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§483.25(b) Skin Integrity
§483.25(b}{1) Pressure ulcers, _

Based on the comprehensive assessment of a
resident, the facifity must ensure that-

(1) A resident receives care, consistent with
professional standards of practics, to prevent
pressute ulcars and does not devalop pressure
ulcers unless the individual's clinical condition
demonstrates that they were unavoidable; and
{i) A resident with pressure uicers receives
necessary treatment and services, consistent
with professional standards of praclics, 1o
promaote heallng, prevent infection and prevent
new ulcers from developing.

This REQUHREMENT is not met as evidenced
by:

Based on obsevation, clinleal record review,
siaff interview and manufacturers
recommendations, the facility faited to provide
appropriate positioning on an alternating alr
mattress and utilize the proper confrol settings to
assure appropriate pressure relief for 2 of 4

residents with pressure ulcers andfor skin Issues.

{Resident #1 and #4 ) The fagility identified a
census of 82 residents.

Findings include:

1. A Minimum Data Set (MDS) assessment for

- The plan of correction is
‘prepared and/or executed
:solely because the provisions
tof Federal and State law
require it,

This constitutes mv credible
allegation of compliance as
of October 27th, 2018,

686
. Correct to the individual:

. 10/18/18.
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O . ‘9\7, ’ g executlon of this plan of
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\ Complaipt #77167-C was investigated and ' ‘the Provider of the truth of
substantialed. See Code of Faderal Regulations : he £ 1 d or
(42GFR) Part 483, Subpart B-C. 'the Tacts alicged or
F 685 | Treatment/Sves to Pravent/Heal Pressure Ulcer F 686 { conclusions set forth in the
SS=D | CFR(s): 483.25(b)(1)(i)il) statement of deficiencies.

R #1 and R #4 plan of care was reviewed
and revised initially on 10/1/18 thra
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{¥8) DATE

tolzs | 1s

Any deficlency slatemenl anding with an asterisk (*} denotes a deficiency which the institution may be excused from correcling providing it Is determined that

other safeguards provide sufflclent profection o the patlents. {See instructions.) Except for rursing homes, the findings staled above are dlsclosable 40 days

following tha date of survey whether or nol & plan of carrection 1s provided. For nursing homes, the above findings and plans of corseclion are disciosable 14

days following the dale these documsents are made available to the facllity, If deficiencies are ciled, an approved plan of correction Is requisiie lo continued

progeam paricipation,
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dated 9/18/18, Resident #1 had diagnosis that
includad respiratory fallure, tracheostomy,
quadriplegia, Parkinson's disease, dlabetes
mellitus (DM) and contractures. The assessment
indicated the resident had a Brief Interview for
Mental Status (BIMS) (measures cognitive status)
score off 13 out 15, non ambulatory, dependent
on 2 staff with bed moebility, transfers, iccometion,
dressihg, personal hygiene and toilet use. The
assessment Indicated the resident as at risk for
pressure ulcers, molsture assoclated skin
damage, application of non surgical dressings
and ointmentsimedications.

A Care Plan with a focus area dated 4/26/18
indicated the resident had a pressure ulcer or a
potential for pressure ulcer developmant,

The interventions include the following:

a. Trealments as ordered,
b. Follow facility policies/protocols for
preventionftreatment of skin breakdown.

An observation 9/27/18 at 3:15 a.m., revealed the
resident positioned in bed on a rotating air
mattress device covered with a top sheet, turn
sheet folded in 1/2 and a disposable incontinent
pad.

An observation 9/28/18 ay 11:32 a.m. revealed
Staff A, Cartified Nursing Assistant (CNA) and
Staff B, CNA as fhey transferred and positioned
the resident in bed on a rotating air mattress
device layered with a top sheet, a bath blanket
foided in 1/2 and a disposable incontinent pad.
During an inferview at the same time StaffA
confirmed the layering.

An observation 10/4/18 at 3:12 p.m. revealed

Protect residents in similar situation:

Nursing Staff in-serviced on appropriate
control settings and coverings on alternating
air mattresses from 10/12/18 to 10/18/18,

Measure/system prevents re-occurrence:

| The facility does provide cares consistent
‘with professional standards of practice to
‘prevent pressure ulcers. Bvery resident is
‘assessed at the time of admission, quarterly,
rannually, and with significant change for
“skin integrity and the necessary treatments
“and/or equipment needed to promote
healing, prevent infection, and prevent new
uleers from developing., Nursing staff will
'be instructed to keep appropriate control
:settings according to manufactures
recommendations, as well as, limit the
inumber of coverings on alternating air
imatiresses to one draw sheet and one
dlsposable chuck under each resident while
'in bed, QA Nurse and/or designee will
provide on-going instructions and administer
‘a competency checklist for each staff on
how to appropriately use alternating air
mattress.
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Meonitox for permanent solutions:

Staff C, CNA and Staff D, CNA weigh the resident
via a Hoyer Jift device. As the staff lifled the

resident from the bed he had been pesitioned on The QA Nurse and/or designee will conduct
a rotaling air mattress device layered with a top Weekly audits for the next 60 days to ensute
sheet, a folded turn sheet and a disposable . d i An
incontinent pad. During an interview at the same applopnateluse ahd comp 1ance. ¥
time Staff G confirmed the laysring. concerns will be immediately addressed.
5 AMDS ¢ form dated 7O Findings will be reviewed and discussed at

' e g o N the monthly QAPI meeting for resolution.

indicated Resident #4 had diagnosis that included
cerebral palsy, DM, arthritis, osteoporosis,
depression, unspecified intellectual disabllities,
condractures and muscie weakness. The
assessment indicated the resident had & BIMS
score of 6, dependent on staff with most ADLs, at
risk for pressure ulcors and with a stage 3
unhealed pressure ulcer,

A Care Plan with a focus area dated 6/5/18
documented the resident had actual
impairment/injury to her skin integrity related to /
fragile skin, incontinence, a history of pressure
areas, debility and cerebral palsy. The
approaches included the following:

a. The resident requirad a low air foss
matfress to protect the skin while in bed.

Review of the resldenl's weights revealed the
following:

a. 920118 - 110#
b, 8/27 - 100. 4#
c. 10/3-107.2#

An observation 9/28/18 at 9:46 a.m, revealsd the
resident posittoned on a low air loss rotating air

mattress with a firm setting at 3 (a setting for 140
# person) layerad with a turn sheet folded in 172,
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a bath blanket and the resident wore an an
incontinent brisf.

3. Review of the KAP Medical K-3 and K-4
Matlress {low air loss rotating air mattress) user's
guide dated 10/30/13 included the following
directives;

a. If a sheet must have been used, only use
one layer of a loose fitted sheet and never a fitted
sheet since it would/may have created a
hammocking effect and prevented ful) immersion.

b. Absorbent and breathable under pads may
have been used,

c. When the patient's welght had been

calibrated use firm/soft to calibrate the mattress F6RO
to the patienis estimated body welght {in 35 Correct to the individual:
pound increments).
F 882 | Free of Accident Hazards/Supervision/Devices 689 L. )
58=D | CFR(s); 483.25{d)(1}(2) R #4 plan of care was initially revised on

10752018 and reviewed on 10/18/18,
§483.25(d) Accidents. ‘

The facility must ensure that -

§483.26(d}(1) The resident environment remains :

as free of accident hazards as Is possible; and - Protect residents in similar situation;

§483.26(d)(2)Each residend receives adeqlate

supervision and asslstance devices to pravent Nursing Staff were re-educated to always be

accidents. aware of the resident’s level of assist

'llj'his REQIMREMENT Is not met as evidenced according to the plan of care, as well as, the
¥ : f ot : . :
Based on observation, clinical record review, ) use_ of p ‘atlent "ES,SISt,we deVI(‘:e_S to prop elly

staif and family interviews, the facility fafled fo assist with positioning, mobility, and

ensure a safe and secure environment for 1 of 4 function to keep them safe from 10/12/18

residents reviewed. (Resident#4) The jacility thru 10/18/2018.

identified a census of 82 residents,
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Findings include:

A Minimum Dala Set (MDS) assessment form
dated 5/6/18 indlcatad Resident #4 had diagnosis
that included cerebral palsy, diabetes mellitus
(D), arthritis, osteoporosls, deprassion,
unspecliied Intellectual disabllities, contracturas
and muscle weakness, The assessment
indicated the resldent had a Brief Interview for
Mentat Status (BIMS) score of 6 out of 15 (which
Identified a cognitive Impalrment), as dependent
on ona staff member with bad mobility and
non-ambutatory,

A Care Plan with a focus area dated 6/5/18
documented the resldent as af risk for falls
refated to (1) deconditioning and paralysis i/t
cerabral paisy.

A Rationale via SBAR for Interventions for
Incidenis and Falls form daled 6/8/18 stated
during cares, preparing the resldent for a transfer
the resident slid from the air mattress while staff
stood on the apposite side of the bed. The
resident slid off of the bed legs first. The alr
mattress surface was noted as slick.

A Nursing Documentation and Fall Assessment
Form daled 6/8/18 at 4:20 p.m. stated during
cares the resident slipped off the opposite side of
the bed, legs first then fell to her left side without
having hit her head. No apparent injury noted.
The resident fatled to voice any complaints of
pain,

A Discharge-Face Sheet form from the hospital
dated 6/8/18 documented the resident sustained
a finger fracture.

Measure/system prevents re-oceurrence:

The facility makes every effort to ensure the
resident’s environment remains as free of
accident hazards as is possible and each
resident receives adequate supervision and
assistive devices to prevent accidents.
Bmployees are trained by the facility’s
therapy department on proper transfer
techniques, positioning, and equipment use.
The facility also conducts an annual “Skills
Fair”, The QA Nurse and/or designee will
monitor and track use of safety, positioning,
and assistive devices for each resident to
‘ensure proper function, use, and
effectiveness to prevent accidents, Copies of
the assistive/safety device logs will be kept
‘on file for the monthly QAPI review.
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SUMMARY STATEMENT OF DEFICIENCIES

During an inferview 10/2/18 at 2:30 p.m. a family
member confirmed the resident fell out of bed
whaen the side rail had been positioned up on the
sidle of the bed closest to the door and the staff
member stoad on the opposite side of the bed
while he provided cares which resuited in bruising
and a fractured pinky finger.

During an interview 10/5/18 at 11:56 a.m. Staff J,
Certified Nursing Assistant {CNA) indicated he
had been getting the resident ready for supper,
dressed her and prepared to place the Hoyer
sling device under the resident with the side rait
position up. He went {0 other side of the bed and
{eft the side rafl up. He went to turn the resident
and the air in the rotating air flow mattress rotated
and the resldent rolled out of bad head first
however her head was not hit as he held the
residents feet, He then let go of the resident's
feet and the resident taid her head on the floor
however the resident complained of pain. The
staff member then ran down the hall and
requested assisfance,

During an interview 10/8/18 at 11:20 a.m,, Staff K,
CNA indicated as she left a resident's room on
the 400 hallway she met Staff J who informed her
the resident had fallen. They then yelled for Staff
L, Licensed Practical Nurse (LPN) and Staff M,
LPN for assistance. he staff members responded
right away and assessed the resident who
complained her l[eg and hand hurf. When Staff K
asked Staff J what happened he told her he
proved cares for the resident with the side rail up.
He then went to the other side of the bed while
the rail remained up. He continued cares and
because the matlress had been slippery she fell
out of the bad as he filad to catch the resident.

X4 1D la] PROVIDER'S PLAN OF CORREGTION *5)
PREEIX {EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFEX {EACH CORRECTIVE AGTION S8HOULD BE COMPLETION
TAG REGULATORY OR LSG HIENTIFYING INFORMATION;) TAG GROSS-REFERENGED TQ THE APPROPRIATE DATE
DEFICIENCY)
F 689 | Continued From page 5 F 689

Menitor for permanent solutions;

The QA Nutse and/or designee will conduct
random audits to ensure the correct use and
positioning of patient assistive devices while

‘ the resident is in bed, for the next 60 days to
; ensure compliance. All concerns will be
. immediately addressed. Findings will be

reviewed and discussed at the monthly

QAPI meeting for resolution.
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The staff member confirmad Staff J should have
had the rail down for the resident's protection.

During an interview 10/5/18 at 11:36 a.m., Staff L
stated as he walked down the hallway he
observad Staff J frantically waving for assistance
whlle standing 1/2 In and 1/2 out of the resldent's
room door. He responded and found the resident
positioned on the floor besida the bed. The staff
assessad the resident and found no signs and
symptoms of injury and the resident failed to
complain of pain. The staff member confirmed
the side rail on the resident’s bed as not in the
correct position to maintain the resldent's safely.

During an interview 10/5/18 at 12:15 p.m,, Staff
M, stated staff alerted her of the resident’s fall as

she was in the parking lot of the facility. The staff

member re-entered the facllity and assessed the
situation. The staff member performed a head to
tos assessment and found no injuriss not had the
resident complalned of pain. Staff J Informed her
as he tried to roll the resident he went to the other
side of the bed for placement of the Hoyer sling
devlce and the resident got away from him. Staff
i could nof recall the position of the side rall
device. The staff member indicated tater the
resident complained of a head ache and because
she had been on call staff informed her of the
situation and she gave them the directive to send
her to hospital at which time the hospltal staff
identified {he fractured pinky finger. Staff M
confirmed the side rall sheuld have besn down
and/or parailef to the bed.

Sufficient Nursing Staff

CFR(s): 483.38(a)(1)(2)

8483.35({a) Sufficlent Staff.
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The faclifity must have sufficient nursing staff with
the appropriate competencies and skills sefs (o
provide nursing and related sarvices to assure
resident safely and attain or maintain the highest
practicable physical, mental, and psychosocial
well-balng of each resident, as determined by
resident assessments and individual plans of care
and considering the number, acuity and
diagnoses of the facility's resident poputation in
acecordance with the facility assessment required
at §483.70(s}.

§483.35(u)(1) The facility must provide services
by sufficient numbers of each of the following
types of personnel on a 24-hour basls to provide
nursing care to all residents in accordance with
resident care plans:

{1} Except when waived under paragraph (e) of
this saction, licensed nurses; and

{li) Other nursing personnel, Including but not
{imiled to nurse aides.

§483.35(a)(2) Except when waived under
paragraph (e) of this section, the facility must
deslgnate a licensed nurse to serve as a charge
nurse en each tour of duty,

This REQUIREMENT s not met as evidenced
by:

Based on resident and staff interview, resident
council minutes and review of the facilities eall
flight print out form the facility staff falled answer
resident call lights In & timely manner {no longer
than 15 minutes) for 5 of & residents reviewed .
(Resident #1, #2, #3 #5 and #6). The facility
identifiad a cansus of 82 residents.

Findings Include:;

1. AMinimum Data Set (MDS) assessment form

iD PROVIDER'S PLAN OF CORRECTION 6)
PREF{X {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENCY}
F 725! F725

- Correct to the individual:

"R #1, R#2, RIA3, #5 and R #6 plan of care
. was reviewed on 10/18/18.

Protect residents in similar situation:

jcare of answeting call lights timely and the
importance of maintaining resident dignity
on 10/18/18.

The Facility Self Assessment was reviewed
-and revised on 10/18/2018,

Nursing Staff re-educaied on the standard of
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dated 9/16/18: Resident #1 had diagnosis that
included respiratory failure, tracheostomy,
quadriplegia, Parkinson's disease, diabetes
mellitus (OM) and confractures. The assessment
indicated the resident had a Brief Interview for
Mental Status (BIMS) {measures cognitive status)
score off 13 out 156, non-ambulatory, dependent
on 2 staff with bed mability, transfers, locomotion,
personal hygiens, dressing and toilet use. The
assessment indicated the resident as short of
breath with exertion, sitting al rest and when laid
flaf.

A Care Plan with a focus area dated 4/26/18
indicated the resident had an activities of daily
living (ADL's) self-care deficlt related (r/t) fimited
mobility (dated 4/26/18} and a communication
deficit i/t a tracheostomy (dated 9/14/18). The
interventions included the following:

a. Totally dependent with bed mobiity,
repositioning, dressing, parsonal hygiene and
transfers,

h. Gall light In reach.

Raview of the facllities call light response time
from 9/21/18 thru 9/27/18 revealed the resident's
call light on as documented below:

a, 9/21/18 at 4:33 a.m. for 31.06 minuiss,
b. 9/24/18 at 8:49 p.m. for 22:20 minutes.

2. AMDS assessment form dated 81718
indicated Resident #2 had diagnosis that included
quadriplegia, hereditary and idiopathic
neuropathies, pressure ulcer of the sacral region
and buitock stage unidentijied, weskness and a
tracheostomy. The assessment indicated the
resident had a BIMS score of 15, as dependent

NMeasure/system prevents re-occurrence:

The facility makes every effort to hire,
retain, and recruit quality staff, based on
individual qualifications, certifications,
ilicense, and resident needs and personal
Idignity. The facility has an above average
CMS Staffing Star Rating. The facility has
“been “Agency Free” for more than two years
i due to our culture of accountability,
1compassmn, and respect for all residents,
lfau'lmly members, and team members. The
{facility also retains a staffing coordinator
-and management on-call system to help staff
find their own replacements and/or cover a
- shift in the event of a call-in. The facility’s
‘reinforces the standard of care that call-
i lights will be answered in 15 minutes or
fess. In the event of an outlier situation of a
resident’s call light not being answered or
turned off within 15 minutes or less, the
facility has a system in place to assess, self-
identify, monitor, and address each situation
for resolution.
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on staff with ADL's, with occasional pain rated at
mild and with ROM exarcises every day (QD).

A Cara Plan revealed foous areas as dated, A
self-care deficit i/t quadriplegia and debiiity and
need for assistance with

ADL’s and transfers (not rated), chronle pain it
quadriplegia status, nauropathy and chronic
chstructive pulmonary disease (COPD) dated
8/17H8, current pressures uicers it a history of
chronic wounds, chronic skin breakdown,
quadriplagia, daily wheel chair use, unable to
reposition self and COPD (dated 8/17/18), a
potential for infection r/t trach status and a supra
public catheter and a potential for altered
respiratory staius/difficulty breathing r/t trach
status and inability to clear respiratory secretions,
The appreaches included the following:

a. Suctioning as needed,

Review of the facilities call light response time
from 9/24/18 thru 9727118 ravealed the resident's
call light on as documented below:

a. 9/21/18 at 6:39 a.m. for 83:58 minules, 6:13
p.m. for 27:42 minutes, 8:39 p.m. for 20,12
minutes.

b. /22 at 4:17 p.m. for 28:40 minutes, 5:28
p.m. for 60:43 minutes, 9:27 p.m. for 17:08
minutes, 9;50 p.m. for 54:28 minutes.

c. 923 at 12:25 a.m. for 19,33 minutes, 7:21
a.m, for 40:26 minutes, 8:24 a.m. for 16:26
minutes, 10:26 a.m. for 19:12 minues, 2:17 p.m.
for 20:36 minutes.

d. 9124 at 7:50 a.m, for 16:18 minutes, 9:52
a.m. for 2b:20 minutes, 4:31 p.m. for 28:05
minutes.

e. 8125 at 7:33 a.m, for 29:50 minutes, 10:22

Monitor for permanent solutions:

! The Director of Nursing and/or desi gnee

+ will conduct daily and random audits for the

- next 60 days to ensure call lights are being

- answeted timely, as well, resident dignity
remains intact . Any concerns will be
immediately addressed. Findings will be
reviewed and discussed at the monthly
QAPI meeting for resolution.
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a.m. for 19:51 minutes, 5:19 p.m. for 19,32
minutes.

f 9/26 at 7:49 a.m. for 18:51 minutes, 5:56
p.m. for 17:52 minutes,

g. @27 at 68:12 p.m, for 65:59 minules and
9:34 p.m. for 41:03 minutes,

During an interview 9/28/18 @ 10:36 a.m. the
rasident indicated on 8/27/18 he timed hi call light
onh approximately from 6:15 p.m. until 7:20 p.m.
and at 9:18 p.m. until 10:15 p.m. at which time hs
wanted range of motion exercises and it made
him pissed to have walted so long. The resident
stated he used the only clock in his room to call
light, the clock on his wali,

3. AMDS assessment form dated 7/6/8
Indicated Resident #3 had dlagnosis that included
non-Alzheimer's dementia, insomnia and DM.
The assessment indicated the resident had a
BIMS scora of 7, required limited assistance of
staff with ambulation, locomotion, dressing, toilet
use and personal hyglene, The assessment
indicated the resident with one fall and no injury.

A Care Plan indicated the resident had the
following focus areas as dated: Impaired
cagnitive function/dementia or impaired {hought
processes i/t dementia {dated 3/19/18), the
resident had an actual fall at hotme with no injury
rft poor balance (dated 4/3/18) and functional
bladdet incontinence 1/t confusion and impaired
mobility,

a. Pressure alatm {o whesl chair (dated
102618).
b. Pressure alarm to bed (dated 8/17/18}.
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Review of the facllities call light response time
from 9/21/48 thru 9/27/18 revealed the resident's
cafl light on as documented below:

a. 923 al $:54 p.m. for 16:00 minutes.

4. A MDS assessmant form dated 8/14/18
indicated Resident #5 had diagnosis that included
morbid abesity, iymphedema, gastroparesis,
cellulitis, DM, stiffness of a joint, muscle
weakness, pain and dyspnea. The assessment
indicated the resident had a BIMS score of 15,
dependent on staff with most ADL's,
hon-ambulatory, shortness of breath with
exertion, at rest and lying flat. The assessmant
indicated the resident as on oxygen therapy,
fracheostomy care and suctioning,

A Care Plan with a focus area dated 8/14117
indicated the resident had ADL seif-care
performance deficit i/t obesily, chronic obstructive
pulmonary disease and arthritis and a
tracheostomy it chronic respiratory failure, The
interventions included the following:

A, Suckion as necessary.

Review of the facilities call light response time
from 9/20/18 thru 9/27/18 revealed the resident's
call light on as doctmented below;

a. 9/23/18 at 10:59 a.m. for 27:53 minufes.

During an Interview 10/3/18 at 10:20 a.m. the
resident indicated call ight response times
depended on the day, what went on and the
amounl of stafr call otis.

&, A MDS assessment form dated 10/4/18
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indicated Resident #6 had diagnosis that included
morbld obasity, obstruclive slesp apnea, COPD,
respiratory fallure, chronic pain syndrome, muscle
wealkness, The assassmant ndicated the
resident had a BIMS score of 15, dependent on
staff with bed mobility, transfers and tollet use
and non-ambulatory. The assessment indicated
the resident required trachaostomy care, a
ventilator, oxygen therapy and suctioning.

A Care Plan with a focus area dated 5/7/17
indicated the resident had ineffeclive breathing
pattern it respiratory failure and COPD as
evidence by a frach with oxygen therapy. The
interventions included:

a, Suction PRN.

Review of the facilities calt light response time
from 9/18/18 thru 9/27F 8 revealed the resident's
call light on as documented helow:

a. 91918 at 6:35 a.m. for 17:57 minutes, 912
a.m. for 18:31 minutes 6:13 p.m. 30:52 minutes.

h. 9/2018 at 10:41 p.m, for 15:51 minutes,

¢, 9/23/18 at 11:14 a.m. - 15:19 minutes, 6:22
p.m. for 33:06 minutes.

d. 9/24/18 at 5:69 p.m. for 18:26 minutes, 6:28
p.m. for 17:15 minutes.

e. 9/25/18 at 9:44 p.m. for 18:22 minutes.

1. 9/26/18 at 5:08 p.m, for 556:59 minutes, 6:64
p.m. for 15:21 minutes,

g. 927718 at 5:28 p.m. for 17:11 minutes,

During an inferview 10/4/18 at 4:30 p.m. the
resldent stated her call light as close fo 1 hour
which made her feel pissed and sometimes
scared and like she had been suffocating
because she could not breath and requlred
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suctioning. The resident also offered thers had
been timas staff came into the room and shut off
the call light, sald they would return but failed to
follow through so the resident put the call light
right back on.

Guring an interview 10/4/18 at 4:30 p.m. the
resident indicated the facility staff failed to answer
her call light within 15 mbnutes and there were
times the call light remalned on for close to or up
to 1 hour. Waiting made the resident plssed and
at times she falt scared because she could not
breathe and falt iike she was suffocating because
she needed to be suctioned. The resident also
indicated some staff came Inte her room, shut off
the call light and left so she put the call light right
back on.

8. During an Interview 9/27/18 at 3:53 p.m., Staff
E, CNA indicated staff failed to answer resident
call light within 15 minutes at all fimes which
caused the residents anger and failed o
reposition resident according to thelr needs
and/or care plan as it depended on the staffing
levels.

During an interview 9/27/18 at 4:03 p.m., Staff F,
RN indicated staff failed to answer resident call
lights within 15 minutes at all fimes but denled a
negative outcome,

During an interview 9/27/18 at 3:41 p.m., Staff G,
CNA indicated she feit staff falled to perform
resident rounds according to their Individual
neads as when she worked the 6 a.m, to 2 pam.
shift and began morning rounds/cares she found
rosjdents saturated with wrine which contamed a
dark dried yell ring arouncd the wet solled portion
(significant of dried urlne) and odorous,
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During an Interview 9/27/8 at 4:14 pan., Staff G,
CNA indicated staff had been unable to reposition
residents according to their individual needs at
times to some resident's level of care, The staff
member also confirmed staff as unable to answer
residant call lights within 15 minutes if the facility
encountered staff call offs.

During an interview 2/27/18 at 4: 11 p.m., Staff H,
CNA conflimed that sometimes staff had been
unable to answer rasident call lights within 15
minutes but denfed a negative outcome.

During an interview 9/26/18 at 2:37 p.m., Siaff |,
RN conflrmed residents complained that staff
falled to provide rounds according fo their
individual needs aspadlally on the night shift. The
staff member also confirmed staff failed to
answer resident call lights within 16 minutes as
there had been residents that required 3 staff
assistance with cares which left limited staff
availability on the floor however there had been
no negalive outcotme.

Resident Records - Identifiable Information
CFR{s): 483.20{f){(5), 483.70{)(1)-(5)

F 842
58cE

§483.20(f(5) Resldent-identiflable Information.

(i) A facility may not release Informatfon that is
rasident-identifiable to the public.

(ii) The facility may release information that Is
resident-ldentifiable to an agent only in
accordance with a contract under which the agent
agrees not to use o disclose the information
oxcept to the extent the facility Iself is permitted
to do so,

§483.70(1) Medical records.

F725

F 842

F842
‘ Correct to the individual:

R #1, R#2, R#4 and R #5 plan of care was
. reviewed on 10/18/18.

¢ Protect residents in similar situation;:

~ Nursing Staff re-educated on the importance
of documentation/medical records and need
for proof that cares, treatments, and/or
services were delivered from 10/12/18 to
10/18/18,
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§483.70(1)(1) In accordance with accepled
professlonal standards and practices, the facility
must maintain medical records on each resident
that are-

(i} Complete;

(1 Acourately documented;

{Ill} Readily accessible; and

(iv) Systematically organized

§483.70(i}{(2) The facllity must kesp confidentlal
all information contained in the resident's records,
regardless of the form or storage method of the
records, exceplt when release [s-

(i} To the individual, or their resident
representative where permitted by applicable law;
(if} Required by Law;

{1) For treatment, payment, or health care
operations, as permitted by and in compllance
with 45 CFR 164.506;

{iv} For public hesith activities, reporting of abuse,
neglect, or domestlc viclence, health oversight
activities, judicial and administrative proceedings,
law anforcement purposes, organ donatlon
purposes, research purposes, or to coroners,
medical examiners, funeral directors, and fo avert
a serious threat to health or safety as permitted
by and in compliance with 45 CFR 164.512,

§483.70()(3) The facilily must safeguard medical
record information against loss, destruction, or
unauthorized use,

§483.70(1)(4) Medical records must be retained
for-

(I} The period of time required by State law; or
(I} Five years from the date of discharge when
thete is no reguirement in State law; or

(iii) For a minar, 3 years after a resident reaches

: Monitor for permanent solutions:

- well as, being monitored, Any concerns will

-accordance with professional standards. The
facility makes every effort to ensure each
‘resident’s medical record is complete,

. Systematically organized, The ADON
- and/or designee will conduct frequent

Measure/system prevents re-occurrence:

The facility does maintain and protects
medical records-identifiable information in

accurate, readily accessible, and

“station checks” during the work week to
monitor and ensure resident’s MARS/TARs
are complete and accurate.

The QA Nurse and/or designee will conduct
weekly audits for the next 60 days to ensure
MARS/TARS are complete and accurate, as

be immediately addressed. Findings will be
reviewed and discussed at the monthly
QAPI meeting for resolution.
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lagal age under State law.

§483.70()(b) The medical record must cortain-
{i) Sufficient Information to identify the resident;
(i) A record of the resident's assessments;

(i} The comprehensive plan of care and services
provided, '
(Iv) The resuifs of any preadmission screening
and rasident revisw evaluations and
determinations conducted by the State;
(v} Physiclan's, nurse's, and other licensed
profassional's progress notes; and

{vi) Laboratory, radiology and other diagnostic
services reparts as required under §483.50.
This REQUIREMENT is not met as evidencad
by

Based on observation, clinical record review and
staff intarview, the facllity falled to completely and
accurately document in 4 of 4 resident's medical
record. {Resident#1, #2 , #4 and #5) The facility
identlfied a census of 82 residents.

Findings include:

1. A Trealment Administration Record (TAR}
farm for July, 2018 indicated Resident #1 had
diagnosls that included Parkinson's Disease,
Respiratory Failure, Cetvical Fusion, Cervical
Fraciure and Quadriplegia. According to the TAR
the facility staff failed to perform the following
treatments as dated:

a. Skin Prep fo bilateral heels and the right
shin 2 limes a day (BID) dated 5/16/18 - No
treatment performad on the 6 p.m. to 6 a.m. shift
on the 10th and 19th.

b. Trach cares BID and as nesded (PRN)
datad 5/8/18 - on the 6 a.m. io 6 p.m. shift dated
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the 28th thru the 30th, and on the 6 p.m. fo 6 a.m.
shift on the 7th.

¢. Cleanse and replace the Inner cannula
dally and PRN dated 5/68/18 - on the 28th thru the
30th.

d. Check skin daily dated 5/31/18 - the Znd
thru the 9th, 11th, 12th, 14th thru the 16th, 19th,
20th ad the 27ih thru the 30th.

e. Do not let ihe water bottle run dry for
humidity dated 5/31/18 {related to the trach) - On
the 6 a.m. to 6 p.m. shift from the 1s! thri: the Sth,
Tth and 12th, 14th thru the 16th, 18th and 20th.
On the 6 p.n. thru 6 a.m. from the st thru the 8th
and the 22nd.

f. Elevate the right upper extrernity on 2
pilfows for dependent edema dated 5/31/18 - On
the 6 a.m. to 6 p.m. shift from the 1st thru the 9th,
14th and 19th, On the 6 p.m. until 6 a.m. from
the st thru the 8th,

g. Cleanse the buitocks/coccyx area and
apply A&D ointment and stoma powder mixture
BID and PRN (not dated however the 1st staff
Initials appeared on the 2nd and the freatment
had been discontinued on the 1{th}-onthe 6
a.m. to 6 p.n. shift on the 7th and 8th and the 6
p.m. to 6 a.m. shiit on the 7th.

it. Mix Calmoseptine and Stoma powder apply
to buttocks BID and PRN until healed (not dated
but started on the 11th) - The 8 a.m. to 6 p.m.
shift on the 14th, 18th and 23ed.

i, Betadine paint to laterat left foot BID (not
dated but started on the 41th, - The 6 a.m. untii 6
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p.m. shift on the 14th and 19th.

2. ATAR form for August 2018 indicated
Resident #2 had diagnosis that included Pressure
Ulcers, Arterial Dissection, Autonomic
Dysreflexia, Pruritls, Neuropathy and Muscle
Spasms. According to the TAR form the facliity
staff failed to petform the following treatments as
dated:

a. Cleanse wound at the right an lsft ischial at
the scrotum with saline. Apply a small piace of
Maxorb. Re-apply every other day and PRN dated
8/28/17 - The 21st and 27th.

b. Ketaconazole cream 2% to rash on
posterior buttocks with dressing change as
directed dated 10/26/17 - The 21st an 27th.

¢, Maxorb Extra apply to wounds with small
amount of silver as diracted dated 10/26/17 - The
21st and 27th.

d. Petrolaum gel apply fo right anterior thigh
and scrotum as directed dated 10/26/17 - The
21st and 27th,

8, Acetic Acid solution 0.25 % irrigate with 60
milliliters (ML) BID as directed dated 1/7/18 - The
8 a.m. to 6 p.m. shift on the 20th and 21st. The &
p.m. {0 6 a.m. shift on the 2nd, 3rd, 17th thru the
19th and the 31ist.

f. Maxorb Extra AG+ 4 inches ("y x4 ("} - 075
" use as directad dated 5/24/18 - The 21st and
27th,

¢g. Aguacel AG pad 4" x 8" use as directed
dated 68/19/18 - The 2{st and 27th.
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. Float elbows and heels with pilfows BID
dated 7/5/17 - The 8 a.m. to 6 p.m. shift on the
3rd, 6th, 7th, 12th, 13th, 20th, 21st 24th thru the
26th. The 6 p.m. to & a.m. shift on the 3rd, 18th,
30th and 31st.

. 8kin check daily {no tape over donor sites)
dated 7/6/17 - The 3rd, 6th, 7th, 12th, 13th, 20th,
21st, 24th thru the 27th,

J. Cleanse supra puble catheter with water
cover with split 2 x 2 QD, calcium alginate to an
open area PRN dated 7/5/18 - The 3rd, 6th, 12th,
13th, 20th, 21st, 24th thru the 27ih,

k. Range of motlon (ROM) af bedfime dated
716118 - The 2nd, 3rd, oth, 10th, 16th thru 18th,
23rd thru the 25th 30th and 31st.

I. Pronation splint for left upper extremity in
place 1-8 hours at a time BID dated 7/5/17 - On
the 6 a.m, to 6 p.m. shift tha 3rd, 12th, 13th, 20th,
21st and 24th thru the 26th, On the 6 p.m. to the
6 a.m. shift on the the 2nd 3rd, 18th, 25th, 30th
and 31st,

m. Hesl lift boots to bllateral lower extremities
at all imes, may remove for cares and transfers
dated 7/6/17 - The 6 a.m. to 6 p.m. shift on the
3rd, Bth, 12th, 13th, 20th, 21st and 24th thiu the
26th. The 6 p.m. to the 6 a.m. on the 3rd, 18th,
25th and 31st.

n. Vaseline or a similar product to
scrofum/donor sites 3-4 x's g day dated 7/5/17:
a. HS - 2nd thry she 4dth, 185 and 31si.
b. am, noon, evening - 6th, 12th, 15th,
20th, 21st and the 24th thru the 27th,
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¢. hoon, evening - 7th and 11th.
d. noon, evening and HS - 30th.
d. am, nocn, evening and HS - 3rd.

3. AMDS assessment form dated 7/10/18
indicated Resident #4 had diagnesis that included
cercbral palsy, DM, arthritis, osteoporosis,
depression, unspecified inteliectual disabilities,
contractures and muscle weakness.

According 1o the TAR form dated July 2018 the
facility failed to provide the following treatments
as dated:

a. Application of Vitamin A&D ointment
topically to the buttock/peri area with peri cares
every shift, application of Muscle Rub cream fo
the right calf and bilateral shoulders every shift
and - The 6 p.m. to 6 a.m. shift the 15th, 19th
and 26th.

b. Application of Cetaphil Lotion Molsture
Cream every hight at HS - 8th, 15th, 18th and
26th,

¢. Application of Mepilex 4 x 4 to open areas
on the coccyx and left buttocks dally - 8th, 10th,
11th and 13th.

4, AMDS assessment form dated 9/14/18
indicated Resident #5 had diagnosis that included
morbid obesily, lymphedema, gastroparesis,
cellulite's, DM, stiffness of a joint, muscle
weakness, pain and dyspnea.

ATAR form dated Octaber 2018 indicated the
staff failed to parform the following treatments on
10/1/18 on the 8 p.m. o 6 a.m, shift

a. Cleanse the areas on the residents left

gluteal crease and right buttock followed by an
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application of Desilin cream every shift and PRN.,
b. Cleanse the right heal followed by an
appiication of Skin Prep BID.
¢. Cleanse the area on the right abdominal
fold followed by an appiication of stoma powder
avery shift and PRN,

FORM GMS-2687(02-85) Pravious Versfons Obsclete Event IDIXFMC1 Faclity ID: 1AB233 tf continuation shest Page 22 of 22




