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The following deficlenclss relate to the facility’s
annual health survey. (See cods of Federal
Regulations (42 CFR), Part 483, Subpari B - C}

Complaint #75148 was not substantiated.
Coordination of PASARR and Assassments
CFRi{s): 483.20(2)(1}2}

§483.20(p) Coardinatian,

A facllity must coordinate assessments with the
pre-admisslon sereening and resident raview
{PASARR) program under Medicald in subpart C
of this part to he maximum axtent practicable lo
avold duplicative tasting and efforl. Coordination
inclides:

§403.20{a}{1)Incorporating the recommendations
from tha PASARR level l| deterrnination and the
PASARR evaluation report into a resident’s
assessment, care planning, and transitions of
cara,

§483.20[e)(2) Referring all level |l residents and
all residents with newly evident or possible
sarous menlal disorder, intellactual disabllity, ara
related condition for ievel il resident review upon
a significant change in status assessment.

This REQUIREMENT is not met as evidenced
by:

Basad on clinical record review and slaff
interview, tha facllity falled to refar one of ona
rasident reviewed with a qualifying mental iliness
diagnoses for a level 1| Pre-Admission Scresning
and Resident Review (PASARR). (Rasident #18)

Fooo| .
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Any deﬁclanEy slatement ending with an asterisk () denotes a daficiancy which the institution t;la)‘ be excused from comecting providing It s dalermined that
other safeguards provida sufficien! protection o the patients. (See instructions.} Except for nursing homes, the findings slated above sra disclosable 90 days
falowing tha dale of survey whealher or not a plan of comection s provided. For nursing homes, the above findings and plans of cormtdion am disciosable 14
days following the date these documants are made avaliable to the facilily. if deficiencies are clted, an spproved plan of comrecilon s requisite to continuad

program participation,
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The facility census was 35 resldents.
Findings include:

Tha Minimum Data Set (MDS) assassment datad
2/22118, documentad Resident #18 had
diagnoses of manic deprassion and required
extansive assistance for bad mobllity end
transfer.

Clinical record review ravealed a negative level 1
screen outcome dated 12/13/13, which
docurnented the resident had no major mental
linessas to include major depressive disorder
and schizephrenla.

A diagnoses report for the resident revealed a
diagnoses of major depressive disorder with an
onset date of 8/3/16.

Clinical record review revealed no re-submission
of Informatlon which included the diagnoses of
majar depression.

On 5/9/18 at 11:16 a.m., the Diractor of Nursing
varifiad the resident had a diagnosss of majer
depression added since the level one and no
ra-submission of the information was submilted.
F 656 | Developfimplament Comprahansive Care Plan F 656
s5=D | CFR(s): 483.21{b}{1}

§483.21(b} Comprehensive Cara Plans
§483.21(b){1) The facliity must devalop and
implement a comprehensive person-centered
cara plan for each resident, consistent with the
rasldent rights set forlh at §483.10{c}(2} and
£483,10{¢){3), that includes measurable
objeclives and timeframes {o meet a resident's
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medical, nursing, and mental and psychosaoclal
neeads that are identified in the comprahensiva
assassment. The cornprehensive care plan must
describa tha following -

{I) The services that are lc be fumished to attain
or maintain the resident's highest practicable
physical, mental, and psychososial well-being as
required under §483.24, §483.25 or §483.40; and
(i) Any servicas that would otharwise ba required
under §483.24, §483.25 or §483.40 but are not
provided due to the resident's exercise of rights
under §483,10, inchiding the right o rafuse
treatment under §463.10(c){6).

(ill) Any speclalized services or specialized
rehabliitative services the nursing facllity will
provide as a result of PASARR
recommendations. If a facllity disagraes with the
findings of the PASARR, it must indicate ils
rationala in the resident's medical racord,

{iv)In consultation with the rasident and the
rasidant's rapreseniative(s)-

{A) The resident’s goals for admission and
dasirad outcomes.

{B) The rasident’s prefarance and potential for
future discharge. Facilities must document
whather the resldent's desire 1o ratumn to the
community was assessed and any refarrals {o
local contact agencles and/or olher appropriate
entities, for this purpose.

{C) Discharge plans in the comprahensive care
plan, as appropriate, in accordance with the
requirements set forth in paragraph (c) of this
sectlon,

This REQUIREMENT Is not mel as evidenced
by:

Based on observation, clinical record review and
siaff interview, the facilily failed to foilow the plan
of care as diracted for two of 12 residenis
reviewed. { Resident #10 & Resldent #25) The

F 656
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facility census was 35 residents.
Findings include:

1. The Minimum Data Set (MDS) assessmanl
dated 3/15/1 8, documentad Resident #25 had
diagnoses of haart fallure, pain and osteoporosis
end raquired extensive assistance with transfers.

The care plan dated 4/1/18, revealsd directions
for the staff ty apply a cone {splint} to the left
hand for contractures of the 3rd, 4th and 5th
digits. The plan of care directed siaff to transfer
the resident with one staff and a gait belt or If
increased weakness lransfar with two staif.

Observation on 87718 during initial tour revealed
the rasident did not have the cone in placs to the
left hand as planned.

Obsservalion on 5/8/18 at %:57 a.m., revealed the
rasidant did not have the cone in place to the ieft
hand as planned.

Obsarvation on 5/9/18 at 7:50 a.m., revealad the
hand cone for the residents left hand was not In
place as directed.

Observation on 5/9/18 at 7:50 a.m., ravealed
Staff 8, cerlified nurse aide, CNA assisted the
resident with a fransfer to and from the toilst
without the use of a galt belt,

During Interview on 5/5/18 at 8:00 a.m., Staff B
ravealed baeing directed hy other staff and the
residant cara plan that the resident declined the
use of @ gail belt when transferred due to "fragile
skin® and preferred the staff to Sjust guide the
backside of the resident”.
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During Interview on 5/10/18 at 8:37 a.m,, the
Consuttant Diractor of Nursing revealed
unawarenass of the hand cons and stated ali
residents were to bie transferrad with the use of a
galt belt,

2, The MDS assessment dated 2/1/18,
documantsd Resldent #10 had dlagnoses of
diffisuity walking and reduced mobility and
raquired extensive assistance for ambulation in
raom and hallway.

Tha care plan updated 11/6/17, included a
problam of Impalred physical activity/self care
deficit relaied to right sided waakness from
carebrovascular accident and kyphosls. Thie
preblem Incfuded an Intervention for a bad buddy
x 1 for boundary and posilioning.

Observatlon on 5/6/18 8:29 a.m., rovaalad tha
resident lald [n bed with no bed buddy pillow.

Observation on 5/9/18 at 7:30 a.m., revealed the
rasident iald In bad with no bed buddy pillow.

Observation on 5/10/18 at 6:50 a.m., revealed the
resident !ald in bad with no bed buddy pillow.

Buring interview on 5M10/18 at 7:30 a.m., the
Director of Nursing statad staff would ba
expactad o follow the care plan.

Aclivities Daily Living {ADLs)Mntn Abliitles
CFR{s): 483.24(a){1)(b)(1)-(5)-{iii}

§483.24(a) Based on the comprehansive
assessment of a resident and consistent with the
resident's needs and cholces, the facility must

F 656

F 676
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pravide the necessary care and services to
ensure that a resident's abliities in activilies of
dally living do not diminish urtass circumstances
of the individual's clinical condition demonstrate
{hat such diminution was unavoidable. This
includes the facllity ensuring that;

§483.24(a){1) A resident is given the appropriate
{reatmeant and services to malntain or improve his
or har ability to camy out the activities of daily
living, including those specified in paragraph (b)
of this sactlon ...

§483.24{h) Actlvilias of daily llving,

Tha faclity must provide care and services in
accordance with paragraph {a) for the folfowing
aclivitles of dally living:

§483.24(b)(1) Hyglene -bathing, dressing,
grooming, and cral care,

§483.24(b)(2) Muohility-transfer and ambulation,
including watking,

§483.24(b}{3) Elimination-tolleting,

§483.24(b)(4} Dining-ealing, includ/ng maals and
snacks,

§483.24(b)(5)} Communication, including

(i) Spaech,

{il} Language,

{iii) Other functional communication syslems.
This REQUIREMENT s niot mel as eviderced
by:

Based on observation, clinicat racord review and
slaff interview, the facliity falled to ensure four of
12 rasidents reviewad recajved restorative
services as planned to malntain or improve the
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restdent's ability to carry oul activities of daily
living. (Resident #25, #23, #22 & #10) The
facility census was 3% residents.

Findings include:

1. The Minimum Dala Set (MDS) assessment
dated 3/15/18, documentad Resldent #25 had
diagnoses of heart fallure, paln and ostecparosis
and had a resiorative nursing program fo be
complote thres days per week..

The cars plan dated 4/1/18, diracted staff to
observe and repart any decrease of functional
abilities and decrease of the resident's range of
motion {ROM).

The Rehab Alde Functional Maintenance
Program undated documented the resident was
to racelve active range of motlon for the hip,
knee, abdomen, ankles and shoulders 2-3 times
aweek,

The Reslorativa Record undated documanted all
exercises o be provided 2-3 times par week.
The document identified the active range of
motion was to ba given to the handfwrist and
fingars. The form lacked any documentation of
the reslorative needs provided to the resident.

2. The MDS assessment dated 3/15/18,
documented Resident #23 had diagneses of
dysphasia and borderine persanalily and did not
have a restorative program.

The care plan datad 4/1/18, documented
direclions for the staff to complele resiorative
programs as [ndicated.

F 678
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The Rahab Alde Functional Maintenance
Program undated documsntad 3 times a week
the resident requirad active range of mation to tha
hip, knee, abdoman, ankle,

The Reslarativa Record undated directed staff to
complete exercises to the hips, abdomen, ankie,
shoulder, gluteal, ball squesze and passive range
of motion to the hands, wrist, and fingers. The
form lacked documentation of the therapy needs
pravidead to the resident,

3. The MDS aszessment datad 3/16/18,
documented Resldent #22 had diagrioses of pain
in the right hip, left ankle and joints of the left faot,
psycholic disorder, diabetes mellitus and
dementia and had no restorative program.

't The cere plan dated 3/18/18, revealed diractions

for slaff to completa restorative programs as
Indicated.

The Rehab Aide Functional Maintanance
Program dated 2/17/18, lacked frequaricy per
woek for the Restorative therapy. The record
documented active range of mation to the knee
far extensions and passive rangs of motion o
both kness to siralch to exiend.

The Resfcrative Record dated March 2018,
directed staff {o provide exercise on the nu-slep
for 10 minutes, to sit and stand 4 times, to skelch
all exfremities lo provide active range of motion
and walk to dine to all meals dally. The resident
received no axercises for tha manih of March and
had four refusals.

4, The MDS assessment dated 2/1/18,

F 676
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documented Resident #10 had diagnoses of
difficulty walking and reducad mobility end
required extensive assistance for ambulation in
room and hallway.

The care plan revised 11/6/17, included a
problem of impaired physical activity/self care
deficit related to right side weaknass from
carebrovascular accldent and kyphosis, The

prablam Included an Intervention for a rastorative
program.

The raslorative docurnentation sheet for the
month of May 2018, revealad the residsnt had a
waiking program sat up with platform walker and
galt balt, assistance of two, all meals. The form
Inclutled the following:

-group exerclse Menday-Wednesday-Friday

-sit to stands x 10

-5 minute handblke 2

~spated upper extremity exercises .

-shoulder shrugs, sslf active range of mation
right uppear extremity

~1# waight to left upper exiremity, 1 set of 15
repatitions

-shaulder flaxion
-chost press
-horizontal shoulder abduction/adduction

-elhow flexionfextension
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~hand/wristffinger range of motion

During observation on 5/8/18 at 8:29 a.m., Staff
C, certified nurse aids, CNA complatad moming
cares and pushed (he residant from the room to
the dining room [n a wheel chair.

On 5/9/18B at 10:40 a.m., the Restorative Alds, RA
staled they were allotted three days per wask lo
complete the restorative program for afl of the
residents. The RA stated they falt it was difficult to
complete the restarative programs for all of the
residents end at times they were pulled 1o work
the floor when they were scheduled ta do
reslorative. Tha RA stated none of the residanis
got restorativia on those days. The RA stated they
had no restorative documentation completed for
1he sasident for the months of March or April
bacause thay had not had time o compleis It.

On 5/9/18 at 4:05 p.m., the consultant Diractor of
Nursing stated the plan would be for the facility
not to pull the RA to the floor to work.
Treatment/Sves to Prevani/Heal Prassure Licer
CFR(s): 483.25(b)(1)(0{N

§483,25(b) Skin Integrity

§483.25(b)(1) Pressurs ulcers,

Based on lhe comprehensive assessment ofa
resident, the facllity must ensure that-

(i) A resident raceives care, consistant with
professional sfandards of practice, to prevent
pressure ulcers and does not develop pressure
ulcers unlass the individual's clinical condition
demonstrates that they ware unavaidable; and
(ii) A resident with prassure ulcers recelves
necessary trealment and services, consistert

F 676

F 686
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with professional standards of practice, to
promote healing, pravent infaction and prevent
new ulcers from developing.

This REQUIREMENT is not met as evidenced
by:

Bassd on obsarvalion, clinical record review, and
staff interview the facility failed to ensure
intervantion planned were In place and fafted to
ansure ongolng assessments of skin lssues were
documented as requlred for one of three
rasidents raviewed. {Resident #17), The facility
census was 35 residents.

Findings include:

1. The Minimum Data Set {MDS) assessment
dated 2/22/18, documented Resident #17 had
diagnoses of cancer, diabates mellitus and
age-related cognitive decline and required
extensive assistance for bad mobility, transfers,
loileting and persanal hygiene, The MDS
documentad the regident ambulated with the
assistance of one person and was at tisk for the
development of pressure areas. The MDS
documented a prassure reducing devies in the
chair and a tuming and repositioning program.

A Braden Scale for Predicting Pressure Sore Risk
dated 3/23/18 dacumented the resident scored a
15 for risk of pressure sores. The form
documented the resident had slightly fimited
sensory perceplion, nccasionaly malst skin,
occasionally walks, slightly limited mobility,
adequate nultsition and a potantial friction and
shear problem.

Review of the rasident’s care plan with & focus
area of potential for impairment to skin integrily
related {o a decrease in abllittes and Increase in
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nsed for assistance. A revision date on the care
plan was 1/16/17 and lists intervantions as:

1. Monitar/documentfraport changes n skin
stalus, appearance, color, or breakdown.

2. Pressure reduction overlay.

3. Roho cushlon.

4. Teach resldent/family the importance of
changing positions far prevention of skin
breakdown.

5. Assistlencourage to shift welghtireposition
throughout shif.

Nurse progress nolas and a Wound Record
documented the onset of a pressurs area on the
right hael and cne on the left heel on 2/20/18.

During observation on 5/8/18 at 7:50 a.m., there
was no avarlay on tha matiress as stated on the
care plan. The resident’s hesls were niot floated
off of the matirass, No daevicas were noted in the
room other than moon boots, Blus moon bools
were lylng on the bed under the covers when the
resident was approached to get up for a shower.

Review of a Wound Record documented a 3.0
cenlimetar {cm.) x 6.0 cm. black/brown (eschar)
pressure area was discovered on the [eft heel on
2/20118. Physiclan was notifled. The initial
traatment was ta swab the wound with Betadine
twice daily and for Prafo bools {pressure religving
lo the heel area} o be wom,

The Wound Record also decumented a clear
blister arega noted an the right heel on 2/20/18
measuring 6.5 cm. x 7 cm. Documentation
revealad the blister popped while staft wera
applying socks. A Mepilex dressing was applied,
Physician was notified.

The Wound Record indicalad the treatment to the
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{eft heal was changed on 2/21/18 ta swab tha
wound with Betadinae twice daily and waar Prafo
boots. The right hee! area was documented as a
flat blister on 2/28/18 measuring 7.6 x 5.5 cm.
Both the left and right heels were assessed
weakly with the following measurements:

Left hesl:

2/21/183.0 x 3.0 cm.
2/28/18 2.7 x 2.4 em.
M8 25em. x20cm
3M4/183.5cm. x 2.5 cm.
3/21118 4.0 x 3.0 cm.
3/281183.5x28cm.
4/211B32x% 25 cm.
4/91183.1x 2.3 cm
4116118 3.2 x 2.5 om.
4/26/1183.0x 2.5 cm.
51118 3.0x20cm.
5818 32x24cm

Right heel:

2/21/1189.0cm % 9.0 cm.
2/28/187.6x6.6cm

317118 0.4 x 0.4 om. (inaccurate)

3M14/18 8.0 x 5.0 cm,

3121148 B.0x 5.0 cm.

3128/18 no measurements/not healed out
4/2/18 no measuremenis

4/9/18 no measuremenis

4116118 nD measurements

4/24118 no measurements

5/1/18 wound record states no open areas
518/18 no open areas

Review of a Non-Pressura Skin Record
documented an open area on the top of the left
{oof noled on 3/13/18. Documentation [ndicated

F 686
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the area was an open, non-dralning blister, dark
red/purpie In color from the Prafo boot subbing.
The area measurad 1.2 em. x 2.0 cm. Physician
was nolified and ordared trple antibiotic ointment
and a Band-Ald untll haaled. The treaiment was
changed to Bactroban on 3/21/18 with a
measurgment of 2.0 cm x 1.0 cm. with slough,

According 1o the Skin Canditlon Record on 4/2/18
the left foot area was covered with a dark brown
scab 1.0 cm. x 0.7 cm. On 4/9/18 the area
divided into two scabbed areas 0.5 cm. x 0.5 em.,
and 1.0 cm. x 0.7 cm. The areas were measured
weekly and treated BID.

Measurements for the two areas on the top of the
left foct were:

41618 1.0 cm. x 6 cm. and 2.5 X .5 cm.
scabbed arsa

4124118 1.0 cm. x .7 emand 2.0x 2.0 cm. scab
5/1/18 1.0 x 1.6 cm. black scab and 0.2 x 0.3 cm.
scab

5/8/M18 0.9 x 1.4 cm black scab and 0.7 x 0.7 cm
scab

During intarview on 5818 at 2:45 p.m., the
Consultant director of nursing stated the heel
wounds developed first. Pravo bools were
prescribad to prevent pressure on the haals but
they rubbad the top of the resident's foot causing
the wound on top of the foot to develop. The DON
stated they try to float the heels in bed but the
resident kicks off the blue moon bools.

F 700 | Bedrails

ss=K { CFR(s): 483.256(n)(1)-(4)

§483.25(n) Bed Rails.
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The fagility must atternpi to use appropriate
alternatives prior to installing a side or bed rall. If
a bed or side rail is used, the facllify must ensure
corract instaliation, use, and maintenance of bed
ralls, including but not limited to iha following
alemenis.

§483,25(n){ 1) Assess the resident for risk of
entrapment from bed ralis prior to Instaflation.

§483.25(n){2) Raview the risks and benafits of
bed ralls with the resident or resident
raprasentative and obtain informed consent prior
to installation.

§483.25(n)(3) Ensura that the bed's dimensions
are appropriate for the restdent’s size and walght.

£483.25(n}(4) Foliow the manufacturers'
recommandations and specifications for Instaliing
and maintaining bed rails.

This REQUIREMENT s not met as evidenced
by:

Based on record raviaw, observatior, and staff
intarvisw, tha facility failed to asssss bed side
rails far the risk of entrapmant and failed to
ensure bed rails are propedy maintalnad for
safoly for 16 of 45 resident beds at the facility
{#36). Specifically, the facility falled to implement
a system to ensure gaps in side ralls wera not
large enough lo create the risk for entrapment for
Resident #36, The failure {o ensura the side ralls
did not have a large gap which the resident could
become entrapped put Resident #36 at risk of
serious injury, impairment, or death dus lo
antrapment within the gap, placing the residents
in Immediate jeopardy. The factily reporiad a
census of 35,

F 700
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Findings include:

1. Review of the Focd and Drug Administration's
(FDA) Hospital Bed Safaty Workgroup article,
*Clinical Guidance For the Assassment and
Implamentalion of Bed Rails In Hospitals, Long
Term Care Facliities, and Home Cara Settings”,
datad April 2003, indicated, in partinent
part,"...\sa of bed ralis should be based on
patiants’ assessed medical neads and should be
documented clearly and approved by the
Interdisciplinary team...Bed rail use for patient's
mability and/or transferring, for example, tuming
and positioning within the bed and providing a
hand-hold for getiing into or out of hed, shou!d be
accompanied by a care plan... Inspect, evaluate,
maintaln, and upgrada
equipment{beds/mattressesfbed rails) to identify
and remove potential fall and entrapment hiazards
and appropriately mateh the equipment of patient
naeds, considerng all relevant risk factors.. If it is
determined that bed ralls are required...The
mattress to bed rail interface showld prevent an
individual from fatling belween the matirass and
bed. Maintenance and moniloring of the bed,
mattrass, and actessoties such as
patient/caregiver assist itams.,..should be
ongoing..."

According to the FDA's Guidancs for Industry and
FDA Staff arlicle, "Hospital Bed System
Dimensional and Assessment Guidancs to
Reduce Entrapment,” issued 3/10/08, "For 20
yenrs, FDA has raceived reports In which
vulnerable palients have become antrapped in
hospital beds while undergoing care and
freatment in health care facilities. The tarm
"enfrapment” describes an event in which a

palient/resident is caught, trapped, ar entangled

F 700
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In the space {n or about the bad rall, mattress, or
hospita! bed frama. Patlent entrapments may
result in deaths and serious Injurlss. FDA
recelvad approximately 691 entrapmant raports
over & period of 21 years from January 1, 1885 to
January 1, 2008. In these reports, 413 paople
died, 120 were Jnjured, and 158 were near-miss
events with no serlous injury as & restilt of
Intervention. These entrapment events have
occurred 1n apenings within the bed ralls,
betwaen the bad ralls and matiresses, under bad
rails, hetwaen split rails, and between the bed
talls and head or foot boards. The population
mos! vulnerable to entrapment are eldery
petients and restdents, especially those who ara
frall, confused, restless, ar who have uncontrolied
body movement. Entrapments have occurred in
a variely of patient care setings..."

The MDS {(Minlmum Data Set) assessment tool
with a compiation date of 4/19/18 listed
diagnosas for Resident #36 that included cancer,
Alzhelmer's dementia and diabstes. The MDS
slated the resident was Indepandant with bad
mability, transfers, ambulation, toileting, and
hygiene The MDS staled the residents BiMS
(Brisf Interview for Memtal Status) as 6 out of 15,
Indicating severely impalrad cogrition,

A cara plan with a review start date of 5/4/18 does
nat indicate side rails are used.

An observation on $79/18 at 6:30 a.m. revealed
the rasident lying on her back in bed with eyes
closed. One side of the bed was agalnst the wall
with the side rall up and the outer side of the bed
had a top side rail up. Upon further investigation it
was noted the side rails were stationary and
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attached to the bed frame and not the mattress
frame.

An observation on 5/9/18 al 7:30 a.m. revealed
the opsen space In the center of the sida rail
measurad 16 inches horizontally and 7 ¥ Inches
vertically. The maintenance supsarvisor conducted
and concurred with this measurement. The
resident was notin the bed al this time.

During an intarview with the malntenance
supervisor at 7:45 a.m., he acknowledged the
siza of tha open space within the side rail could
be a hazard, The maintenance supervisor stated
thera are no log books to identify the
measuraments of these rails or of the aother
various typas of ralls In place though out the
facliity. He statod he did not know who was
responsible for kesping track of the
meastrements as ha has only worked at this
facllity a few months.

Furiher Investigation throughout the facility
revealed 15 more beds with the stationary side
rails in place. Investigation and measurements
conductad with the maintenance supervisor
ravealad the space within the apen area of the
sidi rail changed with different positions of the
head of each bed, The beds are hand cranked.
With the head of the bed at 8 45 degraa angle
{semi-fowler's position) the space decreased to 5
inches. With the bed fully flal the space remained
9 % inches. With the head of the bed n s full
upright 80 degres angle (fowler's posilion) the
space decreased fo 4 inches,

In &n fnterview with Physical Therapy at 8:00 a.m.
on 5/10/18, she stated they assass residents for

side rails based on whether it helps them gel In
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and out of bed easler and not for 1ssuas such as
fraguent falls. Stated they document thelr
observations in the Physlcal Therapy notes but do
not have a formal assessmant tool they use.

In an Interview on 5/10/18 at 9:15 a.m. with the
Administrator and the Corporate Nurse
Consultantinterim DON, the consultant nurse
provided an email she had sent an 11/2/17 from
another facllity with the packet of Information from
Direct Supply which dirgcted side rails should not
hava an opening or gap greater than 4 34 inches.
The Consultant RN acknowledged the facility
falled to Implement a procass te assure side rail
compliance.

The facility Administratar and Consultant
RN/Interiny Director of Nursing (DON) were
informed of the immediate Jeapardy on 5/9/18 at
10;30 a.m., due to the sk of entrapment for
Restdent #36 from a side rail gap measuring 14
Inches by & 1/2 inches, and the faclity's lack of a
process In place o determine side rall safety.

The Immadiate Jeapardy was abaled on 5/9/18 at
2:40 pm by implementation of tha following
actlons:

The Tacillty ramoved afl stationary side ralls with a
gap mesasuring 14 Inches by 8 1/2 inches from
facllity bads. The facility planned to perform and
document manthly safely checks of all beds and
side raits. The Administrator planned lo develop
the monitering lool to log the safety checks and
measuramernts. The Maintenance Director was
provided education of safe measurements for
side rail gaps. Facllity staff that were on duty on
5/9/18 were provided training on the rationala for
stationary side rall remaval and notified thay are
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not to change beds or adjust side rails in the
facility without direction from the intardisciplinary
team. Al other staff will be trained the pext time
they are on duty. The Administrater provided a
copy of the fachity's side ralf assesasment form
which will include room number, type of side rall if
used or the absence of slde ralls, the type of bed,
measuremenis of openings in the ralis as well as
the spaca between the mattress and ralls, and
matiress and headboard,

During an interview at 9:30 a.m. on 5/10/18, the
Consultant Nursefinterim DON staiad she or the
ather Interim DON {Staff D) will camplete side ral
assasstnenls on all current residents within the
next waek, on all new admissions, and quariery
un all residents or with any changas In resident's
needs, Consullant RN stated side rail
assessment forms will Blso be audlted monthly
far four months to assurs completion.

F 880 | Infection Prevention & Conirol

sg=D | CFR(s): 483.80(a){1){2){4){e)(N)

§483.80 Infaction Conlrol

The facility must establish and maintain an
infectlon prevention and control program
dasigned to provide a safe, sanitary and
comforiable environment and to help prevent the
development and transmission of communicable
diseases and infections.

§483.80(a) Infection prevention and cantrot
program,

The facility must establish an infection prevention
and confro} program ({PCP) that must include, at
a minimum, the follawing efemanis:

§483.80(a){1) A system for preventing, idenlifying,

F 700

F 880
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reporting, investigating, and controfling Infactions
and communicable diseasas for &l residents,
staff, volunteers, visitors, and other individuals
providing services under a confractual
arrangement based upon the facility assessmant
conducted according to §483.70(s) and following
accepled national standards;

§483.80(a)({2) Written standards, polities, and
pracadures for the program, which must include,
but are not limited to:

{i) A system of surveiliance designed to Identify
possible communicatle diseases or

infactions before they can spread tc other
persons In the facilty;

(i) When and fo whom possible incldents of
communicable disease or infacticns should he
reported;

(Iil) Standard and transmisslon-hased pracautions
to be followed to pravent spread of infactions;
{iv)when and how [solation should ba used for a
resident; including but not lmited to:

{A} The typs and duration of the isofation,
depending upon the infectious agsnt or organism
Involved, and

{B) A requirameant that the isolation should ba the
least restrictive possible for the resident under the
circumstances.

(v) The circumstances under which the facllity
must prohibit employses with a cammunicable
disease or infected skin losions from direct
cantact with residents or their food, if direct
cantact will iransmit tha disease; and

{vi)Tha hand hygiene proceduras lo be {ollowad
by staff involvad in direct rasident contact.

§483.80{a){4) A system for recording incidents
identified under the facility's IPCP and the
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corractive actions taken by the facility.

§483.80(e) Linens.

Parsonnel must handle, store, process, and
transpori linans so as io pravent the spread of
Infaction.

§483.80(f) Arnual review.

The facllity will conduct an annua! raview of its

IPCP and update thslr program, as necessary.
This REQUIREMENT Is not met as evidenced
by:

Basad on obsarvation, clinical record reviaw and
staff Interview, the facility faflad to utilize proper
infection contral technique when providing
personal cares to two of {our residsnls observed.
{Resident #10 & #17) The facllity census was 35
roslidants.

Findings include:

1. The Minimum Data Set (MDS) assessment
dated 2/22/18, documented Resldent #17 had
dlagnases of cbstructive uropathy, diabetes
mellilus and age related cognliive decline and
raquired extensivae assistance for bed mobllity,
transfers, tollating and personal hygiane.

During observation on 5/8/18 at 10:00 a.m,, Staff
A, Certified Nurse Alde, CNA, washed her hands
and donned gloves and assisted tha resident fo
the bedside commode. Stall A removed an
incontinence brief that was solled with a large
inose bowel movement, removed her gloves, and
washed her hands. Staff A donned new gloves
and placed a clean incontinence brief on the
resident, loosely securing it until hygiene was
completed. Staff A assisted the rasident to stand
using the gait belt and walker agaln, Staff A used
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two wash cluths-one to wash and one to rinse
resident's parineal area. Staff A did not cleanse
the residen!’s leg creases ar across the froplal
perineal area. Staff A washed the resident from
fhe back reaching up through the legs to cleanse
{he vrethral ares from the front to the back. The
resident had & large loose bawel movement on
the eommode. Visible continued smearing of
fecat matter was observed on the final swipe of
the postarior parineal area using the second
washcioth, After &ll clean sutfaces of the second
washcloth had been used, Staff A continued to
wipe the resident's posterior parinesl area with
the solled cloth. With the same gloves an, StaftA
puiled up the incontinence briaf and rasldent's
shorls, assisied the to ambulate to the bed and sit
dawn. 5taff A removed the solled gloves and
washed her hands. Staff A asslsted resident to lay
down and placed moon boots on her fesl,

Revlew of an undated procedure guidaline
labeled Parineat Care directs staff to wash the
frantal perineal area first and use a new cloth for
the anal area,

During Interview on §/10/18 at 7:15a.m,,
Censultant Diractor of Nursing (DON} stated staff
should use as many washclolhs as they nead to
get the resident clean afer toileting and they
would tusn the cloth with each swipa.

2. The MDS assessmeni dated 2/1/18,
documented Residant #10 had diagnoses of
difficuity walking and reduced mobility and
required sxtensive assistance for ambulation in
room and hallway.

On 5/8/18 at 8;29 a.m., Staff C, CNA wore glovas
and used a cloth fo cleanse the residents left
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groin, tight groin and through the center of the
perineal area. Staff C falled to ramove their
gloves and proceaded to touch the residents
whael chalr handle, wheel chair brake, the
residaenls lsgs, a lube of banier cream, a
container of powder and then applied barrer
cream lo the resfdents petinsal area and powder
to the residents under pants. Wearing the same
glaves, Staff C supported the resident with a
hand an the residents back as Staff A, CNA
placed a gall balt on the rasident. Staff C, wearing
the same gloves assisted the resldent to stand
and aftar completing posterior perineal cares
Staff C removed thelr gloves.

During interview on 5/10/18 at 9:00 a.m., the
Consuftani DON slated staff should remove their
gloves immediately aftsr personal cares was
completed.
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F000

This plan of correction constitutes our creditable Allegation of Compliance. Preparation offor
execution does not constitute admission or agreement by the provider of the conclusions set forth
in the statement of deficiencies. The plan of correction is prepared and/or executed solely
because it is required by the provision of the federal and state laws.

All citations will be in compliance on June 14™.

F644

The tag for coordination of PASARR and Assessments stated that a level Il PASSAR was not
completed for a resident. The social services employee was trained on 6/5/18 on how to
completé PASSAR’s and will now complete all PASSAR’s. A PASSAR was completed for resident
#18 on 6/7/18. All staff were educated on when a PASSR must be completed for a current
resident and when a hew resident’s PASSR must be completed and signed that they
understand. Any staff that have not signed will not be able to work until they have signed. Staff
were educated on when to get a new PASSAR completed at the in-service on May 17%. PASSAR
completion will be assessed by the Quality Assurance committee and checked quarterly.

F&656

The tag for Develop and Implement Comprehensive Care Plans found that two residents care
plans were not followed correctly. Resident # 25 was care planned to have a cone on her feft
hand. The resident refuses the cone consistently and she puts her own napkin in her left hand
therefore the cone was discharged from her care plan on 5/11/18. It was also found that
resident #25 was improperly transferred. The second resident care plan that was not followed
was resident #10 did not have her buddy pillow. Resident #10 no longer uses a buddy pillow
and that was discharged from her care plan as well. Staff were educated that they must follow
the care plan correctly and signed that they understood. Any staff that have not signed will not
be able to work until they have signed. For the next four weeks the DON will pick three to four
care plans at random to audit to ensure compliance. All care plans will be reviewed by the care
plan team at care conferences to ensure consistent cares is being given.

FE76

The tag for Activities of Daily Living/Mntn Abilities found that four residents did not recelve
restorative services as planned. Residents #25, #23, #22, and #10 will have restorative services
provided as per their care plan. The restorative aide was educated about keeping up with her
paperwork regarding restorative work and following the care plan of each resident regarding
restorative care. All staff were educated that restorative must be done and documented and
staff signed that they understand. Any staff that have not signed will not be able to work until
they have signed. Staff were educated on restorative aide programs at the in-service on May
17, The restorative care will be audited by the DON/or designated representative weekly for



four weeks. The QA committee will assess the audits to decide if further action needs to be
taken.

F686

The tag treatment/Sves to prevent/Heal pressure ulcers found that one resident did not have
ongoing assessments of skin issues and did not document a way to prevent skin issues. Resident
#17 will receive the proper care they deserve and will have prevention plans in place to prevent
future skin issues. All staff were educated that measures must be put in place to prevent
pressure ulcers for all residents at risk for development and staff signed that they understand.
Any staff that have not signed will not be able to work until they have signed. Staff were
educated that, all residents who are at risk for pressure ulcers must have a prevention plan in
place, at the in-service on May 17th. The at risk patient’s preventative measures will be audited
by the DON/or designated representative. The DON’s findings will be reviewed quarterly by the
Quality Assurance committee to assure compliance.

F700

The tag Resident safety stating that all residents shall be protected against physical or
environmental hazards to themselves. The sixteen bedrails that were found in non-compliance
were immediately removed from the bed. Any bed rails that need to be placed on a resident’s
bed must be approved by the care plan team. When a new resident is admitted a nurse must do
a bed rail assessment. iIf a resident is in need of a bed rail the maintenance director must
complete an assessment to make sure they are put on correctly and make sure there are zero
potentially hazardous zones. All staff were educated on bed rail usage and procedure and
signed that they understand. Any staff that have not signed will not be able to work until they
have signed. Staff were educated on the proper steps to take to get bed rails for a resident’s
hed at the in-service on May 17*. Assessments by both the nurses and the maintenance
director will be brought to the Quality assurance meetings and checked quarterly.

F880

The tag Infection Prevention & Control found that infection control procedures were not
utilized on two residents. Residents #10 and #17 moving forward these residents and all
residents will be protected from infection through proper infection control procedures. All staff
were educated that proper infection control protocol must be used when preforming cares on
residents and staff signed that they understand. Any staff that have not signed will not be able
to work until they have signed. Staff were educated that all cares performed by staff must
follow proper infection control protocol and all residents should be protected from infection at
the in-service on May 17th. The DON/ nurse will audit cares to ensure infection control is being
implemented. The DON will bring the results to the quarterly Quality Assurance meetings to
ensure compliance.



