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P 2 N VERMONT AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Hall
Waterbury, VT 05671-2306
nitp . /Awww.dail. verimont.gov

Voice/TTY (802) 871-3317 -
To Report Adult Abuse: (800) 564-1612
Fax (802) 871-3318

June 5, 2012

Mr. Thomas Rice, Administrator

Brookside Health And Rehabilitation

1200 Christian Street

White River Junction, VT 05001-9267 Provider #: 475010

Dear Mr. Rice:

Enclosed is a copy of your acceptable plans of correction for the survey and complaint
investigation conducted on April 18, 2012. Please post this document in a prominent place
in your facility.

We may foilow 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,

SNUNRIAEN

Pamela M. Cota, RN, MS
Licensing Chief

PC:ne

Enclosure - This version replaces the existing Accepted POC with cover letier dated
May 29, 2012.

Disability and Aging Services | Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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had s finding entered into the State nurse alde
registry concerning abuse, neglect. mistraatment i
of resldents or misappropriaticn of their property; |
and report any knowledge It has of ackions by &
courl of taw against an employee, which wouid
indicate.unfitness for service as a nurse aide or
other facility staff to the State nursae alde reglstry !
or licensing authorities.

The fecility must ensure that all allaged violations
involving mistraatment, neglect, or abuse, :
including injuries of unknown source and |

i

misappropriation of resident propetly are reported
immaediately to the administrator of the facility and
i 1 ather officiala in accordance with State law
 through established procadutes (Including to the

1 State survey and certification agency).

The facility must have evidence thal all allegad
- violatiors are thoraughly investigated, and must
. prevent funher potential abuse while the
i Investigation is in progress.

FORM AP
CENTERS FOR MED|CARE & MEDICAID SERVICES OMB 55‘, Ogg';%\ﬁ
STATEMENT OF OEFICIENCIES 4) PROVIBER/BUPPLIZER/ 2 . :
ANO PLAN OF CORRECTION O Ao NUMBER @) MULTIPLE GONETRUGTION O L EaRVEY
. ' A BUILDING
L. AL > e 0411512012
{ .
NAME cé FROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE. 2P COUE
BROOKSIDE HEALTH AND REHAB(LITATION 1200 CHRISTIAN STREET
| WHITE RIVER JUNCTION, VT 05007
{ (xayp ° SUMMARY STATEMENT OF DEFICIENCIES ; D ' PROVIDER'S PLAN OF CORRECTICN A
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL [ PREFoC ! EAC RECT ‘ | o oyl
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) i Tkg"‘ : c»{osst‘acég?nzucgf TAoC 1@’:&%%&%: :
| N : OEFICIENCY : :
! ? -1 - —
! ! :
F 000 INITIAL COMMENYS ' Fooo Plaase regace.
_ : - efisting Accepled POC
An unannounced onsite complaint investigation L .
was conducted by the Dlivision ¢f Licensing end Wit is Neston.
Protaction on 04/18/2012, The following are Cowta , ; >
) %&n N
regulatory violalions. . (' s d b &d\?,
F 225! 483.13(c)(1)(i)-{ii), (c)(2) ~ (4) F 225 -
$s=D ; INVESTIGATE/REPORT l am
: ALLEGATIONS/INDIVIDUALS — e ey —
" . , ’ F225 e |
The facliily must not employ individuals who have N . Lo |
been found guilty of abusing, neglecting, or Disclaimer :
I mistreating residents by a court of law; or have The filling of this plan of

. correction is filed as the

. facility’s does not constitute
the fact that deficiencies did , ‘ '

I 1o fact exist. This plan of -
correction is filed as evidence '

- of the facility’s desire to ’

comply the requirements and

provide High quality care

I. Resident #2 received
reimbursement for
missing funds.

2. Variance obtained for

employee#6

All residents have the

potential to be

o | effected by this
j igati rted ! .
The resultg qf all mveshgatnons must be repo : alleged deficient
to the administrator or his designated ! ’
| represeniative and [0 other offlcials in accordancei practice. .
i _ 1
LABOPATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'3 SIGNATURE TITE (¢) DATE

j ' f i i i whid st 5 d from correcting praviding il le determined that
Ary deficiency alatement ending witn an asterisk () dencles e deficiency which the insttution may be excuse from 9 s
othyer safegu?llds provide sufﬂalinl protection 1o the patients (Sea instructions.) Excapt for nurting hom:2s, the indings slated abeove are dbdot\!ablo Qot davs
followlng the date of survey whether or not a plan of correction !s provided. For nursing nnmu;’mc atove fincings and plang of_oorpctron_af- a.sdos?b CREY
1gys foliowihg the d:N(e thees documents srs mads availeble o the facility. !f deficiencios am ciied, an wpproved plan of correcton is requisity to continued

program panicipation.

FORM TMS-2397(02-9§) Pravicur Vermons Obsoleny gwverl ID:WCEN11

Facilty ID: 475010 ‘! continuation yheet Page 1 of @
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OMB NO. 0938-0391

TEMENT OF DEFICI
ANG PLAN OF CORRECTION %1 PROVIDER/S UPPLIER/CUA J(xz; MULTIPLE CONSTRUCTION (X3) DATE SURVEY
DENTIFICAYION NUMEER: - : DATE SURVE
’A. WG
L ' 475010 |8 e : %
MAME OF PROVIDER OR SUPPLIER 04/18/2012

BROOKSIDE HEALTH AND REHABILITATION

BTREET.‘\DDRESS, CITY, STATE, 2IP CQDE
1200 CHRISTIAN STREET

r WHITE RIVER JUNCTION, VT D5001
(x41D SUMMARY ETATEMENT OF DEFICIENCIES | '
l 10 ' . PROVIDER'S PLAN OF & C ! ;
P $ erix ! R(EACH‘DEFICIENCY MUST BE PRECEDED BY FULL | ereex ! {(EACH CORRECT‘I;‘ENACTIO%SEO ZrlfoNsE' roMu(v'f."rxon
AG | GULATORY OR LSC IDENTIFYING INFORMATION) . ' 1ag CROSS-REFERENTED TO THE APPROPRIATE " oate
i . 4 ‘ T DEFIGIENCY) !
I : ! . I
- F 225 Continued From page 1 i F22Sf 4. Auditto b i
with State law (including o the State survey and ! ucit to be performed :

cetification agency) within 5 working days of the
mtldent: and ¥ the alleged viokation Is verified
appropriate comrective action must be (aken.

;his REQUIREMENT is not met as evidenced
y: '~
Based on record review and staff interviews the |
facllity tailed to assure that employees hired have |
appropriate background checks prior to being
 hired and failed to repont suspected exploitation |
: and heglect within required time frames. Findings
include;

: 1. Per record raview and staff interview, the

{ | facllity became aware of missing resident funds

i on 12/01/2011, upon the discharge of Resident .
: #2 from the facility. Several facility employses

: were |dentified as having access ‘o the residenta
| funds during the fime frame in which the funds .
{ wanl missing. Upon record review, a staff nurse |
| working during this time, and on the fist of :
i amployees with access to the funds, had a i
! positive criminal record background check.

: Employee #8 (E#5) was employed by the facility
t on 11/10/2011. Sthe had 2 criminal record check
which revealed a conviclion for Petit Larceny i
(theft). A request for a varfance to employ E#6
| was In the record end was datad 12/06/2011

| (Indlcating the Facilly wished:to mmploy this

. person). The respansae from the Division of

: Licensing and Protection was dated 12/13/2011
: and was slamped as received by the facility on
1 12/15r2011 (all after the date the incident was

. discovered).

!
{

of employee files to
ensure background
checks are in place
and current.

5. Audit of resident
funds to ensure al] are
accounted for.

6. Re-educate staff for
timeframes to report
suspected abuse,
neglect, or

_ mistreatment. ;

7. Random weekly :
audits x4 to ensure ”
continued
compliance.

8. Results to be reported
to QAA for
determination of
continued
surveillance.

9. Plan completed by ‘
5082~ 6 |is) ;
Administrator or I

designee responsible |
for implementation i

Eoas Poc acapied dihz- Bnesturn

{ i

FORM C18-2567/02-G0) Pravieus \Vgrsiens Obsoletk " Event ID; Y/QENT1

Fanilty 1: 476010 if conlinuzson ahee{ Page 2 of 9
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ANO PLAG o co&aecnougs (X1) PROVIDER/SUPPLIER/CLIA

OMB NO. 0938-0391
{X3) DATE SURVEY

(X2) MULTIPLE CONSTRUCTION

IDENTIFICATION NUMBER:
A BUILDING COMPLETED
5 C
L 475010 B, WING
NAME OF PROVIDER OR Sue 04/18/2012
UPPUIER &THEET ADCRESS, CTY, STATE, ZIP CODE . "}

SROOKSIDE HEALTH AND REHABILITATION

T

1200 CHRISMAN STHEET
WHITE RIVER JUNCTION, VT 05001

(X0 !
PREFI( :
TAG

SUMMARY STATEMENT OR DEFICIENCIES
* (EACH DEFICIENCY MUST BE.PRECEOED BY FUL|,
REGULATORY OR LSC IDENTIFYING INFORMATION)

SPENN—

S Il t

D -
PREF(X
TAG

PROVIDER'S PLAN OF CORRECTICN
(EACH CORRECTIVE ACTICN SHOULO BE
TROSS-REFERENCEG TO THE APPROFRIATE
: DEFICIENCY) :

i (x3)

! COMP LETION
i DAYE

{

F 225, Continued From page 2

2). Per record review for two self-reponts, tha

| facility falled to report suspected neglect or
misappropriatian of property within the required

time framas. :

. 8).InIncldent #1 the facllity was aware of the

, alleged misappropriadon of rasident money on

the facility, the facility did not report the
allegations untll 12/06/11.

b). In incident #2 the facllity became aware of
the alleged neglact of the resldent on 01/16/12,
the day the resident was discharged from the
facility. The facility did not report the allegations’
untl 01/20/12. o :

| : B

' The above information was confirmsed with the .

: present Director of Nursing Sesvices on 04/18/12

{at4 PM, : |
F 281 483.20(k)(3)(i) SERVICES PROVIDED ME ;
SS:D] PROFESSIONAL STANDARDS -' :

| The services provided or arrangad by the fadllity
( must maet professional standards of quality.
]

|! Thia REQUIREMENT s not met as evidenced

] Based on record review and staff interviews, the
facility failad to agsure that servicess provided by
the facllity meet professional standards of quality
i for 1 of 3 residents (Resident #1) reviewed during
| the investigation, regarding essessment of an

| area of impaired skin and regarding implementing
! physiclan orders. Findings include: :

1. Per record review and staff interviews, the i
 facility failed to, assure that, for Resident #1, -
L ]

1 12001711, when the resident was discharged from 4

F 226

F 281

F281

Disclaimer

The filliog of this plan of
correction is filed as the
facility’s does not constitute
the fact that deficiencies did
in fact exist. This plan of
correction 1s filed as evidence
of the facility’s desire to |
comply the requirements and |
provide High quality care !

FORM CM6-2557(02-€9) Previous Vansions Chaolsie Event 0. WORM11

Fagility 10 75010 if continuation sheel Page 3 of 9




05/38/2012 15:03 18822952533

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

PAGE @8

I aA QUKL deIuo may © Avic UdsMQpn TUvirvig

PRINTED: 06/08/2072
FORM APPRQYED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPUER/CLIA

OMB NO. 0938-0391

! AND PLAN OF CORRECTION [DENTIFICATION NUMBER: P MULTIPLE CORSTRUCTION o OAITI\E ey
A EUILLING COMRLETED
, 476010 8. WING _ : 04/121201 2
NANE OF P ‘
RQVIDER QR SUPRLIER STREET ADDRESS, CITY, STATE. 2P CODE
BROOKSIDE HEALTH AND REHABILITATION 1200 CHRISTIAN STREET ‘
, WHITE RIVER JUNCTION, VT 05001
(Xa) D , SUMMARY ITATEMENT OF DEFICIENCIES ' D : PROVIDER'S PLAN OF R
PREPIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX ! (EACH CORRECTIVE AC TION QSSR%NBE ( ComPiiion
TAG REGULATOEY OR LSC IDENTIFYING IN FORMATION) TAG : CROSS-REFERENCED TO THE APPROPRIATE OaTE
; : i i " DEFICIENTY) '
I . I :
! |
F 281! 3 i . .
: Continued From page 3 F 281 1. Resident #1

| perunent assesaments relating to the potential for |
i iImpaired skin wera conducted, Resident #1 was :
: admitted 1o the facility on 12/08/11 for
' rehabiltation following a hospltalizaton for
: pneumonla, The admission was Intended for
 renaplittation with & possible Long Term Care
! stay depending on his course of rehabliitation. He
was discharged home In the care of his wife on
01/16/12 at 3:45 PM. At approximately 9:30 PM
the facility recalved a telephone call from the
resident's wife, who was reportedly (per
documentation) very upset. The report states that
the wife stated that she had been providing care
to her husband when she noted that his scrotum
had reddened open skin which was bieeding and
' had a foul odor.
| The facility Complaint/Concer Repart Form
| atatad that two nurses from the facility were aent
to the resident's hema on 01/17/12 to assess the
area. The note written by one of the two nurses
(Employee #2) during the Investigation stated that !
the vigit revealed the acrotum t¢ be réddened and
rashy with a 0.6 cm open area on the Left
scrolum and a "yeasty odor. The note states that
tha fwo nurses provided the wifa with the ordered -
. topical medication and inatructed her on its
Propér use.

i

' The reddened area wes first noted on 01/06/12,
| according to investigative documentation, when
“an LNA (Licensed Nursing Assistant) reported
reddened groins to an on duty RN (Registerad
- ' Nurse) (Employee #1). The RN Inveatigative

. statement Is that s/he recaived a telephone order
i from the physician for Nystatin but that s/he was
: busy and "forgol" to tranacribe the arder. There Is
i & telephone order in the record dates 01/08/2012
- at 11 AM for Rystatin Cream to groins BID (twice

‘1 discharged home. :

; 2. Employee 1 no longer
employed at this P
facility, _

3. All residents have the
potential to be |
effected by this i
alleged deficient :
practice.

4. Audit all residents’
skin to ensure all skin
conditions are
accounted for. o

5. Audit all MD order to
ensure proper

i implementation.

6. Re-educate nursg
staff for process of
skin checks and
canrying out MD
orders.

7. Random weekly
audits x4 to ensure
continued
compliance.

8. Results to be reported
to QAA for
determination of
continued
surveillance.

. _ ——— -

i

|

1
| ; L
FORAI CMS-2567{02-86) Previcus Veryona Cibdnicta Evert 1D WOEN11

Faclity D 475010 If contnugtion sheel Page 4 of &
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CENTERS FOR MEDICARE & MEDICAID SERVICES OM;OI\Tg %gzg%g? |
STATEMENT OF DEFICIENCIES ) PRO ; ) = . - .
ANZ SLAN OF CORRECTION x IDENTIEIC Ao L ER/CLIA (X2 MULTIPLE CONSTRUCTION (<) DATE SURVEY
(' . A BUILDINO COMPLETED
— 475010 B. WING J (o}
NAMZ OF PROVIDER OR SUPPLIER 04/18/2012 ]

STREEY £DDRESS. C(TY §TATE, ZIF COOE

i
!
,l

BROOKSIPE HEALTH AND REHABILITATION 1200 CAR/STIAN STREET .
ﬁ l .WHITE: RIVER JUNCTION, VT 05001
(%4)i0 SUMMARY STATEMENT OF DEFICIENCIES . : 0 PROVIDER: .
LENC! : . PROVIDER'S PLAN QF CORRECTIC y
i P{;Ef:lx ] P(Eém-o DEFICIENCY MU&T BE PR®CEDED 8Y PULL, .1 PREFIX - (EACH CORRECTIVE ACTICIN snoufo“as i <eom(ﬁ’*70ﬂ
L G PEGULATORY OR LIC TOENTIFYTNG INFORMATION} I TaG CROS3-REFERENCEG TO THE APPROFRATE | PaTE
! | _ DEFICIENY; - o
! [l

F 281 Continued From page 4 .! 9. Plan completed b
pet day) until resolved, There is no evidence of ;' : b (rs) 1%5/30/42 - Director of
!

the order being transcribed to the Medication !
Administration Record (MAR) or the Treaiment - !
Administration Record (TAR). There is no update | | responsible for |
fo the care Plan for Patantial Impafred Skin oo f ' irnplemcntation ‘

I

. Integrity for either the rash or the ordered : .
- Fo81 boc aceepied (i Prnestalien

{ freatment

Nursing or designee

There are Skilled Dally Nurses Notes dsted
1 01/09/12 to 01/18/12 which reflect, by check
- marks, under the skin section that the resldent
: had a rash, On 01/09/12 through D1/14/12 the
! section additionally reflects sither groin or ;
: bifataral groine ae the rashy area, There sre aro
: no notes in the record asspciated with the noted
rashy areas nar is there any eviderice of a nurse
completing & skin asséssment or assessing the
| rashy area from 01/08/12 to discharge home cn
- 01/18/12. '

The investigative note written by the nurse who
obtained the physiclan order states that “l did nct
visualize the redness myself as the resldent was
already buack In his wheelchalr.” In Interdew, on |
: 04/18/12 at 3:45 PM, two nurses were !
| Interviswed who had Indicated at some time, in :
the Skilled Daltly Nurses Note, that the resident - .
had a rash. Employee #5, the Prirnary Nurse orf ,
Untt B, Indicated a rash presant by checkmark on
01/11 and 91/15/12. When interviewed sfhe .
| stated that e/he had never assessed or seen the
rashy areas and that checking the boxes had .
been a mistake. Employee #4 who was Unit8 ¢ ’ ;
Manager at the time of the incident, indicated by ' .
checkmark on 01/10/12 that thare was rash in thg
groin. 'n Interview s/he stated thal s/he may have
noted a reddened area when assisting the
| resldent to use the urinal but s/he had not
!
FORM CM$-2567!02-96) Srmylous Versisns Obeciets Gvant ID: WOEN 1 Fadliits 13- <7501C

'
i
i
|

|
| : J
If conlinuation sheat Pane 5 of 9




85/308/2812 15:83 18p22952533 PAGE 10

. Fax OJiiwigaus may 0 lutd Ud.uypd rUu/ Y
-DEPARTMENT OF HEALTH AND HUMAN SERVICES PR Ry 5082012
FCENTERS FOR MEDICARE & MEDICAID SERVICES oMfaor?g %Zgg%\g%?
STATEMENT OF DEFICIENCDIES C . - -
: v A BUILOING SOMPLETED
. ‘ , . arso10 B WiNG — N
NAME OF. PROVIOER QR SUPPLIER ' - Q182012
i . STYRECTAGLRZSS. C”"f, ETATE. 2P CHOE
BROOKSIDE HEALTH AND REHABILITATION 1200 CHRISTIAN STREET
WHITE: RIVER JUNCYION, VT 05001
Ko SUMMARY BTATEMENT OF DEFICIENCIES R ' CORREC
PRE.-\!X @ALH DEFICJENCY MUST BE PRECEDED AY FULL ! PREDFI)( \ (E/fgl'? gggs:csﬂgﬂ%?ﬁ?ﬁ SE’L%NBE ' I Celgvlilﬂo'ﬂ
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ' YA€ |  CROSS-REFERENCEC YO THE APPROPRATE | DATE
. : 3 | - DEFICIENCY) |
g = '
]
i F 281" Continued From page 5 ‘ F 281

: \ i
l! performed a skin asgsessment ralated to the rash. } f
! : - .
[
|

| 2. Per record review and staft interview the facility

failed to assure that physician's orders were - T
; implementad for Resident #1. Resident #1 had an |
- area of reddened and rashy groins which, hythe | - ) , .
. time of discharge. had extended to the resident's | .
scrotum. The reddened area was first noted on
01/08/12, according to Investigative , - !
documentation, when an LNA reported reddened . '
» groins to an on duty RN (Nurse #1). The RN :
investigative statement is that she received a
telephone order from the MD for Nystatn but that
-8/ne was busy and "forgot” to trariscribe the
) i order. There is a telephone order in the record

, | dates 01/08/2012 at 11 AM for Nystatin Cream to '

(f : groins 81D uniil resolved. There is no evidence of
the order being transcrlbed to the Medication
Administation Record (MAR) or the Treatment
i Administratian Record (TAR). There is no update :

to the care Plan for Potentla) Impaired Skin ‘
Intagrity for aither the rash or the ordered
treatment. There ls no evidence present in the
record that the order for Nystatin was carrled out
and the staft nurses Interviewed statad that they
were not aware of the order and had not applled
. | the medication as ordered.

| the above information, from documeniation and :
| interviews was confirmed by the present Director 1
: of Nursing Services in an Interview 04/18/12 et 4 |
PM. , ;
F 306 | 483.25 PROVIDE CARESERVICES FOR F 309
ss«n ' HIGHEST WELL BEING

| Eqch resident must receive and the facliity must : |
provide the necessary care and services (o attain C
| or meintain the highest practicable physlcal,

FOPM CM3.2387(02-9) Pravioun Verslons Obsdlee Evant 10: WOENTY Facilly IC: 475510 IFeontinuation sheat Page 5 of 9
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FORM APPROVED

STATEMENT OF OEFICIENCIES (X1) PROVIDER/SUPPUER/CLIA

{X2) MULTIPLE CONSTRUSTION

OMB NO. 0938-0391
[(xa1 DATE SURVEY

AND PLAN OF CORREGTIIN DENTIFICATION NIJMBER. ”
DENTIFICATION NuM A BUILDING COMPLETED
B. WING C
476501 ] 04/18/2012
NAME OF PROVIDER OR SUPFIIER STREET ADORESS. CITY STATE, ZIP COUE
1208 CHRISTIAN STREET
BROUOKSIOE NEALTH AND REHABILITATION .
A WHITERIVER JUNCTION, VT 05001
> SUMMARY STATEMENT OF DEFICIENCIES oo T PROVIDER'S PLAN OF.CORREGTION .
FREFIX | (EACH DEFICIENCY MUST BE PRECEDED Y FULL | PREFIX i -{EAGH CORRECTIVE ACTION SHRULD BE " CONPZTION-
TAG REGULATORY OR LSC IDENTIFYING INFORMATION ) J . TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
L - | ]' OEFICIENCY) : }
] f |
F 308 | Continued From page 6 ,’ F 309 ;
| mental, and psychosocial wall-being, in P F 3 09 . i i
| accordance with the comprehensiva assessment l Disclaimer . L
1 and pian of cgre. ! The filling of this planof | |
g’ correction is filed as the {' '

{

i .

_.' Tris REQUIREMENT |3 not mel as evidenced
by

: Based on record revlew and staff Interviews the
| facility falled to assure that care and services

i were provided to attein the highest practicable
physical well-baing of 1 applicable resident for

f treatment of a skin-condnion, (Resident #1)
Findings include: '

1. Par record raview and statf intecviews, the
facility falled to assure that, for Resident #1,

impaired skin were conducted. Rasident #1 was
admitted to the facility on 12/08/11 for
rehabilitation following a hospitalization for

i the wife stated thal she had been providing care
| to her husband whan she noted that his scrotum

head a foul odor. .
The facility ComplaintConcern Report Form

: pertinent assessments relating to the potential for |

had reddened open skin which wae blaeding and

i
|
|
I
I

pneumonla. The admission was intTendedCfor facility.
rehabilitation with a possible Long Term Care : ,
stay depending on hsl):oourse of rehabilltation. He | 3. Al res_ldents have the |
wes discharged homs In the care of his wife on potential to be ;

| 01116/12 at 3:45 PM. At approximately 8:30 PM effected by this |
the facility recelved a ielaphone call from the alleged deficient P!
resident's wife, who was reportedly (per 2 ‘
documentation) very upset. The repor states that practice.

facility’s does not constitute
the fact that deficiencies did
in fact exist. This plan of :
correction is filed as evidence ;
of the facility’s desire to

t  comply the requirements and
provide High quality care

1. Resident #]
discharged home.

2. Employee 1 no longer
employed at this

4, Audit all residents’
skin to ensure al] skin
conditions are
accounted for.

stated that two nurses from lhe faciilty were zent ! 5. Audit all MD order to

to the resident's home on 01/17/12 to assess the | | ensure proper !
area. The note written by one of the kwo nurses [ ; imple tatio

(Empioyee #2) during the Investigation stated that |[ ! implémentation.

FORM M$-266712-99) Previous Versions Obsolets Event IB WOEN14 - Faclily IC: 475210 If corinustior. sheel Page 7 of 9
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/S UPPLIERR
| ) 3 UERALIA
4NC PLAN DF CORRECTION IDENTIFICATION NUMBER:

L. 475010

FORM APPROVED
OMB NO 0938-0391
{(X4) MULTIPLE C-INS™RUCTION 0C) DATE SURVEY |
A BUILOING COMPLETEQ .
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rashy with a 0.5 cm open area on the Left

topical medication and instructed her on ila
proper use.

The reddened area was first noted on 01/08/12,
according to Investigative documentation, when
| an LNA (Licensed Nursing Asaistant) reported

_ reddened groins to an on duty RN (Registered
. Nurse) (Employee #1). Tha RN investigative

: from the physician for Nyatatin tut: that sthe was

: busy and “forgot” ta transcribe the order. There is
| @ telephone order in the record dates 01/06/2012
:at 11 AM for Nygtatin Cream to groins BID (twice
per day) until resolved. There_ is no evidence of
the order belng transcribed to the Med|catlon
Administration Record (MAR) or the Treaiment
Adminlstration Record (TAR). There i3 no update
to the care Plan for Potentia) Impaired Skin
Integrity for elfther the rash or the ordered.
treatment

There are Skifled Daily Nurses Notes dated
01/09/12 to 01/18/12 which reflect, by chack
marks, under {be skin sectlon thal the resident
had a ragh. On 01/09/12 through 01/14/12 the
sectlon edditionally reflecis either grair. or
bilateral groins as the rashy area. Thars are are
na notas in the record assoclated with the noted
rashy areas nor is there any evidence of @ nurse
- completing a skin assessment or assessing the
rashy area from 01/08/12 to discharge home on
01/16/12.

The Investigative note written by the nurse who

the visit revealed the scrotum o be raddened and

scrotum and a “yeasty” odor. The rote states that -
the two nurses provided the wife with the ordared -

. Statament is that s/he received a telephone order ..

6. Re-educate nursing
staff for process of
skin checks and
carrying out MD !
orders. '

7. Random week|y
audits x4 to ensure
continued

i compliance. :

1 8. Results to be reported |-
10 QAA for |
determination of "
continued
surveillance.

9. Plan completed by :

- Director of b]$ $ PIoA
Nursing or designee !
responsible for |
implementation
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j obtained the physician order states that "I gld not cod
1 visualize the redness myself as the resident was
| alraady back in his whealchalr * In Interview, on
| 04/18/12 at 3:45 PM, o nurses were |
| interviewed whe had indicated et some time, in
the Skilled Dally Nurses Note, that the resident :
{had @ rash, Employee #5, the Pritrary Nurse on !
‘ + Unit B, Indicated a rash present by checkmark on : ' ;’
) 01/11 and 01/16/12. When interviewed s/he 3 - . T
stated that sthe had never assessed or seen the | o
rashy areas and that checking the boxes had ! ;
: l besn a mistake. Employes #4 who was Unit B
, | Manager at tha time of the incident, indicated by
t checkmark on 01/10/12 that there was rash In the |
! groin. In interview s/he stated that e/he may have 5
: noted a reddened area when assisting the L
 resident to use the urina( but sfhe had not f S
( P performed a Skin assessment related to the rash.
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