75
stated, "I fell going to bathroom... fest got tangled
up... first ime | fell here..."

! Observations in the therapy room on 8/5/13 at

! 7:53 AM, revealed Resident #75 sitting in a chair
{ with @ hot pack to the right shoulder. Resident

| #75 stated, "...[ have chronic pain...”

During an interview at the nurses’ station on
8/7/13 at 9:35 PM, the DON was asked to review
the care plan for Resident #75 dated 7/18/13 for
an intervention for the 8/3/13 fall. The DON
stated, "...don't see one [intervention put in place
. after the 8/3/13 fall]..."

F 371 ; 483.35(i) FOOD PROCURE, F 371

ss=D | STORE/PREPARE/SERVE - SANITARY F37
The facility must - Any persons entering the kitchen with facial
{1} Procure food from sources approved or hair is provided an appropriate beard restraipt
considered satisfactory by Federal, State or local provided by the facility. A beard restraint hags
authorities; and been worn by the dietary manager (being thd
(2) Store, prepars, distribute and serve food only current employee with facial hair) sines
under sanitary cenditions the identification of the issue on 8/7/2013.
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! ] In order to identify further any residents at
F 371, Continued From page 3 F 371| potential risk, the facility administrator or
This REQUIREMENT Is not met as evidenced designee will visually inspect 3 X per week at
by: random intervals X 4 weeks to ensure that aﬂ
e

Based on policy review, observation and
interview, it was determined the facility failed to
ensure the Dietary Manager (DM) prepared,
stored and served food under sanitary conditions
as evidenced by not covering his facial hair on 2
of 3 (8/6/13 and 8/7/13) days of the survey.

The findings included:
Review of the facility's "STAFF ATTIRE" policy

documented, "...The Nutritlonal Services Director -

that ali staff members have their.., facial hair
properiy restrained...”

Observations in the Kitchen on 8/6/13 at 8:00 AM
and on 8/7M1 3 at 2:30 PM, the DM did not have a
cavering over his mustache, while providing a

: tour of tha kitchan.

During an interview in the Administrator's office

on 8/7/13 at 3:30 PM, the Administrator was
asked what was expected of kitchen staff with
facial hair. The Administrator stated, *Should
wear a beard and/or mustache covering.”

. persons in the kitchen are wearing appropri
~ beard restraints if required.

i provision of beard restraints by the facility,
" and the expectation that beard restraints are fo
. be worn at all times.

: monthly X 3 and further as needed. The
: Performance Improvement committee consi

The facility administrator completed re-
education with the Dietary Manager on
8/13/13 regarding the purpose of wearing
beard restraints, the potential risk of the
Audit results will be reviewed by the failure
wear appropriate beard restraints, the

to

The center will ensure ongoing compliance
with the Administrator or designee visually -
inspecting 4 X per month at random intervals
X 3 months to ensure that all persons in the
kitchen are wearing appropriate beard
restraints if required.

Performance Improvement Committee

StS
of the Administrator, Medical Director,
Director of Nurses, Unit Manager, Health
Information Manager, Business Office
Manager, Social Services, Maintenance
Director, Recreation Director, and Director of
Food Services. Ongoing audits will be
determined as needed by the PI committee. ;

Date of Compliance 9/5/13
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