=% VERMONT
AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIE_'.S, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, L.add Hall
Waterbury, VT 05671-2306
http://www.dail.vermont.gov

Voice/TTY (802) 871-3317

To Report Adult Abuse: (800) 564-1612
Fax (802) 871-3318

December 24, 2014

Mr. Randy Crowder, Administrator
Bennington Health & Rehab

2 Blackberry Lane

Bennington, VT 05201-2300

Dear Mr. Crowder:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
December 3, 2014. Please post this document in a prominent place in your facility.

We may follow-up to verify that substantial compliance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,
_\__4,’_?%ﬂﬁ'r?'»c (D A/_}ptq_,jzf{ Rt o

Suzanne Leavitt, RN,MSN
Assistant Division Director
State Agency Survey Director

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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CENTERS FOR MEDICARE & MEDICAID SERVICES ' oMB NO. 0936-0381
STATEMENY OF DEFICIENCIES (i) PROVIDERISUPPLIERIGUIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
aNQ PLAN OF CORRECTION IDENTIFICATION NUMBER; A BULGING COMPLETED
‘.‘.
475027 8. WING 12/03/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CiTV, STATE, 2IP CODE
2 BLAGKBERRY LANE ~
BENNINGTON HEALTH & REHAB BENNINGTON, VT 05201
(X9 (D - | SUMMARY STATEMENT OF OEFICIENCIES { o ! PROVIDER'S PLAN OF CORREGTION
PREFIX (EACH DEFIGIENCY MUAT BE PRECEQED BY FuLL PREFIX (EACH CORRECTIVE AGTION EHOULD BE COMPLETION
TAG . REGULATORY OR L&C IDENTIFYING INFORMATION) | “tas CROSS-REFERENGED TQ THE APPRAFRIATE DATE
i ) - : DEFICIENCY) _
' r ; '
F 000 INITIAL COMMENTS | F oonh ‘
! 1

This Plan of Correction does
not imply agreement with the
allegations. It is compieted a

i An unannounced onsite secertification survey

was conducted by the Division of Licensing and { reauired by State and
Protection between 121 and 12/3/2014. There L el resvifia
| were regulatory findings, I
F 279 A483.20(d}. 483.20(k){1) DEVELOP i F27¢. .

55=0 COMPREHENSIVE CARE PLANS : '
|

A facility must use the resulls of the assessment
I to devalop, review and revise the resident's
comprehanaive plan of care. |

I The fagility must develop a comprehensive care |

. plan for sach resident that includes measurable

| objectives and timetables to meet a resident's
medical, nursing, and mental and psychosacial
neads that ara identified in the comprehensive

‘ asseasment. | | Plan of Correction

F279
| The care plen must describe the services that are
to be furnished to attain or maintain the resident's | L. What corrective action will be
highest prqctlcabte p.h ysical, me_"tal- and . accomplishad for thoge resldents
sychogocial well-being as required under ! ; found to have baen ed b
§4B83.25; and any services that would otherwise | the deficient practice?
i be requirad under §483.25 but are not provided
! due to the resident's exercige of rights under Resident #100 had bis care plan
* §483.10, including the right to refuse treatment updated and there was no harm

. to this resident for this atleged
{ deficient practice

j under §483.10(0)X4).

i . . -
L ! 2. How will you identify other
| This REQUIREMENT is nol met as svldenced | | T idents having the potential to
oy . . [ be affected by the same deficient
" Baged on observation, recard review, and practice and what earrective
| resident and staff interview the facility failed to - action wili be taken: N
| assure that a pian of care for one resident out of | ' _
| 24 in Ihe Stage 2 sample, Resident #100, was | . Residents that are on P~
' developed to refisct tha increased potential for i :;::ie;;-'n;z ::::e h.:::- :::e in T -
_ ! bruising and impalrad skin integrity. Findings | : tears or hruising ave af risk, T . v) 2]
R PROVIDER/SUPPLIER REPRESENTATWVE'S SIGNATURE TITLE : vyume ¢

LABORA?Y DIRECTO
Any deficiency statemant ending with an asterisit (*) denates a deficiency which tha instiution may bo excusad from comrecting providing It is dbremninad that
other safsguarts provide suficient protection to the patients. (See instruclions.) Except for nurging homes, Whe findings stated above are disclosabie 90 days
follgwing the dale of survey whether or not a pisn of carraction is provided. Fof nursing homes, the above findings and plans of correction are disglosable 14
days foliowing the date rhese doouments are made availabls to the facillty. If defieiencies are cited, an approved plan of corraction i5 raquisite to continued
pregrsm parmcipatian,

If continuation sheet Page 10l 1
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STATEMENT OF DEFICIENGIES 1} PROVIDER/SUPPLIER/CLIA MULTIPLE CONS
AND PLAN OF CORRECTION o IDENTIFICATION NUMBER: gﬂmgm‘; CONSTRUGTION "‘”g‘é{,%fé’;‘g’&"
| 475027 8 WiNG 12/03/2014
NAME OF PROVIDER OR SUPPLIER §TREET ADDRESS, CITY, STATE, 2IF CODE -
2 BLAGKBERRY LANE
BENNINGTON HEALTH & REHAB -
N & BENNINGTON, VT 05201
T o
810 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION :
gzéﬂx H {EACH BEFICIENGY MUST BE PRECEDED RY FULL I pn‘ele l (EACH CORRECTIVE AOT?ON snou'm BE comﬁ."e’nou
g | REGLULATORY OR LAG IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE baTe
' | OEFICIENCY)
- r 1
F 279 | Continuad From page 1 I F z?gi 3. What measures will be put
" include: ' into plagce or what systemic
! : : : chanpes ou [pake to ensure
i . . that the deficient practice does
Per observation on 12/1114 at 3;30 PM, Resident | ' m; rec::"; sentpaest
#100 had a large bruise on the dorsum of hernis ' |
: left hand and a second bruise on har/his right , i Residents that are identified as
| hand. When asked if s/he knew how the brulsing i having this risk will be eare
. had gegurred sfhe stated that the medications 1 planned for that risk.
| s/he takes cause herhim to get brvises. Per Staff will be in serviced on the
' record review, the resigdent is receiving ) | “3“"‘:“:“‘_‘!‘“ ““:IY} I:"‘;l?:* a
Prednisone 10 mg by mouth (PO) daily, ASA81 | , risk for bruislag am for 8
: . ; tears and the need te have the
mg PO daily, and Clopidogrel 76 mg PO daily. Al | care plan reflect {he potential
| three of these medicalions cauae an increasad for these side effects.
| risk of bruising due to dacreased clotting. | _
* Additionalty the Prednisone {a steroid) causes 4, How the corregtivg actions
thinning of the skin which increases the risk for | ill be onitored to ensure
. gkin fears, In an interview on 12/2/14 at 3:45 PM | | Liedeficintpracticewil not
the Unit Manager (UM) stated that the resident’s | : reeur, i. t qus x
 Physigian (MD) had discussed with her/him the | WM
| concerns s/he had about all the ruising and that : e praces
the MD had stated that the resident needed to .
Audiis of care plans of those
continue the medications: The UM conﬁnped that | \ ,::i;en:, idm&:ﬁ as being at
thare was no cane plan for Potantial Impaired | . risk will be done weekly x 4 ond
Skin Integrity or Potential Bruising in the ' [ monthly x 4, Results of these
I resident’s record. | addits with be reported through
F 280 483.20(0)(3), 483.10(k)(2) RIGHT TO | Fo80 the QUAPI team.
s5=8 | PARTICIPATE PLANNING GARE-REVISE CP
' The resident has the right, unless adjudged ‘
incompetent or othetwise found to be ] 5, Dates Covrertive Action will
incapacitated under the laws of the State, 1o _ | be completed:
participate in planning care and {reatment or ) ! Responsible:
. changes in care and treatment. ] Administrator,Unit managers or 1 / 3} IS'
. : designee. '
! A gomprehensive care plan must be developed g;g’;‘;“““' compliance Jan

| within 7 days after the completion of the
j comprehengive agsessment; prepared by an
- intardiscipinary team, that includes the attending

l

| physician, 8 registered nurge with responsibility 1

Lo %
— e % |
R o |

FDRM CMS-2567(02-88) Previous Varsions Obsolete
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' far the resident, and other appropriate staff in

Bennington FAX 8024427225 _
DEPARTMENT OF HEALTH AND HUMAN SERVICES T-866  PO0OS/0013 F-387
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 9538-03!
TATEMENT OF DEFIGIENCIES {X7) PROVIDER/GUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION | (%3) DATE sURVEY
VD FLAN OF CORRECTION IDENTIPICATION NUMBER: A BUILOING COMPLETED
'."
475027 B, WING 12/03/12014
NAME OF PROVIDER OR SUPPUER BTREET ADDRESS, CITY, STATE, ZIP CODE
2 BLACKEERRY LANE
BENNINGTON HEALTH & REHAB LENNINGTON, VT 06201
o) 1D BUMMARY STATEMENT OF DEFICIENCIES i o PROVIDER'S PLAN OF CORRECTION e
FREEIX | (EACH DEFICIENGY MUST BE PRECEOED BY FuLl, PREFIX | (EACH CORRECTIVEACTION SHOULD BE | comeLiman
TAG .  REGULATORY OR LSC IDENTIFYING INFORMATION) [ “Jae | CROSS-REFERENCEDTO THEAPPROPRIATE |  OAE
i , i DEFICIENGY) !
1 F !
! | :
£ 280, Continued From page 2 . bagel  FIE
|

| dis¢iplines as datermined by the resident's needs, '
| and, to tha extent practicable, the participation of |
 the resident, the resident's family or the resident's |
; legal representative; and periodically reviewed |
_and revised by a team of qualified persons after
: ecach asgessment.

i This REQUIREMENT is not met as evidenced

i by

i Based on pbservation, resident and staff

| interview and record review the facility failed to
agsure revision of care pians to reflect the current
status regarding functional biadder incontinence, |

| pain, nutritionai needs and/or medications for 2 of |

j 24 residents in the Stage 2 sample, Resident #16
and # 26. Findings include:

| 4. Per record teview, Resident #16 was admited |

: to the facility on 7/13/14 with 8 lower extremity

| right shin wound that measured 16,0cm
{centimeters) x 6.0cm with 4,0cm depth. ,

. Treatment included the use of a wound vec that |

| was discontinued when the wound healed. Per |

. observation at this time, the resident presents

' without @ wound vec and no evidence of 8 wound.
Review af the medical record progress notes |

. indicate that the wound healed on 10712114,

j Resident #16 has a care plan that reflecis h/she

“ has aeute pain related to right lower extremity

| (RLE) wound that was iniiated on 7117144, The
care plan for this resident also presents, in i

relation 1o the right shin wound, that there is g G

| increased nutrient needs related to RLE wound 1 "g' .= |
j dated 9/22/14, with no revision to refiact that the : — v; :
 wound nas healed and the need for increased | ' 2 Ty

1. What corrective action will he
accomplished for those vesidonts

found to_have been affected by
the cient practice?

Residents # 16 and #26"s care
plans were vevised. There was

i no harm to cither resident from
this alteged deficient practice

. How will
he affecte he 8 iclent
practice and what corrective
action will be taken:

u identify pther

I
|
|
i .
Residents who have wounds that
|
heat , medications that are no
| tonger utilized or assistance for
| toileting change ave at risk to
| not have their care plan revized.
i
|

3. What measures wijl he pui

into place nr what syjtemic
changes will yon make io ensure
that the deficignt praceice does
not recur:

. Changes that occur wilt be

' reviewed in concovrent réview

| and care plans updated at that

o time,

: Staff involved in care planning
will be in serviced on keeping
care plans up to date,

]

e}

FORM CMS-2567(02-99) Provious Vergions Qusoiels Evenl ib:?7QV2N
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475027 BWING 12/03/2014
NAME OF PROVIDER OR SUPPUER STREET ADDRESS, GITY, STATE, ZIP CODE
; 2 BLACKBERRY LANE
BENNINGTON HEALTH & REHAB GENNINGTON, VT 05201
xaio | SUMMARY STATEMENT QF DEFICIENCIES | o ! PROVIDER'S PLAN OF CORRECTION | s
PREFIX | (EACH DEFICIENCY MUST BE PREGEOED BY FULL PREFIX | (EACH CORRECTVE ACTION $HOULD BE . COMPLETION
TAG REGLLATORY OR LSC IDENTIFYING INFORMATION) | PYae. | CROSS-REFERENCEDTO THE APPROPRIATE - |  CATE
< ' | DEFICIENCY) |
| I
F 280 ; Continued From page 3 | F 230! .I
. catories and protein are no longer needed. The | !
{ Registared Nurse (RN}, Unit Manager confirmed i
: gt this time that the resident no longer has a |
* wound and the care pian does not accurately !
. reflect the current status of the resident of hisfher | '
| needs. '! i
. 2. Per record review for Resident #16, the care | i . .
' . - ! B
. plans prasant that resident has functional biadaer | : Lﬂ——*——wm m :h! e
j incontinence related to dementia and impaired | { defigjent prastice will ngt recur.
'[ mobility. The interventions listed inclu_de 1o check . ! i.e., what guality agssnrance
resident every two hours and as required for : i  program will be put inta place?
i incontinence. During observation of the resident , Weekly andits 14 then monthly
| on 1212114 between 3;15 and 4:15 PM, hishe | ‘' audits x 4 will be done with 3 [5’
trangferred fram chair to bathroom independently * I results reported through the , ‘1
with a walker. Interview with Licensed Nursing f QUAFT team,
Assistant (LNA) at 4:16 PM presented thatthe i
| resident will somatimes call for help it hishe is | | S Dates Corrective Action will
: confused, but will take self to the bathreomn often. he completed: Substamtial
! 1rshe further stated that the resident is fairly I | Compliance Jan 3, 2015,
independent and needs imited agsist for care. i Responsible: Administrator,
| pgr intarview with enother LNA at 4:27 PM, hishe [ | Unit Mansagers or designee
i stated that the resident s fairly independent and :
is aware of when hishe is incontinent and that |
_highe is not on a toileting program or scheduie. ' i
| The LNA stated that the resident rings when : .
' highe has had an episode of incontinence and ! '
| staff then provides her with cisaning and another i |
panty liner. At 4:30 PM the resident stated in an f
interview that if /ehe needs halp fo go to the |
i bathroom, she will cail for help and that most of ! |
" the time highe can make it in time. , I
- 12/2/14 at 4:38 PM confirmation was given by the | '
RN that the care plan does not reflect the current |
. status of the resident. ‘ ey ,
— |
i3, Par record review on 12/2/14, Resident #26, | L9 S
, whose diagnoses include end stage renal I | —_ X
- diseasa, has a plan of care that documents the | e G
FORM CMS-2567(02.99) Previous Versions Qpsolels Bvant ID:7GV214 Faciity 10; 475027 If continuetinn sheet Page 4 of 11

V1071004 wdZZ:E0 PLOZ BL 990

gvELIPEL0n *ed

e




12-21-"14 16:03 FROM- Bennington FAX 8024427225
T-866 POOO -
DEPARTMENT OF HEALTH AND HUMAN SERVICES Fgé?noggriuggu
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NAME OF PROVIOER OR SUPPLIER

BENNINGTON HEALTH & REHAB

STREET ADORESS, CITY, STATE, 2IF CODE
2 BLAGKBERRY LANE
BENNINGTON, VT 05201

(xa) 13 SUMMARY STATEMENT OF BEFICIENCIES N PROVIDER'S PLAN OF CORRECTION ] o)
PREFIX | {EACH DEFICIENGY MUST BE PRECEDED BY FULL l PREFIX | (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) YAG CAOSS-REFERENCED TO THE APRROPRIATE oaTe
! i B DEFICIENGY) |
! !
F 280 | Continusd From page 4 l ¢ 280/ : l
| resident is receiving “Lorazepam [an anti-anxisty ' i |
i medication) 3 times weekly prior ta dialysis”. ! : t
| Interventions in the care plan include, "administer | | |
. Ativan [brand name for Lorazepam] prior to - [
| dialysis as ordered. Monitor effectiveness and for | '
- any side effecis”. Per record review, Physician ! .
| Grdars dated 9/23/14 state to discontinue !
Lorazepam”. Per intenvdew with Unit Manager | l
(UM] for Resident #26 on 12/3/14 at 10:05 AM., i |
i the UM confirmed the arder for Resident #24 to E28
* racaive Lorazepam was discontinued greater i
| thah 2 months prior to the date of the survey. Ths 1. What corpective action will be
UM confirmed that the care plan on 127214 did I aceomplished for thog residents
not reflect the current status of the resident's i ;ﬁﬂ!%m&“ll%'m"—"-w
. medications, and shouid have been revised when | S e i Faley
! the antl-anxiaty medication was stopped but was | | catbeter removed. There way no
| not. harm from this alleged deficient
& 281 483.20(K)(3)() SERVICES PROVIDED MEET practice,

gg=0 PROFESSIONAL STANDARDS

| The services provided or arranged by the facility

. must meet professional stendards of quality.

This REQUIREMENT is not metas evidenced
1 by: .
! gasad upon cbservation, intervisw, and record
I review, the facility failed to assure the services
 provided or arranged by the facility meat
professiona! standards of quality for 2 of 24
residents,
sample graup, regarding Indwelling catheter use
[ and failurg to follow physician's orders,
Findings inciude:
* 1. Per the Center for Disease Contro) and
| pravention guidalines: "Insert catheters only for

(Residents #102 & #26) of the Stage 2

\ appropriste indications, and leave in place only as |

: Resident #26°s axygen tublog and

l buwidifier botiie changed

! immediarely. There was no harm

1 from this alleged deficient practice.

i . 2. Hew will you identily nther
| rexidents havipg the potential to be
practice snd what goryeetlve actina
will be taken:
| Retidents with Foley catheters or on

l : oxygen are at risk
| 3, What measures will he pul into
i ) piace or what aystemic chapges will
! u make o ensutp that the
defiticnt practice does oat recur:

| Residents sdmitted with Foley
catbeters will bave & medical

i disgnosis within 72 hours of the
catheter will be discontinucd.

@vcf

-,
5
L.
tP
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CENTERS FOR MEDICARE & MERICAID SERVICES OMB NO. 0938-03981
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
I‘.
, 475027 B. WING 12/03/2014
NAME OF PROVIDER OR SUFPLIER STREET ADQRESS, CITY, STATE, ZIP GODE
2 BLACKBERRY LANE '
BENNINGTON HEALTH & REHAB BENNINGTON, VT 05201
PAYID SUMMARY STATEMENT OF DEFICIENCIES ' D i PROVIDER'S PLAN OF CORRECTION T
(EACH DEFIGIENCY MUST 6E PRECEDED BY FULL PREFIX | {(EAGCH CORRECTIVE ACTION SHOULD BE COMPLETION
: REGULATORY QR 1.3C IDENTIFYING INFORMATION) TAG i CROSS-REFERENCED TO THE APPROPRIATE CATE
! : : BEFICIENCY) f
i - |
F 281 ' Continued From page & F 281"
i i Residents admilted with a Foley

| long as needed. Minimize urinary cathelor use i

 and duration of uga in all patients, particularly |

| thase at higher risk for CAUTI [catheter |

. assaciated urinary tract infections] such as :

| women, the elderly, and patients with impaired |

i immunity, Minimize urinary catheter use and |‘

| duration in aif patients, particularly those who may |

i be at higher risk for mortality due to -
catheterization, such as the glderly and patients
with severe ifthess." _ .
[<http:iAwvww.cdc.govihicpac/cauti008_avidenceR |

i eview.htmi=] i

! Per record review Resident #102, age 84, was
admitted to the faclity with a urinary catheter on
11114, The Nursing Agmission Note for that '

| date records Resident#102 “was admitisd with |

- foley catheter, no medical diagnosis noted for that”

i gnd no order, evening ghift nurse to remave.”
Nursing Admission Eveluation for Resident #102
dated 11/2/14 lists, “Is there medicaf indication for |

I catheter at this ttima? No." Nursing Notes on [

| 11/4/14 repart that the folay catheter is still :

. presentand a fax was sent to the physician

| staling, "request to remove foley, no medical
reason noted for it'. Per record review nursing |
did not receive a response until 11/43/14, when

| the request was grantsd and the foley catheter |

| was then ramoved, 13 days after the rasident was

* gdmitted to the facility. .
On 11/15/14 Nurging Notes record the resident
had not voided for 2 shifts, and an order was {
abtained to 'straight cath' [a catheter inserted to

: drain the bladder then immediately removed) the

| resident after h/she has voided. The order states
if the urine drained iz greater than 400 milliiters

! for 2 times fvoiding twice and atraight cathing

; twice, with the amount graater than 400 milliiters I

cathoter will have an ovder for Faley
casheter care and the care plan will
reflect that the resident Is af visk foy
complications related to baving a
Foley catheter.

Residents on humidified oxygen will
have their tubing and water bottles
changed vweeldy as per current
policy.

Staff will be in serviced on oblainmg
and documenting medical diagnosiy
for Foley catheters witkin 73 heurs
of admivsion 85 woll as the need to
remove if no diagnosis,

In-service will be provided to those
staff invglved In cave planning for
Foley catheters ang the necd to have
the care pian reflect the risk
involved with nsing » Foley cathetor,
Tnservice will be provided on dmely
response of fxxes and follow-ups
reguesting urofogy consults,

4_How the gnrrective actions will be
monitor, engure eftcien:
practice will not

veenr, i.e., whi alk nee
program will he put inte place?
Weekly andits of residents with
Foley catheters will be done weekly
x 4 and then montbly x4 fo asaure
that theres Is a diagnosis, orders for
catbeter care are cbtained , faxes
bave timely responses and requesis
for urology coasnlis are followed up
in 3 Hmely mannér.

RBesidents on bumidiBed oxygen will
be audited weekly x 4 and then
monthly x 4 to ensore nxygen tbing
and water bottles arc change per
nuriing policy

Hewults For both sudits wild he
reported through car QUAF] team.

=z
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\ND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILOING COMPLETED
l‘l
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NAME OF PROVIDER OR SUPALIER STREET ADDRESS, GITY. STATE, 21P CODE ;
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Xa) iD SUNMARY STATEMENT OF DEFICIENCIES T PROVIDER'S PLAN OF CORREGTION )
PREFIX | (EACH DEFICIENCY MUST BE PRECEQED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLENION
TAG ' REGULATORYOR LSCIOENTIFYING INFORMATION) " 7AG CROSE-REFERENCED TO THE APPROPRIATE |
y : | | DEFICIENCY) J
i ‘ ; - ' ;
F 281 . Continusd From page 6 ' pzst! ;

. both times] reingert the foiey catheter and obtain
{ a urolongy consult.

| Par record review and confirmed by the Unit

| Manager {[UM], Nursing Notes record the

. ragident's output was greater than 400 milliliters

| only one time before the foley catheter was

| reinserted, and there is no dogumentation that @
urology consult was obtained. Per record review

l23 days after Resident #102 was admitted with a

| foley catheter, the Care Pian was revised to

: reflact the use of 9 foley catheter with the
resident, and on 12/1/14, 30 days after Resident
#102 was admitted with a folgy catheter, a

| Physician's Qrder was obtsined for "Foley

* Gatheter care, monitor output every shift’ and 2

i uralogy consult was scheduled for 12/12/14.

Per intarview with UM on 1213714 at 1:18 P.M,,
the UM confirmed that Resident #102 had no

; giagnasis that indicated a need for a catheter, the |

- Nursing Admission Evaluation recorded thare was
i no medical reason for it, and 8 Physician's Order

was not obtained for it insertion or use. The UM
confirmed upon admission Nursing Notes statad
i that the catheter would be removed but it was

not. and when the physician was faxed a request

, for an ordar ta remove it thera was no reply for 9

| gays, and that nursing should not have waited

" that long for a responsa. Additionally, the UM
confirmed that the parameters listed on the:

; Physician's Order on 11/15/14 were not met but

- the catheter was reinseried, and there was no

! uralogy consult obtained at that time. The UM

also confirmed that a Care Plan reflecting the use

: of a foley calheter should have been developed

* ghortly after admisgion but was not done for 23
days, and an order for foley catheter care and a

| urglogy consult were not obrained uniil 12/1/14.

l

1

5. Dates Correetive Action will be
completed:

Responsible: Adminiztrator, Unit
Muanapers or desiguee,
Substantial Compliance: Yan 3,
2014

i |
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| DEFICIENCY)

IATE I

| i
F 281 | Cantinued From page 7

See also F315.

12, Per record review, Resident #28 hag i
. diagnoses which include asthma and receives
! humidified oxygen as part of his/her medical care. !
i The oxygen is dalivered by an oxygen )
- concentrator, with the oxygen figwing througha
| container of sterile water with plastic tubing |
i attachad and traveling to the patient. Per
observation on 12/02/2014 at 8:30 AM Resident
#26 wag seated in his/her room receiving the
j oxygen therapy. The container of sterile water
j'and the oxygen tubing were marked with the data
111/20/14". Per record review, Physician's Orders
for Resident #26 include "Change oxygen tbing |
i weekly on Thursday night shiff". i
. t
. Per interview with the Upit Manager (UM) for
| Resigant #26 on 12/02/2014 at 10:34 AM, the UM
" stated the oxygen tubing and the water containsrs
on gxygen congentrators are changed once !
week. The UM confirmed the date on the oxygan
| squipment for Resident #26 was 112014 and it !
" ghould have been changed on 11/27/14 but was
i not, Per record review, Rasident #26 had a
Medication Administration Record document that |
indicates the sterile water and oxygen tublng was |
changed on 11/27/14. Per interview, the UM i
| stated the date on water bottls indicated the water
. and tubing were not changed but were
- 1 documented as having been done. |
F 315 483.25(d) NO CATHETER, PREVENT UTI,
S8 | RESTORE BLADDER I

| Based on the residents comprehensive
P assessment, the facifity must ensure that a
j resident who enters the facility without an

F 315

alls

i
|
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F 315 | Continued From page & : F 3159

| indwelling catheter is not catheterized unless the |
residsnt's clinical condition demonstrates that |
i catheterization was necessary; and a resident
. who i5 incontinent of bladder receives appropriate ,
! treatment and services to prevent urinary tract
i infgctions and 1o restore as much normal bladder
; function as possibfg, i
i ) |
. This REQUIREMENT s not met as evidenced
Based upon staff interview and record review,
, the facility failed to assure that 1 of 3 regidents |
" with urinary catheters, Resident #102, had !
| medical justification, a corresponding diagnosis,
and a physician order for use of the catheter, and
- had it giscontinued when not clinically warranted. |

! Findings inchyae:

! Per record review Resident #102 was admitted to
the facility with g urinary catheter on 11/114, The
Nursing Admission Note for thal date records

. Regident#102 "was admitted with foley catheter, :

! no medicai diagnosia noted for that and no order, *

- gvening shifi nurse to remave." Nursing

: Admission Eveluation for Resident #102 dated
1172114 lists, “Is there medical indication for
cathgter &t thig time? No." Nurging Notes on
11/4114 report that the foley cetheter i stil

| progent and & fax was sent to the physician

' stating, "request to remove foley, no medical

| reasan noted for ", Per record raview nursing

did hot receive a response until 1171314, when |

the request was granted and the foley catheter
i was then removed, 13 days after the resident was
i admitted to the facility,

- On 1171514 Nursing Notes record the resident
! had not voided for 2 shifts, and an ordar was

|
1

l
|

1. What corrective action will be
accomplished for those residents

fourd $o have heen

affected by the deffeient practice?

Resident # 162 had his Foley
catheter removed, Thore was uo
barm from this alleged deficient
practice.

2. How will you identify ather
residents having the potential to be
affecled by the same deficient
practice and what correelive aclion

will be takén:

Residents with Foley catheters are at
risk,

3. What measuyes will be put into
place o what systemie ehanges will
ynu make ta angurethatthe
deficient practice doos wot recwr;

Resideats admitted with Feley
catheters will kave a medieal
diapmosis within 72 hoors or the
catheter will be drseontinued.
Residents ademiticd with 3 Foley
catheter will have an order for Folcy
catheter care and the carc plan will
reficet that the resident is at risk for
complicarians releted to bavinga
Foley catheter.

Stni¥ will be in serviced on obtaining
and decumentiog medical disgnosis
for Foley catherers within 72 hours
of admission as well ay the need to
remove T no diagnosis.

In-service will be provided to those
staif iovolved in eare planning for
Folcy cathieteys and the need to bave
the care plan reflect the risk
lnvolved with using a Foley catheier,

5

S
Lo i
3

.
~

Lo

“Ja
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F 315 | Continued From page & F 314|
| obtained to 'straight cath' {a catheter inserted (o How the eorreptive actigns will be

i regidant after h/she has voided. The order stales

. if the urine drained is greater than 400 milliliters

" for 2 times (voiding twice and straight cathing

; twice, with the amount greater than 400 milliliters :
both times) reinsert the foley catheter and obtain

t a urology consuit.

i !

| Per record raview and confirmed by the Unit i

' Manager [UM), Nursing Notes record the

i resident's output was greater than 400 mifiters |

| only one time before the foley catheter was
reinserted, and there is no documentation thata |

; urolagy consult was obtained. Per record review

i 23 days after Resident #102 was admitied witha
foley catheter, the Care Plan was revised to _
reflect the usa of a foley catheter with the |

. resident, and on 12/114, 30 days after Resident |

| #102 was admitted with a foiey catheter, @

} Physician's Qrder was obtained for “Foley
Catheter care, manitar output every shilt’ anda
urology consult was scheduled for 12/12/14. !

|

|
1
| drain the bladder then immediately removed) the |
i

 Per intarview with UM on 12/3/14 8t 119 P.M,,
| the UM confirmed that Resident #102 had no
diagnosis that indicated & need for a catheter, the .
Nursing Admission Evaluation recorded there was:
no medical reasan for it, and a Physician's Order
. was not obtained for its ingartion or use. The UM !
" confirmed upon admission Nursing Notes stated
| that the catheter would be remaved but it was
not, and when the physician was faxed a request |
for an order o remove it there was no reply for 9
| days, and that nursing should not have waitad
| that long for a résponse. Additionally, the UM
confirmed that the parameters listed on the l
| Prysician's Order on 11/15/14 ware not met but

| the catheler was reinsertad, and thera wag no |

moritored to ensure the deficient

quality ssuerance propram will he

[
;

put into place?
I

Weekly audits of residents with

Foley eathetars will be done weekly

I

%X 4 and then monthly ¥4 to assure
that there is a diaguosis, orders for
catheter care are gbtained , faxey
have timely responses aad requesty

|
i
| for urclogy consults are
| in a timely manner,

I

Lompleted:

followed up

{ S Dates Corrective Action will be
Lompleted:

I Responsible; Admisistrator, Unit

i Managers or designee,

Substantiel Complianee: Jan 3 '

| 2014

|
i
!
.
r
.

|
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F 315 Continuad From page 10 | Fas) ]
| urology consuit abtained at thet time. The UM | : ‘
. also confirmed that a Care Plan refiscting the use . i [
! of a folgy cathetsr should have been daveloped | 5 l
shortly after admission but was not done for 23 ' |
: days, and an order for foley cathetercare and a | _
. urology consuit were not abtained until 121114, !
| R |
i ] !
!
H
i , . |
i .
o 3l
| ! | |
i : i
| o |
_ i i
| [ .
H l !
i | |
: | ' i
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