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F 241 ?l\?gl ;I/F[]E)al)JEIEIGTI;J’]TY AND RESPECT OF F241 The Plan of Correction constitutes
S8=F My written allegation of compliance
N . . For the deficiencles cited. However,
Tie facility must promote care for residents in a Submlssion of this Plan of Correct} ;n 3
manner and in an environment that maintains or Is not an admission that a deficiency
enhances each resident's dignity and respect in Exists or that onie was cited correctly,
full recognition of his or her individuality, This Plan of Carrection is submitted
To meet requirements established
) By the state and federal low.
This REQUIREMENT is not met as evidenced
by: F241 10/09/10
Based on pollcy review and observations, it was
determined the faciiity failed to ensure 4 of 5 staff The facility witl promate care
mermbers {NU!'SE #1, _SPBECh Therapist (ST) #1, for residents in a manner and
Certified Nursing Assistant (CNA) #1 and in an énvironment that main-
Rehabilitation Technician (RT) #1) enhanced the tains or enhances each rasident’s
dignity and respect of residents by not knocking dignity and respect in full
oh the resident's doors or gaining permission recognition of his or her indi-
prior to entering the residents' raooms. viduality.
The findings included: 1JResident #7 discharged home :
on 09/03/10. Residents in
1. Review of the facility's "Resident's Rights rooms 136,137,138,139,and 143
Protocol” policy documented "...1. Knock and gain - provided with another copy of
permission before entering the resident's room..." resident’s rights explaining the
- right to privacy and dignity.
2. Observations in Resident #7's room on §/7/10 e eidents have the potentia
at 11:14 AM, RT #1 entered Resident #7's room deficlent practice, -
without knocking or gaining permission to enter. _ 3)in-service staff on the definition
. . of dignity and
3, Observations during the breakfast tray pass on maintgai:mgr:h: :, i
. . .. gnity of
the skilied-unit on 9/8/10 beginning at 8:12 AM, residents by krocking on doors
CNA #1 entered resident rooms 136, 137, 138 before entering and requesting
and 139 without knocking or gaining permission permission to enter,
. to enter. Audits will be done daily on units
i X & weeks, then weekly x 4, then
: 4, Observations during the lunch tray pass on the monthly x2 and PRN thereafter
skilled unit on 9/8/10 at 12:45 PM, ST #1 entered by department heads to manitor
room 138 without knocking or gaining permission employee interactions with residents
. {o enter. including knocking on doors and
— Thal At | o e i C requesting permission to enter. :
LABORATORY DIRECFOR p FROVIDER/SURPLIER EPRESENT&TIVE‘S IGNATURE #/1 E 6) DATE
A Mw FOMsA/ - Z ARy,

Any deficiancy statement andlng with an asterisk (‘) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
I following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are dlsdosqble 14
days following the date these documents are made avaitable to the facillty. If deficiencles are cited, an approved plan of comection is requisite: to continued

i program participation,
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F 241 Continued From page 1 F 241 4)The Director of Nursingand/ar
designae will review audlts
; : tl ith
5. Observations during the lunch tray pass on the of emplayee intaractions wi
H ; residents including knocking on
skilled unit on 9/8/10 at 1:00 PM, Nurse #1 B
d . K . . doors and requesting permissicn
entered Room 143 without knocking or gaining to enter to ensure appropriateness
permission “.} enter. of Interactions and to ensure
F 278 | 483.20(g) - (j) ASSESSMENT F 278 actlon is taken as needed,
55=p | ACCURACY/COORDINATION/CERTIFIED Findings will be reported to

The assessment must accurately reflect the
resident's status.

A registered nurse must conduct or coordinate
each assessment with the appropriate
participation of health professionals,

A registered nurse must sign and cerlify that the
assessment is completed,

Each individual who completes a portion of the
assessment must sigh and certify the accuracy of
that portion of the assessment,

Under Medicare and Medicaid, an individual who
wilifully and knowingly certifies 2 material and
faise 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
penalty of not more than $5,000 for each
assessment.

Clinical disagreement does not constitute a
material and false statement.

This REQUIREMENT is not met as evidenced
by:

the QA & A Committee monthly x 2
the PRN thereafter.

F278

The assessment wili accurately
reflect the resident’s status.
Aregistered nurse will canduct

or coordinate aach assessment
with the appropriate participation
of health professionals. :
A registered nurse will sign and : H
certify that the assessment is )
completed.

tach individual who completes
a portion of the assessment will
slgn and certify the accuracy of
that portion of the assessment.

ptr] i
=

1JMDS assessment for

resident # 2 was corrected to
identify a fall within the last 20
days. MDS assessment for resi-
dent #3 was corrected to identify 11
resident with an indwelling foley |
catheter,

2)Audit of completed

resident assessments will be done
to identify others that have the
potential to be affected by the
same deficient practice.
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Based on medicat record review, observation and
interview, it was determined the facility failed to
accuraltely assess residents for a fall or the
presence of an indwelling Foley catheter for 2 of 8
{Residents #2 and 3) sampled residents.

The findings included:

1. Medical record review for Resident #2
documented an admission date of 7/13/08 with a
readmission date of 8/13/10 with diagnoses of
Psychasis, Congestive Meart Failure, Atrial -
Fibriilation, Dementia and Coronary Artery
Disease. Review of the initial Minimum Data Set
(MDS) dated 8/17/10 documented that Resident
#2 had no falls in the past 30 to 180 days. Review
of the admission evaluation and interim care plan
documented Resident #2's most recent fall was
on 8/6/10,

During an interview in Room 145 on 9/9/10 at
12:30 PM, the Director of Nursing (DON) was
asked about Resident #2's MDS not documenting
falls. The DON stated, "l just made an error, he
[Resident #2] had falls..."

2. Medlcal record review for Resident #3
documented an admission date of 8/23/10 with
diagnoses of Hypertension, Urinary Tract
Infection, Diabetes Mellitus, Hyperfipidemia,
Hypothyroidism, Spinal Cord Paralysis, Bementia
and Neurogenic Bladder. Review of the
physician's admission orders dated 8/24/10
documented "...Foley Catheter care q [every] shift
per facility protocol... Change Foley catheter
monthly..." Review of the initia! MDS dated 8/4/10
did not refiect that Resident #3 had an indwelling
catheter,

3)Interdisciplinary team

assessment.

designee will review 20%

of MDS assessment.

then PRN thereafter,

will review new admissions and
plan of care for those residents
to ensure issues are addressed
and identified on the MDS

4}Diractor of Nursingand/or
of resident assessments done
weekly x 4 the manthly x 2 and

PRN thereafter to ensure accuracy

Findings will be reported to the
QA & A Committee x 2 months
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Cbservations in Resident #3's room on 9/7/10 at
10:45 AM and 3:15 PM and on 9/8/10 at 8:29 AM, £309

12:06 PM and 1:05 PM, revealed Resident #3
with a Foley catheter draining to a bedside privacy

bag £ach resident will recejve 10/08/10
) g e
F 309| 483.25 PROVIDE CARE/SERVICES FOR F 300 the oo #41 Brovide
g8=D | HIGHEST WELL BEING services to attain or main-
. . . o tain the highest ticabl
Each resident must receive and the facility must physical, nfental,p ;?1; ;:yc:Q.
provide the necessary care and services to aftain social well-being, in accordance
or maintain the highest practicable physical, with the comprehensive '
mental, and psychosocial well-being, in assessment and plan of care.

accordance with the comprehensive assessment

and plan of care.
1)0rder for pulse rate

obtained and followed for

) resident #2,
; This REQUIREMENT is not met as evidenced 2)Current arders will
: by: . be reviewed to identify those
Based on medical record review and interview, it residents on cardiac dysrhythmia

medications who have the

patential to be affected by the
deficlent practice.

3)New admission and

readmission charts will be reviewed
per (DT on an ongoing basis to

was determined the facility failed to ensure a
physician's order for obtaining a pulse prior to
administration of Coreg was followed for 1 of 8
(Resident #2) sampled residents.

: The findings inciuded: : ensure that cardiac madications

Medical record review for Resident#2 requiring vital signs andor
W 1C _ parameters are Identified and that

documented an admission date of 7/13/08 with a orders are received and implemented
readmission date of 8/13/10 with diagnoses of for indicated monitoring.
Psychosis, Congestive Meart Failure, Atrial " 4)Director of Nursing and/or
Fibrillation, Dementia and Coronary Artery deslgnae will audit 20% of new ad-
Disease. A physician's order dated 8/13/10 missions or readmissions to ensure that
documented, "...Check pulse before monitoring and pararneters of cardiac
administration of coreg... FHold Coreg for pulse < druigs are in place weekly x 4, then
[less than] 55 and notify MD [Medical Doctor]..." monthly x2 and PRN thereafter.
Review of the Medication Administration Record Findings will be reported to the QA & A
(MAR}) for August 2010 documented "...Careg Committee monthly x 2 then PRN
6.25 mg [milligrams) p.o [by mouth] BID [twice a ) thereafter.
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F 309 { Continued From page 4 F 309
day]..." There was no documentation that
Resident #2's pulse had been taken prior to the
administration of the Coreg.
During an interview in front of the skifled dining
-1 reom on 9/8/10 at 1:15 PM, Nurse #1 confirmed
there was no documentation on the MAR of
Resident #2's pulse being taken prior to the
administration of Coreg. . - ]
F 4411 483.65 INFECTION CONTROL, PREVENT F 441
: s5=£ | SPREAD, LINENS F441
i i
: The factiity must establish and malntain an The facility will establish and maintain
i Infection Control Program designed to provide a an infection Cantrol Program designed 10/09/10
safe, sanitary and comfortable environment and to provide @ safe, sanitary and comfort-
to help prevent the development and transmission able environment and to help prevent
of disease and infection. the development and transmission of
disease and infection.
(a} Infection Control Program o .
The facility must establish an Infection Contro 1)Resident #1 and #2 will be monitored
Program under which it - for any development of
(1) Investigates, controls, and prevents infecticns new infectlan and signs and symptoms
inthe facility; will be reparted to the physician for
(2) Decides what procedures, such as isolation, fi‘l’lmm;j"de";’“t";e"t' ,
should be: applied to an individual resident; and Al residents have the potentia
3) Maintai d of incident d : t to be affected by the deficlent practice.
( )_ aintains a record of incidents and corrective 3}in-service will be given to staff
actions related to infections. members on hand washing, infection
. . control, and tray delivery, Tray delivery and
(b) Preventing Spre’ad of Infection hand-washing after removal of gloves
{1) Whn_en the lnfect:on Control F’I‘(:.lgran’_l status post wound care will be monitored
determines that a remqent needs |solat:on tc per QA nurse and/or designee 2 x weekly
prevent the spread of infection, the facility must x 4 weeks, then monthly x 2 months, then
isotate the resident. PRN there-after.
(2) The facility must prohibit employees with a 4)DON and/or designee will review
communicable disease or infected skin lesions audits to ensure appropriate hand washing
from direct contact with residents or their food, if is cbserved and appropriate interventions
direct contact will transmit the disease. are taken for non-compliance.
{3) The facility must require staff to wash their Findings will be reported to QA & A Committee
hands after each direct resident contact for which monthly x 2 then PRN thereafter.
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hand washing is indicated by accepted
professionat practice,

{c) Linens

Personng! must handle, store, process and
fransport linens so as to prevent the spread of
infection,

This REQUIREMENT is not met as evidenced
by:

Based on policy review and observations, it was
determined the facility failed to ensure 2 of 5 staff
members (Nurse #1 and Nurse #2) washed their
hands after removing gloves or between resident
contacts during dining observations and a
dressing change.

The findings included:

1. Review of the facility's "Using Gloves” policy
documented, “...Wash hands after removing
gloves..."

2. Observations during a dressing change in
Resident #1's room on 9/8/10 baginning at 11:30
AM, Nurse #1 donned a pair of gloves and cut off
the solled dressing. Nurse #1 used alcohol
sanitizing hand gel and donned another pair of
gloves. After cleaning the wound with wound
cleanser, Nurse #1 removed her glioves, used
sanitizing hand gel and donned another pair of
gloves. Nurse #1 was not observed to wash her
hands after removing her gloves.

3. Ohservations in the dining room on 9/8/10
beginning at 12:55 PM, Nurse #2 tied a bib
around Randorn Resident (RR) #1's neck. Nurse

F 441
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#2 did not wash her hands before contact with RR
#1. Without washing her hands, Nurse #2 picked
up a visitor's tray at the same table, a2nd served it
to Resident #2's wife. Nurse #2 then picked up
the Resident #2's straw from the tray, removed
the paper wrapping with her bare hands, and with
her bare fingers placed the straw into Resident
#2's milk container. Nurse #2 did not wash her
hands before or after contact with the residents.
FORM CMS-2567(02-99) Previous Varsions Obsolata Event ID: UISP11 Faciiity ID: TN7801 If continuation sheat Page 7 of 7

1
4




