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ss=D | CFR(s): 483.10{a)(1)(2)(b)}(1){2)

§483.10(a) Resident Rights,

“The restdent has a right fo a dignified existencs,
self-determination, and communication with and
access {o persons and services Inside and
ouiside the facility, including those specified in
this section.

§483.10(a)(1) A facllity must treat each resldent
vilth respect and dignity and care for each
resident In a manner and in an environment thal
promotes maintenance or enhancement of his or
her quailly of lifs, recognizing each resident's
individuality. The facility must profect and
promote the rights of the resldent,

£483.10(a}(2) The facility must provide equal
access lo quality care regardless of diagnosis,
saverty of condltion, or payment source. A facllity
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F 000 | INITIAL COMMENTS F 000
Correctiondate; 70" 8 e e Pl‘epal‘a_ﬁon and execution of this Plan of
-_ Correction does not constitute an
The following deficlencies refate to investigation :;la:;x:s{;unt:r agreement by this Provk}er
uth of faets alteged or conclusions
of Complalnt #76399-C, 77263-C, 77421-C, and set forth in the Statement of Deficlencies,
76634-C. completed on 8/8/18, to 8/20-23, 2018, The Plan of Carrection is prepared
and the ahnual survey completed September andfor executed solely because it is
1013, 2018, required by ¢he provisions of federal and
state law, Completion dates are provided
Complaint #76399-C subslantiated for procedural processing purposes and
Complalint #77263-C substantiated corr¢lation with the most recently
Complalnt #77421-C not substantiated eontemplated or accomplished corrective
Complaint #76634-G not substantiated. action and do not necessarily correspond
‘ chronologicaliy to the date the facility
{See Code of Federal Regulations, 42 GFR, maintains it was in compliance wlth
Subpart B, Requirements for Long Term Care requirements _of participation or that
Facllities). eorrective action was necessary,
F 550 Rasident Rights/Exercise of Rights F 650

allegation of compliance as of 10/3/2018,

E000
The Plan of Correction ¢coniained herein
constitutes the facility’s credible

- / 4
LABD! RYDIREGTOREOR: | [ER REPRESENTATIVE'S SIGNATURE

Dliminatater,  15EIR

Any deﬂcie?\é;statement end|r£1 vith an asterlsk {*) denoles a deficlency which the Inslitution may be excused from cotrecling providing it 1s delermined thal

othar safeguards previde sufficlent protection to the patlents, (See Instructlons.) Except for nursing homes, the findings slated above are dleclosable €0 days
following the date of survey whelfies of not a plan of correction Is provided. For nursing homes, the abave findings and plans of correclion ara disclosable 14

days followdng the data these documonis are made avallable to the faclity. If deficiencies are clled, an approved plan of comectlon Is requlslie to continued

program partidpalion.
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must establish and malntaln idenfical policles and
practices regarding transfer, discharge, and the
provision of services under the State plan for all
residents regardless of payment source,

§483.10(b) Exercise of Rights.

The resldent has the right to exercise hls ar her
rights as a resident of the faciliy and as a citizen
or resident of the United States.

§483.10(b)(1) The facllity must ensure that the
resident can exercise his or her rights without
Interference, coerclon, discrimination, or reprisal
from the facility.

§483.10(b)(2) The resldent has the right to be
free of Interference, coercion, discrimination, and
reprisal from the facility in exercising his or her
Hghts and te be supported by the facility In the
exerclse of his or her rights as required under this
subpart.

This REQUIREMENT Is not met as evidenced
by:

Based on ohservation, record review and staff
Interviews the facility fallad to protect the
restdent's right to choose when and how to bathe
for 1 of 13 samplsd residents (Resident #15). The
facllity reporied a census of 22 residents,

Findings included:

Resident #15's 6/12/18 Minimur Data Sef (MDS)
dacumented the resident had severely inpalred
cognifive functlon, The resident required
extensive staff assistance for transfers and
hathing. The residenl’s care plan direcied staff to
provide a whirlpool or shower 2 times weekly or
as the resldent chose, The resldent's care plan
also Included a goal for the resident lo have

E-550

Resldent #15, as well as all tesidents,
will be afforded the option of receiving
a hath, showsr, or bed bath as per their
chalce as per regulatary guldelines
unless otherwlse requested by the
resldent, The facility has revised the
bath sheet to indicate what type of
cleansing the resldent received,
l.e., bath, shower, or bed bath and If
the residents mood remalned calm
and cooperative, anxlous, or agitated.
The Facllity ordered a whirlpool pump
that was Installed on 10-1-18,
The facllity staff, including Staff A, B,
and C will continue to provide the
required assistance as fecessary for
Resident #15, as well as all resldents,
with their baths, showers, or bed baths,
Nursing staff currently on PRN, FMLA,
PTG, or other leave status will ceview the
necessary information prior to thely
next scheduled shift. Any ongaing
concerns will be addressed with
the GA Committee. This reprasents
the facllities credible allegation of
compliance dated 10-1-18,
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posltive experiences |n the daily roufine without
overly demanding tasks and without becoming
overly siressed. The care plan direcled stait to
calm he restdent if signs of distress developed
{feeling overwhelmed, fatigue, agitatlon,
restlessness, withdrawal),

On 09/41/18 at 9:36 AM a voice could be heard
screaming from the shower room for at least 5
minules. The voice screamed a high pitched
screamn and shouted *help me, help me,*
repeatedly, Staff A, Registerad Nurse (RN)
identified the person screaming as Resldent #15.
The nurse stated, "she doesn't like her bath.”

During Intervlew on 911/18 at 9:42 AM the
Director of Nurslng (DON) staled I've haver seen
her this bad, Her hand is pretly bruised from
hilting the tub.

During Interview on 9/11/18 at 9:44 AM Siaff B,
Certifled Nursing Assistant (CNA) stated she was
agency staff and had been assigned fo da baths
{hal day. She sialad the resident got into the tub
OK but started screaming when sprayed with
waler. Staff G, GNA also present said the resident
atways got Into the tub wilingly but about half the
time would start screaming and become upset
when sprayed with vater.

Staff documented on he ADL Flowsheef the
resident recelved 9 baths in July, 8 baths In
August and as of B/11/18 she had recelved 3
baths in September including the one on $/11/18,

Durlng interview on 09/11/18 at 9:53 AM the
DON staled no documentation could be found
related to difficully bathing or alternalives
attempted. She confirmed the care pfan did not

F 550
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Continued From page 3
address resldent disiress with bathing.

On 9/12/18 at 8:16 AM the resident sal at table In
the dining recom. She had bruising over both
hands. Staff documented on 9/11/18 Skin
Condition Records the resident had recelved a 2
by 2 cenfimeter {cm.} and a 1 by 0.6 cm, bruise
on the top of the right hand and a 6 by 8 cm,
bruise to the fop of the left hand.

Baseline Care Plan

CFR{(s): 483.21(a}{1)}-(3}

§483.21 Comprehenslve Person-Centered Care
Planning

§483.21(a) Baseline Care Plans

§483.21{a){1} The facility must develop and
Implement a baseline care plan for each rosident
that includes the instructions needed lo provide
effective and personcentered care of the resident
fhat meet professional standards of quality care.
The basellne care plan must-

{i) Be developad within 48 hours of a resident's
admilssion,

{ll} Include the minimum healthcare information
necessary {o properly care for a resldent
including, but not limited fo-

{A) Initial goals based on admisslon vrders,

(B) Physiclan orders,

(G} Digtary orders.

(D} Therapy sorvices,

(E) Soclal services.

{F} PASARR recommendatlon, if applicabla,

§483.21(a){2} The facility may develop &
comprehenslve care plan in place of the baseline
care plan if the comprehenslve care plan-

{i} 1s developed within 48 hours of the resideni's
adnlsslon,

F 550

F 856

F-655

Resldent #9's husband reviewed
and approved the baseline care
plan on 8-12-18, The DON and
Nurses have been Informed of

the Importance of resident #9,

as wall as all residents and thetr
representatives when available,
revlewing and approving of the
rasidents baseline care plan,

The GON, or thelr designee, will
attempt 1o ensure resldents and
thelr representative when avallable
review and approve the residents
haseline care plan as per regulatory
guidelines, Nurses currently on
PRN, FMLA, PTO, or other leave
status will review the necessary
Information prior to thelr next
scheduled shift. Any ongolng
concerns will be addressed with

the QA Committee. This represents
the facilitles eredible allegation

of comptiance dated 10-3-18,
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(il} Meets the requirements set forth in paragraph
(b} of this section {excepting paragraph (h)(2){i) of
this seciion).

§483.21(a)(3) The fadility must provide the
resident and their representative with a summary
of the baseline care plan that includes but is not
limited to:

(I} The Initlal goals of the resldent.

(i} Asummary of ihe resldent’s medications and
dietary Instructions,

{iiy Any services and freatments lo be
administered by the faclllty and personnel aeting
on behalf of the facllity,

{iv) Any updated Information based on the detalls
of the comprehenslve care plan, as necessary.
This REQUIREMENT Is riot met as evidenced
by:

Based on record review and staff interview the
facillty failed to provide the resident and thelr
represenlalive with a summary of the baseline
care plan for Reskdent # 8. The faclllly reported a
census of 22 residents.

Findings Include:

Reviaw of a Baseline Care Plan for Resldent #3
showed the resldent had been admitted to the
facllily on 4/12/18, The form included a space to
document the dale it was revlewed with the
residentirepresentative. There was no
documsntation the review had been completed.

During Interview on 9/11/18 at 1;40 pm the
Director of Nursing stated if it is not documented
on the Baseline Care Plan form then the baseline
care plan had not been reviewed with the resldent
or ihe representative,
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§483.21(b) Comprehensive Gare Plans
§483.21(b}{1) The facility must develop and
implement a comprehensive person-centered
care plan for each resldent, conslstent with the
resident rights set forth at §483.10(c)(2) and
§483.10{c)(3}, that Includes measurable
objectives and timeframes fo mest a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assassment, The comprehensive care plan must
describe the following -

(i} The services that are {o be furnished to atfain
or malntain the resident's highest practicable
physical, mental, and psychosoclal well-being as
requlred under §483.24, §483.25 or §483.40; and
(It} Any services thal would otherwise be raquired
under §483.24, §483.25 or §483.40 bul are not
provided due to the resldent's exsrclsa of rights
under §483.10, Including the right to refuse
trealment under §483.10(c)(6).

{ilf} Any spediallized services or specialized
rehabilitative services the nursing facility vall
provide as a result of PASARR
recomimendalions. if a facility disagrees with the
findings of the PASARR, it must indlcate its
ratlonale In the resident's medical record,

{tv)in consuitatlon with the restdent and the
resident's representative(s)-

(A) The resident's goals for admisslen and
desirad outcomes.

{B) The resident's preference and potential for
future discharge. Facilities must document
whether the resident’s deslre to return o the
community was assessed and any referrals {o
local contact agencles andfor ether appropriate

F:656

The Facility DON has been informed of
the tmportance of ensuring any Restdent
recelving Coumadin has this medicatton,
and It's potentla] side effects, addressed
on the Resldents Care Plan.

Restdent #8’s Care Plan was revised as
of 9-11-18 to Include Coumadin and it's
potential side effects, Ali other resldents
receiving Coumadin have been reviewed
to ensure this medieatlon and it’s
potentlal side effects are addressed

on thd Care Plan. Any ongolng concerns
will be addressed with the QA Committee.
This represents the facllities credible
allegatlon of compliance dated

9-27-18.
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enllties, for this purpose.

{C) Discharge plans in the comprehenslve care
plan, as appropriate, In accerdance with the
requirerents set forth in paragraph {c) of thls
section.

This REQUIREMENT Is not met as evidenced
by.

Based on record review and staff interview the
facllity failed to devetop and Implement a
comprehensive person cantered care plan for 1
of 12 residents reviswed, ( Resldent #8), The
facllity reported a census of 22 residents.

Findlngs include:

4. The Minimum Data Set with assessment
referenice date of 8/4/18 showed Resldent #8
had taken an anticoagulant medication daily
dutlng the assessment perlod,

Res|dent #8's Medlcation Flowsheet for
9/1/18-9/30/18 Included an order dated 8/13/2018
for Coumadin (anlicoagulant medication) 3
milligram once a day.

Resident #8's current Gare Plan did nof Include
the use of Coumadin or interventions related lo
the use of the medication.

On 9/41/18 at 1:35 p.m. the Director of Nursing
stated she would expect to have the use of
Coumadin on the resldents care plan and
interventions to monitor for bleeding and brulsing.
F 660 | Diseharge Planning Process F 660
55=0| CFR{s): 483.24{c){T){iH{ix)

§483.21(c)(1) Discharge Planning Process
Tha facility must develop and implement an
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effective discharge planning process thal foruses
on the resldent's discharge goals, the preparation
of residents to be active partners and effectively
transttion them to post-discharge care, and the
reduciion of facters feading to preventable
readmissions. The facility’s discharge planning
process must be conststent with the discharge
rights set forth at 483,15(b) as applicable and-

(1} Ensure that the discharge neads of each
restdent are identified and result In the
development of a discharge plan for each
resident.

{li} Include regutar re-evaiuatlon of resldents to
identify changes that require modification of the
dischasge plan, The discharge plan must be
updated, as needed, lo reflect these changss.
{iil} Involve the interdisciplinary team, as defined
by §483.21(b)(2)(#1), in the ongolng process of
developing the discharge plan.

{iv} Conslder caregiver/support person avallabliity
and the resident's or caregiver's/support
person(s) capacity and capabllity to perform
required care, as part of the identification of
discharge needs,

(v} Involve the resident and resident
representative in the development of the
discharge plan and inform the resident and
resldent representalive of the final plan,

{vl) Address the resident's goals of care and
treatment preferences,

{(vil) Document that a resldent has been asked
about thelr Interest in recelving Information
regarding refurning fo the community.

{A) If the resldent indicates an interest in returning
to the community, the facllity must document any
referrals to local contact agencles or other
appropriate enlities made for this purpose.

{B) Fagliitles must update a resident’s

F-660

Resldent #23 was discharged from
the facility as of 6-12-18.

The DON and Interdisciplinary Team
members have reviewed the
Discharge to Home Protocol,

the Care Plan Development Process
Protocol, and have heen Informed
of the importance of addressing
Restdent discharge plans on the
Baseline Care Plan, as wellas on
an ongolng basls to try to identify
and address any barrlers to the
Resident’s discharge.

The DON has been Infarmed of the
Importance of ensuring a full Care
pPlan s created for all residents
within the regulatory mandated
timeframe, Any ongelng concerns
will be addressed with the QA
Committee, This represents the
facilities credible allegation of
compliance dated 10-3-18,
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camprehensive care plan and discharge plan, as
appropriate, in response to Information recelvad
from referrals lo local contact agencles or other
appropriate entities.

{C} If discharge 1o the community ts determlned
to not be feasible, the facllity must document wha
made the determination and wiy,

{vlil) For residents who are lransferred lo another
SNF or who are discharged fo a HHA, IRF, or
LTCH, asslist resldents and their resident
represenlatives In selecling a post-acute care
provider by using data that Includes, but is nol
fimited to SNF, HHA, IRF, or LTCH standardized
patient assessment data, data on quality
meastires, and data on resource use to the extent
the data [s available, The facillly must ensure that
the post-acute care standardized patient
assessment data, data on guality measures, and
data on resource use s relevant and applicable to
the resldent's goals of care and treatment
preferences,

{Ix) Dacument, complete on a timely basls based
on the resident's needs, and include in the cilnical
recard, the evaluation of the resident's dlscharge
needs and discharge plan. The results of the
evaluation must be discussed with the resident or
resident’s representative. All relevant resident
information must be Incorporated into the
dlscharge plan fo faclitate its Implementation and
to avoid unhecessary defays in the resident’s
discharge or transfer.

This REQUIREMENT s not mel as evidenced
hy:.

Based on record review and staff interview the
tacility failed to assure dlscharge planning
involving the [nterdisclplinary team and the
resident or resident's representalive for ohe
resident (Resident #23), The faclilty reported a
census of 22 residents,
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Findings Included:

Staff documented the resldent admitied 4/24/18
for Medlcare Skllled services following a
hospitallzafion with peripheral vascular disease
and right oot gangrene.

The record included an Initla) Care Plan and a
Baseline Care Plan which oullined day to day
care of the resident. The record lacked any
documentation of a discharge plan involving the
Interdisciplinary team and the resident or the
resldent's representative. The area on the
Basellne Care Plan for Initial Goals did not
spedcify the resident's plan to discharge from the
facillty. The areas on the Baseline Gare Plan for
Discharge plans, Batriers to Resldent's Discharge
Goals, and sighatures of those involved in
development of the care plan remalned blank,

Durng Interview on 9/12/18 at 1:04 PM the
Director of Nursing (DON) confirmed a full care
plan with discharge plans ceund not be found,
She stated the resident had been In the facility
long enough a full care plan should have been
done.

Quality of Care

CFR(s): 483,26

§ 483,25 Quality of care

Quality of care Is a fundamental principle that
applles to all treatment and care provided to
facllity resldents, Based on the comprehensive
assessiment of a resident, the facility must ensure
that residents receive treatment and care In
accordance with prefesslonal standards of
practice, the comprehensive person-centerad

F 680

F 684
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care plan, and the residents' cholces,
This REQUIREMENT is not met as evidenced
hy:

Based on observation, record revlew, and staff
interview tha fachily falled to assess 1 resident
after experfencing a 'spell’ with transfer and
teported pain following the incldent and failed to
assess a change in condition {Resident #2), The
factllly reported a census of 22 resldents.

Findings include:

The Minimum Data Set (MDS) assessment with &
referance date of 4/13/18 for Resldent #2
identified a Brief Interview for Mental Status
{BIMS) score of 8 indicatlve of moderately
impalred cognition, According to the MDS, the
resident required the extensive assistance of two
staff for fransfers, and toilet use, dressing,
personal hygiene, and bed mobllity, A balance
during transiion and walking test ldentified the
resident as not steady and only able to stabilize
with staif assistance when moving from a seated
to standing position, moving on and off tollet and
surface to surface transfer. The MDS further
tdentified functional fimitation in ranga of motion
on one side for upper and Jower extremllies, The
resident had diagnosis that included a seizure
disorder, fracture, generallzed weakness,
hemiparesis {weakness of an entire side of the

body) and chronic obsiruclive pulmonary disease.

The resident had had not experienced a fall prior
fo admission of reenlry.

1n an interview on 8/20/18 at 3:30 p.m. the
Corporate Nurse reviewed his wrltten statement
of the incident dated 6/6/18 at 2:30 p.m, The
Corporate Quallly Assurance {QA) Nurse
documented he had observed two certified nutse
aldes (CNA) ransfer Resident #2 from her

F-684

Resident #2's Care Plan was

revised on 6-5-18 to indicate

the use of the Hoyer Lift for transfers,
Resident #2 was discharged from
tha faciiity on 6-8-18,

Al other residents requiring sit to
stand lifts have been evaluated

by PT. Therapy has bgen requested
to screen residents using mechanical
transfer devices on a quarterly basls
during the resldent MDS process or
sooner as deemed necessary.

The Nurslng staff have reviewed

the Machanlcal Lift Transfer Pratocol and -

the €7 Stand Competency Check

List, The Nurses have reviewed the
Assesslng an Infury of Unknown

Origin Protocol, the Head to Toe
Assessiment, the Physiclan Notlfication
Guidelines for Cilnical Issues, and the
Notification of Change Pollcy. -

The Physiclan Fax Communication Sheet
has been revised to try to ensure
Physlclan orders are properly
communicated and followed through,
The Facllity has implemented a Hot
Chart System for enhanced
identiflcatlon of resident condition
changes, Incident reporting, and
performance of assessments to
include Physiclan notlflcation of

a residents change of condltion,
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ejectric wheelchair to {he toilet using the sit to
stand it at the request of the Adminisleator, In the
process of transferrng he observed the resident
have a 'spell' which caused her to stump down
resulting in the sling moving up under her axlllary
reglon. Following the iransfer the resldent
complained of pain In the sight upper extramity
but was unable o rate pain. The Gorporate Nurse
communicated to facllity staff and directed to
monlior for Increassd complaints of pain and as
needed pain relief medication use. The Corporals
Nurse clarifled would have expecled an
assessment of pain and follow up after resldent
experienced spall which would Include vitals and
provider nofification.

Review of Nurse's noles revealed an sntry dated
6/5/18 at 3:00 p.m. which documented staff using
the Hoyer lift to fransfer for safety. The entry
falled to [nclude an assessment of vitals or pain.
Stalf made no further entrles untll 6/6/18 at 9;30
a.m., when it was documented the restdent had
severs righl arm paln

Review of a Fax Order dated 6/6/18 documented
Resident #2 complained of severe paln In the
entire right arm, and requested and received
orders for x-rays of the right shoulder and elbow,

Review of the Final Repaort dated 6/6/18 of x-rays
of right shoulder revealed a fraclre of the
proximal humeral shalt. ‘

No incident roport veas comipleted by the fa facility
for the transfer and spell.

No decumentation of communication with the
provider to inform of spell or pain following.

Furher review of the Nurses Notes revealed Staff
B, Reglstered Nurse {(RN) made an entry on

Cond,

Nursing staff currently on PRY,
FMLA, PTO, or other leave

status wifl review the necessary
informatlon prlor to thelr next
scheduled shift, The DON, or
thelr deslgnee, will review the
Hot Chart System to try to ensure
appropriate assessments are
performed to Include Physiclan
notification as necessary, Any
ongoing concerns will be addressed
with the OA Committee. This
represents the factlitles credibla

allegatioh of complfance dated
9-24-18,
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6/7/18 at 8:00 a.m. that documented an
assessment with a temperature of 100.3, and
noled lung sounds with wheezes and diminished
sounds. The nurse documented she encouraged
cough and deep breathing exercises and
scheduled breathing medications were
administered. At 10:10 a.m, nurse documented
the temperalure was 99,9,

According to the Medlcations Flowsheet Staff B,
RN documented a varlance that all noon
medicalions were held an 6/7/18 due to lethargy.
Tha Medication Flowsheet further revealed the
evening medlcalions were not documented as
administered, with no variance documented.

Continued review of the Nurse's Noles revealad
staff made no furlher assessment entrles unti
5/8/18 at 8:00 a.m. when the resident is assessed
to be hot to touch with a recorded temperalure of
102.5 with resplratory difficully.

A Fax order dated 6/8/18 dosumented
cammunication to the provider of the residents
{ransfer to the local hospital.

In an intervlew on 8/21/18 at 2:48 p.m, Staff B,
RN confirined Lhat she had held medications on
6/7/18 due fo lethargy and agreed that she should
have documented the change in conditlon,
Further stated she was unsure if had reported to
the next shift, but recalled had reported to the
Director of Nursing,

Durlng an interview on 8/20/18 al 3:40 p.m. the
Director o Nursing (DON) stated would have
axpected the charge nurse ta assess and to
re-evaluate the resident's pain in right arm and
notify the provider following a seizure or spell.
The DON reviewed the documentation and
agreed that no assessment had been completed
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by the charge nurse. The DON further stated that
when the residents madications were held at
noon oh 6/7/18 due to fethargy would have
expected an assessment and provider notffication
vith condition change. The DON reviewed the
Medicatlon Administratlon record and nurse's
progress noles and confitrned ho assessment or
documentalion was completed.

When interviewed on 8/21/18 at 2:66 p.m. the
resident's Physiclan Asslstant {PAC) stated she
would expect to be notified with a conditton
change or with spell {selzure activity). She
clarifled that a condiflon change would include the
resident baing tco letharglc to receive
med|calions and running a temperature,

Free of Accldent Hazards/Supervision/Devices
CFR(s): 483.25(d){1)(2)

§483.25(d) Accldents.

The facllity must ensure that -

§483.25(d)(1) The residen! environment remalns
as free of accldent hazards as Is possible; and

§483,25(d)(2)Each resldent recelyes adequate
supetvisfon and assistance devices lo prevent
accldents.

This REQUIREMENT (s not met as evidenced
by:

Based on observallon, clinleal record review, and
interviews, the facilily failed to ensure one {1} of
three (3) residents received adequate stipervision
to protect against accldents. Clinleal record
review and staff interviews revealed the facllity
falled to provide a safe method of transfer for
Resident #2, Resident #2 sustained a fraclure of
the right proximal humeral shaft {the top of the
arm bone [n the shoulder jolnt) during a transfer

F 684

F 689

F-689

Resldent #2's Care Plan was

revised on 6-5-18 to indicate

the use of the Hoyer Lift for transfers.
Restdent #2 was discharged from

the facility on 6-8-18.

All other residents requiring sit to
stand lifts have been evaluated

by PT, Therapy has been requested
to screen resldents using mechanical
transfer devices on a quarterly basls
during the resident MDS process or
soongr as deemed necessary.

The Nursing staff have reviewed

the Mechanica! Lift Transfer Protocol and
the £Z Stand Competency Check
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with a mechanical sit to stand ift. Prior to the
Incident it had been ldentified by the facility siaff
that Resident #2 required assessment by physical
therapy to determine the safely of the transfer
using a sit to sfand mechanical liit. The facility
failed {o determine the safety of the fransfer and
continued to use the sit to stand llit, The facllity
reported a census of 22 restdents,

Flrdings include:

The Minimurm Data Set (MDS) assessment with a
reference date of 4/13/18 for Resldent #2
identified a Brlef Interview for Mental Stalus
(BIMS) score of 8 Indicative of moderalely
impairad cognifien, According to the MDS, the
resident required the extensive assistance of two
staff for iransfers, and toilet use, dressing,
personal hyglene, and bed mobllity. A balance
during teansition and walking test identified the
resldent as not steady and anly able to stabllize
with staff assistance when moving from a seated
to standing posltfon, moving on and off tollet and
surface to surface lransfer, The MDS further
identified functional limitation In range of motion
on one side for Upper and lower exiremilies. The
resldent had diagnosis that included a sefzure
disorder, fracture, generalized weakness,
hemiparesis (weakness of an entire side of the
body) and chranic obstructive pulmonary disease.
The resldent had had not experlenced a fall prior
to admisslon or reeniry.

A provider visit note dated 8/6/18 decumented
facility staff had reported Resldent #2 complained
of severe right am and shoulder pain, the
Director of Nursing idgentiffed the Injury posstbly
occurred during an Easy stand (sit to stand
mechanical lift) transfer whers the resldent had

List, The Nurses have reviewed the
Assessing an Injury of Unknown
Orlgln Protocol, the Head to Toe

Assessment, the Physician Notiflcation

Guidelines for Clinlcal Issues, and the
Notiflcation of Change Policy,

The Physlcian Fax Cornmunlcation Sheet

has been revised ta try to epsure
Physiclan orders are properly

cammunicated and followed thraugh.

The Facillty has Implemented a Hot
Chart System for enhanced
Identlflication of resident condition
changes, Incldent reporting, and
performance of assessments to
includé Physiclan notlfication of

a residents change of condition,
Nursing staff currently on PRN,
EMLA, PTO, or other leave

status will review the necessary
information prior to thetr next
scheduled shift, The DON, or
thelr designee, witl reviaw the

Hot Chart System to try to ensure
appropriate assessments are
parformed to Include Physiclan
notificatlon as necessary. Any
ohgolng concerns will be addressed
with the QA Committee. This
repriasents the facilities credible
allegation of complance dated
9-24-18,
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an eplsode where she went [imp and did not bear
welght and the sirap of the liff went around her
right arm. The note further documented that a
portable x-ray was obtalned which revealed a
fraclure of the proximal humeral shafl, The
provider nole additionaily ordered an
arm/shoulder immobilizer/sling to be applied,
orthopedic consuitation to be scheduted, pain
medication, and directed Resident #2 to be
transferred with a Hover {sling lift).

A Fax Ordor dated 5/9/18 revealed the Director of
Nursing requested and recelved an order for
PTIOT (physical therapyfoccupatlonal therapy) to
evaluate the transfer of Resident #2 in sit to stand
It

In an interview on 8/20/18 at 2:55 p.m, Slaff A,
Rehab daparfment confirmed through revlew of
compitterized therapy notes that PT/OT had not
recelved the order dated 5/9/18 fo raview
Resldent #2's transfer and further confirmed the
resldent was not seen in therapy in May.

I an Interview on 8f20{18 at 3:40 p.m, the
Director of Nursing (DON) confirmed she had
concerns with the slt to stand transfer for
Resldent #2, The DON stated had assisted the
resident with the slt to stand iransfer frequently
and was concermned that due to right sided
paralysis the resident was unable 1o hold onto the
lift with her right arm and did not bear welght well
with her right leg. The DON stated it was her
understanding that fo be a safe transfer the
resldent neaded to be abls to hang onto the Bt
with both hands, and further stated had concerns
about transfer safety for Restdent #2 for some
time. The DON confirmed the facllity is
responsible to determine and provide a safe
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transfer for resldents. The DON further conflrmed
that the order receivad on 5/8/18 was requested
because of the concerns identified with the safely
of the sit to stand transfer, The DON further
confirmed the facillty falled to communicaie this
arder and the transfer was not evaluated.

I an Inferview on 8/20/18 at 3:30 p.m. the
Corporate Nurse reviewed his wrliten statement
of the Incldent dated 6/5/18 al 2:30 p.m. The
Corporate Quallty Assurance {QA} Nurse
documanted he had abserved fwo certifled nurse
aldes {CNA) transfer Resident # 2 from ber
electric wheelchair to the toilet using the sitto
stand Iift at the request of the Adminlstrator. In the
process of irahsferring he observed the resident
have a spell (selzure} which caused her to slump
down resulting in the sling moving up under her
axillary reglon. Follewing the fransfer the resldent
complained of paln in the right upper extremity
but was unable fo rate paln.

No incldent report related to e transfer Incident
was completed by the facllity.

Review of a Fax Order dated 6/6/18 documenied
Resident #2 compianed of severs paln in the
entire right arm, and requested and recelved
orders for x-rays of the tight shoulder and elhow.
Revlew of the Final Report dated 6/6/18 of x-rays
of right shoulder revealed a fraclure of the
proximaf humeral shaft.

A care plan dated as last reviewed In Aprl 2018
direciad staff fo use a mechanical lift wilh
{ransfers, clarifled the resident prefers the E-Z
stand {sit to stand lift}. On 6/6718 the care plan
was edited 1o direct staff to use the hoyer
{mechanlcal sling) lift for transfers.

F 689
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In an Inferview on 8/21/18 at 42:00 noon, the
Administrator confirmed thal the facllity relled on
PTIOT to determine the method of \ransfer for
residents. An order was racelved for evaluation
of Resldent #2's transfer because staff had
observed the iransfer lo be unsafe due to right
sided paralysis. The Administrator furlher stated
that the facility failed to communicate the order
for PT/OT {o evaluate the safety of lhe st to stand
{ransfer for Resldent #2, The Administrator
further admitted that the resident continued to be
a slt to stand transfer untll the incident on 6/5/18
almost a month after the arder {o evaluate the
fransfer was received and In that time no one at
the facllity pursued the reason evaluation had not
been completed.

Free from Unnec Psycholroplc Meds/PRN Use
CFR(s): 483.45(c)(3)(s){1)-(5)

§483.45(e) Psychotropic Drugs.

§483.45(c}{3) A psychotropic drug Is any drug that
affects brain activities assoclated with mental
processes and behavior. These drugs include,
but are not imited to, drugs in tha following
categories:

(1) Anti-psychotic;

(1) Anti-depressant,

(i) Antl-anxiety; and

{iv) Hypnolic

Based on a comprehensive assessment of &
reskdent, the faciiity must ensure that-—

§483.45(e)(1) Resldents who have not used
psycholroplc drugs are not given these drugs
uniess the medlcation Is necessary to treata
speclfic condition as dlagnosed and documented
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Resident #12's Zyprexa 2,5mg 1tah
po every HS was discontinued per
Physiclan order as of 9-11-18.

The DON, ar their dasignee, will
continte to review Resldent #12°s,
as well as all residents, medication
and atternpt to abtain appropriate
diagnoses for psychoactive
medications In consultation with
the Pharmacy Consultant and the
Resident’s Physiclan. Any ongoing
concerns Wil be addressed with
the QA Committee, This represents
the facllities credible allegaticn of
compliance dated 9-14-18.
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in the clintcal record;

§483.45{e)(2} Residents who use psychofropic
drirgs receive graduaf dose reductions, and
behavioral Intarventlons, unless dlinically
contralndlcated, in an effort {o discontinue these
drugs;

§483.45(e}(3) Resldents do nol receive
psychotrople drugs pursuant lo a PRN order
unless that medication Is necessaty fo freata
diagnosed specific condition that [s documented
In the clinlcal recard; and

§483.45(e}{4) PRN orders for psychotroplc drugs
are limited to 14 days, Fxcept as provided In
§483.45({e)(5}, If the atfending physiclan or
prescribing practitioner believes that it is
appropriate for the PRN order to be extended
beyond 14 days, he or she should document their
rationale In the resident’s medical record and
Indicate the duratlon for the PRN order.

§483.45(e)(6)} PRN orders for anti-psychotic
drugs are limlted lo 14 days and cannot be
renewed unless the attending physician or
prescribing pracilifionsr evaluates the resident for
the appropriateness of that medication,
This REQUIREMENT is not met as evidenced
by:

Based on dlinical record review and staff
Interview, the facility falled to ensure each
resident’s drug regimen is free from unnecessary
drugs. An unnecessary drug Is any drug when
used without adequate indicattons for its use for 1
resident, {Resldent #12). The facllity reported a
census of 22 resldents.
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According to the Minlmum data Set with
assessment reference date 8/11/18 Resldent #12
nad a BIMS score of 3, severely impalred
cognitive skiils for dally decislon making. The
resident did not display any stgns and symptoms
of delirium, psychosts or negative behaviors
during the assessment behavior, The resident
had dlagnosis of Alzhefmers and anxlety.
Resident #12 had taken a antlpsychotic
medication every day of the assessment period.

Afacsimile dated 6/30/18 noled Resldent #12's
spouse explalned fo slaff the resident Is rouch
more agitated on evenings and unable to
calm/qulet down o go lo sleep, chatlers
constantly and he would like medicaifons
reviewed, Facsimile was returned fo the facllity on
7/3/18 with new orders for Zyprexa (anilpsychollc
medication) 2.5milligrams every night,

Resldent #12's Nurse Notes lacked
documentation of increased agitation or difficulty
sleaping.

On 91118 at 12:50 pm. the Director of Nursing
stated she was unahle to find documentation Tn
the residents record to suppart the use of
Zyprexa.,
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