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Correction date \o ‘ "‘Dh °
The following deficiencies relate to the
investigation of complaint #44919 & #45144 and
incident #45213. (See code of Federal
Reguiations (45 CFR) Part 483, Subpart B-C).
F 226 | 483.13(c) DEVELOP/IMPLMENT F 226 / 0/2/208
=D | ABUSE/NEGLECT, ETC POLICIES S
58=D P [ A ce

The facility must develop and implement written
policies and procedures that prohibit

mistreatment, negiact, end abuse of residents _u‘ C\ C C( .
and misappropriation of resident property. o C

44 |
PRI
This REQUIREMENT is not met es evidencad
by:

Based on observation, clinical record review and
staff interviews, the fagility failed to report e
possible resident to resident abuse to the
department as policy directed.

{Resident #9 & #11) The fadllty reported a
census of 89-residents -

Findings include:

The facility Abuse Prevention and Reporting
Policy undated included:

It is the policy of Willow Gardena Care Center to
protect its residents from mistreatment, neglect,
abuse and misappropriation of resident property
and that all allegations of abuse wiil be reported
and investigated,

Sexuel Abuse is defined as but not imited to
sexual harassment, sexual coercion or sexual

TITLE () DATE

{, /Ol/zfl /2012

Any defickency statamant ending with gn asterisk (*) denotes a defickency which the instiution may be excused from correcling providing it is detemined that
olher safeguants provide sufficent proteciion to the patiants . (See [nstructions.) Exceptior nursing hemes, the findinga siated above are disciosabile 60 days
tollowing the date of survey whether or not a plan of cormection is provided. For nursing homes, the ahova findings and plans of cormection are disciosable 14
days folowing the dale thesa documerrts s made avatable to the faclity. i deficiencies are cied, an approved plan of comection |s requisite t Cominued
pragram pertcipation.

DIRECTOR'S OR P!

R!SZJER REPRESENTATIVE'S SIGNATURE
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assault

As an employee of & nursing fadiiity, you are a
mandatpry reporter and B3 such, ybu are 1o make
an immediate report of suspected dependent
adult abuse to the Department of Inspections and
Appeals as well as the persan in charge at the
time. Supervisory staff to identify inappropriate
behavicrs.

1. Duting intarview on 9/9/2013 et 11:15 a.m., the
Administrator reported Staff N, carlified nurse
pide, CNA first observed Resident #9
inappropriately touch Resident#11, and reported
it to Staff O, licansed practical nurse, LPN on
71413, Staff O indicated he/she reported the
observation to Staff K, registered nurse, RN, but
Staff K failed te recall the report. On 8/25/2013,
Staff N observed Rasident #9 kiss Resident #10
on the lips. Staff providad 15 minute checks of
Resident #9 until his/her discharge from the
facllity. The administrator reported ail staff
received education regarding the reporting of
alleged atusze.

During interview on 9/5/2013 at 11:50 a.m., Staff
N, CNA reported on 7/4/13, during the day shift,
hefsha entersd the resident's lounge and
observed Resident #@ standing near Resident
#11'a wheel! chair, cupping and rubbing the
residents right bresst and rubting the residant's
am, Staff N said "excuse me" and Rasident #9
toid Residant #11 hefshe would see tham iater,
as if Resident#11 could respond. Staff N
reported the obsarvation to Resldent #9's charge
nurse, Staff O, LPN and they put Resident #11 in
bed.

On 8/25M3 Staff N obsarved Resident #0 kiss
and embrace Resident #10 mutually. Staff N
coughed loucly lo get thair attention and the
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residents separated. Staff N wrote a statement to
the administrator and reporied it to the charge
nurse.

During interview on 9/5/2013 at 12:01 p.m., Staff
0, LPN reported on 7/4/13 Staff N reported
observing Resident #3 touching Resident #11
inappropriately. Staff O told Resident #9 he/she
"coukin't do that" Bs the resident walked past the
nurse's station, and reported it to Staff K.

‘| .During intenview on 9/5/13 st 11:15 a.m., Staff M,
Spcial Services reported Resident #9 liked to help
the residents, they educated the resident about
relationships with cognitively impaired residenis,
and behaviprs that included hand holding and
kissing. On July 4th the resident touched
Resident #11 inappropriately on the breast, and
stated hefshe attempted o get & reaction from
the resident. The administrator read Resident
#9's progress notes on approximately 8/22/13,
and they foliowed up with an investigation and
reposts to physicians and families. On July 4,
Staff O, LPN failed to report the observation to
SUpEeIVISars.

During interview on 9/5/13 at 12:45 p.m., Staff K,
RN Indicated staff failed to report the
inappropriate behaviors observad on July 4. Staff
K had prior cbservetion of Resident

#9 hplding hands with other resldants and nothing
mpre. On 8/25H3 staff reported observing
Resident #9 and #11 kissing, and Staff K reported
it tD the Bdministrator and director of nursing,
DON and made frequent obsarvations of the
residents. Since then they educated staff
regarding the reporting of potentiai abuse.

During interview on 9/9/13 at 12:00 p.m., Staff P,

F 226
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CNA reported previously observing Resident #9
with his/fher hand on Resident #11°s thigh and
Reasident #9 kissed Resident #11 on the cheek.
Siaff P failed fo report the ohservation unti the
edministrator questioned him/her,

& The minimum data set (MDS) assessment
dated 6/5/13, documented Resident #11 had
severely impaired cognitive skills for daily
decision making and long and short term memoty
impsirment, rarely/never made self understood,
and spmetimes able to understand others. The
resident required total staff assistance to dress,
pat, pnd transfer from one surface to another with
the use of 8 mechenical lift. The MDS indicated
the resident had diagnoses including aphasia,
unspecified intellectua! disabilities, Bnd muscle
weakness.

The Care Plan directed staff to provide
supervision, cues and provide stimuli, caim
resident if signs of distress develops, and
observe for changes [n condition that may effect
cognition.

Resident #11's progress notes failed to include an
entry for 7/4/13,

Observation on 9/5/13 at 10:00 a.m_, revealed
Resident #11 seated in B high back wheel chair
with foot pedals. The resident failed to verbally
respond to questions.

b. The MDS assessment dated B/7/13 revealed
Resident #9 had moderately impaired cognitive
skills for daily decision making, ambulated in the
facility independently with supervision, ovarsight,
encouragement or cues. The MDS revealed the
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resident had diagnoses including Btroke,
dementia and depression.

Tha Care Plan with |ast care plan conferance
dated 8/27/13 indicated Resident #9 had a
problem initiated 11/10/2010: polential for
problams with behavior related to history of
resident becoming involvad with female residents
snd refusing to stop bahavior when educated.
Long Tarm Goal: resklant will not overstep
boundaries with female residents. It directed staff
to use approaches including redirect residant if
inappropriate with female residents, supervise
residant in faciity as neaded, aliow resident to
make g imany decisions as is practical related to
care.

Resident #9's Nurse Progress Notes documented
on 7/4/13 at 9:15 a.m., Staff documented ths
resident was sean by staff fondiing, rubbinga
confused resident'a breast. When staff explained
to Resident #9 tha behavior was inappropriate,
he/she walked away.

F 281 | 483.20(k)(3)(i) SERVICES PROVIDED MEET
58«0 | PROFESSIONAL STANDARDS

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

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff and family interview,
the facility failad to foliow physician orders for one
of eleven rasidants reviewed. (Residert#7). The
tacility census was

Findings include:

F 226
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1. The Minimum Data Set (MDS} assessment
dated B/20/13, reveaied Resident #7 had
moderately impaired cognitive skills for daity
decision making, required extensive assistance of
one staff to transfer from one surface to another,
use the toilet and ambulate in the room. The MDS
indicated the resident had diagnoses including
anemia, hypertension, diabeles, attared mental
stafus, gastrointestinal hemorrhage, difficulty in
walking, muscle weakness, and symptoms of

iack of coordination.

The Physician Order Report dated 8/26/13
inclded knee sleeve o right knee to be used as
patient transfers pr is embuiating, not needed
when patient is resting.

Nurse notes on 8/27/13, documented the facility
raceived facsimiles from the physicien with
several new orders including knee sleeve to right
knee fo be used during transfers and ambulation,

Dbservation on 9/4/13 at 10:50 am., revealed
Resident #7 in the wheei chair in the robm.
Observatinn revealed a sign from therapy in the
room on the closet door directing staff to have
resident wear right knee sleeve during aii
transfers. Observetion revealed an empty knee
sleeve box on the night stand near the resident's
bed.

Dbservation at 12:15 p.m., reveaied the resident
seated in the room in the wheel chair withcut a
right knee sleeve.

Staff I, certified nurse side, CNA reported looking
for the knee sleeve earlier that morning but failed
io find #. -
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During interview on %4/13 at 1200 p.m.,
Resident #7's family member reported staff called
asking if he/she took the knee sieave home. The
tamily member reported labeling the knee sleeve,
tha facility lost it and # had been missing a long
time.

483.25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

Esch resident must receive and the facitity must
provide the recessary care end services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
sccordance with the comprehensive assessment
and pian of care,

This REQUIREMENT ' is not mat as evidenced
by:

Based on clinica) record review, and staff and
physician interviews, the facifity falled to
appropriatety assess and provide intervention,
and notify one resident's physician in a timely
menner for 2 significant change in condition for
one of eleven residents reviowed (Resident #2).
The fadility reported a census of 69 residents,

Findings Include:

1, According to the MDS (Minimum Deta Set)
dated 06/28/2013, Resident #2 had moderatety
rmpaeired cognitive skills for daity decision making,
usualty hed the ability to make seif understood
and underatand others. The resident required
extensive assistance of one staff tn transfer from
one surface to another, used a wheel cheir and

F 281

F 309
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walker for locomotion. Resident #2 had
diagnoses including Schizophrenia, atrial
fibrillation, refux disease, hypertension and
peripheral vascular disease, The MDS slso
indicated the resident had no shortness of breath
(dyspnea).

The Care Plan indicated the facility addressed
Resident #2's problems including:

a. Infection related to respiratory infection with a
siart date of 07/18/2013 and directed staff to
encourage fluids, provida medications and
freatments as ordered and monitor condition and
nolify doctor of worsening symptoms.

b. Ineffective airway clearance related to
accumulated lung secretions sécondary to
pneumonia, and directed staff to administer
medications and monitor efficacy. auscultate
breath sounds as needed, provide treatments
including nebulizers/inhalers/oxygen as nrdered
and monitory efficacy, notify MD of resident
illness and any changes in condition, and vital
signs as ordered and pulse oximetry as ordered
and as needed. .

¢. Other problems identified included required
restorative nursing, potertial for complications
related tp Barret's asophagus/GERD, bladder
incontinence, anemia, antipsychotic medication
use, potential for signs and symptoms of
dehydration, impaired skin integrity, behavioral
symptoms manifested by resisting cares at times,
activities, at risk for fluid volume deficit, pain,
need for assistsnce with activities of daily living,
and short term memory loss,

Resident #2's Physician’s Orders included the
foliowing:

a. 07/17/2013 - Tessalon capsule; 200 mg
{rrilligrams}), one oral three times a day at 8:00
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L a.m., 5:00 pm., and 8:00 p.m. for cough._ And,

_ j one capsule three times & day as needed for

cough.

b. 07/01/2043 - Tussin DM liguid 5 ml {milliliters);
two teaspaons as needed for cough four times s
day.

c. 07/17/2013 - Chest x-ray

¢l. 0711872013 - Levaquin 500 mg daily for ten
days {entibipic}. Repeat chest xray in twp
weeks.

. 08/02/2013 - No new ordars following the
repeat chest x-ray resuits on 08/01/2013.

Chest X-ray reaults included:

a. 07/1BR2013:

impression: Mild hazy right basilar density. In
dinical context of cough, fever, elevated white
blood count, or other signs of lung infection,
findings woulkd be compatible with pneumonia;
otherwisa etelectasis shouid be considered.
Findings are new in comparison to prior study.
Foilow up chest x-ray suggested as clinicaliy
werranted. Mild Cardiomegaly, COPD
{amphysematous changes}, mild estecporosis,
mild degree of ostecarthritis.

b. 08/01/2013:

impression: No radiographic evidence of acute
cardiopulmonary disease, intervai reeclution of
right basilar hazy opacity. Right apical pleural
thickening, unchanged, mild prominence of heart
size, chronic obatructive pulmongery dizessa, mild
osteoporosis and osteoarthnitie.

The Medication Administrstion Record included
the following:

a. On 08/01/2013, Staff A, LPN {Licenseg
Practical Nurse} administared pm (B3 needed}

Tessalon capsule end Tussin DM syrup. The

F 309
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record failed to identify me administered.

b. On 08/01/2D13, Staff A administered scheduled
medications including Tessalpn capsuls at 5
o'clock p.m. and-8 o'clock p.m.

¢. Tha July medication administration recard
reveaied the resident received Levaquin 500 mg
once a day from July 18,2013 through July 27,
2013, :

The Psychiafric Physician's Progress Note dated
08/01/2013 reported Resident #2 had e
hospitalizaticn a couple of months pricr related to
dehydration.

‘| Resident #2's Progress Notes on 08/02/2013
included:

a. 10:46 a.m. - Physician returned chest x-ray
results, no new orders.

b. 8:08 p.m. - Staff A noted resident coughing,
resident had dry croupy cough without phiegm.
Lung sounds clear throughout bitaterally, oxygan
saturation {Q 2 SAT) on room air at 91%. -
Repeatedly asked resident i he/she had pain.
Resident would not or could not cornmunicate
needs to nurse. Resident alert and sitting on bed
side. BP (blood pressure) 132/68, P (puise) 80, R
{Respiration) 22. Resident given Tussin DM 10 ml
for cough at this ime.

c. 842 p.m. - 8taff A noted resident continues to
cough, sounding like @ bark. No phlegm brought
up, fung sounds claar throughout. Rasident does
not communicate naeds, waving arms through air
stafing "this is it” over and over. Trying to lay
resident down and calm, head of bed up at 45
degrees. Apparent Tussin DM had no effective
results. Given Tessalon capsule 200 mg. O 2 SAT
91% on room air. BP 148/70, P 80, R 22, Temp
87.7 degrees.

d. 9:48 p.m. - Staff A noted no effective results -
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from Tessaipn capsule. Resident continues bark
like cough, though less frequent Lying in bed with
HOP up at 45 degrees and O 2 SAT on foom air
at 88%, respirations increasing to 24, no Jung
congestion and no phlegm. Temp 98.0 degraes.
e. 10:00 p.m. - Staff Adocumnentad resident had
small emesis of pink liquid which may be Tussin
DM. Resident barking cough continues, resident
elert but not making sense with verbaization to
staff. P 90, R 24, BP 140/72, O 2 SAT on room air
at 81%. .

f. 10:16 p.m. - Staff A documented resident
experiencing extreme respiratory distress,
shaking severely. BP 184/88, R 16, D 2 SAT on
room air 80%. Resident unable to communicate
needs. Nursing intervention to place resident on
axygen at 2 liters via nasal cannuia, and calf to
the physician.

g. 10:30 p.m. - Staft A documented the on cafl
Physician called and ordered the resident transfer
{o the hospital.

h. 10:35 p.m.- Staff A documented a call o tha
ambulance for transport and notification of the
DON {Dérector of Nursing).

l. 10:40 p.m.- Staff A documented a call to the
hospital {o provide information regarding transport
of resident with exdreme respiratory distress with
O 2 SAT at 70% on room air with nursing
intervention of O 2 at 2 liters bringing SAT up to
88%. Rasident continues croupy/hoarse cough
and hyperventilation. Staff faxed the resident's
IPOST to the hospitai {towa Physician's Drders
for Scepe of Treetment). On 04/12/2013 the
resktenrt requested CPR (Cerdiopuimonary
Rasuscitation attempt) with limited additional
interventions induding: Do Not use Intubation or
mechanical ventilation. Transfer to hospital if
indicated, may include criticat care.

j. 08/03/2013 et 5:10 a-m., the facility received
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notice the resident passed ewey.

Hospital records revealsd Resident #2 passed
away st the hospital on 08/03/2013 at 4:07 a.m.
The Dischargs Summary dated 08/03f2013
included: Discharge Diagnoses ingluded
Respiratory faiture, failure 16 thrive,
Schizophrenia, and Cachsxia.

The History and Physical dated 08/03/2013
reported the facility notified the physician that
Resident #2 had respiratory distress with a
request to transfer to the emergency rocom for
further evaluation. The emergency room staff
Intubated the resident due fo resplratory distress
end hypoxemia. The cause of death had been
listed as cardiorespiratory failure and acute,
ehronic respiratory faliure with hypoxesia and
faiiure to thrive.

Emergency Department notes included:

At 10:00 p.m. patient vomited, possible
aspiration. Blood glucose 223, patient became
slowly unresponsive in ambulance, began
bagging, patient has weak respiratory effort.
Shorinass of breath with gradual onset, duration
of two hours, severs and constant, and
worsening. Chrenicity: New. Clinical impression:
primary encounter diagnosis was aspiration
preumonia, and elso pestinent diagnosis of
respiratory faiiura.

Chest X-ray 08/03/2013 at 1.:37 &.m. - New dense
consclidation is present in the left lung base,
incregsed patchy airspace disease in the perihifar
regions and upper lobes, possible small left
pleural effusion, pulmonary vaescular markings
are poorly visualized, cardiac sithouetie is poory
visuaiized. Impression: New dense
pleural-parenchymal changes in the left lung
base, increased petchy, bilateral perihilar and
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upper iohe airspace disease.

The facility Physician's Discharge Summary

dated 08/30/2013 revealed Resident #2's final
diagnosis "as sbova”. Tha form revealed the
admitting diagnoses included: rehabilitation, atrial
flutter, muscle weakness, hypertension, anemia
of chronic disease, esophagltis, Barrett's
esophagus, peripheral vascular disease,
hypothyroidism, chronic Schizophrenia, pbsessive
compulsive disorder, GERD, generalized pain.
Expired at hospital on 08/0372013.

Duitng a phone interview on 09/09/2013 at 3:20
p.m., Resident #2's primary physician reporied
hie/she would have expected notification from
facility staff when the resident's O 2 saturation
leve! fell below 90%, espedially after what the
resident experienced e couple of months prior
inciuding hospitalization retated {o dehydration
and renal failure, The physician felt the facllity
should have reacted, and stated " woujd have
thought they would have been ail over that”. Tha
physician Indicated when a residont starts sayling
things kke "this is it" and "help me", they usuaily
know, and usually know when they are dying. The
resident raaily didn't have much of an underlying
respiratory diserse, they should have cailed.

During en Interview on 09/03/2013 at 2:20 p.m.,
Staff A reported Resident #2 had an acuts
respiratory episode with a bark like cough that
began around & o’'clock p.m. Staff A administered
two pm [as needed] medications, raised the head
of bed, but the coughing continued. When the
night shift nurse amrived Staff A and Staff B, RN
{Registered Nurse) checked on tha resident
again and started oxygen. When a resident's O 2
SAT fall below 50% they usuaily notify the

F 309
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physician since most doctors want it maintained
at 90%. Staff C, RN came into the residents
room as well. The resident denied pain but stated
"This is it". As soon as Staff B arrived, the
resident declined and they decided to starnt
oxygen and notify the physician. The resident's
sympioms began argund 8 o'clock p.m. On
09/09/2013 at 2:20 p.m. Staff A told the surveyor
he/she should have notified the physician when
the resident's © 2 SAT were at B8% at 9:48 p.m.
according to the nurse's notes. Staff A indicated
the two entries for prn [as needed] cough
medicine entared on 08/01/201 2 were actualily
given on 08/02/2013 with no times on the
medication record.

During en interview on 09/03/2013 st 3:49 p.m.,
the DON revaaled if Staff D did the resident
assessment, hefshe should have documented the
assessment, Staff should have provided
interventions for Resident #2 including cough and
deep breathing with © 2 SAT at 88%, and if that
fails to work, notify the physician. if O 2 SAT fail
below $0%, staff need to provide interventions
depending on the resident. The DON and
Administrator interviewed staff regarding the
resiklent's chenge in condition and death because
some staff voiced concems. When Staff A
reported intarventions provided and not
documented. The administrator asked Staff A to
enter the information in the nurse's notes
identified with * {&stenisk) as a late entry. The
nurse’s notes revealed Staff B made late entries
including 10:16 p.m. and 10:25 p.m.
documeantation on 08/02/30t3 in the
computerized notes. The computerized charting
fails to document tha time nurse’s actually enter
the information.
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During interviews on 09/03/2013 and 09/09/2013
tha Administrator reported during the investigation
he determined siaff assisted the resident to bed
around 7:00 p.m., and Staff A attended the
rosidant's cough around 8:00 p.m. After that Staff
D went into the resident’s room to do a treatment
on the resident's rcommate and Staff E, CNA put
the rebmmate to bad. Around shift change,
Resident #2's coughing increased, had an
emesis, and three nurses; Staff A, Staff B, and
Staff D attended to tha residant's needs, and
Staff A notified the physician. With the chain of
events that occurred, the assessment and
interventions appeared appropriate. The DON
teard from ataff they had concems, that's why
they did the investigation.

Dufing an intenview on 09/03/2D13 at 2,33 pm.,
Staff D, RN reported orienting at the faclity
08/02/2013 on second shift with Staff A, LPN. At
approximately 7:30 p.m. Staff D performad
Resident #2's treatment and failed to note any
unusual signs or symptoms. At approximately
8:00 - B:30 p.m., an aide reported the resident
experienced foud coughing. Staff D stayed busy
providing resident treatmanis. A lttle before shift
change, at approximataly 9:50 p.m,, Staff D heard
the cough from near the nurse's station. Staff F
and Staff G, CNA's (Certified Nurse's Aldas)
asked Staff D to assess Resident #2. Tha
resident appeared red and Staff Dt told Staff A the
resident didn't appear "right”. Staff D assessed
tha resident and found hefshe had O 2 SAT in the
low 70's. Staff D asked the night shift nurse, Staff
B, 1D gat oxygen and they administered O 2 via
nasal cannula and raised the head of bed up.
They psked the night shift supervisor to ashist.
Staff D assessed the resident's vital Bigns three
times and monitorad his/he oxygen saturation
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levels. The resident communicated "help me".
The cough changed to a bark like sound near
shift change. Staff A reported he/she
administered something for the cough and there
was nothing more they could do for himfher. Staff
D instructed Staff A to call the physician with O 2
SAT in the 70's, and dropped further into the &0's.
With the oxygen the saturabon levels increased o
80. staff D reported he/fshe did not administer Bny
cough syrup, and did not ses Staff A administer
any cough medicing. Staff 1 indicated hefshe
checked the resident's vitals and Q 2 SATS threa
Aimes, documented on paper and handed to Staff
A to document in the nurse's Progress Notes.

During &n interview by phone, Staff G, CNA
reported working second shift on 08/02/2013.
Resident #2 baegan coughing at the end of second
shift. Staff G and Staff F heard the resident sey
"Please help me, can' breathe”. That wasn't
nerpal for the resident. Staff F asked Staff A to
please send the resident to the hospital. Staff G
observed Staff A sdminister cough syrup around
10 o'clack p.m. Staff G reperied staff were very
upset over the incident, and he/she quit working
at the facility,

During an interview on 09/09/2013 at 945 a.m.,
Staff B, RN reported working from 6:00 p.m. ¢n
08/02/2013 until 6:00 &.m. on 08/03/2013. Staff B
went to Staff A at appraximately 10 minutes after
10:00 p.m. to get report for the remainder of the
night shift. Staff O was in Resident #2's room.
Staff A told Staff B "'l let you take over”. Staff B
told StaffA, "No, fet's see what's going on".
Resident #2 had Oxygen Saturation levelsin the
60's. Staff B ran to get oxygen and told StaffAto
call the physician. The aides working reported
they told Staff A for B couple of hours the rasident
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needed something. The resident pppeared
clammy and had distressed breath sounds.

During Bn interview on 09/409/2013 at 10:00 a.m,
Staff C, RN reported working the night shift on
08/02/2013. At 10:00 p.m. Staff C wert to
Resident #2's unit, heard about the low oxygen
levels, and observed the resident with shortness
of breath, awake, but not responsive and not
taking. Staff A said the resident "was fine" and
"fust coughing”.

-During an interview on 09/04/2013 at 6:00 p.m.,
Staff F, CNA raported working the night shift on
08/02/2013. When Staff F arrived on the unit,
he/sha heard Resident #2 coughing. Staff F and
Staff G did rounds at the change of shift. Staff G
became upset and reported Resident #2 stated
"help me”, and continued to cough,. Staff F told
Staff.A, hefshe needed to assess the resident,
that was not normai for the resident. Staff A stood
in the hail and sald the resident was " fine", had -
a pormal x-ray yesterday, and that he/she had
coughed for two hours, Staff F cbsarved Staff D
end asked himMer to assess the resident. Staff D
assessed the resident and found the oxygen
saturation level in the 60's. Staff B and Staff D put
oxygen on the resident and it [0 2 level] did
increase somewhat. Staff F observed StaffA
administer cough syrup et approximately 10:00
p.r. Staff F reported belng very upsst over the
incident.

During an interview on 090372013 at 2:00 p.m.
Staff H, CNA reported working sscond shift on
08/02/2013. Around 8 o'dock p.m. Resident #2
raported not feeling wel, had coughing and
wanted to speak to the nurse. Staff H reported it
to Staff A
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55=G | HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and pssistance devices b
preverit accidents,

This REQUIREMENT is not met as evidenced
by:

Based on clinicel record review, staff and family
interviews, the facility fafled to plan for and direct
nursing services to ensure Resident #7 received
adequate supervision against hazards in the
envifonment Concerns were identified for one (1)
of eleven (11) residents. The facility reported a
census of 69 residents.

Findings include;

1. The MDS (Minimum Data Set) dated
08/20/2013 reveated Resident #7 hed moderetely
impaired cognitive skitls for daily decision making
skitts. The resident required extensive assistanca
of one staff to-transfer from one surface to
another, use the toilet and ambutate in the room,
The MDS reported the resident's balance as not
steady and only able to stabilized with staff
assistance during transition and walking including
moving from seated to standing, walking, tuming
around, moving on and off toitet, snd during
surface to surface transfer. The MDS indicated
the resident had diagnoses including anemia,
hypertension, diabetes, sltered mentai status,
gastrointestinal hemorrhage, difficutty in wafking,
muscle weakness, snd symptoms of lack of

FORM CMS-2567 (12-99) Previaus Vars'ons Obsolste Evars iD: 8LYCH Faclily iD: LAGB4T i continuation sheet Page 18 of 22




DEPARTMENT DF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDACAID SERVICES

PRINTED: 10/03/2013
FORM APPROVED

OMB NI, 1

| STATEMENT DF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLLA
AND PLAN OF CORREGTION IDENTIFICATION NUMSER:

165171

(%2} MULTIPLE CONSTRUCTION %) DATE SURVEY

A. BUILDING

COMPLETED

B. WING

C
09/16/2013

NAME QF PROVIDER OR SUPPLIER

WILLOW GARDENS CARE CENTER

STREEY ADDRESS, CITY, STATE, Z3° CODE
455 316T STREET
MARION, 1A 62302

431D SUMMARY STATEMENT CF DEFICIENCIE S
PREFIX [EACH DEFICIENCY MUST BE PRECEDED BY FLLL
TAG REQULATORY OR LSGC IDENTIFYING INFORMATION)

10
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION o
(EACH CORRECTIVE ACTION SHOULD RE COMPLETION

GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY}

F 323 | Continued From page 18
coordination.

The resident's Care Plan with last care
conference dated 08/20/2013 included:

1. Probiem: Resident unable to complete ADL
care needs independently, related to weakness.
from LTI {urinary tract infection), arthritis,
macular degeneration, contraction of fingers with
& start date of 06/11/2013.

2. Problem: Potentia! for injury from falls related
to weakness, macular degeneration, arthrits with
a start date of 06/11/2013.

3. Altered visual function related to macular
deganeration.

4. Potentiai for injury reiated to diagnosis of
ostetipenia.

On 07/18/2013 the care plan added knee sleeve
on to right knee during transfers or when
ambulating. Not needed when resident was
resting as resident will comply."

On 06/11/2013 the care plan added fall risk
assessment es neaded, keep fioors clean, dry,
free of clutter, encourage and essist resident to
wear wall itted shoes or nonekid socks when out
of bed, keep frequently used Bems within easy
rarch, call fight within reach, answer requests fot
assistance promptiy, PT {Physical Therapy)
consult gs neaded.

On 06/22/2013 the care plan added, explain ail
care/proceduras, maintain safe environment,
avold twisting motions when moving/positioning to
avoid pathological fractures, provide essistive :
devices for safety, provide needed assistance
with bed mobifity, transfers, and ambuiation,

On 08/22/2013 the Care Plan added Resident #7
had bed Bnd chair aiarms.

The August Physician’s Order forms failed to
include Resident #7's aiarms.
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The September Treatment flow shest identified
Resident #7 had a pressure elam in the bed and
chair oh 08/26/2013, open ended.

The Incident’Accident Report dated 0B8/22/20132 at
10:00 a.m. reported Resident #7 stood up from
toilet and fell, alerted by resident's roommate,
found lying on back with head against wall,
without bumps, bleeding, lacerations noted. Staff
re~educated. '

The Murse's Motes dated 08/22/2013 at 10:15
a.m. revealed Resident #7 sustained a fall in the
bathroom. Staff K found the resident on the fioor
with hissher head up against the wall. The
resident denied pain until he/she attempted to
straighten the legs, and then complained of right
hip pain. Btaff assessed the resident, notified
physician and family and transfarred the resident
to the emergency room.

Tha Nurse's Notes at 1:15 p.m. documentad tha
resident admitted to the hospital with a right hip
contusipn and head injury.

The Nurge's Notas pn 08/26/2013 at 9:45 am.
revealed the resident returned tp the fecility, and
admitted to & skilled [evel of care with history of
fall, weakness, alert and oriemtad to self and
place. The resident stated "buch” when
exiremities touched.

According to the Nurse's Notes pn 08/27/2013
the facility received faxes from physician with
several new orders including knee sleeve to right
knee to be used during transfers and amb ulation.

The Physician Discharge Summary signed
08/26/2013 included:

Discharge Diagnpses: head injury, closed without
LOC (loss pf conscipusness); hyperension, type

F 323
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I diabetes,

Hospital Course: Closed head injury bfter a fall,
CT head showed two small foci of hemorrhage
within the [eft lateral ventricle, repaat head CT
was done in 24 hours to essess for stabiiity,
showed slightly expansion of hematomna, but no
active bleeding, neuro stable.

The Encourter notes, Progress Notes dated
08/22/2013 revealed Resident #7 admitted to
inpatient and discharged to the facifty on
GaR262013.

During an interview on 09/04/2013 Resident #7's
farnity member reporied on 08/22/2043 the
resident fell from the toilet. The resident had a
brain dleed and spent the weekend in the.
hospital Normally staff stayed with the rasident
whila on the toilet. The resident had a Gl
(gastrointestinal) blead in August and had been
getting stronger.

During an interdew on 09/04/2013 at 4.00 pm.
the DON reported Resident #7 had a bed alarm
st tha time of the fall on 08/22/2013. The facility
gave Staff I, CNA a verbal waming for leaving the
resident alone on the toilet. The facility policy is
that any resident with an alerm needs staff to
remain at the toilet.

During an interview on 0970972013 at 11:30a.m.,
the Administrator reported Resident #7 had a bed
alamm, the standard of care required staff to
remain with the resident whiie on the toilet if they
have any alarm, including a bed alarm. Staff |
received a verbal waming for leaving the resident

on the toilet.

During an interview on 08/04/2013 at 5:00 p.m.,

F 323
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Staff K, RN reported on 08/22/2013 Resident #7
fell from the toilet orto the bathroomfloor. The
resident's CNA, Staff | failad to remain in the
resident's room after essisting to the tpilet. The
faciiity re-educated Staff [. According fo the facility
policy, when a resldent has an alarm, staff are
required to remain with them while on the toilet.
The resident admitted to the hespital for 3-4 days
with & minor brain bleed,

Cn 09/09/2013 at 3:00 p.m. the surveyor called
Staff 1, who declined the intervdew at that time, but
requested it [ater in the week.

On 09/13/201 at 12:14 p.m. during an interview
by phpna, Staff| reported pn 08/22/2613 he/she
worked Resident #7's hall, and it was her first day
off training. Staff | reveaied he/she never worked
on that hall aiong and never assisted the resident
to the todlet unt that day. Staff | reported he/she
assisted the resident to the foiiet and instructed
the resident to use the call light near the toilat
when finished. The residant #greed. The resident
at that time had 5 bad alarm only. Though Staff |
received no instructions regarding resident
giarms upon hire; from past experience he/sha
knew it a resident had & chair alarm they required
supervision and were at risk for fails. After tha
rasident fall on 08/22/2013, staff added a chair
alarm, Staff | received re-training, and had been
toid that residents with bed alarms should also
have chair alarms. Staff | had no knowledge of
who checked alarms, and if he/she had questions
regarding resident cares, he/shs asked the nurse.

The facility Fall Policy indicated the facility used
dlarms a5 a megns of fall prevention, but failed to
indicate that staff were {0 remain with residents
with alarms while on the {oilet.

il
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Preparation and/or execution of this plan of comection does not constitute admission or
agreement by this provider of the facts alleged, or conclusion set forth in the statement of
deficiencies. The plan of correction is prepared and/or executed solely because it is required by
the provisions of federal and/or state law. The plan of comection constitutes our credible
allegation of compliance.

F-226 Abuse and Neglect Policies

For Resident #9, #10, #11 and similarly situated residents, the facility will develop and
implement written policies and procedures that prohibit mistreatment, neglect and abuse of
residents. Resident #11 was reported, Resident #9 and #10 were investigated by the Department
of Health during survey. Resident #9 is no longer in the facility. Residents were reviewed for
resident to resident altercations and no other residents were identified. |

The facility’s Abuse policy has been reviewed and revised to include Resident to Resident
allegations of abuse. Staff was educated on the revised policy and reporting practices regarding
possible resident to resident abuse on 8/22/13 and 9/26/13.

The Administrator, Social Service Director and/or Designee will complete random audits of
documentation or reporting of resident 1o resident allegations weekly for 4 weeks, monthly for 3
months and quarterly for 2 quarters. Results of the audits will be reviewed at the Quality
Assurance meetings for revisions as needed. :

Compliance Date: October 3, 2013

F-281 Professional Services

For Resident #7 and similarly situated residents, the facility will provide services that meet
professional standards of quality. Resident #7 is receiving cares as per physician orders. On
9/4/13, Resident #7°s knee sleeve was discontinued by his/her primary physician during facility
rounds due to ineffectiveness of the device to control resident knee discomfort.

Nursing staff has been re-educated on providing cares as per physician orders.

The Director of Nursing, RN Supervisor and/or Designee will complete random audits of
physician orders weekly for 4 weeks, monthly for 3 months, then quarterly for 2 quarters.
Results of the audits will be reviewed at the Quality Assurance meetings for revisions as needed.

Completion Date: October 3, 2013




F-309 Care and Services

For Resident #2 and similarly situated residents, the facility will provide the necessary care and
services to attain or maintain the highest practicable physical, mental and psychosocial well-
being in accordance with the comprehensive assessment and plan of care. Resident #2 is no
longer in the facility. Residents with a significant change of condition have been assessed,
interventions provided, physician notified and documentation completed.

Staff A is no longer employed at the facility. Licensed Nurses have been re-educated on
physical assessments, providing nursing interventions, following physician ozders, notifying the
physician for a significant change of condition on 9/16/13 and 9/20/13, by the Director of
Nursing. The Medical Director provided an education scssion for the nursing staff on 9/20/13,
on assessinent, providing interventions and notification. On 9/28/13 and 9/30/1 3, the Quality
Assurance Nurse provided an education /training session including an education guide provided
by the pharmacy services on “Improving Safety in LTC Facilities”. This guide and discussion
included assessments, interventions and notification. The licensed nurses have been educated to
communicate with the Director of Nursing and/or RN Nursing Supervisor for residents witha
significant change of condition to discuss interveniions and notification if needed.

The Director of Nursing, RN Supervisor and/or Designee will complete audits 5 days a week for
documentation of assessments, interventions and notification for significant change of condition
for 2 weeks, weekly for 2 months, monthly for 3 months, then quarterly for 3 quarters. Results
of the audits will be reviewed at the Quality Assurance meetings for revisions as needed.

Completion Date: October 3, 2013

F-323 Accident/Injury

For Resident #7 and similarly situated residents, the facility will cnsure that the resident
environment remains as free of accident hazards as is possible; and residents receive adequate
supervision and assistance devices to prevent accidents. Resident #7 is receiving supervision for
toileting and ADLs as per plan of care. Resident #7 is using fall prevention measures as per
physician orders and plan of care. Residents will fall prevention alarms are receiving
supervision while toileting. Residents with fall prevention devices have been checked and are
being monitored for placement and function as per plan of care.

Licensed nurses and nursing staff has been re-educated on providing supervision while toileting
for resident with fall prevention alarms in use. On 9/29/13, nursing staff and other disciplines
were educated by the Administrator on responding to alarms. On 10/1/13, nursing staff was re-
educated by the Director of Nursing on providing supervision, checking placement and function
of fall prevention devices. On 9/30/13, and 10/1/13, nursing staff was provided additional




educatinn by the Quality Assurance nurse regarding providing supervisinn, assessing that fall
interventinns are in place, nnt to leave the resident unattended if anxinus, and to use the call light
to request additional assistance or supplies if needed.

The Director of Nursing, RN Supervisor and/or Designee will complete audits 5 days a week on
staff nbservations of providing supervision and placement of fall prevention devices for 2 weeks,
weekly for 2 months, monthly fur 3 months, then quarterly for 3 quarters. Results of the audits
will be reviewed at the Quality Assurance meetings for revisions as needed.

Completion Date: October 3, 2013
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notification.

481-50.7 (10A, 135C) Additional nofification. The
director or the direcior ' & designge shall be
notified

within 24 hours, Dr the next business day, by the
mast expeditious means aveileble (i,1LN1):

50.7(1) Of any accidant causing major injury.
2. Majorinjury " ehal be defined as any injury
which:

{1) Results in death; or

(2} Requires sdmission to a higher level of care
for reatment, other than for observation; or

(3} Requires consultation with the attending
physicien, designes of the physician, or physicisn
extender who determines, in writing on a form
daesignated by the departmant, that an injury is a
L] Mm

injury " based upon the circumstances of the
accident, the previous functional ability of the
resident, and

the resident ' s prognosis.

b. The following are not reportable accidents:
(1} An ambuletory resident, as defined in rulea
481-57.1(135C), 481-58.1(135C}, and
4B1-63.1(135C), who falls whan neither the
faciity norits employees have cuipability related
to the

fall, even if the resident sustains 8 major injury; or
(2) Spontaneous fractures; or

(3) Hairline fractures.

This Statute s not met as evidenced by:

Based on record review and ataff intendew, the
faciiity falied to report to tha Department of
inspections and Appesals (DIA) a fall experienced

?({gsc SCC
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by Resident #7 which resulted in hospitalization.
The facility reported a census of 69 residents,

Findings include:

1. The MDS (Minimum Data Set) dated
08/20/2013 revealed Resident #7 had moderately
impaired cognitive skills for daily decision making.
The resident required extensive assistance of
one staff to transfar from one surface to ancther,
use the tpilet and embulate in the ropm. The MDS
indicated the resident had diagnoses inciuding
esnemia, hypertension, diabetes, altered mental
status, difficulty in walking, muscle weakness,
and symptoms of lack of coordinetion.

The rasident's Care Plan with iast care
conference dated D8/20/204 3 included:

1. Preblern: Resident unable to complete ADL
cera needs independantly reiated to weakness
from UM (urinary tract infection), arthritis,
macular degeneration, contraction of fingers with

-4 start date of 06/11/2013.

On 06/11/2013 the care plen added faii risk
assassment as needed, keep floors clean, dry,
free of ciutter, encourage and assist resident to
wear well fitted shoes or npnskid socks when out
of bed, kesp frequently used items within easy
reach, call ight within reach, answer.requests for
assistance pomptly, PT (Physical Therapy)}
consult as needed.

On 06/22/2(13 the care plan added, explain all
care/procedures, maintain safe environment,
avoid twisting mptions when moving/positioning to
avoid pathological fractures, provide assistive
devices for safety, provide needed assistance
with bed mpbility, transfers, and ambuiation.

The IncidentfAccident Report dated 08/22/2013 at
10:00 e.m. reported Rasident #7 stood up from
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toilet and fell, alerted by resident's rcommate,
found Iying bn back with head against wail,
without bumps, bleeding, tacerations noted. Staff
re-educated.

The Nurse's Notes dated 08/22/2013 at 10:15
a.m. revealed Resident #7 sustained a fall in the
bathroom. Staff K found the resident on the fioor
with hisfher head up against the wall. The
resident denied pain until he/sha attempted to
straighten the legs, and then complained of right
hip pain. Staff assessed the resident, notified
physician and family and transferred the resident
fo the emergency room.

The Nurse's Notes at 1:15 p.m. documented the
rasident admitted 1o the hospital with & right bip
contusion and head injury.

The Nurse's Notes on 08/26/2013 at 945 a.m.
revealed the resident returned from the hospital
to the facility, and admitted to skilled level of cars.

The Physicien Discharge Summary signed
DB&/26/2013 included:

Discharge Diagnoses: head injury, closed without
LOC {loss of consciousness); hypertension, type

- It diabates.

Hospital Course: Closed head injury after a fal,
CT head showed two smali foci of hemarrhage
within the Jeft lateral ventricle, repeat head CT
was done in 24 hours to pssess for stability,
showed slightly expansipn of hematoma, but no
ective bleeding, neuro stable.

During an interview on 09/08/2013 at 11:30 the
Administrator revealed ha/she reported major
injuries to DIA, the. physician failed to complete
the majer injury form, the facility over looked the
incident and falled 1o repott it.
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During an interview bn 09/04/2013 at 4:00 p.m.
the DON reported Resident #7 had no fracture,
therefore no major injury determination form, and
therefpre not reported to DIA, the resident just
had a head injury. During the interview the DON
determined the resident sdmitted to the hospitat
after the fall, and should have reported it.
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N 101 Additional Notification

Preparation and/or execution of this plan of correction does not constitute admission or
agreement by this provider of the facts alleged, or conclusion set forth in the statement of
deficiencies. The plan of correction is prepared and/or executed solely because it is required by
the provisions of federal and/or state law. The plan of correction constitutes our credible
allegation of compliance.

Willow Gardens Care Center will meet additional notification requirement of any accident
causing major injury for Resident #7 and similarly situated residents. Resident #7 was assessed
and sent to the emergency room for an evaluation and treatment. Resident #7 returned to Willow
Gardens in stable condition. The administrator and the director of nursing were educated on
timely reporting to the Department of Inspections and Appeals on Major injury as defined in
481-50.7(1} (10A, 135C). The administrator and director of nursing were provided a reporting
tree from department of inspections and appeals. The Quality Assurance nurse and/or designee
will complete random audits to ensure compliance. The findings will be reviewed at Quality
Assurance Meetings.

Compliance Date: 10/03/2013
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