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This visit was for the Recertification and
State Licensure Survey.

Survey dates: March 2, 3,4, and 5, 2015

Facility number: 000368
Provider number: 15E187
AIM number: 100275220

Survey team:

Lara Richards, RN-TC

Janet Adams, RN

Janelyn Kulik, RN (3/2-3/3/15)
Caitlyn Doyle, RN (3/4-3/5/15)

Census bed type:
NF: 21
Total: 21

Census payor type:
Medicaid: 20
Other: 1

Total: 21

These deficiencies reflect state findings
cited in accordance with 410 IAC
16.2-3.1.

Quality Review completed on March 13,
2015, by Brenda Meredith RN.

F 000

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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F 221 483.13(a)
SS=D RIGHT TO BE FREE FROM PHYSICAL
Bldg. 00 | RESTRAINTS
The resident has the right to be free from
any physical restraints imposed for purposes
of discipline or convenience, and not
required to treat the resident's medical
symptoms.
Based on observation, record review and F 221 1. Describe what the facility did 04/04/2015
interview, the facility failed to ensure a to correct t.he de.flme.nt practice
. . . for each client cited in the
resident was free from physical restraints deficiency.
for 1 of 3 residents reviewed for Resident #19
restraints of the 6 who met the criteria restraintassessment was updated
for restraints related to a resident being yvhen geri-chair with tray was
. . . . . . implemented and thephysical
placed in a geri chair (reclining chair on therapist has reassessed the
wheels) without a medical diagnosis and resident several times to find an
reassessing the resident after he appropriatechair to keep him
attempted to get up from his geri chair properly p93|t|on§d. Resident #
thal Resident #19 19 has a diagnosis of
with a lap tray. (Resident ) Huntington’s Choreawhich is
causing deterioration in residents
Finding includes: muscular and motorcoordination.
The physical therapist
. hadrecommended pillows,
On 3/2/15. at 2.56. p..m., Res1de;ntt #1? was cushions, dycem and tray to help
observed in the dining room sitting in a maintain his positionbecause he
geri chair with a lap tray in place. was no longer able to sit in a
wheelchair without
. slidingforward. D.O.N. reviewed
On 3/3/15- at 7:15 a.-m., the resident was course oftreatment and statement
observed in bed. His head was on the that resident had previous|y got
pillow and his legs were hanging off the out of the geri-chairwith lap tray
right side of the bed. At this time, CNA mth phyts'ia't t:let;]ari'it- Physical
o . S erapist stated that he
#2 indicated the resident was not in his hadinstructed the C.N A. staff to
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bed. She indicated he gets up and walks position him in the upright
and lays down position becausewhen he reclines
' he can maneuver through
opening of between his body and
On 3/3/15 at 8:08 a.m., Resident #19 was thetray top. On 3/3/15 Physical
observed in his geri chair with no lap therapist reassessed theresident
tray. CNA #1 put a gait belt on the agan gnd P_'ac‘?d 2 cushions in
. . his geri-chair with the tray
resident and stood him up and walked the andpositioning pillows on bilateral
resident out of the dining room. CNA #1 sides. On 3/4/15 resident had
was only holding the gait belt. scooted his body where he had
moved the chaircushions up to
. his back and was attempting to
On 3/3/15 at 10:51 a.m., Resident #19 try and come out of the
was observed in the dining room, sitting geri-trayso at that point the tray
in the geri chair asleep. The chair was in was discontinued. Resident #19
the upright position. The resident's left resiraint assessment was
hanei he side of th updated to geri-chair without
arm was hanging over the side of the trayand monitored by nursing
chair with his hand dangling toward the staff.
floor. His feet were hanging down not 2. Describe how the facility
touching the floor. There was a pillow reviewed all clients in the facility
deed into the rieht side of the chai that could be affected by the
wedged 1nto the Tight side of the chair. ] same deficient practice, and
There was a lap tray attached to the geri state, what actions the facility
chair. The resident woke up and grabbed took to correct the deficient
the lap tray with his left hand. He then .[Z;FaCI.IfC.eJOI’ atr:y. Cl'er; thf ;acmty
ot identified as being affected.
leane'd to the left V\.Ilth his left ha.nd ' All residents ingeri-chairs and
hanging over the side of the chair and his specialized wheelchiars for
head was leaning to the left and was not proper positioning were
resting on the back of the chair. reassessedby Physical
Therapist. RestraintAssessments
) were reviewed by the D.O.N.
On 3/3/15 at 11:13 a.m., Resident #19 3. Describe the steps or systemic
was observed in the dining room sleeping changes the facility has made or
in his geri chair with the lap tray in place. will make to ensure that the
. . . deficient practice does not recur,
The chair was slightly reclined, the ) . . ; .
. - ] . including any in-services, but this
resident was leaning to the left with his also should include any system
head laying on the left arm rest. At 11:59 changes you made.
a.m., the resident was observed in the Staff was in-serviced onproper
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dining room in a geri chair slightly positioning and the importance of
reclined with the lap tray in place. The reporting regdent S response
. <1 lled der th tochanges in plan of care and
resident's legs wejre pulled up un. er the reported during 24 hour report.
lap tray. The resident was sleeping and Charge Nurse willcontinue to
his head was laying on the right arm rest monitor wheelchair, geri-chair,
of the chair. At 12:59 p.m., the resident Cha'r_CUSh'oh apd restraint use
. .. ondaily monitoring log for each
was observed in the dining room. He shift
was moving his arms and legs. The lap 4. Describe how the corrective
tray was removed from the geri chair at action(s) will be monitored to
this time and he was moved to an upright ensure the. deficient practice will
.. CNA #] stine hi th not recur, i.e., what quality
pos:1t10H. was assisting him wit assurance program will be put
eating. At 1:13 p.m., CNA #1 put the lap into place.
try back on the geri chair and reclined the Charge Nurse is responsible for
geri chair. The CNA left the dining monitoring proper positioningand
At 1:20 h d proper restraint use. This
room. At 1:20 p.m., the resident was ismonitored 12A, 3A, 5A,8A, 11A,
moving his arms and legs. He pulled his 2P, 4P, 6P, 9P daily by the
leg up to his cheek under the lap tray. He charge nurse during nurse rounds
then put his legs over the lap tray, turned andrecorded on the log sheet.
i th  chai 1 he had both of hi D.O.N. will monitor round
in the geri chair until he had both ot his sheetsbi-weekly for 1 monthly
legs over the right arms of the chair. At then monthly thereafter ongoing.
this time, his back was against the left Q.A. Committee will meet and
arm of the chair. Staff arrived and ][“St:'torbg? ta‘”F’ d‘?term'ze: g
.. urther monitoring is needed an
re@oved the lap t.ray and repositioned the discuss any concernsabout
resident. The resident was then restraint use.
transported to his room in the geri chair.
CNA #1 positioned the geri chair in an
upright position and had the resident
stand. She then walked the resident to
the bathroom. She returned the resident
to the geri chair and put the lap tray back
on. Interview with CNA #1 at this time,
indicated there was no set schedule for
Resident #19 to go walking it was just
when he wanted to walk. Sometimes he
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would walk to the dining room for meals.
She further indicated this was not the first
time he had gotten out from under the lap
tray.

On 3/4/15 at 10:05 a.m., Resident #19
was observed sitting in his geri chair with
the lap tray in place by the window in his
room. There were no staff present. The
geri chair was reclined and the door to
the room was open about one foot. At
10:18 a.m., the resident was observed
sitting on the side of his roommate's bed.
There were no other residents in the room
and no staff was present in the room.

The geri chair was in the same spot it was
at 10:05 a.m. and the lap tray was secured
to the geri chair. Interview with CNA #1
at this time, indicated the last time she
saw the resident he was in his geri chair
with the lap tray in place.

The record for Resident #19 was
reviewed on 3/3/15 at 10:58 a.m. The
resident's diagnoses included, but were
not limited to, Huntington's Chorea,
agitation with aggressive behaviors,
anxiety and muscle spasm.

The Physician's Order Statement (POS)
for 3/2015, indicated the resident may
have a tray on the geri chair for poor

trunk control. This order was initiated on
2/11/15.
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A Physician's order, dated 2/3/15,
indicated regular recliner chair while up
to prevent falls.

The Nursing progress notes, from
12/24/14 to 3/3/15, indicated the resident
had no falls nor indications of positioning
problems.

A Nursing progress note, dated 1/5/15 at
6:10 a.m., indicated the resident was seen
pacing in the hallway throughout the
night and he required multiple
redirection. The resident's gait was
unsteady.

The care plan for Resident #19 indicated
the resident used a physical restraint (tray
on geri chair) related to wandering into
other resident's rooms. This care plan
was initiated on 2/11/15. The
interventions included to ensure the
resident was positioned correctly with
proper body alignment while restrained.
A care plan for the resident which
indicated he had a geri chair related to
poor trunk control was initiated on
2/11/15. The intervention was for staff to
assist resident with ambulation.

A restraint assessment, dated 2/11/15,
indicated the reason for the restraint was
unsteady gait and agitated behavior. The
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resident had an increased risk of sliding
related to progressive degenerative
medical condition that facilitated an
increase in involuntary muscle
movement. The resident was unable to
maintain a position for more than 30
seconds unless he was asleep.
Alternative attempts were 1:1
observations, recliner, 1:1 activities,
directed/supervised ambulation, regular
toileting, and anticipating hunger, pain,
hot and cold. The decision to restrain
was from the Physician and the resident
could have a tray on the geri chair for
poor trunk control to maintain
positioning due to spastic muscular
movement.

The Quarterly MDS (Minimum Data Set)
assessment, dated 2/1/15, indicated the
resident could be understood and
understands. He was an extensive assist
with one person physical assist for
walking. He had no limitations to range
of motion.

Further review of the resident's record
indicated there was no therapy
assessment of the resident related to
positioning.

A fall assessment, completed on 2/1/15,
indicated a score of 75. This score
indicated the resident was high risk for
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falls.

The current policy for Restraint Devices,
Physical was provided by the Director of
Nursing (DON) on 3/3/15 at 3:10 p.m.
The policy indicated the purpose was:
"To restrict movement to protect the
resident during treatment and diagnostic
procedures. To prevent the resident from
injuring himself or others. Restraints of
any type will not be used as punishment
or as a substitute for more effective
medical and nursing care or for the
convenience of the facility staff. To
improve the resident's mobility and
independent function. To treat resident's
medical symptoms."

Interview with CNA #2 on 3/3/15 at 1:57
p.m., indicated she had never seen the
resident bring his legs up over the lap
tray but he does slide down. She
indicated he should not be left alone
when he was in the geri chair with the lap
tray.

Interview with the Social Service
Designee on 3/3/15 at 12:10 p.m.,
indicated the resident was unable to
control his posture when sitting in a
wheel chair. Sliding devices had been
tried but were ineffective. He was
evaluated by PT (Physical Therapy) for
the recliner.
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F 241
SS=E
Bldg. 00

Interview with the DON on 3/3/15 at
2:15 p.m., indicated she was not aware of
the resident getting out of the restraint. If
he had, then he should have been
re-evaluated. She provided a dietary
consult for the resident but no therapy
consult. Further interview at 3:30 p.m.,
indicated therapy had been back into the
facility and re-evaluated the resident.
Therapy made adjustments to the
resident's recliner and lap tray.

Interview with the DON on 3/4/15 at
3:00 p.m., indicated therapy had been
called to re-evaluate the resident. The
facility would not be using the lap tray at
this time and the physician had made
medication changes.

3.1-3(w)

483.15(a)

DIGNITY AND RESPECT OF
INDIVIDUALITY

The facility must promote care for residents
in @ manner and in an environment that
maintains or enhances each resident's
dignity and respect in full recognition of his
or her individuality.

Based on observation, record review and

F 241 1. Describe what the facility did

04/04/2015
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interview, the facility failed to ensure to correct the deficient practice
each resident's dignity was maintained for .egch client cited in thg
. .. . deficiency. D.O.N. met with
related to standing and assisting residents thenursing staff and informed
with their meals as well as having them to remove all residents not
residents who could have nothing by able to eat duringmealtimes.
mouth in the dining room at meal times ngl\lder:o |nf9(:m<etd C'N"?HWhO
. ad fed the residents over the
for 5 of 5 meals observed. (Residents #3, feeding table to positon the
#8, #9, and #19) residentsproperly in the upright
position and feed them sitting
Findings include: down. If the C.N.A. feels she
' cannot reach farenough to feed
residents in the sitting position
1. On 3/2/15 at 9:05 a.m., the breakfast then she should move her
meal was observed in the Main dining seatand position herself next to
room. Resident #19 was seated in a geri the resident and feed each
hai i din vi fih d resident properly.
c 8:11‘ recliner ag in view of the residents 2. Describe how the facility
eating around him. At 9:30 a.m., the reviewed all clients in the facility
resident had not received a breakfast tray. that could be affected by the
At 9:40 a.m., staff started cleaning off the S?Te derz]flcilen:.practtrl]ce% ar?lqt
. . . state, what actions the facility
tables. The resident still had not received took to correct the deficient
a breakfast tray. At 9:45a.m., the practice for any client the facility
resident still had not received a breakfast identified as being affected. No
tray. other residents affected.
3. Describe the steps or systemic
) ) changes the facility has made or
When interviewed on 3/2/15 at 9:50 a.m., will make to ensure that the
the Social Service Designee, indicated deficient practice does not recur,
the resident was NPO (received nothing '”|C|Ud'r:‘9 T‘d”}’ wr-sderwces, btt‘t this
. also should include any system
by mouth) and had a feeding tube. changes you made. In-Service
held on Feeding Policy with all
On 3/4/15 at 8:42 a.m., the resident was nursingstaff and do not stand
observed in the dining room seated in his while feeding residents was
eri chair with a tray table in place added to the policy.
g y table in place. PROCEDURE 1. Taketray to
Breakfast trays were being served and resident. 2. Placetray directly in
other residents were eating around him. front of resident. 3.
At 9:07 a.m., the resident became Assistresident to proper sitting
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restless. LPN #1 approached the resident position unless contraindicated.
and asked him what was wrong. The 4. Prqtectresnldent S gown an'd
. .. " "and " " bed with napkin. 5. If the resident
resident indicated, "hungry" and "cat. cannot see the tray, tellhim/her
The LPN left the dining room at this the position of each item on the
time. At 9:50 a.m., the resident was tray. 6. Cut or divide food into
taken out of the dining room. The small portions andgive resident a
dent did . food or drink small amount at a time. Do not
re§1 ent dt .HOt recelyel any 1ood or drin force the resident to eat.Select
prior to leaving the dining room. foods according to resident’s
appetite and preference. 7.
The record for Resident #19 was DOSOt td'scﬁ_Ts ;nplea.saantt ]
. ) subjects while the resident is
reviewed on 3/5/15 at 10:25 am. A eating. 8. Never make the
Physician's order, dated 3/2/15, indicated resident feel that the mealmust
the resident was to have a pureed be hurried, but that the procedure
pleasure feed, 4 ounces twice a day at is pleasant. Give him/her your
lunch and di completeattention. Sit so you are
unch and dinner. at the same level as the resident
when possible. NEVER
When interviewed on 3/5/15 at 11:50 STAND AND FEED RESIDENT
a.m., the Director of Nursing indicated . dthld t:‘e 9'?3; In ‘:Ee ha:d
. . and the straw inthe other when
the .remdent should not have been- in the serving liquids with a straw. 10.
dining room when meals were being Give liquids slowly. Be sure liquid
served. is nottoo hot. Test temperature by
feeling container or dropping
. small amount on yourinner wrist.
2. On 3/2/15, at 9'95 am., th.e br.ea.kfast 11. Alternatesolid food and liquid.
meal was Observed mn the Maln dln]ng 12. Washresident‘s hands and
room. Resident #3 was seated in a chair face after meals. 13.
and in view of the residents eating around .Remove;rari/. t:I4. Lefi."e rgts,t:derwllt
) . in a comfortable positionwith ca
her. At 9:30 a.m., the resident had not light and water in reach.
received a breakfast tray. At 9:40 a.m., 1.Describe how the corrective
staff started cleaning off the tables. The action(s) will be monitored to
resident still had not received a breakfast enfure the deﬂm:ntt pralctlce will
. . i.e. it
tray. At 9:45 a.m., the resident still had not recur, 1.e., what quaitty
] assurance program will be put
not received a breakfast tray. into place.
Charge Nurse will monitorproper
When interviewed on 3/2/15 at 9:50 a.m., feeding technique during
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the Social Service Designee indicated the mealtimes. EatingSupport U =
resident was NPO (received nothing by Unsatisfactory. S =Satisfactory.
h) and had a feedi b Steps of Procedure
mouth) and had a feeding tube. Date: Date:
1.Taketray to
At 12:55 p.m., on 3/2/15, the resident resident.........ccocvvvvineieincenenenen
was observed in the dining room. Lunch [ | s u/
bei d at this time and th 5 Jis
was elng served a IS. tlm.e and the 2.Ifdentures are worn, make
other residents were eating in front of the sure they are in
resident. o] =T u
/IS U/S
3.Placetray directly in front of
On 3/3/15 at 9:00 a.m. and 12:27 p.m., resident Y y
the resident was in the dining room while (| U/s U/S
the breakfast and lunch meals were being 4.Assist resident toproper sitting
served. The resident was in view of the position unless
. . contraindicated............ us Uu
residents eating around her. /s
5.Protectresident’s gown and
On 3/4/15 at 8:42 a.m., the resident was bed with
again in the dining room while breakfast NAaPKIN.....ccoei e,
was being served uss U/s
g ’ 6.1fthe resident cannot see the
tray, tell him/her the
The record for Resident #3 was reviewed position................... u/s u/
on 3/4/15 at 9:14 a.m. The resident's SROffea_Ch iteT on ”;e trlay-k
diagnoses included, but were not limited (Re ernng o ace ot a clock,
R . meat is at 9 o'clock, peas are at 3
to, dysphagia (difficulty swallowing), o’clock).
peptic ulcer disease and gastritis. 7.Cutor divide food into small
portions and give resident a
The 2/7/15 Significant Change Minimum | | Jooeeeee . Urs - U/S small
o amount at a time. Do not force
Data Set (MDS) assessment , indicated the resident to eat. Select foods
the resident was severely impaired for according to resident’s appetite
daily decision making. and preference.
8.Do not discuss
. . unpleasantsubjects while the
When interviewed on 3/5/15 at 11:50 resident is eating............... u/s
a.m., the Director of Nursing indicated u/s
the resident should not have been in the 9.Nevermake the resident feel
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dining room when meals were being that the meal must be
served hurried,.......cccceeennn... us u/
) S but that the procedure is
pleasant. Give him/her your
3. The breakfast meal was observed on complete attention. Sit so you are
3/2/15 at 9:05 a.m. Resident #8 was at the same level as the resident
seated in a geri chair at a table in the when possible. )
.. h d d 10.Hold the glass in one hand
Dining Room. The resident was serve and the strawin the other
her breakfast tray at 9:24 a.m. CNA # 2 when......ocoovovn.. U/sS U/S
was seated behind the table and began serving liquids with a straw.
feeding the resident. The CNA was .11..G.|ve liquids slowly. Be sure
. . liquid isnot too hot. Test
observed standing up from her chairand (| U/S UJ/S
reaching over the table to feed the temperature by feeling container
resident several times during the or dropping small amount on your
breakfast meal. inner wrist. _
12.Alternate solid food and
) liqUId.....ceeeee
On 3/3/15 at 8:36 a.m., Residents#8and | | Uu/s U/S
#9 were observed sitting at a table in the 13.Wash resident’s hands and
Dining Room. CNA #2 was observed face
. . aftermeals........cccocoviviiiiiiiiene
seated behind the table feeding the U/s U/S
residents. The CNA stood up and 14 .Remove
reached over the table several times to
assist both residents with their food and
b u/s u/s
cverages. 15.Leave resident in a
comfortable positionwith
The record for Resident #8 was reviewed | | u/s
on 3/5/15 at 8:00 a.m. The resident's U /hS Call light and water in
. . . reach.-
dlagnos§§ included, but were Fot limited 16.Document procedure in
to, arthritis, cataracts, dementia, medical
depression, and anorexia. TeToT (o TR
.......... u/s Uu/s
.. 17.Staff i | iti
The 1/7/15 Quarterly Minimum Data Set . Sta 'S properly posi loned
s duringfeeding.......................
(MDS) assessment, indicatedthe [ [ U/S U/S
resident's cognitive skills for decision COMMENTS:
making were severely impaired. The
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assessment also indicated the resident
was dependent on staff for eating. _—
Thisskill has been demonstrated
to show competency.
The record for Resident #9 was reviewed
on 3/5/15 at 8:15 a.m. The resident's
diagnoses included, but were not limited -
. Employee Signature Date
to, altered mental status, anorexia,
anxiety, degenerative joint disease and
dysphagia (difficulty swallowing).
Evaluator Signature Date
The 1/27/15 Annual Minimum Data Set Hfunsatisfactory, re-evalu:te date:
(MDS) assessment was reviewed. The D.O.N.will administer skill test for
assessment indicated the resident was feeding residents and monitor
dependent on staff for eating. nursing stafffeeding bi-weekly for
1 month then weekly for 3
months Newhired C.N.A. will be
When interviewed on 3/5/15 at 11:50 given feeding policy, skills test
a.m., the Director of Nursing indicated and monitored duringmealtime by
the staff should not have been standing charge nurse. D.O.N.will monitor
. . . newly hired C.N.A.’s during
while feeding the residents. mealtime to ensure policy is
followed. Q.A.Committee will
3.1-3(t) review new hire orientation to
feeding policy and skills test
ofnursing staff. Q.A. will
determine iffurther monitoring is
needed.
ADDENDUM
All residents who are NPO will be
monitored dailyduring all
mealtimes by the charge nurse to
ensure no residents who are NPO
arein the dining room during
mealtime.
A list of NPO residents will be
reviewed eachshift during report
and updated as needed.
This will be ongoing as long as
resident’sstatus is NPO.
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Currently we have 1resident NPO
who will remain in their room
during mealtime. The other
resident can have 2
pleasurefeedings of 40z. of food
and 4oz. thickened liquids two
times per day. This resident will
remain by the nursesstation when
NPO for the meal and will be
brought into the dining room
when he hispleasure feeding is
ready for his food consumption.
F 272 483.20(b)(1)
SS=D COMPREHENSIVE ASSESSMENTS
Bldg. 00 | The facility must conduct initially and
periodically a comprehensive, accurate,
standardized reproducible assessment of
each resident's functional capacity.
A facility must make a comprehensive
assessment of a resident's needs, using the
resident assessment instrument (RAI)
specified by the State. The assessment
must include at least the following:
Identification and demographic information;
Customary routine;
Cognitive patterns;
Communication;
Vision;
Mood and behavior patterns;
Psychosocial well-being;
Physical functioning and structural
problems;
Continence;
Disease diagnosis and health conditions;
Dental and nutritional status;
Skin conditions;
Activity pursuit;
Medications;
Special treatments and procedures;
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Discharge potential;
Documentation of summary information
regarding the additional assessment
performed on the care areas triggered by
the completion of the Minimum Data Set
(MDS); and
Documentation of participation in
assessment.
Based on observation, record review and F 272 . o 04/04/2015
interview, the facility failed to ensure 1.Describe wha.t 'the facmty did
. . to correct the deficient practicefor
ongoing restraint assessments were each client cited in the deficiency.
completed for 1 of 3 residents reviewed Restraintof Resident #1 was
for restraints of the 6 residents who met completed. Resident#1 is in need
the criteria for restraints. (Resident #1) of h|s specialized wheelchair
which has a seat belt attached
o tothe side of the chair and due to
Finding includes: his diagnosis of Cerebral Palsy,
Down’sSyndrome, Mental
On 3/3/15 at 8:23 a.m., Resident #1 was getardatlon'an_lqh gi s of
e e . steoporosis. The diagnosis o
observed sitting in his wheel chair. A this resident contributes to his
seat belt was fastened around the inability to maintaina safe and
resident's waist area. proper positioning without the use
of his specialized wheelchairwith
. seat belt. The restraint is
On 3/4{15 ?.t 7:35 a.m.,.th.e re.s1dent was usedmore for positioning but
seated in his wheel chair in his room. because of it having a seat belt it
CNA #3 was in the room at this time. is also considereda restraint.
The CNA buckled the residents seat belt 2.Describe how the facility
t this ti d then took th ‘dent out reviewed all clients in the
at this time and then took the resident ou facilitythat could be affected by
of the room. the same deficient practice, and
state, what actionsthe facility took
On 3/5/15 at 8:00 a.m., the resident was to correct the deficient practice
e e .. for any client the facilityidentified
ot?se'rved sitting in his Wheel chair in the as being affected. Allresidents
Dmmg Room. The resident's seat belt requiring restraints were
was in place. assessed by the Physical
Therapist and noother seat belts
. . are used in the facility except for
On 3/5/15 at 9:12 a.m., the resident was Resident #1. MDS wasreviewed
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observed sitting in his wheel chair in his
room. The resident's seat belt was in
place. CNA #3 was present in the room at
this time. The CNA indicated the
resident wore the seat belt "just about all
the time."

The record for Resident #1 was reviewed
on 3/4/15 at 1:20 p.m. The resident's
diagnoses included, but were not limited
to, Cerebral Palsy, Down's Syndrome,
mental retardation, and osteoporosis.

The 1/9/15 Minimum Data Set (MDS)
quarterly assessment, indicated the
resident's cognitive skills were severely
impaired. The assessment also indicated
the resident was dependent on staff for
bed mobility, transfers, dressing, and
personal hygiene. The assessment also
indicated a trunk restraint and a chair
that prevented rising were both used
daily.

There were no Physical Restraint
assessments completed in 2014 or 2015.

When interviewed on 3/4/15 at 7:50 a.m.,
RN #1 indicated the resident required
total staff assistance for ADL's
(Activities of Daily Living). The RN
also indicated the resident's seat belt was
to be in place when he was in the wheel
chair.

and even though it is used more
to help positioning it is also
arestraint since the resident
cannot remove the device. All
residents with use of geri-chairs,
withor without tray and specialty
chairs with seatbelts were
reviewed.
3. Describe the steps or systemic
changes the facility has made or
will make to ensure that the
deficient practice does not recur,
including any in-services, but this
also should include any system
changes you made.
Staff was in-serviced onproper
positioning and the importance of
reporting resident’s response
tochanges in plan of care and
reported during 24 hour report.
ChargeNurse will continue to
monitor wheelchair, geri-chair,
chair cushion andrestraint use on
daily monitoring log for each shift.
MDS wasreviewed and even
though it is used more to help
positioning it is also arestraint
since the resident cannot remove
the device. All residents with use
of geri-chairs, withor without tray
and specialty chairs with seatbelts
were reviewed.
4. Describe how the corrective
action(s) will be monitored to
ensure the deficient practice will
not recur, i.e., what quality
assurance program will be put
into place.
Charge Nurse is responsible for
monitoring proper positioningand
proper restraint use. This is
monitored12A, 3A, 5A, 8A,
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11A,2P, 4P, 6P, 9P daily by the
When interviewed on 3/4/15 at 2:04 p.m., charge nurse during nurse rounds
. L and recorded onthe log sheet.
the Director of Nursing indicated the D.O.N. will monitor round
resident had a specialty wheel chair and sheetsbi-weekly for 1 monthly
the seat belt had been on the wheel chair then monthly thereafter ongoing.
since the resident was admitted to the Mp%iavélrlmlq't;:?:n(;toarftirtl)y :n'(?'N'
. . . u ission, qu y
facility. The Director of Nursing upon changes. Q.A. Committee
indicated the seat belt was used for the will meet and monitorlogs and
resident's safety. MDS of residents with restraint
and determine if further
. . monitoring isneeded and discuss
When interviewed on 3/5/15 at 9:45 a.m., any concerns about restraint use.
the Director of Nursing indicated there
were no current restraint assessments for
Resident #1. The Director of Nursing
indicated the seat belt was coded as a
trunk restraint on the MDS and ongoing
Physical Restraint assessments should
have been completed.
3.1-31(a)
F 282 483.20(k)(3)(ii)
SS=D SERVICES BY QUALIFIED PERSONS/PER
Bldg. 00 CARE PLAN
The services provided or arranged by the
facility must be provided by qualified
persons in accordance with each resident's
written plan of care.
Based on observation, record review and F 282 04/04/2015
interview, the facility failed to ensure 1.Describe what the facility did
. to correct the deficient practicefor
Physician orders and the plan of care each client cited in the deficiency.
were followed for 1 of 3 residents Resident #19
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 8V1311 Facility ID: 000368 If continuation sheet Page 18 of 38




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

PRINTED: 04/14/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 00 COMPLETED
15E187 B. WING 03/05/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
700 E 21ST AVE
SIMMONS LOVING CARE HEALTH FACILITY GARY, IN 46407
(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
reviewed for restraints of the 6 who met restraintassessment was updated
the criteria for restraints related to the yvhen geri-chair with tray was
. . i . implemented and thephysical
pos1t.10n of the resident with a restraint. therapist has reassessed the
(Resident #19) resident several times to find
anappropriate chair to keep him
Finding includes: properly pc?sitiongd. ResiQent #7
19 has a diagnosis ofHuntington’s
Chorea which is causing
On 3/3/15 at 7:15 a.m., Resident #19 was deterioration in residents
observed in bed. His head was on the muscular andmotor coordination.
pillow and his legs were hanging off of The physicaltherapist had
he right side of the bed. At this fi recommended pillows, cushions,
the right §1 ? of the bed. : t this time, . dycem and tray to help
CNA #2 indicated the resident was not in maintainhis position because he
his bed. She indicated he gets up and was no longer able to sit in a
walks and then lays down. wheelchair WIthOUtS|IfﬂIng
forward. D.O.N. reviewed course
) oftreatment and statement that
On 3/3/15 at 8:08 a.m., Resident #19 was resident had previously got out of
observed in his geri chair with no lap the geri-chairwith lap tray with
tray. CNA #1 put a gait belt on the physical therapist. Physical
4 d d hi d walked th therapist stated that he had
res¥ ent and stoo 1m up and walked the instructed the C.N.A. staff
resident out of the dining room. CNA #1 toposition him in the upright
was only holding the gait belt. position because when he
reclines he can maneuverthrough
. . opening of between his body and
On 3/3/15 at 19.51 a.r'n.., Resident #19 the tray top. On 3/3/15 Physical
was observed in the dining room, sitting therapist reassessed theresident
in a geri chair asleep. The chair was in again and placed 2 cushions in
the upright position. The resident's left his geri-chair with the tray
hanein ¢ the side of th andpositioning pillows on bilateral
arm was hanging over the side ot the sides. On 3/4/15 resident had
chair with his hand dangling toward the scooted his body where he had
floor. His feet were hanging down not moved the chaircushions up to
touching the floor. There was a pillow his baé:k and wa;s e}tttimptlng to
. . . . t
wedged into the right side of the chair. fy and come Ou of the
) geri-trayso at that point the tray
There was a lap tray attached to the geri was discontinued. Resident #19
chair. The resident woke up and grabbed restraint assessment was
the lap tray with his left hand. He then updated to geri-chair without
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leaned to the left with his left hand trayand monitored by nursing
hanging over the side of the chair and his staff. C).LJ.rrer.thy Resident
. #19position is all over the
head was leaning to the left and was not geri-chair with legs being put on
resting on the back of the chair. the side of thechair, scooting
down in the geri-chair but resident
On 3/3/15 at 11:13 a.m., Resident #19 Is able to reposition selfwhen
b din the dini leeni instructed to. He is able
Yvaslo SeI.’VC ¥nt .e 1ning room S ceping toambulate and still wanders and
in his geri chair with the lap tray in place. takes peers food items and drinks
The chair was slightly reclined, the from the sinkfaucets even though
resident was leaning to the left with his Ze 'Stﬁf‘ : 4?z.p:reg<lde|et|W|th
. i oz. thicken liquids only.
head laying on the left arm rest. At 11:59 2. Describe how the facility
a.m., the resident was observed in the reviewed all clients in the
dining room in the geri chair. The chair facilitythat could be affected by
was slightly reclined with the lap tray in the same deficient practice, and
| Th ident's | lled state, what actionsthe facility took
place. c residents 1egs Were pulied up to correct the deficient practice
under the lap tray. The resident was for any client the facilityidentified
sleeping and his head was laying on the as being affected. Allresidents in
right arm rest of the chair. At 12:59 p.m., geri-chairs and specialized
th ident b din the dini wheelchiars for proper
¢ resident was o .servel 1 the dining positioningwere reassessed by
room. He was moving his arms and legs Physical Therapist. Restraint
at this time. The lap tray was removed Assessments were reviewed by
from the geri chair at this time and he the D.O.N.
was moved to an uprlght'posﬁlon.' CNA 3. Describe the steps or systemic
#1 then proceeded to assist him with changes the facility has made or
eating. At 1:13 p.m., CNA #1 put the lap will make to ensure that the
try back on the geri chair and reclined the deficient practice does not recur,
geri chair. The CNA left the dining including any In-services, but this
) also should include any system
room. At 1:20 p.m., the resident was changes you made.
moving his arms and legs. He pulled his Staff was in-serviced onproper
leg up to his cheek under the lap tray. He positioning and the importance of
then put his legs over the lap tray and reporting regdent S response
] . . ] tochanges in plan of care and
turned in the geri chair until he had both reported during 24 hour report.
of his legs over the right arm of the chair. Charge Nurse willcontinue to
At this time, his back was against the left monitor wheelchair, geri-chair,
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arm of the chair. Staff arrived and chair cushion and restraint use
removed the lap tray and repositioned the gr?i(:f"y monitoring log for each
resident. The resident was then 4. Describe how the corrective
transported to his room in the geri chair. action(s) will be monitored to
CNA #1 positioned the geri chair in an ensure the deficient practice will
upright position and had the resident 22; r(:;:rl::;’el.eéé)vf;?]: ql{ﬁ'g: .
. u Wi u
stand. She then walked the resident to into place Prog P
the bathroom. She returned the resident Charge Nurse is responsible for
to the geri chair and put the lap tray back monitoring proper positioningand
on proper restraint use. This
' ismonitored 12A, 3A, 5A,8A, 11A,
_ 2P, 4P, 6P, 9P daily by the
On 3/4/15 at 10:05 a.m., Resident #19 charge nurse during nurse rounds
was observed sitting in his geri chair with andrecorded on the log sheet.
the lap tray in place by the window in his D.O.N. will monitor round
Th ff Th sheetsbi-weekly for 1 monthly
roqm. ] ere were.no stall present. € then monthly thereafter ongoing.
geri chair was reclined and the door to Q.A. Committee will meet and
the room was open about one foot. At monitorlogs and determine if
10:18 a.m., the resident was observed further monitoring is needed and
it the side of hi te's bed discuss any concernsabout
sitting on the side o 1s-roomr.na e's bed. restraint use.
There were no other residents in the room
nor were staff present. The geri chair
was in the same place it was at 10:05
a.m. and the lap tray was secured to the
geri chair.
The record for Resident #19 was
reviewed on 3/3/15 at 10:58 a.m. The
resident's diagnoses included, but were
not limited to, Huntington's Chorea,
agitation with aggressive behaviors,
anxiety and muscle spasm.
The Physician's Order Statement (POS)
for 3/2015, indicated the resident may
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have a tray on the geri chair for poor
trunk control. This order was initiated on
2/11/15.

The care plans for Resident #19,
indicated the resident used a physical
restraint (tray on geri chair) related to
wandering into other resident rooms.
This care plan was initiated on 2/11/15.
The interventions included to ensure the
resident was positioned correctly with
proper body alignment while restrained.
A care plan for the resident indicated he
had a geri chair related to poor trunk
control. The care plan was initiated on
2/11/15. The intervention was for staff to
assist resident with ambulation.

Interview with the Social Service
Designee on 3/3/15 at 12:10 p.m.,
indicated the resident was unable to
control his posture when sitting in a
wheel chair. Sliding devices had been
tried but were ineffective. He was
evaluated by PT (Physical Therapy) for
the recliner.

3.1-35(2)(2)

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

8V1311 Facility ID:

000368 If continuation sheet

Page 22 of 38




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

PRINTED: 04/14/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 00 COMPLETED
15E187 B. WING 03/05/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
700 E 21ST AVE
SIMMONS LOVING CARE HEALTH FACILITY GARY, IN 46407
(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
F 311 483.25(a)(2)
SS=D TREATMENT/SERVICES TO
Bldg. 00 | IMPROVE/MAINTAIN ADLS
A resident is given the appropriate treatment
and services to maintain or improve his or
her abilities specified in paragraph (a)(1) of
this section.
Based on observation, record review and F 311 . - 04/04/2015
interview, the facility failed to ensure 1.Describe what the fac"”Y did
. . . to correct the deficient practicefor
assistance for nail care was provided each client cited in the deficiency.
related to nails not trimmed for 2 of 3 Resident#12 nails were cut on
residents reviewed for Activities of Daily 3/3/14 by C.N.A. staff
Living of the 4 residents who met the Resident#14 nails were cut by the
o . . . . Charge Nurse
crlter.la for Activities of Daily Living. 2 Describe how the facility
(Residents #12 and #14) reviewed all clients in the
facilitythat could be affected by
Findings include: the same deficient practice, and
' state, what actionsthe facility took
) to correct the deficient practice
1. On 3/2/15 at 10:31 a.m., Resident #12 for any client the facilityidentified
was observed in bed. The resident's as being affected. All
finger nails on both of his hands were resident’snails were checked and
1 no one else was affected.
ong. 3. Describe the steps or systemic
changes the facility has made or
On 3/3/15 at 11:07 a.m., the resident was will make to ensure that the
observed sitting in a chair in his room. f:iefllc;gnt practice does nOtbretCtLrj]r"
. , . . including any in-services, but this
The resident's finger nails 9n bojch (?f his also should include any system
hands were long. The resident indicated changes you made.
he did not remember when the staff last All nursing staff wasin-serviced
cut his nails. The resident also indicated on na"f\?“.tlt'”tg_ and ?jomly A
C given. Nails trimmed column has
the staff had not offered tq cut his nails in been added to the daily tub
the paSt few days. The resident also surveillance |ogwh|ch is
indicated he preferred his nails short. completed by the licensed nurse
daily. If a resident refuses nail
. care it is to be reported to the
The record for Resident #12 was n P
i charge nurseduring 24 hour
reviewed on 3/3/15 at 11:56 a.m. The report.
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resident's diagnoses included, but were 4. Describe how the corrective
not limited to, hemiplegia (weakness on action(s) will b,e momtoreq to )
. . K ensure the deficient practice will
one side), congestive heart failure and not recur, i.e., what quality
convulsions. assurance program will be put
into place.
Review of the 11/28/14 Minimum Data Ch,f‘trg,e NULST W"'Cotf:p'tets the
Lo nail trimmed log on the tu
Set (MDS) assessment, indicated the surveillance sheet daily and
resident required limited assistance monitorthe nail condition of each
(resident highly involved in activity, staff resident daily during med pass.
provide guided maneuvering of limbs or D.O.N. will monitor
h oht beari ¢ tubsurveillance sheet bi-weekly to
other non weight bearing support) of one ensure every resident’s nails are
staff member for personal hygiene. trimmed thenweekly times 1
month. D.O.N. will
When interviewed on 3/4/15 at 10:10 monitorresident’s nails during her
Yy L monitoring rounds monthly
a.m., CNA.# 2 1nd1c?ted t}.le resident thereafter, for 6 months. Q.A.
needed assistance with nail care. The Committee willreview tub
CNA also stated "I just did his nails last surveillance logs for frequency of
night." resident’s nails being
. . trimmedquarterly and determine
2. On .3/2/15 at 12:12 p.m., Res¥dent whether further monitoring is
#14's right hand thumb fingernail was needed or can be stopped.
observed to be long and jagged.
On 3/4/15 at 8:30 a.m., Resident #14 was
seated at a table in the main dining room
eating breakfast. His right hand thumb
fingernail was observed to be long and
jagged. All of his other fingernails were
observed to be long and thick. The top
part of his left hand index finger had been
amputated.
On 3/5/15 at 9:43 a.m., the resident was
observed standing in the doorway to his
room. His right hand thumb fingernail
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was observed to be long and jagged. All
of his other fingernails were observed to
be long and thick.

During an interview on 3/5/15 at 9:43
a.m., Resident #14 indicated his
fingernails were pretty long and sharp but
he wasn't sure if they needed to be cut.
He further indicated someone usually
helped him with trimming his nails.

Resident #14's record was reviewed on
3/4/15 at 2:35 p.m. The resident's
diagnoses included, but were not limited
to, frostbite, cellulitis of the hands, and
hypertension.

The Quarterly Minimum Data Set (MDS)
assessment, dated 2/1/15, indicated the
resident was cognitively impaired and
required a limited assist of one person
with personal hygiene.

A care plan, dated 8/31/14, indicated the
resident had an ADL (activities of daily
living) self-care performance deficit and
required staff assistance.

Interview with CNA #1 on 3/5/15 at 1:31
p.m., indicated the resident required
minimum to moderate assistance with his
ADL's. She further indicated she was not
sure when nail care had last been
provided to the resident because staff
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were nervous about working with the
resident's hands. She further indicated
the resident's nails had always been long
and staff was going to complete nail care
today.
3.1-38(a)(3)(E)
F 323 483.25(h)
SS=D FREE OF ACCIDENT
Bldg. 00 HAZARDS/SUPERVISION/DEVICES
The facility must ensure that the resident
environment remains as free of accident
hazards as is possible; and each resident
receives adequate supervision and
assistance devices to prevent accidents.
Based on observation and interview, the F 323 . - 04/04/2015
facility failed to ensure residents were 1.Describe wha.t 'the facmty did
to correct the deficient practicefor
free of hazards, related to water each client cited in the deficiency.
temperatures above 120 degrees in 2 of Themaintenance supervisor had
19 resident hand sinks checked for water been maintaining his weekly
temperatures. This had the potential to \_1_":2? f/g%‘i@;}%ﬁﬁ:ggih cDON
. . urveyor i .O.N.
affect four residents who resided on the of water temp. the hot water was
East Hall. (Room 103 and Room 105) shut off and tagged out in rooms
102 & 103. The maintenance
Finding includes: supervisor returned andadjusted
' the mixing valves and recorded
the temps. Water was in within
During a resident room observation on normal limits. The charge nurse
3/2/15 at 11:08 a.m., the water was informed to keep a
temperature in East Room 103's vanity watertemp log on those 2 rooms
1k felt hot to the touch. A th ¢ to ensure the temp remained
S1 e. .O 0 the touch. ermometer between 100-120degrees. The
check indicated a water temperature of maintenance supervisor useda
123.9 F (degrees Fahrenheit). new thermometer and compared
it with his previous thermometer
. . . and noticedthat it was off a few
During a resident room observation on degrees. It wasdetermined that
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3/2/15 at 11:07 a.m., the water the thermometers have to be
temperature in East Room 105's vanity recallbrated.to malntalnacguracy.
. Proper readings were obtained
sink felt hot to the touch. A thermometer withinnormal limits of 102
check indicated a water temperature of degrees in room 103 and 106
122.6 F. degrees in room 105.
2.Describe how the facility
. . . reviewed all clients in the
The Director of Nursing was notified of facilitythat could be affected by
the hot water temperatures. the same deficient practice, and
state, what actionsthe facility took
During the environmental tour on 3/5/15 ;0 correclt. thft(:]eﬂfme'rlwf[ F,);aCtt'i_e q
. ) . or any client the facilityidentifie
at.l.OO p.m. thr.ough 1:15 p.m., Wlth.the as being affected. Noother
Director of Mamtenance, the fOllOWll’lg rooms were affected.
hot water temperatures were obtained: 3. Describe the steps or systemic
Room 103-102 F changes the facility has made or
will make to ensure that the
Room 105-106 F deficient practice does not recur,
including any in-services, but this
During an interview with the Director of also should include any system
Maintenance on 3/5/15 at 1:05 p.m., fhanggs you m:dlc;.
.. n-service was he
indicated he had been made- avx.lare of the withmaintenance staff and policy
hot water temperatures earlier in the was updated to include
week and had taken care of it. He further recalibration ofthermometer on
indicated he checked the water the 1st and 16th of each month.
: ¢ Kl The procedure for thermometer
emperatures weekly. recalibrationwas given to staff
and updated log sheet was
3.1-45(a)(1) reviewed to include date of
recalibration.
4. Describe how the corrective
action(s) will be monitored to
ensure the deficient practice will
not recur, i.e., what quality
assurance program will be put
into place.
Maintenance Supervisor
isresponsible for monitoring water
temp logs. Administrative
Designeewill be responsible for
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monitoring that recalibration is
done on the 1stand the 16th of
each month. Water temp logs will
be monitored weekly times one
month then monthlythereafter.
Q.A. Committee willreview water
temp. logs and determine if
further monitoring is needed.
F 325 483.25(i)
SS=D MAINTAIN NUTRITION STATUS UNLESS
Bldg. 00 | UNAVOIDABLE
Based on a resident's comprehensive
assessment, the facility must ensure that a
resident -
(1) Maintains acceptable parameters of
nutritional status, such as body weight and
protein levels, unless the resident's clinical
condition demonstrates that this is not
possible; and
(2) Receives a therapeutic diet when there is
a nutritional problem.
Based on record review and interview, F 325 04/04/2015
the facility failed to ensure acceptable 1.Describe wha!t .the fac"”Y did
. - to correct the deficient practicefor
parameters of nutrition were maintained each client cited in the deficiency.
related to ensuring the Registered Resident#3 returned NPO but
Dietitian (RD) was notified of a resident's primary source of nutritional
NPO (nothing by mouth) status after intake is Ithrough the pegtube.
L. .. The Resident received the
readmission to the facility for 1 of 4 weightloss due to hospitalizations
residents reviewed for nutrition of the 5 starting in October. She was in
residents who met the criteria for the facility for 8 days inNovember,
nutrition. (Resident #3) 6 days in December, 6 days in
January and 18 days in February.
Residenthad cookie swallow on
Finding includes: March 10, 2015 and she remains
NPO and on the same
The record for Resident #3 was reviewed \r{le\;ltweedflrll/?- ?I?ZCISSEO?TSS-
on 3/4/15 at 9:14 a.m. The resident's lgeeagrsn%sioir:ote: I,Residerfta es:
diagnoses included, but were not limited readmitted back to facility with TF
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to, dysphagla (dlfﬁculty Swallowing), order Jevity 12 1 can bid.and 50
peptic ulcer disease and gastritis. m.l water flush tid. Returngd
withNPO status. Had cookie
swallow (T.O 3.7.15) but remains
The February 2015 Physician's order as NPO 3.11.15status Nutrient
summary (POS), indicated the resident content of TF =600 calories, 28
was to receive Pureed pleasure feedings gm protein, 407 ml free water and
. L . 150 mifree water = 557 ml. Plan.
with nectar thick liquids. The resident CPM of TF andwater flush order.
was also receiving Jevity 1.2, one can (8 flu as needed. F/u toprevious
ounces) by the way of a peg 3.14.15 note. Obtained wt =
(percutaneous endoscopic gastrostomy) 30pounds, 2 F’O_U”‘,‘S dlecrease
b . 4 6:00 41000 from February, indicating a 5% wt
tube twice a day at 6:00 a.m. an : loss in 30 days,secondary to
p.m. hospitalization. TFproviding 44
kcal per kg body weight for
The 2/7/15 Registered Dietitian (RD) promotion of wt. continue TF
leted at 4:15 indi d asordered.
n.ote.comp ete. at4:15> p.m., indicated a 2.Describe how the facility
significant weight change was noted. reviewed all clients in the
Review of the February weight indicated facilitythat could be affected by
the resident weighed 32 pounds, showing tf;etsamr(]a ?eﬂ(t:}entt[;]ra(;tlc'(la.:[ aFd )
o . state, what actionsthe facility too
a 10% decrease from August 2014 which to correct the deficient practice
was 36.5 pounds and November 2014 for any client the facilityidentified
which was 36 pounds. A 7.5% decrease as being affected. No
in 90 days. Decrease secondary to gnesffect.id ftrr?m :h's flndlng.t .
o . Describe the steps or systemic
hosp'ltahzatlon. .Current' tube feed order changes the facility has made or
provides 41.4 kilocalories (kcal) per will make to ensure that the
kilogram (kg) of bodyweight for weight deficient practice does not recur,
gain (with puree pleasure feed and nectar including any in-services, but this
thick liquids) Continue tube feed, puree also should include any system
1k hiqu uetu - pu changes you made.
pleasure feed and water flush as ordered, D.O.N. consulted withdietician
monitor weight and tolerance to tube and NPO status was added to the
feed. Dietary Communication Sheet
alongwith time dietician was
] ) notified and if new orders were
An entry in the Nursing progress notes received. Nurses will call the
dated 2/15/15 at 8:00 a.m., indicated the dietician upon newadmissions,
resident was in bed and was observed to re-admissions, diet change and
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have a large amount of dark brown NPO however dietician will not
emesis. Upon assessment, the resident's benghfned if .re3|dent S NP(_) fo.r
medical testing. Communication
lungs were congested and she had a will beindicated on 24 hour report
non-productive cough. A dark brown and in nurses documentation.
substance was observed in the peg tube. 4. Describe how the corrective
The Physician was notified and orders action(s) will be monitored to
ved dth d h ensure the deficient practice will
were recelved to send the resident to the not recur, i.e., what quality
Emergency room for evaluation. The assurance program will be put
resident was admitted to the hospital and into place.
returned to the facility on 2/25/15. Chargg Nur.se.V\.nII beresponsible
for calling dietician and
o completing the dietary
A Physician's order, dated 2/25/15, communicationsheet. D.O.N. will
indicated readmit with previous meds and review allDietary communication
treatment. Continue Jevity peg tube sheets as they occur. D.O.N. will
feedi NPO hine b h 1 review alldiet orders monthly.
ce 1.ngs. (flOt ing by mouth) unti Dietician will review allpeg tube
cookie swallow is done. residents monthly and diet orders
monthly. Q.A. will review
There was no documentation to indicate Dlztzryt(:ommu'r;lgarttlsn Shec(ejtsf
. . . and determine if further need o
the RD h?d been notified of the resident's monitoring is needed.
readmission on 2/25/15 and her NPO
status. The last documented entry by the
RD was on 2/7/15.
The 2/7/15 Significant change Minimum
Data Set (MDS) assessment, indicated
the resident had a weight loss, a feeding
tube and was receiving a mechanically
altered diet.
The plan of care, dated 2/7/15, indicated
the resident required a tube feeding for
dysphagia. The interventions included,
but were not limited to, RD to evaluate
quarterly and as needed.
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Interview with LPN #1 on 3/4/15 at
11:05 a.m., indicated the resident's
cookie swallow was scheduled for
3/10/15. She also indicated that she was
not sure if the RD had been notified of
the resident's readmission and NPO
status.

Interview with the Director of Nursing on
3/5/15 at 2:15 p.m., indicated that she
notified the RD via phone of the
resident's readmission but did not
document anything.

3.1-46(a)(1)

483.25(1)

DRUG REGIMEN IS FREE FROM
UNNECESSARY DRUGS

Each resident's drug regimen must be free
from unnecessary drugs. An unnecessary
drug is any drug when used in excessive
dose (including duplicate therapy); or for
excessive duration; or without adequate
monitoring; or without adequate indications
for its use; or in the presence of adverse
consequences which indicate the dose
should be reduced or discontinued; or any
combinations of the reasons above.

Based on a comprehensive assessment of a
resident, the facility must ensure that
residents who have not used antipsychotic
drugs are not given these drugs unless
antipsychotic drug therapy is necessary to
treat a specific condition as diagnosed and
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documented in the clinical record; and
residents who use antipsychotic drugs
receive gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort to discontinue
these drugs.
Based on record review and interview, F 329 . o 04/04/2015
the facility failed to develop resident care 1.Describe wha.t 'the facmty did
L to correct the deficient practicefor
plans for monitoring related to each client cited in the deficiency.
medications which can thin the blood Resident#18 care plan was
(aspirin), for 1 of 5 residents reviewed for updated to include monitor for
unnecessary medications. (Resident #18) blseeedlng and bruising due toASA
use.
o 2.Describe how the facility
Finding includes: reviewed all clients in the
facilitythat could be affected by
Resident #18's record was reviewed on tk;etsamr(]a ?eﬂ(t:}entt[;]ra(;tlc'(la.:[ a?d "
; . , state, what actionsthe facility too
3 / 4/15 at 9.' 14a.m. The resident s' ) to correct the deficient practice
diagnoses included, but were not limited for any client the facilityidentified
to, hypertension and as being affected. Allresidents
hypercholesterolemia receiving ASA and blood thinners
care plans were reviewed
o andmonitoring for bleeding and
The Physician's Order Summary, dated bruising due to ASA and Xarelto
3/2015, indicated an order for aspirin low use.
tab 81 mg (milligrams) ec (enteric . .
coated) dail 3. Describe the steps or systemic
Y changes the facility has made or
will make to ensure that the
Review of the March 2015 and February deficient practice does not recur,
2015 Medication Administration Record ln|C|Udlr:19 T‘dn}’ |r|1-sderV|ces, but this
(MAR), indicated the resident had also should include any system
] - o ) changes you made.
received the aspirin medication daily. In-service held withnursing staff
and it was discussed the need to
There was a lack of documentation to add the use of Xarelto and ASAto
indicate the resident had a care plan to care plan and “?°”'t°r for S.Id.e
] ) ] effects of bleeding and bruising.
inform the staff of the risks of taking 4. Describe how the corrective
aspirin related to the blood thinning action(s) will be monitored to
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action of the medication. ensure the deficient practice will
not recur, i.e., what quality
. . . . assurance program will be put
During an interview on 3/5/15 at 10:08 into place.
a.m., the Director of Nursing (DON) D.O.N. will monitor careplans
indicated there was not a care plan for the quarterly of residents on blood
aspirin. She indicated she usually does thinners and ensure S'_de .
. lan for th dicati arenoted. Q.A. Committee
not write a care plan for the medication willreview the list of residents on
because it is a low dose. She further blood thinners and determine if
indicated a resident who took aspirin monitoring isadequate.
daily would be at risk for bleeding and
bruising.
3.1-48(a)(3)
F 371 483.35(j)
SS=F FOOD PROCURE,
Bldg. 00 | STORE/PREPARE/SERVE - SANITARY
The facility must -
(1) Procure food from sources approved or
considered satisfactory by Federal, State or
local authorities; and
(2) Store, prepare, distribute and serve food
under sanitary conditions
Based on observation, record review, and F 371 04/04/2015
interview, the facility failed to store, 1.Describe what the facmty did
. to correct the deficient practicefor
prepare, distribute, and serve food under each client cited in the deficiency.
sanitary conditions related to dust, grease Thesoap spillage on the wall by
and debris on the floor pipes for 1 of 1 the hand washing sink was
kitchens located in the facility. The cleangd by themamtenanpe staff.
facili 1so failed hand Thekitchen white floor pipes
actlity also fatled to ensure han under 3 compartment sink to
sanitation was completed during the dishwasher wereimmediately
preparation of meal trays in 1 of 1 cleaned of the dust, grease and
kitchens located in the facility. The debris by maintenance staff..
facility also failed food d The onefloor corner of the kitchen
.a01 ity also failed to egsur.e oods store floor was cleaned of a small
in the freezer were maintained at the amount of floor debrisby
proper temperature in 1 of 1 kitchens maintenance staff. Theplastic
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located in the facility. This had the sanitizing solution container under
potential to affect 20 of 21 residents who 2 fgzg:zanr;gizgzglgyas cleaned
re.s1ded in the .facﬂ.lty and rec.elved oral maintenance staff. ONn3/5/15
diets. (The Main Kitchen) (Dietary Surveyor informed D.O.N. of
Manager). freezer temp was 2 degrees and
that sherechecked it and it was 6
Findi include: degrees. D.O.N. was unaware
Indings include: that the temp was over a 3 day
period. On 3/5/15 D.O.N.
1. During the Initial Kitchen Sanitation informed dietary staff tomove all
Tour on 3/2/15 at 9:35 a.m., with the |terc1jws|fromt:]he W,a”t;'n freezer
. . and place them in the
Dietary Manager, the following was downstairsfreezers. D.O.N.was
observed: informed of the deficiency on the
tray line with dietary manager on
a. There was spillage on the wall by the 3/5/15 atthe end of meal serving
hand hi ik of lunch. In-servicewas reviewed
and washing SInx. with dietary personnel about
avoid bare hand contact with food
b. There was an accumulation of grease, atmeal service glove technique
dirt, and dust on the white pipes under was included along with proper
the dishwash hand washingtechnique.
¢ dishwasher. 2.Describe how the facility
reviewed all clients in the
c. The pipes under the counter of the facilitythat could be affected by
three compartment sink were dirty and the same deficient practice, and
th debri the fl in th state, what actionsthe facility took
ere was debrs on the toor in the to correct the deficient practice
corner. for any client the facilityidentified
as being affected. Noother
d. There was an accumulation of dust deficient practices noted at this
d tai £ sanitizi time. Freezertemp logs reviewed
an grease on a container ot sanitizing by Administrator and conference
solution under the three compartment called made to Dietician.
sink. Administratorreviewed proper
freezer temp with dietary
. iet taff.
e. The temperature in the freezer manager and dietary sta .
] ; Freezer temp should remain 0
registered 2 degrees Fahrenheit. degrees or belownot 3-4 stated by
Dietary Manager.
2. During the Kitchen Sanitation Tour on Newthermometer placed in
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3/5/15 at 9:20 a.m., the following was freezer. She also informed them
observed: that signs are placed in the
kitchen for proper
temperaturesfor everything in
a. The temperature in the freezer dietary department. The proper
registered 6 degrees Fahrenheit. temp is also recorded on the
temp log and the problem
. . . shouldhave been reported to her
When interviewed as this time, the immediately especially when the
Dietary Manager indicated freezer repairman had justcome on for
temperatures should be between 3-4 and serviced the freezer on
degrees Fahrenheit. 1/8/15 and unit had low pressure
andunit was recharged and Freon
filed. Administratormet with
3. The March 2015 IOgS fOI' the freezer maintenance staff and discussed
temperature were reviewed on 3/5/15 at with them that she had assigned
10:20 a.m. The logs indicated the themto Cf'?:n Iihtehp'peshand .
temperatures were recorded three times a Z%rr:glrjs ds c?nFlr(i:d :; V\IIDi:;p?line o
day (no times listed). The following time was given off tothe
temperatures were recorded: maintenance staff.
3. Describe the steps or systemic
) changes the facility has made or
3/1/15: will make to ensure that the
10 degrees Fahrenheit, 19 degrees deficient practice does not recur,
Fahrenheit, and 11 degrees Fahrenheit including any in-services, but this
also should include any system
3/2/15- changes you made. In-services
’ held withdietary and maintenance
9 degrees Fahrenheit, 18 degrees department held. Dietary
Fahrenheit, and 10 degrees Fahrenheit In-Service: Avoid Bare Hand
Contact With Food At
3/3/15: MealService, Hand washing,
’ Sanitizer Use, Glove Use, Hair
4 degrees Fahrenheit, 13 degrees and Nail Care, Temperatures for
Fahrenheit, and 8 degrees Fahrenheit Food Safety, Freezer Battery
Maintenance Log, Walk-in
3/4/15- Cooler Battery Maintenance Log,
’ Newtemp log form for freezer and
11 degrees Fahrenheit walk-in cooler form. Dietician will
in-servicethe staff on survey
When interviewed on 3/5/15 at 10:28 findings upon her next visit and
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a.m., the Dietary Manager indicated the complete Dietary Safetyand
freezer temperatures were to be checked Sar'ntahon Eorm for Adm|n|st.rator
K review. Maintenanceln-Service:
three times a day. Daily cleaning log forkitchen
which was updated to include
4. The tray line service breakfast meal cleaning pipes, sanitizing
was observed on 3/3/15 at 8:17 a.m. The solutioncontainers, aqd wgll of
. . h | employee hand washing sink.
Dietary M.ane.lger was pre%parmg the mea Freezer and Walk-In Cooler
trays at this time. The Dietary Manager BatteryMaintenance log reviewed
washed his hands and put on a pair of and maintenance staff
disposable gloves and began the tray line. responsible for keeping
The Di M d ok properfunctioning batteries in
e Dietary Manager used tongs to pic thermostat.
up the french toast sticks from the steam 4. Describe how the corrective
table and placed them on individual action(s) will be monitored to
resident plates. The Dietary Manger ensure the deficient practice will
. not recur, i.e., what quality
Wf)uld then hold the french toa.st sticks assurance program will be put
with one hand and cut them with the into place. Administrative
other. The Dietary Manager continued to Designeewill monitor freezer
prepare other plates with the same gloves temps daily and report any
he had touched the f h toast stick readings above 0
e. ad touc -e ¢ frenc oas SHCKS degreesFahrenheit to
with. The Dietary Manager did not Administrator immediately.
change gloves before touching the food. Freezer Temp Log and Trayline
The Dietary Manager also was observed will be monitored daily times 1
. f bottl dth week by Administrative Designee
pourn.lg Syrup from ? ottle and then and logform completed. Freezer
touching the food with the same gloves Temp Log andTray Line Audit
on. Tool will be completed 3 times a
week for one week then weeklyfor
. . . 6 months. Q.A. Committee will
When. interviewed 0.n 3/4/1‘5 at2:30 pm, reviewAudit Tools and determine
the Dlrector Of NurSIIlg lndlcated the frequency of further monitoring_
Dietary Manager should not have touched Administrative Designeewill
the food items while wearing the same monitor custodial cleaning log of
loves worn while touching tongs, plates kitchen daily and check for dust,
& ) g tongs, p ’ greaseand debris in the cited
and other items. areas and throughout entire
kitchen area. Dietician will
3.1-21()(3) completeDietary Safety and
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Sanitation Form upon each visit
and notify Administrator
ofconcerns. Battery Maintenance
Logfor Freezer and Walk-In
Cooler will be reviewed monthly
by AdministrativeDesignee. Q.A.
Committee willreview all logs from
Dietary Logs (Freezer Log, Tray
Line Audit Log), DieticianReport
(Dietary Safety and Sanitation
Form) and Maintenance Log
(CustodialDaily Log For Kitchen
and Battery Maintenance Logs
For Freezer and Walk-InCooler)
and determine frequency of
further monitoring.
F 463 483.70(f)
SS=D RESIDENT CALL SYSTEM -
Bldg. 00 | ROOMS/TOILET/BATH
The nurses' station must be equipped to
receive resident calls through a
communication system from resident rooms;
and toilet and bathing facilities.
Based on observation and interview, the F 463 04/04/2015
facility failed to ensure residents were 1.Describe wha!t _the fac"”Y did
. .. . to correct the deficient practicefor
provided a functioning call system device each client cited in the deficiency.
at the bedside for 1 of 19 residents whose Resident#18 call light was
call lights were observed. (Resident #18) replaced by maintenance
supervisor.
L. 2.Describe how the facility
Finding includes: reviewed all clients in the
facilitythat could be affected by
On 3/2/15 at 11:20 a.m., an observation the same deficient practice, and
was made in Room East 19 of Resident state, what actionsthe facility took
, . . . to correct the deficient practice
#18's bedside call light. The bedside call for any client the facilityidentified
light system failed to function properly. as being affected. No oneelse
was affected.
On 3/3/15 at 7:15 a.m., an observation 3. Describe the steps or systemic
was made in Room East 19 of Resident changes the facility has made or
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#18's bedside call light. The bedside call will make to ensure that the
light system failed to function properly. .deflme.nt pract.|ce dogs not recur,
including any in-services, but this
also should include any system
Staff was not aware Resident #18's call changes you made.
light system was not working properly. Maintenance departmentwill
On 3/3/15 at 7:15 a.m. CNA #2 continue to monitor call light
T . system weekly and record results
attempted to use the bedside call light on log sheet.
and indicated the system failed to 4. Describe how the corrective
function properly. action(s) will be monitored to
ensure the deficient practice will
. . not recur, i.e., what quality
During the Environmental tour, on 3/5/15 assurance program will be put
from 1:00 p.m. through 1:15 p.m., the into place.
Director of Maintenance indicated he had Maintenance supervisor
been informed by staff the call light isresponsible for ensuring call
" . | d had light system is working properly.
wasn't unctlonlng properly and ha Nursing staff willcontinue to fill
replaced the call llght cord. our repair slip and report any
problems with call light
3.1-19(u)(1) tomaintenance supervisor.
Administrator designeewiill
monitor repair logs as they occur
and check for accuracy in
completingrepairs. Q.A. will
monitor repairlogs and
completion of repairs quarterly
and determine if any problems
withcurrent monitoring system.
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