2~ VERMONT
AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street

Waterbury, VT 05671-2306
http:/Amww.dail.vermont.gov

Voice/TTY (802) 871-3317

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

August 5, 2015

Mr. Thomas Rice, Administrator
Brookside Health And Rehabilitation
1200 Christian Street

White River Junction, VT 05001-9267

Dear Mr. Rice:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on July 8,
2015. 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,

) Lo 1)

Pamela M. Cota, RN
Licensing Chief
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Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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|
F 000 INITIAL COMMENTS F 000
i An unannounced on-site recertification survey
| and entity self-report survey was conducted by

| the Division of Licensing and Protection on |
| 7/6/15-7/8115. The foliowing regulatory viclations ?
. were identified:

F 2261 483,13(c) DEVELOP/IMPLMENT . F 228,

55D ABUSE/NEGLECT, ETC POLICIES F126

Disclaimer

. The facility must develop and implement written The filling of this plan of correction
; is filed as the facility’s does not

| policies and procedures that prohibit ! e
| mistreatment, neglect, and abuse of residents constitute the fact that deficiencies ;

" and misappropriation of resident property. did in fact exist. This plan of
‘ correction is filed as evidence of

! the facility’s desire to comply the
f requirements and provide High i

! This REQUIREMENT is not met as evidenced quality care

i by

' Based on record review and staff interview, the

facility failed to ensure that written policies ; [. Resident #4,57 have been

- regarding abuse were implemented regarding evaluated and sustained no .
| investigation of resident to resident incidents for 3 negative outcomes as :
* of 24 residents sampled (Residents #4, #57, ‘ result of this alleged !
| #63). Findings include: ? deficient practice. Incident

% | | reports completed. By

| Per record review from 7/6 - 7/8/15, Resident #63 | 131115

2. All residents going 1

f

. was identified as being at risk for sexual :
" ! through an in house

i

|

- behaviors toward staff and other residents at the
facility. There were a number of documented
“incidents in the recerd where s/he had made !
! inappropriate comments or touched staff or other |

investigation have the
potential to be effected by

this alleged deficient ’
| residents inappropriately. There was an incident ‘ practice.
| on 9/29/14 documented in a nurse's note in | | 3. Review Policies and
! Resident #63's chart that stated Resident#63 | } Procedures, ersure they i
. “grabbed a breast of a female resident as she 3. are up to date and ‘
| was going by'. This was identified as Resident i accurate.8/8/15 i

#4 by staff and confirmed by UnitManager. Alsp, | !
on 10/18/14 there was a nurse's note that T ‘

LABQRATORY,DIRECTOR'S DR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TNTLE (X6) DATE

%-z/m g";—?«x‘ - @@Q’H?C’Jv Lo ﬁ\,&féﬂ 7/31 //f;/

Nﬁy deficiency staterent ending with an asterisk {*) denotes a deficiency which the institution may be excused from correcting providing it is de{erminéd that
other safeguards provide sufficient protection to the patients. {See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
foliowing the date of Survey whatner or not a phan of corestion 1s prowided. For nusing homes, e sbove fndings and pizns of Comesiion of8 cheglogable 12
days foliowing the date these documents are made available tn the facility. |f deficiencies are cited, an 8porovea plan of correction is raquisite to continued

pragram participatian.
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F 226 | Continued From page 1 F 226 1

‘ indicated that Resident #63 had approached

i Resident #57 and put their hands down the front
of the pants of this resident. Per interview on
7/8/15, the Unit Manager stated that they had

, conducted a reenactment of both of these

| incidents with staff to determine if any actual

| inappropriate touching had occurred tetween

| Resident #63 and the two other residents.

_ Per interview on 7/8/15 at 1:10 PM, the Unit
{ Manager stated that the incident involving :
| Resident #4 on 9/29/14 happened in the dining ‘
| rcom and pbserved by an LNA nearby, who :
| intervened in the situation. This incident was !
| documented by a nurse who did not witness the
| incident, however the note did not reflect that it |
t was reported by the LNA who witnessed.this In ‘
I'the incident documenied on 10/18/14, the
| incident was witnessed by an LNA who also |
intervened in the situation. The nurse's note was |
| written by a nurse who received the report, |
i nowever the ncte did not indicate that it was
i reported to the nurse by an LNA and not ‘
. witnessed first hand by the nurse. The Unit ;
' Manager stated that based on the angle of the
‘ witnesses view and the premptness of the staff
{intervention, that they determined that Resident
‘ #63 was not successful in completing any
“intended sexual groping of either resident due to
staff intervention in both situations. The Director
i of Nursing and the Unit Manager both confirmed
that there were no incident reports written for |
| either incident, and no written staff witness !
' statements gathered during the investigation. ‘
I i
' The Director of Nursing stated on 7/8/195, that
| tnese incidents were not reported to the state as
they were determined o he nrevented by the

| intervention of staff before any inappropriate

4. Re-ecucate staff to ensure
any abuse investigation
interviews are conducted
JAW policy.8/8/15 .

5. Random weekly audits x4
to ensure continued
compliance.8/8/15

6. Results to be reported to
QAA for determination of

continued
surveillance.
; 7. Plan completed by ‘
i 8/8/15. Administrator |
1 or designee |

|
|
|

responsible for ‘
implementation !

FaaL eoc dcecpied 8[%11?5%«.%:1‘%%
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A facility must use the results of the assessment
' to develop, review and revise the resident's
- comprehensive plan of care.

i

| The facility must develop a comprehensive care
plan for each resident that inciudes measurable
 objectives and timetables to meet a resident's

" medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive

i assessment.

|

' highest practicable physical, mental, and

5 psychosocial weli-being as required under

| §483.25; and any services that would otherwise
. be required under §483.25 but are not provided
| due to the resident's exercise of rights under

1 §483.10, including the right to refuse treatment
*i under §483.10(b)(4).

i
| This REQUIREMENT is not met as evidenced
by

: The care plan must describe the services that are
" to be furnished to attain or maintain the resident’s

i

!

! Based on staff interviews and record review, the |

1 faciiity failed to develop a comprehensive care
|
|
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F 226 Continued From page 2 F 226
i touching cccurred. Per the facility palicy for Abuse
| investigations, the witnesses in an alleged abuse ;
| event were to be interviewed separately, and ' ‘ |
reports of these events will be obtained in writing i
from any witnesses, signed and dated by them. '
The Unit Manager confirmed that the policy for |
investigating an aileged incident of resident {c ;
 resident abuse was not followed for the incidents
| on 9/29 and 10/18/14. ;
F 2791 483.20(d), 483.20(k)(1) DEVELOP Fo790 K279 i
55=D | COMPREHENSIVE CARE PLANS Disclaimer

The filling of this plan of correction
is filed as the facility’s does not
constitute the fact that deficiencies

| didin fact exist. This plan of

. correction is filed as evidence of

i the facility’s desire to comply the

| requirements and provide High
quality care

. 1. Resident #61 has been

| evaluated, no negative

| outcome as resuit of this
' alleged deficient practice
bladder evaluations
completed, care plan
updated by 7/31/13

All residents who are
incontinent at risk for this [
alleged deficient practice. |
Review MDS for any

resident who has :
cxperienced any loss or |
deterioration in bladder !
function by 7/31/15

(V8]
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279 Continued From page 3 L F2ie 4. Re- evaluate residents
| plan for 1 of 2 residents in the applicabie stage 3 found with deterioration,
_two sample (Resident #61). Findings include: up date or implement care
| _ plan. by 8/8/15
' Per record review, Resident #61 was admitted to 5. Re-educate staff the steps
| the facility in February 2015. His/her 2/3/15 required for
. bladder evaluation at the time of admission : comprehensive care
| identified the resident as continent of urine. Per | planning  if a resident has
| review, the resident's 2/12/15 MDS (Minimum a change of condition.
| Data Set) identified the resident’s bladder function &/8/15
| as always continent; however, the MDS showed a 6. Random weekly audits x4 |
| decline in bladder continénce between 2/12/15 : to ensure continued
L and 5/3/15. E compliance.8/8/15
! Per review of the Nursing Assistant fiow sheets, 7. Results to be reported
' the resident was identified as having incontinent | to QAA for
- episcdes on 8 of the 15 days that were reviewed v determination of
' for March and incontinent for 15 of 415 days | continued !
' reviewed in April. On 5/5/15 a Bowel and Bladder - surveillance.
- Assessment identified the resident as being 1
| continent 1-2 times daily and needing assistance $. Plan completedl by
i from 1 person for walking to the BR [hathroom] of 8,’8/"15. DNS o1 .
| transferring to the toilet, mental status was designee responsible
' identified as confused, needs verbal and physical . for implementation
1 prompts and assistance, sometimes mentatly { ‘
| aware of toileting needs; and taking 2 or more i -~ i .
' medications (such as diuretics) that might affect : | raﬂq PoC a((ePk‘i 5“"5 SD&\HBQMW
' bladder function. The Nursing Assistant fiow | - ' ‘
. sheet for June 2015 identified the resident as |
| incontinent on 10 of 15 days reviewecd. ; }
1 |
‘ On 7/8/15 at 2:39 PM, the Unit Manager (UM} | :
' confirmad the above information and confirmed }
 that no care plan had been developed to address . ; '
| the needs of Resident #61 related o urnary ' ;
| incontinence. _ i
F 281 48320(k)(3)(i) SERVICES PROVIDED MEET F 281
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F 281 Continued From page 4 F281  F28i i
! The services provided or arranged by the facility ? Disclaimer !

! must meet pro_fessiona\ standards cf quality.

§ This REQUIREMENT is not met as evidenced

i by:

| Based on record review and interview, the facility .

| failed to provide services that meet professional

standards by failing tc follow physician orders ina

| timely manner for 1 of 24 Residents in the stage 2|

i sample {Resident #8). "

1 Per record review, Resident#8 had diagnoses of

i hyperiipidemia (elevated cholesterol level), |

- depression, seizure disprder and other chronic

i medical heaith problems. On 1/26/15 the

' consultant pharmacist notified the faciiity that the

i resident had " standing lab orders including an

| FLP (Lipid profile) annually, due in August. There 1

| are no results for the FLP from this past August

i _If the FLP was not obtained in August 2014,
could we add it to [his/her] scheduled February

| labs?" On 2/5/15 the facility obtained a physician

" order to schedule the FLP annually in February

i and CBC (Complete bicod count) and CMP

1 (comprehensive metabolic profile) biannually in

February and August. On 2/20/15 a staff nurse

! attempted to draw the labs but was not

i successful. On 3/2/15 anpther attempt to draw

| the fabs was unsuccessful. On 4/2/15 the

_Pharmacist again notified the facility that

‘ Resident #8 *..was due for some labs to be ;

| drawn in February but thers were nb resuits in \

' [histher] chart as of 3/27/15. If the Jabs were not

'drawn, plesse ensure they are scheduied ASAPR.

'[Sthe] is due for an FLP, CBC and CMP." On

| 4/16/15 the CBC and CMP were drawn (2 months |

. past the physician orger) but FLF was not ‘

! obtained, On 5/13/15 the FLP was drawn, over 3 |

981 00C aceepted Blulis SDewis R4} PRL

The filling 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 is filed as evidence of
the facility’s desire to comply the
requirements and provide High
quality care

1. Resident #8 evaluated, no
negative OULCOME as result
of this alleged deficient
practice..

2. Aliresidents who have

labs recommended during

" monthly pharmacy review

review are at risk for this
alleged deficient practice.
An audit will be
performed to ensure all
MD orders have been
carried out related to
monthly pharmacy
recomendation by
8/4/2015.

4. Nursing staff to be re-
educated on foilowing md
orders, and wht to do if
unable to carry them out
by 8/8/15

L)

X

1
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| i
F 281! Continued From page & F o8t
months past the physician order. ,
: 5. Random weekly audits x4
On 718M5 at approximatety 1:04 PM, the UM | to ensure continued
| confirmed the above information and that the | compliance. Results to be
facility did not obtain the resident's FLP and other reported to QAA X3 for
labs timely following the physician order of 2/5/15. | determination of
S/he stated that expectations for staff who are | © compliance.8/8/15
unsuccessful in drawing labs would be t© 6. Plan completed by 8/8/15.
re-attempt the blood draw in 1 weeks' time, ook Director of Nursing ot
for the barriers to obtaining the lab and attempt to ; designee responsible for
| correct (by bffering the resident more fluids, \ implementatiosn
{ applying warm compresses to the site or having a ‘; :
mare experienced staff member or a hospital lab - Cuce«()l-d slulis
 attempt the blood draw). The UM also cenfirmed
that there was no documentation that the i
physician had been contacted or a new order - !
| obtained when the labs were notdrawn in i
February as ordered. ; o
F 282  483.20(k){3)(ii} SERVICES BY QUALIFIED i F 282 F282
' . . N | The filling of this plan of correction is filed
The services provided or arranged by the faciity | as the facility’s does not constitute the fact
must be provided by qualified persons in ‘ that deficiencies did in fact exist. This plan
accordance with each resicent’s written plan of } of correction is filed as evidence of the
care. facility’s desire to comply the requirements
" and provide High quality care
. This REQUIREMENT is npt met as evidenced |. Resident #78,19,8 has been
by: evaluated, No negative outcome as

#10 and #8). Findings include:

1

' Resident #78's feet were dangling in the ‘
\

\

Based on observation, staff interview and record ;

: review, the facility falled to provide services in

accordance with the pian of care for 3 of 24

residents in the stage 2 sample (Resident #78,

1. During observation pn 07/06/15 at 11:55 AM

wheeichair and did not reach the whesichair's

f result of this alleged deficient

: practice.

2. All residents care planned for
splints, Teds,repositioning, and
repositioning assistive devices are
at risk for being affected by this
alleged deficient practice.
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| function of the lower extremities. Review of the

foot rest. Per record review of the MDS :
[Minimum data set] dated 04/04/15 section for |
mobility and transfers shows the resident as

needing fotal assistance with staff for all ADLs
lactivities of daity living] and having limited }

care plan directs staff to apply TEDs stockings,
float heels, and repositicn with body pillow. Per
interview and observatipn with two LNAs at 2:58
PM stated "l don't think [resident] has pillows
when [s/he]is in bed and we don't have any
splints that | know of". The resident was in bed at
this time and there was no nillow for body
positioning, TEDs, nor was the heels lifted
[floated]. The Unit Manager at 3:04PM confirmed
that body pillows and TEDs were not used and
the heels were not floated as care planned.

In addition, during interview with the Therapy
Director at 3:22 PM, s/he said that although there
is no diagnosis of contractures, the resident does
have limited range and 'firm-end field’ shoulders

! and lower extremities extension, which was _
based on the assessment. At this time the ‘

Therapy Director observed that the resident's foot |
. rests were not supporting the feet. S/he !
‘ confirmed that the feet were not positioned
' correctly and said "they [foot rest] mustve
‘ dropped or [resident] had a change in nositioning |
‘| and/or flexibility". ’

|

| 2. Staff failed to provide consistent and accurate I
' skin monitoring for Resident #12 who was i
| identified through hospital data, nursing

. assessments and a corrected MDS for uicers.

' The Resident's Braden scale scores dated

| 05/05/15 through 05/18/15 as a 12 [less than 11

' .12 represents high risk of developing skin

Pl

' breakdown] and on 05/30/15 as an 11. Perthe
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F 282 Continued From page 6 3 F 282

Inventory all care plans to residents
to ensure residents have devices as
per plan of care.8/8/15

Nursing staff re-educated for
process for care plan
implementation of TEDS,splints,
and repositioning with and without
supportive devices by 8/8/15
Random weekly audits x4 to ensure
continued compliance. Results to

1 be reported to QAA x3 for
determination of compliance. Start :
8/8//15 |
Plan completed by 8/08/14. ;
Director of Nursing or designee ‘
responsible for implementation

ol

Fa0a Pt accepled BINNS Spamrileme
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F 282 | Continued From page 7

care plan dated 04/27/15, staff were directed t0

i reposition every 2 hours, report skin related

&

; concermns to charge nurse, head to toe skin check ‘
' by the nurse weekly, barrier cream to coccyx and

1 sacrum PRN, moisturizer, float heels, blue

' booties, pressure reducing cushion to chair and
‘ bed to conduct weekly skin checks on Monday.

| The skin assessments were written as follows:

i 4/27115: purple right heel and dried red left heet;

| 5/18/15: sores on heels bilateral sutures sites
- healed no new skin issues;

: 5/25/15: previous sores on biiateral heels,
tincisions healed;

' B/1/15; states “eschar continues on both heels”

| and skin tear right lateral lower ieg;

| 6/8/15: 'pink/purple’ on both heels and bruise on

\ right lateral eye;

L 6/15/15 bruise right eye, left arm and skin tear

! right arm;
| 6/22/15: known bruise on face no new issues,
L 6/29/15: known bruise on face no new issues,

l‘ 7/6/15; no new areas.

+ 1 put the skin prep on today", however, at this
' time the nurse surveyor noted a skin tear just
lateral and below the right knee and a quarter

i the recent weekly assessment.

: nurse stated ‘1 can't tell you if the heels were

_are not correctly documeniing fhe skin®. S/he
| acknowiedged that "no new issues” is nct a

| Per observation and interview with the Licensed
Practical Nurse on 07/07/15 at 1:30 PM stated "}t
! [heeis] sort of lcoks like normal to pink skin when

 sized dark red area on shin with bilateral heels
. having dried scabbing on left heel and blanchable ;
pink right heel. These areas were not noted on

' Per interview on 07/07/15 at 1:45 PM the charge

|
\
|

" healed or not on any particular date because staff

i
‘
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| correct description for & wound that has no

i change. Sihe confirmed the skin assessments
were not done as expected, which shouid've been
thorough and accurate with size, color, drainage,
and/or odoer for each skin issue.

3 Per medical record review, Resident #8 had
diagnoses of a left hemiplegia (paralysis of one
side of the body) with contractures of his/her feft |
arm and hand. Qn 7/6-7/8/15 the resident was
observed wearing a left elbow brace to position
his/her left arm: his/her left hand was heid in a 3’
closed fist position with no splint in place. When
asked, the resident was unable to voluntarily

" open his/her left hand.

On 7/8/15 at 10:14 AM, the facility Rehab
Manager stated that the use of a paim protector
ia soft spiint that provides moisture controf and
support for a contracted hand] was established
for the resident during rehab services from
4/14-5/27/15. Per review of Qccupational Therapy
(OT) treatment notes, on 4/23/15 the oT
assessed the resident's left paim and found itto
exhibit a “foul odor and cheesy film." A palm .
protector was trialed and tolerated by the resident |
with no signs of frritation. A5/19/15 OT note
documents that the resident had excellent
tolerance of the pam protector, there were no
signs of irritation from its use. "Pticaregiver

education with unit manager, nurse on the cart, |
and both day LNAs on the unit for training with
- wear schacule for palm protector. The individuals |
trained today demonstrated good understanding !
: of the palm protector and the projected wearing

schedule.” A8/M12/15 OT-Therapist Progress &
| Discharge Summary documented that "Discharge |
| instructions are the written wearing scheduie for
! denning the elhow brace (and palm protector per |

!
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F 282 | Continued From page 9

prior therapy track) as weil as the instructions to
| notify nurse if any signs of irritation are visiple.”

i Per 7/8/15 care plan review, the Restorative

nursing program care plan stated to "Utilize

! Splint, AFQ, Braces, Etc as Directed by Therapy

‘ for RNP." The care plan for Contractures of the |
Left Arm... and at risk for progression of ;

! ! contractures, stated to *\tilize Braces, Splints, etc!
! as indicated.” On 7/8/15 at 10:48 AM, the UM

i (Unit Manager) confirmed that Resident #8 was

| not wearing a palm pretector and that the care
' pian related to use of spiints was not
lmplemented for this resident. The UM stated that
' there had been a communication problem
| between therapy and nursing and use of the paim
protector had not been impiemented by nutsing.
F 309 l 483.25 PROVIDE CARE/SERVICES FOR
s8=D | HIGHEST WELL BEING

| Each resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physnca!
mental, and psychosocial well-being, in

- accordance with the comprehensive assessment
i and plan of care.

' This REQUIREMENT is not met as evidenced
i by
© Based on observation, interview and record
\ review, the facility failed to assure that services
| were provided to maintain cr attain the highest
| practicable levei of weii-being for 2 of 3 appllbabke ‘
residents in the Stage 2 sample with positioning
‘needs (Resident #78 and #8).

L

F 282,

F309
Disclaimer {
The filling 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 is filed as evidence of
' the facility’s desire to comply the
 requirements and provide High

quality care

1. Resident#78 and 8
evaluated, no negative
outcome sustained as
result of this alleged
deficient practice.

All residents who have
positioning needs are at
risk due to this alleged
deficient practice

2
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. F309
i 3. Re-evaluate all residents

with positioning needs to
ensure they are meeting
their highest level of
function.by8/7/15
Re —educate
Interdisciplinary care staff
on their responsibility to :
1 provide care that meets the |
! resident highest level of
well being by 8/7/15 |
Random weekly audits x4 !
to ensure continued |
compliance. L
6. Results to be reported to
QAA for determination of

F 309 | Centinued From page 10

1, During observation on 07/05/15 at 11:55 AM
Resident#78's feet were dangiing in the

* wheelchair and did not reach the wheelchair's
foot rest. Perrecord review of the MDS
[Minimumn data set] dated 04/04/15 section for 4
' mobility and transfers shows the resident as :
| needing total assistance with stafffor all ADLs | i
 [activities of daily living] and having limited ' ;
| function of the lower extremities. Review of the
' care pian directs staff to apply TEDs stockings, |
1 float heels, and reposition with body pillow. Per

interview and observation with two LNAS at 2:58 i ‘ 3.
| PM stated "I don't think [resident] has pillows : l
“when [s/he] is in bed and we don't have any |
- splints thati know of". The resident was in bed at 1
 this time and there was no pillow for bedy \

| positioning, TEDs, nor was the heels lifted | : continued
 [fioated]. The Unit Manager at 3:04PM confirmed - surveillance.
that body pillows and TEDs were not used and |
' the heels were not floated as care planned. , 'T 7. g}?‘]?lgogPlngd b? |
: : . Director o '
In addition, during interview with the Therapy i Nursing or designee
| Director at 3:22 PM, s/he said that aithough there ‘ ‘ responsible for

| is no diagnosis of contractures, the resident does
have limited range and *firm-end field’ shoulders

: and lower ex{remities extension, which was ‘ 34 foc acceph’d Bl SD&mbRﬂ*M

implementation

' pased on the assessment. At this time the
| Therapy Director observed that the resident's foot |
' rests were not supporting the feet, Sthe ‘
- confirmed that the feet were not positienead
| correctly and said “they [foot rest] must've }
| dropped or [resident] had a change in positioning |
+ and/or flexibility". ‘

2. Per 7/7-718/15 medical record review, Resident
#8 had diagnoses of left hemiplegia {paralysis of i
 one side of the body) with contractuies of his/her ; L
left arm and hand. There was a care plan in place! { ‘
Facility ID: 475010 if continuation sheet Page 11 of 20
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I

! for the contractures and the resident was ! i
Lidentified as being at risk for contracture : '
_progression. Throughout the day on 7/6-718/15
Resident #8 was observed wearing a left elbow
‘ brace to position his/her left arm; his/her left hand ; ,
| was heid in a closed fist position with no splintin

| piace. When asked, the resident was unable to i
| yoluntarily open hisfher ieft hand.

On 7/8/15 at 10:14 AM, the facility Rehab |
| Manager stated that the use of a palm protector ;
| [a soft splint that provides mbisture controi and !
| support for a contracted hand] was established
for the resident during rehab services from 1
| 4/14-5/27115. Per review of Occupational Therapy | ‘ :
| (OT) treatment notes, on 4/23/15the OT i
| assessed the resident's left palm and found it to w |
~ exhibit a "fout odor znd cheesy film.” A paim ‘
| protector was trialed and tolerated by the resident : !
| with no signs of irritation. A 5/19/15 OT note ! :
| documents that the resident had excelient : :
' tolerance of the paim protector, there were no ‘ '

| signs of irritation from its use. "Pticaregiver

. education with unit manager, nurse on the cart,
" and both day LNAs on the unit for training with :
- wear schedule for paim protector. The individuals :
| trained today demonstrated good understanding |
' of the palm protector and the projected wearing
| scheduie." AB/12/15 OT-Therapist Progress &
| Discharge Summary documented that "Discharge !
- instructions are the written wearing schedule for
| donning the elbow trace (and paim protector per | ‘

| prior therapy track) as weil as the instructions to ‘ | ‘

notify nurse if any signs of irritation are visisle."

| | Per 7/8/15 care plan review, the Restorative
| ' nursing program care plan stated to " Utilize
l ‘ Splint, AFO, Braces, Eic as Direcied by Therapy :
| | for RNP." The care plan for Centractures of the \ !
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F 309 Continued From page 12 | F 309
| Left Arm... and at risk for progression of ‘I
* contractures, stated to "Utilize Braces, Splints, etc | :
' as indicated.” On 7/8/15 at 10:48 AM, the UM |
| (Unit Manager) confirmed that Resident#8 was |
‘ not wearing a palm protector for the left hand | |
| contracture and that the care plan related to risk | ‘
I for contracture progression was notim plemented. ‘ ‘
The UM stated that there had been a i ‘ i
| communication problem between therapy and | :
' nursing and use of the palm protector had not 1 | 1
, been implemented by nursing. i ;
F 313] 483.25(b) TREATMENT/DEVICES TO MAINTAIN ‘ F 313‘ F313 ‘
i Disclaimer }
i
1
\

' and assistive devices to maintain vision and

' hearing abifities, the facility must, if necessary,

' assist the resident in making appointments, and

» by arranging for transportation to and from the

!‘ office of a practitioner specializing in the

treatment of vision or hearing impairment or the
office of a professional specializing in the

s‘ provision of vision or hearing assistive devices.

| This REQUIREMENT s not met as evidenced
i by

" Based on interviews and record review there was |

- a failure to ensure, for one applicable resident in
' the sample, received assistive devices to

. maintain adequate vision for approximately six
!i weeks. (Resident #80) Findings inciude:

|

| 1 Per interview with spouse on 07/06/15 at
4249 PM. g/he stated that the eye glasses of

- Resident #30 "went missing a couple of weeks

| ago”. The spouse further stated that staff were

. aware but they stated “we don't know [where the

‘ constitute the fact that deficiencies
| did in fact exist. This ptan of

| correction is fited as evidence of I
" the facility’s desire to comply the ‘
requirements and provide High j
quality care ‘

1. Resident #80 evaluated
i and no negative outcome ;
sustained as a result of this |
alleged deficient practice. .

2. All residents who wear l
eyeglasses are at risk ‘
3 related to this alleged
X deficient practice. y
f 3. Staff will check with each

‘ resident ascertain if they I
! have any needs to see an 1
| optometrist or ]
: ophthalmologist. Ofter |
: assist to facilitate visit in ;
| any way should they wish |
to go. By 731715 :

|
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| glasses were]' and had not heard back from the
| staff. The spouse indicated that a replacement

| pair of glasses would be beneficial as the pair
 that the resident is currently wearing are "a very
i pld prescription and not sure how well [the
resident] could see”. In addition, [s/he] stated "
'never heard back from them or what they were

i going to do™.

|
% Per the incident report dated 05/24/15 states the
following "it was reported to this nurse at 1500

1

' that the resident glasses have been missing since
this AM. [spouse] aware and wants them
replaced”. Two daily morning reports on 05/26/15

Re-educate staff on their
role for broken eyeglasses.
By 8/7/15

Random weekly audits x4
to ensure continued
compliance. Results to be
reported to QAA x3 for
determination of
compliance.8/8/15

Plan completed by 8/8/15.
Director Social work or
designee responsible for
implementation

and 05/27/15 state " missing shoes and

pink-purple glasses missing” and "shoes found
. and [cld] brown glasses being used”,
 respectively. No further information and/or

or on the report.

Social Worker (MSW) stated that s/he recently

| talked to the spouse and [spouse! couldn
understand where [the resident's] giasses were.
The MSW acknowledged that the spouse did

; want them repiaced but that the the information

' did not go pver to Human Resources, who is the
responsible party who would issue a check for
replacement cost. The MSW confirmed "it was a
glitch" and that an appointment and/or phonhe call
| to renew the prescription for eye glasses tothe

| optematrist was not done at that time and the

" expectation is that this would have been dane by

Per interview on 07/08/15 at 9:35 AM the Medical |

F312 poc awcepled Bluls SDennis 2 | P

resplution was documented in the resident's chart |

3

} nursing. The MSW further said "l guess fneed to |

i have a copy for things like this so that it can be
. handled sooner, which we normally do, but this
I way we can be assured that it gets done.”

i

|
L
P
1

|
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F 323 | Continued From page 14 F 323
F 2231 483.25(h) FREE OF ACCIDENT F 323 F323
g5=F | HAZARDS/SUPERVISION/DEVICES Disclaimer

| The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced

1 by

| Based on observation and staff interview, the

- facility failed to ensure that the environment was
as free of accident hazards as is possible in 13
resident rooms. Findings include:

1. Per record review on 7/7/15, a resident in room
26 had a diagnosis of dementia, and has had a
numter of recent falls, some of which were from
bed. Per review of the care plan, the resident was
to have a low bed with a fall mat placed next to it
when they were in the bed. Per cbservation on
7/8/15 at 2:40 PM, the bed of the resident had a
metal bracket attached to the side of the bed that
was at about shoulder level! for someone in the
bed, as well as a lower piece that protruded near
the bottom that was meant to hold the side rail in
place. The resident no longer had side rails on
the bed, however the metal bracket remained
attached to the bed and protruded out about 3

| and ohservation, the beds of the other residentin
-oom 28 and in room 27 also had the side raiis
removed and had a protruding metal bracket
remaining in place. These residents were also

: identified as having dementia and the resident in

inches from the frame. Upon further invesiigation

1

i
|

The filling 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 is filed as evidence of
the facility’s desire to comply the
requirements and provide High
quality care

1. Side rail brackets that
presented an alleged
heazard in room
1,10,§4,18,25,26,27 have
been removed with no
negative effects. Radiator
covers in room 20 and 24
has been repaired, with no
negative outcome. Bed
stand in rm 12 has been
removed and replaced,
without negative outcome.
Door frames in rm 2 and 4
have been repaired
without negative outcome.
Ceiling tile in room 9a
replaced without any
negative outcome.by
7129/2015

2. All residents have
potential to be effected by
this alleged deficient
environment.
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F 323 ) Coniinued From page 15 | F 323] |
| room 27 also had falls from bed documented. Per ! | 3. All bed frames, radiator |
interview on 7/8/15 at 2:54 PM, the Regional [ | covers, door frames, bed ‘
| Manager of maintenance and housekee ping \ | side stands and ceiling |
| cervices confirmed that housekeeping keeps | ! tites have been checked ‘L
track of the resident mattresses; however, do not | | and changed as need to |
' have a process 10 keep track of removing the ! 1 ensure a safe ‘t
| metal brackets from a bed if the resident isnot | i environment.8/8/15 |
'\{ utilizing side raiis. S/he aiso scknowledged the | ‘ 4. Staffre- educated to report |
| concern of the brackets being a potential accident i i any potential hazard |
| hazard if a resident fell into them or bumped into | | immediately for repair by 1
| them, and that they were an unnecessary piece of| | 8/8/15 I
| equipment to have attached to the bed if side rails| 1 5. Random weekly audits x4 ’[
lwere not in use. ; to ensure continued !
‘i . l I‘ compliance. Resulis to be \
*. 2 |n addition, during the environmenial tour on ‘I ! reported to QAA x3 for |
| 07/08/15 at 545 with the Maintenance Director | | determination of 1
.and Regiorial Manager the following observations | l compliance.8/8/15 I
| were made and confirmed: 1 \_ 6. Pl_an completed_ by .8/8/15. %
| | | Director of Maintainence !
| a) Potentially sharp side raii brackets in rooms " ] or designee responsible ‘|
25, 26 [2 beds], 27,18, 14,10, and 1. ) for implementation
by Room 20 and 24 had metal heating elements | L. )
t [shields] that were broken and exposing sharp | \F-j??\% PDC accepied alilis SpennisrN|
| edges. l |

I\I ¢) The bed side stand in room 12 had missing |
ﬁ side melding exposing sharp pieces that were
. then taped with masking tape material.

|
|
' d) The shared bathroom befween room 1a2 | | ]

| had an exposed sharp wall board. e ‘1 ‘:
| &) Room 2's bathroom door frame had bentand l |
‘;
l

% protruding metai on the lower edge. |
i f) Room4 bathroom's door frame had & sharp i
L edge. \ ! l
i gy Room gA was noted to have water marks on ' ! |
| the cefling and 2 space between the ait |
' conditicner and window leaving an opening for ! |
| potential insect entry ‘ j I
F 3271 483.25() SUFFICIENT FLUID T8 ’ 32?! | :
| B
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§8=D | HYDRATION |
! :
, The facility must provide each resident with {
+ sufficient fluid intake to maintain proper hydration
| and health.
l | i
' This REQUIREMENT is not metas evidenced |
i by: ;
| Based on observation, record reviews and -‘
Cinterviews, the facllity failed to provide one of |
! twenty-four residents in the sample {Resident
L #60) with sufiicient fluid intake to maintain proper |
, hydration and health. Findings include:

i 1. During observation on 07/06/15 at 4:09 PM, i
' Resident #60 presented with clinical signs of 1
! possible insufficient fluid intake such as dry skin
E and lips and the tongue appeared dry and
furrowed. in addition, a cup a water was on a :
| high dresser out of reach of the resident. |
| Per recard review on 07107115, Resident #60 has |
| functional impairments that make it difficult to |
i reach fluids, or communicate fluid needs. The \.
| review of the care plan dated 07/28/14 states; "at |
' risk for developing signs and symptomsis/s} of .
| dehydration related to side effects of |
, anti-psychotic medication, dependence on staff |
' for assistance to eat and drink and diverticulitis”.
: The interventions directed staff to "observe for s/s:
j such as dry mouth, poor skin turgor, furrowed 1
| tongue, deceased output, elevated BUN fblood
i urea nitrogen], report o charge nurse and notify
' - physician as needed [RN], encourage residentto !
| drink al! fuids offered, offer fluids of choice and
: position near resident so that they may drink
freely, varety of fluids, monitor 1abs &s ordered
?‘ and vitai signs &s indicated, monitor &G sumption .
. for adequate intake, Registered Dietician RD]to
Event 1D: $BSIM

FORM CMS-2567(02-99) Previous Versions Obsolete

The filling of this plan of correctior l
is filed as the facility’s dees not |
constitute the fact that deficiencies |
did in fact exist. This plan of

. correction is filed as evidence of
| the facility’s desire to comply the |
\  requirements and provide High |
| quality care

1. Resident #60 has been
[ evaluated and shows no
signs of dehydration. No
! negative outcomes from
! this alleged deficient
: practice. ‘
Al residents whom
| requires assist with
hydration are at risk from
| this alleged deficient
practice..
Evaluate all at risk
1 residenis to ensure
| adequate hydration.
| Intervene as needed.8/4/15
Re- educate
; [nterdisciplinary care team
‘ members on their role to
care out in Hydration
1: policy 8/7/2015
5 Random weekly audits x4 k
to ensure continued
i compliance. Results to be
: reported to QAA X3 for |
l determination of '
i compliance. |
Plan completed by 8/7/13
Direcior of Nursing or '
designee responsibic for
‘ implementation |

(¥3)

o
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! | , i
F 327 | Continued From page 17 | F 327 |
! ronitor nutritional status”. \ i |‘

" Per a physician order the annual Basic Metabolic ‘ |
| panel was completed on 02/19/15 which reflected | ‘
| a nearly double the normal range for BUN at {
| 31mgidL [normal range =8-18]. | ! -
. A nutritional assessment dated 11/07/13 notes | : |
the fluid needs as 1600cc's a day and to \
. advance the mechanical soft diet to Dysphagia 3 |
' diet witn finger foods if possible. ‘The RD i ‘
assessment note dated 02/26115 states "[sihe] is | ‘,
| a very poor drinker, BUN increase as 31 showing | | |
! poor intakes of fluid, doctoris aware". \ | |
; i
Review of the Nursing Assistant Flow Sheetior | a
! the month of July 2015 presents with an average | ; i
[ { fluid intake of 650 - 84C cc's @ day. The previous | |
i three months have approximately the same daily | i
totals. Per interview with a LNA on 07/08/15 at l | |
- 11:40 AM, sfhe stated "we don't really keep track ;
of all [hisfher] drinks during the day butl guess |
| [sfhej gets coffee n the morning and maybe L |
| some water with medications. We just track what |
'is given during the meals.” Per interview on
L 07/08/14 at 1:34 PM the charge nurse stated “we
| iry to getin at least 1000cc a day with the LNAs
\ | tracking that, put nursing shouid be locking at i , i
| that" S/he acknowledged "we might have to | [
| revise the care plan o see what we can doto ! B i
" make sure {she}] is getting enough fluids since |
: [the resident] might not drink the recommended . _ |
" amount per day and the LNA sheets are only ‘ :
l‘ capturing the meal only drinks”. She confirmed |
“that there was not a system in place t0 assure i ‘\ .
that daily fiuid intake totals were reviewed 10 ‘
consistently assure sufficient fiuids were given for
. Resident #50. :
F 428! 483.60(c) DRUG REGIMEN REVIEW, REPORT | F428: ; _l
i : ‘ |
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l

F 428 Continued From page 18
$S=D ; IRREGULAR, ACT ON

!
Fa28, o |

Disclaimer
‘ The filling of this plan of correction
. is filed as the facility’s does not
l constitute the fact that deficiencies
© did in fact exist. This plan of
i correction is filed as evidence of .
| the facility’s desire to comply the |
|
\

‘ The drug regimen of each resident must be
| reviewed at ieast once a month by a licensed
' pharmacist.

‘ the, attending physician, and the director of

| nursing, and these reports must be acted upon. requirements and provide High o

quality care

1. Resident #8 lab has been
| drawn no new orders |
] obtained and has not had i
! any negative oufcome as '
a result of this alleged
i deficient practice !
| 2. Allresidenis whom have |
| fab recommendations on I
‘= their monthly Pharmacy !
medical record review are
‘ | at risk for this alleged
] | deficient practice. ‘
|

|

|

|

L

! The pharmacist must report any irregularities fo 7
|

|

|

|

' This REQUIREMENT is not metas evidenced |
| by: !
. Based on medical record review and staff 1}
| interview, the facility failed to ensure that the ;
' recommendations made by the consuitant |
 pharmagcist during monthly pharmacy reviews :
} were acted upon in a timely manner for 1 of 24
‘\ Residents in the stage 2 sample (Resident #8).

' Per record review on 7/7-7/8/15, Resident #8 had | ! 3. Anaudit will be

{ diagnoses of hyperlipidemia (efevated cholesterof | performgd of any

| level), depression, seizure disorder and other | outstanding pharmacy \
j chronic medical health problems. On 1/26/15 the i medical record review lab |
! consultant pharmacist notified the facility that the | recommen_datnons_ and [
resident had ...standing lab orders including an addressed immediately

" FLP (Lipid profile) annually, due in August There ‘ with MD.7/31/15

} are no results for the FLP from this past August | 4. MD and staff will re—
| ..If the FLP was not obtained in August 2014, | | educated on process for |
' could we add it to her scheduled February labs?" addressing Pharmacy !
L On 2/5{15 the facility obtained a physician order medical record review by !
 to schedule the FLP annually in February and F115

' CBC (Compiete bicod count) and CMP

| {comprehensive metabotic profile) biannually in
Cn 2/20115 a staff nurse ‘ i

February and August.
- attempted to draw the labs but was not

EDRM CMS-2567(02-98) Previous Versions Obsolete Event 1D:SBSI11 Facility 1D: 475010
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F 428 Continued From page 19 | i

|

l

B

Ii successful. On 3/2/15 ancther attempt to draw
. the labs was unsuccessful. On 4/2/15 the ;
' Pharmacist again notified the facility that i
| Resident #8 n was due for some labs to be ;
| grawn in February but there were no resultsin !
 [nisier] chart as of 3/27/15. If the labs were not \
I drawn, please ensure they are scheduled ASAP.

| {S/hel] is due for an FLP, CBC and CMP." On {
P 41611 5 the CBC and CMP were drawn (2 months |
| past the pharmacist notification) but not the FLP. |
\ On 5M3/15 the FLP was drawn, over 3 months |
| past the pharmacist notification. {

| On 7/8/16 at approximately 1:04 PM, the UM

! confirmed the above information and that the

| facility did not obtain the resident's FLP and other
" labs timely following the pharmacist i
, recommendation. S/he stated that expectations |
for staff who are unsuccessful in drawing labs !
- would be to reatlempt the blood draw in 1 weeks' |
| time, look for the barriers to obtaining the lab and !
| attempt to correct (by offering the resicent more |
| fluids, applying warm COMpPresses to the site of I
| having a more experienced staff memberora |
. hospital fab attempt ine blood draw). The UM also!
- confirmed that there was no documentation that ‘
! the physician had been contacted and a new

| order ohtained when the labs were not drawnin |
| February as ordered. |
. (Refer F281) . !

1

; i
| 1

428,
i 5. Random weekly audits x4

to ensure continued
compliance. Results to be
reported to QAA x3 for
determination of
compliance.8/7/15

Plan completed by 8/7/15.
! Director of Nursing or
designee responsible for
implementation

i‘ FUDB ot accepted plulss Spensead]

T

|
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