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WO000000
This visit was for a PCR (Post WO000000 | This plan of correction constitutes
Certification Revisit) to the PCR the written allegationof compliance
completed on 2/3/14 to the investigation for the deficiencies cited. However,
. submission of this Plan ofCorrection
of complaint #IN00138987 completed on . o .
is not an admission that a deficiency
11/27/13. exists or that one was citedcorrectly.
This Plan of Correction is submitted
This visit was in conjunction with a PCR to meet requirementsestablished by
to the pre-determined full recertification state and federal [aw.
and state licensure survey. This visit Hickory Creek a_‘t Gaston des'.res this
included the i ticati £ laint Plan of Correction tobe considered
included the investigation of complaints the facility’s Allegation of
#IN00141135, #IN00141928 and Compliance. Compliance is
#IN00142820 completed on 2/3/14. effectiveon 4/19/14.
This visit was in conjunction with the
investigation of complaints #IN00144209
#IN00144540.
This visit was in conjunction with a PCR
to the PCR completed on 2/3/14 to the
investigation of complaints #IN00137244
and #IN00138052 completed on
10/18/13.
This visit was in conjunction with a PCR
to the PCR completed on 2/3/14 to the
investigation of complaint #IN00135402
completed on 9/18/13.
Complaint #IN00138987-Not corrected.
Unrelated deficiency-Not corrected.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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Dates of Survey: 3/11, 3/12, 3/13,3/17
and 3/20/14
Facility Number: 000614
Provider Number: 15G068
Aim Number: 100272120
Surveyors:
Paula Chika, QIDP-TC
Keith Briner, QIDP (3/11/14 to 3/13/14)
Amber Bloss, QIDP
Vickie Kolb, RN
These deficiencies also reflect state
findings in accordance with 410 IAC
16.2.
Quality Review completed 3/28/14 by Ruth
Shackelford, QIDP.
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W000149 | 483.420(d)(1)
STAFF TREATMENT OF CLIENTS
The facility must develop and implement
written policies and procedures that prohibit
mistreatment, neglect or abuse of the client.
Based on observation, interview and W000149 1.What corrective action will be 04/19/2014
. . ility? '
record review for 2 of 10 sampled clients done'bv .thefamht.v.. Res@ent #21
.. ) remains in a reclininggeri-chair
(#1 and #2) and for 6 additional clients with a pelvic stabilizing belt. A
(#21, #29, #31, #45, #54, #56), the wedge is used behind his back
facility neglected to implement its written formeals. He has a care/risk plan
policy and procedures to prevent neglect with interventions rg!atmg fo his
. - current levelof mobility, as well as
of- clients #1, #21 and #2?. The facility interventions for prevention of
failed to prevent neglect in regard to a future injuries. Amechanical lift
fracture/falls involving client #21, client with assistance of 2 staff is being
#1's health condition/status which had used for all tll'ansfers. Thgstaff
a1 It . fail has been trained on bathing the
potential to result in respiratory failure, resident while keeping the cast
and to address the client's skin integrity dry. The nurse who did not
issues. The facility failed to implement assess Resident #21after his
its policy and procedures to prevent seizure and did not document the
lect of client #29 i dto th seizure has received
ne.g ecto 'C %en ) n regar ° i © disciplinaryaction. The nurses will
client's skin integrity/continual skin be re-trained on assessment after
breakdown issues The facility failed to injuries anddocumentation of
ensure allegations of abuse (client to unusual events, such as
lient . ... £ unk seizures. In addition, staff has
client aggression), 1nJur1.es ot un now1.1 been re-trained on theexpectation
source and/or an allegation of neglect in of complete documentation on all
regard to a fracture were investigated documents, including the 15
and/or thoroughly investigated for clients hmlnu(;techlecksa Thz Administrator
as developed and isusing a
#2, #21, #31, #45, #54 and #56. different format for investigations
that includes different sections
Findings include: tobe taken under consideration
when doing an investigation in an
o .. tt t toi the depth and
1. The facility's reportable incident atempt folmprove the depih and
. . ) content of any investigation that is
reports, internal Incident/Accident done, includingthose of
Reports (IARs) and/or investigations allegations of neglect abuse,
were reviewed on 3/11/14 at 2:36 PM and and/or injuries of unknown
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on 3/13/14 at 1:30 PM. The facility's source. Thecontent of the new
reportable incident reports, IARS and/or investigation tool contains such
. L di d the follow things as: synopsis of theevent,
1nvest1g.at10ns.1n lcated the following including specific details of the
(not all inclusive): event itself and those who
wereinvolved in it or witnessed it;
-2/7/14 "Res (resident) (client #21) sitting emp'°¥eesl .re3|dents, and other
. y heelchair) i livi peopleinterviewed; any
in W/C (wheele glr) 1n‘LR (living room) identification of abuse or neglect
had 30 seconds (sic) seizure and fell and any necessary follow updone
forward on floor, seatbelt unbuckled, res at that time; medical records
assessed, no apparent injury at this time. rev!ewed; personnel records.
ROM N . | reviewed;chart/care plan review;
(ran.ge of motion) as usual, neuro employee time cards reviewed;
(neurological) & (fall) flow sheet other pertinent
initiated." documentsreviewed; physical
evidence reviewed; summary of
event based on results
.An .attached 2/114 .Progre'ss Nf)te ofinterviews, document reviews,
indicated "...4.) Trained with him to and physical evidence; conclusion
please keep his seatbelt on to prevent based onevidence that supports
sliding out of his wheelchair...." the conclusion of the
investigation. Changes in
) residents’ conditions,
-2/28/14 "[Chent #21] was noted to have includingphysician telephone
bruising on his (R) foot of 14cm orders are brought by the DON to
(centimeters) x (by) 7cm) blush (sic) at the mormngl?terdfmplln:.ryh
management meeting whic
the h.eel and ankle an.d (150@ X 9cm) occurs at least 5 times a week
reddish yellow on skin and inner side. forreview by the IDT
Moderate swelling in foot & (and) lower (interdisciplinary team) and
leg. [Name of doctor] was notified and development of
. . recommendationsand
requested nursing to monitor the area and . .
. . interventions to meet the
gave nursing an order to send [client #21] residents’ condition changes. The
out to [name of orthopedic group]. As of QIDPs attendthis meeting and will
4:00 PM [client #21] is still at [name of update their records and care/risk
orthopedic group] waiting on his results plans to address theresidents'
) P ) g ) P g o ’ change in status as had been
An investigation has been initiated to done with Resident #21. Resident
question staff and other residents to #1 continues to refuse to use
determine the likely cause...." herBi-Pap. The respiratory
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services vendor has been
The facility's 3/6/14 follow-up report contacted once and brought
. . adifferent mask for the resident to
indicated client #21 was found to have a use. She continues to refuse the
fracture to his right tibia and was sent to use of thisnew mask, so the
the hospital for admission for a "surgical vendor has been contacted again
repair" on 2/28/14. The follow-up report to see if therg ISany
indi d cli 01 d h otheralternative that might be
10 '1c.ate chent returned to the acceptable to the resident. These
fac1hty on 3/6/14. The follow—up report efforts aredocumented in the
indicated "...He is non-weight bearing on resident’s clinical record.
his right leg and he returned with orders Resident #1 is on 15 minute
for phvsical and ional th checks duringnaps and at night,
or physica aP occ.upa-tlon.a therapy. so that staff can assess her
We began an investigation in regard to respiratory status as shesleeps.
the cause of the fracture on 2/28/14. Asa Her lung sounds, oxygen
result of the investigation, the facility is saturation levels, and
ble to det ine th t likel £ temperature are beingassessed
able to determine the mos .1 ety caus§ 0 every shift and documented in the
the fracture was due to a seizure. During clinical record. The physician
the seizure, he was sitting in a willbe notified if the assessment
wheelchair. leaned forward with his results in a concern related to her
: . currentstatus. Her ISP has been
buttocks off the seat. of the wheelchair updated to address the resident's
and he had placed his feet under the foot refusal to wear theBi-Pap mask,
rests. He is a very large man and and a care/risk plan has been
extremely strong. He has frequent developed for her dy'sphag|a and
. Thi Gicul . toshow the interventions and
s§1zures. is par 101.1 ar SCIZUI’C. was . monitoring that staff is doing
violent, grand mal seizure. During this when the resident issleeping and
seizure he threw his body forward. He napping. A care plan has been
was secured in chair and did not hit the developed regardingthe resident's
round.." dry skin issues and related
ground..... treatment. Her dry skin issues
haveimproved at this time. The
The facility's attached witness statements CNAs and nurses have been
indicated the following (not all inserviced onthe use of a
inclusive): draw/turn sheet to turn Resident
’ #29 from side to side
withoutadding undo pressure or
On 3/4/14, "1 (staff #37) seen (sic) a stress to his gluteal area. Nursing
resident [client #21] have a seizure. After staff has been in-servicedon
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seizure I [staff #37] help (sic) walk providing privacy during showers
[client #21] to his room. While walking for all residents, including #29, as
. . . wellas identifying and using the
to his room [cl1§nt #2 1]_ was leaning correct size shower chair for each
forward and trying to sit down. I and resident. Thenurses have been
another staff got [client #21] to his room re-in-serviced on the need for
and [client #21] laid down to rest. complete documentation
T 71 led and dhi ofmedications and treatments as
[Client #21] smile i and I covered him ordered by the physician. The
up." The 3/4/14 witness statement facility is now documenting the
indicated the facility neglected to have specifictimes that a resident, such
the staff person describe the seizure, as #29, istumed and
1 d Kk when th . repositioned, the position the
neglected to ask when the sel.zur.e ) resident was placed in at the time
occurred and/or neglected to indicate if ofthe repositioning, and what, if
the nurse was any, supports are used to make
contacted/involved/assessed client #21 sure that theresident was
for iniuri comfortable and in good body
Or Injuries. alignment when repositioned.
Thefacility staff has been
Client #54's undated witness statement in-serviced on the need to
indicated "I (client #54) saw him have a document toileting effortsas they
. d th him." occur for each resident. Resident
seizure and a nurse was with him. #29's care plan has been
updatedto include interventions
Undated witness statement by staff #38 such as the use of a draw/turn
indicated "...worked Tuesday and Zzget wh?nrgposcjtioping Resc;qent
. . . , positioning devices used in
Thursday r.ughts. Nothing unusual either bed and in wheelchairto prevent
night. [Client #21] stood up for them skin issues, adaptive equipment
Tuesday night but did not stand Thursday needed for positioning
night. On Thursday night he sat up in durl:_gsr.\owg,rsland :ppropr;ate
. . ositioning during showers to
bed 2 or 3 times 'like he always does.' posffioning cuiring Show
) ) ] prevent injury to skinand
She thinks he might have had a seizure circulation. Please see W154
but was not sure. At one point he yelled related to investigation
out (which she states is normal right ofallegations of abuse, neglect,
before a seizure) and sh At to check and injuries of unknown source
clore a seizure) and she went to chec for residents #2,#21, #31, #45,
on him before her 3:30 rounds. His right #54 and #56.
leg was hanging over the bed and his left 2.How will the facility identify
leg was on the bed. She said he otherresidents having the
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sometimes urinates on himself when he potential to be affected by the
has a seizure and he did not do so at that same prgctlce and whatcorr.ectlve
. s why she' h action will be taken? All residents
time and that's why she's not sure if he who have seizures,
had a seizure or not. She did state he was havedysphagia or respiratory
'wobbly' while in bed but otherwise there issues, have skin issues and are
was nothing different about him." dependenF upon st'afffor .turnmg
and repositioning, including
during showers have the potential
Staff #39's 2/28/14 witness statement tobe affected. If the Administrator,
indicated staff #39 "Saw him sitting DON, or any member of the IDT
Indian Style in his bed @ (at) 1 AM Wed ][T‘Z”ageme““e?m ObSG;VtﬁS or
. " inds a concern in any of these
(Wednesday) (2/.27/14) mornlng..... . Staff areas, he/she will address
#39's undated witness statement indicated thesituation immediately to
on 2/27/14, client #21 got up and ate ensure the resident’s safety and
dinner in his wheelchair in the dining .notlfy the DON andAdm|n|strator
if they are not already involved.
room. Once the resident is taken careof,
the Administrator will begin an
LPN #11's 2/28/14 witness statement immediate investigation regarding
indicated LPN #40 "Did a skin thepotential abuse or neglect that
t on 2-24-24 dicati may have occurred and will report
asse.ssmen on 2-24-24, gave medications the issue tothe state agencies as
to him on Thurs (Thursday) 2-27-14- he required. The DON will begin
was in bed both time (sic) (AM & re-training all staffinvolved and
mid-day med pass)...." LPN #11's will address the situation with
. .. " progressive disciplinary action
2/.28/14 wftness statement 1ndlc.ated ...he upto and including termination of
(sic) remained in bed all day shift on employment as deemed
Thurs 2-27-14 that I am aware of." necessary by the resultsof the
investigation.
. 3.What measures will be put
Staff #42's 2/28/14 witness statement : ures Wit be pu
T ] into place to ensure this practice
indicated client #21 "walked fine" on does not recur? The DON will
2/26/14 (Wednesday) when assisting the review the focus charting, 24hour
client from the bathroom. report, and physician telephone
orders at least 5 days a week
. during eachtour of duty. She will
Staff #43's 2/28/14 witness statement bring that information to the
indicated "...He rolls out of the bed. He morning IDT
seizes. He gets up without assistance and managementmeeting for review
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: QMFC13 Facility ID: 000614 If continuation sheet Page 7 of 168
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stumbles." and discussion with the IDT. Any
interventions that areformulated
. will be added to the care/risk plan
Staff #44's 2/28/14 witness statement and ISP at that time. The DONwill
indicated on 2/26/14, she (staff #44) and note those changes on the CNA
staff #42 "...walked behind [client #21] to assignment sheets and the 24
his bedroom. He kept trying to throw hoyr rePO” sothat oncoming
himselfto th " shifts will be made aware of the
imself to the ground. changes. The DON or designee
will monitor by meansof the “Staff
Staff #45's 2/28/14 witness statement Treatment of Residents — W149,
indicated client #21 walked to the dining ]‘(’\” 54{ I"VZ‘tOS% w252 a”i'tTh
i ormat least 5 days a week. The
roorjn for his lunch on 2/27/14 and back DON will bring the results of the
to his bedroom afterwards. Staff #45's audits to thenext scheduled
witness statement indicated client #21 morning IDT management
had a seizure at lunch on Wednesday. meeting for review and ,
The wi indi dcli furtherdiscussion. Any issues will
€ witness ste?tement n 1cat§ C 1ent' be addressed as indicated in
#21 "...Stayed in the table chair. Possibly question #2. The DONor
hit leg on metal post under table." designee will also document their
response and immediate action
. taken on theaudit form itself for
'
Staff#46 S 2/28/14.w1tness staj[ement those things found as not being in
indicated "...He (client #21) will get mad compliance at the timeof the
& (and) drop to the floor he will also do audit.
this after he has a seizure (sic). He gets 4.How will corrective action be
thout ist &h monitored toensure the deficient
up withou gny assis gnce 2.1s an practice does not recur and what
unsteady gait so he will sometimes QA will be put intoplace? The
stumble. Yesterday, 2-27-14, sometime DON will bring the results of her
between 11 am-11:30 am I was with a”d'tSt.E the mo?thlyf QA g
. . committee meeting for review an
[LPN #4'1] helplng to try to get him up. I recommendations for
was originally in there by myself. He had furtherprocess improvement. Any
socks on & his pull up & pants were recommendations will be followed
down to his knees so I didn't see his legs. through by the DON ordesignee,
I pulled hi 1l & pant and sat with results brought back to the
Pu © . S pull up & panis up S next month’s QA committee
him up in bed. He was wobbly & forconsideration. This will
wouldn't sit up by himself so I laid him continue on an ongoing basis.
back down & went to get [LPN #41] to
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help me. He would not bear any weight.
We lifted him into his chair. When he
was in the chair he threw himself back &
yelled. We caught him & put him back to
bed. We covered him & turned the alarm
on." The 2/28/14 witness statement
indicated the facility did not ask if client
#21 would yell when he was placed in his
chair, and/or ask if client #21 was
assessed for any pain/injury.

Staff #47's 2/28/14 witness statement
indicated client #21 was at the training
center on 2/25/14. The witness statement
indicated client #21 was "walking
normally" on Tuesday.

LPN #7's 2/28/14 witness statement
indicated client #21 "Will seizure and flip
his W/C (wheelchair)."

Staff #49's 2/28/14 witness statement
indicated client #21 would not get out of
bed on 2/27/14. Staff #49's witness
statement indicated he thought client #21
was last walked on 2/26/14.

Staff #50's 2/28/14 witness statement
indicated client #21 did not want to stand
up on Thursday 2/27/14. Staff #50's
witness statement indicated "Thursday he
did not want to leave bed...Wed
(Wednesday) morning drop down to the
floor but got up and went to his room and
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he was fine."

Staff #51's 2/28/14 witness statement
indicated on "2/24/14 went down to see if
he wanted to go to store. He refused."

Staff #52's 2/28/14 witness statement
indicated "He walked on Wed. after lunch
to his room...I spoke with him and
assisted him with getting his items for
lunch...."

Staff #53's 2/28/14 witness statement
indicated client #21 "...threw himself
(sat) on the floor when she (staff #53)
was with him." The facility neglected to
ask and/or indicate what day client #21
threw himself to the floor, and/or indicate
if the client was injured.

Staff #53's 2/28/14 witness statement
indicated client #21 sat down on the floor
at the dinner meal. The 2/28/14 witness
statement indicated staff #55 and LPN
#10 came over to help client #21 get up.

The Housekeeping supervisor's 2/28/14
witness statement indicated client #21
was sitting on the floor on Monday
(2/24/14). The witness statement
indicated client #21 was "fine."

LPN #5's 3/3/14 witness statement
indicated on 2/27/14 (Thursday) a CNA
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(Certified Nurse Aide) asked for
assistance as client #21 was not wanting
to get out of bed. The witness statement
indicated "...He was half way out et (and)
half standing. We attempted to put him
in his wheelchair when he screamed in
anger and refused. I at that time helped
pull his pants (gray sweats) up over his
feet as we assisted him to bed. I noted no
0 (zero) injury at that time to his
feet/legs." LPN #5's witness statement
neglected to indicate client #21 had a
seizure on any day.

The facility's 2/28/14 reportable incident
report and/or 3/6/14 follow up report
indicated the facility neglected to conduct
a thorough investigation as no additional
information was documented in regard to
a seizure which resulted in the client's
fracture. The facility neglected to
re-interview staff to obtain clarification in
regard to the client's ambulating with
staff, not ambulating for 2 days and
behaviors demonstrated. The facility
neglected to include a formal conclusion
with facts and/or include
recommendations/corrective actions to
ensure client #21's protection. The
facility's 2/28/14 reportable incident
report did not indicate the facility
conducted/open additional investigations
in regard to allegations of neglect by
nursing staff in regard to the client's
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health, and injury of unknown source.

-3/10/14 Client #21 was "Up in LR
(living room)in g-chair. Staff stated was
squirming in chair and slid out to floor.
Assisted w (with) hoyer lift and taken to
bed. Assessment done w no new injuries
noted. No redness or discoloration noted.
No s/s (signs and symptoms) pain.
[Name of doctor] updated- will assess
when comes to facility today." The
3/10/14 IAR neglected to indicate how
client #21 slid out of his chair with a
fractured right leg, and/or neglected to
indicate the facility initiated an
investigation in regard to neglect and/or
reported the 3/10/14 fall/incident to state
officials.

Client #21's record was reviewed on
3/13/14 at 2:02 PM. Client #21's 3/6/14
Discharge To Skilled Care indicated
client #21 was diagnosed with a Tibia
(large shin bone) and Fibula (smaller
bone in leg) fracture on the client's right
leg. The discharge sheet indicated client
#21 had a history of falls and required
"Max (maximum) assist" with transfers
and "Total Dependence" with mobility.
The discharge sheet indicated client #21
was not to bear weight on his right leg.

Client #21's Final Report indicated client
#21 presented with a "Spiral Fracture

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

QMFC13 Facility ID:

000614 If continuation sheet

Page 12 of 168




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 04/16/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

15G068

A. BUILDING 00

B. WING

NAME OF PROVIDER OR SUPPLIER

HICKORY CREEK AT GASTON

X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY

COMPLETED
03/20/2014

—————————————=—xo
STREET ADDRESS, CITY, STATE, ZIP CODE

502 N MADISON ST
GASTON, IN 47342

(X{\rtfl\a
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

b PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
TAG DEFICIENCY)

(X5)
COMPLETION
DATE

(twisting force fracture) of his Tibia."
The discharge sheet indicated "...Was
called on the morning of this patient's
admission by nursing home personnel.
They noted that his leg was discolored
and edematous. He was taken to a local
orthopedics office for he was diagnosed
as having a spiral fracture. He is
admitted for definitive therapy. He was
not observed to have any injury. This
patient has frequent and severe seizures.
It is not known whether he had a seizure
or simply fell. He was put to bed last
night apparently in good condition and
when attempted to arouse this morning,
had a swollen t (nothing else typed/part of
sentence missing)."

Client #21's 2/28/14 Report of
Consultation indicated an Xray showed
client #21 had a fractured Tibia and
Fibula of the Left (sic) leg and required
surgical treatment. The consult note
indicated a splint and dressing was
applied to the client's leg as client #21
was being admitted to the hospital. The
2/28/14 note indicated client #21 injured
the leg "...possibly after seizure last night.
Pain with weight bearing."

Client #21's indicated the following
physicians' orders (not all inclusive):

-3/10/14 "OT (occupational therapy)
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recommendations per discussion (with)
nursing: 1) Pt (patient) to wedge cushion
behind back in geri chair when up for
meals. 2) D/C (discontinue) wedge
cushion at all other times except meals."

-3/8/14 "P.T. (physical therapy)
evaluation completed with D/C of further
P.T. services at this point. P.T. to
re-evaluate whenever (1t) (right) L.E
(lower extremity) wt (weight)- bearing
becomes FWB (full weight bearing). Pt
to remain Hoyer Lift for transfers and
G-chair for mobility."

-3/7/14 "OT eval (evaluation) complete
(with) d/c of OT services. Will reassess
when FWB on (R) LE. PT. to remain in
geri chair (with) wedge pillow & pelvic
stabilizing belt."

-3/6/14 "Lowbed, Bolster Mattress
(specialty mattress to reduce gaps
between mattress and side rails), 15
minute checks"

-3/4/14 "May use low bed with alarm,
floor mat, W/C for transport." The 3/4/14
signed order indicated "...Resident may
wear comfort bet (sic) during waking
hours as tolerated to/from dining room
and bathrooms as able with comfort belt
staff assist x (times) 2...." Client #21's
3/4/14 order also indicated "May use
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standard safety belt with buckle for pelvic
stabilizer while in wheelchair during
transfers between buildings, may use foot
rests." Client #21's 3/4/14 physician's
order indicated client #21's diagnosis
included, but was not limited to "Seizure
Disorder."

Client #21's Nursing Notes indicated the
following (not all inclusive):

-1/29/14 Client #21's doctor ordered a
PT evaluation due to falls.

-2/2/14 at 9:30 AM, "...res (resident)
sitting up in LR in W/C, had seizure &
fell on floor. did (sic) not hit head,
seizure lasted 45 sec (seconds), res
assisted up, no apparent injury."

-2/3/14 at 8:00 AM, "Resting in bed,
refusing to get up for breakfast...no
distress noted."

-2/5/14 at 8:00 AM, "...alert, up in W/C.
ROM as usual, amb (ambulates) (with)
steady gait, no problems noted."

-2/7/14 at 10:30 AM, Res sitting in W/C
in LR. had (sic) 30 second seizure and
fell forward on the floor, seatbelt was on.
res (sic) assessed, no apparent injury at
this time. ROM as usual. neuro (sic) and
fall flow sheet initiated."
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-2/8/14 at 4:00 PM "...No injury noted
from fall...."

-2/15/14 at 3:16 PM, Client #21's doctor
and nurse practitioner were at facility and
assessed the client.

-2/27/14 "OT assessment done, no new
orders."

-2/28/14 at 8:00 AM, "Staff reported res
noted to have bruising 14 cm x 7 cm
bluish around heel and ankle and 15 cm x
9 cm reddish yellow on lower leg inner
side, moderate swelling in foot & lower
leg."

-2/28/14 at 8:15 AM, Client #21's doctor
was paged.

-2/28/14 at 8:30 AM, "[Name of doctor]
returned call, orders rec'd (received)."

-2/28/14 at 2:00 PM, "Rec'd call from
staff, res being admitted to [name of
hospital] for surgery in AM D/T (due to)
Tib/fib fracture...."

-3/1/14 at 3:10 PM, Facility nurse spoke
with a nurse at the hospital. The note
indicated client #21 had "...surgery D/T
spiral FX (fracture) et
compartmentalization (separation into
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sections). RN spoke (with) res. mother
and she stated, 'he has a rod in his leg'...."

-3/3/14 LE (late entry) at 2:00 PM, "for
2/26/14 12 n (noon) Resident noted to
have seizure et slid down in wheelchair.
VNS (Vagal Nerve Stimulator) magnet
used with success. Head drop, body held
rigid, et jerking of arms et legs noted.
Footrests on W/C et resident legs under
footrests. Resident uncooperative (with)
sitting back or assisting (up) in W/C and
walked to his room (with) the assistance
of two staff. Resident alert et ambulating
as usual." The 3/3/14 late entry for client
#21's seizure on 2/26/14 was signed by
LPN #5. The 3/3/14 late entry indicated
the facility nurse neglected to assess the
client's legs after the seizure and/or
neglected to document the client's seizure
in the client's Nurse note at the time the
seizure occurred.

-3/6/14 at 11:30 AM, Client #21 returned
from the hospital. The note indicated
client #21 had an "...Ace wrap in place to
rt leg from mid thigh to toes...New orders
rec'd for non-wt bearing on 1t leg lovenox
and Norco (pain medication). To use
hoyer lift for transfers. To use G-chair to
DR (dining room) for lunch meal...."

-3/6/14 at 1:00 PM, "Resident had
seizure...(up) in dining getting ready to
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eat. Body supported for injury
prevention. Wedge above head in geri
chair...Legs did not move off of geri
chair. Head drop, eyes rolled backward,
body held rigid, cyanotic, slept after
seizure, face red et jerking of arms noted.
VNS used et resident coughed (after)
use...." The 3/6/14 nurse's note indicated
client #21's seizure lasted for 45 seconds.
The note also indicated a "full body
assessment" was completed and client
#21 was not found to have any new
injuries.

-3/7/14 at 7:10 AM, The RN rewrapped
client #21's fractured right leg. The note
indicated "...Noticed the back side of (R)
knee looked bruised (purple like) most
likely from injury surgery...."

-3/7/14 at 2 PM, "...OT eval completed
(with) D/C of OT services. Will reassess
when FWB on (R) LE. Pt to remain in
geri chair (with) wedge pillow & pelvic
stabilizing belt."

-3/7/14 at 3:00 PM, "PRN (as needed)
Vicodin (pain) given for S/S of pain.
Facial grimacing noted. Resident up in
class...."

-3/7/14 at 4:48 PM, "resident (sic) had 13
second seizure resident attempting to get
up out of Geri chair leg held steady and
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comfort provided resident able to be
calmed and provided care by staff (sic)."

-3/8/14 at 7:00 PM, "PT eval completed,
discontinue further PT services until
non-wt bearing is lifted."

-3/10/14 at 12:02 AM, "resident (sic) up
in bed trying climb out of bed (sic)
resident attempting to climb out of bed
attempting to rip of (sic) bandage to half
cast resident yelling refusing V'S (vital
signs) resident redirected and lay back
down at this time (sic)."

-3/10/14 at 12:50 AM, "resident (sic)
sitting up in bed yelling attempting to get
out of bed pulling and shaking leg (R)
refusing assessment PRN pain medication
given and resident redirected will
reattempt assessing when resident is
resting (sic)."

-3/10/14 at 1:50 AM, "resident (sic)
resting in bed (with) eyes closed PRN
pain medication appears to be
effective...." The note indicated the nurse
was able to assess the client at that time.

-3/10/14 at 10:45 AM, "...Had 30 second
seizure activity with no injuries noted,
witnessed by [LPN #5] & VNS magnet
was used (with) success. Up in G-chair
(geri chair) to rt (right) leg up on pillow,
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ace wrap remains in place...."

-3/10/14 at 1:30 PM, "Resident up in
g-chair in living room and slid out of
chair to the floor. Assist up with hoyer
lift and taken to bed. Assessment done
with no new injuries noted. No
redness/discoloration. No S/S
pain/discomfort noted....No seizure
activity noted. Staff report resident was
trying to remove wedge from behind him
& was squirming around in g-chair prior
to sliding out...[name of doctor] to be
here today at 3 P (3:00 PM) and will
assess then." The 3/10/14 nursing note
did not indicate client #21 was eating at
the time he slid out of the Geri chair to
the floor due to the wedge pillow.

-3/10/14 at 3:40 PM, "pt (sic) seen by
MD D/T sliding out of Geri chair. 0
(zero) N.O. (new orders) at this time.
MD reviewed PT/OT POC. (papers on
chart) 0 N.O."

-3/11/14 at 7:15 AM, Client #21 was
asked if he was in pain, the note indicated
client #21 nodded his head "yes." The
note indicated client #21 was given a
PRN pain medication.

-3/11/14 at 4:10 PM, "resident (sic) given
PRN pain medication grimacing and very
restless...."
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-3/13/14 at 7:30 AM, "15 minute checks
continue...Vicodin given for S/S pain
(grimacing). Cast intact (with) ace wrap
(with) toes pink in color,...."

Client #21's Seizure Episode Record
indicated the facility documented seizures
on the following:

-3/3/14 for 2/27/14 at 12 noon, the
following had check marks next to them:
blank stare, head drop, body held rigid,
slept after seizure, other "VNS used" and
jerking of arms and legs. The entry
indicated the seizure occurred on 2/27/14
versus 2/26/14 which allegedly resulted
in client #21's fracture. The facility
neglected to document client #21's
seizure on the day and time the seizure
occurred.

-3/6/14 VNS swiped/used for 45 second
seizure.

-3/10/14 VNS swiped/used for 30 second
seizure. Client #21's seizure records
indicated the facility neglected to
document client #21's 3/7/14 seizure of
13 seconds on the seizure record.

Client #21's 6/20/13 Individualized
Support Plan (ISP) indicated the
following Supports and Purposes:
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-Helmet "To prevent injury during seizure
activity...."

-Magnet "To use for VNS...."

-"High/low bed without headboard...To
prevent injury during seizure activity...."
-"Mat on floor by bed...To prevent injury
during seizure activity...."

-"Bed alarm...To alert staff when [client
#21] may have fallen out of bed...."
-"Shower chair with gaitbelt & 2 staff

... To prevent injury during seizure
activity...."

-"Comfort belt...Assistance during
seizure...."

-"Weighted chair with back against the
wall...To support against seizure
activity...."

-"Ambulate with comfort belt and staff
assistance holding belt...."

-"Wheelchair for longer distances...safely
transport...."

-"Self-release pelvic stabilizer...Pelvic
positioning to prevent sliding forward...."
-"Padding to table...To prevent injury
during seizure activity...."

Client #21's record and/or ISP neglected
to indicate client #21 would throw
himself and/or place himself on the floor.
Client #21's ISP and/or record review
indicated client #21's interdisciplinary
team (IDT) neglected to meet and/or
review client #21's falls (without and/or
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without seizures) to ensure the client was
monitored/protected to prevent injuries
and/or potential injuries.

Client #21's 3/6/14 Interdisciplinary Care
Plan (ICP) indicated client #21 had a risk
plan for his fractured tibia. The ICP/risk
plan indicated 15 minute checks were to
be completed by nursing. The 3/6/14 ICP
also indicated client #21 was to utilize a
G-chair with a pelvic stabilizer belt. The
3/6/14 ICP indicated "...(1) 3-10-14
Wedge cushion when I am eating or
drinking in my g/c (G-chair)...." Client
#21's ICP did not indicate a wedge
cushion should be utilized at other times.
Client #21's 3/6/14 ICP indicated "...(15)
Keep my cast dry...." The ICP did not
specifically indicate how facility staff
were to keep client #21's cast dry when
bathing, and/or how facility staff were to
assist the client to bathe/shower.

Client #21's 3/6/14 ICP for "l am @ (at)
risk for sz (seizure disorder)" indicated
"...3) Encourage me to wear my helmet.
4) Use my magnet (I have a VNS
implant). 5) Ambulate me (with) a 2
person & gait belt. 6) Sit me in sand
chair or high back arm chair. 7) Low bed
(with) alarm, floor mat, bolster mattress.
8) pelvic (sic) stabilizer while in W/C
(wheelchair) during transfers between
buildings. May use foot rests. 9) Note
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time Sz started & protect me from injury.
Note time Sz ends...12) Assess me for
any injuries (after) Sz...14) Complete my
Sz record & document in my chart.
Client #21's 3/6/14 ICP, developed after
client #21's fracture, neglected to indicate
client #21 was to be non-weight bearing
and to utilize a G-chair with a pelvic
stabilizer only as his primary means of
mobility.

Client #21's 15 Minute Observation
Checklist indicated 15 minute checks
were started on 3/6/14 at 1:30 PM. Client
#21's 3/6/14 15 minute checks indicated
on 3/6/14 at 5:15 PM client #21 "Tried to
shift around in chair." Client #21's 3/6/14
15 minute check sheet also indicated
client #21 had a seizure at 4:00 PM. The
facility provided 15 minute checks for the
following days: 3/6/14, 3/9/14, 3/10/14,
3/11/14 and 3/12/14. The facility did not
provide any additional documentation of
15 minute checks for 3/7/14 and 3/8/14.

Interview with the Director of Nursing
(DON), administrative staff #1 and
Qualified Intellectual Disabilities
Professional (QIDP) #2 on 3/13/14 at
5:25 PM indicated client #21 had a
fractured Tibia. Administrative staff #1
indicated the DON was conducting the
investigation in regard to client #21's
injury of unknown source/fracture. The
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DON indicated the facility would
complete a follow-up report on 3/14/14.
The DON indicated the facility's
investigation did not include a
summary/conclusion of what happened
and/or include any
recommendations/corrective actions.
When asked what happened, the DON
stated "Not able to say 100%. Had fallen
on 2/26/14." The DON stated client #21
fell out of his wheelchair during a seizure
and the client's feet were "tangled
underneath footrests." The DON
indicated client #21 was put back in his
wheelchair and then walked back to his
bedroom. The DON indicated some staff
indicated client #21 was walking fine and
some said the client would not walk/bear
weight. The DON indicated client #21
was put back to bed. The DON stated
client #21 did not get up for supper "all
day Thursday and Friday." The DON
indicated she was asked to look at the
client's leg and it was swollen and
bruised. The DON stated it looked like
the injury was "42 to 72 hours old." The
DON indicated client #21 was sent out to
an orthopedic doctor and the client was
found to have a fracture which required
surgery. The DON indicated staff had
indicated client #21 consumed 100% of
his lunch and supper on Thursday which
indicated the client would have gone to
the dining room. The DON indicated she
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went to review the nurse notes and found
there was no documentation in client
#21's record regarding a seizure on
2/26/14. The DON indicated LPN #5 did
not document the seizure and the LPN
was instructed to make a late entry. The
DON stated LPN #5 indicated "She (LPN
#5) was not educated on what to do with
a seizure." The DON indicated LPN #5
knew where the policy book/policy for
seizures was located. The DON indicated
LPN #5 received disciplinary action in
regard to the incident. The DON
indicated nursing staff was retrained on
the facility's seizure policy and what to do
when a client had a seizure on 3/5/14.
When asked if the facility conducted an
investigation in regard to neglect, the
DON indicated the facility did not
conduct an investigation for neglect once
the facility was aware a nursing staff did
not document the seizure and/or
document the client was
monitored/assessed for injury. The DON
indicated client #21's seizures were to be
documented on the client's seizure record
in the client's chart. QIDP #2 and the
DON stated client #2 "normally used a
wheelchair for mobility." The DON
indicated client #21 was to utilize a
Geri-Chair with a pelvic stabilizer when
the client was in the Geri-chair. The
DON stated client #21 "slid out of his
chair" on 3/10/14. The DON indicated
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client #21 was to use the wedge pillow at
meals only. QIDP #2 indicated client
#21's IDT had not met to review the
client's fracture and/or 3/10/14 fall since
the fracture to determine how client #21
should be monitored/supervised to
prevent further injuries/falls. QIDP #2
and the DON indicated client #21 was on
15 minute checks. QIDP #2 and the
DON indicated client #21 was on 15
minute checks on 3/10/14 when client
#21 slid out of his wheelchair to the floor
on 3/10/14. QIDP #2 and the DON
indicated client #21 continued to be on 15
minute checks. The DON indicated
client #21's care plan for seizures, fall
risk and fractured leg were done on
3/6/14. When asked how facility staff
were to keep client #21's cast dry, the
DON stated "No shower. He is getting
complete bed baths." The DON indicated
client #21's care plan did not specifically
indicate how facility staff were to keep
client #21's cast dry, and/or indicate how
facility staff was to bathe/shower the
client. When asked why client #21's
3/6/14 care plan indicated client #21 was
a 2 person assist with a gait belt when
ambulating, the DON stated "It was an
error and I will change it right away."
The DON stated client #21 was to be
"non-weight bearing."

2. The facility's reportable incident
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reports, Incident/Accident Reports (IARs)
and/or investigations were reviewed on
3/11/14 at 2:26 PM. The facility's 2/4/14
reportable incident report indicated "ON
(sic) 2-4-14, the resident (client #1)
presented with an elevated temperature of
100 degrees. A cough was noted along
with nasal congestion. Respirations were
short and shallow. Oxygen saturation
was 80% on room air. Wheezing was
auscultated in the right upper lobe. The
physician was notified and the facility
received an order to transport to ER
(emergency room). The hospital notified
the facility later today, (sic) the resident
had been admitted with a diagnosis of
pneumonia...The resident had been
monitored closely by the licensed staff
since 1-29-14, when the resident started
having a non productive cough and nasal
drainage. The MD was notified and he
issued no new orders. The resident was
placed on focused charting by the nurses,
which includes a full set of vital signs,
lung assessment, etc., every shift. The
resident was receiving prn Tylenol for
pain/elevated temp (temperature) and prn
Tessalon Perles for cough, per order. On
1-31-14, the resident had a low grade
temp of 99.3 degrees. The resident
remained afebrile until 2-4-14, when she
was sent to the hospital...."

The facility's 2/18/14 follow-up report
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indicated "The resident was admitted to
the hospital on 02-04-14 with a diagnosis
of pneumonia. The resident returned to
the facility on 2-16-14. While at the
hospital, the resident's admitting
diagnosis was pneumonia with
hypoxemia (low oxygen levels),
respiratory failure, sleep apnea...The
resident returned with orders for a bi-pap
to be worn at night and when she naps.
The resident refuses to wear. Staff
continue to encourage the resident to
wear the bi-pap. The resident also
returned with a '"No code' status. The
guardian does not CPR (cardiopulmonary
resuscitation) or incubation. The resident
was released back to the facility with new
medication orders of Theophylline and
Diamox (Obstructive Sleep Apnea). The
resident also returned on a mechanically
altered diet. The resident had been on a
regular diet prior to hospitalization.
Speech therapy will be evaluating the
resident to ensure a safe diet is
provided...Since return, the resident has
been up and ambulating throughout the
facility ad lib. O 2 (oxygen) saturations
have been between 93-96% every shift.
Appetite has been between 75-100% of
all meals. Lung sounds are clear.
Resident has denied any pain or
discomfort. Will continue to monitor and
address any health concerns as they
arise...."
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During the 3/13/14 observation period
between 2:09 AM and 4:15 AM, at the
facility, client #1 was laying on her back
sleep and with her mouth open making
loud sounds with intermittent silence.
Client #1 did not have her Bi-pap on.
The Bipap machine was laying on the
client's dresser next to her bed.

Interview with staff #56 on 3/13/14 at
2:55 AM indicated client #1 was to wear
her Bi-pap at night. Staff #56 indicated
client #1 refused to wear the Bi-pap
mask. Staff #56 indicated client #1 stated
she was afraid she would die as her
mother had an oxygen mask on and died.

Client #1's record was reviewed on
3/13/14 at 11:32 AM. Client #1's 2/4/14
Admission Note/H&P (History and
Physical) indicated "...patient is admitted
with cough and tachypnea and
hypoxia...." The H&P indicated client #1
"...had developed a cold several days ago.
She does not seem to be having any
distress with on the day of her admission
when she awakened she was noted to be
very cachectic (bad condition) (sic)...."

Client #1's 2/16/14 Discharge Summary
indicated client #1 was discharged from
the hospital on 2/16/14. The Discharge
Summary indicated client #1's "Discharge
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Diagnoses included, but were not limited
to,

1. Pneumonia.

2. Respiratory Failure.

3. Obstructive Sleep Apnea.

4. Mental Retardation wit
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W000149 | 483.420(d)(1)
STAFF TREATMENT OF CLIENTS
The facility must develop and implement
written policies and procedures that prohibit
mistreatment, neglect or abuse of the client.
3. Observations were conducted at the W000149 1.What corrective action will be 04/19/2014
. ility? i
facility on 3/11/14 between 3 PM and done'by .thefamht.v.. Res@ent #21
4:30 PM remains in a reclininggeri-chair
: : with a pelvic stabilizing belt. A
__At3:10 PM client #29 was in the west wedge is used behind his back
hall shower room with CNA (Certified formeals. He has a care/risk plan
Nursing Assistant) #1. Client #29 was with interventions rg!atmg fo his
. . . . current levelof mobility, as well as
nude and semi-reclined in a shower chair interventions for prevention of
near the shower, not under running water. future injuries. Amechanical lift
Client #29 lay at an angle in the shower with assistance of 2 staff is being
chair, his head was positioned to the left Esedbfor a:l tll'anzfers.bT?he.staIL
. . . as been trained on bathing the
side of the chair and his feet and legs resident while keeping the cast
dangled to the right side of the chair. dry. The nurse who did not
Client #29 had no support for his legs or assess Resident #21after his
feet and his toes and fingers had a selzure ﬁnd did ”,Otgocume”t the
. . . . seizure has receive
blulsh/pumle tint. C'hent #29 \.mnceid and disciplinaryaction. The nurses will
made facial expressions, keeping his arms be re-trained on assessment after
close to his body and across his chest injuries anddocumentation of
each time CNA #1 touched him. Client unysual e\:ent:,diych ats .
. seizures. In addition, staff has
#29 was asked "Are you ok?" Client #29 been re-trained on theexpectation
stared at CNA #1 and made no verbal of Comp|ete documentation on all
response and continued to wince. CNA documents, including the 15
#1 reached beneath and under client #29's hmlnu(;techlecksa Thz Administrator
. . as developed and isusing a
chair to wash his buttocks. CNA #1 could differer:/t forpmat for ilnvuesltigations
not see what she was wiping while doing that includes different sections
this and when CNA #1 pulled her hand tobe taken under consideration
up from under client #29's shower chair, Wtrt]en dtf{['n'g an 'nV?EtIQ;tIiE in Zﬂ
the wash cloth had bright red blood on it. atempt folmprove the depih and
content of any investigation that is
"Where did that come from?" CNA #1 allegations of neglect abuse,
stated, "It's blood and I don't know why and/or injuries of unknown
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he's bleeding." CNA #1 indicated she was source. Thecontent of the new
not aware of client #29 having any skin investigation tool contains such
. . . things as: synopsis of theevent,
issues, open sores and/or dressing on him including specific details of the
at the time of the shower and stated, event itself and those who
"When I'm done, I'll have to have the wereinvolved in it or witnessed it;
nurse look at him." employees, residents, and other
) ) peopleinterviewed; any
_At 3'29 M .CNA #1 anq CNA #3 used identification of abuse or neglect
a mechanical lift and put client #29 back and any necessary follow updone
in bed. A pull sheet was not on the bed at that time; medical records
prior to client #29 being put in the bed. rev!eweg; ;;errst;)nnel rlecords.
. reviewed;chart/care plan review;
Without a pull sheet o.n the bed, CNA- #1 employee time cards reviewed:
and CNA #3 pulled client #29 from side other pertinent
to side, one hand on his bottom and one documentsreviewed; physical
hand on his shoulders, pulling and rolling evidence reviewed; summary of
him fi d d on hi event based on results
1m from side to side to position him. ofinterviews, document reviews,
__At3:25 PM LPN #8 removed the and physical evidence; conclusion
remainder of the dressing that was on based onevidence that supports
client #8's bottom and said, "He [client the cctnlncltlljswn céfhthe .
investigation. anges in
#29] has a gluteal fold (also known as the residents’ conditions,
buttocks crack) tear. We've been includingphysician telephone
retraining everyone to use the turn sheets orders are brought by the DON to
to turn him from side to side." LPN #8 the mormngl?terdfmplln:.ryh
o . . management meeting whic
indicated client #29 s gluteal te?ar was oceurs at least 5 times a week
caused by staff physically pulling on forreview by the IDT
client #29's buttocks to turn him from (interdisciplinary team) and
side to side and from the friction of the developmegttgf g
sheets. Client #29 had a small open area recommendationsan
) interventions to meet the
that was bleeding and a larger area that residents’ condition changes. The
was older and pink in color. LPN #8 left QIDPs attendthis meeting and will
the room to get a dry dressing. update their records and care/risk
. plans to address theresidents’
__At3:29 ?M’ the LPN'returne.d. CNA change in status as had been
#1 rolled client #29 to his left side and done with Resident #21. Resident
LPN #8 applied a new dressing to his #1 continues to refuse to use
gluteal cleft. herBi-Pap. The respiratory
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_During this observation, CNA #1 did services vendor has been
not provide client #29 privacy/dignity. contacted once and brought
. h K adifferent mask for the resident to
CNA #1 did not use a bath blanket or use. She continues to refuse the
towel to provide client #29 privacy, use of thisnew mask, so the
dignity and warmth while showering the vendor has been contacted again
client. CNA #1 did not ensure the client to see if therg ISany
.. d telv in th otheralternative that might be
was pOSlthFle app.roprlate ymt e.: acceptable to the resident. These
shower chair and did not ensure client efforts aredocumented in the
#29's body temperature and circulation resident’s clinical record.
were maintained during the shower Resident #,1 is on 15 mlnutg
checks duringnaps and at night,
process. so that staff can assess her
respiratory status as shesleeps.
The facility's BDDS (Bureau of Her lung sounds, oxygen
Developmental Disabilities Services) saturation levels, and
it . d 3/11/14 at 2:36 temperature are beingassessed
reports were reviewed on at = every shift and documented in the
PM. clinical record. The physician
__The 12/2/13 report indicated "[LPN willbe notified if the assessment
#6] reported [client #29] had a stage 2 results in a concern related to her
lcer to left 1 buttock. N currentstatus. Her ISP has been
pressure u c§r 0 lett lower buttock. No updated to address the resident’s
exudate (lesions or areas of refusal to wear theBi-Pap mask,
inflammation), tunneling (channels of a and a care/risk plan has been
wound which extend into subcutaneous developed for her dy'sphag|a and
i | denth ted toshow the interventions and
issue or muscle), or dep .was noted. monitoring that staff is doing
Area measured 3 cm (centimeter) x 1 cm. when the resident issleeping and
No signs or symptoms of distress were napping. A care plan has been
noted...The resident has a pressure developed regardingthe resident's
.. . . dry skin issues and related
relieving mattress on his bed and cushion L
R ’ ) ) treatment. Her dry skin issues
in his wheelchair. The resident is only up haveimproved at this time. The
for meals. The current treatment is CNAs and nurses have been
Bactroban (antibiotic cream) every shift inserviced onthe use of a
until healed. Weekly skin checks b draw/turn sheet to turn Resident
i ) y y #29 from side to side
licensed staff and skin checks by nurse withoutadding undo pressure or
aides on shower days are conducted...." stress to his gluteal area. Nursing
__The 12/9/13 report indicated the staff has been in-servicedon
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pressure ulcer was discovered on 12/2/13 providing privacy during showers
and a head to toe assessment was for all r§3|dgnt§, '”C'“d'”9 #29, as
. . wellas identifying and using the
conducted during his shower on 11/29/13. correct size shower chair for each
The report indicated client #29 was resident. Thenurses have been
repositioned and turned every 2 hours and re-in-serviced on the need for
documented on the client's CNA ADL C°mp'?te .documentanon
a h The foll ofmedications and treatments as
) O‘fv sheet. . ¢ 1o qw-up report ordered by the physician. The
indicated client #29 is "...non-ambulatory facility is now documenting the
and requires Hoyer Lift transfer in an out specifictimes that a resident, such
of bed and wheelchair...The resident was as #293 isturned and. )
. .. repositioned, the position the
sleeping on a pressure relieving mattress resident was placed in at the time
at the time the area was found. A new ofthe repositioning, and what, if
specialty mattress was ordered and is in any, supports are used to make
place on the resident's bed. The resident sure that theresident was
.. hi heelchair with comfortable and in good body
sits lTl a (.:us 1on wheelchair with a alignment when repositioned.
cushion in the seat...." The follow up Thefacility staff has been
report indicated client #29 had not had a in-serviced on the need to
pressure ulcer in the past year. The follow document toileting effortsas they
rt indicated facility staff occur for each resident. Resident
up.repo indicated facility sta ' were #29's care plan has been
trained on "decub care prevention" on updatedto include interventions
10/7/13. such as the use of a draw/turn
sheet whenrepositioning Resident
. , . #29, positioning devices used in
Client #29's record Was reviewed on bed and in wheelchairto prevent
3/13/14 at 6 PM Chent #29'S reCOrd skin issues‘ adaptive equipment
indicated diagnoses of, but not limited to, needed for positioning
Alzheimer's Disease, Arthritis, Right durlq_gshowgrs.and sppropriate
. . . . . ositioning during showers to
Sided Hemiplegia (paralysis of one side posffioning cuiring Show
i ) prevent injury to skinand
of the body) and Deep Vein Thrombosis circulation. Please see W154
(a blood clot in a major vein). Client related to investigation
#29's record indicated client #29 used a ofac:I.egat{ons ‘f’f aiuse, neglect,
. - . and injuries of unknown source
wheelchair for mqblllty, a Hoxer lift for for residents #2.#21, #31, #45,
transfers and required staff assistance for #54 and #56.
all mobility, repositioning, toileting and 2.How will the facility identify
bathing. Client #29's record indicated a otherresidents having the
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history of skin breakdown, recurring potential to be affected by the
gluteal tears and issues with skin same practice and whatcorrective
N . . \ Lo ) action will be taken? All residents
integrity. Client #29's record indicated: who have seizures,
havedysphagia or respiratory
Client #29's 9/12/13 Assessments Of issues, have skin issues and are
Other Skin Abnormalities indicated dependenF upon st'afffor .turnmg
" . and repositioning, including
Open area to coccyx 3 cm (centimeter) x during showers have the potential
3 cm x 0.2." The assessment form tobe affected. If the Administrator,
indicated the area was excoriated and DON, or any member of the IDT
gaulded. The 9/12/13 assessment ?Znagementteqm obse;vttra]s or
- " inds a concern in any of these
indicated the area on 9/20/13 was .at 22 areas, he/she will address
cm x 0.2 cm. Tx (treatment) continues et thesituation immediately to
(and) appears to be effective." The ensure the resident’s safety and
assessment indicated on 9/27/13. "Area notify the DON andAdministrator
healed." if they are not already involved.
caled. Once the resident is taken careof,
the Administrator will begin an
Client #29's 12/2/13 Weekly Pressure immediate investigation regarding
Ulcer/Deep Tissue Injury Assessment thepotential abuse or neglect that
indicated client #29 had a st 5 may have occurred and will report
Indicated chen - ad a stage the issue tothe state agencies as
pressure ulcer which measured 3 cm x 1 required. The DON will begin
cm. The 12/2/13 form indicated a PUSH re-training all staffinvolved and
Tool (Pressure Ulcer Scale for Healing will address g‘e §|t|yat|on Wt'th
. progressive disciplinary action
Tool) scor.e of 6. The form indicated on upto and including termination of
12/9/13 client #29's pressure ulcer was employment as deemed
still a stage 2 but measured .6 cm x .2 cm necessary by the resultsof the
x .1 (depth). The assessment indicated no investigation. .
. .. 3.What measures will be put
tunneling, undermining and/or exudate : ; ,
) into place to ensure this practice
was present. Client #29's 12/16/13 does not recur? The DON will
weekly assessment indicated the area was review the focus charting, 24hour
healed and the nurses would continue to regort, apld phtyg'g'a” teleph(?(ne
monitor for 2 more weeks. The 12/23/13 orders atleast o days a week
o during eachtour of duty. She will
assessment indicated "No area healed bring that information to the
(sic)." morning IDT
managementmeeting for review
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Client #29's Treatment Records (TRs) and discussion with the IDT. Any
indicated: interventions that areformulated
’ ber 201 i ) . will be added to the care/risk plan
__In September 2013, client #29 received and ISP at that time. The DONwiill
Bactroban for an open area to his coccyx note those changes on the CNA
on 9/13/13. The 9/13 TR indicated client assignment sheets and the 24
#29 received Clotrim/Beta Cream hoyr rePO” sothat oncoming
call : bd fold and shifts will be made aware of the
topl'ca y to lower a domen fold an changes. The DON or designee
groin area "as a palliative measure due to will monitor by meansof the “Staff
gaulding." Treatment of Residents — W149,
In October 2013, client #29 continued W154, W240 & W252" audit
_ ve B ban f fih format least 5 days a week. The
to recerve Bactro ?n or treatment of the DON will bring the results of the
open area to the client's coccyx. The TR audits to thenext scheduled
indicated client Clotrim/Beta cream was morning IDT management
being used as a PRN (as needed) meeting for review and ,
. for skin i furtherdiscussion. Any issues will
omtment for skin 1ssues.. be addressed as indicated in
__In November 2013, client #29's question #2. The DONor
Bactroban for his coccyx was designee will also document their
discontinued on 11/24/13. The TR response and immediate action
indicated client #29 tinued to b taken on theaudit form itself for
Indicated chen continue ] 0be those things found as not being in
treated for gaulded areas on his lower compliance at the timeof the
abdomen/groin and received Lotrimin audit.
Cream two times a day for his left arm pit 4.How will corrective action be
1di monitored toensure the deficient
gauwiding. ) ) practice does not recur and what
__In December 2013, client #29 received QA will be put intoplace? The
treatments for a gluteal cleft and DON will bring the results of her
Bactroban to his left lower buttock every auditsto the monthly QA
. . committee meeting for review and
shift until healed. :
recommendations for
furtherprocess improvement. Any
Client #29's 2014 physician's orders recommendations will be followed
indicated the following (not all through by the DON ordesignee,
inclusive): with results brought back to the
ClUSIVE). next month’s QA committee
_1/15/14 "Duoderm to Gluteal Cleft forconsideration. This will
(groove between the buttock which runs continue on an ongoing basis.
below the sacrum to the perineum) Q
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(every) 3 days et (and) PRN (as needed) x
(times) 15 days to open areas."

_12/2/13 "Bactroban to left buttock
every shift for pressure ulcer until
healed."

_12/2/13 "Bactroban to gluteal cleft
every shift for gluteal split until healed."
_2/7/14 "Granulex to buttocks twice
daily for 14 days."

__2/27/14 "Discontinue Granulex. Opsite
cover to... gluteal fold after placement of
Bactroban."

_3/14/14 "Mupirocin Cream - Apply
topically to gluteal cleft every shift for
gluteal spilt. Mupirocin Cream -Apply
topically to left buttock every shift for
pressure ulcer until healed."

Client #29's Nurses Notes indicated the
following (not all inclusive):

_9/12/13 Client #29 "has open area to
coccyx 3 cm x 0.2 cm. No S/S
(signs/symptoms) of pain or distress
noted. Staff educated on turning
patient...."

_9/27/13 "Area to coccyx noted on
9-12-13 healed. Skin sheet stopped."
_12/2/13 "Resident has a stage 2
pressure ulcer to left lower buttocks. No
depth or tunneling noted. No exudate
noted. Area is 3 cm x 1 cm. Resident has
a gluteal split to gluteal cleft. T
(temperature) 98 PR (pulse rate) 72-16
BP (blood pressure) 122/74. Resident
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resting in bed. DON (Director of
Nursing) assessed area...Treatment
initiated for Bactroban to both areas...No
signs or symptoms of distress noted."
_12/3/13 "...Res (resident) is up only for
meals to relieve pressure Tx to coccyx et
buttock done per MD order...."
_12/4/13 "...Open area remains to
buttock and coccyx. 0 (zero) distress
noted. Currently resting in bed. Turned
per staff."

_12/5/13 "...Open area remains to
buttock (with) continuing treatment...."
_12/6/13 "...Open areas to buttocks
remain with no drainage noted. Tx
applied. No s/s of pain or discomfort...."
_12/7/13 "...Open areas remain to
buttocks. Tx continues et appears
effective."

_12/9/13 "Area on lower (L) (left)
buttock has now separated into 2
superficial areas. Area A measures 0.6 x
0.2 x0.1. Area B measures 0.6 x 0.2 x
0.1. Epithelial (tissue that covers the
whole surface of the body) tissue present
in center of wound. 0 drng (drainage). 0
odor. Tx cont's (continues). Flovent
mattress present on bed. Res (up) for
meals only. Turned & repositioned q
(every) 2 (hours) when in bed. Res.
expresses 0 sx (symptoms) of pain. Res.
incont (incontinent)of B&B (bowel and
bladder). Incont care provided (after)
each incont episode. Res. checked for
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incont q 2 (hours) & prn/ Will cont. to
monitor."

_12/10/13 "...Open area remains to (L)
buttocks (with) 0 drainage. Tx continues
et appears effective."

_12/11/13 "...Area remains to It (left)
buttocks, tx completed as ordered...."
__12/12/13 "...Tx to inner buttocks et (L)
buttocks continues. Healing
appropriately (with) 0 drainage."
__12/13/13 "Area to inner buttock
remains open 0.2 cm scab intact to (R)
buttocks. Tx continues."

_12/13/13 "...Resident resting in bed.
Tx applied to buttocks area. healing (sic)
with no signs and symptoms of infection
noted."

_12/14/13 "...Area to L buttock
remains...."

_ 12/15/13 "...Area to left buttocks
remain and Tx applied. No s/s of
infection or drainage noted...."
__12/16/13 at 12:20 AM, "...Area to left
buttocks remains with no s/s of
infection...."

_ 12/16/13 at 3:27 PM, "...Area to
buttocks is healed. No s/s of pain/distress
noted."

__12/17/13 "...Area to Buttock healed...."
_12/18/13 "...Area to buttocks healed...."
_12/19/13 "...Tx continues to buttocks.
(Down) for bedrest...."

_12/20/13 "...Area to buttocks healed...."
__12/24/13 "...Area to buttocks remains
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healed."

_12/15/13 "...Area to buttocks remains
healed."

__12/26/13 "...Buttocks remain healed."
_12/27/13 "Skin flow sheet initiated
12/5/13 resolved."

__1/15/14 "[Name of doctor] here,
Assessed Gluteal Cleft (with) new orders
noted."

__1/15/14 at 11:40 AM, 60 day review
completed by MD. 0 new N.O. (new
orders) at this time."

_2/25/14 "Skin assessment completed.
1.5cmx 0.1 cmand 0.5 cm x 0.1 cm
_2/26/14 "Split to coccyx 0.7 cm x 1.5
cm. Tx (Granulex) applied. Area
healing."

_2/27/14 "Tx applied to buttocks...."
__2/27/14 "[Name of doctor] updated of
condition. New orders noted for
Bactroban with Opsite."

_2/27/14 "OT (Occupational
Assessment) completed to ensure hips are
placed all the way back in w/c
(wheelchair) when transferred and up."
_2/28/14 "Tx done to gluteal cleft, area
pink, healing...."

__3/1/14 "...Tx to gluteal area
continues...."

_3/2/14 "Tx remains in place for area to
gluteal area. No s/s of pain or distress
noted. Specialty mattress in place. Res
(resident) repositioned q 2h (every two
hours)."
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_3/3/14 "Area to gluteal cleft
remains...."

__3/4/14 "Open area remains to
buttocks...."

__3/4/14 "Seen by [name of doctor], 60
day review done, no new orders."
__3/5/14 "Open area to buttocks
remains...."

__3/6/14 "Open area remains to
coccyX...."

__3/7/14 "Open area remains to coccyx.
No drainage noted. No s/s of pain or
distress noted."

__3/8/14 "Open area remains to coccyx
area, no redness or drainage noted, tx
continues."

__3/9/14 "Resident resting in bed area to
coccyx remains and tx continues...."
__3/10/14 "Open area remains to
buttocks/coccyx.... MD reviewed labs...."
__3/11/14 3 "Tx completed to buttocks
after shower complete area noted as
bleeding slightly. No s/s of infection
noted."

_3/12/14 "Remains open area on
buttocks. Applied Bactroban and
dressing...."

_3/13/14 "Area remains to buttocks. No
s/s of pain or distress noted. Dressing
remains intact."

Client #29's 12/2/13 Episodic Care Plan
Open Area indicated client #29 was being
treated for a stage 2 pressure ulcer and a

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

QMFC13 Facility ID:

000614 If continuation sheet

Page 42 of 168




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 04/16/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

15G068

X2) MULTIPLE CONSTRUCTION

A. BUILDING 00

B. WING

NAME OF PROVIDER OR SUPPLIER

HICKORY CREEK AT GASTON

X3) DATE SURVEY

COMPLETED
03/20/2014

STREET ADDRESS, CITY, STATE, ZIP CODE
502 N MADISON ST

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

GASTON, IN 47342
PROVIDER'S PLAN OF CORRECTION

ID
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
TAG DEFICIENCY)

(X5)
COMPLETION
DATE

gluteal split "which was along the client's
middle part of the buttock (crack)."
The Episodic care plan indicated:

"#1 Pressure Ulcer #2 Gluteal
Split Site: #1 lower left buttock Size: 3
cmx1 cm

Stage:2 Appearance: Pink Site:
#2 gluteal cleft Size: 5 cm x 0.1 cm
Stage: 0
gluteal cleft (non pressure)...Will have s/s
of healing without complication by
12/9/13.

Keep area clean & dry.

Appearance: Long Split to

Keep off affected area as much as
possible.

Change position at least every 2
hours...

Pressure relieving mattress Dc'd
(discontinued) 12-5-13.

Devices for pressure relief to feet
& other areas. Cushion in W/C
(wheelchair).

Diet as ordered...

Monitor for s/s infection (fever,
drainage, odor, color change, etc.)

Monitor site every shift.

Notify MD as needed with status
changes.

Tx as ordered by MD.

Universal Precautions.

Other: Up for meals only

Specialty mattress on bed
12/5/13.

DON to do weekly assessment &
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PUSH Score
Weekly skin checks on shower
days."

Client #29's 2/27/14 IDT
(Interdisciplinary) Care Plan indicated
"I'm [client #29] at risk for skin
breakdown. I have very limited sensory
perception. I'm occasionally moist. | have
limited physical activity, I need assistance
to change position. I'm at risk for friction
and shearing.... Staff will turn and
reposition at least q (every) 2 hours. Staff
will toilet me [client #29] routinely and
keep me clean and dry. I have a pressure
relieving mattress and pressure relieving
cushion in my chair. Complete my
weekly skin assessment. My [client #29]
Braden assessment is completed
quarterly. Notify my doctor of any change
in my condition. I receive Arginaid (a
nutritional supplement) with meals."

Client #29's 3/11/14 Episodic Care Plan
Open Area indicated client #29 was being
treated for a "slit/gluteal fold 0.2 x 1.0
wide and 0.2 deep" The Episodic care
plan indicated the following:

"Keep area clean & dry.

Keep off affected area as much as
possible.

Change position at least every 2
hours...

Pressure relieving mattress.
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Diet as ordered.

Medications as ordered for wound
healing.

Monitor for s/s infection (fever,
drainage, odor, color change, etc.).

Monitor site every shift.

Notify MD as needed with status
changes.

Tx as ordered by MD.

Universal Precautions.

Staff to assist in repositioning
with special attention to this area."

Client #29's physician's orders for
February/March 2014 indicated client
#29 was to have Opsite (a transparent
waterproof dressing) to the area on his
gluteal fold twice a day after placement
of the Bactroban for a gluteal tear. Client
#29's TR indicated nursing services failed
to ensure the Opsite was applied in the
AM on March 5 and 12, 2014 and in the
PM on March 5,6, 7,10 and 11, 2014.

Client #29's 2013/2014 Treatment
Records (TRs) indicated client #29 was to
be repositioned every two hours. Client
#29's March TR indicated the staff were
to "Turn/Reposition Q (every) 2 hours
I-Independent, D=Dependent and
A=Assist on the even hours...." The form
indicated the facility staff documented the
client's repositioning once per shift;
"NOCS (night shift), DAYS and EVES"
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Client #29's TRs for January, February
and March 2014 indicated the facility
staff did not reposition and/or document
client #29 was repositioned every 2 hours
on DAYS for January 1, 4, February 6,
19, 26, March 4, 5 and 11, 2014 and on
EVES for January 2, 5, 6, 7, February 14,
19,28, March 1, 2, 6 and 7, 2014. The
facility's method of documentation
provided no verification of specific times
of when the client was repositioned, the
position the client was placed in at time
of repositioning and what supports were
used or required to ensure the client was
comfortable and in good body alignment
with no pressure areas.

Client #29's BEDREST/BLADDER
Records for January and February 2014
indicated client #29 was to be toileted
every two hours. The records indicated
the facility staff did not toilet client #29
every two hours on January 1, 6, February
1,5,6,11,12,17, 19,23 and 28, 2014.

Client #29's Episodic Care Plans and IDT
Care Plan for skin issues failed to include
the use of the turn sheet and what
positioning supports that were to be used
to position client #29 while in his bed
and/or wheelchair to prevent recurring
skin issues. Client #29's care plans failed
to include the adaptive equipment needed
for positioning while showering and how
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the staff were to position client #29 while
showering due to the client's history of
skin breakdown, gluteal tears and
circulatory issues.

Interview with CNA #1 on 3/11/14 at
3:20 PM indicated she was the shower
aide. CNA #1 stated there were 3 shower
chairs of different sizes and the one she
had used for client #29 was the largest
one and the one she "grabbed at the time"
to use for client #29's shower. CNA #1
indicated the chair did not provide
support for client #29's legs while
showering. CNA #1 stated, "This is how I
always shower the clients."

During interview with the DON (Director
of Nurses) on 3/11/14 at 12 PM, the DON
indicated all clients with skin integrity
issues and were cited at the annual
recertification of 1/15/14 through 2/3/14
now have IDT care plans to address skin
integrity and the nurses are to do daily
assessments/documentation of the skin
issues until the areas were healed and the
DON would do a weekly assessment.

During interview with the DON on
3/13/14 at 4:30 PM, the DON indicated
all clients that were unable to reposition
themselves were to be repositioned every
two hours on the even hour and then the
staff would initial one time in the TAR
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(Treatment Administration Book) for the
8 hour shift to signify the repositioning
was done every two hours on the even
hours. The DON was asked how do you
know what position the staff placed the
client in at what time and what supports
were used to maintain body alignment
and to reduce pressure areas. The DON
indicated specific times and position were
not documented. The DON stated "The
nurses are supposed to check to make
sure all clients were being repositioned."
The DON was asked how can the nurses
know every client's position and in what
position they were in two to four hours
prior to know the clients were being
provided adequate repositioning and
supports unless the nurse checked the
clients every two hours and the nurse or
the staff documented the time, the
position the client was in and the supports
that were used to ensure the client was in
good body alignment without any
pressure areas. The DON again indicated
the nurses are supposed to check to make
sure the clients are being repositioned.
The DON indicated the staff (the CNAs
and the nursing staff) did not document
specific positioning of the clients in the
records. The DON indicated the CNAs
initialed once per shift to signify the
turning was being done every two hours
on the evening shift. The DON indicated
client #29's skin integrity care plan
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indicated the client was to be turned
every two hours on the even hours. The
plan did not include specific directions to
the staff as to the supports needed to
ensure correct body alignment and to
ensure no pressure areas to the client.

During interview with the DON on
3/13/14 at 6 PM, the DON indicated the
CNA/shower aide should have been
aware of client #29's skin condition prior
to bathing him. The DON indicated the
CNAs were to provide every client with
privacy while showering by covering the
clients with a towel or bath blanket and
uncovering sections of the client's body at
a time. The DON indicated clients were
to be positioned comfortably into the
shower chairs prior to the procedure and
provided privacy, dignity and comfort
throughout the process. The DON stated
the CNAs "need to be retrained" in the
proper technique of bathing a client.

The facility's policy and procedures were
reviewed on 3/11/14 at 1:37 P.M. The
facility's 9/10 policy entitled Resident
Mistreatment, Neglect, Abuse &
Misappropriation of Property indicated
"Residents will be free from
mistreatment, neglect, abuse,
misappropriation of resident funds and
property, verbal, mental, sexual or
physical abuse, corporal punishment or
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involuntary seclusion." The 9/10 policy
defined Neglect as "...Failure to provide
goods and services necessary to avoid
physical harm, mental anguish, or mental
illness. Neglect occurs when facility staff
fails to monitor and/or supervise the
delivery of resident care and services to
assure that care is provided as needed by
the residents...."

4. The facility's policy and procedures
were reviewed on 3/11/14 at 1:37 PM.
The facility's 9/10 revised policy entitled
Resident Mistreatment, Neglect, Abuse &
(and) Misappropriation of Property
indicated "Residents will be free from
mistreatment, neglect, abuse,
misappropriation of resident funds and
property, verbal, mental, sexual or
physical abuse, corporal punishment, or
involuntary seclusion." The facility's
9/10 policy indicated "...Staff, whether
direct care, ancillary departments,
contract staff, or volunteers, will be
monitored and supervised by their
respective supervisors to ensure that the
residents receive appropriate care and
services to meet the their needs and to
prevent the potential of neglect and/or
abuse...." The 9/10 policy indicated "I.
Identification: Injuries of unknown or
unwitnessed etiology, including but not
limited to, fractures, bruises, skin tears,
joint dislocations, and abrasion of
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residents are thoroughly investigated as to
possible occurrence...."

5. The facility failed to ensure
allegations of abuse (client to client
aggression), injuries of unknown source
and/or an allegation of neglect in regard
to a fracture were investigated and/or
thoroughly investigated for clients #2,
#21, #31, #45, #54 and #56. Please see
W154.

This federal tag relates to complaint
#IN00138987.

This deficiency was cited on 2/3/14. The
facility failed to implement a systemic

plan of correction to prevent recurrence.

3.1-28(a)
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W000154 | 483.420(d)(3)
STAFF TREATMENT OF CLIENTS
The facility must have evidence that all
alleged violations are thoroughly
investigated.
Based on record review and interview for W000154 1.What corrective action will be 04/19/2014
. ility?
5 of 27 allegations of abuse, neglect done by thgfamhtv.
. The Administrator has developed
and/or injuries of unknown source and isusing a different format for
reviewed for clients #2, #21, #31, #45, investigations that includes
#54 and #56, the facility failed to ensure different sections tobe taken
allegations of abuse (client to client ””‘{'er cor.13|d.erat.|on when doing
. e £ unk an investigation in an attempt
aggression), injuries of unknown source toimprove the depth and content
and/or an allegation of neglect in regard of any investigation that is done,
to a fracture were investigated and/or includingthose of allegations of
thoroughly investigated neglect abuse, and/or injuries of
' unknown source. Thecontent of
o ) the new investigation tool
Findings include: contains such things as: synopsis
of theevent, including specific
1. The facility's reportable incident details of the event itself and
. | Incident/Accid those who wereinvolved in it or
reports, internal Inci er}t cc'1 61.1'[ witnessed it; employees,
Reports (IARs) and/or investigations residents, and other
were reviewed on 3/11/14 at 2:36 PM and peopleinterviewed; any
on 3/13/14 at 1:30 PM. The facilityvs identification of abuse or neglect
.. and any necessary follow updone
.2/ 28/ 14 report.able incident report at that time; medical records
indicated "[Cllent #21] was noted to have reviewed; personne| records
bruising on his (R) foot of 14cm reviewed;chart/care plan review;
(centimeters) x (by) 7cm) blush (sic) at etmhploye:. t'm‘i cards reviewed;
other pertinen
the h.eel and ankle an'd (150r'n X 90@) documentsreviewed; physical
reddish yellow on skin and inner side. evidence reviewed; summary of
Moderate swelling in foot & (and) lower event based on results
leg. [Name of doctor] was notified and ofinterviews, document reviews,
. . and physical evidence; conclusion
requested nursing to monitor the area and :
. . based onevidence that supports
gave nursing an order to send [client #21] the conclusion of the
out to [name of orthopedic group]. As of investigation.
4:00 PM [client #21] is still at [name of
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orthopedic group] waiting on his results.
An investigation has been initiated to
question staff and other residents to
determine the likely cause...."

The facility's 3/6/14 follow-up report
indicated client #21 was found to have a
fracture to his right tibia and was sent to
the hospital for admission for a "surgical
repair” on 2/28/14. The follow-up report
indicated client #21 returned to the
facility on 3/6/14. The follow-up report
indicated "...He is non-weight bearing on
his right leg and he returned with orders
for physical and occupational therapy.
We began an investigation in regard to
the cause of the fracture on 2/28/14. Asa
result of the investigation, the facility is
able to determine the most likely cause of
the fracture was due to a seizure. During
the seizure, he was sitting in a
wheelchair, leaned forward with his
buttocks off the seat of the wheelchair
and he had placed his feet under the foot
rests. He is a very large man and
extremely strong. He has frequent
seizures. This particular seizure was
violent, grand mal seizure. During this
seizure he threw his body forward. He
was secured in chair and did not hit the
ground...."

The facility's attached witness statements
indicated the following (not all

This new investigative process is
now beingused for allegations of
abuse/neglect, falls,
bruises/discolorations,
rashes,development of pressure
ulcers, seizures, resident to
resident altercations — both
witnessed and unwitnessed,and
any other type of unusual
occurrence or injuries of unknown
sources.

2.How will the facility identify
otherresidents having the
potential to be affected by the
same practice and whatcorrective

action will be taken?

All residents who have the
potential forpossible abuse or
neglect, falls,
bruises/discolorations, rashes,
developmentof pressure sores,
seizures, resident to resident
altercations, or any othertype of
unusual occurrence or injuries of
unknown sources could be
affected. Ifthe Administrator,
DON, or any member of the IDT
management team observes
orfinds a concern, or receives a
report regarding any of these
areas, he/she willaddress the
situation immediately to ensure
the resident’s safety and notifythe
DON and Administrator if they are
not already involved. Once the
residentis taken care of, the
Administrator will begin an
immediate investigationregarding
the potential abuse or neglect that
may have occurred and will
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inclusive): reportthe issue to the state
agencies as required. The DON
. will begin re-training allstaff
On 3/4/14, "1 (staff #37) seen (sic) a involved and will address the
resident [client #21] have a seizure. After situation with progressive
seizure I [staff #37] help (sic) walk disciplinaryaction up to and
[client #21] to his room. While walking including termination of
hi i 71 leani employment as deemed
to his room [c 1e':nt # ] was leaning necessary by theresults of the
forward and trying to sit down. I and investigation.
another staff got [client #21] to his room
and [client #21] laid down to rest. - ?'Wlhat Teasures ‘t’:" be DL:,t
. . . into place to ensure this practice
[Client #21] smlleq and I covered him does not recur?
up." The 3/4/14 witness statement The DON will review the focus
indicated the facility neglected to have charting, 24hour report, and
the staff person describe the seizure, physician telephone orders at
1 d k when th . least 5 days a week during
neglected to ask when the seizure eachtour of duty. She will bring
occurred and/or neglected to indicate if that information to the morning
the nurse was IDT managementmeeting for
contacted/involved/assessed client #21 review and discussion with the
for iniuri IDT. Any interventions that
Or 1njurics. areformulated will be added to the
care/risk plan and ISP at that
Client #54's undated witness statement time. The DONwill note those
indicated "I (client #54) saw him have a changes on the CNA assignment
. d th him." sheets and the 24 hour report
SCIZUIe and a nurse was wi 1m. sothat oncoming shifts will be
made aware of the changes.
Undated witness statement by staff #38
indicated "...worked Tuesday and 'tI)'he DON ofrt?]es“'g?e;_l‘f""l rtnonlttor
. . . y meansof the “Staff Treatmen
Thursday 1.11ghts. Nothing unusual either of Residents — W149 & W154”
night. [Client #21] stood up for them audit form at least 5days a week.
Tuesday night but did not stand Thursday The DON will bring the results of
night. On Thursday night he sat up in the audits to the next
. e , scheduledmorning IDT
bed 2 or 3 times 'like he always does. . .
. . . management meeting for review
She thinks he might have had a seizure and further discussion. Any
but was not sure. At one point he yelled issueswill be addressed as
out (which she states is normal right indicated in question #2. The
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before a seizure) and she went to check DON or designee will
on him before her 3:30 rounds. His right alsodocument their response and
. . immediate action taken on the
leg was hanging over the b.ed and his left audit form itself forthose things
leg was on the bed. She said he found as not being in compliance
sometimes urinates on himself when he at the time of the audit.
has a seizure and he did not do so at that ) , )
. d that's why she' ¢ ‘h 4.How will corrective action be
time and that's why she's not sure 1t he monitored toensure the deficient
had a seizure or not. She did state he was practice does not recur and what
'wobbly' while in bed but otherwise there QA will be put intoplace?
was nothing different about him." The DON will bring the results of
' her auditsto the monthly QA
) committee meeting for review and
Staff #39's 2/28/14 witness statement recommendations for
indicated staff #39 "Saw him sitting furtherprocess improvement. Any
Indian Style in his bed @ (at) | AM Wed :ECOmf:E”‘ﬁ“OSgLV"' Ze followed
. " rough by the ordesignee,
(Wednesday) (2/'27/14) mornlng..... . Staff with results brought back to the
#39's undated witness statement indicated next month’s QA committee
on 2/27/14, client #21 got up and ate forconsideration. This will
dinner in his wheelchair in the dining continue on an ongoing basis.
room.
LPN #11's 2/28/14 witness statement
indicated LPN #40 "Did a skin
assessment on 2-24-24, gave medications
to him on Thurs (Thursday) 2-27-14- he
was in bed both time (sic) (AM &
mid-day med pass)...." LPN #11's
2/28/14 witness statement indicated "...he
(sic) remained in bed all day shift on
Thurs 2-27-14 that I am aware of."
Staff #42's 2/28/14 witness statement
indicated client #21 "walked fine" on
2/26/14 (Wednesday) when assisting the
client from the bathroom.
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Staff #43's 2/28/14 witness statement
indicated "...He rolls out of the bed. He
seizes. He gets up without assistance and
stumbles."

Staff #44's 2/28/14 witness statement
indicated on 2/26/14, she (staff #44) and
staff #42 "...walked behind [client #21] to
his bedroom. He kept trying to throw
himself to the ground."

Staff #45's 2/28/14 witness statement
indicated client #21 walked to the dining
room for his lunch on 2/27/14 and back
to his bedroom afterwards. Staff #45's
witness statement indicated client #21
had a seizure at lunch on Wednesday.
The witness statement indicated client
#21 "...Stayed in the table chair. Possibly
hit leg on metal post under table."

Staff #46's 2/28/14 witness statement
indicated "...He (client #21) will get mad
& (and) drop to the floor he will also do
this after he has a seizure (sic). He gets
up without any assistance & has an
unsteady gait so he will sometimes
stumble. Yesterday, 2-27-14, sometime
between 11 am-11:30 am I was with
[LPN #41] helping to try to get him up. |
was originally in there by myself. He had
socks on & his pull up & pants were
down to his knees so I didn't see his legs.
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I pulled his pull up & pants up and sat
him up in bed. He was wobbly &
wouldn't sit up by himself so I laid him
back down & went to got [LPN #41] to
help me. He would not bear any weight.
We lifted him into his chair. When he
was in the chair he threw himself back &
yelled. We caught him & put him back to
bed. We covered him & turned the alarm
on." The 2/28/14 witness statement
indicated the facility did not ask if client
#21 would yell when he was placed in his
chair, and/or ask if client #21 was
assessed for any pain/injury.

Staff #47's 2/28/14 witness statement
indicated client #21 was at the training
center on 2/25/14. The witness statement
indicated client #21 was "walking
normally" on Tuesday.

LPN #7's 2/28/14 witness statement
indicated client #21 "Will seizure and flip
his W/C (wheelchair)."

Staff #49's 2/28/14 witness statement
indicated client #21 would not get out of
bed on 2/27/14. Staff #49's witness
statement indicated he thought client #21
was last walked on 2/26/14.

Staff #50's 2/28/14 witness statement
indicated client #21 did not want to stand
up on Thursday 2/27/14. Staff #50's
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witness statement indicated "Thursday he
did not want to leave bed...Wed
(Wednesday) morning drop down to the
floor but got up and went to his room and
he was fine."

Staff #51's 2/28/14 witness statement
indicated on "2/24/14 went down to see if
he wanted to go to store. He refused."”

Staff #52's 2/28/14 witness statement
indicated "He walked on Wed. after lunch
to his room...I spoke with him and
assisted him with getting his items for
lunch...."

Staff #53's 2/28/14 witness statement
indicated client #21 "...threw himself
(sat) on the floor when she (staff #53)
was with him." The facility neglected to
ask and/or indicate what day client #21
threw himself to the floor, and/or indicate
if the client was injured.

Staff #53's 2/28/14 witness statement
indicated client #21 sat down on the floor
at the dinner meal. The 2/28/14 witness
statement indicated staff #55 and LPN
#10 came over to help client #21 get up.

The Housekeeping supervisor's 2/28/14
witness statement indicated client #21
was sitting on the floor on Monday
(2/24/14). The witness statement
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indicated client #21 was "fine."

LPN #5's 3/3/14 witness statement
indicated on 2/27/14 (Thursday) a CNA
(Certified Nurse Aide) asked for
assistance as client #21 was not wanting
to get out of bed. The witness statement
indicated "...He was half way out et (and)
half standing. We attempted to put him
in his wheelchair when he screamed in
anger and refused. I at that time helped
pull his pants (gray sweats) up over his
feet as we assisted him to bed. I noted no
0 (zero) injury at that time to his
feet/legs." LPN #5's witness statement
did not indicate client #21 had a seizure
on any day.

The facility's 2/28/14 reportable incident
report and/or 3/6/14 follow up report
indicated the facility neglected to conduct
a thorough investigation as no additional
information was documented in regard to
a seizure which resulted in the client's
fracture. The facility failed to
re-interview staff to obtain clarification in
regard to the client's ambulating with
staff, not ambulating for 2 days and
behaviors demonstrated. The facility
failed to include a formal conclusion with
facts and/or include
recommendations/corrective actions to
ensure client #21's protection. The
facility's 2/28/14 reportable incident
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report did not indicate the facility
conducted/opened an additional
investigation in regard to allegations of
neglect by nursing staff in regard to the
client's health, and injury of unknown
source.

-3/10/14 Client #21 was "Up in LR
(living room)in g-chair. Staff stated was
squirming in chair and slid out to floor.
Assisted w (with) hoyer lift and taken to
bed. Assessment done w no new injuries
noted. No redness or discoloration noted.
No s/s (signs and symptoms) pain.
[Name of doctor] updated- will assess
when comes to facility today." The
3/10/14 TAR neglected to indicate how
client #21 slid out of his chair with a
fractured right leg, and/or failed to
indicate the facility initiated an
investigation in regard to neglect.

Client #21's record was reviewed on
3/13/14 at 2:02 PM. Client #21's 3/6/14
Discharge To Skilled Care indicated
client #21 was diagnosed with a Tibia
(large shin bone) and Fibula (smaller
bone in leg) fracture on the client's right
leg. The discharge sheet indicated client
#21 had a history of falls and required
"Max (maximum) assist" with transfers
and "Total Dependence" with mobility.
The discharge sheet indicated client #21
was not to bear weight on his right leg.
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Client #21's Final Report indicated client
#21 presented with a "Spiral Fracture
(twisting force fracture) of his Tibia."
The discharge sheet indicated "...Was
called on the morning of this patient's
admission by nursing home personnel.
They noted that his leg was discolored
and edematous. He was taken to a local
orthopedics office for he was diagnosed
as having a spiral fracture. He is
admitted for definitive therapy. He was
not observed to have any injury. This
patient has frequent and severe seizures.
It is not known whether he had a seizure
or simply fell. He was put to bed last
night apparently in good condition and
when attempted to arouse this morning,
had a swollen t (nothing else typed/part of
sentence missing).

Client #21's Nursing Notes indicated the
following (not all inclusive):

-2/15/14 at 3:16 PM, Client #21's doctor
and nurse practitioner were at facility and
assessed the client.

-2/27/14 "OT assessment done, no new
orders."

-2/28/14 at 8:00 AM, "Staff reported res
noted to have bruising 14 cm x 7 cm
bluish around heel and ankle and 15 cm x
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9 cm reddish yellow on lower leg inner
side, moderate swelling in foot & lower
leg."

-2/28/14 at 8:15 AM, Client #21's doctor
was paged.

-2/28/14 at 8:30 AM, "Name of doctor]
returned call, orders rec'd (received)."

-2/28/14 at 2:00 PM, "Rec'd call from
staff, res being admitted to [name of
hospital] for surgery in AM D/T (due to)
Tib/fib fracture...."

-3/1/14 at 3:10 PM, Facility nurse spoke
with a nurse at the hospital. The note
indicated client #21 had "...surgery D/T
spiral FX (fracture) et
compartmentalization (separation into
sections). RN spoke (with) res. mother
and she stated, 'he has a rod in his leg'...."

-3/3/14 LE (late entry) at 2:00 PM, "for
2/26/14 12 n (noon) Resident noted to
have seizure et slid down in wheelchair.
VNS (Vagal Nerve Stimulator) magnet
used with success. Head drop, body held
rigid, et jerking of arms et legs noted.
Footrests on W/C et resident legs under
footrests. Resident uncooperative (with)
sitting back or assisting (up) in W/C and
walked to his room (with) the assistance
of two staff. Resident alert et ambulating

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

QMFC13 Facility ID: 000614 If continuation sheet

Page 62 of 168




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 04/16/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

15G068

A. BUILDING 00

B. WING

X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY

COMPLETED
03/20/2014

NAME OF PROVIDER OR SUPPLIER

HICKORY CREEK AT GASTON

—————————————=—xo
STREET ADDRESS, CITY, STATE, ZIP CODE

502 N MADISON ST
GASTON, IN 47342

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

b PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
TAG DEFICIENCY)

(X5)
COMPLETION
DATE

as usual." The 3/3/14 late entry for client
#21's seizure on 2/26/14 was signed by
LPN #5. The 3/3/14 late entry indicated
the facility nurse neglected to assess the
client's legs after the seizure and/or
neglected to document the client's seizure
in the client's Nurse note at the time the
seizure occurred.

-3/10/14 at 12:02 AM, "resident (sic) up
in bed trying climb out of bed (sic)
resident attempting to climb out of bed
attempting to rip of (sic) bandage to half
cast resident yelling refusing VS (vital
signs) resident redirected and lay back
down at this time (sic)."

-3/10/14 at 12:50 AM, "resident (sic)
sitting up in bed yelling attempting to get
out of bed pulling and shaking leg (R)
refusing assessment PRN pain medication
given and resident redirected will
reattempt assessing when resident is
resting (sic)."

-3/10/14 at 1:50 AM, "resident (sic)
resting in bed (with) eyes closed PRN
pain medication appears to be
effective...." The note indicated the nurse
was able to assess the client at that time.

-3/10/14 at 10:45 AM, "...Had 30 second
seizure activity with no injuries noted,
witnessed by [LPN #5] & VNS magnet
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was used (with) success. Up in G-chair
(geri chair) to rt (right) leg up on pillow,
ace wrap remains in place...."

-3/10/14 at 1:30 PM, "Resident up in
g-chair in living room and slid out of
chair to the floor. Assist up with hoyer
lift and taken to bed. Assessment done
with no new injuries noted. No
redness/discoloration. No S/S
pain/discomfort noted....No seizure
activity noted. Staff report resident was
trying to remove wedge from behind him
& was squirming around in g-chair prior
to sliding out...[name of doctor] to be
here today at 3 P (3:00 PM) and will
assess then." The 3/10/14 nursing note
did not indicate client #21 was eating at
the time he slid out of the Geri chair to
the floor due to the wedge pillow.

Client #21's 3/3/14 Episode Record
indicated on 2/27/14 at 12 noon client
#21 had a seizure. The 3/3/14 seizure
record indicated LPN #5 made a late
entry on the seizure record. The seizure
record indicated the following had check
marks next to them: blank stare, head
drop, body held rigid, slept after seizure,
other "VNS used" and jerking of arms
and legs. The entry indicated the seizure
occurred on 2/27/14 versus 2/26/14
which allegedly resulted in client #21's
fracture.
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Interview with the Director of Nursing
(DON), administrative staff #1 and
Qualified Intellectual Disabilities
Professional (QIDP) #2 indicated client
#21 had a fractured Tibia.

Administrative staff #1 indicated the
DON was conducting the investigation in
regard to client #21's injury of unknown
source/fracture. The DON indicated the
facility would complete a follow-up
report on 3/14/14. The DON indicated
the facility's investigation did not include
a summary/conclusion of what happened
and/or include any
recommendations/corrective actions.
When asked what happened, the DON
stated "Not able to say 100%. Had fallen
on 2/26/14." The DON stated client #21
fell out of his wheelchair during a seizure
and the client's feet were "tangled
underneath footrests." The DON
indicated client #21 was put back in his
wheelchair and then walked back to his
bedroom. The DON indicated some staff
indicated client #21 was walking fine and
some said the client would not walk/bear
weight. The DON indicated client #21
was put back to bed. The DON stated
client #21 did not get up for supper "all
day Thursday and Friday." The DON
indicated she was asked to look at the
client's leg and it was swollen and
bruised. The DON stated it looked like
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the injury was "42 to 72 hours old." The
DON indicated client #21 was sent out to
an orthopedic doctor and the client was
found to have a fracture which required
surgery. The DON indicated staff had
indicated client #21 consumed 100% of
his lunch and supper on Thursday which
indicated the client would have gone to
the dining room. The DON indicated she
went to review the nurse notes and found
there was no documentation in client
#21's record regarding a seizure on
2/26/14. The DON indicated LPN #5 did
not document the seizure and the LPN
was instructed to make a late entry. The
DON stated LPN #5 indicated "She (LPN
#5) was not educated on what to do with
a seizure." The DON indicated LPN #5
knew where the policy book/policy for
seizures was located. The DON indicated
LPN #5 received disciplinary action in
regard to the incident. The DON
indicated nursing staff was retrained on
the facility's seizure policy and what to do
when a client had a seizure on 3/5/14.
When asked if the facility conducted an
investigation in regard to neglect, the
DON and the facility did not conduct an
investigation for neglect once the facility
was aware a nursing staff did not
document the seizure and/or document
the client was monitored/assessed for
injury. The DON indicated client #21's
seizures were to be documented on the
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client's seizure record in the client's chart.
QIDP #2 and the DON stated client #2
"normally used a wheelchair for
mobility." The DON indicated client #21
was to utilize a Geri-Chair with a pelvic
stabilizer when the client was in the
Geri-chair. The DON stated client #21
"slid out of his chair" on 3/10/14. The
DON indicated client #21 was to use the
wedge pillow at meals only. QIDP #2 and
the DON indicated client #21 was on 15
minute checks. QIDP #2 and the DON
indicated client #21 was on 15 minute
checks on 3/10/14 when client #21 slid
out of his wheelchair to the floor on
3/10/14.

2. The facility's reportable incident
reports, internal Incident/Accident
Reports and/or investigations were
reviewed on 3/11/14 at 2:36 PM and on
3/13/14 at 1:30 PM. The facility's
reportable incident reports, [ARs and/or
investigations indicated the following
(not all inclusive):

-3/4/14 "On 03-04-14 [client #36] was
found on the floor in his bedroom, lying
on his bedside mat with blood on the
floor and on the bed frame. He has
lacerations in an L shape with bleeding
on the right side of his outer eye. There
are reddish discolorations noted to the
side of his right cheek and the right side
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of his nose. Nursing assessed [client
#36's] lacerations and applied pressure to
stop the bleeding. Resident alert and
oriented, refused pupil assessment, and
sent to ER (emergency room) for
treatment. [Client #36] came back from
the ER with 7 stitches and he will have an
op-site bandage covering the area...
[Client #36's] (sic) has a behavior
intervention plan that addresses his Non
Prioritized Behaviors: Grabbing
everything in his proximity (grabbing
handrails, tables, tablecloths, chairs,
curtains, call lights, other residents, staff
etc);...."

The facility's 3/7/14 follow-up report
indicated "...Staff stated they were in the
room with [client #36] getting him
dressed and they left the room to have
another staff help with the Hoyer lift. As
soon as both staff returned [client #36]
was lying on the floor on his bedside mat
and he was bleeding. They went to get
nursing and then proceeded to call an
ambulance to go to the ER for treatment.
A bolster mattress and a new hi, low bed
is a new intervention that is now put in
place to prevent future falls and
injuries...."

Two facility staff's undated witness
statements were attached to the 3/5/14
reportable incident report. The facility's
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3/4/14 reportable incident report and/or
3/7/14 follow-up report did not indicate
the facility conducted a thorough
investigation in regard to the allegation of
possible neglect/injury of unknown
source. The facility's follow-up
report/investigation did not specifically
indicate how facility staff left the client
on the bed when they left client #36's
bedroom, indicate where the Hoyer Lift
was located and/or if the Hoyer Lift was
in reach for client #36 to grab which may
have been preventable.

-3/4/14 "On 3-4-14 [client #31] staff
notified nursing that two discolorations
were found on [client #31's] right arm
just above the elbow. Nursing was
notified and determined the
discolorations measured 2.5cm by Scm
and lcm by lcm. Range of motion was
active...An investigation into the cause of
the discolorations has been initiated.
[Client #31] has a behavior intervention
plan to address self-injurious behavior
and is seen on a regular basis by
psychiatric services...."

The facility's 3/8/14 follow-up report
indicated "The investigation into the
cause of the discolorations found on
[client #31's] right arm just above the
elbow on 3-4-14 has been completed.
Staff who consistently work with [client
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#31] were interviewed as well as all
interviewable residents who are usually in
the same area as [client #31]. [Client
#31] uses a wheelchair when she chooses
to due to the frequency of falling from an
unsteady gait. She also uses a walking
belt so that staff can assist her when she
wants to walk. During the investigation it
was noted that [client #31] puts her arm
behind the wheelchair push handle and
tries to shake hands with people or stop
them as they pass by. When [client #31]
is in the wheelchair and the discolorations
match up very well with the metal push
handle of the wheelchair. The conclusion
of the investigation is that the
discolorations occurred because [client
#31] throws her arm over the back of the
wheelchair against the metal push handle
of the wheelchair...." The facility's 3/8/14
follow-up report did not include any
additional documentation/interviews in
regard to the investigation.

-2/26/14 "The IDT reviewed the
incident/accident report on 02-26-2014
that [client #45] has a 1cm x (by) lcm
discoloration to her left breast...[Client
#45] has a behavior intervention plan that
addresses her behaviors: SIB
(self-injurious behaviors) (banging
objects often classroom training items
into her chest causing injury. (This
behavior is not always on purpose, she is
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Jjust trying to place the item as close to
her body/chest as possible)...." The
facility's 2/26/14 reportable incident
report did not indicate any additional
information, documentation and/or
interviews were conducted in regard to
client #45's injury of unknown source.

-2/25/14 "On 2-25-14, [Client #2] was
noted to have a discoloration on his right
side measuring 2.5cm (centimeters) by
1.5cm, 3cm by 0.3cm scratch to his right
shin, dry pin point scratches measuring
3cm by 2.2cm to his sacrum, a 3cm by
0.3cm scratch to the back of his right
knee, a 7cm by 3.5cm discoloration to his
right hand, and a red rash to his abdomen
and right back. The areas were cleansed
with soap and water by the nurse. There
was no swelling and no complaints of
pain or distress...An investigation into the
cause of the injuries has been initiated.
The rash has been assessed by [name of
doctor] (facility physician) with no new
orders...."

The facility's 3/3/14 follow-up report
indicated "...After investigating, the IDT
(interdisciplinary team) determined that
the likely cause was from his unsteady
gait from those few days he was trying
out his new medications and getting use
to them...." The 3/3/14 follow-up report
indicated client #2 had been sent out for
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an psychological evaluation on 2/21/14.

There were two 3/3/14 hand written
witness statements attached to the 3/3/14
follow-up report written by facility staff.
The 3/3/14 witness statements indicated
client #2 had scratched himself when
having behaviors and/or indicated "Lately
[client #2's] behavior has been more
hostile than previous months. He often
doesn't listen to some ATF (Active
Treatment Facilitators) and staff and gets
angry, resulting in behaviors of him
hitting himself, or others, and slamming
hisself (sic) onto walls or into his bed."
The facility's 2/25/14 reportable incident
report and/or 3/3/14 follow-up report
indicated the facility did not conduct a
thorough investigation in regard to client
#2's injuries of unknown source as no
additional interviews were conducted, or
behavior cards reviewed.

Interview with administrative staff #1,
and Qualified Intellectual Disabilities
Professional (QIDP) #1, #2, #3 and #4
were conducted on 3/13/14 at 5:25 PM.
Administrative staff #1 indicated she just
recently took over the administrative
position at the facility. Administrative
staff #1 indicated she was not aware of
any investigations prior to her coming to
the facility (3/10/14). QIDP #1, #2, #3,
#4 and Administrative staff #1 indicated
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the investigations should be with the
reportable incident reports. QIDP #4
indicated there was no additional
information/investigation for client #45's
2/26/14 injury of unknown source.
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WO000154 | 483.420(d)(3)
STAFF TREATMENT OF CLIENTS
The facility must have evidence that all
alleged violations are thoroughly
investigated.
3. Client #54's record was reviewed on W000154 1.What corrective action will be 04/19/2014
3/13/14 at 7 PM. Client #54's progress done by thefacility?
. The Administrator has developed
note dated 2/ 2.4/ 1“‘ .fr.om QIDP gQuahﬁed and isusing a different format for
Intellectual Disabilities Professional) #3 investigations that includes
indicated "In response to nursing notes different sections tobe taken
from 2/21/14 re: (regarding) getting hit in under consideration when doing
. . . . an investigation in an attempt
the right side of t}%e face and rlght side of toimprove the depth and content
upper back by resident #204 (client #56). of any investigation that is done,
No injury noted, and [client #54] had no includingthose of allegations of
complaints of pain or discomfort. Staff neglect abuse, and/or injuries of
. diatelv i dand dth unknown source. Thecontent of
1mr'ne 1ately 1ntervent? and separated the the new investigation tool
residents and both residents were calmed contains such things as: synopsis
down and comforted...." of theevent, including specific
details of the event itself and
. . . . those who wereinvolved in it or
Interview with QIDP #3 via email on witnessed it; employees,
3/14/14 at 8:53 AM and 11:21 AM residents, and other
indicated the allegation of client to client peopleinterviewed; any
abuse for clients #54 and #56 was not |dec;1t|f|cat|on of abu?e”or negclject
. . o and any necessary follow updone
investigated. The QIDP indicated "There at that i/im e me dirglal rec ordz
was no need for an investigation as staff reviewed; personnel records
witnessed both incidents and knew reviewed;chart/care plan review;
exactly what happened in both cases. The etmhploye:. t|m<: cards reviewed;
. . other pertinen
QIDP 1nd?cated she would pr9v1de a copy documentsreviewed: physical
of the Incident Report for review. evidence reviewed; summary of
event based on results
Review of the Incident Accident Report oflgtegleyvs,l do%ument rewelws.,
dated 2/21/14 at 5:30 PM via email on and physical evidence, conciusion
o ) based onevidence that supports
3/14/14 at 941 AM lndlcated Cllent #56 the conclusion of the
hit client #54 on the right side of his face investigation.
and the right side of his upper back. The
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report indicated "No injury noted. Res
(resident) has no complaints of pain."

This federal tag relates to complaint
#IN00138987.

This deficiency was cited on 2/3/14. The
facility failed to implement a systemic
plan of correction to prevent recurrence.

3.1-28(d)

This new investigative process is
now beingused for allegations of
abuse/neglect, falls,
bruises/discolorations,
rashes,development of pressure
ulcers, seizures, resident to
resident altercations — both
witnessed and unwitnessed,and
any other type of unusual
occurrence or injuries of unknown
sources.

2.How will the facility identify
otherresidents having the
potential to be affected by the
same practice and whatcorrective

action will be taken?

All residents who have the
potential forpossible abuse or
neglect, falls,
bruises/discolorations, rashes,
developmentof pressure sores,
seizures, resident to resident
altercations, or any othertype of
unusual occurrence or injuries of
unknown sources could be
affected. Ifthe Administrator,
DON, or any member of the IDT
management team observes
orfinds a concern, or receives a
report regarding any of these
areas, he/she willaddress the
situation immediately to ensure
the resident’s safety and notifythe
DON and Administrator if they are
not already involved. Once the
residentis taken care of, the
Administrator will begin an
immediate investigationregarding
the potential abuse or neglect that
may have occurred and will
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reportthe issue to the state
agencies as required. The DON
will begin re-training allstaff
involved and will address the
situation with progressive
disciplinaryaction up to and
including termination of
employment as deemed
necessary by theresults of the
investigation.

3.What measures will be put
into place to ensure this practice
does not recur?
The DON will review the focus
charting, 24hour report, and
physician telephone orders at
least 5 days a week during
eachtour of duty. She will bring
that information to the morning
IDT managementmeeting for
review and discussion with the
IDT. Any interventions that
areformulated will be added to the
care/risk plan and ISP at that
time. The DONwill note those
changes on the CNA assignment
sheets and the 24 hour report
sothat oncoming shifts will be
made aware of the changes.

The DON or designee will monitor
by meansof the “Staff Treatment
of Residents — W149 & W154”
audit form at least 5days a week.
The DON will bring the results of
the audits to the next
scheduledmorning IDT
management meeting for review
and further discussion. Any
issueswill be addressed as
indicated in question #2. The
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DON or designee will
alsodocument their response and
immediate action taken on the
audit form itself forthose things
found as not being in compliance
at the time of the audit.

4.How will corrective action be
monitored toensure the deficient
practice does not recur and what
QA will be put intoplace?
The DON will bring the results of
her auditsto the monthly QA
committee meeting for review and
recommendations for
furtherprocess improvement. Any
recommendations will be followed
through by the DON ordesignee,
with results brought back to the
next month’s QA committee
forconsideration. This will
continue on an ongoing basis.
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W000268

483.450(a)(1)(i)

CONDUCT TOWARD CLIENT

These policies and procedures must
promote the growth, development and
independence of the client.

W000268

1.What corrective action will be
done by thefacility? The CNAs
and nurses have been inserviced
onthe use of a draw/turn sheet to
turn Resident #29 from side to
side withoutadding undo pressure
or stress to his gluteal area.
Nursing staff has been
in-servicedon providing privacy
during showers for all residents,
including #29, as wellas
identifying and using the correct
size shower chair for each
resident. Thenurses have been
re-in-serviced on the need for
complete documentation
ofmedications and treatments as
ordered by the physician. The
facility is now documenting the
specifictimes that a resident, such
as #29, isturned and
repositioned, the position the
resident was placed in at the time
ofthe repositioning, and what, if
any, supports are used to make
sure that theresident was
comfortable and in good body
alignment when repositioned.
Thefacility staff has been
in-serviced on the need to
document toileting effortsas they
occur for each resident. Resident
#29's care plan has been
updatedto include interventions
such as the use of a draw/turn
sheet whenrepositioning Resident
#29, positioning devices used in

04/19/2014
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bed and in wheelchairto prevent
skin issues, adaptive equipment
needed for positioning
duringshowers as well as
appropriate positioning during
showers to prevent injury toskin
and circulation and to protect
privacy.

2.How will the facility identify
otherresidents having the
potential to be affected by the
same practice and whatcorrective

action will be taken? All residents
who have skin issues and
aredependent upon staff for care,
such as bathing, have the
potential to beaffected. If the
Administrator, DON, or any
member of the IDT management
teamobserves or finds a concern
regarding provision of privacy for
any resident,he/she will address
the situation immediately to
ensure the resident’s privacyand
dignity — then he/she will notify
the DON and Administrator if they
are notalready involved. Once the
resident is taken care of, the
Administrator willbegin an
immediate investigation regarding
the potential abuse or neglect
thatmay have occurred and will
report the issue to the state
agencies as required.The DON
will begin re-training all staff
involved and will address
thesituation with progressive
disciplinary action up to and
including terminationof
employment as deemed
necessary by the results of the
investigation.
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W000268 | 483.450(a)(1)(i)

CONDUCT TOWARD CLIENT

These policies and procedures must
promote the growth, development and
independence of the client.

3.What measures will be put
into place to ensure this practice
does not recur? The
Administrator, DON, and other
membersof the IDT will monitor
provision of resident privacy as
part of their numerousrounds
throughout the facility during their
tours of duty every day.
Anyconcerns that arise will be
dealt with immediately as
indicated in question #2.

4.How will corrective action be
monitored toensure the deficient
practice does not recur and what
QA will be put intoplace? The
Administrator or designee will
bring theresults of these
monitoring activities to the
monthly QA committee meeting
forreview and recommendations
for further process improvement.
Any recommendationswill be
followed through by the DON or
designee, with results brought
back tothe next month’s QA
committee for consideration. This
will continue on anongoing basis.
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W000268 | 483.450(a)(1)(i)
CONDUCT TOWARD CLIENT
These policies and procedures must
promote the growth, development and
independence of the client.
Based on observation and interview for 1 W000268 1.What corrective action will be 04/19/2014
additional client (#29), the facility failed done by thefacility Thg CNA_S
. S and nurses have been inserviced
to pron?ote client #29's dignity in regard onthe use of a draw/turn sheet to
to bathing. turn Resident #29 from side to
side withoutadding undo pressure
Findings include: or stress to his gluteal area.
) Nursing staff has been
in-servicedon providing privacy
Observations were conducted at the during showers for all residents,
facility on 3/11/14 between 3 PM and including #29, as wellas
4:30 PM. At 3:10 PM client #29 was in identifying and using the correct
. size shower chair for each
the WeSt hall sh.()wer rqom with CNA resident. Thenurses have been
(Certified Nursing Assistant) #1. Client re-in-serviced on the need for
#29 was completely nude and complete documentation
semi-reclined in a shower chair near the ofmedications and treatments as
h d . Cli ordered by the physician. The
shower, not under rl'lnnlng water. 1?nt facility is now documenting the
#29 lay at an angle in the shower chair, specifictimes that a resident, such
his head was positioned to the left side of as #29, isturned and
the chair and his feet and legs dangled to rep%sm(t)ned, tr|1e pzs'ltlor; tt:e .
. . . . resident was placed in at the time
the right side of .the chair. Client #2? had ofthe repositioning, and what, if
no support for his legs or feet and his toes any, supports are used to make
and fingers had a bluish/purple tint. sure that theresident was
Client #29 winced and made facial comfortable and in good body
. keepine hi 1 to hi alignment when repositioned.
expressions, eepl.ng is arms ¢ .ose o his Thefacility staff has been
body and across his chest each time CNA in-serviced on the need to
#1 touched him. When client #29 was document toileting effortsas they
asked "Are you ok?" Client #29 stared at ;Zg“r for eaclzh ri&debnt. Resident
s care plan has been
CNA #1 and made no verbal response.. updatedio include interventions
CNA #1 reached beneath and under client such as the use of a draw/turn
#29 to wash his bottom. CNA #1 was not sheet whenrepositioning Resident
able to see what she was doing or wiping #29, positioning devices used in
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while doing this and when CNA #1 bed and in wheelchairto prevent
pulled her hand back up with the 22’2(;:2”&?;23%%?]9%u'pment
washcloth, the wash cloth had bright red duringshowers as well as
blood on it. CNA #1 was asked, "Where appropriate positioning during
did that come from?" CNA #1 stated, "I showers to prevent injury toskin
don't know." CNA #1 indicated she was aqd circulation and to protect
. . . privacy.
not aware of client #29 having any skin 2. How will the facility identify
issues, open sores and/or dressing on him otherresidents having the
at the present time and stated, "When I'm potential to be affected by the
done, I'll have to have the nurse look at same practice and whatcorrective
him." action will be taken? All residents
1m. who have skin issues and
aredependent upon staff for care,
Interview with CNA #1 on 3/11/14 at such as bathing, have the
3:20 PM indicated she was the shower zc()jter.]tlla![ t°t be%ffgcl;ted. If the
. o ministrator, , or any
aide. CNA #1 1nd1(':ated thel're were 3 member of the IDT management
shower chairs of different sizes and the teamobserves or finds a concern
one she had used for client #29 was the regarding provision of privacy for
largest one. CNA #1 indicated the chair any resident,he/she will address
did not d tt for the client the situation immediately to
1d no PrOVI © suPpo or the client's ensure the resident’s privacyand
legs while showering. CNA #1 stated, dignity — then he/she will notify
"This is how I always shower the clients." the DON and Administrator if they
are notalready involved. Once the
L. . . . resident is taken care of, the
During interview with the DON (Director Administrator willbegin an
of Nurses) on 3/13/14 at 5 PM, the DON immediate investigation regarding
indicated the shower aide should have the potential abuse or neglect
provided the client with privacy while thatmay have occurred and will
h ring b rine the client with report the issue to the state
showering by covering the clie W a agencies as required.The DON
towel or bath blanket and uncovering will begin re-training all staff
small sections of the client's body at a involved and will address
time. The DON indicated the clients were :?es.ltllj.atlon Wltt.h prog:essn;e
to be positioned comfortably into the discipinary acion Up to an
) ) . including terminationof
shower chairs and provided privacy, employment as deemed
dignity and comfort throughout the necessary by the results of the
process. investigation.
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3.What measures will be put
This deficiency was cited on 2/3/14. The into place to ensure this practice
o : . . does not recur? The
facility failed to implement a systemic Administrator, DON, and other
plan of correction to prevent recurrence. membersof the IDT will monitor
provision of resident privacy as
3.1-3(t) part of their numerousrounds
throughout the facility during their
tours of duty every day.
Anyconcerns that arise will be
dealt with immediately as
indicated in question #2.
4.How will corrective action be
monitored toensure the deficient
practice does not recur and what
QA will be put intoplace? The
Administrator or designee will
bring theresults of these
monitoring activities to the
monthly QA committee meeting
forreview and recommendations
for further process improvement.
Any recommendationswill be
followed through by the DON or
designee, with results brought
back tothe next month’s QA
committee for consideration. This
will continue on anongoing basis.
WO000268 | 483.450(a)(1)(i)
CONDUCT TOWARD CLIENT
These policies and procedures must
promote the growth, development and
independence of the client.
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: QMFC13 Facility ID: 000614 If continuation sheet Page 83 of 168




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 04/16/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

15G068

X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

NAME OF PROVIDER OR SUPPLIER

HICKORY CREEK AT GASTON

—————————————=—xo
STREET ADDRESS, CITY, STATE, ZIP CODE

502 N MADISON ST
GASTON, IN 47342

X3) DATE SURVEY

00 COMPLETED

03/20/2014

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

W000331

483.460(c)

NURSING SERVICES

The facility must provide clients with nursing
services in accordance with their needs.

WO000331

1.What corrective action will be
done by thefacility? The CNAs
and nurses have been inserviced
onthe use of a draw/turn sheet to
turn Resident #29 from side to
side withoutadding undo pressure
or stress to his gluteal area.
Nursing staff has been
in-servicedon providing privacy
during showers for all residents,
including #29, as wellas
identifying and using the correct
size shower chair for each
resident. Thenurses have been
re-in-serviced on the need for
complete documentation
ofmedications and treatments as
ordered by the physician. The
facility is now documenting the
specifictimes that a resident, such
as #29, isturned and
repositioned, the position the
resident was placed in at the time
ofthe repositioning, and what, if
any, supports are used to make
sure that theresident was
comfortable and in good body
alignment when repositioned.
Thefacility staff has been
in-serviced on the need to
document toileting effortsas they
occur for each resident. Resident
#29's care plan has been
updatedto include interventions
such as the use of a draw/turn
sheet whenrepositioning Resident
#29, positioning devices used in
bed and in wheelchairto prevent

04/19/2014
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skin issues, adaptive equipment
needed for positioning
duringshowers as well as
appropriate positioning during
showers to prevent injury toskin
and circulation and to protect
privacy. Resident #38’s pressure
ulcer healed andthen has opened
again — it is under treatment at
this time. The facility is
nowdocumenting the specific
times that a resident, such as
#38, is turned and repositioned,
the position theresident was
placed in at the time of the
repositioning, and what, if
any,supports are used to make
sure that the resident was
comfortable and in goodbody
alignment when repositioned. The
facility staff has been in-serviced
onthe need to document toileting
efforts as they occur for each
resident, as wellas when
showers/bathing is done.
Resident #38’s risk/care plan has
been updatedto reflect
interventions for his current
needs. Changes in residents’
conditions, includingphysician
telephone orders are brought by
the DON to the
morninginterdisciplinary
management meeting which
occurs at least 5 times a week
forreview by the IDT
(interdisciplinary team) and
development of
recommendationsand
interventions to meet the
residents’ condition changes. The
QIDPs attendthis meeting and will

FORM CMS-2567(02-99) Previous Versions Obsolete

EventID: QMFC13

Facility ID: 000614 If continuation sheet

Page 85 of 168




PRINTED: 04/16/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES  |X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 00 COMPLETED
A. BUILDING
15G068 L WING 03/20/2014
T ————
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
502 N MADISON ST
HICKORY CREEK AT GASTON GASTON, IN 47342
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE

update their records and care/risk
plans to address theresidents’
change in status as had been
done with Resident #21 and #38.
Resident #54 has had his
care/risk plandeveloped for
interventions when he refuses to
lie down to relieve the pressureon
his buttocks. He does not have an
open area at this time. Resident
#6 has had his caref/risk plan&
ISP reviewed and interventions
were developed regarding his
drooling,positioning and turning,
and toileting. He does not have
an open area at thistime, but
does have a scabbed area on the
back of his head — this
areadeveloped when he was in
the hospital and was present
upon his readmission tothe
facility. Resident #57 has had his
care/risk planreviewed and
revised to reflect interventions for
prevention of recurringpressure
ulcers, excoriation, gaulding,
and/or shearing. He is also
beingtoileted every 2 hours and
turned/repositioned every 2
hours. Resident #21 remains in a
reclininggeri-chair with a pelvic
stabilizing belt. A wedge is used
behind his back formeals. He has
a care/risk plan with interventions
relating to his current levelof
mobility, as well as interventions
for prevention of future injuries.
Amechanical lift with assistance
of 2 staff is being used for all
transfers. Thestaff has been
trained on bathing the resident
while keeping the cast dry. The
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nurse who did not assess
Resident #21after his seizure and
did not document the seizure has
received disciplinaryaction. The
nurses will be re-trained on
assessment after injuries
anddocumentation of unusual
events, such as seizures. In
addition, staff has been re-trained
on theexpectation of complete
documentation on all documents,
including the 15 minutechecks.
The Administrator has developed
and isusing a different format for
investigations that includes
different sections tobe taken
under consideration when doing
an investigation in an attempt
toimprove the depth and content
of any investigation that is done,
includingthose of allegations of
neglect abuse, and/or injuries of
unknown source. Thecontent of
the new investigation tool
contains such things as: synopsis
of theevent, including specific
details of the event itself and
those who wereinvolved in it or
witnessed it; employees,
residents, and other
peopleinterviewed; any
identification of abuse or neglect
and any necessary follow updone
at that time; medical records
reviewed; personnel records
reviewed;chart/care plan review;
employee time cards reviewed;
other pertinent
documentsreviewed; physical
evidence reviewed; summary of
event based on results
ofinterviews, document reviews,
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and physical evidence; conclusion
based onevidence that supports
the conclusion of the
investigation. Resident #1
continues to refuse to use
herBi-Pap. The respiratory
services vendor has been
contacted once and brought
adifferent mask for the resident to
use. She continues to refuse the
use of thisnew mask, so the
vendor has been contacted again
to see if there is any
otheralternative that might be
acceptable to the resident. These
efforts aredocumented in the
resident’s clinical record.
Resident #1 is on 15 minute
checks duringnaps and at night,
so that staff can assess her
respiratory status as shesleeps.
Her lung sounds, oxygen
saturation levels, and
temperature are beingassessed
every shift and documented in the
clinical record. The physician
willbe notified if the assessment
results in a concern related to her
currentstatus. Her ISP has been
updated to address the resident’s
refusal to wear theBi-Pap mask,
and a care/risk plan has been
developed for her dysphagia and
toshow the interventions and
monitoring that staff is doing
when the resident issleeping and
napping. A care plan has been
developed regarding resident'#1’s
dry skin issues and related
treatment. Her dry skin issues
have improvedat this time.
Resident #5 ‘s risk/care plan and
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ISP hasbeen reviewed and
revised to reflect the monitoring
that is in place for the
signs/symptomsof Dystonia,
including the pain, depression,
swelling, and
movementdisturbances. If there is
a change in condition or if the
signs or symptoms oDystonia
should appear/worsen, the
physician will be notified at that
time. Resident #9's ISP and
risk/care plan havebeen updated
to reflect monitoring and
addressing the signs and
symptoms of hisdementia,
including encouragement from
staff to propel self in his
wheelchair whenpossible. Staff
will receive training regarding the
signs/symptoms of dementiaand
methods to redirect resident when
needed by 4/19/14. In addition,
interventions have been
addedregarding turning and
positioning every 2 hours to
prevent pressure ulcers. Resident
#7’s ISP and risk/care plan
havebeen updated to reflect
interventions for prevention of
pressure ulcer,including specifics
for turning and positioning
activities. The area on hisright
outer ankle is scabbed at this
time. Resident #10’s ISP and
behavior plan hasbeen updated
to incorporate a physician
recommendation for
programming thatwould
emphasize auditory and tactile
stimulation and skill due to
Resident#10’s blindness, such as
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a sensory integration plan. Staff
has been trained inthis program
and is following the program plan
at this time. The QIDP willmonitor
for completion of the plan and its
effectiveness. The nursing staff
has been trained on
theimportance of following
physician orders, ISPs, and
risk/care plans for eachresident,
including documentation of care
given for each resident at the
frequency/timeit is ordered; such
as bed rest, pressure relief,
treatment for skin issues,oral
care, toileting, turning and
repositioning, and 15 minute
checks. This isto be done for all
residents. Nursing staff has been
re-trained on theexpectation of
complete documentation on all
documents, including the 15
minutechecks. The nurses have
beenre-in-serviced on the need
for complete documentation of
medications andtreatments as
ordered by the physician. The
facility is now documenting the
specific times that a resident
isturned and repositioned, the
position the resident was placed
in at the time ofthe repositioning,
and what, if any, supports are
used to make sure that
theresident was comfortable and
in good body alignment when
repositioned. The facilitystaff has
been in-serviced on the need to
document all care given,
includingtoileting efforts and oral
hygiene, as they occur for each
resident. Please see W252
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regarding lack ofdocumentation
for clients’ positioning, oral care,
and health/treatment needsfor
residents #5, #7, #8, #11, #12,
#22, #23, #29, #38, #53, #54,
#57, #64. Please see W368
regarding administration
ofmedications and treatments in
compliance with physician’s
orders for residents#11, #12, #22,
#23, #29, #38, #53, #54, #57,
#64.

2.How will the facility identify
otherresidents having the
potential to be affected by the
same practice and whatcorrective

action will be taken? All residents
have the potential to beaffected. If
the Administrator, DON, or any
member of the IDT management
teamobserves or finds a concern
in any of these areas, he/she will
address thesituation immediately
to ensure the resident’s
well-being and notify the DONand
Administrator if they are not
already involved. Once the
resident is takencare of, the
Administrator will begin an
immediate investigation regarding
thepotential abuse or neglect that
may have occurred and will report
the issue tothe state agencies as
required. The DON will begin
re-training all staffinvolved and
will address the situation with
progressive disciplinary action
upto and including termination of
employment as deemed
necessary by the resultsof the
investigation.

3.What measures will be put
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into place to ensure this practice
does not recur? The DON will
review the focus charting, 24hour
report, and physician telephone
orders at least 5 days a week
during eachtour of duty. She will
bring that information to the
morning IDT
managementmeeting for review
and discussion with the IDT. Any
interventions that areformulated
will be added to the care/risk plan
and ISP at that time. The DONwill
note those changes on the CNA
assignment sheets and the 24
hour report sothat oncoming
shifts will be made aware of the
changes. The DON or designee
will monitor by meansof the “Staff
Treatment of
Residents/Documentation —
W149, W154, W240, &W252”
audit form at least 5 days a week.
The DON will bring the results of
theaudits to the next scheduled
morning IDT management
meeting for review andfurther
discussion. Any issues will be
addressed as indicated in
question #2.The DON or
designee will also document their
response and immediate
actiontaken on the audit form
itself for those things found as not
being incompliance at the time of
the audit.

4.How will corrective action be
monitored toensure the deficient
practice does not recur and what
QA will be put intoplace? The
DON will bring the results of her
auditsto the monthly QA
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committee meeting for review and
recommendations for
furtherprocess improvement. Any
recommendations will be followed
through by the DON ordesignee,
with results brought back to the
next month’s QA committee
forconsideration. This will
continue on an ongoing basis.
WO000331 | 483.460(c)
NURSING SERVICES
The facility must provide clients with nursing
services in accordance with their needs.
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WO000331 | 483.460(c)
NURSING SERVICES
The facility must provide clients with nursing
services in accordance with their needs.
Based on observation, record review and W000331 1.What corrective action will be 04/19/2014
. . . ility?
interview for 7 of 10 sampled clients (#1, :zzenLtj\r/steh:La:\llelzt\l/oé;—:?nSe’\lraied
#5, #0, #1, #8, #9 and #10) and 11 onthe use of a draw/turn sheet to
additional clients (#11, #12, #21, #22, turn Resident #29 from side to
#23, #29, #38, #53, #54, #57 and #64), side withoutadding undo pressure
the facility nursing services failed to l?lr str'ess ttofrf“ﬁ glubteal area.
. : ursing staff has been
document the monitoring and assessing in-servicedon providing privacy
of client #21 for injuries after a seizure during showers for all residents,
that allegedly resulted in a fractured including #29, as wellas
fibula and tibia (bones in the lower leg), @entlfylng and using the correct
devel sk plan i d size shower chair for each
to e.VG Op an accur.a.te fisk plan in rege.lr resident. Thenurses have been
to client #21's mobility, to ensure the risk re-in-serviced on the need for
plan indicated how the facility staff were complete documentation
to assist the client in keeping his cast dry ofdmed|(<j:abt|0{;13 anhd tr.efatme_rll:}s as
. . . ordered by the physician. The
while bathing, t.o ensure facﬂlty. staff facility is now documenting the
followed the client's care plans in regard specifictimes that a resident, such
to utilizing a pelvic stabilizer belt to as #29, isturned and
prevent falls and/or further injuries and to repositioned, the position the
address how the client should be resident was placed in at the time
) A ofthe repositioning, and what, if
monitored to prevent further injuries. any, supports are used to make
sure that theresident was
The facility nursing services failed to c?mfona?le ;”d in 9°<_>t$* boc(:ijy
. alignment when repositioned.
de.velop a.nd implement a plan of .care for Thefacility staff has been
client #1 in regard to her diagnosis of in-serviced on the need to
obstructive sleep apnea and history of document toileting effortsas they
respiratory failure that included the use of ;Z;”r for ea<|:h ri3|dint. Resident
. . .\ . s care plan has been
the Bipap (BﬂeYGI P 051't1ve atrway updatedto include interventions
pressure) machine at night and how the such as the use of a draw/turn
staff were to monitor client #1 throughout sheet whenrepositioning Resident
the night for respiratory problems due to izg p‘jjs'.t'on'r?g ?eh"'?:s used ”1
the client's refusal to wear the Bipap, and ed and in wheeichairto preven
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to develop and implement a risk/health skin issues, adaptive equipment
care plan for dysphagia (difficulty needed for positioning
lowi d . | duringshowers as well as
swallowing) and obstructive sleep apnea. appropriate positioning during
showers to prevent injury toskin
The facility nursing services failed to and circulation and to protect
develop and implement specific privacy. Resident #38’s pressure
L. ulcer healed andthen has opened
positioning schedules that allowed for the again — it is under treatment at
documentation of the client's specific this time. The facility is
time of positioning and the supports used nowdocumenting the specific
or needed for positioning in regard to the times .that a resident, suclh. as
i th a hi £ skin breakd #38, is turned and repositioned,
chients wit a- 1s.t0ry 0 S_ 1n r.ea- owrll the position theresident was
and/or recurring issues with skin integrity placed in at the time of the
for clients #1, #6, #7, #9, #11, #12, #29, repositioning, and what, if
#38, #53, #54 and #57 and to ensure the any,supports are used to make
taff itionine the client sure that the resident was
staff were rep'om. ioning the clients every comfortable and in goodbody
two hours as indicated. alignment when repositioned. The
facility staff has been in-serviced
The facility nursing services failed to onthe need to document toileting
the staff trained/retrained t efforts as they occur for each
ensure e. sta we.re rained/re rame% 0 resident, as wellas when
shower client #29 in regard to the client's showers/bathing is done.
recurring issue of skin breakdown and Resident #38's risk/care plan has
gluteal tears, to ensure the staff provided been updatedto reflect
lient #29 fort and dienity th hout interventions for his current
clien c.om ort and dignity throughou needs. Changes in residents’
the showering process and to ensure the conditions, includingphysician
staff used a pull/turn sheet when telephone orders are brought by
repositioning client #29 due to recurring the DON tothe
morninginterdisciplinary
gluteal tears. . .
management meeting which
occurs at least 5 times a week
The facility nursing services failed to forreview by the IDT
develop and implement a plan of care in (interdisciplinary team) and
. v . . development of
regard to client #5's diagnosis of Dystonia :
) ) recommendationsand
(involuntary muscle contractions that interventions to meet the
cause slow repetitive movements or residents’ condition changes. The
abnormal postures), to develop and QIDPs attendthis meeting and will
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implement a risk/health plan in regards to update their records and care/risk
recurring scrotal lesions and to update plans to address theresidents
lient #9's falls risk pl d dd change in status as had been
client #9's falls risk plan, and to address a done with Resident #21 and #38.
physician's recommendation to develop a Resident #54 has had his
sensory integration plan for client #10. care/risk plandeveloped for
interventions when he refuses to
he facili . . fuiled lie down to relieve the pressureon
The facility gursmg services a.u ed to his buttocks. He does not have an
develop and implement a specific plan of open area at this time. Resident
care in regard to client #12's and #23's #6 has had his care/risk plan&
recurring issues with gaulding and to ISP reviewed and interventions
1l medicati d were developed regarding his
ensure a .m.e 1cat19ns an t.reatmenlts drooling,positioning and turning,
were administered in compliance with the and toileting. He does not have
physician's orders for clients #9, #11, an open area at thistime, but
#12. #22. #23_ #29. #38. #53. #54. #57 does have a scabbed area on the
d’#64’ T T back of his head — this
an : areadeveloped when he was in
the hospital and was present
The facility nursing services failed to upon his readmission tothe
ensure the staff provided and documented facility. Resident #57 has had his
the clients' o . dt care/risk planreviewed and
© .c.1€n' S spe.(sl {C care n regar 0. revised to reflect interventions for
positioning, toileting, showers, bathing prevention of recurringpressure
and tooth brushing as indicated on the ulcers, excoriation, gaulding,
TAR (Treatment Administration Record) aﬁd/or §hear|ng. He is also
dinstructed b o for clients #6 beingtoileted every 2 hours and
and mstructed by nursing for clients #0, turned/repositioned every 2
#8, #11, #12, #22, #23, #29, #38, #53, hours. Resident #21 remains in a
#54, #57 and #64. reclininggeri-chair with a pelvic
stabilizing belt. A wedge is used
Findi include: behind his back formeals. He has
INdngs nctude. a care/risk plan with interventions
relating to his current levelof
1. Observations were conducted at the mobility, as well as interventions
facility on 3/11/14 between 3 PM and for prevention of future injuries.
Amechanical lift with assistance
4:30 PM. . .
. . of 2 staff is being used for all
_ At 3:10 PM client #29 was in the west transfers. Thestaff has been
hall shower room with CNA (Certified trained on bathing the resident
Nursing Assistant) #1. Client #29 was while keeping the cast dry. The
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nude and semi-reclined in a shower chair nurse who did not assess
near the shower, not under running water. Resident #21after his seizure and
i 291 le in the sh did not document the seizure has
Client #29 lay at an angle in the shower received disciplinaryaction. The
chair, his head was positioned to the left nurses will be re-trained on
side of the chair and his feet and legs assessment after injuries
dangled to the right side of the chair. anddocumentatlon'of unusual
i 29 had for his 1 events, such as seizures. In
Client # 9 ad no support for his legs or addition, staff has been re-trained
feet and his toes and fingers had a on theexpectation of complete
bluish/purple tint. Client #29 winced and documentation on all documents,
made facial expressions, keeping his arms |nclud|nglth.e 15 minutechecks.
| his bod d his ch The Administrator has developed
close t_o 15 body and across _1S chest and isusing a different format for
each time CNA #1 touched him. When investigations that includes
client #29 was asked "Are you ok?" different sections tobe taken
Client #29 stared at CNA #1 and made no under consideration when doing
bal d . d . an investigation in an attempt
verbal response and continued to wmc.e. toimprove the depth and content
CNA #1 reached beneath and under client of any investigation that is done,
#29's chair to wash his buttocks. CNA #1 includingthose of allegations of
could not see what she was wiping while neEIect abuse, a"_clj_i] or anUtrletS off
. . unknown source. Thecontent o
doing this and when CNA #1 pulled her the new investigation tool
hand up from under client #29's shower contains such things as: synopsis
chair, the wash cloth had bright red blood of theevent, including specific
on it. CNA #1 was asked, "Is that blood? ?hetalls 0; the event 'ltsec'; .a”ftj
. ose who wereinvolved in it or
n r)ll
and "Where did that come from?" CNA witnessed it; employees,
#1 Stated, "It'S blOOd and I don't kIlOW residents‘ and other
why he's bleeding." CNA #1 indicated peopleinterviewed; any
she was not aware of client #29 having identification of abuse or neglect
.. and any necessary follow updone
any skin issues, open sores and/or e )
) i i at that time; medical records
dressing on him at the time of the shower reviewed; personnel records
and stated, "When I'm done, I'll have to reviewed;chart/care plan review;
have the nurse look at him." employee time cards reviewed;
At 3:20 PM CNA #1 and CNA #3 used otherpertinent -
— ] . ] documentsreviewed; physical
a mechanical lift and put client #29 back evidence reviewed: summary of
in bed. A pull sheet was not on the bed event based on results
prior to client #29 being put in the bed. ofinterviews, document reviews,
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Without a pull sheet on the bed, CNA #1 and physical evidence; conclusion
and CNA #3 pulled client #29 from side based onevlldence that supports
. . the conclusion of the
to side, one hand on his bottom and one investigation. Resident #1
hand on his shoulders, pulling and rolling continues to refuse to use
him from side to side to position him. herBi-Pap. The respiratory
At 3:25 PM LPN #8 removed the services vendor has been
. d fthe d . h contacted once and brought
remainder of the dressing that was on adifferent mask for the resident to
client #8's bottom and said, "He [client use. She continues to refuse the
#29] has a gluteal fold (also known as the use of thisnew mask, so the
buttocks crack) tear. We've been vendor has been contacted again
.. h h to see if there is any
retrammg everyon? to use? the turn sheets otheralternative that might be
to turn him from side to side." LPN #8 acceptable to the resident. These
indicated client #29's gluteal tear was efforts aredocumented in the
caused by staff physically pulling on resident’s clinical record.
lient #29's buttocks to turn him fi Resident #1 is on 15 minute
c.1en ] § butfocks to rn '1m rom checks duringnaps and at night,
side to side and from the friction of the so that staff can assess her
sheets. Client #29 had a small open area respiratory status as shesleeps.
that was bleeding and a larger area that Hetr '”’;9 scIJunc:s, oxggen
o saturation levels, an
was older and pink in color.. LPN #8 left tempersture are beingassessad
the room to get a dry dressing. every shift and documented in the
At 3:29 PM, the LPN returned. CNA clinical record. The physician
#1 rolled client #29 to his left side and W'”bﬁ notified if the aslsetsznzef;]t
. . . results in a concern related to her
LPN #8 applied a new dressing to his currentstatus. Her ISP has been
gluteal cleft. updated to address the resident’s
__During this observation, CNA #1 did refusal to wear theBi-Pap mask,
not provide client #29 privacy/dignity. an al‘ Carg/f”s'(hp'ag hai been ;
. eveloped for her dysphagia an
CNA #1 did not use a bath blanket or veloped X ysphag
. ) ] toshow the interventions and
towel to provide client #29 privacy, monitoring that staff is doing
dignity and warmth while showering the when the resident issleeping and
client. CNA #1 did not ensure the client napping. A care plan has been
was positioned appropriately in the developed regarding resident#1's
p ) pp. P y j dry skin issues and related
shower chair and did not ensure client treatment. Her dry skin issues
#29's body temperature and circulation have improvedat this time.
were maintained during the shower Resident #5 's risk/care plan and
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process. ISP hasbeen reviewed and
revised to reflect the monitoring
that is in place for the
ey
The facility's BDDS (Bureau of signs/symptomsof Dystonia,
Developmental Disabilities Services) including the pain, depression,
reports were reviewed on 3/11/14 at 2:36 swelling, and
PM movementdisturbances. If there is
. C " a change in condition or if the
_ The 12/2/13 r'eport indicated "[LPN signs or symptoms oDystonia
#6] reported [client #29] had a stage 2 should appear/worsen, the
pressure ulcer to left lower buttock. No physician will be notified at that
exudate (lesions or areas of time. Resident #9's ISP and
infl . i h s of risk/care plan havebeen updated
in ammatl.on), tunne .1ng (channels of a to reflect monitoring and
wound which extend into subcutaneous addressing the signs and
tissue or muscle), or depth was noted. symptoms of hisdementia,
Area measured 3 cm (centimeter) x 1 cm. including encouragement from
No si fdi staff to propel self in his
0 signs or syl?lptoms ot distress were wheelchair whenpossible. Staff
noted...The resident has a pressure will receive training regarding the
relieving mattress on his bed and cushion signs/symptoms of dementiaand
in his wheelchair. The resident is only up methods to redirect resident when
f Is. Th t treat ti needed by 4/19/14. In addition,
ormeals. 1he .cgrrén reatment 1s ) interventions have been
Bactroban (antibiotic cream) every shift addedregarding turning and
until healed. Weekly skin checks by positioning every 2 hours to
licensed staff and skin checks by nurse prevent pressure ulcers. Resident
d h d ducted..." #7’s ISP and risk/care plan
aides on shower days .are.con ucted.... havebeen updated to reflect
__The 12/9/13 report indicated the interventions for prevention of
pressure ulcer was discovered on 12/2/13 pressure ulcer,including specifics
and a head to toe assessment was fort-tu.;nlngTe;]nd p03|t|onr|1r.19. "
. . activities. The area on hisr
conducted during his shower on 11/29/13. it . Isng
T ) outer ankle is scabbed at this
The report indicated client #29 was time. Resident #10’s ISP and
repositioned and turned every 2 hours and behavior plan hasbeen updated
documented on the client's CNA ADL to mcorporztet.a ppysmlan
flow sheet. The follow-up report recommendation for
o . . programming thatwould
indicated client #29 is "...non-ambulatory emphasize auditory and tactile
and requires Hoyer Lift transfer in an out stimulation and skill due to
of bed and wheelchair...The resident was Resident#10’s blindness, such as
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sleeping on a pressure relieving mattress a sensory integration plan. Staff
at the time the area was found. A new has peen tra.|ned inthis program
a1 .. and is following the program plan
specialty mattress was ordered and is in at this time. The QIDP willmonitor
place on the resident's bed. The resident for completion of the plan and its
sits in a cushion wheelchair with a effectiveness. The nursing staff
cushion in the seat...." The follow up Fhas: bee; tralneti ?TI .
L . eimportance of following
report 1nd1catesl client #29 had not had a physician orders, ISPs, and
pressure ulcer in the past year. The follow risk/care plans for eachresident,
up report indicated facility staff were including documentation of care
trained "decub care prevention" on given for each resident at the
10/7/13 frequency/timeit is ordered; such
: as bed rest, pressure relief,
treatment for skin issues,oral
Client #29's record was reviewed on care, toileting, turning and
3/13/14 at 6 PM. Client #29's record repositioning, and 15 minute
indicated di £ but not limited checks. This isto be done for all
mn 1ca.e 1agriloses o1, bu no 1r.n1 edto, residents. Nursing staff has been
Alzheimer's Disease, Arthritis, Right re-trained on theexpectation of
Sided Hemiplegia (paralysis of one side complete documentation on all
of the body) and Deep Vein Thrombosis documents, including the 15
blood clot i . in). Client minutechecks. The nurses have
(a blood clo .1n 2.1 major Yem)' ten beenre-in-serviced on the need
#29's record indicated client #29 used a for complete documentation of
wheelchair for mobility, a Hoyer lift for medications andtreatments as
transfers and required staff assistance for ordered by the physician. The
1 bilit ‘tioni toileti d facility is now documenting the
a 1r_10 11 y., repositioning, (.)1 el 1ng an specific times that a resident
bathing. Client #29's record indicated a isturned and repositioned, the
history of skin breakdown, recurring position the resident was placed
gluteal tears and issues with skin in at the time ofthe repositioning,
. . . .. and what, if any, supports are
integrity. Client #29's record indicated: what, It any, SUpp
used to make sure that
theresident was comfortable and
Client #29's 9/12/13 Assessments Of in good body alignment when
Other Skin Abnormalities indicated repositioned. The facilitystaff has
" . been in-serviced on the need to
Open area to coccyx 3 cm (centimeter) X .
R document all care given,
3 em x 0.2." The assessment form includingtoileting efforts and oral
indicated the area was excoriated and hygiene, as they occur for each
gaulded. The 9/12/13 assessment resident. Please see W252
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indicated the area on 9/20/13 was at"...2 regarding lack ofdocumentation
cm x 0.2 cm. Tx (treatment) continues et for clients’ positioning, oral care,
T and health/treatment needsfor
(and) appears to be effective." The residents #5, #7, #8, #11, #12,
assessment indicated on 9/27/13. "Area #22, #23, #29, #38, #53, #54,
healed." #57, #64. Please see W368
regarding administration
. . ofmedications and treatments in
Client #29's 12/2/13 Weekly Pressure compliance with physician’s
Ulcer/Deep Tissue Injury Assessment orders for residents#11, #12, #22,
indicated client #29 had a stage 2 #23, #29, #38, #53, #54, #57,
pressure ulcer which measured 3 cm x 1 #624H il the facility identif
o .How will the facility identify
cm. The 12/2/13 form indicated a PUSH otherresidents having the
Tool (Pressure Ulcer Scale for Healing potential to be affected by the
Tool) score of 6. The form indicated on same practice and whatcorrective
12/9/13 client #29's pressure ulcer was action will be taken? All residents
1 2b 4.6 ) have the potential to beaffected. If
still a stage 2 but measured . 'cm. X .- cm the Administrator, DON, or any
x .1 (depth). The assessment indicated no member of the IDT management
tunneling, undermining and/or exudate teamobserves or finds a concern
was present. Client #29's 12/16/13 in any of these areas, he/she will
Kl t indicated th address thesituation immediately
weekly assessment indicated the ;.1rea was to ensure the resident's
healed and the nurses would continue to well-being and notify the DONand
monitor for 2 more weeks. The 12/23/13 Administrator if they are not
assessment indicated "No area healed already involved. Once the
c resident is takencare of, the
(sic). Administrator will begin an
immediate investigation regarding
Client #29's TARs indicated: thepotential abuse or neglect that
In September 2013, client #29 received may have occurred and will report
B_ troban for an 1 area to hi . the issue tothe state agencies as
actroban for an open a ea. 0 ) s cocey required. The DON will begin
on 9/13/13 The 9/13 TAR lndlcated re_training a” stafﬁnvohled and
client #29 received Clotrim/Beta Cream will address the situation with
topically to lower abdomen fold and progressive disciplinary action
. " o upto and including termination of
groin area "as a palliative measure due to
o employment as deemed
gaulding. necessary by the resultsof the
__In October 2013, client #29 continued investigation.
to receive Bactroban for treatment of the 3.What measures will be put
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open area to the client's coccyx. The TAR into place to ensure this practice
L . . ? '
indicated client Clotrim/Beta cream was w The D_ON will
. review the focus charting, 24hour
b?mg used as a.PI.{N (as needed) report, and physician telephone
ointment for skin issues. orders at least 5 days a week
__In November 2013, client #29's during eachtour of duty. She will
Bactroban for his coccyx was brlng'that information to the
. . h morning IDT
discontinued on 11/24/13. The TAR managementmeeting for review
indicated client #29 continued to be and discussion with the IDT. Any
treated for gaulded areas on his lower interventions that areformulated
abdomen/groin and received Lotrimin will be added to .the care/risk plap
C . dav for his left . and ISP at that time. The DONwiill
rea@ two times a day for his lett arm pit note those changes on the CNA
gaulding. assignment sheets and the 24
__In December 2013, client #29 received hour report sothat oncoming
treatments for a gluteal cleft and shifts will be made aware of the
B b his left 1 b K changes. The DON or designee
a'ctro E_m to fus left lower buttock every will monitor by meansof the “Staff
shift until healed. Treatment of
Residents/Documentation —
Client #29's 2014 physician's orders W1‘,"9' W154, W240, &W252"
indicated the followi tall audit form at least 5 days a week.
%n 1ca'e ¢ following (not a The DON will bring the results of
inclusive): theaudits to the next scheduled
__1/15/14 "Duoderm to Gluteal Cleft morning IDT management
(groove between the buttock which runs meeting for review andfurther
below th to th . discussion. Any issues will be
elow the sacrum to the perineum) Q addressed as indicated in
(every) 3 days et (and) PRN (as needed) x question #2.The DON or
(times) 15 days to open areas." designee will also document their
12/2/13 "Bactroban to left buttock response and immediate
—_ hift f 1 il actiontaken on the audit form
every S"1 Of pressure uicer unti itself for those things found as not
healed. being incompliance at the time of
__12/2/13 "Bactroban to gluteal cleft the audit.
every shift for gluteal split until healed." 4.How will corrective action be
" . monitored toensure the deficient
2/7/14 "Granulex to buttocks twice ;
— . practice does not recur and what
daily for 14 days. QA will be put intoplace? The
_2/27/14 "Discontinue Granulex. Opsite DON will bring the results of her
cover to... gluteal fold after placement of auditsto the monthly QA
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Bactroban."

_3/14/14 "Mupirocin Cream - Apply
topically to gluteal cleft every shift for
gluteal spilt. Mupirocin Cream -Apply
topically to left buttock every shift for
pressure ulcer until healed."

Client #29's Nurses Notes indicated the
following (not all inclusive):

_9/12/13 Client #29 "has open area to
coccyx 3 cm x 0.2 cm. No S/S
(signs/symptoms) of pain or distress
noted. Staff educated on turning
patient...."

_9/27/13 "Area to coccyx noted on
9-12-13 healed. Skin sheet stopped."
_12/2/13 "Resident has a stage 2
pressure ulcer to left lower buttocks. No
depth or tunneling noted. No exudate
noted. Area is 3 cm x 1 cm. Resident has
a gluteal split to gluteal cleft. T
(temperature) 98 PR (pulse rate) 72-16
BP (blood pressure) 122/74. Resident
resting in bed. DON (Director of
Nursing) assessed area... Treatment
initiated for Bactroban to both areas...No
signs or symptoms of distress noted."
_12/3/13 "...Res (resident) is up only for
meals to relieve pressure Tx to coccyx et
buttock done per MD order...."
_12/4/13 "...Open area remains to
buttock and coccyx. 0 (zero) distress
noted. Currently resting in bed. Turned
per staff."

committee meeting for review and
recommendations for
furtherprocess improvement. Any
recommendations will be followed
through by the DON ordesignee,
with results brought back to the
next month’s QA committee
forconsideration. This will
continue on an ongoing basis.
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_12/5/13 "...Open area remains to
buttock (with) continuing treatment...."
_12/6/13 "...Open areas to buttocks
remain with no drainage noted. Tx
applied. No s/s of pain or discomfort...."
__12/7/13 "...Open areas remain to
buttocks. Tx continues et appears
effective."

~12/9/13 "Area on lower (L) (left)
buttock has now separated into 2
superficial areas. Area A measures .6 X
.2x.1. Area B measures .6 x. 2 .1.
Epithelial (tissue that covers the whole
surface of the body) tissue present in
center of wound. 0 drng (drainage). 0
odor. Tx cont's (continues). Flovent
mattress present on bed. Res (up) for
meals only. Turned & repositioned q
(every) 2 (hours) when in bed. Res.
expresses 0 sx (symptoms) of pain. Res.
incont. (incontinent)of B&B (bowel and
bladder). Incont care provided (after)
each incont episode. Res. checked for
incont q 2 (hours) & prn. Will cont. to
monitor."

__12/10/13 "...Open area remains to (L)
buttocks (with) 0 drainage. Tx continues
et appears effective."

__12/11/13 "...Area remains to It (left)
buttocks, tx completed as ordered...."
_12/12/13 "...Tx to inner buttocks et (L)
buttocks continues. Healing
appropriately (with) 0 drainage."
__12/13/13 "Area to inner buttock
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remains open 0.2 cm scab intact to (R)
buttocks. Tx continues."

_12/13/13 "...Resident resting in bed.
Tx applied to buttocks area. healing (sic)
with no signs and symptoms of infection
noted."

_12/14/13 "...Area to L buttock
remains...."

_12/15/13 "...Area to left buttocks
remain and Tx applied. No s/s of
infection or drainage noted...."
_12/16/13 at 12:20 AM, "...Area to left
buttocks remains with no s/s of
infection...."

_12/16/13 at 3:27 PM, "...Area to
buttocks is healed. No s/s of pain/distress
noted."

_12/17/13 "...Area to Buttock healed...."
_12/18/13 "...Area to buttocks healed...."
_12/19/13 "...Tx continues to buttocks.
(Down) for bedrest...."

__12/20/13 "...Area to buttocks healed...."
_12/24/13 "...Area to buttocks remains
healed."

_12/15/13 "...Area to buttocks remains
healed."

_12/26/13 "...Buttocks remain healed."
_12/27/13 "Skin flow sheet initiated
12/5/13 resolved."

__1/15/14 "[Name of doctor] here,
Assessed Gluteal Cleft (with) new orders
noted."

_1/15/14 at 11:40 AM, 60 day review
completed by MD. 0 new N.O. (new
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_2/25/14 "Skin assessment completed.
1.5cmx 0.1 cmand 0.5 cm x 0.1 cm
_2/26/14 "Split to coccyx 0.7 cm x 1.5
cm. Tx (Granulex) applied. Area
healing."
_2/27/14 "Tx applied to buttocks...."
__2/27/14 "[Name of doctor] updated of
condition. New orders noted for
Bactroban with Opsite."
_2/27/14 "OT (Occupational
Assessment) completed to ensure hips are
placed all the way back in w/c
(wheelchair) when transferred and up."
_2/28/14 "Tx done to gluteal cleft, area
pink, healing...."
__3/1/14 "...Tx to gluteal area
continues...."
_3/2/14 "Tx remains in place for area to
gluteal area. No s/s of pain or distress
noted. Specialty mattress in place. Res
(resident) repositioned q 2h (every two
hours)."
_3/3/14 "Area to gluteal cleft
remains...."
__3/4/14 "Open area remains to
buttocks...."
__3/4/14 "Seen by [name of doctor], 60
day review done, no new orders."
_3/5/14 "Open area to buttocks
remains...."
__3/6/14 "Open area remains to
coccyX...."
__3/7/14 "Open area remains to coccyx.
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No drainage noted. No s/s of pain or
distress noted."

__3/8/14 "Open area remains to coccyx
area, no redness or drainage noted, tx
continues."

_3/9/14 "Resident resting in bed area to
coccyx remains and tx continues...."
__3/10/14 "Open area remains to
buttocks/coccyx.... MD reviewed labs...."
__3/11/14 3 "Tx completed to buttocks
after shower complete area noted as
bleeding slightly. No s/s of infection
noted."

_3/12/14 "Remains open area on
buttocks. Applied Bactroban and
dressing...."

_3/13/14 "Area remains to buttocks. No
s/s of pain or distress noted. Dressing
remains intact."

Client #29's 12/2/13 Episodic Care Plan
Open Area indicated client #29 was being
treated for a stage 2 pressure ulcer and a
gluteal split "which was along the client's
middle part of the buttock (crack)." The
Episodic care plan indicated:

"#1 Pressure Ulcer #2 Gluteal
Split Site: #1 lower left buttock Size: 3
cmx lv cm Stage:2 Appearance:
Pink Site: #2 gluteal cleft Size: 5 cm x
0.1 cm Stage: 0 Appearance: Long
Split to gluteal cleft (non pressure)... Will
have s/s of healing without
complication by 12/9/13.
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Keep area clean & dry.

Keep off affected area as much as
possible.

Change position at least every 2
hours...

Pressure relieving mattress Dc'd
(discontinued) 12-5-13.

Devices for pressure relief to feet
& other areas. Cushion in W/C
(wheelchair).

Diet as ordered...

Monitor for s/s infection (fever,
drainage, odor, color change, etc.)

Monitor site every shift.

Notify MD as needed with status
changes.

Tx as ordered by MD.

Universal Precautions.

Other: Up for meals only

Specialty mattress on bed 12/5/13.

DON to do weekly assessment &
PUSH Score

Weekly skin checks on shower
days."

Client #29's 2/27/14 IDT
(Interdisciplinary) Care Plan indicated
"I'm [client #29] at risk for skin
breakdown. I (client #29) have very
limited sensory perception. I'm
occasionally moist. I (client #29) have
limited physical activity, I (client #29)
need assistance to change position. I'm
(client #29) at risk for friction and

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID:

QMFC13

Facility ID: 000614 If continuation sheet

Page 108 of 168




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 04/16/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

15G068

X2) MULTIPLE CONSTRUCTION

A. BUILDING 00

B. WING

X3) DATE SURVEY

COMPLETED
03/20/2014

NAME OF PROVIDER OR SUPPLIER

HICKORY CREEK AT GASTON

STREET ADDRESS, CITY, STATE, ZIP CODE
502 N MADISON ST

(X{\rtfl\a
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

GASTON, IN 47342
PROVIDER'S PLAN OF CORRECTION

ID
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
TAG DEFICIENCY)

(X5)
COMPLETION
DATE

shearing.... Staff will turn and reposition
at least q (every) 2 hours. Staff will toilet
me (client #29) routinely and keep me
(client #29) clean and dry. I (client #29)
have a pressure relieving mattress and
pressure relieving cushion in my chair.
Complete my (client #29) weekly skin
assessment. My (client #29) Braden
assessment is completed quarterly. Notify
my (client #29) doctor of any change in
my (client #29) condition. I (client #29)
receive Arginaid (a nutritional
supplement) with meals."

Client #29's 3/11/14 Episodic Care Plan
Open Area indicated client #29 was being
treated for a "slit/gluteal fold 0.2 x 1.0
wide and 0.2 deep" The Episodic care
plan indicated the following:

"Keep area clean & dry.

Keep off affected area as much as
possible.

Change position at least every 2
hours...

Pressure relieving mattress.

Diet as ordered.

Medications as ordered for wound
healing.

Monitor for s/s infection (fever,
drainage, odor, color change, etc.).

Monitor site every shift.

Notify MD as needed with status
changes.

Tx as ordered by MD.
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Universal Precautions.
Staff to assist in repositioning
with special attention to this area."

Client #29's 2013/2014 TARs indicated
client #29 was to be repositioned every
two hours. Client #29's March TR
indicated the staff were to
"Turn/Reposition Q (every) 2 hours
I-Independent, D=Dependent and
A=Assist on the even hours...." The TAR
indicated the facility staff documented the
client's repositioning once per shift;
"NOCS (night shift), DAYS and EVES"
Client #29's TARs for January, February
and March 2014 indicated the facility
staff did not reposition and/or document
client #29 was repositioned every 2 hours
on DAYS for January 1, 4, February 6,
19, 26, March 4, 5 and 11, 2014 and on
EVES for January 2, 5, 6, 7, February 14,
19, 28, March 1, 2, 6 and 7, 2014. The
facility's method of documentation
provided no verification of specific times
of when the client was actually
repositioned, the position the client was
placed in at time of repositioning and
what supports were used or required to
ensure the client was comfortable, in
good body alignment and without any
pressure areas.

Client #29's BEDREST/BLADDER
Records (BBR) for January and February
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2014 indicated client #29 was to be
toileted every two hours. The BBRs
indicated the facility staff did not
document and/or toilet client #29 every
two hours on January 1, 6, February 1, 5,
6,11,12,17,19, 23 and 28, 2014.

Client #29's physician's orders for
February/March 2014 indicated client
#29 was to have Opsite (a transparent
waterproof dressing) to the area on his
gluteal fold twice a day after placement
of the Bactroban for a gluteal tear. Client
#29's TAR indicated nursing services
failed to ensure the Opsite was applied in
the AM on March 5 and 12, 2014 and in
the PM on March 5, 6, 7, 10 and 11,
2014.

Client #29's Episodic Care Plans and IDT
Care Plan for skin integrity issues failed
to include the use of a turn sheet and
what positioning supports that were to be
used to position client #29 while in his
bed and/or wheelchair to prevent
recurring skin issues. Client #29's care
plans failed to include the specific
adaptive equipment needed for
positioning while showering and how the
staff were to position client #29 while
showering due to the client's history of
skin breakdown, gluteal tears and
circulatory issues.
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Interview with CNA #1 on 3/11/14 at
3:20 PM indicated she was the shower
aide. CNA #1 stated there were 3 shower
chairs of different sizes and the one she
had used for client #29 was the largest
one and the one she "grabbed at the time"
to use for client #29's shower. CNA #1
indicated the chair did not provide
support for client #29's legs while
showering. CNA #1 stated, "This is how I
always shower the clients."

During interview with the DON (Director
of Nurses) on 3/11/14 at 12 PM indicated
the nurses were to do daily assessments
of client #29's gluteal tear and skin until
the area was healed and the DON would
do weekly assessments. The DON
indicated nursing staff are now doing a
head to toe skin assessment on all clients
with issues with skin breakdown when
the weekly assessments are conducted.

During interview with the DON on
3/13/14 at 6 PM, the DON indicated the
CNA/shower aide should have been
aware of client #29's skin condition prior
to bathing him. The DON indicated the
CNAs were to provide every client with
privacy while showering by covering the
clients with a towel or bath blanket and
uncovering sections of the client's body at
a time. The DON indicated clients were
to be positioned comfortably into the
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proper technique

observations, the

the staff.

reviewed on 3/11

shower chairs prior to the procedure and
provided privacy, dignity and comfort
throughout the process. The DON stated
the CNAs "need to be retrained" in the

of bathing a client. The

DON indicated all medications and
treatments were to be administered as
ordered by the physician. The DON
stated in regard to the blank areas on the
MARS/TARS that were not initialed, "If
it's not documented, it wasn't done."

2. a. Observations were conducted at the
facility on 3/11/14 between 1:45 PM and
4:30 PM and on 3/12/14 between 6:45
AM and 9:15 AM. During both

staff assisted client #38

to transfer to his wheelchair with the use
of a Hoyer. Interview with client #38 on
3/12/14 at 1:45 PM indicated he could
not reposition himself without the help of

The facility's BDDS reports were

/14 at 2:36 PM. The

2/26/14 report indicated "On the morning
0f 2/26/14 the nurse was performing a
head to toe skin assessment. The nurse
noted the resident (client #38) had a dry
red rash to his face and on his chest. A
scabbed scratch was noted on the top of
the left foot and a stage 2 ulcer measuring
0.5x0.5x0.1 cm area on the left
buttock.... The MD ordered Hydrocolloid
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dressing to the open area and Eucerin
cream to the face. The nurse completed
skin flow sheets and initiated an Episodic
Care Plan. The resident has dry skin.
Staff were educated on applying lotion
with AM and PM care, as well as after
showers.... The resident requires a
mechanical lift and can only make slight
changes in body/extremity movement.
The resident is always incontinent of
bowel and bladder. The resident is
toileted/changed every 2 hours and prn.
The resident is to be turned side to side
on even hours when in bed. The resident
sleeps on a specialty mattress and has a
pressure relieving cushion in the
wheelchair.... The resident has a history
of skin breakdown. Last pressure ulcer
was healed on 1/29/14. This area has now
reopened as of 2/26/14...."

The Follow Up BDDS report of 3/5/14
indicated "The ulcer was discovered on
2/26/14. The most recent head to toe skin
assessment was conducted on 2/18/14
during a shower. The skin was free of
breakdown on that date. A weekly
nursing summary was completed on
2/22/14. The resident (client #38) did not
have any pressure wounds or rashes noted
on that date, per the summary
documentation. The resident is turned and
positioned every 2 hours, on even hours.
This is documented by the nursing
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assistants in their CNA books. The
wound was measured today by the DON.
The wound remains 0.5 x 0.5 x 0.1 in
size. Epithelial tissue is forming in the
wound bed. The periwound skin is
slightly red in color from where the
Hydrocolloid dressing is being removed.
Nursing will notify MD and request a
different treatment which will aid in
maintaining skin integrity. Hydrocolloid
dressing to open area. Change every 3rd
day and PM for 15 days then re-eval. The
resident has been free of complications
related to the decubitus ulcer. The
physician has not ordered a wound clinic
or a wound specialist. The DON
documents weekly on the pressure ulcer
monitoring form. The documentation
includes measurements, staging, odor,
drainage, labs related to the wound,
current treatment and presence or absence
of tunneling and undermining.... The
DON or the nurse will notify the
physician if the wound does not respond
to treatment within a two week period.
The DON or the nurse will then request a
new treatment.... Other residents have
experienced pressure ulcers in this facility
within the last 12 months...."

Client #38's record was reviewed on
3/13/14 at 3 PM. Client #38's record
indicated diagnoses of, but not limited to,
Seizure Disorder, Anemia, Dysphasia,
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Paralysis of upper and lower extremities,
Constipation and Urinary Retention
secondary to an Enlarged Prostate. Client
#38's record indicated client #38 had a
history of a hip and ankle fracture. Client
#38's record indicated client #38 required
staff assistance to meet all of his
mobility, repositioning, toileting and
bathing needs.

Client #38's December 2013 treatment
record indicated client #38 received
Bactroban (an antibiotic ointment) to his
buttocks twice a day to the excoriated
open area on his right buttocks.

Client #38's quarterly physician's orders
for 3/2014 indicated client #38 required a
Hoyer for all transfers and used a tilt in
space wheel chair with a head rest, foot
box and a pelvic stabilizer. The orders
indicated client #38 could have bed rest
or choice of repositioning in an arm chair.
The orders indicated client #38 was to
have Bactroban applied to his buttocks
every shift and as needed "until healed."
__3/5/14 "Arginaid BID (twice a day) to
promote wound healing x 30 days."
__3/10/14 "Discontinue Hydrocolloid
dressing to open area on buttocks."

Client #38's Nursing notes indicated:
_12/16/13-0.3 cm by 0.7 cm by 0.1 cm
excoriated area noted to right buttocks,
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no drainage noted. Skin sheet started.
_12/18/13 indicated a note from the
DON. "Area to buttocks is not related to
pressure. Area is on right inner buttock
and an excoriated area. Abrasion to right
shin related to brace on leg. Staff
educated to apply brace over resident's
pants and not against the skin."
_12/22/13 - "Treatment to buttocks
applied, area almost healed. Scab intact to
right shin."

_12/28/13 - "Area to buttocks healed."
_1/20/14 "New mattress in place."
_1/20/14 "Area to buttocks remains with
no drainage."

__1/22/14 "Area to left buttocks remains
with no noted drainage."

_2/28/14 "Area to buttocks remains. No
s/s of infection."

__3/1/14 " Area to buttocks remains. No
s/s of infection."

__3/2/14 "Treatment continues to
buttocks."

_3/4/14 "Area healing to buttocks."
__3/4/14 "Facial rash remains to face and
area to buttocks covered. No concerns
noted...."

__3/5/14 "New order for Arginaid bid to
promote wound healing x 30 days...."
_3/5/14 "Open are remains to buttocks
with serous drainage. Tx applied. Face
red with no dryness noted."

__3/6/14 "Open area remains to buttocks.
Tx continues...."
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__3/8/14 "Area to buttocks remains. No
s/s of infection."

_3/9/14 " Area to buttocks remains. No
s/s of infection."

__3/10/14 "Area to buttocks remains. Tx
change to buttocks Bactroban twice daily
x 14 days."

__3/11/14 "Area to buttocks remains. No
s/s of infection."

__3/12/14 note from DON "Area to left
buttock is healed. Will cont. tx and focus
charting to ensure area doesn't reopen."

Client #38's Weekly Skin Assessment
dated 2/26/14 "Dry rash face and chest.
Scratch to left foot (top) 2 cm x 0.1 cm,
left buttocks open area 0.5 cm x 0.5 cm."

Client #38's Episodic Care Plan Open
Area dated 1/16/14 indicated client #38
had a 0.2 x 0.2 x 0.1 stage 2 pressure
ulcer with light serous drainage. The plan
indicated

"Keep area clean & dry.

Keep off affected area as much as
possible.

Change position at least every 2
hours.

Therapeutic bed for wound
healing.

Pressure relieving mattress.

Devices for pressure relief to feet
and other areas.

Diet as ordered.
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Medications as ordered for wound
healing.

Monitor for s/s infection (fever,
drainage, odor, color change, etc.).

Monitor site every shift.

Notify MD as needed with status
changes.

Tx as ordered by MD.

Universal Precautions.

Hydrocolloid every 3 days x 15
days.

Arginaid Bid to promote wound
healing.

Bactroban x 14 days."

Client #38's 2/26/14 IDT Care Plan
indicated "I (client #38) have a stage 2
pressure ulcer on my (client #38) left
buttocks. I have a history of pressure
ulcers. I have limited mobility. I am
incontinent. I will be free of skin
breakdown by May 20, 2014. I have
specialty mattress on my bed and pressure
relieving cushion in my w/c (wheelchair).
The staff will turn and reposition me, side
to side on even hours. Treatments to my
ulcer as ordered. The staff will check me
for incontinence and toilet me q 2 hrs and
keep me clean and dry. Apply lotion to
my skin with AM and PM care and my
showers. Braden assessment will be
completed quarterly and as needed. I will
be repositioned when up in my chair. [
will receive Arginaid to help my ulcer to
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heal. Nurses will notify my doctor of any
changes in my wound."

Client #38's 2/27/14 IDT Care Plan
indicated "I'm [client #38] at risk for
developing skin breakdown. I (client #38)
have a history of an open area. My (client
#38) sensory perception is slightly
limited. My skin is often moist. I often sit
up in my chair as [ have limited activity.
The staff will complete my weekly skin
assessment. The staff will turn and
change my position at least every 2 hrs.
(hours). The staff will toilet me at least
every 2 hours and keep me clean and dry.
I have pressure relieving mattress and
wheelchair cushion for pressure relief.
The Braden assessment will be completed
quarterly and as needed. My staff will
assist me to move when [ am up in my
chair. Notify my doctor of any condition
changes."

Client #38's 4/7/13 ISP (Individualized
Support Plan) indicated client #38 wore a
Depends due to incontinence and was to
bathe six days a week.

Client #38's TARS for February/March
2014 indicated:

__ Client #38's 2013/2014 TARs
indicated client #38 was to be
repositioned every two hours. Client
#38's TARs indicated "Turn/Reposition Q
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(every) 2 hours I-Independent,
D=Dependent and A=Assist on the even
hours...." The form indicated the facility
staff documented the client's
repositioning once per shift; once on day
shift, once on evening shift and once on
night shift. The TAR indicated the staff
failed to turn client #38 every 2 hours on
February 2, 5, 6,7, 8,9, 10, 13, 14, 16,
17,24, 25 and March 7, 2014 on the day
shift and on February 1, 2, 6, 7, 13, 24,
25, 26 and March 6, 2014 on the evening
shift.

__Client #38 received a shower on
February 18 and 26, 2014 (two out of 28
days). Client #38 received a shower on
March 3, 5, 7 and 10, 2014 (four out of
13 day). Client #38's treatment record
indicated client #38 was not receiving
showers six days a week as indicated in
client #38's ISP.

__Client #38 was not toileted every two
hours on February 1, 2, 3,4, 7,8, 11, 16,
17, 19, 24 and 25, 2014.

Client #38's record failed to indicate a
specific positioning schedule that
included documentation of the exact time
the client was repositioned, the specific
position the client was placed in and the
supports used to achieve good body
alignment to prevent pressure areas from
occurring/reoccurring.
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W000331

2. b. Observations were conducted in the
facility's TC (Training Center) building
on 3/11/14 from 4:45 PM through 6:00
PM. Client #54 was assigned to TC
classroom #2. Client #54 was not
repositioned during the observation
period. ATF (Active Treatment
Facilitator) #17 was interviewed on

3/11/14 at 5:00 PM. A

483.460(c)

NURSING SERVICES

The facility must provide clients with nursing
services in accordance with their needs.
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WO000332 | 483.460(c)(1)
NURSING SERVICES
Nursing services must include participation
as appropriate in the development, review,
and update of an individual program plan as
part of the interdisciplinary team process.
THIS FEDERAL TAG W332 ISNOT A W000332 1.What corrective action will be 04/19/2014
CITATION TO THE FACILITY. W332 done by thefacility? The CNAs
and nurses have been inserviced
IS BEING USED AS A onthe use of a draw/turn sheet to
CONTINUANCE OF W331 AS THE turn Resident #29 from side to
MEMORY CAPACITY FOR W331 side withoutadding undo pressure
HAD EXCEEDED THE LIMITATIONS or stress to his gluteal area.
Nursing staff has been
OF THE COMPUTER SYSTEM. in-servicedon providing privacy
during showers for all residents,
CONTINUED FINDINGS FOR W331: including #29, as wellas
3. The facility's reportable incident iQentifying and u.sing the correct
. . . size shower chair for each
reports, internal Incident/Accident resident. Thenurses have been
Reports (IARs) and/or investigations re-in-serviced on the need for
were reviewed on 3/11/14 at 2:36 PM and complete documentation
on 3/13/14 at 1:30 PM. The facility's ofmedications and treatments as
reportable incident reports, IARS and/or ?;Sifi[j ?sb: 0&%223;:2?{;6 thZZ
investigations indicated the following specifictimes that a resident, such
(not all inclusive): as #29, isturned and
repositioned, the position the
. . . resident w. I in at the tim
-2/7/14 "Res (resident) (client #21) sitting oeftsh(i,erep o:ifi c?n?r?ge,dan dawh aet, if ©
in W/C (Wheelchair) in LR (11V1ng room) any, supports are used to make
had 30 seconds (sic) seizure and fell sure that theresident was
forward on floor, seatbelt unbuckled, res comfortable and in good body
.. .. alignment when repositioned.
assessed, no apparent injury at this time. Thefacility staff has been
ROM (range of motion) as usual, neuro in-serviced on the need to
(neurological) & (fall) flow sheet document toileting effortsas they
initiated." occur for each resident. Resident
#29's care plan has been
updatedto include interventions
An attached 2/7/14 Progress Note such as the use of a draw/turn
indicated "...4.) Trained with him to sheet whenrepositioning Resident
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please keep his seatbelt on to prevent #29, positioning devices used in
sliding out of his wheelchair...." bed and in wheelchairto prevent
skin issues, adaptive equipment
needed for positioning
-2/28/14 "[Client #21] was noted to have duringshowers as well as
bruising on his (R) foot of 14cm appropriate positioning during
(centimeters) x (by) 7cm) blush (sic) at showgrs to prevent injury toskin
he heel and ankl n 9 and circulation and to protect
the cel and ankie an (15 omx cm) privacy. Resident #38’s pressure
reddish yellow on skin and inner side. ulcer healed andthen has opened
Moderate swelling in foot & (and) lower again — it is under treatment at
leg. [Name of doctor] was notified and this time. The famhty s
d . . h d nowdocumenting the specific
requeste .nursmg to monitor the .area an times that a resident, such as
gave nursing an order to send [client #21] #38, is turned and repositioned,
out to [name of orthopedic group]. As of the position theresident was
4:00 PM [client #21] is still at [name of placed in at the time of the
rthopedi it hi repositioning, and what, if
orthopedic group] waiting on his any,supports are used to make
results...." sure that the resident was
comfortable and in goodbody
The facility's 3/6/13 follow-up report alignment when repositioned. The
indicated client #21 found to h facility staff has been in-serviced
Indicated ¢ 1.en ) W%s oundto have a onthe need to document toileting
fracture to his right tibia and was sent to efforts as they occur for each
the hospital for admission for a "surgical resident, as wellas when
repair" on 2/28/14. The follow-up report showers/bathing is done.
ndicated client #21 ret dto th Resident #38’s risk/care plan has
mn .1c.a ed clien returned o the been updatedto reflect
faClhty on 3/6/14 The fOllOW-up report interventions for his current
indicated "...He is non-weight bearing on needs. Changes in residents’
his right leg and he returned with orders conditions, includingphysician
for phvsical and tional ther telephone orders are brought by
or physica a. occ.upa. 0 .a erapy. the DON o the
We began an investigation in regard to morninginterdisciplinary
the cause of the fracture on 2/28/14. Asa management meeting which
result of the investigation, the facility is occurs at least 5 times a week
. . forreview by the IDT
able to determine the most likely cause of . oo
] ) (interdisciplinary team) and
the fracture was due to a seizure. During development of
the seizure, he was sitting in a recommendationsand
wheelchair, leaned forward with his interventions to meet the
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buttocks off the seat of the wheelchair residents’ condition changes. The
and he had placed his feet under the foot QIDPs attgndthls meeting and ‘_N'”
. ) d update their records and care/risk
rests. He is a very large man an plans to address theresidents’
extremely strong. He has frequent change in status as had been
seizures. This particular seizure was done with Resident #21 and #38.
violent, grand mal seizure. During this Resident #54 has had his
. he th his bodv f d care/risk plandeveloped for
seizure he threw his body forward. He interventions when he refuses to
was secured in chair and did not hit the lie down to relieve the pressureon
ground...." his buttocks. He does not have an
open area at this time. Resident
. T #6 has had his care/risk plan&
'3_/1_0/14 Chelllt #21 W.as UpinLR ISP reviewed and interventions
(living room)in g-chair. Staff stated was were developed regarding his
squirming in chair and slid out to floor. drooling,positioning and turning,
Assisted w (with) hoyer lift and taken to and toileting. He does not have
bed. A td L an open area at thistime, but
ed. Assessment done W no ne\fv mnjures does have a scabbed area on the
noted. No redness or discoloration noted. back of his head — this
No s/s (signs and symptoms) pain. areadeveloped when he was in
[Name of doctor] updated- will assess the hohgpltal an was ptre”S]ent
o " upon his readmission tothe
when comes to facility today. facility. Resident #57 has had his
care/risk planreviewed and
Client #21's record was reviewed on revised to reflect interventions for
3/13/14 at 2:02 PM. Client #21's 3/6/14 prevention of recurringpressure
. . . ulcers, excoriation, gaulding,
Dlscharge T9 Sklllflbd. Care chenf #21 was andfor shearing. He is also
diagnosed with a Tibia (large shin bone) beingtoileted every 2 hours and
and Fibula (smaller bone in leg) fracture turned/repositioned every 2
on the client's right leg. The discharge hom:.rs.. Res@eat #21'tr:mamls na
sheet indicated client #21 had a history of recimnggeri-chair with a pevic
i i stabilizing belt. A wedge is used
falls and required "Max (maximum) behind his back formeals. He has
assist" with transfers and "Total a care/risk plan with interventions
Dependence" with mobility. The relating to his current levelof
discharge sheet indicated client #21 was mobility, as well as interventions
. o for prevention of future injuries.
not to bear weight on his right leg. Amechanical lift with assistance
of 2 staff is being used for all
Client #21's Final Report indicated client transfers. Thestaff has been
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#21 presented with a "Spiral Fracture trained on bathing the resident
(twisting force fracture) of his Tibia." while keeplng the cast dry. The
The disch heet indicated " W nurse who did not assess
¢ discharge sheet indicated —... Was Resident #21after his seizure and
called on the morning of this patient's did not document the seizure has
admission by nursing home personnel. received disciplinaryaction. The
They noted that his leg was discolored nurses will be re-t|.'al|ne'd on
ded H K local assessment after injuries
and ¢ ematous. © was taken FO aloca anddocumentation of unusual
orthopedics office for he was diagnosed events, such as seizures. In
as having a spiral fracture. He is addition, staff has been re-trained
admitted for definitive therapy. He was on theexpegtatlon of complete
b dtoh .. Thi documentation on all documents,
not.o served to have any injury. ] 1S including the 15 minutechecks.
patient has frequent and severe seizures. The Administrator has developed
It is not known whether he had a seizure and isusing a different format for
or simply fell. He was put to bed last investigations that includes
ioh v d diti d different sections tobe taken
night apparently in goo con. ition a.n under consideration when doing
when attempted to arouse this morning, an investigation in an attempt
had a swollen t (nothing else typed/part of toimprove the depth and content
sentence missing). of any investigation that is done,
includingthose of allegations of
) neglect abuse, and/or injuries of
Client #21's 2/28/14 Report of unknown source. Thecontent of
Consultation indicated an Xray showed the new investigation tool
client #21 had a fractured Tibia and C?::alns s‘t’C.h ”I‘”;Qs as: sxr;opss
. . . of theevent, including specific
Flbu-la of the Left (sic) leg and required details of the event itself and
surgical treatment. The consult note those who wereinvolved in it or
indicated a splint and dressing was witnessed it; employees,
applied to the client's as client #21 was reS|d¢Iar}tst, and OtZer
. . . eopleinterviewed; an
being admitted to the hospital. The peopeinte y
T h o identification of abuse or neglect
2/28/14 note lndlcated Cllel’lt #21 anured and any necessary follow updone
leg "...possibly after seizure last night. at that time; medical records
Pain with weight bearing." reviewed; personnel records
reviewed;chart/care plan review;
) o ) employee time cards reviewed;
Client #21's indicated the following other pertinent
physicians' orders (not all inclusive): documentsreviewed; physical
evidence reviewed; summary of
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-3/10/14 "OT (occupational therapy) event based on results
recommendations per discussion (with) oflnterweyvs, do.cument reviews,
. . . and physical evidence; conclusion
nursing: 1) Pt (patient) to wedge cushion based onevidence that supports
behind back in geri chair when up for the conclusion of the
meals. 2) D/C (discontinue) wedge investigation. Resident #1
cushion at all other times except meals." cont|'nues to refuse tp use
herBi-Pap. The respiratory
) ) services vendor has been
-3/8/14 "P.T (physical therapy) evaluation contacted once and brought
completed with D/C of further P.T adifferent mask for the resident to
services at this point. P.T to re-evaluate use. She. continues to refuse the
h oht) LE (1 use of thisnew mask, so the
w eneYer (1t) (rlg. ) L.E( 0\.7ver vendor has been contacted again
extremity) wt (weight)- bearing becomes to see if there is any
FWB (full weight bearing). Pt to remain otheralternative that might be
Hoyer Lift for transfers and G-chair for acceptable to the re3|d§nt. These
bility " efforts aredocumented in the
MODIty. resident’s clinical record.
Resident #1 is on 15 minute
-3/7/14 "OT eval (evaluation) complete checks duringnaps and at night,
(with) d/c of OT services. Will reassess SO thattstaff ::atn asses: htlar
. respiratory status as shesleeps.
Whjcn FWB o.n (R) LE. PT. to remaln'ln Her lung sounds, oxygen
geri chair (with) wedge pillow & pelvic saturation levels, and
stabilizing belt." temperature are beingassessed
every shift and documented in the
" clinical record. The physician
-3/6/14 "Lowbed, Bolster Mattress willbe notified if the assessment
(specialty mattress to reduce gaps results in a concern related to her
between mattress and side rails), 15 currentstatus. Her ISP has been
minute checks" updated to address the resident’'s
refusal to wear theBi-Pap mask,
. ) and a caref/risk plan has been
-3/4/14 "May use low bed with alarm, developed for her dysphagia and
floor mat, W/C for transport." The 3/4/14 toshow the interventions and
signed order indicated "...Resident may monitoring that staff is doing
. . . when the resident issleeping and
wear comfort bet (sic) during waking :
= napping. A care plan has been
hours as tolerated to/from dining room developed regarding resident#1’s
and bathrooms as able with comfort belt dry skin issues and related
staff assist x (times) 2...." Client #21's treatment. Her dry skin issues
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3/4/14 order also indicated "May use have improvedat this time.
standard safety belt with buckle for pelvic :_\)Se;'s:g;:sn Srer:/si:ngeaﬂgn and
stabilizer while in wheelchair during revised to reflect the monitoring
transfers between buildings, may use foot that is in place for the
rests." Client #21's 3/4/14 physician's signs/symptomsof Dystonia,
order indicated client #21's diagnosis |nclu<'j|ng the pain, depression,
incl limi . swelling, and
mf: uded, but was not limited to Seizure movementdisturbances. If there is
Disorder." a change in condition or if the
signs or symptoms oDystonia
Client #21's Nursing Notes indicated the shou-ld. appgar/ worsen, the
following (not all inclusive): physician will be notified at that
oliowing (not all inclusive): time. Resident #9°s ISP and
risk/care plan havebeen updated
-1/29/14 Client #21's doctor ordered a to reflect monitoring and
PT evaluation due to falls. addressing the signs and
symptoms of hisdementia,
) including encouragement from
-2/2/14 at 9:30 AM, "...res (resident) staff to propel self in his
sitting up in LR in W/C, had seizure & wheelchair whenpossible. Staff
fell on floor. did (sic) not hit head, will receive training regarding the
. lasted 45 d signs/symptoms of dementiaand
seléure aste sec (se<:.or.1 s), res methods to redirect resident when
assisted up, no apparent injury." needed by 4/19/14. In addition,
interventions have been
-2/3/14 at 8:00 AM, "Resting in bed, addedregarding turning and
. positioning every 2 hours to
re.fusmg to get"up for breakfast...no prevent pressure ulcers. Resident
distress noted. #7’s ISP and risk/care plan
havebeen updated to reflect
-2/5/14 at 8:00 AM, "...alert, up in W/C. interventions for prevention of
ROM as usual, amb (ambulates) (with) pressure ulcer,including specifics
] > | for turning and positioning
steady gait, no problems noted. activities. The area on hisright
outer ankle is scabbed at this
-2/7/14 at 10:30 AM, Res sitting in W/C Em:. ReSITenth#1%’s ISP chi ;
in LR. had (sic) 30 second seizure and ehaviorplan hasbeen update
to incorporate a physician
fell forward on the floor, seatbelt was on. recommendation for
res (sic) assessed, no apparent injury at programming thatwould
this time. ROM as usual. neuro (sic) and emphasize auditory and tactile
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fall flow sheet initiated." stimulation and skill due to
Resident#10’s blindness, such as
.. a sensory integration plan. Staff
-2/8/14 at 4:00 PM "...No injury noted has been trained inthis program
from fall...." and is following the program plan
at this time. The QIDP willmonitor
-2/15/14 at 3:16 PM, Client #21's doctor for completion of the plan and its
. . effectiveness. The nursing staff
and nurse practitioner were at facility and has been trained on
assessed the client. theimportance of following
physician orders, ISPs, and
-2/27/14 "OT assessment done, no new risk/care plans for eachresident,
" including documentation of care
orders. given for each resident at the
frequency/timeit is ordered; such
-2/28/14 at 8:00 AM, "Staff reported res as bed rest, pressure relief,
noted to have bruising 14 cm x 7 cm treatment for skin issues,oral
bluish around heel and ankle and 15 cm x f:;;?):sittci) cl)lﬁ;[:]ng%’ atz(rjn;nsg r:ir:wdut o
9 cm reddish yellow on lower leg inner checks. This isto be done for all
side, moderate swelling in foot & lower residents. Nursing staff has been
leg." re-trained on theexpectation of
complete documentation on all
documents, including the 15
-2/28/14 at 8:15 AM, Client #21's doctor minutechecks. The nurses have
was paged. beenre-in-serviced on the need
for complete documentation of
" medications andtreatments as
-2/28/14 at 8:30 AM, "[Name of doctor] ordered by the physician. The
returned call, orders rec'd (received)." facility is now documenting the
specific times that a resident
-2/28/14 at 2:00 PM, "Rec'd call from isturned and repositioned, the
staff, res being admitted to [name of posmon the resident was.plac':ed
in at the time ofthe repositioning,
hospital] for surgery in AM D/T (due to) and what, if any, supports are
Tib/fib fracture...." used to make sure that
theresident was comfortable and
. o in good body alignment when
-3/1/14 at 3:10 PM, Facility nurse spoke repositioned. The facilitystaff has
with a nurse at the hospital. The note been in-serviced on the need to
indicated client #21 had "...surgery D/T document all care given,
spiral FX (fracture) et includingtoileting efforts and oral
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compartmentalization (separation into hygiene, as they occur for each
sections). RN spoke (with) res. mother reS|der-1t. Please see W252 ,
h 4 'he h din his leg’.." regarding lack ofdocumentation
and she stated, 'he has a rod in his leg'.... for clients’ positioning, oral care,
and health/treatment needsfor
-3/3/14 LE (late entry) at 2:00 PM, "for residents #5, #7, #8, #11, #12,
2/26/14 12 n (noon) Resident noted to #22,#23, #29, #38, #53, #54,
h . T . heelchai #57, #64. Please see W368
ave seizure et slid doyvn in wheelchair. regarding administration
VNS (Vagal Nerve Stimulator) magnet ofmedications and treatments in
used with success. Head drop, body held compliance with physician’s
rigid, et jerking of arms et legs noted. orders for residents#11, #12, #22,
. #23, #29, #38, #53, #54, #57,
Footrests on W/C et resident legs under 464
footrests. Resident uncooperative (with) 2.How will the facility identify
sitting back or assisting (up) in W/C and otherresidents having the
walked to his room (with) the assistance potential to be affected by the
£ ff Resid 1 bulati same practice and whatcorrective
oftwo stalf. Resident alert et ambu at.lng action will be taken? All residents
as usual." The 3/3/14 late entry for client have the potential to beaffected. If
#21's seizure on 2/26/14 was signed by the Administrator, DON, or any
LPN #5. The 3/3/14 late entry indicated member of the IDT management
the facilit failed t th teamobserves or finds a concern
? actlity nurse latle ) 0 assess the ) in any of these areas, he/she will
client's legs after the seizure and/or failed address thesituation immediately
to document the client's seizure in the to ensure the resident's
client's Nurse note at the time the seizure well-being and notify the DONand
d Administrator if they are not
occurred. already involved. Once the
resident is takencare of, the
-3/6/14 at 11:30 AM, Client #21 returned Administrator will begin an
from the hospital. The note indicated immediate investigation regarding
. . thepotential abuse or neglect that
client #21 had an "...Ace wrap in place to P ! . ot
S may have occurred and will report
rt leg from mid thigh to toes...New orders the issue tothe state agencies as
rec'd fro non-wt bearing on rt leg lovenox required. The DON will begin
and Norco (pain medication). To use re-training all staffinvolved and
. . will address the situation with
hoyer lift for transfers. To use G-chair to L .
o . progressive disciplinary action
DR (dining room) for lunch meal.... upto and including termination of
employment as deemed
-3/6/14 at 1:00 PM, "Resident had necessary by the resultsof the
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seizure...(up) in dining getting ready to investigation.
eat. Body supported for injury : 3.What measures Wl!l be qu
. . . into place to ensure this practice
preYentlon. Wedge above head in gerl does not recur? The DON will
chair...Legs did not move off of geri review the focus charting, 24hour
chair. Head drop, eyes rolled backward, report, and physician telephone
body held rigid, cyanotic, slept after ordfers at least 5 days a week .
. Lo during eachtour of duty. She will
seizure, face red et jerking of arms noted. bring that information to the
VNS used et resident coughed (after) morning IDT
use...." The 3/6/14 nurse's note indicated managementmeeting for review
client #21's seizure lasted for 45 seconds. gnd d'SCHSS'C’” with the IDT. Any
Th Iso indi d a "full bod interventions that areformulated
¢ note also indicated a "full bo y will be added to the care/risk plan
assessment" was completed and client and ISP at that time. The DONwill
#21 was not found to have any new note those changes on the CNA
injuries. assignment sheets and the 24
hour report sothat oncoming
shifts will be made aware of the
-3/7/14 at 7:10 AM, The RN rewrapped changes. The DON or designee
client #21's fractured right leg. The note will monitor by meansof the “Staff
indicated "...Noticed the back side of (R) Treatment of ,
knee looked bruised le lik ¢ Residents/Documentation —
nee looked bruised (purple like) mos W149, W154, W240, &W252"
likely from injury surgery...." audit form at least 5 days a week.
The DON will bring the results of
-3/7/14 at 2 PM. "...OT eval Completed theaudits to the next scheduled
. ’ . . morning IDT management
(with) D/C of OT services. Will reassess meeting for review andfurther
when FWB on (R) LE. Pt to remain in discussion. Any issues will be
geri chair (with) wedge pillow & pelvic addressed as indicated in
stabilizing belt." question #2.The DON or
designee will also document their
.\ response and immediate
-3/7/14 at 3:00 PM, "PRN (as needed) actiontaken on the audit form
Vicodin (pain) given for S/S of pain. itself for those things found as not
Facial grimacing noted. Resident up in being incompliance at the time of
la " the audit.
class.... 4.How will corrective action be
monitored toensure the deficient
-3/7/14 at 4:48 PM, "resident (sic) had 13 practice does not recur and what
second seizure resident attempting to get QA will be put intoplace? The
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up out of Geri chair leg held steady and DON will bring the results of her
comfort provided resident able to be auditsto the monthly QA )
. C committee meeting for review and
calmed and provided care by staff (sic). recommendations for
furtherprocess improvement. Any
-3/8/14 at 7:00 PM, "PT eval completed, recommendations will be followed
discontinue further PT services until th'rough by the DON ordesignee,
i is lifted." with results brought back to the
non-wt bearing is lifted. next month’s QA committee
forconsideration. This will
-3/10/14 at 12:02 AM, "resident (sic) up continue on an ongoing basis.
in bed trying climb out of bed (sic)
resident attempting to climb out of bed
attempting to rip of (sic) bandage to half
cast resident yelling refusing VS (vital
signs) resident redirected and lay back
down at this time (sic)."
-3/10/14 at 12:50 AM, "resident (sic)
sitting up in bed yelling attempting to get
out of bed pulling and shaking leg (R)
refusing assessment PRN pain medication
given and resident redirected will
reattempt assessing when resident is
resting (sic)."
-3/10/14 at 1:50 AM, "resident (sic)
resting in bed (with) eyes closed PRN
pain medication appears to be
effective...." The note indicated the nurse
was able to assess the client at that time.
-3/10/14 at 10:45 AM, "...Had 30 second
seizure activity with no injuries noted,
witnessed by [LPN #5] & VNS magnet
was used (with) success. Up in G-chair
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(geri chair) to rt (right) leg up on pillow,
ace wrap remains in place...."

-3/10/14 at 1:30 PM, "Resident up in
g-chair in living room and slid out of
chair to the floor. Assist up with hoyer
lift and taken to bed. Assessment done
with no new injuries noted. No
redness/discoloration. No S/S
pain/discomfort noted....No seizure
activity noted. Staff report resident was
trying to remove wedge from behind him
& was squirming around in g-chair prior
to sliding out...[name of doctor] to be
here today at 3 P (3:00 PM) and will
assess then." The 3/10/14 nursing note
did not indicate client #21 was eating at
the time he slid out of the Geri chair to
the floor due to the wedge pillow.

-3/10/14 at 3:40 PM, "pt (sic) seen by
MD S/T sliding out of Geri chair. 0
(zero) N.O. (new orders) at this time.
MD reviewed PT/OT POC. (papers on
chart) 0 N.O."

-3/11/14 at 7:15 AM, Client #21 was
asked if he was in pain, the note indicated
client #21 nodded his head "yes." The
note indicated client #21 was given a
PRN pain medication.

-3/11/14 at 4:10 PM, "resident (sic) given
PRN pain medication grimacing and very
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restless...."

-3/13/14 at 7:30 AM, "15 minute checks
continue...Vicodin given for S/S pain
(grimacing). Cast intact (with) ace wrap
(with) toes pink in color,...."

Client #21's Seizure Episode Record
indicated the facility documented seizures
on the following:

-3/3/14 for 2/27/14 at 12 noon, the
following had check marks next to them:
blank stare, head drop, body held rigid,
slept after seizure, other "VNS used" and
jerking of arms and legs. The entry
indicated the seizure occurred on 2/27/14
versus 2/26/14 which allegedly resulted
in client #21's fracture. The facility's
nursing services failed to document client
#21's seizure on the day and time the
seizure occurred.

-3/6/14 VNS swiped/used for 45 second
seizure.

-3/10/14 VNS swiped/used for 30 second
seizure. Client #21's seizure records
indicated the facility neglected to
document client #21's 3/7/14 seizure of
13 seconds on the seizure record.

Client #21's 6/20/13 Individualized
Support Plan (ISP) indicated the
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following Supports and Purposes:

-Helmet "To prevent injury during seizure
activity...."

-Magnet "To use for VNS...."

-"High/low bed without headboard...To
prevent injury during seizure activity...."
-"Mat on floor by bed...To prevent injury
during seizure activity...."

-"Bed alarm...To alert staff when [client
#21] may have fallen out of bed...."
-"Shower chair with gaitbelt & 2 staff
...To prevent injury during seizure
activity...."

-"Comfort belt...Assistance during
seizure...."

-"Weighted chair with back against the
wall...To support against seizure
activity...."

-"Ambulate with comfort belt and staff
assistance holding belt...."

-"Wheelchair for longer distances...safely
transport...."

-"Self-release pelvic stabilizer...Pelvic
positioning to prevent sliding forward...."
-"Padding to table...To prevent injury
during seizure activity...."

Client #21's record and/or ISP neglected
to indicate client #21 would throw
himself and/or place himself on the floor.
Client #21's ISP and/or record review
indicated the facility's nursing services
failed to review client #21's falls (without
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and/or without seizures) to ensure the
client was monitored/protected to prevent
injuries and/or potential injuries.

Client #21's 3/6/14 Interdisciplinary Care
Plan (ICP) indicated client #21 had a risk
plan for his fractured tibia. The ICP/risk
plan indicated 15 minute checks were to
be completed by nursing. The 3/6/14 ICP
also indicated client #21 was to utilize a
G-chair with a pelvic stabilizer belt. The
3/6/14 ICP indicated "...(1) 3-10-14
Wedge cushion when I am eating or
drinking in my g/c (G-chair)...." Client
#21's ICP did not indicate a wedge
cushion should be utilized at other times.
Client #21's 3/6/14 ICP indicated "...(15)
Keep my cast dry...." The ICP did not
specifically indicate how facility staff
were to keep client #21's cast dry when
bathing, and/or how facility staff were to
assist the client to bathe/shower.

Client #21's 3/6/14 ICP for "l am @ (at)
risk for sz (seizure disorder)" indicated
"...3) Encourage me to wear my helmet.
4) Use my magnet (I have a VNS
implant). 5) Ambulate me (with) a 2
person & gait belt. 6) Sit me in sand
chair or high back arm chair. 7) Low bed
(with) alarm, floor mat, bolster mattress.
8) pelvic (sic) stabilizer while in W/C
(wheelchair) during transfers between
buildings. May use foot rests. 9) Note
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time Sz started & protect me from injury.
Note time Sz ends...12) Assess me for
any injuries (after) Sz...14) Complete my
Sz record & document in my chart.
Client #21's 3/6/14 ICP, developed after
client #21's fracture, nursing services
failed to indicate client #21 was to be
non-weight bearing and to utilize a
G-chair with a pelvic stabilizer only as
his primary means of mobility.

Client #21's 15 Minute Observation
Checklist indicated 15 minute checks
were started on 3/6/14 at 1:30 PM. Client
#21's 3/6/14 15 minute checks indicated
on 3/6/14 at 5:15 PM client #21 "Tried to
shift around in chair." Client #21's 3/6/14
15 minute check sheet also indicated
client #21 had a seizure at 4:00 PM. The
facility provided 15 minute checks for the
following days: 3/6/14, 3/9/14, 3/10/14,
3/11/14 and 3/12/14. The facility did not
provide any additional documentation of
15 minute checks for 3/7/14 and 3/8/14.

Interview with the Director of Nursing
(DON), administrative staff #1 and
Qualified Intellectual Disabilities
Professional (QIDP) #2 on 3/13/14 at
5:25 PM indicated client #21 had a
fractured Tibia. When asked what
happened, the DON stated "Not able to
say 100%. Had fallen on 2/26/14." The
DON stated client #21 fell out of his
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wheelchair during a seizure and the
client's feet were "tangled underneath
footrests." The DON indicated client #21
was put back in his wheelchair and then
walked back to his bedroom. The DON
indicated some staff indicated client #21
was walking fine and some said the client
would not walk/bear weight. The DON
indicated client #21 was put back to bed.
The DON stated client #21 did not get up
for supper "all day Thursday and Friday."
The DON indicated she was asked to
look at the client's leg and it was swollen
and bruised. The DON stated it looked
like the injury was "42 to 72 hours old."
The DON indicated client #21 was sent
out to an orthopedic doctor and the client
was found to have a fracture which
required surgery. The DON indicated
staff had indicated client #21 consumed
100% of his lunch and supper on
Thursday which indicated the client
would have went to the dining room. The
DON indicated when she went to review
the record, there was no documentation in
client #21's record regarding a seizure on
2/26/14. The DON indicated LPN #5 did
not document the seizure and the LPN
was instructed to make a late entry. The
DON stated LPN #5 indicated "She (LPN
#5) was not educated on what to do with
a seizure." The DON indicated LPN #5
knew where the policy book/policy for
seizures was located. The DON indicated
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LPN #5 received disciplinary action in
regard to the incident. The DON
indicated nursing staff was retrained on
the facility's seizure policy and what to do
when a client had a seizure on 3/5/14.
The DON indicated client #21's seizures
were to be documented on the client's
seizure record in the client's chart. QIDP
#2 and the DON stated client #2
"normally used a wheelchair for
mobility." The DON indicated client #21
was to utilize a Geri-Chair with a pelvic
stabilizer when the client was in the
Geri-chair. The DON stated client #21
"slid out of his chair" on 3/10/14. The
DON indicated the wedge pillow was to
be used at meals only. QIDP #2 indicated
client #21's IDT had not met to review
the client's fracture and/or 3/10/14 fall
since the fracture to determine how client
#21 should be monitored/supervised to
prevent further injuries/falls. QIDP #2
and the DON indicated client #21 was on
15 minute checks. QIDP #2 and the
DON indicated client #21 was on 15
minute checks on 3/10/14 when client
#21 slid out of his wheelchair to the floor
on 3/10/14. QIDP #2 and the DON
indicated client #21 continued to be on 15
minute checks. The DON indicated
client #21's care plan for seizures, fall
risk and fractured leg were done on
3/6/14. When asked how facility staff
were to keep client #21's cast dry, the
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DON stated "No shower. He is getting
complete bed baths." The DON indicated
client #21's care plan did not specifically
indicate how facility staff were to keep
client #21's cast dry, and/or indicate how
facility staff were to bathe/shower the
client. When asked why client #21's
3/6/14 care plan indicated client #21 was
a 2 person assist with a gait belt when
ambulating, the DON stated "It was an
error and would change right away."
The DON stated client #21 was to be
"non-weight bearing."

4. The facility's reportable incident
reports, Incident/Accident Reports (IARs)
and/or investigations were reviewed on
3/11/14 at 2:26 PM. The facility's 2/4/14
reportable incident report indicated "ON
(sic) 2-4-14, the resident (client #1)
presented with an elevated temperature of
100 degrees. A cough was noted along
with nasal congestion. Respirations were
short and shallow. Oxygen saturation
was 80% on room air. Wheezing was
auscultated in the right upper lobe. The
physician was notified and the facility
received an order to transport to ER
(emergency room). The hospital notified
the facility later today, (sic) the resident
had been admitted with a diagnosis of
pneumonia...The resident had been
monitored closely by the licensed staff
since 1-29-14, when the resident started
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having a non productive cough and nasal
drainage. The MD was notified and he
issued no new orders. The resident was
placed on focused charting by the nurses,
which includes a full set of vital signs,
lung assessment, etc., every shift. The
resident was receiving prn Tylenol for
pain/elevated temp (temperature) and prn
Tessalon Perles for cough, per order. On
1-31-14, the resident had a low grade
temp of 99.3 degrees. The resident
remained afebrile until 2-4-14, when she
was sent to the hospital...."

The facility's 2/18/14 follow-up report
indicated "The resident was admitted to
the hospital on 02-04-14 with a diagnosis
of pneumonia. The resident returned to
the facility on 2-16-14. While at the
hospital, the resident's admitting
diagnosis was pneumonia with
hypoxemia (low oxygen levels),
respiratory failure, sleep apnea...The
resident returned with orders for a bi-pap
to be worn at night and when she naps.
The resident refuses to wear. Staff
continue to encourage the resident to
wear the bi-pap. The resident also
returned with a 'No code' status. The
guardian does not CPR (cardiopulmonary
resuscitation) or incubation. The resident
was released back to the facility with new
medication orders of Theophylline and
Diamox (Obstructive Sleep Apnea). The
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resident also returned on a mechanically
altered diet. The resident had been on a
regular diet prior to hospitalization.
Speech therapy will be evaluating the
resident to ensure a safe diet is
provided...Since return, the resident has
been up and ambulating throughout the
facility ad lib. O 2 (oxygen) saturations
have been between 93-96% every shift.
Appetite has been between 75-100% of
all meals. Lung sounds are clear.
Resident has denied any pain or
discomfort. Will continue to monitor and
address any health concerns as they
arise...."

During the 3/13/14 observation period
between 2:09 AM and 4:15 AM, at the
facility, client #1 was laying on her back
asleep and with her mouth open making
loud sounds with intermittent silence.
Client #1 did not have her Bi-pap on.
The Bipap machine was laying on the
client's dresser next to her bed.

Interview with staff #56 on 3/13/14 at
2:55 AM indicated client #1 was to wear
her Bi-pap at night. Staff #56 indicated
client #1 refused to wear the Bi-pap
mask. Staff #56 indicated client #1 stated
she was afraid she would die as her
mother had an oxygen mask on and died.

Client #1's record was reviewed on
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3/13/14 at 11:32 AM. Client #1's 2/4/14
Admission Note/H&P (History and
Physical) indicated "...patient is admitted
with cough and tachypnea and
hypoxia...." The H&P indicated client #1
"...had developed a cold several days ago.
She does not seem to be having any
distress with on the day of her admission
when she awakened she was noted to be
very cachectic (bad condition) (sic)...."

Client #1's 2/16/14 Discharge Summary
indicated client #1 was discharged from
the hospital on 2/16/14. The Discharge
Summary indicated client #1's "Discharge
Diagnoses included, but were not limited
to,

"1. Pneumonia.

2. Respiratory Failure.

3. Obstructive Sleep Apnea.

4. Mental Retardation with behavioral
component.

5. Obesity.

6. Dysphagia...." The Discharge
Summary indicated "...REASON FOR
ADMISSION: The patient had an upper
respiratory infection for the previous
several days. and upon awakening on the
day of her admission, she was found to be
extremely tachypneic (rapid breathing).
She had oxygen saturations in the low
80's and she was transferred to the
emergency room at [name of hospital].
She was found to have an abnormal chest
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x-ray, to be quite wheezy, and was
admitted. HOSPITAL COURSE: The
patient was given intravenous antibiotics.
She had a swallowing evaluation, which
showed evidence of significant
dysphagia. This patient continued to
have significant tachypnea with
wheezing, but approximately her 3rd
(third) hospital day, she began to
improve. Attempts were made to wean
her from oxygen. This was satisfactorily
accomplished the next day. This evening,
she was observed to have an episode of
aspiration by nursing personnel. Later in
that night, she developed significant
respiratory distress, was found to have
evidence of respiratory failure. She was
transferred to the ICU (Intensive Care
Unit) where she was given BIPAP
therapy...She eventually had a sleep study
done, which showed evidence of
significant sleep apnea. She was
evaluated by ENT (Ears, Nose and Throat
doctor) for possibility of using a
tracheotomy. Family was consulted
about this, and after several days, they
declined this service...." The discharge
note indicated "...She (client #1) was
compliant with obstructive sleep apnea
device therapy...."

Client #1's 2/19/14 Physician Progress
Note indicated "[Client #1]
subjective/patient recently returned from

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

QMFC13 Facility ID: 000614 If continuation sheet

Page 144 of 168




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 04/16/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

15G068

A. BUILDING 00

B. WING

X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY

COMPLETED
03/20/2014

NAME OF PROVIDER OR SUPPLIER

HICKORY CREEK AT GASTON

—————————————=—xo
STREET ADDRESS, CITY, STATE, ZIP CODE

502 N MADISON ST
GASTON, IN 47342

(X{\rtfl\a
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

b PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
TAG DEFICIENCY)

(X5)
COMPLETION
DATE

the hospital after having pneumonia and
respiratory failure related to diagnosis of
dysphagia as well as obstructive sleep
apnea. Patient states she is feeling better
now. She has been having a great deal of
difficulty wearing CPAP device...Chest
revealed increased AP (AnteroPosterior)
diameter diminished breath sounds...I
have encouraged patient to wear CPAP
device because of her sleep apnea. |
would suggest that we have the vendor of
the CPAP device tried (sic) different
facial apparatus to try and find something
that the patient would be comfortable
with. I also believe that a dermatology
evaluation of her extreme dry skin would
be beneficial."

Client #1's 3/3/14 typed doctor's note
indicated client #1 saw a dermatologist
on 3/3/14 for a rash. The typed note
indicated "...The patient is here for a new
skin problem per care giver pt (patient)
has dry skin all over. The symptoms
were first noticed months. Currently
symptoms include irritation, itching,
redness, scaling. The patient has
completed the following treatment(s) for
condition OTC (over the counter) creams.
The patient has not had prior treatment
for this condition....is here for 'extremely
dry skin'...examination reveals that she
has generalized dry skin she has
numerous as she places on her trunk and
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extremities (sic). There is no
erythematous (inflammatory skin disease)
dermatitis. Recommend Cetaphil's gentle
skin cleanser as a substitute for soap.
Recommend some Eucerin smoothing
repair her dry skin lotion all over once a
day. Return in 3 months...." The typed
sheet indicated client #1 was diagnosed
with Xerosis (dry skin).

Client #1's 3/4/14 physician orders
indicated "BI/PAP 12/6 Wear Nightly For
As Long It Is Tolerable And At Any
Time While Taking A Nap." The 3/4/14
physician's order indicated client #1
received the following medications for
the client's Obstructive Sleep Apnea:

-Theophylline 200 milligrams three times
a day

-Diamox 205 milligrams 1/2 tablet (125
milligrams) daily

Client #1's 3/4/14 physician's order
indicated client #1 also received
"Medroxyprogesterone 10 milligrams 4
tablets three times daily Dx (diagnosis)
Obstructive Sleep Apnea." Client #1's
physician's order indicated the client
received a "Dysphagia Mechanically
Altered Diet 'No Fluid Rest;' Soups are to
be blended, but can have easy to chew
1-2 inch pieces, meats should be groun
(ground); cottage cheese, eggs, except
hard boiled. Breads should be soft, moist
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with syrup/sauce or pureed. Cereal
should be cooked. Canned fruit, fresh
bananas-okay, no seeds skins.
Vegetables; soft/cooked 1-2 inch in size."

Client #1's 2/26/14 physician's order
indicated "May use 02 (oxygen) @ 2-4L
(liter) to maintain 02 stats of 92%."
Client #1's 2/18/14 physician's order
indicated "Saline nasal gel to both
nostrils HS and PRN D/T Bipap use."

Client #1's 3/7/14 Weekly Skin
Assessment indicated "No issues Noted"
in regard to client #1's skin.

Client #1's Nurses Notes indicated the
following (not all inclusive):

-2/4/14 at 12:30 AM, Client #1's vitals
signs were taken. The note indicated
"Lung sounds clear. No coughs or nasal
drainage noted. NO S/S of pain or
distress noted."

-2/4/14 at 7:15 AM, T (temperature)
100.0, BP (blood pressure) 100/72,
P(pulse) 114, R(respirations) 34, Sp 02
(oxygen level) 80% RA (room air).
Cough noted. Nasal Congestion present.
Respirations short/shallow (continued)
Oxygen placed on patient at 2L.. Sp 02
(increased) to 96%. (R) (right) (upper)
lobe wheezing noted but all quads
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diminished. [Name of doctor] updated et
(and) new orders noted to sent patient to
ER for evaluation...911 called."

-2/10/14 at 8:15 PM, Facility nurse spoke
with a nurse at hospital/ The note
indicated "...Resident admitted to ICU.
Resident is on Bi-Pap at this time. Can
call unit for update."

-2/16/14 at 1:00 PM, Client #1 was to
come home from the hospital today. The
note indicated client was to use Bi-pap
settings of 12/6.

-2/17/14 at 1:00 AM, No signs and
symptoms of distress noted. The note
indicated client #1 was refusing to wear
the BIPAP device.

-2/17/14 at 11:00 AM, Client #1 was
counseled on "...importance of wearing
Bipap while in bed both at night and nap
time. lungs (sic) clear nasal drainage
noted resident c/o (complaints of) nasal
congestion (sic). Call placed to [name of
doctor] awaiting return call."

-2/18/14 "...Resident refused to wear
Bipap mask." The note indicated client
#1 was "...educated on the importance of
wearing the mask...."

-2/19/14 at 8:00 PM, "...Resident took
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shower (with) assist from this nurse and
became SOB (short of breath) (with)
physical act (activity) of dressing self
assistance provided by this nurse. SP 02
95% RA once resident finished
dressing...."

-2/20/14 at 7:15 AM, Client #1 refused to
wear the Bipap mask. The note indicated
"...Teaching provided on consequences of
not using bipap...."

-2/20/14 at 6:35 PM, "RT (Respiratory
Therapy) here fitted resident for nasal
pillow for bipap resident states 'won't
wear it' to the nurse resident appears
frightened of the idea of wearing bipap
resident educated by this nurse of
importance and comfort provided to
attempt in decreasing fear(sic). this (sic)
nurse will re-educate and provide comfort
at HS (bedtime) in regards to bipap."

-2/21/14 at 1:30 PM, "...Encouraged res.
(resident) to wear mask while
sleeping...."

-2/22/14 at 12:40 AM, Client #1 refused
to wear the Bi-pap.

-2/22/14 at 12:15 AM, "...discussed
wearing bipap and the importance of it to
the residents (sic) health will provide
further education and encouragement at

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

QMFC13 Facility ID:

000614 If continuation sheet

Page 149 of 168




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 04/16/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

15G068

A. BUILDING 00

B. WING

X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY

COMPLETED
03/20/2014

NAME OF PROVIDER OR SUPPLIER

HICKORY CREEK AT GASTON

—————————————=—xo
STREET ADDRESS, CITY, STATE, ZIP CODE

502 N MADISON ST
GASTON, IN 47342

(X{\rtfl\a
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

b PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
TAG DEFICIENCY)

(X5)
COMPLETION
DATE

bed time."

-2/25/14 at 6:00 PM, "...refuses to wear
BiPap while sleeping or napping...."

-2/26/14 at 2:00 AM, "...resident refusing
to wear Bipap educated on the
importance of wearing it resident still
refuses (sic)."

-2/26/14 at 11:15 am "Continues to refuse
to wear bi-pap. Guardian updated of
condition et (and) refusal. Guardian
states 'all you can do is encourage her.'"

-2/28/14 at 7:00 AM, "resting (sic) in
bed. refused (sic) to wear bi-pap mask.
DON (Director of Nursing), guardian &
[name of doctor] aware...."

-3/1/14 at 12:15 AM, "...continues to
refuse bipap...."

-3/2/14 at 11:15 AM, Client #1 was
refusing to wear Bipap.

-3/5/14 at 2:30 AM, "...Resident resting
in bed will not put BIPAP on at this time.
refused x (times) 3...."

-3/6/14 at 2:00 AM "...Resident refused
to wear bipap. Resident educated on the
need to wear mask. No S/S of pain or
discomfort noted."
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-3/10/14 at 2:00 AM, "...resident resting
in bed (with) eyes closed bipap attempted
resident refused educated on how
important wearing bipap was to residents
health resident continued to refuse (sic)."

Client #1's 10/23/13 Nursing Care Plan
indicated the following (not all
inclusive):

"1. Annual Physical...

5. Staff to report changes in behavior...
7. Monitor bowel/bladder habits.

8. Monitor meal intakes and hydration.
9. Pharmacological review monthly.
10. Monitor for EPS (Extrapyramidal
Symptoms) related to psychotropic use
AIMS test quarterly.

11. Aspiration Risk

monitor for signs/symptoms of aspiration
cough

Fever

Lung sounds

SLP (Speech Language Pathologist)
evaluation/treatment as indicated...

12. Monitor health care needs and treat
them
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WO000332 | 483.460(c)(1)
NURSING SERVICES
Nursing services must include participation
as appropriate in the development, review,
and update of an individual program plan as
part of the interdisciplinary team process.
5. On 3/12/14 at 2:15 PM, the facility W000332 1.What corrective action will be 04/19/2014
BDDS (Bureau of Developmental done by thefacility? The CNAs
abiliti . and nurses have been inserviced
Disabilities Services) and I/A onthe use of a draw/turn sheet to
(Incident/Accident) reports were turn Resident #29 from side to
reviewed. A BDDS report dated 2/17/14 side withoutadding undo pressure
indicated Client #5 "ambulates or stress to his gluteal area.
h h he facili h . Nursing staff has been
throug .outt e facility without assist. in-servicedon providing privacy
The resident has not had any falls or during showers for all residents,
known trauma to right leg. The resident including #29, as wellas
was complaining of right leg pain, the @entlfylng and using the correct
. £2/16/2014." Th size shower chair for each
mornmg 0 ) e report resident. Thenurses have been
indicated "the nurse assessed the leg and re-in-serviced on the need for
saw the leg was taut, warm to touch, and complete documentation
slight redness was noted. The resident ofdmed|(<j:abt|0{;13 anhd tr.efatme_rll:}s as
ordered by the physician. The
sta‘fed he was not able to Wall.<. The facility is now documenting the
resident could stand, bear weight, and specifictimes that a resident, such
pivot but only for short periods of time." as #29, isturned and
The report indicated Client #5's ROM repositioned, the position the
£ moti ithi | resident was placed in at the time
(.rar?ge of motion) \?vas. within n.orrna ofthe repositioning, and what, if
limits. The report indicated Client #5 any, supports are used to make
went to the emergency room to evaluate sure that theresident was
his leg. The report indicated Client #5 comfortable and in good body
di d with "l lline." Th alignment when repositioned.
was diaghosed with “leg swetling. = 1he Thefacility staff has been
report indicated "labs and x-rays were in-serviced on the need to
completed...". The report indicated "a document toileting effortsas they
Venous Doppler was also done with occur for each resident. Resident
. . #29's care plan has been
negative results for DVT (deep vein . ; .
) T ) updatedto include interventions
thrombosis)." The report indicated Client such as the use of a draw/turn
#5 continued to refuse to ambulate. sheet whenrepositioning Resident
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#29, positioning devices used in
-A follow up BDDS report dated 2/17/14 bed and in wheelchairto prevent
. . e . skin issues, adaptive equipment
indicated Client #5 "is now being seen by needed for positioning
Physical Therapy two times weekly for duringshowers as well as
12 weeks, for therapeutic exercises, appropriate positioning during
balance training, gait training, and showers to prevent injury toskin
. . d on" Th " and circulation and to protect
f:arjcglver pajuent education. ¢ repo privacy. Resident #38’s pressure
indicated Client #5 "also had an OT ulcer healed andthen has opened
(Occupational Therapy) eval (evaluation) again — it is under treatment at
today and will be seen 1-2 times weekly this gme. ThetfaC|It|r:y IS o
. S nowdocumenting the specific
for ADL (Activities of Da-lly.lemg) times that a resident, such as
retraining...". The report indicated "the #38, is turned and repositioned,
resident has an apt (appointment) to be the position theresident was
seen by a neurologist on 3-12-14 for leg placed in at the time of the
0. This doct . Botox iniecti repositioning, and what, if
pau.l. is OC. or glv.es otox mJ'ec ions any,supports are used to make
which help relieve pain. The resident's sure that the resident was
physician (primary care physician) saw comfortable and in goodbody
him 2-19-14 and wrote no new orders." alignment when repositioned. The
.. . "o facility staff has been in-serviced
The réport indicated Client #5 "will stand onthe need to document toileting
and pivot but refuses to ambulate. The efforts as they occur for each
resident states 'Won't walk'." resident, as wellas when
showers/bathing is done.
. . Resident #38’s risk/care plan has
.On.3/13/14 ?t 1:48 PM, record I:CVIE)W been updatedito reflect
indicated Client #5's diagnoses included, interventions for his current
but were not limited to, SIB needs. Changes in residents’
(self-injurious behavior), Anemia, ;:c:nd:lons, deIUdmngySICI??b
. . . elephone orders are brought by
Psych051.s, Type 2 Diabetes, Dy.stonla (a the DON o the
progressive syndrome characterized by morninginterdisciplinary
involuntary muscle contractions which management meeting which
can cause slow, repetitive movements, occurs at least 5 times a week
. forreview by the IDT
uncomfortable postures, and chronic . o
) i ) (interdisciplinary team) and
pain) and Depression. Review of the development of
3/1/14 MAR (medication administration recommendationsand
record) indicated Client #5 was interventions to meet the
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prescribed Baclofen (muscle relaxant) residents’ condition changes. The
10mg (milligrams) 4 times daily for Q;B:tse ?rtwt:?c:gclzlsr;nseae:ggc:?e(jrzlly
. . ) u [ i
Dystonia on 6/07/13, Gabapentin (generic plans to address theresidents’
for Neurontin, anticonvulsant) 300mg change in status as had been
taken 3 times daily for Dystonia on done with Resident #21 and #38.
6/7/13, and Gabapentin 800mg taken 3 Resident #54 has had his
. daily fi ia dated 6/7/1 care/risk plandeveloped for
times daily for Dystonia dated 6/7/13. interventions when he refuses to
lie down to relieve the pressureon
Record review indicated hospital his buttocks. He does not have an
discharge paperwork dated 2/17/14 open area at this time. Resident
indi d dication list for Client #5 #6 has had his caref/risk plan&
mn 1c2.1te. a me lcation list for Client #5. ISP reviewed and interventions
The list indicated Botox shots were were developed regarding his
prescribed "maintenance" dated 2/3/11. drooling,positioning and turning,
The list indicated Client #5 was and toileting. He does not have
ibed Di o an open area at thistime, but
pres.crl © '1azeI.) am (generlc' o'r does have a scabbed area on the
Valium, anti-anxiety) Smg (milligrams) back of his head — this
PRN (given as needed) 1/2 (half) hour areadeveloped when he was in
prior to Botox injections for maintenance the hospital and was present
dated 2/4/11 upon his readmission tothe
(date )- facility. Resident #57 has had his
care/risk planreviewed and
Record review indicated Client #5 had an revised to reflect interventions for
Occupational Therapy care plan dated plreventlon of r?curr|ng;)|;§ssure
C e " . ulcers, excoriation, gaulding,
2/20/ 14.1 Whl.Ch indicated Pt.. (patlen.t) andfor shearing. He is also
was min (minimum) A (assist) ¢ (with) beingtoileted every 2 hours and
dressing, grooming, bathing, and turned/repositioned every 2
toileting. Decline noted from min hom:.rs.. Resm-ier;]t #21.trﬁma'“ls na
.. . reclininggeri-chair with a pelvic
(mm.ln.lum) A (assist) to total erendent stabilizing belt. A wedge is used
requiring skilled OT (Occupational behind his back formeals. He has
Therapy)." The report indicated a care/risk plan with interventions
"complaints of leg pain that may limit rela;!th; to his cltjrrepttlevelo’:‘.
ADL (Activities of Daily Living) I Monitly, as we~ as infervemions
Y for prevention of future injuries.
(Independently). Amechanical lift with assistance
of 2 staff is being used for all
Record review indicated Client #5 had transfers. Thestaff has been
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Botox injections on 11/26/11 on various trained on bathing the resident
areas of his left arm for a total of 600 while keeplng the cast dry. The
o h logi nurse who did not assess
l.mlFS injected. T e neurologist re.port Resident #21after his seizure and
indicated "we will plan on repeating did not document the seizure has
injections in 3 months. He continues to received disciplinaryaction. The
have good results with these injections." nurses will be re-t|.'al|ne'd on
assessment after injuries
o . anddocumentation of unusual
Record review indicated Client #5 was events, such as seizures. In
seen by a physician for Botox injections addition, staff has been re-trained
on 4/30/12 for various areas of "LUE" on theexpectation of complete
lefi . The phvsici documentation on all documents,
(le tl.lpp.er extremity). © p ysician including the 15 minutechecks.
note indicated recommendations to "F/U The Administrator has developed
(follow up) in 3 months." and isusing a different format for
investigations that includes
.. . different sections tobe taken
Record' I‘.eVIG.W indicated Client #5 had under consideration when doing
Botox injections on 2/26/13 on various an investigation in an attempt
areas of his left arm for a total of 600 toimprove the depth and content
units. The neurologist report indicated of any investigation that is done,
"y . ¢ d quit 1t includingthose of allegations of
© C(.m. 1n1?es ohrespon quite well to neglect abuse, and/or injuries of
these injections, in fact, really has seemed unknown source. Thecontent of
to loosen up quite a bit since we initially the new investigation tool
started these injections." contains such things as: synopsis
of theevent, including specific
o ) details of the event itself and
Record review indicated Client #5 had a those who wereinvolved in it or
ISP (Individual Support Plan) dated witnessed it; employees,
5/2/13. Client #5 had a "Health fes'dlef}ts{ and OtZer
. . eopleinterviewed; an
Management Deficit" plan which peopeinterview y
o ) T identification of abuse or neglect
indicated Client #5 had monitoring for and any necessary follow updone
behavior, skin break down, side effects of at that time; medical records
psychotropic medications, aspiration, and reviewed; personnel records
. L. reviewed;chart/care plan review;
diabetes. No plan for monitoring the . . }
) ) employee time cards reviewed;
signs and symptoms of Client #5's other pertinent
diagnosis of Dystonia was included in documentsreviewed; physical
Client #5's "Health Management Deficit" evidence reviewed; summary of
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or ISP. event based on results
ofinterviews, document reviews,
. . . and physical evidence; conclusion
During an interview on 3/13/14 at 4:35 based onevidence that supports
PM, the DON (Director of Nursing) the conclusion of the
indicated she would have to clarify Client investigation. Resident #1
#5's order for "maintenance" Botox ﬁongp;es tc_)r ;‘efuse tf) L:se
C C . erBi-Pap. The respiratory
1rpect10ns. The DON indicated Che'nt #5 services vendor has been
did not have a care plan for monltormg contacted once and brought
for signs and symptoms of Dystonia adifferent mask for the resident to
including pain, depression, swelling, and use. She continues to refuse the
disturb use of thisnew mask, so the
movement disturbances. vendor has been contacted again
to see if there is any
6. On 3/13/14 at 4:48 PM, record review otheralternative that might be
indicated Client #9's diagnoses included, acceptable to the resident. These
b limited to. Profound efforts aredocumented in the
ut were not .1m1t.e. .to, roroun resident’s clinical record.
Intellectual Disabilities, Down's Resident #1 is on 15 minute
Syndrome, Depression, Dementia with checks duringnaps and at night,
behavioral disturbances, and OCD so thattstaff ::atn asses; htlar
. . . respiratory status as shesleeps.
(Obsessive Compulsive Disorder). Her lung sounds, oxygen
) ) saturation levels, and
Review of quarterly nurse review dated temperature are beingassessed
9/10/13 indicated Client #9 had a every shift and documented in the
"Nursing Care Plan" which indicated the clinical record. The physician
followine fall risk plan included th willbe notified if the assessment
0 ow%ng .a s p an included the results in a concern related to her
following interventions: currentstatus. Her ISP has been
updated to address the resident’s
-Glasses refusal to wear theBi-Pap mask,
Identifier in bl and a caref/risk plan has been
-identiiier 1nlp ace ] ] developed for her dysphagia and
-Safety goal in place - wait for assistance toshow the interventions and
-Fall risk assessment completed quarterly monitoring that staff is doing
and with every fall when the resident issleeping and
. napping. A care plan has been
TH" fa.ll occurs, nursing to assess for developed regarding resident#1’s
Injuries dry skin issues and related
-Merry walker - ambulate with merry treatment. Her dry skin issues
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walker and assist of 1 staff have improvedat this time.
. . Resident #5 ‘s risk/care plan and
-PT (physical therapy)/OT (occupational
(phy . py) . ( P ISP hasbeen reviewed and
therapy) evaluations as indicated. revised to reflect the monitoring
that is in place for the
Client #9's ISP (Individual Support Plan) §igns/§ymptom§of Dystonig,
dated 1/2/14 indicated "[Client #9] used including the pain, depression,
) h . swelling, and
to be able to comprehend conversations movementdisturbances. If there is
with staff and join in but lately his a change in condition or if the
Dementia has taken a toll on his mental signs or symptoms oDystonia
and physical abilities." shou-ld. appgar/ worsen, the
physician will be notified at that
. , . time. Resident #9°s ISP and
Client #9's physician order dated 3/2014 risk/care plan havebeen updated
indicated Client #5 had a therapy to reflect monitoring and
recommendation dated 8/29/13 which addressing the signs and
indicated "use wheelchair and encourage §ympt9ms of hisdementia,
. . e including encouragement from
propulsion with lower extremities. staff to propel self in his
. wheelchair whenpossible. Staff
On 3/13/14 at 5:35 PM during an will receive training regarding the
interview, Client #9's QIDP (Qualified signs/symptom§ of dementiaand
Intellectual Disabilities Professional) #4 nmeeézzgsbm;ﬁgﬁzt rﬁf:’:{;ti\c”v:en
indicated Client #9 had a recent decline interventic))/ns have been ’
in physical abilities. In an additional addedregarding turning and
interview by email (electronic mail) on positioning every 2 hours to
3/17/14 at 8:20 PM, the QIDP #4 stated prevent pressure ulcers. Resident
i h . Ik #7’s ISP and risk/care plan
Client #9 had been using a merry walker havebeen updated to reflect
"but he began having difficulties Il’lOVil’lg interventions for prevention of
around in the walker and started having pressure ulcer,including specifics
falls." The QIDP #4 stated "as of 8/29/13 for tuming and positioning
h Client #91 ; activities. The area on hisright
therapy st.ates [Client #9] is to use .a outer ankle is scabbed at this
wheelchair and encourage propulsion time. Resident #10’s ISP and
with lower extremities." The QIDP #4 behavior plan hasbeen updated
stated "Yes, [Client #9], declined due to to mcorporztet.a ppysman
. . S recommendation for
his Alzheimer's/Dementia...". No further programming thatwould
documentation was available for review emphasize auditory and tactile
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to indicate Client #9's fall risk plan had stimulation and skill due to
been updated with current PT (physical Re3|dent#j0 $ blindness, such as
h dati f £ a sensory integration plan. Staff
therapy) r'ecommen ations for use o has been trained inthis program
wheelchair. and is following the program plan
at this time. The QIDP willmonitor
7. On 3/13/14 at 12:00 PM record review for completion of the plan and its
indi d Client #7's di i< included effectiveness. The nursing staff
indicate 1.en' S 1ag.11051s included, has been trained on
but was not limited to, Mild Mental theimportance of following
Retardation with traumatic head injury. physician orders, ISPs, and
Review of "Nurses Notes" indicated the risk/care plans for eachresident,
followi ) including documentation of care
ollowing notes: given for each resident at the
frequency/timeit is ordered; such
-12/26/13 note indicated "NO (new order) as bed rest, pressure relief,
for bactroban (antibiotic cream) for treatrr:e?ttfor sltqn |§sues,§ral
. . . o care, toileting, turning an
infected hair follicles on upper thighs. repositioning, and 15 minute
checks. This isto be done for all
Record review indicated an "Assessment residents. Nursing staff has been
of Other Skin Abnormalities" dated re-tralln(tadém theexi>et<.:tat|on OI]Ic
C e o complete documentation on a
11/6/13 Wth.h indicated "R (rlght') ankle documents, including the 15
0.5 cm abrasion." An updated skin minutechecks. The nurses have
assessment dated 11/22/13 indicated beenre-in-serviced on the need
"scab remains, no signs of infection." for complete documentation of
Anoth dated ski t dated medications andtreatments as
nother u.p ? ed skin assessrpen ate ordered by the physician. The
11/29/13 indicated "area to right ankle facility is now documenting the
remains slightly red, small scab noted." specific times that a resident
Record review indicated "Weekly isturned and repositioned, the
. . ition th ident I
Evaluation" dated 12/4/13 indicated posifion fne residen was p aged
) . in at the time ofthe repositioning,
continued updates which indicated on and what, if any, supports are
1/18/14 the area was "healed." used to make sure that
theresident was comfortable and
Record review of nursing notes indicated in good body alignment when
. repositioned. The facilitystaff has
the following: been in-serviced on the need to
document all care given,
-1/19/14 note indicated "New orders includingtoileting efforts and oral
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noted to discontinue Bactroban to R hygiene, as they occur for each
right) (upper) thigh." resident. Please see W252
(right) (upper) thig regarding lack ofdocumentation
for clients’ positioning, oral care,
-2/24/14 note indicated "pinpoint scab and health/treatment needsfor
area noted to Rt (right) ankle, no redness residents #5, #7, #8, #11, #12,
or drainage, [primary care physician] #22, #23, #29, #38, #53, #54,
" #57, #64. Please see W368
updated, duoderm ordered. regarding administration
ofmedications and treatments in
-2/28/14 note indicated "scab intact to rt compliance with physician’s
(right) ankle." orders for residents#11, #12, #22,
#23, #29, #38, #53, #54, #57,
) o ) #64.
Record review indicated Client #7 had a 2.How will the facility identify
care plan for open areas which was dated otherresidents having the
12/31/09 and continued as reviewed on potential tot.be aﬁ(ethid tbv the .
. same practice and whatcorrective
the following dates: 6/13/10, 12/'29/10, action will be taken? All residents
4/2/1 1, 5/29/1 1, and 1/21/13. Client #7's have the potential to beaffected. If
care plan indicated potential for right the Administrator, DON, or any
ankle open area due to position Client #7 member of the IDT management
| in bed teamobserves or finds a concern
sieeps m bed. in any of these areas, he/she will
address thesituation immediately
Record review indicated Client #7 had a to ensure the resident's
"Episodic Care Plan for Open Area" VAvgll'p?'Tg fanr:gnfy the D(t)Nand
C e . ministrator if they are no
dated 2/24/14 which 1nd1.cat.ed Client #7 already involved. Once the
had a pressure ulcer to his right outer resident is takencare of, the
ankle. Client #7's skin integrity care plan Administrator will begin an
dated 2/28/14 indicated the following |mmed|at§ investigation regarding
. . thepotential abuse or neglect that
nterventions: ;
may have occurred and will report
the issue tothe state agencies as
"1) My staff will turn and change my required. The DON will begin
position at least every 2 hours. re'htracljr:;ng allhstaff;nv?Ived f{;d
2) Staff keep me clean and dry and toilet Wil address e stiuation Wi
progressive disciplinary action
me at least every 2 hours. upto and including termination of
3) Nurses will do a weekly skin employment as deemed
assessment. necessary by the resultsof the
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4) A Braden assessment will be investigation.
completed at least quarterly and as _3.What measures will be put
into place to ensure this practice
needed. does not recur? The DON wiill
5) T have a pressure relieving mattress. review the focus charting, 24hour
6) I have a pressure relieving cushion in report, and physician telephone
my chair. ordfers at least 5 days a week '
1 4 i diti during eachtour of duty. She will
7) Call my doctor if my condition bring that information to the
changes. morning IDT
8) Lotion to skin ¢ (with) AM and PM managementmeeting for review
care and discussion with the IDT. Any
- . . interventions that areformulated
9) Lotion tlo skin C (with) showers will be added to the care/risk plan
10) Turn side to side on even hours." and ISP at that time. The DONwill
note those changes on the CNA
Record review indicated Client #7's ESSIgnme;t shtf]etts and the 24
" " our report sothat oncoming
"Treatment Record" dated 3/1/14 shifts will be made aware of the
indicated Client #7 was to be monitoring changes. The DON or designee
for "turn/reposition q (every) 2 hrs will monitor by meansof the “Staff
(hours)." Client #7's 3/14 treatment Treatment of .
d indicated h ired "assist" i Residents/Documentation —
record indicate e.r'equlre ! assist" in W149, W154, W240, &W252”
order to turn/reposition. Client #7's audit form at least 5 days a week.
treatment record indicated documentation The DON will bring the results of
for 3/1/14 to 3/13/14 only document theaudits to the next scheduled
oht turn/ tioni tored morning IDT management
overnight turn re.p051 loning monitore meeting for review andfurther
only once per shift. Turn and discussion. Any issues will be
repositioning monitoring was addressed as indicated in
documented per shift on 3/1/14 to gue§tlon #Z'II-IrhIe DSN or e
. esignee will also document their
3/13/14. No other documentation was 'ghee wit' a ! !
i ] T i response and immediate
available to review to indicate Client #7 actiontaken on the audit form
was turned or reposition every 2 hours. itself for those things found as not
being incompliance at the time of
During an interview on 3/13/14 at 4:35 the audt. . i
) : 4.How will corrective action be
PM, the DON (Director of Nursing) monitored toensure the deficient
indicated the facility had been reviewing practice does not recur and what
client's skin integrity care plans to ensure QA will be put intoplace? The
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they were thorough. The DON indicated DON will bring the results of her
the facility reviews incident reports to auditsto the monthly QA )
look . .. committee meeting for review and
ook for trends in skin issues. recommendations for
furtherprocess improvement. Any
7. On 3/13/14 at 4:48 PM, record review recommendations will be followed
indicated Client #9's diagnoses included, th'rough by the DON ordesignee,
b limited found with results brought back to the
ut were not limited to, Profoun next month’s QA committee
Intellectual Disabilities, Down's forconsideration. This will
Syndrome, Depression, Dementia with continue on an ongoing basis.
behavioral disturbances, and OCD
(Obsessive Compulsive Disorder).
Review of "Nurses Notes" indicated the
following notes:
-8/9/13 note indicated "PRN (given as
needed) treatment initiated for Lotrimin
(antifungal cream) for gaulding to groin."
-8/12/13 note indicated "skin irritation
noted to left shoulder."
-8/14/13 note indicated "Res (resident)
has two yellow discolorations to right
abdomen 6¢cm (centimeters) x (by) 6cm &
(and) 3cm x 2 cm and one to right hip 2
cm X 2cm."
-9/20/13 note indicated "resident noted to
have open area to coccyx...Bactroban
(antibacterial cream) TID (three times
daily) x (for) 14 days to coccyx."
-9/21/13 note indicated "side area to
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coccyx remains - tx (treatment) done. 0
(no) S/S (signs or symptoms) of
infection."

-10/4/13 note indicated "area from
9/20/13 to coccyx healed."

-10/16/13 note indicated "mass felt to
scrotum....[primary care physician]
assessed scrotum, no new orders, to
re-assess in 2 weeks."

-11/5/13 note indicated "[primary care
physician] here, scrotum reassessed ¢
(with) 0 (no) new orders."

-12/11/13 note indicated the physician
stated "hydrocele to R (right) testicle et
(or) cyst to R (right) testicle. 0 (no)
treatment at this time."

-1/9/14 note indicated "0.3 cm
(centimeter) round open area noted to left
side of scrotum. [Primary Care
Physician] notified with new orders
rec'd.”

-1/10/14 note indicated "open area to
scrotum remains unchanged. Small
amount yellow drainage noted. Tx
(treatment) continues."

-1/12/14 note indicated "open area
remains to scrotum, no drainage noted."

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

QMFC13 Facility ID:

000614 If continuation sheet

Page 162 of 168




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 04/16/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

15G068

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

HICKORY CREEK AT GASTON

X2) MULTIPLE CONSTRUCTION

00

—————————————=—xo
STREET ADDRESS, CITY, STATE, ZIP CODE

502 N MADISON ST
GASTON,

X3) DATE SURVEY

COMPLETED
03/20/2014

IN 47342

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

-1/30/14 note indicated "wound to
scrotum draining purulent (pus) drainage.
Treatment not effective. [Primary Care
Physician] updated ¢ (with) new orders to
culture."

-2/2/14 note indicated "area to scrotum
remains TX (treatment) applied, no
results of cultures noted."

-2/4/14 note indicated "treatment
continues to open area which is draining
scant amount purulent (pus) drainage."

-2/4/14 note indicated "no (new order)
Amoxi (antibiotic) mg (milligrams) PO
(by mouth) BID (twice daily) D/T (due
to) infection in scrotal cyst x (for) 7
days."

-2/8/14 note indicated "area to scrotum
closed."

Review of quarterly nurse review dated
9/10/13 indicated Client #9 had a
"Nursing Care Plan" which indicated the
"monitor for skin breakdown" plan
included the following :

-monitor for skin breakdown, treat as
needed

-encourage change of position every 2
hours at minimum
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-manage moisture due to incontinence
(toileting as scheduled/needed)
-Braden Scale completed quarterly

Record review indicated no further
documentation available to review to
indicated Client #9 was repositioned
every 2 hours.

During an interview on 3/13/14 at 4:35
PM, the DON (Director of Nursing)
indicated the facility had been reviewing
client's skin integrity care plans to ensure
they were thorough. The DON indicated
the facility reviewed the incident reports
and looked for trends in skin issues.

8. On 3/11/14 between 2:12 PM and 4:57
PM, observations were conducted. At
2:22 PM, Client #10 was seated in a chair
slightly away from the activity table
leaning to the side. Client #10 continued
to be seated in the chair without
participating in an activity until he had a
drink of juice at 2:34 PM. Client #10
then returned to being seated in the chair
not participating in activities. At 2:51
PM, CNA #29 assisted Client #10 by
using gait belt and assisting him to
transfer into a wheelchair. CNA #29
assisted in pushing Client #10 in his
wheelchair to his bedroom where she
assisted him in using the restroom.
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On 3/12/14 between 6:31 AM and 10:03
AM, observations were conducted. At
6:31 AM, Client #10 appeared to be
asleep in the same chair he was seated in
the night before. At 7:45 AM, Client #10
was assisted to the dining room for
breakfast. After breakfast, Client #10
returned to "Program A" which was the
room where they remain for the duration
of the day for facility provided day
services. At 8:41 AM, Client #10 stood
up from being seated in the chair and
pulled his pants all the way down.
Between 8:51 AM and 9:30 AM, the
clients in Program A participated in letter
activities (putting a stamp on the letter).
ATF (Active Treatment Facilitator) #30
went to each client around the table to
assist them with putting a stamp on an
envelope. At 9:05 AM, Client #10 took
off his pants while seated in the chair.
ATF #30 assisted him with putting his
pants back on. At 9:09 AM, ATF #30
assisted the clients in Program A which
smelling different scents in containers.
At 9:20 AM, Client #10 sat leaning in his
chair in a resting position with his head
resting. At 9:25 AM, Client #10
continued to appear quiet and did not
participate in the group activity. At 9:26
AM, Client #10 punched himself hard 5
times in the forehead and face area with a
closed fist. At 9:30 AM, ATF #30
indicated to a CNA #31 that Client #10
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"has to go to the bathroom, he's getting
kind of aggressive." At 9:36 AM, Client
#10 had not yet been assisted to the
restroom and punched himself in the face
12 times with a closed fist. At 9:50 AM,
Client #10 remained seated in his chair
not actively participating in any activity.
At 9:55 AM, Client #10 attempted to take
off his pants again and was redirected by
AFT #30. When ATF #30 walked away,
Client #10 took off his pants again. At
9:58 AM, ATF #30 indicated to CNA
#31 that Client #10 "is going to the
restroom next" because Client #10 is
taking his pants off. At 10:03 AM, Client
#10 attempted to take his pants off again.
CNA #31 came in to assist Client #10 to
the restroom.

On 3/13/14 at 1:42 PM record review
indicated client #10's physician orders
dated 3/1/14 indicated a physician
recommendation of "programming should
emphasize auditory (and) tactile
stimulation and skill due to diagnosis of
blindness" (undated).

Review of Client #10's ISP (Individual
Support Plan) dated 12/2/13 indicated no
sensory integration plan for Client #10.

On 3/13/14 at 4:35 PM during an
interview, QIDP (Qualified Intellectual
Disabilities Professional) #1 indicated
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Client #10 has often refused to actively
participate in activities and has had many
refusals. QIDP #1 stated she was "not
going to say it's written" in Client #10's
ISP (Individual Support Plan) to provide
tactile and sensory stimulation. The
QIDP #1 indicated the facility used a
technique called "momentary training"
which all staff are trained on. The QIDP
#1 stated staff were to provide brief
opportunities for Client #10 to participate
"because he gets irritated." The QIDP #1
stated Client #10 displays self-injurious
behaviors (SIBs) when he is irritated but
Client #10's SIBs has "improved."

On 3/13/14 at 7:25 PM, during an
additional interview, QIDP #1 stated
Client #10 did not have "momentary
training" of sensory and tactile activities
in his ISP but could see why it might
assist Client #10 in participating in
activities.

This deficiency was cited on 2/3/14. The
facility failed to implement a systemic
plan of correction to prevent recurrence.

This federal tag relates to complaint
#IN00138987.
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