7~ 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://www.dail. vermont.gov

Voice/TTY (802) 871-3317

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

April 2, 2015

Mr. Marc Hunter, Administrator

Rutland Healthcare And Rehabilitation Center
46 Nichols Street

Rutland, VT 05701-3275

Dear Mr. Hunter:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on March
11, 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,

SRR\

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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F 000 INITIAL COMMENTS : ' Foo0o The filing of this plan of
i , correction does not constitute an
! An unannounced on-site re-certification survey ! admission, of the allegations set
- was conducted, in conjunction with complaint forth in the statement of
| investigations fram 3/9 - 3/11/15, by the Divigion ¢ deficiencies. The plan of
; gf Licencsi_igg ts;]r'ud Prcc:t?t;:;iogt__ There ;vere findings - correction. is prepared and
urroundi g re-ceriification survey. .
: ecited as evidence of the
F 250 483.15(g)(1) PROVISION OF MEDICALLY F250. o
ss=n RELATED SOCIAL SERVICE ; facility’s continued comp 1ANCe
with applicable law.
The faclity must provide medically-refated social
“services to attain or maintain the highesl ! f F-250
. \ 1 H f
- praclicable physical, mental, and psychosacial i Resident #96 the care plan was
well-being of each resident. : : . . \ .
; | | Updated to identify coping with
| death of spouse resulting in the
o _ _ ' inability to discharge back to the
| 'It;hls REGUIREMENT is not met as evidenced ‘ commupity and subsequent medically
i by ' - i
Based on medicat record review and staff rela.tcd support was established with
| interview the facilly failed to provide medically l social service.
' relates social services for 1 of 23 applicable
residents in the Stage 2 sampie, Resident : Other residents who experience ioss
. #98. The fingings include the following: % of Spouse have the potential
' permedical record review on 31116 at 11:06 | (o be affected by the alleged
AM. progress notes identify that the residents . deficient practice. '
- spouse expired on 2/16/15, Per interview with the: : No other residents were negatively
' Secial Services staff confirmation is made that impacted by the alleged deficient
there have been no services provided {0 Resident : practice.
#96 to assist with coping with the death of his/her
“spouse and the resident’s inability to be : . .
discharged back to the community. An audit of residénts has been
Conducted to ensure that anyone
- (Saee F 309) e , : experiencing recent loss of spouse
253 483.18(h)(2) HOUSEKEEPING & F 253 11 receive medically related support
cseD . MAINTENANGE SERVICES | will receive medically SUppor-
: : {
: The facility must provide housekeeping and i !
l
{ABORATORY D!REC/T,W OR PROVIDER/SUPPLIER REPRESENTATIVE S SIGNATURE TITLE (x8) DATE
oG - Qﬂm wld,\ Aomansritret F- o= 045

Any deficiency statement anding with an asterisk (7) denotes a deficlancy which the institution may bo excused from correcting provicding it is determined that

other safeguards provide sufficient protection
following the date of susvey whether br not 3 plzn of comection s provided. Far nursing homes,
days following the date these decuments are made available to the faciity. If deficlencies are
pragram participation.

to the patients. (See instructions.) Except for aursing homes, the findings
the above findings and plens of cortection are disclosable 14
¢cited, an approved plan of correction is requlisite to continued

stated above are discliosable 20 days
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F 283 Continued From page 1 " F 253 Social service staff will be re-educated on

" mainienance services necessary to maintain a i
* sanitary, orderly, and comfartable interior, :

This REQUIREMENT s not met as evidenced

by: !
Based upon observation and interview, the

faciity failed to ensure that all resident areas are
maintained in good repair, and falied to store
resident care equipment in a manner to maintain |

- an orderly living enviconment. Findings include:

1), Per observation on 3/11/15 at 10:00 AM. an |

approximately 2 foof section of wallpaper in the
. archway of facility's 3rd fioor North unit was noted :

‘to be peeling away vertically from the frame, L

exposing plaster and dried glug, On the reverse

' cide of the archway, an approximately 1 foot

section was peeling away from the wall |

horizontally. Additionally, there were multiple i
|
1

 bubbles in the walipaper on both sides of the

: archway where the walipaper was separating
 from the wall. Per interview with Maintenance
“staff on 3/11/15 at 10:10 A.M. the staff member
confirmed the conditian of the wallpaper on the
- archway and confirmed that the condition had not
" been noted or scheduled for repair by the

" Mainignance department.

'2). Per opservation during the 3 days of the
re-certification survey, multiple pieces of resident
equipment including whee! chairs, walkers, and
patient lifts were observed stored in the 1st floor
hailway. Per observation on 311/16 at 8:08 AM.

& wheelchalre, a lift, and a walker were located on;
the right side of the 1st floor residents’ hallway.
Per interview on 3/11/15 at 2:18 P.M. a nurse on ;

_the 1st finor confirmed the same equipment had j

' not been used and/or moved that day, with some |

|
i
|

the importance of providing medically
related support to attain or maintain the
highest practicable well-being of each
resident.

- Administrator or designee will
conduct weekly audits ¥3 to cnsure
compliance and then monthly x3
with results to be reviewad at QA
meeting for further review and
recommendations. :

Date of compliance:
4/8/2015

F253 !
No resident was affected.

The wall znd wall paper have been
repaired. .

Fxtra wheel chairs and equipment
have been relocated.

All residents have the potential
to be affected by the alleged
deficient practice.

An audit of the facility to ensure all
Resident areas are in good repair and
Maintaining an oxderly environment
has been conducted.
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F 253 Continued From page 2 F253|  Maintenance staff will be re-educated on
: ‘of the equipment no longer neaded for freatment the importance of ensuring all
’ Cof eurrent residents, Per interview with the : i : : :
e . : | \ eas are in good repair and
| - Mainterancs Director on 3/11/15 at €:30 AM., the | les’fdfn.t A e et
! directer confirmed that resident equipmentis ~ | | maintaiing an orderly en :
- stored on the right side of the haliway on & ? ! ' .
regular basis, ' ; Administrator or designee will
F 279 483.20(d), 483.20(k)(1) DEVELOP F 278! conduct weekly audits to ensure
s5=p COMPREHENSIVE CARE PLANS | : compliance x3 weeks

Afacility must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of care.

The facility must develop a comprehensive care
- plan for each resident that includes measurable
. objectives and timetables to meet a resident's
. medical, nursing, and mertal and psychosocial
' needs that are identified in the comprehensive
- assessment,

- The care plan must describe the sarviges that are
to be furnished to attain or maintain the resident's
' highest practicable physical, mentat, and |
1
|

! psychosocial welt-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

© §483.10, including the right to refuse treatment

- Under §483.10(b)(4).

This REQUIREMENT is not met as evidenced
by i
Based on steff interviews and record teview, the
facility failed to assure that comprehersive care
pians were developed for residents with dialysis
needs ar urinary incontinence for 3 of 23
residents in the Stage 2 sample, Resident #21,

and then moenthly x3 with results

to be reviewed at QA meeting for
further raview and recommendations.
Date of compliance:

4/8/2015

F279

Resident # 136 died on hospice

prior 1o survey.

Resident #21 had diet orders clarified
and a care plan was initiated.
Resident # 150 has had a care plan
devejoped to address incontinence

" care needs.

Other residents that require dialysis

FORM CMS.2567 (02-89) Previous Versions Obsolete Evenl 1D NNEST1
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F 279 | Continued From page 3 _ | F279]  orhave incontinence have the
#136 and #180. Findings inciude: H potential to be affected by the
1 : , od deficient practice.
4 Per record review on 03/11/15 Resident #136 ilegtg o '15:11 tp were negatively
tailed to have a care plan for urinary incontinence. | No other residents were Fegs y
Resident #136 was admitted on 10/06/14 and an [~ ' 1mpaf:ted by the alleged deficient
: asgessment for urinary incontinence was ~‘5 ‘ practice.
- conducted on 10/10/14, which directs staff to ‘ , '
. " conduck a three day continence managarmet ! An audit of residents with dialysis
P . diary and complete Urine incontinent Nursing ‘ has b ducted {0 ensure the
“Intervention. In addition, the admission MDS as been COnCuctEs © ey
" [minimum data sef] and subsequent CAA (Care havea comprehensive numtion
Area Assessment) was triggered to initiate a care care plan and residents that expenence
ptan but was not found. Perinterviéw on ‘ incontinence have been audited to the}r
7 03/11/14 at 11:20 AM the DNS confirmed a care have a comprehensive care plan in place
plan for incontinence was not developed. . .
to address theit incontinence care peeds.
Nursing staff will be re-educated on
5 Der racord review, Residant #21 is o the importance of developing a
2. Per recerd review, imesidan 1S Q .
. hemodialysis. Sihe has Dialysis 2 times a week comprehenS{ve cqru;ﬁpltialn that he} psbtlhc:
'for End Stage Renal Disease (ESRD). There is resident attain the mghest practicable
 no care plan in the record for nuizition, [n @n physical, mental and psychosacial
interview with the Reqistered Dietician (RD) on well-being of each resident.
*2714/15 at 10:20 am s/he staled that the resident
. did not "trigger" for a nutrition care plan. Sfhe o :
 stated that if there had been a care plan for DNS or designes w1_11
| nutritior, i would not contain specifics of the diet conduct weekly audits x3 €0 ensure
- but would simply direct staff to look at the compliance and then monthly x3
i Medication Administration Record (MAR) which with results to be reviewed at QA
| would state what diet the residentis an. S/he alsp : :
meeting for farther review and
stated that this would happen orly if the : gf ations
. pharmacy has carried it over onto the new MAR, 1ECOTUNERAALIHS.
* which does not always happen. Sihe also stated Date; of compliance:
that LNA's can find specifics of the diet on the 4/8/20135
meal tray slip. : :
. . : i
_In a review of the meal tray siip it states that the !
' resident is on & Consistent Carb,.No Added Salt ;
FORM CMS-2567(02-93) Pravious Versions Gheolete 2vent iD:NNEST Facility tD: 475039 . If caninuation sheet Page 4 of 32
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r i !
| |
" diet with 1500 mi Fluids. The restrictions that i

“would be pn a renal diet, SUCh a8 orange Juice,

- gpinach, bananas are listed under dislikes and
the RD states that is where any dietary

restrictions would be listed (as a disfike not &
restriction;}. '

F279 Continued From page 4 \ E 278
l
:
!

i -
| |

in a review of the MAR for March and the most | i :
recent signed Physician's Orders fof February, | |
_signed 2/5/15, the order states “Consistent Carb, | ‘| |
vonal Liberalized Diet" and "1l Fluid Restriction”. | - l
The RD confirmed, in interview on 3M115at ! i
10:45 am , that the MD order states as above. : !
The order does include @ \iberalized renal diet |
and does not include @ no added sait diet. inan
intarview on 3/11/15 at 12:10 pro the Unit
Manager confirmed that the Physician’'s order
does not mefch the tray tiskat which states what -
diet is being provided. S/he glated that the
resident was receiving the diet listed on the tray :
ticket. ‘ ‘ !
; |

3. On 3/10/15 at 2:57 PM. during record review
‘for Resident #150, it was noted that s/ihe

- gustained a fafi on 1/25/15 that resufted In & |

 fracture, which reguired hospitalization for ; . l

surgical repair. Per interview with the Licensed i ‘

t

|

Nursing Assistant (LNA) at this time, the resident | i

" was continent prior to the fracture and since P |

. return, there has been a cognifive decine and |

_s/he has had more frequent periods of : ‘-

"incontinence. The LNA atated that Resident #150
will request to use the toflet, but is frequently : . :
incontinent at the time of the reguest, the LNA- .
also stated that at times the resident denies the . ' : i

- need to toilet and that sihe is notwet, but upon ' : ;

FOIRM CME-2567(02-9) Previous Vetglons Obsoiete Event 1D; NNGST Facility {D: 475029 If continuation sheet Page 5ofd2 -
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F 279 Continued From page 5 ) |

checking by staff, there is @ need for an ‘ i
incantinence change. During interview with the c
Registered Nurse (RN), on 3/11/15 at 8:23 AM, | i
Resident #150 had a urinary incantinence l
_evaluatien dane on 2/2/15 that indicates fhe ‘
resident is incontinent. The RN also confirmed |
that prior to the hospitalization, the resident had |
intermittent episodes of urinary incontinence and !
 there was no care plan. Further confirmation at JI
!

i

!

1

|

' this time, from the RN, was that the urinary
“incontinence had increased and that there was no
- care plan developed t0 include his/her urinary
"incontinence.

F 280" 483.20(d}{3), 483 10(k)(2) RIGHT TO

gg=0' PARTICIPATE PLANNING CARE-REVISE CP

|
{

F 280!

' The resident has the right, uniess adjudged
incompetent or otherwise found to be : ‘ F280
incapacitated under the laws of the State, to
participate in planning care and ireatment or :
changes in care and treatment. Resident # 96 — The care plan was
revised to reflect behavior resolved
and the discharge planming care plan
has been resolved.
Resident #130 has had a care plan
revision to reflect current weight loss.
Resident # 33 has had a revision in care

A comprehengive care pian must be developed
within 7 days after the compietion of the
comprenensive assessment, prepared by an
interdisciplinary team, that includes the attending
. physician, a registered nurse with responsibility
for t- 2 resigent, and other appropriate staff in !
- disciplines as determined by the resident's needs,

. and, to the extent practicable, the participation of plan to reflect current physician orders
ihe resident, the resident's family or the resident's to obtain and monitor weight per new
. legal representative; and neriedically reviewed physician order.

i and revised by a team of qualified persons after
' gpach assessment.

|

B |
| | |
|

i
i

FORM CMS-2567(02-99) Previcus versions Dbsolete Bvent 1D:NN6S1 Facilty 10: 475038 if continuation sheet Page 6 of 32
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F 280 Continued From page 6 - pogg,  Other residents that require care
This REQUIREMENT is not met &s gvidenced . plan revisi0n tc reflect current
by: . , ~ status have the potential
Based on medical record review and staff ;_ . to be affected by the alleged

interview the facility failed to ensure that care i deficient practice.

plans were revised to reflect current status for 3 ‘ ) ,
of 23 applicable residents in the Stage 2 sample, : . No other residents were negatlwely
' Resident # 06, #130 and Resident #33. The ; . impacted by the alleged deficient

“findings Include the following: ! : practice.

An audit of residents with resolved
pehavior has been conducted to

ensure they have a care plan revision to
reflect their current behavior.
Residents that experience weight loss
have been audited to ensure they

have a revision of .care plan

Per medical record review of the Minimum Data i | to address their care needs related to

Set (MDS) dated 12/26/15, Section E0200 - ; L weicht loss.

_evidences that the resident has physical J : =

* behavioral symptoms directed towards others that.
otcurred 1-3 days a week. Per behavioral '

" approximately 10 AM, interdisciplinary Care Plan
identifies a fogus of physical aggression for

" Resident #96 as avidenced by hitiing her/his
spouse dated 12/15/14. The care plan also has a:
focus of the desire of Resident #96, (0 returnto
- the community for s/he is at the facllity for & short !
! stay rehabilitation plan. :

| |
1. Per medical record review on 3/11/16 at ‘
|

Nursing staff will be re-educated on

monitoring farms there have been no episcdes . the importance of revising a

for Resldent #986, hitling his/her spouse for the . . care plan 0 accurate]y refiect the
past 3 months. The resident's spouse disd on : . peeds of each resident.

2/16/15,

Per interview with Social Services and the Unit | DNS or designee will

* Manager (UM), on 3/11/16 at 11:06 AM, ! conduct weekly audits X3 to ensure
" confirmation is made that there is no current plan : compliance and then monthly x3
o dechargesnce e dealh f e seaute Y it resuls o b reviewed % QA
' E physicel agd meeting for further review and

“since hisfher death. .
recommendafions.

b

|

: |
2 Per medical record review on 3/10/135 at 321 I Date of compliance:
PM, Nutritional Assessment dated 12/30/14 Y 4/802015
1
|

completed by the Registered Dietician (RD), l
- identifies that Resident #130 has had a weight |

EORM CMS-2567(02-99) Pravious Versions Obsojete Evenl I0: NNGS11 Facility ID: 476039 \ continuation sheet Page 7 of 32
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F 280 Continued From page 7 - F 280! ' |

loss of 9 pounds aver the past months. .

Initiatives to manage undesirad welght logs are 1o Z i

change milk to whole and add extra margaring i ;

trays. Encourage snacks during the day. Monitor ‘

offectiveness and weight status. Minimum Data - - i

set (MDS) identifies on 12/27/14 that the resident -

requires set up help only for mesls and has & ‘
weight of 127 pounds. Per review of the ;

Interdiscipinary Care Plan cated 12130114 : : {
identifies a focus of nutritional concem dueto :
varied intake with downward weight trend. . [
interventions to manage tha focus is to notify : \

physician and digtician of any significant wight g
- loss/gain and to monitor changes in nutritional 1 E
status (changes in intake, ability to fed self, i l

unplanned welght lose/gain). 1

. Per medical record review oh-3/10/15, Resldent
#130 weighs 136 pounds on 6/11/14 and on ;
*1/4/15 rasident weighs 121 pounds whichisa 16 | !
pound weight loss in 7 months. : | i
rhere is no documentad evidence for weights for . 1 : [
' : l

|

the manths of Sepiember, Qctober and
November 2014 and February 2015,

Per interview with the UM on 3/10/15 at : .

" approximately-4:15 PM, gonfirmation is made that - : i
the care pian has not been revisaed ta reflect the ‘1
current unplanned weight ioss.

1 Record review of Resident #33 on 3/11 16 at j
- approximately 10 AM, presented that resident has !

diagnosis of Adult Failure io Thrive and has a ‘
_physician order to weigh twice a week (Monday
- and Friday), dated and signed 2/4/15. Diet :

brdered is for a Dysphagia advanced Wwith | i !
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1

peverages in cup with cover and no straw, scup
- in mug and no vatmeal. The Registered Nurse
(RN) confirmed at this time that the physician
“orders were for Resident #33 to be weighed twice .
a week, )
Care plan written on 10/30/14 lo address weights
and reviged on 1/22/15 to include resident is &
nutritional concern due to history of varied intake
with weight decline. There is no further revision
to inciude the need for weights to be obtained. ;
Per the Licensed Practical Nurse, the Medication ;
~Administration Record is where the revision of the !
" weights needing to be done twice a week (8
- written, but the Licensed Mursing Assistants are
aware because they are told by the nurse that the
: weight nesds to be done, The RN confirmed at
 this time that there is no evidence of the care plan |
being revised fo reflect the current status of :
. Resident #33 regarding the need to obtain and
" manitor weighils twice & week.

F 284 ; 483.20(k)(3)() SERVICES PROVIDED MEET |
56=0' ;

PROFESSIONAL STANDARDS

The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT i3 not met as evidenced
by '
Based on observations, interviews, and record

reviews the facility failed to assure that all

services provided for 3 of 23 residents (Residents -
C#24, #33 and #132) in the Stage 2 survey met
- professianal standards of guality. Findings
“inciude: :
1. Resident#132 did not receive physical therapy |
| [PT} services as recommended Ly an arthopedic,

! H

F 280

F 281

Fagt

Resident # 132 — An order for therapy
to evaluate and treat was obtained and
initiated.

Resident #21 A physician order was
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- obtained and meal slip compared to

‘2. Perrecord review resident #21is on
_hemodialysis. S/he has :
- for End Stage Renal Disease (ESRD). The facility :
' failed to follow physician's orders in

Per an orthopedic evaluation note dated i
01/22/15 at 11:30 AM states for the pian as i

"cortisone injection today into left knee continue
"PT for left knee and bilateral shoulder flu PRN
[follow up as needed|.” Per interview the physical

therapist on 03/10/15 at 3:41 PM stated "the
pracess is that the nurse writes the orders and
then we follow up. 1 never got the order.” Fer

interview with the nurse at that time, confirmed

that the resident did not receive PT services
"hecause the nurse never wrote a verbal order for !

it

' Also see F-282 and F-310 .

%
Dialysis 3 times a week !

regards to the |
resident's diat. In a review of the meal tray slipit |
states that the resident ison a Consistent Card, !
No Added Salt diet with 1500 mi Fluids. The ;

i

! restrictions that would be on a renal diet, such as |
- orarige juice, spinach, bananas are fisted under

dislikes and the Registered Dietician states that is |
where any dietary restrictions would ne listed (as -
3 dislike not a restricton). in a review of the MAR
(Medication Adrministration Record) for March and:
the most recent signed Physician's Qrders for
February, signed 2/56/185, the order states
“Consistent Cark, Renal Liberakized Diet’ and "1L .
Fluid Restriction”. The RO confirmed, in inferview
on 3/11/15 at-10:45 am , that the MD crder states |

_as abave. The order does include a liberatized
' renal diet and does not include a no added salt

i
!
!

ensure service provided meets professional
standards.

Resident # 33 a weight was obtained and
orders for weights have been clarified with
the physician.

Other residents that require orders for
consultation with therapy and have specific
orders for weights have the potential

io be affected by the alleged

deficient practice.

No other tesidents were negatively
impacted by the alleged deficient

. practice,

An audit of residents with orders to

Consult with therapy has been conducted to
ensure that services were initiated.

An audit of diet orders compared to meal slip
has been completed to ensure the correct diet
is provided as ordered.

Residents with specific ordexs for weights
will be audited to ensure weights are
obtained and monitored as ordered.

Nursing staff will be re-educated on

the importance of providing services

to meet the professional standards of
quality to meet the needs of each resident.
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 diet, When asked why the renal diet may have
been discontintied the RD stated that it is difficult

. for dietary staff to coordinate the restrictions of

* both @ Diabetic and & renai diet and that may

. have been the reason for discontinuing ane. In an ;

interview an 3/11/15 at 11:10 am the Unit !
Manager confirmed that the diet and fluid ‘
restriction currently ordered by the Physician are
not being followed. '

3 Record réview pf Resident #33 on 3/11/15 at
approximately 10 AM nresented that rasident has .
diagnosis of Adult Failure to Thrive and has a
physician order o weigh twice a week (Menday
. and Friday), dated and signed 2/4/15. Diet
“ordered is for a Dysphagia advanced with i
_beverages in cup with cover and no straw, soup I
_in mug and no oatmeal. The Registered Nurse |
: (RN) confirmed at this time that the physician
* orders were for Resident #33 to be weighad twice
‘aweek. On 3/11/15 at 1012 AM the RN was |
unable to determine where the order for weights |
! twice a week came frorn and stated that it may 5
- have been an error. S/he stated that there is no |
i fax, telephone ar verbal order’to indicate when of i
: who gave the order, bit did concur that the i
| physician had signed and dated the monthily !
‘ orders as being reviewed and cuirent on 20415, |
There is no evidence that weights were obtained
L on 2/6,2/9, 2/13, 2116, 2/23, 3/2 or 37918, The
RN confirmed at 10:4% AM that there was no
evidence of the welghts being obtained and that
the physician ordar was not being followed.

Reference: Lippincott Manual of Nursing Practice
(8th ed.), Wollers Kluwer Health/Lippincott
Williams & Wilking.

DNS or designee will
conduct weekly audits x3 {0 ensue
compliance and then monthly x3
with results to be reviewed at QA
meeting for further réview and
recommendations.
Date of compliance:

41812015

|
|

i
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F 282 483.20(k)(3)(I) SERVICES BY QUALIFIED F 282

S6=8 | PERSONS/PER GARE PLAN

‘ The services provided or arranged by the facility
' must be provided by gualified persons in
 accordance with each resident's written pian of
CGare, !

' This REQUIREMENT s not met as evidenced
by :
. Based on medical record review and staff :
interviews the tacility failed to ensure that
qualified persons provicded treatment/services in
accordance with each resident's written plan of
care for 5 of 23 applicable residents in the Stage
2 sample for Residents # 130, #132, #1682, #88
and #20. The findings include the following:

1. Per record review on 03/11/18, Resident#162.
did not receive services according to the pian of
care. Resident#162 receives a psycholropic
- drug Celexa [anti-deprassant]. Per the initial "
" assessment dated 02/27/15 the resident was :
"noted to be taking antidepressants, which |
‘requires cara planning. Acare plan was |
" developed on 02/28/15 regarding the medication ;
. Celexa and directed staff to complete behavior
monitoring flow sheet, abserve for changes in ;
mental status and functioning level, and & gradual |
- dose reduction and to observe for deciine. |
| Review of the MAR [madication administration
. record] and/dr progress notes had no behaviors |
_being monitored. Per interview.on 03/10/18 at
" 4:00 PM the unit manager confirmed that a
" pahavior tracking sheet was nat initiated for this
resident Evigence demonstrated that staff did
nat track the residents behaviors therefore did net’
" follow the care plan. .

F282

Resident # 162 a behavior

flow sheet was initiated.

Resident # 132 a new order -

for therapy to evaluate and

treat was obtained.

Resident # 130 Physician otder t0

i weigh has been clarified.

i Resident #20 physician order for the
Supra -pubic catheter have been clatified
and treatment sheet to reflect care required.
Resident #88 consents for psychoactive
medication was obtained.

; Other residents have the potential
: to be affected by the alleged
deficient practice.

No other residents were hegatively
impacted by the alleged deficient
practice.
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F262.

' for decrease ability to perform Activities of Daily
. Living (ADL),
'nlease assist the patient in donning bilateral

| knee braces priar to ambulation [sfhe] is
“independent in donning the pilateral knee braces”

" abserved with a knee brace. Per intarview with

2. Resident # 132 did not receive treatment per
the plan of care. The care plan dated 11/08/14

directs staff among ather things to,

Per observation an 03/10/15 the resident was not

' the resident on 03/11/15 at 3:30 PM was unable

to state when the brace was iast applied. Per !
interview at 3:40 PM the LNA stated "well fam !

- just a float but | don't think [s/he] uses a brace".
. The Licensed Nursing Assistant (LNA) stated that

information such as the brace would e found on
the L NA Walking Rounds sheet. The LNA sheet
did not have the infermation nated. Per interview
at 4:44 PM the Unit Manager acknowledged that
the brace was on the care plan but that it wag :
omitted on the LNA sheet. S/he confirned the

care plan was not followed! as written,

ALSO see F-310

PM, Nutritlonal Assessment dated 12/30/14
completed by the Registered pietician (RO),

identifies that Resident #130 has had a weight

" |oss of © pounds over the past & months.
Initiatives to manage undesired weight loss are to |
- ghange milk to whale and add extra margatine on g

trays. Encourage snacks during tne day.
effectiveness and weight staius. Mirimum Data
Set (MDS) identifies on 42/27/14 that the resident [ -

- weight of 127 pounds. Per review of the
' |nterdisciplinary Care Pfan dated 12130114

|

i

s per medical record review on 3/10/15 at 3:21 i
!

J

|

Monitor |

requires set up help only for meals and has a

identifies a focus of nutritional concern due to

An audit was completed to ensure

that residents on a psychoactive med
have a behavior flow sheet.

An audit was completed to ensure if a
resident has a brace that it is listed on the
Kardex to match the plan of care. -

An audit to identify physician orders
reparding special orders t© weigh has
been completed.

An audit 1o ensure residents with
Supra pubic catheters have orders in
place for care to maintain the catheter.
An audit of residents with orders for
Psychoactive meds has been completed
to ensure consent has been obtained.

Nursing staff willbe re-educated on -

the importance of ensuring that a

qualified person provides treatment

and services in accordance with each residern
written plan of care.

DNS or designes will
cornduct weekly audits x3 to ensure

compliance and then monthly x3
with results to be reviewed at QA
meeting for further review and
recommendations.

Date of compliance:

4/8/2015
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varied intake with downward weight trend.
Interventions to manage the focus is to natify
physician and dietician of any significant wight
loss/gain and to menitor cnanges in autritional
“status {changes in intake, abilty to feed self,
" unplanned weight loss/gain).

. Per medical record review on 3/10/15, Resident
_#130 weighs 136 pounds on &/11/14 and on

L 4/4/15 resident weighs 121 pounds which is a 15
" pound weight loss in 7 months.

There ia no docurnentad evidence for weights far -

the months of September, October and
- Novembper 2014 and February 2015, Per

|
|
|

|
|
!
i

Cinterview with the UM on 3/10/15 al approximately :
415 PM, confirmation is rmade that the care plan

"has has not been foliowed to manage @
significant weight lossigain.

(See F 325)

. 4. Record review of Resident #20 on 3015 at
3:58 PM, the resident has a diagnosis of Urinary
Tract Infection (UTD with Septicemia on 12122114

- and a Neurogenic bladder. Per Licensed
Practical Nurse, the resident has had a supra
pubic catheter (cath) in place. There are orders

g have drainage bags changed weekly and
change the catheter as necessary. Further

Corders are {o irrigate as needed for decreased

H

. ! H
| |
i

Event 10 NN8511
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urinary output, observe for color, pdor, sediment ;
and report changes to MD. Leg bag when :

appropriate, provide privacy bag and encourage

resident to consume fluids on meal trays,

petween meals anc nourishments.  Thereis no

evidence that the outpul is recorded, per interview :

with the Licensed Practical Nurse, at this time, |
g/e stated that they do not record the output and | :
- o/he will look Bt the drainage bag during the !
_evening. Upon further review of the chart, there
is o order for the supra pubic cath and no orders |
for irrigation. There also was no evidencepfa
treatment record for March and per the l

i

- Registered Nurse at 425 PM, the treatment

‘ record was overlooked. At this time the RN also

" confirmed that the February treatment record
presents that the cath care was not provided 22

- out of out of 56 times. -

5. During record review on 3140/15 at 1:50 PM, : : I
Residant #88 presents witn 2 diagnosis of
Alzheimer's disease with aggressive behaviors
and anxiety state. Medications include: ,
Risperidone (.25 rng ai bedtime, Ativan 1 mg by
mouth twice a day anc Alivan 1mg/m! topically :
three times a day as neaded (prn) for anxiety and ; ]
agitation. During the month of March 2013, ;
Resident #88 has received the prn dosing of :
Ativan. The Registered Nurse (RN) stated at this :
“fime that the reasens for administering the prm
Afivan is because of screaming at others ot !
kicking doors while exit seeking. Perthe Unit ‘
|
]

Manager, the resident is not able to comprehend
_what medications s/he takes. The physician
“responded to requas! for dose reduction of the ~ ¢

Risperidone in January by commentlng that the ! \
resident can stil become quité agitated which can ! b ; J

R b

potentially place patient and safand other | ; - |

FORM CMS-2567(02-69) Pravious yersions Qbsolele Event D; NNESN Faciilty 1D: 4750389 1 continuation sheet Page 15 of 32
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patients at risk. Sihe stated &t this time that there
“was not a signed consent form for the ; . .

administration of the Atlvan gel.

On 3/11/15 at 7:16 AM interview with Licensed i
Practical Nurse (LPN) presented that resident :
receives Ativan Gel bacause s/he i very
confused, raises fists to others and yells at others -

- and does not redirect and other ‘
non-pharmaceutical interventions are effective,

~Sihe further stated that Resident #88 does not
refuse his medications and they are crushed and .

_putin nudding. i

' Care plan surrounding the resident * s medication |

is an at risk care plan for complications relatad to ;

- yse of psychotropic drugs: Risperidoi and Alivan :

| with intervention for behavior manitoring flow

: sheet, monitar for changes in mental status and

functionail level and report to physician as

“indicated and to 'provide informed consent ta

: resident or the healthcare decisian maker'. Al

i 7:29 AM, the LPN was not able to produce

evidence of a signed consent form far the Ativan

Gel and that the care pian reflected that there is

-i
%

~ o be cne on record. : . CE309
F 308 483,25 PROVIDE CARE/SERVICES FOR : F 308}
$5=0 . HIGHEST WELL BEING S
Each resident must receive and the facility must Resident # 96 — The care plan was
. provid‘e th_e necessary care a_nd Sewice§ to attain . 5 updated and medical social service
~or maintain the highest practicable physical, | - . support was provided to the resident.

“mental, and psychosocial well-being, in
accordance with the comprehansive assessment

and plan of care. Resident #21 a care plan was developed

i to address the dietary necds related 10
dialysis and physician order for diet and

: L
L - -
This REQUIREMENT is not met as evidenced } | fluid was clarified.
1
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F 309 Continued From page 16 5 F 308  Other residents that experience the loss
. ] . . ]
_ bé’- _ . ? | of aspouse or require dialysis have the
ased on medical recard review and staff ; potcntial to be affected by the alleged

interview the facility failed to provide necessary

care and services for 2 of 23 applicable rasident deficient practice.

in the Stage 2 sample for Residents #96 and #21 ? : No other residents were negatively
regarding needs surrounding dialysis and ‘ "~ impacted by the alleged deficient
regarding lack of services provided when a practice. ‘
resident experienced a significant loss. Findings - .
include: ' . .

‘ _ An audit of residents that have recently
1. Per medical recard review on 3/11/15 at 11:06 . Experienced the loss of a spouse has
AM, progress notes identify that the residents | been conducted to ensure they receive
spouse expired in 2/16/15. Per interview with the | | medical social service support.

An audit was also conducted to ensure all
residents on' dialysis have a nuintion care
plan in place and are following orders for
diet and fluids.

. Social Servicas staff confirmation is made that :
~ ! there have been no services provided to Resident |
. #98 to assist with coping with the death of hiafher |
' spouse and the resident's inability lo be 1
 discharged back to the cormmunity. i
 (See F250) i
i E Social service staff and nursing staff will

‘ be re-educated on the importance of

; providing necessary care and services to

; help the resident achieve the highest

' practicable physical,mental and
psychosocial wellbeing in

2. Per record review resident #2115 on

" hermodiaiysis. She has Dialysis 3 times a week
for End Stage Renai Disease (ESRN). There is |

no care pian in the record for nutrition, In an ; i

“interview with the Registered Dietician (R[2) on — ' accordazce with the comprehensive
3/11/15 at 10:20 am s/he stated that the resident . assesement and plan of care.
did not "trigger” for & nutrition care glan. S/he :
stated that if there had been a care plan for ; DNS or designee will
nutrition it weuld not contain specifics of the diet : conduct weekly audits x3 to ensure

but would simply direct staff to look at the
Medication Administration Record (MAR) which
“wollld state what diet the resident is on. She ;
stated that this wouid happen only if the i
_pharmacy has carried it over anto the new MAR, |
|
|

. compliance and then monthly x3

“l with results to be reviewed a1 QA
| meeting for further review and
|
i

ecommendations.
" which does naot always happen. S/he also stated T ‘
" that LNA's can find specifics of the diet on the { ' |
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F 308 Conti o e : ' , .
' Continued From page 17 l F 309 Date of compliance:
i

" meal tray slip. The care plan gontains & potential 4/8/2015
for excess fluid section that does not mention any ; :
fuid restriction and monitaring intake and Output |
‘has been discontinued as resolved. ! ;
i )
In a review of the meal tray slip it states that the
rasident is on a Consistent Carb, No Added Salt ‘ :
diet with 1500 ml Fiuids, The restrictions that ; ;
wauid be on a renal diet, such as oranga juice, : , i
spingch, bananag are hsted under dislikes and '
the RD states that is where any dietary
restrictions would be listed (as a disiike not a
restricticn). This indicates that the dietary
restrictions are disikes and wouid not direct staff
" that the resident could not have these items :
should they request them. i

In a review of the MAR for March and the most
‘recent signed Physician's Orders for February,

| signed 2/5/15, the order states "Gonsistent Carb,
. Renal Liberalized Diet" and "1L [1 liter] Fluid

- Restriction”, In a review of fluid intake on the

' March snack & fluid supplemant sheet (which

- does not include fluids given with medications or
" when out of the factlity) the resident's fiuid intake
. has always been above 1L with the exception of
| Mareh 5th when sfhe was out of the facility on i
- LOA (leave of absence) in the morning.

The RD confirmed, in interview on 3/11/15 at C !
- 10-45 am | that the MD order states as above. :
The order does include a liberalized renal diet
and does nat include a no added sai diet, When
asked why the renal digt may have been
discontinued the RD stated thatit is difficult for.
dietary staff to coordinate the restrictions af both
a Disbetic and a renal diet and that may have
been the reason for discontinuing ane. In an
 interview on 3/11/15 at 11:10 am the Unit i
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F 309 Continued From page 18 F308l  F310
' Manager confirmed that the diet and fluid Ny .
restriction currently ordered by the Physician are Resident # 132 an order was obtained
“nol being followed. ll | to have therapy re-evaluate and treat
F 310 . 483,26(a)(1) ADLS DO NOT DEGLINE UNLESS | F 310;  as indicated.
UNAVOIDABLE \ |

§8=D

Based on the comprehensive assessment of @ i

resident, the facility must ensure that a resident's -

' abilities in activities of daily living do not diminish
" unless circumstances of the individual's clinical

' This REQUIREMENT is not met as evidenced

- facility failed to ensure that 1 of 3 applicable
residents of the 23 residents in the Stage 2
“sample, Resident #132, did not have activities of

conditian demonstrate that diminution was
unavoidable. This includes the resident's ability
to bathe, dress, and groom; transfer and
ambulate: toiiet; eat; and use speech, language,
or other functionai communication systems.

by
Based on record review and interviews the

" dally living diminish and/or demenstrate that

dirmnution was unavoidabile. Findings include;

' Record review on 03/10/15 of Resident #132's |
_care plan notes that the resident "demonstrates |
capacity and motivation to improve function but |
exhibits or is at risk for decrease ability to perform :
| Activities of Daily Living (ADL), goal has not been |

" met- continue §ame plan of care". The E

. interventions were noted for 1/4 side rails assist

with mobility and promote independence, monitor :
resident for changes in status that may impact
nis/her ability to seif care, please assist the

patient in donning biiateral knee braces prior to
ambulation {s/he] is independent in donning the

~ORM CMS-2667(02-39) Previous Versons Obsalete

Evant ID!NNESTT

Facility 1D 475039

Other residents that have the potential
to be affected by the alleged

deficient practice.

No other residents were negatively
impacted by the alleged deficient
practice.

An audit of residents that present a
decline in activity of daily living
will be screened by therapy to ensure

‘that diminution was unavoidable.

Nursing and therapy staff will be
re-educated on the importance of
ensuring that a resident’s abilities in
activities of daily Jiving do not diminish
unless circumnstances of the individual’s
clinical condition demonstrate diminution
was unavoidable. This includes the ability
to bathe, dress, groom, tranafer, ambulate,
toilet, eat, and use speech, language or
other functional communication systems.

NS or designee will

conduct weekly audits x3 to ensure
compliance and then monthly x3
with results to be reviewed at QA
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F 310 Continued From page 19
bilateral knee braces, moenitor pain and medicate
,as appropriate, assist resident with
. ambulation/iransfer providing standby assist and
* roling walker on unit”, '

. Per ohservation on 03/10/15 the resident did not
"have a knee brace, however the reling walker
. was in the room. Per interview with the reaident's
 primary physician on 03/10/15 at 3:14 PM,
: [Rasident} had a lot going on...was pretty sick
' had...some decline...we have [him/her] on pain |
“meds and meds ta increase his/her appetite.. we
had @ consult to ertho.. we should get (him/er]
" moving if we can’. Review of the orthopedic
progress nate of 01/22/15 recommends as a
plan - cortisone injection today into 1eft knee
* continge Physical Therapy (PT) for left knee and
wilateral shoulder follow up as neécessary {PRN).

Per interview with PT on 03/10/15 at 3:41 PM i
was stated that 'the process is that the nurse
" writes the orders and then we follow up, § never
got the order', The PT then stated that th Co
resident was on PT services in : :
: October/November 2014 and then “went to
restorative and there shouid be a folder'. Perthe
restorative nursing training program dated
- Nevember 2014 written by the PT states "please !
motivate patient to walk with standing assist with l
» wheeled walker from room to 1st narth elevator
- and back, Addendum- assist is donning bilateral
_knee braces [s/he] is able to independently donn |
. knge braces.

! Per review of the Novernber restorative record

* dated shows the program started mid month with

"B episodes of 'nfa -activity ~did not oocur and
approximataly ong week of "R - refused”. There
was no further activity noted for the end of the

F 310, mecting for further review and
recommendations.

| Date of compliance:

| 4/8/2015

i
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: 3 ]
' : 0 !
Eaile (EACH DEFICIENGY MUST BE PRECEDED BY FULL " PREFIX ; (EACH CORRECTIVE AGTION SHOULD BE | GOMPLETION
TAG REGULATORY OR L&C IDENTIFYING INFORMATION} TAG : CROSS-REFERESES&E?{;%E APPROFRIATE i AT
E - % : ' |
F 310 Continued From page 20 LR 310! !
_maonth, Per review of the progress notes dated o '
 Noverber 20th, 23rd and 240, presents that the | F-315 .
' resident was experiencing "churning stomach" | i Resident #136 the resident died
- several periods of "loose stools” and “an increase i prior to survey on hospice care.
. in dizzinass", respectively, The resident was :
being medicated with promethazine [antiemetic] | . ,
- atthattime. Per inferview with the Unit Manager Other residents who experience
' at 4-44 PM. s/he stated that “the resident refused l incontinence have the potential
; the restorative'” however acknowledged that the to be affected by the alleged
‘; residentf wasf'ii% atlthats tii‘:ne,land pofg»sibl;é t{r:e i | deficient practice.
. reason for refusals. Jhe also confirmed that tne No other residents we -
braces were not applied as care planned and l | impacted b 1th ol rz gegat‘wely
" nursing failed to write an order for physical : - P y the alleged deficient
therapy in Januacy 2015. There is no | | practice.
documentation to show refusal of such care and !
efforts by the facility to counsel andfor offer t Anaudit of tesidents has been
_alternatives fo the resident. | conducted to ensure that anyone
ALSO SEE F-281 | | triggering for incontinence will have &
F 315 483 25(d) NO CATHETER, PREVENT UTI, F 315, planofecare based on the assessment.
gg=p RESTORE BLADDER -

Based on the resident's comprehensive '

- assessment, the faciiity must ensure thata
resident who enters the facility without an
indwelling catheter is not catheterized unless the

resident's clinical condition demeonstrates that

: catheterization was necessary; and a resident

| treatment and services o prevent urinary tract
" function as possible.

_ This REQUIREMENT s nat met as evidenced
Shy

. Based on recerd review and interviews the
' facility failed to provide services to improve

. who is incontinent of bladder receives appropriate

 infections and to restore as much normal bladder

i
!
!
i

|
|

Nursing staff will be re-educated on

the importance of providing service o
. improve bladder function or prevent
| decline for the individual resident based
on the assessment. '

DNS or designee will

eondnct weekly audits ¥3 to ensure
compliance and then monthly x3
with results to be reviewed at QA
meeting for further review and
recommendations.
| Date of compliance:

L 4/8/2015

3
]

1
1
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F 315 Continued From page 21 CF 315

and/or prevent decline in bladder function for 1 of
5 applicable residants in the Stage 2 sample of
- 23, (Resident #136). Findings inciude:

Per record review, Resident #136, admitted in
October 2014 and discharged on 02/20/15, was
“noted through nursing progress Nates and ~
. admigsion assessments of having yrinary l
continence but failed to receive services to :
prevent or restore normal bladder function as i
_possible. Although a care plan was supposed to i
' be written, as presented by the Gare Areg ;
Assessment {CAA) during the admission process, |
. no bladder and/p? tolleting program was inttiated
' tor Resident #136. Althpugh a care pian for ADL |
 [activities of daily living) presents an at risk for :
decreasing ability due 0 weakness, limited
- mability and increased confusion, there are no
interventions that address specific and
measurable actions for urinary incontinence.

A nursing note of 12/24/14 states, "resident
transfers via wheelchair and often self to bed and
toilet without requesting assists”. The progress
note of 12/25/14 states “. |resident] remaing
incantinent of UA (urine)". Also a 01/Q5/15
nursing note states ‘fresident] urinates in [hisfher] -
cipthes changes them in {the] room of bathroom
_and ieaves them on the floor”. The note of
C01/03/15 remarks, "makes [hisfher] needs '
" known..[s/he) toilets [him/her] galf and when fthe] |
. clothes are wet, changes them and leaves them i
- on the room or bathroom flapr”, LNA staff !
" acknowledged that there was no toiiet schedule |
_or other protocols but that ‘briefs’ were used for |
this resident. Par interview on 03/11/15 at 11:20 !
AM the Director of Nursing Service confirmed !
there was no care plan was initiated for bladder
“function and stated, "should have hean". %

|
!
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F 315 Continued From page 22 F 315
F-325
ALSO see F-232 Resident #130 the resident’s
F 325 483.25(1) MAINTAIN NUTRITION STATUS F 325 Weight has been verified.
g5=p UNLESS UNAVOIDABLE

Based on a reSident's comprehensive
assessment, the facility must ensure that a
resident -

. (1) Maintains acceptable parameters of putritional

“status, such as body weight and protein levels,

" unless the resident's clinical condition

- demonstrates that this is net possivble; and

| (2) Receives a therapeutic diet when there is a

j
I
|
nutritional problem. :

This REQUIREMENT is not met as evidenced

by
Rased on medical record review and staff
interview the facility failed to ensure that a
resident maintains an acceptable parameter of
nutritional status and receives a therapeutic diet
when there is @ nutritional proklem for 1 of 5
applicabie residents of 23 in the Stage 2 sampie,
Resident #1230, Findings include: '

Per medical record review on 31015 at.3:21
PM. Nutritional Assessment dated 12/30/14
“completed by the Registered Dietician (RD}, :
identifies that Resident #130 has had 2 weight L
‘ loss of 9 pounds over the past & months. !
Initiatives to manage undesired waight loss are to ]

: change milk to whoie and add extra margarine on ]
.trays. Encourzge snacks during the day. Monitor
. effectiveness and weight staius. Minimum Cata

i Set (MDS) identifies on 12/27/14 that the resident

|
i

Other residents have the potential
to be affected by the alleged
deficient practice. -

No other residents were negatively
impacted by the alleged deficient

practice.

An audit was conducted to ensure
residents are weighed per
policy.

Nursing staff will be re-educated on
the importance that residents

maintain an acceptable parameter of
nutritional status such as body weight
and protein levels, unless the clinical
condition demonstrates this is not
possible and receives a therapeutic
diet when there is a nutritional problem.

DNS or designee will

i conduct weekly audiis x3 to ensure
compliance and then monthly x3
with results to be reviewed at QA
meeting for further review and
recoramendations. ‘

Date of compliance:

4/8/2015
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F 325 Continued From page 23 . Fazs !
: ' i

requires set up help only for meals and has a

- weight of 127 pounds. Per review of the
interdisciplinary Care Pian dated 12/30/14
ideniifies a focus of nutritional concern due to
varied intake with downward weight trend.
Interventions to manage the focus is {0 notify
physician and dietician of any significant wight
loss/gain and to monitor changes in nutritional
status (changes In intake, abiiity to feed self,
unplanned weight loss/gain), '

!

|

Resident #130 was weighed on 6/11/14 at 135 f |

- pounds and on 1/04/15 at 121 pounds which is a ! g ;
15 pound weight loss in 7 months, Thareis no ; |
- documented weights for the months of : ' “
September, October and November 2014 and ! L . |
February 2015, Request made 10 nursing staff to i !
weigh the resident today (3/10/15) for the month ! t
of March 2015, Unit Manager (UM) returned : ! {
within a 30 minute period and voiced that the : i |
- resident weighed 111 pounds which was an ; | i
additional 10 pound loss in 2 months. : !I

: Per interview with the UM on 3/10/15 at :
approximately 4:15 PM, confirmation is made that 1
the resident was not weighed monthly per policy '

and was last weighed in Januvary 2015, Therefore ‘
the MD and the dietician were not notified of the : ]
unpianned weight ipss. Confirmation is aiso
made by both the MDS Coordinator and the UM,
at this time that the resident has nad a significant i
weight lass that has not been acdressed. ‘

. |

Fagility policy for Weights and Heights dated as 1
revised on 1/2/14 identifies that weight ghanges . |
will be reviewed by the ficensed nurse for : :
assessment with a significant weight change in |
one month and six months. i _ l
' |

i
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F 467 Continued From page 24 L F3e7 F-367 oy
E 367 483.35(e) T K Resident #21 the resident’s
i .35(e) HERAPEUTIC DIET PRESCRIBED l F 367 i Larified and d
§8=0 BY PHYSICIAN : 1et Wa§ ¢iariiled an C.Ol‘[lpare
‘ ‘ to tray ticket to confirm correct.
3

| Therapeutic diets must be prescribed by the
- attending physician.

This REQUIREMENT s not met as evidenced
by:

Based on observations, interviews, and record
reviews the facility failed to assure that the
therapeutic diet provided to 7 of & applicable
residents, of the 23 residents in the Stage 2
sample (Resident #21), was prescribed by the
attending physician. Findings include:

Per record review resident #2115 on

hemadialysis. Sihe has Dialysis 3 times a week

for End Stage Renal Disease (ESRD). There is

no care plen in the record for autrition. tnan

' interview with the Registered Dietician {RDjyon

3/11/15 at 10:20 am s/he stated that the resident

did not "trigger" for a nutrition care plan, S/he

" stated that if there had been a care plan for

_nutrition it would not contain specifics of the diet

- but would simply direct staff to look at the

- Medication Administration Recard (MAR) which

" would state what diet the resident is on. She

stated that this would happen only if the

pharmacy has carried it over onio the new MAR,
which does not always happen. S/he also stated
that LNA's can find specifics of the diet on tae
meal tray slip. The care plan contains a potential

for excess fiuid section that does not mention any

fiuid restriction and monitoring Intake and Dutput

has been discontinued as resoived.

In & review of the MAR for March and the most
recent signed Physician's Orders for February,

Other residents wha are prescrived
a therapeutic diet have the potential

_ to be affected by the alleged
deficient practice.

© No other residents were negatively
- impacted by the alleged deficient
; practice.

i An audit of residents diet order and
tray tickets has been completed.

Nursing and dietary staff will be
educated on the importance of
ensuring the correct therapeutic diet

be pravided.

DNS or designee will

conduct weekly audits x3 to ensure
compliance and then monthiy X3
. with results to be reviewed at QA
| meeting for farther review and
recommendations.
Date of compliance:
4/8/2015
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F 367 Continued From page 25 F 367

signed 2/6/15, the order states "Consistent Carb,
'Renal Liberalized Diet' and "1L {1 liter] Fluid P L
Restriction”. In a review of the meal tray slip it i )
 states that the resident is on a Consistent Carb, ! ,
No Added Salt diet with 1500 ml Fluids. The i 1
restrictions that would be on & renal diet, such as | |
- orange juics, spinach, bananas are listed under
" slikes and the RD stateg that is where any
" dietary restrictions wouid be listed (as 2 dislike |

not a restriction). In & review of fluid intak& on the '

March snack & fluid supplement sheet {which

goes not include fiuids given with medications or

when out of the facility) the residents fluld intake

has always been above 1L with the exception of ‘ b

March 5tk when sihe was out of the facility on - :

LOA (leave of absence) in the morming. ;

- The RD confirmed, in interview on a/41/15 at '; ‘ H
10:45 am | that the MD order states &s abhove. ]
The order does include 2 tineralized renal diet '

" and does not include @ no added salt diet. When :
- asked why the renal diet may have beén : |
' discontinued the RD stated that it is difficult for | |
\

_ dietary staff to coordinate the restrictions of both |

: 3 Diabetic and & renal diet and that may have i

" bean the reason for discontinuing one. [n an I '
interview on 3/11/15 at 11:10 am the Unit |

' Manager confirmed that the diet and fluid i

restriction currently oroerad by the Physician are

“not being followed.

F 431 483.60(h), (d), () DRUG RECORDS, DL F 431
go=g LABEUSTORE DRUGS & BIGLOGICALS

The facility must employ of obtain the services &f

a licenged pharmacist who establishes a system
of records of receipt and disposition of ali
controlied drugs in sufficient detail to gnable an
accurate reconciliation; and determings that drug

i
I
|
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. L F43
F 431 Continued From page 26 t F 431 ‘ No resident was affected.
. i 1 - . -
e oy || pescssons s o
intain n ro : .- .
- reconciled. | . medications were disposed of
1 . per protocol,

' Drugs and biclogicals used in the facility must be 1
labeled in accordancs with currently accepted j
professional principles. and inslude the l
- appropriate accessory and cautionary i
- instructions, and the expiration date when
:applicable. ;

' \n accordance with State and Federal laws, the

facility must store all drugs and biologicals in
locked compariments under proper termperature
cantrols, and permit only authorized personnel ta -
have access o the keys.

The facility must provide separately locked,
permanently affixed compartrments for storage of |
contralied drugs listed in Schedule i of the
Comprehensive Drug Abuse Prevention and ;
Control Act of 1976 and other drugs subjectto |
i
|

' abuse, except when the faciity uses single unit

| package drug distribution systems in which the |
“guantity stored is minimal and & missing doge Gan |
" be readily detected. 1
‘ I

| by

. Based on observation and staff interview con 3 af
: 5 units, 3 North, 3 South and First floor, the

" facility failed to dispose of expired medications

. . i
_This REQUIREMENT is not met as evidenced l
1
1

and to labe! according to regulations. Findings
include:

1. 3/9/15 at 1:39 PM during review of the
medication storage an 3 North, it was discovered

I
1
I

All residents have the potential
to be affected by the alleged
deficient practice.

An andit of medication storage
areas was conducted to ensure
no expired medication 1§
present and medications are
labeled per regulation.

Nursing staff will be re-educated on -
the importance of monitoring and
ensuring that all medications and
biologics used in the facility are
labeled in accordance with currently
acceptable professional principles,
and include the appropriate
cautionary instructions and the
expiration date when applicable.

" DNS or designee will

conduct weekly audits 10 ensure
compliance x3 weeks

and then monthly x3 with resuits

to be reviewed at QA meeting for
further review and recommendations.
Date of compliance:

418/2015
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F 431 :
- that there was a multiple dose vial of Tuberculin

: PPD in the medication refrigerator that was dated |

a3 being opened on 11/7/14. Per the Licensed L

Practical Nurse (LPN), the PPD is to be discarded

" after 30 days. S/he confirmed that the date ‘
labeled as being opened as 11/7/14 and thatit

' had not been destroyed as per protocol.

2 On 3/9/15 at 3:47 PM during review of the

medication storage on 3 South, it was discovered

that there was a multiple dose vial of Tuberculin
PPD in the medication refrigerator that was dated .

_as being opened on 12/20/14. Perthe LPN, the !

- PPD is to be discarded after 30 days. S/he ’
confirmed that the date labeled as being opanéd
as 12/20/14 and that it had not been dastroyed as
per protocol.

1
!
!
|
i
I
!

3. On 3/9/15 at 3:47 PM during review of the
medication storage on 3 South, it was discovered
that there was & multiple vial dose of influenza
vaccine Aluria that was opened, but there was no
date as to when the vial was opened. Fer the

. had been opened and did not know how 1ong it
had been in the refrigerator.” Further confirmation !
from the LPN that the vaccine should not be used [

- without knowing how long it had been opened.

“ 4. On 3/9/15 at 3:61 PM during review of the
" medication storage on the medication cart on 3
South, it was discovered that there was a botile of !
Morphine Sulfate (MSQ4) aral satution 100mg/mi. .
' The resident that it was desig nated for expired on
L 2/18/15. At 3:54 PM the Registered Nurse (RN),
. controlled substance and narcotics are to be :
destroyed by the DON and a nurse and they try to
do it often. S/he confirmed that it had been an
extended periad of time since the resicent

LPN, s/he could not confirm the date that the vial . -
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F 431 Continued From page 28 - F 431 |
expired and tha medication should have been ‘
destroyed. Per review of the faciity protocel with
the Director of Nursing on 3/11/15 at 12:19 PM,
s/he confirmed that the dastruction is te be done
immediataly. ' !

1

5, On 3915 at 3:51 PM during review of the L

. medication storage on the medication cart on 3 |

_ South, it was discovered thal there was a (MS04) ;

- BOmg/ml cassette for infusion via infusion pump

e mtod e filed ori 210115, The residen the |

" medication was designated for expired on :

2/19/14. AL 3:54 PM the RN, controfied :
substance and narcotics are fo be destroyed by
the DON ard a nurse and they try to do it often. ;

" &/he confirmed that it had been an extended '

period of time since the resident expired and the

medication should have baen destroyed. Par :
raview of the facility protocel with the Director of - o f
Nursing on 3/11/15 at 12:15 PM, sfhe confirmed \ ‘
that the destruction is to be done immediately. _ i

6 On 3/9/15 at 3:51 PM during review of tne
medication storage on the medication cart on !
South, it was discovered that there was MSC4
- Hi-concentrate 1mg/mlin 0.9% Sodium Chloride
* cagsetie for infusion via infusion pump that had i
an expiratior date of 2/13/15. The resident that it
“was designated for had expirzd on 2/7/15. At : i
' 3:54 PM the RN, contralled substance and ;
. narcotics are fo be destroyed by the DONand a l
H

H
i
i
1
i
|

|
nurse and they try to do it often. $/he confirmed !
_that it had baen an extended period of time ginca | i
the resident expired and the medication should :
have been destroyed. Der review of the facilty !
protocot with the Director of Nursing on 3/11/15 at | :
12.15 PM. s/he confirmed that the destruction is
"to be done immadiately. |

|
i
|
!

: :
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F 431 Confinued From page 29 j F431: i
7. On 3/9/15 at 3:51 PM during raview DI the : :
medication storage on the medication cart on 3
South, it was discoversd that there was a botfle of
Roxanol 20mg/m! soluticn for & resident that had
expired on 2/14/15. At 154 PM the RN, :
controlled substance and narcotics are to be i
destroyed by the DON and a nurse and they try to

do it often. S/he confirmed that it had beenan :
“ axtended period of time since the resident :
‘ expired and the medication should have begn i
destroyed. Per review of the facility protocol with |

- the Director of Nursing on a5 at 12:15 PM, ]
]

|

“gfhe confirmed that the destruction is to be done
Cimmedlately.

.8. On 3/9/15 at 5116 PM during review of
" medication storage refrigerator an the First floor, |
it was discovered that there was an opened l
" multi-use hottle of Humalog insulin that did not ¢
_have a date ag to when opened and per :
confirmation of the nurse, s/he did not know how
“long the insulin had been in use. : ‘
F 441 48366 INFEGCTION GONTROL, PREVENT . F 441, | '
sg=p SPREAD, LINENS _ I

The faciiity must establish anc maintain an
Infection Controt Program designed to provide a :
safe, sanitary and enmiortable enviranment and : |
io help prevent the gevalopment and fransmission” , |
of disease and infection.

|
. (a) infection Control Program o ; \
" The facility must establish an infection Control i ‘
' Program under which it - ; i 1
- (1) Investigates, controls, and prevents infections | *
in the facillty; ! i l
(2) Decides what procadures, such as isolation, : i

|

B should be applied to an individual resident; and :
i i
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F 441 : Continued From page 30 i

: (3) Maintains a record of incidents and corrective .
" actions related to infections.

(b} Preventing Spread of Infaction
(1) When the Infection Control Program
determines that a resident needs isolation to
_ prévent the spread of infection, the facility must
isolate the resident.
(2) The facility must prohibit employees with a
_communicable disease or infected skin esions
from direct contact with residents or their food, if
direct contact will transmit the disease. :
(3) The faclity must require staff to wash their
‘ hands after each direct resident contact for which
- hand washing is indicated by acCepted
- professional practice.

(¢) Linens .

" Personnel must handle, store, process and
transpert linens so as o prevent the spread of
. infection. |

This REQUIREMENT is not met as evidenced
by

Based on observation and staff interview the

facility failed to implement infection Prevention

measures for one resident [Resident #54] of 23

residents in the sample group.  Findings include: .

Per record review Resident #54's diagnoses ‘
include Chronic Airway Qbstruction, with a history -
of Upper Respiratory [nfection in February 2015, |
Resident #54's treatment includes respiratory
inhalers and oxygen for shortness of breath. Pér

" interview on 3/10/15 at 1:00 P M. Resident #54

| basis. Per ubhservation on 31015 at 11:30 AM.

F 441]

|

Resident #54 Oxygen cannula
tubing, and sterile water container
for humidification was replaced.

Other residents who require
oxygen have the potential

to be affected by the alleged
deficient practice.

No other residents were negatively
impacted by the alleged deficient
practice

An audit of residents has been
Conducted to ensure that oxygen
Supplies are replaced and dated
weekly.

Nursing staff will.be re-educated on
the importance of checking and
replacing oxygen supplies weekly to

provide a safe sanitary environment

and to belp prevent the development
and transmission of disease and
infection.

DNS or designee will

conduct weekly audits x3 to ensure
compliance and then monthly x3
with results to be reviewed at QA
meeting for further review and
recommendations,

Date of compliance:

4/8/2015

I
reported that s/ne uses the oxygen on a nightly 1
i
1
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' the nasal cannula, oxygen lubing, and sterile : !

. water container for humidifying tha oxygen for !

' Resident #54 were dated 2/24/15, Per interview | i
with the unit's nurse on 3/10/15 at 1:30 P.M,, the !
facility's infection Prevention protocol for oxygen ;
equipment is to replace the nasal cantuila,
oxygen tubing, and sterile water contginer every
week and to mark the date on the equipment : ‘ :
when it is replaced. The nurse confirmed the date

" on Resident #54's oxygen equipment was dated : _
5/24/15 and had not been changed on ¥/3/16 of : ,
the prior week as per the facilily's Infection :
Prevention protocol, and was due o be changed . :
again on ihe day of the interview. o i i

|
\
|
i
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