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F000000
This visit was for the recertification F000000 By submitting the enclosed
and State Licensure Survey material we are not admitting the
truth or accuracy of any specific
findings or allegations. We
Survey dates: February 12, 13, 14, reserve the right to contest the
17, 18, 19, 20, 2014 findings or allegations as part of
any proceedings and submit
Facility number: 000315 these responges pursuant to ogr
Provid ber: 155720 regulatory obligations. The facility
roviger numboer. requests the plan of correction be
AIM number: 100289030 considered our allegation of
compliance effective March 15,
Survey Team: 2014 to the state findings of the
annual survey conducted on
Dor(,)thy Waltts, RN, TC February 12, 13, 14, 17, 18, 19
Terri Wlallters, RN and 20, 2014.
Amy Wininger, RN
Census bed type:
SNF/NF: 44
Total: 44
Census payer type:
Medicare: 2
Medicaid: 36
Other: 6
Total: 44
These deficiencies also reflect state
findings cited in accordance with
410 1AC16.2
Quality review completed on February 24, 2014
by Jodi Meyer, RN
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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F000157
SS=D

483.10(b)(11)

NOTIFY OF CHANGES
(INJURY/DECLINE/ROOM, ETC)

A facility must immediately inform the
resident; consult with the resident's
physician; and if known, notify the resident's
legal representative or an interested family
member when there is an accident involving
the resident which results in injury and has
the potential for requiring physician
intervention; a significant change in the
resident's physical, mental, or psychosocial
status (i.e., a deterioration in health, mental,
or psychosocial status in either life
threatening conditions or clinical
complications); a need to alter treatment
significantly (i.e., a need to discontinue an
existing form of treatment due to adverse
consequences, or to commence a new form
of treatment); or a decision to transfer or
discharge the resident from the facility as
specified in §483.12(a).

The facility must also promptly notify the
resident and, if known, the resident's legal
representative or interested family member
when there is a change in room or
roommate assignment as specified in
§483.15(e)(2); or a change in resident rights
under Federal or State law or regulations as
specified in paragraph (b)(1) of this section.

The facility must record and periodically
update the address and phone number of
the resident's legal representative or
interested family member.

Based on observation, interview,
and record review, the facility failed
to ensure the physician was notified
of a change in a resident's condition,
in that, the physician was not

F000157

The corrective action taken for
those residents found to have
been affected by the deficient
practice is that the clinical record
of the resident identified as
resident #29 has been reviewed.

03/15/2014
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notified of the onset of confusion The physician and the resident's
and/or discomfort for 1 of 3 resdp‘;”Z'b'e &aﬁy h,zve t?ee” .
. . . . updated on the resident's curren
residents with an indwelling catheter cgndition and plan of care. The
(ReSIdent #30) and falled tO nOtIfy nurses responsib|e for the
the physician and family of a identified documentation have
deterioration in the condition of a received one on one education on
resident's pressure area for 1 of 4 facility practice of physician and
ident . d f family notification.The corrective
resiaents rev_lewe Oor pressure action taken for those residents
ulcers. (Resident #29) having the potential to be affected
by the same deficient practice is
Findings include: that a house wide review of each
resident's nurses notes has been
) completed. No other residents
1. C_)n 02/17/14 at 8:30 A.M., ] ) were identified to have been
Resident #30 was observed lying in affected by this deficient
bed with closed eyes. At thattime, a practice.The measures that have
catheter drainage bag was observed been put into place to ensure the
hanaing on the bed frame deficient practice does not recur
ging ' is that a mandatory in-service has
been provided for all licensed
The clinical record of Resident #30 nurses on the acceptable
was reviewed on 02/17/14 at 12:00 standards of practice as it relates
P.M. The record indicated the to :?FVS;,C'a” f”d reiF’O”S'b,'etEa”V
. . . notification of any change in the
diagnoses of Regdent #30 mclgded, resident's condition and plan of
but were not limited to, dementia, care.The corrective action taken
anxiety, and urinary retention. to monitor to assure compliance
is that a Quality Assurance tool
The most recent Quarterly MDS rnlesazl’izvgorziﬁi?onrdchanges
(Minimum Data .Se.t Assessm?nt) in condition of residents to ensure
dated 11/22/13 indicated Resident physician and responsib|e party
#30 experienced moderate cognitive notification has been completed
impairment. The MDS further in accordance W|th accep’FabIe
indicated, Resident #30 received standards of practice. This tool
. . - . . will be completed by the Director
antl'-anX|ety medications ro'utlnely of Nursing and/or her designee
during the assessment period. weekly for four weeks, then
monthly for three months and
A Physician's Telephone Order then quarterly for three quarters.
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dated 02/04/14 indicated an order
was received to anchor an indwelling
catheter for urinary retention.

A Care Plan dated 02/04/14
indicated a problem of, "requires
indwelling f/c

(catheter) r/t (related to) urinary
retention” with interventions that
included, but were not limited to, "1.
observe for ...confusion, c/o
(complaint of) abd (abdominal)
...pain...2. keep MD (Medical
Doctor) informed of any changes..."

A nurse's note dated 02/07/14 at
2200 (10:00 P.M.) indicated, "Res
(Resident) increased confusion this
evening. Trying to stand up
unassisted several times stating 'l
have to p**(urinate)." When
reminded ... has a catheter "l have
to p***." Sat on bedside commode,
no results." The note lacked any
documentation the physician had
been notified of Resident #30's
confusion and/or abdominal
discomfort.

A nurse's note dated 02/08/14 at
0430 (4:30 A.M.) indicated, "Res
continues to both use call light at
times et (and) at times attempts to
get up out of bed unassisted. States
she is pregnant et needs to get up

The results of the tool will be
reviewed at the facility Quality
Assurance meeting to determine
if additional action is warranted.
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CNA assisted res to w/c (wheelchair)
et res is sitting in first floor lobby at
this time. Immediately c/o wanting
to go to bed. Asks "Why are you
making me sit here? | want to go to
bed." The note lacked any
documentation the physician had
been notified of Resident #30's
confusion and/or abdominal
discomfort.

A nurse's note dated 02/08/14 at
0530 (5:30 A.M.) indicated, "... Res
continues to try to stand up
unassisted from reclining chair.
States "l need to p**." Shown et
explained ... has catheter in place.
States 'Then | have to s***, I'm going
to s*** (Bowel Movement)
everywhere.' Toileted no results.
(Resident #30) Asks why we have
(Resident #30) ... sitting there.
Reminded ... has attempted many
times et continues to attempt to
stand unassisted et that is unsafe ...
at this time ... needs 1-2 assist...."
The note lacked any documentation
the physician had been notified of
Resident #30's increasing confusion
and/or abdominal discomfort.

A nurse's note dated 02/08/14 at
0700 (7:00 A.M.) indicated, "... res
yelling out "Hey Hey Hey' Res
sitting in reclining chair requesting to
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go to bed. Reminded its close to
time for breakfast ... needs to wait
for breakfast. Res attempts to pull
catheter out, encouraged to leave
cath (catheter) bag on w/c..." The
note lacked any documentation the
physician had been notified of
Resident #30's continued confusion
and/or discomfort.

A nurse's note dated 02/08/14 at
0725 (7:25 A.M.) indicated, "...Res
sitting in recliner yelling out help help
help trying to stand up et scooting
self to edge of chair. Resident
refused drink when offered...staff
assist of 2 (two) with transfer to w/c
to go in dining room for breakfast..."
The note lacked any documentation
the physician had been notified of
Resident #30's confusion and/or
discomfort.

A nurse's note dated 02/08/14 at
0800 (8:00 A.M.) indicated, " Res
has been toileted prior to breakfast,
ate few bites of cereal et then
stating, "l need to go, | have to go
p**." Explained tores ... has a
catheter. Res propelling self away
from table in w/c grabbing @ (at)
catheter. Staff assisted res to table
again et assist with enc (encourage)
to eat more breakfast., ate 50% et
drank 240 cc (cubic
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centimeter)...taken to toilet again et
lay down per 2 assist..." The note
lacked any documentation the
physician had been notified of
Resident #30's confusion and/or
discomfort.

During an interview on 02/19/14 at
3:00 P.M., the DON (Director of
Nursing) indicated a specific policy
could not be provided, but it was
facility practice for the physician to
be notified if a resident with an
indwelling catheter exhibited signs
that included, but were not limited to,
confusion and/or abdominal
discomfort.

2. The clinical record of Resident
#29 was reviewed on 2/18/14 at
3:05 P.M. The record indicated the
diagnoses of Resident 29 included,
but were not limited to, dementia,
depression, schizophrenia, Baretis
Esophagitis.

The Care Plan: "...At Risk For
Pressure Ulcers... Interventions...2.
Notify Md Of Any Changes...."

Page 1. The Pressure Ulcer
Condition Monitoring Sheet
indicated on 1/16/14 the Stage 2
pressure area to the left buttock
measured 0.5 cm by 0.5 cm. The
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treatment progress note read:
"Xenoderm healing"

Page 2. The Pressure Ulcer
Condition Monitoring Sheet
indicated on 1/23/14 the Stage 2
pressure area to the left buttock
measured 1cm by 0.7 cm. The
treatment progress note read:
"deteriorated"

Page 3. The Pressure Ulcer
Condition Monitoring Sheet
indicated on 1/30/14 the Stage 2
pressure area to the left buttock
measured 0.6 cm by 0.4 cm. The
treatment progress note read:
"improved"

Page 4. The Pressure Ulcer
Condition Monitoring Sheet
indicated on 2/13/14 the Stage 2
pressure area to the left buttock
measured 1 cm by 1 cm. The
treatment progress note read:
"deteriorated"

Nursing progress notes dated
1/23/14 were reviewed on 2/18/14 at
3:00 P.M. Documentation was
lacking concerning the notification of
Resident #29's physician and family
in regards to the deterioration of a
Stage 2 pressure ulcer.
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No Nursing progress notes were
recorded for 2/13/14. Documentation
was lacking to indicate Resident
#29's physician and family had been
notified of the pressure area.

During an interview with the
Assistant Director of Nursing
(ADON) on 2/18/14 at 3:05 P.M., the
ADON indicated that whenever a
resident experienced a change in
their condition the physician and
family should be notified and the
notification should be documented in
the nurses' notes. The ADON
indicated she did not see the
notification documented in Resident
#29's nurses' notes.

The facility's policy and procedure
for Physician Notification was
provided by the Director of Nursing
and reviewed on 2/18/14 at 4:30
P.M. The policy read as follows:
"...Itis the facility policy that each
resident's physician is promptly
informed concerning any significant
event, change of condition or need
of possible treatment for the
resident. It is the responsibility of the
licensed nurse to keep the physician
informed and document in the
clinical record each notification of
the physician...."
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F000225
8§S=D

483.13(c)(1)(ii)-(iii), (c)(2) - (4)
INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS

The facility must not employ individuals who
have been found guilty of abusing,
neglecting, or mistreating residents by a
court of law; or have had a finding entered
into the State nurse aide registry concerning
abuse, neglect, mistreatment of residents or
misappropriation of their property; and report
any knowledge it has of actions by a court of
law against an employee, which would
indicate unfitness for service as a nurse aide
or other facility staff to the State nurse aide
registry or licensing authorities.

The facility must ensure that all alleged
violations involving mistreatment, neglect, or
abuse, including injuries of unknown source
and misappropriation of resident property
are reported immediately to the
administrator of the facility and to other
officials in accordance with State law
through established procedures (including to
the State survey and certification agency).

The facility must have evidence that all
alleged violations are thoroughly
investigated, and must prevent further
potential abuse while the investigation is in
progress.

The results of all investigations must be
reported to the administrator or his
designated representative and to other
officials in accordance with State law
(including to the State survey and
certification agency) within 5 working days of
the incident, and if the alleged violation is
verified appropriate corrective action must
be taken.

F000225

The corrective action taken for

03/15/2014
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Based on interview and record those residents found to have
review, the facility failed to ensure been affected by the d_ef'c"?”t
llegations of abuse were practice is that the resident's
:a 9 ) ] identified as residents #27, #23
immediately reported to the Indiana and #10 did not have any
State Department of Health for 3 of negative outcome as a result of
p
3 a”egations of abuse reports not notifying the Indiana State
reviewed. (Resident #27, Resident Department of health
#23 Resident #10 immediately. The allegations
» Residen ) were reported to ISDH within 24
hours. Administration has now
Findings include: been educated on the need to
notify ISDH promptly upon
1.0n 2/12/14 at 12:25 P.M.. the identifying any allegation of
T ' B abuse.The corrective action taken
Adm'n'_Strator was mad? aware of for the other residents having the
allegations of abuse voiced by potential to be affected by the
Resident #27. The Administrator same deficient practice is that all
was made aware of the allegation of residents have the potential to be
affected however there have
a male nurse had answered her call .
] ] . . o been on other allegations of
light on night shift and "raised Cain abuse reported to the
with her. The resident thought he administrator at this time.The
was going to hit her. He took the measures that have been put into
call bell away. The resident place to ensure the deficient
. ' practice does not recur is that the
Indl(_;ated She haf’ reported to the facility has revised their policy
resident indicated the nurse still include prompt notification of all
works here and he's real nice since. other officials in accordance with
Can't remember nurse's name state law (including to the State
H d b h ) survey and certification agency).
appen.e maybe a month ago. The facility has conducted a
She indicated she thought the SSD mandatory in-service for all staff
had talked to the nurse. Also voiced on the revised policy and
a problem about her Tylenol procedure.The corrective action
medication that was ordered every 4 taken to monitor o assure
. compliance is that the facility has
hogrs for Pa'n and the nurse had implemented the practice that all
indicated it was every 6 hours for allegations of abuse will be
pain. Resident indicated it had reviewed at the daily
happened when the nurse had first management meeting to ensure
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started and happened one time.

Also reported to the Administrator on
2/12/14 at 12:25 P.M., that Resident
#27 indicated a month or 2 ago in
the lobby at TV area the resident
was in her chair and would raise her
hands to get help from staff at the
nurses' station. She indicated staff
at nurses' station would not look at
her and help. She indicated the
staff was young girls who were
talking and laughing. She indicated
it had happened a lot of times.
Doesn't think she told any staff
about the incident. She indicated
that staff was better now. She
indicated she had been indicating to
staff she had to go to the bathroom.

On 2/17/14 at 3:55 P.M., an incident
report sent to the Indiana State
Department of Health (ISDH) on
2/12/14 at 5:37 P.M., was reviewed.
The report indicated Resident #27
had reported an incident and the
incident date was unknown.
Resident's diagnoses listed were
"Tremors, Hypertension, Idiopathic
Hypertrophied subaortic stenosis,
Ataxia, type 11 Diabetes, chronic
Low Back Pain, Heart Failure,
Vascular Disease, Parkinson,
Moderate Cataracts, Bi-Polar
Disorder with Psychotic Features,

that all components of the revised
abuse policy have been
completed timely, including the
prompt notification of all
allegations of abuse to other
officials in accordance with state
law, including to the State survey
and certification agency.
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Obsessive Compulsive Disorder."

"Brief description of Incident: During
an interview with a state surveyor
the resident reported that a male
nurse answered her call light and
was mean to her. She also reported
that he would not give her Tylenol
which she said she was suppose to
have it every 4 hours. Resident
claims she reported this to (Social
Service Director's name), Social
Service Director..."

On 2/17/14 at 3:55 P.M., staff and
resident interviews regarding the
allegation were reviewed also at that
time. Documentation by the SSD
dated 2/12/14, indicated she had not
been not notified of any complaints
or concerns by Resident #27. The
only staff documented interviews (on
2/12/14) included in the investigation
were from 2 staff working on the unit
where Resident #27 resided. These
interviews were from CNA #15 and
LPN #9.

2. On 2/17/14 at 3:55 P.M., an
incident report sent to the Indiana
State Department of Health (ISDH)
on 2/12/14 at 5:43 P.M. was
reviewed. The report was in regards
to Resident #23.

The report indicated:
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"...Brief Description of Incident:
During an interview with a state
surveyor the resident claims that
when she is up in lobby she raises
her hand to ask for help to use the
bathroom and no one helps her. Did
not give specific date or time.

On 2/18/14 at 10:55 A.M., an
incident report with an incident date
of 1/1/14 at 6:45 A.M., was sent to
the Indiana State Department of
Health (ISDH) on 1/2/14 at 10:04
A.M., was reviewed.

The report indicated: "...Brief
Description of Incident: Resident
#23 (resident's name) stood up
setting off his chair alarm. CNA #2
was assisting Resident #23
(resident's name) to sit down.
Resident #10 (resident's name)
struck resident (Resident #23) on
the shoulder. Resident #23
(resident's name) struck Resident
#10 (resident's name) on the arm.

3. On 2/12/14 at 2:00 P.M., the
facility's abuse policy entitled "Abuse
Policy" (no policy date) was
received and reviewed. The policy
included but was not limited to: "... If
an allegation/suspension of abuse is
noted the Administrator will be
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notified immediately and the facility
abuse procedure will be
implemented.

The facility must ensure that all
alleged violations involving
mistreatment, neglect or abuse,
including injuries of unknown source
or misappropriation of resident
property are reported immediately to
the Administrator of the facility and
to other officials in accordance with
State law through established
procedures (including to the State
Survey and Certification Agency)."

On 2/18/14 at 4:15 P.M,, the
Administrator was interviewed
regarding the 3 allegations of abuse
reports reviewed. The Administrator
was made aware that all 3
allegations had not been reported
immediately to the state agency. He
indicated he had thought the
allegation had to be reported to the
state agency within 24 hours of the
Administrator notification of the
allegation.

On 2/18/14 at 4:15 P.M,, the
Administrator was also made aware
a thorough investigation was lacking
in regard to the interviewing of staff
members regarding the night shift
nurse allegation. Two nursing staff
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(CNA #15 and LPN #9) who had
been working on day shift 2/12/14
when the allegation was reported,
were the only staff interviewed. The
Administrator indicated that CNA
#15 and LPN #9 (who had been
interviewed) had worked with LPN
#10 in the past. The Administrator
indicated he would interview more
staff on different shifts.
3.1-28(c)
F000226 | 483.13(c)
SS=D DEVELOP/IMPLMENT ABUSE/NEGLECT,
ETC POLICIES
The facility must develop and implement
written policies and procedures that prohibit
mistreatment, neglect, and abuse of
residents and misappropriation of resident
property.
F000226 The corrective action taken for 03/15/2014
Based on interview and record those residents found to have
. - . been affected by the deficient
rewew,. j[h(::‘ facility faﬂe_d tg epsure practice is that the residents
the faC”'ty s abuse p0||Cy indicated identified as residents #27, #23
the state agency was notified and #10 did not have any
promptly of an allegation of abuse negative outcome as a result of
and/or the policy was incomplete not notifying the Indiana State
d did I ired Department of Health
and did cover all require immediately. The allegations
componets for were reported to ISDH within 24
3 of 3 reported allegations of abuse hours. Administration has now
reviewed. been educated on the need to
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Findings include:

The facility's abuse policy entitled
"Abuse Policy" (no policy date) was
received and reviewed on 2/12/14 at
2:00 P.M. The policy indicated:

"Each resident has the right to be
free from abuse, corporal
punishment, and involuntary
seclusion. Residents must not be
subjected to abuse by anyone,
including, but not limited to, family,
facility staff, other residents,
consultants or volunteers, staff of
other agencies servicing the
residents and family members or
legal guardians, friends, or other
individuals.

ABUSE: means the willful infliction
of injury, unreasonable confinement,
intimidation, or punishment with
resulting physical harm, pain or
mental anguish. This includes
residents in a coma.

The (sic) are 5 types of abuse:
Verbal, Sexual, Physical, Mental and
Involuntary seclusion.

Prevention includes but not limited
to proper screening prior to hire, new
employee education, annual and

notify ISDH promptly upon
identifying any allegation of
abuse.The corrective action taken
for the other residents having the
potential to be affected by the
same deficient practice is that all
residents have the potential to be
affected however there have
been no other allegations of
abuse reported to the
administrator at this time.The
measures that have been put into
place to ensure that the deficient
practice does not recur is that the
facility has revised their policy
and procedure on abuse to
include prompt notification of all
other officials in accordance with
state law (including to the State
survey and certification agency).
The facility has conducted a
mandatory in-service for all staff
on the revised abuse policy and
procedure.The corrective action
taken to monitor compliance is
that the facility has implemented
the practice that all allegations of
abuse will be reviewed at the daily
management meeting to ensure
that all components of the revised
abuse policy have been
completed timely, including the
prompt notification of all
allegations of abuse to other
officials in accordance with state
law, including to the State survey
and certification agency.
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on-going education and family
Notification upon admission.

If an allegation/suspension of abuse
is noted the administrator will be
notified immediately and the facility
abuse procedure will be
implemented.

The facility must ensure that all
alleged violations involving
mistreatment, neglect or abuse,
including injuries of unknown source
or misappropriation of resident
property are reported immediately to
the administrator of the facility and
to other officials in accordance with
State law through established
procedures (including to the State
Survey and Certification Agency)."

On 2/17/14 at 3:55 P.M., an incident
report sent to the Indiana State
Department of Health (ISDH) on
2/12/14 at 5:37 P.M. was reviewed.

"Brief description of Incident: During
an interview with a state surveyor
the resident reported that a male
nurse answered her call light and
was mean to her. She also reported
that he would not give her Tylenol
which she said she was suppose to
have it every 4 hours. Resident
claims she reported this to (Social
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Service Director's name), Social
Service Director..."

On 2/17/14 at 3:55 P.M., staff and
resident interviews regarding the
allegation were reviewed also at that
time. Documentation by the SSD
dated 2/12/14, indicated she had not
been not notified of any complaints
or concerns by Resident #27. The
only staff documented (2/12/14)
interviews included in the
investigation were from 2 staff
working on the unit where Resident
#27 resided. These interviews were
from CNA #15 and LPN #9.

On 2/17/14 at 3:55 P.M., an incident
report sent to the Indiana State
Department of Health (ISDH) on
2/12/14 at 5:43 P.M. was reviewed.
The report indicated:

"...Brief Description of Incident:
During an interview with a state
surveyor by the resident claims that
when she is up in lobby she raises
her hand to ask for help to use the
bathroom and no one helps her. Did
not give specific date or time.

On 2/18/14 at 10:55 A.M., an
incident report with an incident date
of 1/1/14 at 6:45 A.M., was sent to
the Indiana State Department of
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Health (ISDH) on 1/2/14 at 10:04
A.M., was reviewed.

The report indicated: "...Brief
Description of Incident: Resident #
23 (resident's name) stood up
setting off his chair alarm. CNA #2
was assisting Resident #23
(resident's name) to sit down.
Resident #10 (resident's name)
struck resident (Resident # 23) on
the shoulder. Resident #23
(resident's name) struck Resident
#10 (resident's name) on the arm..."

On 2/18/14 at 4:15 P.M,, the
administrator was interviewed
regarding the 3 allegations of abuse
reports reviewed. The administrator
was made aware that all 3
allegations had not been reported
immediately to the state agency. He
was also made aware the facility's
abuse policy did not include the time
period required for the state agency
notification. The administrator
indicated the facility's abuse policy
had been redone (no date given).
He indicated the previous policy had
included conflicting information after
updates had been added to the
policy. He indicated the facility
developed the current policy to
simplify for employee use.
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F000282
SS=E

On 2/18/14 at 4:15 P.M,, the
administrator was also made aware
the facility's abuse policy lacked
procedures to ensure a thorough
investigation of allegations.
Procedures were lacking in regard to
the screening, training, prevention,
identification, investigation,
protecting and reporting to ensure a
thorough investigation of allegations.
The administrator indicated the
facility had simplified the new abuse
policy to help employees to
understand and utilize.

3.1-28(a)

483.20(k)(3)(ii)

SERVICES BY QUALIFIED PERSONS/PER
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, interview,

F000282

The corrective action taken for
those residents found to have

03/15/2014
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and record review the facility failed
to ensure care was provided
according to the care plan, in that,
an alternating air mattress was not
used according to manufacturer's
instruction for 1 of 3 residents who
met the criteria for review of
pressure ulcers (Resident #13), a
breathing treatment was not
administered within the time frame
identified by the physician's plan of
care for 1 of 11 residents reviewed
during medication administration.
(Resident #57), and residents were
not transferred and/or ambulated
according to the plan of care for 1 of
2 residents reviewed for transfers
and 2 of 2 residents who met the
criteria for review of falls. (Resident
#29, Resident #37, Resident #56).

Findings include:

1. Resident #13's clinical record
was reviewed on 2/13/14 at 3:30
P.M. His clinical record indicated he
had been admitted to the facility in
12/1/76. Diagnoses included but not
were not limited to, cerebral palsy
with left hemiplegia, seizure
disorder, mental retardation, and
peripheral vascular disease. A
Braden skin scale assessment
completed on 2/4/14, indicated a

been affected by the deficient
practice is that the alternating air
mattress utilized for the resident
identified as resident #13 has

its controls set in accordance with
the manufacturer's guidelines.
The manufacturer recommended
settings have now been included
in the physician's orders for the
air mattress and are being
checked by the nurses each shift
to ensure compliance. The
nurses are documenting this
validation on the resident's
treatment record. The air
mattress control settings have
also been included on the
resident's care plan.The
corrective action taken for those
residents found to have been
affected by the deficient practice
is that the physician of resident
#57 has been contacted and a
clarification order has been
obtained. Resident #57 is now
receiving breathing treatments
within the time frame established
by the physician's plan of
care.The corrective action taken
for those residents found to have
been affected by the deficient
practice is that the resident
identified as resident #29 has
been reviewed to determine her
current needs as it relates to
transfers. The resident still
requires the assist of two staff
members for transfers. The CNA
identified as CNA #2 has received
one on one education on the
importance of checking daily each
resident's closet worksheet to
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total score of 15. A total score of 12 ensure care is being provided in
or less represented a high risk for accordance with the resident's
current needs. The corrective
pressure sores. action taken for those residents
found to have been affected by
On 2/18/14 at 8:45 A.M., incontinent the deficient practice is that the
care was being provided by CNA nurse identified as ambulating
#15 and CNA #6. At that time an resident #37 at the time of the
o resident's fall on 2/4/14 has
open superficial area of the left received one on one education on
lower buttock/thigh approximately the importance of following each
the size of a quarter and an open resident's care plan as it relates
superficial area of the inner right to the number of staff members
buttock approximately the size of a required for transfers/ambulation.
. The nurse was reminded that this
nickel was observed. information is recorded on the
closet worksheet in each
A care plan initiated on 8/22/13, resident's room as a quick
addressed the problem of "...at risk reference tool to aide in providing
for pressure areas r/t impaired bed f:;ﬁ,;"n?f;?;iagf sa\lrv;h?:: "
mobility, PVD (peripheral vascular corrective action taken for those
disease), bowel incontinence, and residents found to have been
hx (history) of pressure ulcers." .affected by the deficient practice
Interventions included but were not is that thslc?'AtWho ;"’a§ "
. . . responsible for transferring the
limited to, fo'am g'el cushion to chair, resident identified as resident #56
Other care plans dated 2/2/14, 2/17/14 has received one on one
indicated a skin problem of the right education on the importance of
gluteal fold, and 2/13/14 care plan Elr;z?el?nw%?ka:gez"tﬂ?: gizf;”é:re
indicated a S_k'n probler.n of a left is being provided in accordance
upper posterior thigh blister and a with the resident's current needs
left posterior thigh blister. as it relates to
Interventions included, but were not transfers/ambulation. The
limited to, pressure reducing corrective action taken for the
’ other residents having the
mattress and treatment as ordered. potential to be affected by the
same deficient practice is that a
On 2/17/14 at 8:57 A.M., Resident house wide audit has been
#13 was observed in bed on a conducted on all residents
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synergy air elite mattress. The utilizing air mattresses to ensure
controls of the bed indicated a blank the Cc;”"o' Set,tt'r':?: arein
. . accordance with the
section (not on) on the minute cycle manufacturer's guidelines. The
area of the control panel of the audit also consisted of placing the
mattress. The comfort control control settings on the treatment
section indicated 5 increments. records for the nurses to check
each shift and the care plans
. . have been updated to include the
On 2/18/14 at 1 1'2'5 AM., Res_ldent control settings as well. A house
#13 was observed in bed on his wide audit was also completed to
synergy air elite mattress. The review each resident with an
control of the bed displayed a blank order for breathing treatments to
section on the minute cycle section ensure treatments have been
scheduled in accordance with the
of the Contr(_jl pgngl. The comfort physician's plan of care. No other
control section indicated 5 discrepancies were identified
increments. During interview with during this audit. All nursing staff
LPN #3 at that time she indicated members were re-educated on
. . the importance of following the
the minute cycle section was blank o .
T ) resident's closet worksheet as it
(not on). She indicated she did not relates to the number of staff
know at what cycle the section required for assistance with
should be set . At that time CNA transfers/a.mbulati.on. In addition
#15 entered the room and was a house wide audit of the
ked about th ti fth resident's care plans was
asked about the se |!'19 ofthe conducted to ensure information
mattreSS Contr0| SeCtlon She on control settings for air
pushed the button of the cycle timer mattresses, breathing treatments,
section and the number 5 appeared. and the number of staff members
She indicated staff had told her it required for transfers/ambulation
hould b 5 be included on the resident's plan
shou eono. of care. The measures that have
been put into place to ensure that
On 2/19/14 at 8:16 A.M., Resident the deficient practice does not
#13 was observed in bed on a recur is that a mandatory
synergy air elite mattress. The in-service has been provided for
. . ] all nursing staff on the facility's
minute cycle section d|splayeq the practices as it relates to air
number 5. CNA #8 was interviewed mattresses, following the plan of
at that time. She indicated care related to breathing
Resident #13 has had the mattress treatments and following the care
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for years. She indicated a wound plan as it relates to the number of
nurse who used to work at the staff required for safe
facility had indicated to "kee transfers/ambulation for each
y . . ) p resident. The nurses were also
alternating on" which she indicated educated on updating the
was the minute cycle section of the resident's care plan with any
control area of the mattress. The changes in these areas. The
minute cycle section displayed the corrective action taken to monitor
ber 5. Th fort trol to assure compliance is that a
num_ er_ t € com ort contro Quality Assurance tool has been
section indicated 5 increments. deve]oped and imp|emented to
monitor compliance as it relates
On 2/19/14 at 9:50 A.M., the to the use of air mattresses,
Director of Nursing (DON) was administration of breathing
. . . . . treatments and
|nterV|e\.Ned r.egardmg the resident's transfers/ambulation being
alternating air flow mattress. She provided in accordance with the
was made aware that physician's resident's plan of care. This tool
orders and care plan lacked will be completed by the Director
. L . f Nursi d/or her desi
documentation of setting information O NUISING ancior ner cesianee
. . . weekly for four weeks, then
and instructions for the alternating monthly for three months and
air flow mattress. She indicated she then quarterly for three quarters.
did not know at what setting the The results of the tool will be
mattress should be set. She reviewed at the facility Quality
. o Assurance meeting to determine
indicated for most Hill-Rom type if additional action is warranted.
mattresses she "thought 6 was a
standard setting." She also
indicated "Shouldn't be turned off."
She indicated she was going to ask
the maintenance staff for the
mattress manufactures's guidelines.
On 2/19/14 at 10:25 A.M., a user
manual for the synergy air elite
mattress low airloss alternating
therapy system was received. The
manual included, but was not limited
to, an alternating therapy mode
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section which included, "...to start
the Alternating Therapy mode, do as
follows: 1. Press the Alternate
control. The alternate indicator
comes on. 2. To set the necessary
cycle time interval of the therapy,
press the Cycle Timer control to
adjust the cycle timer setting in 5
minute increments betweeen 5
minutes and 95 minutes..."

2. On 2/17/14 at 10:05 A.M., LPN
#10 was observed providing a
nebulizer treatment of
Ipratopium/albuterol (1 vial) to
resident #57.

On 2/17/14 at 11:15 A.M., Resident
#57's clinical record was reviewed.
His admission physician admission
orders dated 2/14/14, included, but
were not limited to, an order for
"Albuterol/lpratropium 3 ml HHN
(hand held nebulizer) q (every) 6 (0
degree symbol for hours) while
awake." 9:00 A.M.,1:00 P.M., 5:00
P.M., and 9:00 P.M., medication
times were listed.

On 2/17/14 at 11:30 A.M., Resident
#57's February 2014 medication
record (MAR) was reviewed. The
MAR included, but was not limited
to, the medication
Ipratropium/albuterol solution for
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HHN q 6 hours while awake.
Medication times were 9:00 A.M.,
1:00 P.M., 5:00 P.M., and 9:00 P.M.
Documentation indicated the
treatment had been given starting on
2/14/14 at 5:00 P.M., for the times
listed thru 2/17/14 at 9:00 A.M.

On 2/17/14 at 2:55 P.M., during
interview with the Director of Nursing
(DON), she was made aware of the
nebulizer treatment being given
every 4 hours while awake and not
every 6 hours while awake as the
2/14/14 physician order indicated.
She indicated at that time she
thought the treatment should be
given every 4 hours while awake.
She indicated she would check with
the physician.

On 2/17/14 at 3:20 P.M., the DON
indicated she had spoken to the
physician and the physician
indicated he didn't feel it was a
medication error but a transcript
error. She indicated the physician
didn't want the resident awakened
for treatment if sleeping.

On 2/19/14 at 10:25 A.M., the DON
provided a facility policy entitled
"Admission of the Resident (policy
date 10/98). The policy was
reviewed at that time and did not

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

G73G11 Facility ID:

000315 If continuation sheet Page 28 of 63




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

PRINTED: 03/18/2014
FORM APPROVED
OMB NO. 0938-0391

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

155720

A. BUILDING 00

B. WING

NAME OF PROVIDER OR SUPPLIER

PROVIDENCE HOME HEALTH CARE CENTER

X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY

COMPLETED
02/20/2014

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

520 W 9TH ST
JASPER, IN 47546

(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

include medications.

3. During an observation on 2/19/14
at 8:45 A.M., Resident #29 was
observed in her room, on the 2nd
floor of the facility, seated in her
Geri-chair. Resident #29 was lifted
to her feet from her Geri-chair, then
pivoted and seated on her bed by
CNA #2. Resident #29 groaned as
she was being lifted by CNA #2 from
her Geri-chair to the bed.

During an interview with CNA #2 on
2/19/14 at 8:50 A.M., CNA #2
indicated she always transferred
Resident #29 by herself. CNA #2
indicated the closet work sheet
located on the resident's closet door
informed CNA's how many people
are needed to assist with resident
transfers. CNA #2 opened the
closet door and pointed to the
section on the paper labeled
transfers. CNA #2 asked, "Oh when
did that change? | didn't know that."
CNA #2 indicated that the closet
report sheet indicated 2 people were
needed to assist with the transfer of
Resident #29, but CNA #2 thought
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to transfer.

(Minimum Data
dated 10/31/13

2/19/14 at 8:50

an interview, at

which included,

chair in front of

Resident #29 required only 1 person

The most recent Quarterly MDS

Set Assessment)
indicated Resident

#30 required the extensive assist of
two staff for transfers.

An undated, untimed closet report,
(notification report form located in
the resident's closet which was used
by staff to identify a resident's areas
of need and the amount of
assistance required by that resident
for their activities of daily living), for
Resident #29 was reviewed on

A.M. ltread as

follows: "Transfer 2 assist". During

that time, the ADON

(Assistant Director of Nursing)
indicated the closet reports were not
dated or timed when revised.

The clinical record for Resident #28
was reviewed on 2/19/14 at 11:06
A.M. The record indicated Resident
#28 was admitted on had diagnoses

but were not limited

to, dementia, anemia, depression,
schizophrenia osteoporosis.

4. Resident #37 was observed on
02/12/14 at 11:02 A.M. sitting in a

the nurses' station
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on the 2nd floor of the facility

The "Incident/Accident Form" dated
2/4/14 was reviewed on 2/18/14 at
11:10 A.M. The form read as
follows: "...Time Occurred:
0530...Type of incident: Fall,
assisted...What was the resident
doing at the time of the accident?
walking down the hall with nurse and
decided to sit down on floor..."

The Physical Therapy Screen Form
dated 2/4/14 read as follows:
"...Comments: resident was walking
in hall with staff (nursing) and sat
down stating he was done with
walking no injury. Pt (patient) amb's
(ambulates) with HHAx2 ((hand held
assistance of 2 persons)..."

The Clinical record for Resident #37
was reviewed on 2/18/14 at 10:06
A.M. The medical record indicated
Resident #37 had diagnoses which
included, but were not limited to,
unsteady gait, history of burns to
upper torso, legally blind, IDDM
(insulin dependent diabetes
mellities) major depression with
reccurent psychotic features.

The MDS (Minimum Data Set)
assessment, dated 12/19/13,
indicated Resident #37 had severe
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tired of walking

walking hall..."

facility.

cognitive impairment. Resident #37
required a 2 person assist with
transfers and ambulation.

The Care Plan for Resident #37,
dated 1/27/14, Risk for Falls read as
follows: "Interventions...9. up with
two assist for ambulation (na,n)
(nursing assistant, nurse)"

The Nurse's Notes dated 2/4/14,
0535, read as follows:"Res(resident)
fell At 0530 (5:30 A.M.) on floor in
hallway. Res was assisted to the
floor by this nurse. res stated he was

and sat down on

floor...Alarms were in place but not
able to be used since resident

The closet report, (notification report
form which was located in the
resident's closet and used by staff to
identify a resident's areas of need
and the amount of assistance
required by that resident for their
activities of daily living), for Resident
#37 was reviewed on 2/19/14 at
8:05 A.M. ltread as follows:
"Transfer 2 assist".

5. Resident #56 was observed on
02/17/14 at 10:12 a.m., lying in her
Gerrichair, in the dayroom, in front of
the TV, on the first floor of the
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An "Incident/Accident Form" for
Resident #56 dated 2/17/14, was
reviewed on 2/19/14 at 11:15 A.M.
The form read as follows: "...Time
Occured: 1930 (7:30 P.M.)...Type of
incident: assisted fall, ...\WWhat was
the resident doing at the time of the
accident? Transfering to bed..."

The Clinical record for Resident #56
was reviewed on 2/18/14 at 10:06
A.M.

The record indicated Resident #56
was admitted to the facility on
1/16/14. Resident #56 had
diagnoses which included, but were
not limited to, the following:
gastroesophegeal reflux disease,
hypertension, severe dementia.

The nurse's noted were reviewed on
2/18/14 at 4:36 P.M. The nurse's
notes read as follows: "2/17/14
1930 (7:30 P.M.) Resident being
transfered to bed at this time,
resident grabbed onto bedrails and
would'nt release bedrail so she
could transfer appropriately.
Resident assisted to the floor by
CNA with no injuries noted..."

The closet report, (notification report
form located in the resident's closet
which is used by staff to identify a
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residents areas of need and the
amount of assistance required by
that resident for their activities of
daily living), for Resident #56 was
reviewed on 2/19/14 at 8:05 A.M. It
read as follows: "Transfer 2 assist".

During an interview with the ADON
on 2/19/14 at 11:15 A.M., the ADON
indicated Resident #56 was being
tranfered to her bed by one staff
person when the fall occurred. The
ADON further indicated that the
closet report sheet read that the
resident should have been
transfered with the assitance of 2
staff members.

A Care Plan for Falls dated 01/29/14
lacked any documentation related to
the assistance Resident #56
required for transfers.

During an interview with PT#1 on
2/19/14 at 10:57 A.M., PT#1
indicated Resident #56 required the
assistance of 2 people when being
transfered because Resident #56
was too unpredictable. PT#1
indicated Resident #56 was on the
Physical Therapy (PT) workload and
PT was working on standing and
pivoting, but PT#1 indicated
Resident #56 required 2 people
assisting to stand and pivot.
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During an interview with the Director
of Nursing (DON) on 2/19/14 at
10:33 A.M., the DON indicated the
facility did not have a specific policy
for transfering a resident. The
facility used the closet worksheet to
identify the method and the number
of staff members required to assist
with resident transfers and
ambulations.

3.1-35(g)(2)

483.25(d)

NO CATHETER, PREVENT UTI, RESTORE
BLADDER

Based on the resident's comprehensive
assessment, the facility must ensure that a
resident who enters the facility without an
indwelling catheter is not catheterized unless
the resident's clinical condition demonstrates
that catheterization was necessary; and a
resident who is incontinent of bladder
receives appropriate treatment and services
to prevent urinary tract infections and to
restore as much normal bladder function as
possible.

Based on observation, interview,
and record review, the facility failed
to ensure services were provided to
prevent complications of an
indwelling catheter, in that, a
resident with an indwelling catheter
experienced confusion and/or
abdominal discomfort and the

F000315

The corrective action taken for
those residents found to have
been affected by the deficient
practice is that the resident
identified as resident #30 has
been assessed as it relates to
complications with her Foley
catheter. The resident will
continue to be monitored every
shift for the potential for

03/15/2014
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catheter was not checked for complications and appropriate
complications, for 1 of 3 residents interventions are being taken
o . each shift based on the outcome
who met the criteria for. review of of each assessment of the
urinary catheters. (Resident #30) resident. The corrective action
taken for the other residents
Findings include: having the potential to be affected
by the same deficient practice is
. that each resident with a Foley
On 02/17/14 at 8:30 A.M., Resident catheter is being monitored each
#30 was observed lying in bed with shift by the nurse for the potential
closed eyes. At thattime, a catheter of any complications. Appropriate
drainage bag was observed hanging interventions will be provided
on the bed frame. based on the outcome of each
individual assessment of the
resident. The measures that
The clinical record of Resident #30 have been put into place to
was reviewed on 02/17/14 at 12:00 ensure the deficient practice does
P.M. The record indicated the not recur is that the facility has
diagnoses of Resident #30 included, implemented a new policy as it
L ) relates to assessment for
but were not limited to, dementia, complications with the use of a
anxiety, and urinary retention. Foley catheter. A mandatory
in-service has been provided for
The most recent Quarterly MDS all nursing staff on the new policy
. as it relates to monitoring for
(Minimum Data .Se.t Assessmgnt) signs and symptoms of
dated 11/22/13 indicated Resident complications in the use of a
#30 experienced moderate cognitive Foley catheter along with
impairment. appropriate interventions to treat
these potential complications.
C The corrective action taken to
A Physician’s Telephone Order monitor to assure compliance is
dated 02/04/14 indicated an order that a Quahty Assurance tool has
was received to anchor an indwelling been developed and implemented
catheter for urinary retention. to monitor for complications in the
use of a Foley catheter. This tool
will be completed by the Director
A Care Plan dated 02/04/14 of Nursing and/or her designee
indicated a problem of, "requires weekly for four weeks, then
indwelling f/c monthly for 3 months and then
(catheter) r/t (related to) urinary quarterly for three quarters. The
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retention” with interventions that
included, but were not limited to, "1.
observe for ...confusion, c/o
(complaint of) abd (abdominal)
...pain..."

A nurse's note dated 02/07/14 at
1830 (6:30 P.M.) "...Urine dk (dark)
amber f/c patent..."

A nurse's note dated 02/07/14 at
2200 (10:00 P.M.) indicated, "...Res
(resident) increased confusion this
evening. Trying to stand up
unassisted several times stating "
have to p** (urinate)." When
reminded (Resident #30) has a
catheter 'l have to p***." Sat on
bedside commode, no results..."
The note lacked any documentation
the indwelling catheter had been
checked for complications.

A nurse's note dated 02/08/14 at
0430 (4:30 A.M.) indicated, "...Res
continues to both use call light at
times et (and) at times attempts to
get up out of bed unassisted. States
she is pregnant et needs to get up.
CNA assisted res to w/c (wheelchair)
et res is sitting in first floor lobby at
this time. Immediately ¢/o wanting
to go to bed. Asks "Why are you
making me sit here? | want to go to
bed." The note lacked any

results of the tool will be reviewed
at the facility Quality Assurance
meeting to determine if additional
action is warranted.
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documentation the indwelling
catheter had been checked for
complications.

A nurse's note dated 02/08/14 at
0530 (5:30 A.M.) indicated, "... Res
continues to try to stand up
unassisted from reclining chair.
States 'l need to p**." Shown et
explained ... has catheter in place.
States "Then | have to s*** (Bowel
movement), I'm going to s***
everywhere." Toileted no results.
Asks why we have (Resident #30)
sitting there. Reminded ... has
attempted many times et continues
to attempt to stand unassisted et
that is unsafe ...at this time ...needs
1-2 assist. The note lacked any
documentation the indwelling
catheter had been checked for
complications.

A nurse's note dated 02/08/14 at
0700 (7:00 A.M.) indicated, "...res
yelling out "Hey Hey Hey ' Res
sitting in reclining chair requesting to
go to bed. Reminded its close to
time for breakfast ... needs to wait
for breakfast. Res attempts to pull
catheter out, encouraged to leave
cath (catheter) bag on w/c..." The
note lacked any documentation the
indwelling catheter had been
checked for complications.

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

G73G11 Facility ID: 000315 If continuation sheet

Page 38 of 63




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

PRINTED: 03/18/2014
FORM APPROVED
OMB NO. 0938-0391

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

155720

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

PROVIDENCE HOME HEALTH CARE CENTER

X2) MULTIPLE CONSTRUCTION

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

520 W 9TH ST
JASPER, IN 47546

00

X3) DATE SURVEY

COMPLETED
02/20/2014

(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

A nurse's note dated 02/08/14 at
0725 (7:25 A.M.) indicated, "...Res
sitting in recliner yelling out help help
help trying to stand up et scooting
self to edge of chair. Resident
refused drink when offered. Staff
assist of 2 (two) with transfer to w/c
to go in dining room for breakfast..."
The note lacked any documentation
the indwelling catheter had been
checked for complications.

A nurse's note dated 02/08/14 at
0800 (8:00 A.M.) indicated, "Res has
been toileted prior to breakfast, ate
few bites of cereal et then stating, 'l
need to go, | have to go p**.'
Explained to res ... has a catheter.
Res propelling self away from table
in w/c grabbing @ (at) catheter.
Staff assisted res to table again et
assist with enc (encourage) to eat
more breakfast, ate 50% et drank
240 cc. taken to toilet again et lay
down per 2 assist..." The note
lacked any documentation the
indwelling catheter had been
checked for complications.

During an interview on 02/19/14 at
2:30 P.M. the DON (Director of
Nursing) indicated a specific policy
could not be provided, but it was
facility practice to check an
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indwelling catheter for complications
if a resident exhibited signs that
included, but were not limited to,
confusion and/or abdominal
discomfort.
3.1-41(a)(2)
F000323 | 483.25(h)
SS=D | FREE OF ACCIDENT
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.
F000323 The corrective action taken for 03/15/2014
Based on observation, interview, those residents found to have
d d . the facility failed been affected by the deficient
and record review, the faci I y aile practice is that the CNA who was
to ensure adequate supervision responsible for transferring the
and/or the appropriate number of resident identified as resident #56
staff members,as identified by at the time of the assisted fall on
nursing, were used for transfers for 2/17/14 has received one on one
f . . education on the importance of
2 of 2 residents who melt the criteria checking daily each resident's
reviewed for falls. (Resident #56, closet worksheet to ensure care
Resident #37) is being provided in accordance
with the resident's current needs
. . . as it relates to
Findings include: transfers/ambulation. The
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resident's safety interventions are
. Residant #56 was observed on
02/1_7/14_at. 10:12 a.m., Iylng in her staff members during all
Geri-chair, in the dayroom, in front of transfers. The care plan has
the TV, on the first floor of the been updated to reflect the
facility. number of staff members needed
for transfers. The corrective
. . action taken for those residents
The Clinical record for Resident #56 found to have been affected by
was reviewed on 2/18/14 at 10:06 the deficient practice is that the
A.M. The medical record indicated nurse identified as ambulating
Resident #56 was admitted to the resident #37 at the time of the
facility on 1/16/14. Resident #56 had residents fall on 2/4/14 has
. . . received one on one education on
diagnoses which included, but were the importance of following each
not limited to, the following: resident's plan of care as it
gastroesophegeal reflux disease, relates to the number of staff
hypertension, severe dementia. members required for
transfers/ambulation. The nurse
. . was reminded that this
Fall 1. An "Incident/Accident Form" information is recorded on the
for Resident #56 dated 1/25/14 read closet worksheet in each
as follows: "...Time Occurred: resident's room as a quick
1 155Type of incident: Fa”, Type reference tool to aide in providing
D A care in accordance with each
of injury: Sklln tear gt elbow ...What resident's plan of care. The
was the resident doing at the time of corrective action taken for the
the accident? Attempting to get up other residents having the
and go to toilet...Where was the potential to be affected by the
resident? in front of nurses station." same deficient practice is that all
residents have been reviewed
related to their individualized
The clinical record was reviewed on needs for transfers/ambulation.
2/18/14 at 10:06 A.M. The nurse's There have been no additional
notes read as follows:"1200 Pt falls related to lack of supervision
(patient) slid out of chair sm (small) and/or inadequate number of staff
] ) transferring or ambulating any
skin tear noted to R (right) elbow. resident. The measures that
ROM (range of motion) WNL (within have been put into place to
normal Iimits)...." ensure the deficient practice does
not recur is that a mandatory
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During an interview with the ADON in-service has been provided for
on 2/18/14 at 11:15 A.M.. the ADON all nursing staff on the facility's
o o P practices as it related to following
indicated Resident #56's personal the plan of care as it relates to the
alarm Sounded, but Staff COU|d nOt number of Staff required for safe
get to her in time. transfers/ambulation for each
resident. The nurses were also
Fall 2. An "Incident/Accident Form" f:SL:g:;[’]eti cc’:r:;rl;p;:[rlmnv%i::;y
for Resident #5§ dated 1/30/14 read changes needed related to the
as follows: "...Time Occurred: 10:15 number of staff members needed
P.M.,...Type of incident: for safe transfers/ambulation.
unwitnessed fall in room between The corrective action taken to
10:15 P.M., and 0035 (12:35 A.M.) monitor to assure compliance is
’ o ) . ’ o that a Quality Assurance tool has
Type of injury: Skin tear to left hand been developed and implemented
1 cm by 1.0 cm ...What was the to monitor the staff to ensure
resident doing at the time of the adequate supervision and/or
accident? Attempted to get up in appropriate number of staff
. members required as it relates to
room, personal alarm in place, . )
, . transferring or ambulating
doesn't lock on clothing. 0 ped pad residents. The tool also audits
alarm...Where was the resident? on the resident's care plans to
floor head under bed L(left) arm ensure all appropriate
twisted under her body, face interventions including the
d " number of staff members
own... required for transfers/ambulation
are listed on the care plan. This
The clinical record was reviewed on tool will be completed by the
2/18/14 at 10:06 A.M. The nurse's Dir?Ctor of Nursing and/or her
notes read as follows: "1/30/14 designee weekly for four weeks,
_ ' . then monthly for three months
0040 (12:40 A.M.) Res (Re§|dent) and then quarterly for three
found on floor face down with head quarters. The results of the tool
under bed in resident's room by will be reviewed at the facility
CNA during bed checks at 0035 Quallty.Ass.uranq.a meetlng t°.
(12:35 A.M.). Personal alarm was on 3\252:;23 if additional action is
and clip slipped off clothing. Last '
check on res at 2215 (10:15 P.M.),
asleep in bed..."
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During an interview with the ADON
on 2/18/14 at 11:15 A.M., the ADON
indicated Resident #56's personal
alarm clip slid off her clothing on
1/30/14. The ADON further
indicated Resident #56's personal
alarm clip had been replaced with a
locking clip.

Fall 3. An "Incident/Accident Form"
for Resident #56 dated 2/17/14, was
reviewed on 2/19/14 at 11:15 A.M.
The form read as follows: "...Time
Occurred: 1930 (7:30 P.M.)...Type of
incident: assisted fall ...WWhat was
the resident doing at the time of the
accident? Transferring to bed...."

The Clinical record was reviewed on
2/18/14 at 4:36 P.M. The nurse's
notes read as follows: "2/17/14
1930 (7:30 P.M.) Resident being
transferred to bed at this time,
resident grabbed onto bedrails and
wouldn't release bedrail so she
could transfer appropriately.
Resident assisted to the floor by
CNA with no injuries noted..."

The closet report, (notification report
form located in the resident's closet
which is used by staff to identify a
resident's areas of need and the
amount of assistance required by
that resident for their activities of
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daily living), for Resident #56 was
reviewed on 2/19/14 at 8:05 A.M. It
read as follows: "Transfer 2 assist".

During an interview with the ADON
on 2/19/14 at 11:15 A.M., the ADON
indicated Resident #56 was being
transferred to bed by one staff
person when the fall occurred. The
ADON further indicated that the
closet report sheet read the resident
should have been transferred with
the assistance of 2 staff members.

The Care Plan for Resident #56,
dated 1/29/14, Risk for Falls read as
follows: "Interventions...1. meds as
ordered 2. keep room clean from
clutter 3. notify MD prn 4. fall
assessment per policy and prn 5.
shoes/gripper socks at all times 6.
call light within reach. 7. therapy
screen quarterly and prn 8. personal
alarm 9. toileting every 2 hours and
prn 10. dycem to chair 11. pressure
alarm in bed intervention dated. The
care plan lacked documentation as
to how much assistance Resident
#56 required for transfers.

During an interview with PT#1 on
2/19/14 at 10:57 A.M., PT#1
indicated Resident #56 required the
assistance of 2 staff members when
being transferred because Resident
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#56 was too unpredictable. PT#1
indicated Resident #56 was on the
Physical Therapy (PT) workload and
PT was working on standing and
pivoting but PT#1 indicated Resident
#56 required the assistance of 2
staff members for transferring.

2. Resident #37 was observed on
02/12/14 at 11:02 A.M,, sitting in a
chair in front of the nurses' station
on the 2nd floor of the facility.

The "Incident/Accident Form" dated
2/4/14 was reviewed on 2/18/14 at
11:10 A.M. The form read as
follows: "...Time Occurred:
0530...Type of incident: Fall,
assisted...What was the resident
doing at the time of the accident?
walking down the hall with nurse and
decided to sit down on floor..."

The Physical Therapy Screen Form
dated 2/4/14 read as follows:
"...Comments: resident was walking
in hall with staff (nursing) and sat
down stating he was done with
walking no injury. Pt (patient) amb's
(ambulates) with HHAx2 (hand held
assistance of 2 persons)..."

The Clinical record for Resident #37
was reviewed on 2/18/14 at 10:06
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A.M. The medical record indicated
Resident #37 had diagnoses which
included, but were not limited to,
unsteady gait, history of burns to
upper torso, legally blind, IDDM
(insulin dependent diabetes mellitus)
major depression with recurrent
psychotic features.

The MDS (Minimum Data Set)
assessment, dated 12/19/13,
indicated Resident #37 had severe
cognitive impairment. Resident #37
required a 2 person assist with
transfers and ambulation.

The Care Plan for Resident #37,
dated 1/27/14, Risk for Falls read as
follows: "Interventions...9. up with
two assist for ambulation (na,n)
(nursing assistant, nurse)"

The Nurse's Notes dated 2/4/14,
0535, read as follows:
"Res(resident) fell At 0530 (5:30
A.M.) on floor in hallway. Res was
assisted to the floor by this nurse.
res stated he was tired of walking
and sat down on floor...Alarms were
in place but not able to be used
since resident walking hall..."

The closet report, (notification report
form which was located in the
resident's closet and used by staff to
identify a resident's areas of need
and the amount of assistance
required by that resident for their
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activities of daily living), for Resident
#37 was reviewed on 2/19/14 at
8:05 A.M. ltread as follows:
"Transfer 2 assist".

During an interview with the Director
of Nursing (DON) on 2/19/14 at
10:33 A.M., the DON indicated the
facility did not have a specific policy
for transferring a resident. The
facility used the closet worksheet to
identify the method and the number
of staff members required to assist
with a resident's transfers and
ambulation.

3.1-45(a)(2)
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F000329 | 483.25(l)
SS=D | 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
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.
F000329 The corrective action taken for 03/15/2014
Based on observation, interview, those residents found tobe
. . . affected by the deficient practice
and record revllew., the facility fallled is that the nurses responsible for
to ensure medications were clinically administering the prn anti-anxiety
indicated, in that, medication to the resident
non-pharmacologic interventions identified as resident #30 has
were not attempted before the received one on one education as
. . it relates to documenting the
administration of an as needed specific relevant
anti-anxiety medication for 1 of 5 non-pharmacologic interventions
residents (Resident #30) and annual that were attempted and failed
attempts were not made to reduce prior to administering this type of
or continue anti-anxiety and/or medication. The nurses were
. L also instructed on the facility
anti-depressant medications for 1 of practice of documenting
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5 residents (Resident #37) who met behaviors on the Psychotropic
the criteria for review of unnecessary Medication Monthly Flow Record
dicati prior to any administration of any
medications. prn psychotropic medication. In
addition the residents
Findings include: antipsychotics care plan has been
updated to include suggested
. ; relevant non-pharmacologic
On 02/17/14 at 8:30 A.M., Resident levant non-ph logi
#30 b d Iving in bed with interventions to be attempted
was observed lying in bed wi prior to the administration of the
closed eyes. prn anti-anxiety medication. The
corrective action taken for those
The clinical record of Resident #30 residents found to have been
was reviewed on 02/17/14 at 12:00 ?ﬁeoted by th? def'.c'ent.prad'ce
o is that the resident identified as
P.'M' The record !nd'cated t_he resident #37 is currently being
diagnoses of Resident #30 included, evaluated by the mental health
but were not limited to, dementia center with consideration being
and anxiety. given to the resident's current
drug regimen. Upon the
resident's return to the facility he
The most recent Quarterly MDS will be routinely reviewed for
(Minimum Data Set Assessment) gradual dose reduction in
dated 11/22/13 indicated Resident accordance with the guidelines
#30 experienced moderate cognitive provided by the Centers for
. . t and no behaviors. The Medicare And Medicaid
Impairmen o e Services. The corrective action
MDS further |ndlcated, ReSIdent #30 taken for the residents having the
received anti-anxiety medications potential to be affected by the
routinely during the assessment same deficient practice is that
period the facility has developed and
’ implemented a tracking tool for
o those residents on prn
The most recent Physician's Order psychotropic medications. The
Recap dated 02/07/14 included, but tool requires that the nurses
was not limited to, an order for, document the relevant
"Ativan (an anti-anxiety medication) non-pharmacologic interventions
. that were attempted prior to the
0.5mg (m|II|gram)'every four hours administration of any prn
as needed for anxiety..." psychotropic medication. In
addition the consultant
A Care Plan for "Antipsychotropics" pharmacist has conducted a
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dated 12/05/13 lacked any house wide audit on all residents
documentation related to receiving either routine or prn
. . psychotropic medications to
mterventlons.that should bg . . ensure that gradual dose
attempted prior to the administration reductions have been completed
of prn (as needed) Ativan. in accordance with
guidelines provided by Centers
for Medicare and Medicaid
The February 2014 MAR
Medicati rZ\d inistration R d Services. The measures that
.( edication Administration Recor ) have been put into place to
indicated Resident #30 received ensure that the deficient practice
Ativan 0.5 mg on 02/08/14 and does not recur is that a
02/13/14. mandatory in-service has been
provided for all licensed nurses
. and QMA's on the new prn
The _Feb_ruary 201?" N.urse S ) psychotropic tracking tool with
Medication Notes indicated Resident specific instructions on the
#30 was administered Ativan 0.5 mg documentation of
as follows: non-pharmacologic interventions
prior to the administration of any
" _ prn psychotropic medication. In
...02/08/14...0800 (8:00 A.M.) for addition the consultant
anxiety, agitation..." The note pharmacist was instructed by the
lacked any documentation facility on the facility's
non-pharmacologic interventions expectations as it relates to
had been attempted prior to the on-going reviews in accordance
peen atiempled p e with the guidelines provided by
administration of the prn anti-anxiety the Centers for Medicare and
medication. Medicaid Services as it relates to
gradual dose reductions. The
n 02/1 3/14 2030 (1 1 30 corrective action taken to monitor
PM . '"f . t to assure compliance is that a
: .)...gllven or anxie y'_" Quality Assurance tool has been
Interventions X3 (three times) developed and implemented
attempted..." The note lacked any to monitor the supportive
documentation specific documentation that residents
non-pharmacologic interventions receving prn psychotropic .
] medications have documentation
had .bgen a.ttempted prior to .the . indicating what relevant
administration of the prn anti-anxiety non-pharmacologic interventions
medication. have been attempted prior to the
administration of prn psychotropic
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The February 2014 Psychoactive medications. The tool also
Medication Monthly Flow Record includes audits to ensure that
indicated Resident #30 experienced g;?ggirg\?;z;eﬂu:gg:;:;ie
no behaviors including, but not with guidelines provided by the
limited to, anxiety from 02/07/14 Centers for Medicare and
through 02/08/14. Medicaid Services. This tool will
be completed by the Director of
A nurse's note dated 02/08/14 at u::::r;gfsp fdc:l?rr az;i:igr;ﬁe
0700 (7:00 A.M.) indicated, "... res monthly for three months and
yelling out 'Hey Hey Hey' Res sitting then quarterly for three quarters.
in reclining chair requesting to go to The results of this tool will br
bed. Reminded its close to time for reviewed at the facility Quality
) Assurance meeting to determine
breakfast...needs to wait for if additional action is warranted.
breakfast...." The note lacked any
documentation non-pharmacologic
interventions had been attempted to
reduce the anxiety of Resident #30.
A nurse's note dated 02/08/14 at
0725 (7:25 A.M.) indicated, "...Res
sitting in recliner yelling out help help
help trying to stand up et scooting
self to edge of chair. Resident
refused drink when offered... staff
assist of 2 (two) with transfer to w/c
(wheelchair) to go in dining room for
breakfast..." The note lacked any
documentation relevant
non-pharmacologic interventions
had been attempted to reduce the
anxiety of Resident #30.
A nurse's note dated 02/08/14 at
0800 (8:00 A.M.) indicated, "...Res
has been toileted prior to breakfast,
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ate few bites of cereal et then
stating, 'l need to go, | have to go
p**."... Res propelling self away from
table in w/c grabbing... Staff assisted
res to table again et assist with enc
(encourage) to eat more breakfast.,
ate 50% et drank 240 cc. Gave res.
prn Ativan to calm. Taken to toilet
again et lay down per 2 assist..."
The note lacked any documentation
relevant non-pharmacologic
interventions had been attempted to
reduce the anxiety of Resident #30
prior to the administration of the prn
anti-anxiety medication.

The nurse's notes for 02/13/14 were
reviewed and lacked any
documentation Resident #30 had
experienced anxiety and/or
non-pharmacologic interventions
had been attempted to reduce
anxiety for Resident #30 prior to the
administration of the prn anti-anxiety
medication.

During an interview on 02/17/14 at
4:00 P.M., the DON (Director of
Nursing) indicated no documentation
could be provided that
non-pharmacologic interventions
had been attempted to reduce the
anxiety of Resident #30 prior to the
administration of Ativan on 02/08/14
and 02/13/14.
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During an interview with the DON on
02/19/14 at 2:30 P.M. the DON
indicated a specific policy could not
be provided, but it was facility
practice to attempt
non-pharmacological interventions
prior to the administration of a prn
anti-anxiety medication.

2. The Clinical record for Resident
#37 was reviewed on 2/18/14 at
10:06 A.M. The clinical record
indicated Resident #37 had
diagnoses which included, but were
not limited to, unsteady gait, history
of burns to upper torso, legally blind,
IDDM (insulin dependent diabetes
mellitus) major depression with
recurrent psychotic features,
impulse control disorder, psychosis.

The Physician orders dated 2/8/14
were reviewed on 2/19/14 at 2:00
P.M., and indicated Resident #37
had been receiving the anti-anxiety
medication Klonopin 1 mg three
times a day since 11/5/12, the
anti-depressant medication Luvox
100 mg 1 daily since11/21/11, and
the anti-depressant medication
Lexapro 20 mg once a day since
1/5/12.
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A Care Plan for Psychotropic
Medications dated 01/26/14
included, but was not limited to
interventions of , "...6. Periodic
review of meds for possible dose
reduction..."

During an interview on 2/19/14 at
3:00 P.M., the DON indicated she
could not provide documentation to
indicate that Klonopin, Luvox, and
Lexapro had been considered for
reduction or continuation in the
previous 12 months. The DON
further indicated she could not
provide a specific policy for the
facility's medication review or
gradual dose reduction, but the DON
indicated the facility followed the
guidelines provided by the Centers
for Medicare and Medicaid Services.
The DON indicated these guidelines
for Gradual Dose Reduction were to
conduct reductions within the first
year of use, tapering twice in 2
separate quarters; and after the first
year, once annually.

3.1-48(a)(2)
3.1-48(a)(4)
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F000428 | 483.60(c)
SS=D | DRUG REGIMEN REVIEW, REPORT
IRREGULAR, ACT ON
The drug regimen of each resident must be
reviewed at least once a month by a
licensed pharmacist.
The pharmacist must report any
irregularities to the attending physician, and
the director of nursing, and these reports
must be acted upon.
F000428 The corrective action taken for 03/15/2014
Based on interview and record those residents found to have
i the facility failed to ensure a been affected by the deficient
rev!ew, ' .y ; practice is that the resident
resident ' s medications were identified as resident #37 is
reviewed by the Consultant currently being evaluated by the
Pharmacist, in that, anti-anxiety and mental health center with
anti-depressant medications were consideration being given to the
t . d f ducti resident's current drug regimen.
no r.eVIeV.ve or reduc 'On_ or Upon the resident's return to the
continuation for 1 of 5 residents who facility he will be routinely
met the criteria for review of reviewed for gradual dose
pharmacy services. rec.j;clt.ion in acggr(jjagcehwith the
. guidelines provided by the
(Resident #37) Centers for Medicare and
o _ Medicaid Services. The
The clinical record of Resident #37 corrective action taken for the
was reviewed on 02/18/14 at 10:06 other residents having the
A.M. The record indicated the potential to be affected by the
. . . fici ice is that th
diagnoses of Resident #37 included, same deficient praCt.'CG Is that the
L . consultant pharmacist has
but were not limited to, major conducted a house wide audit on
depression with recurrent psychotic all residents receiving either
features, impulse control disorder, routine or prn psychotropic
and psychosis. medications to ensu.re that
gradual dose reductions have
o been completed in accordance
The most recent Physician Order with guidelines provided by the
Recap dated 02/08/14 indicated Centers for Medicare and
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Resident #37 had been receiving Medicaid Services. The
Klonopin (an anti-anxiety measures that have been put into
medication) 1 mg (milligrams) thr place to ensure that the deficient
. edicatio . g (mifigrams ee practice does not recur is that the
times a day since 11/05/12, consultant pharmacist was
Luvox (an anti-depressant instructed by the facility on the
medication) 100 mg 1 daily facility's gxpectgtion;. as it relates
since11/21/11, and Lexapro (an to on-going reviews in
ti-d t dicati 20 accordance with the guidelines
anti- epresse'm medication) mg provided by the Centers for
once a day since 1/5/12. Medicare and Medicaid Services
as it relates to gradual dose
A Care Plan for Psychotropic reductions. The corrective action
Medications dated 01/26/14 taken to monitor to assure
. . compliance is that a Quality
!ncluded,_ but was not I|m|t§d tp Assurance tool has been
interventions of , "...6. Periodic developed and implemented to
review of meds for possible dose ensure gradual dose reductions
reduction..." are bzing Comﬂ':tt‘f]d in ol
The plan of care lacked any accordance with the guidelines
. . provided by the Centers for
documentation related to specific Medicare and Medicaid Services.
time frame for medication This tool will be completed by the
tapering/continuation review. Director of Nursing and/or her
designee weekly for four weeks,
. . . then monthly for three months
During an interview gn 92/19/14 at and then quarterly for three
3:00 P.M., the DON indicated she quarters. The results of the tool
could not provide pharmacy will be reviewed at the facility
recommendations for the reduction Quality Assurance meeting to
or continuation of Klonopin, Luvox, 3\252:;23 if additional action is
and/or Lexapro for Resident #37. '
The DON further indicated, at that
time, she could not provide a
specific policy for the facility's
medication review or gradual dose
reduction. The DON then indicated
the facility policy was to follow the
guidelines provided by the Centers
for Medicare and Medicaid Services.
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F000441 | 483.65

SS=E INFECTION CONTROL, PREVENT
SPREAD, LINENS
The facility must establish and maintain an
Infection Control Program designed to
provide a safe, sanitary and comfortable
environment and to help prevent the
development and transmission of disease
and infection.

(a) Infection Control Program

The facility must establish an Infection
Control Program under which it -

(1) Investigates, controls, and prevents
infections in the facility;

(2) Decides what procedures, such as
isolation, should be applied to an individual
resident; and

(3) Maintains a record of incidents and
corrective actions related to infections.

(b) Preventing Spread of Infection

(1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility
must isolate the resident.

(2) The facility must prohibit employees with
a communicable disease or infected skin
lesions from direct contact with residents or
their food, if direct contact will transmit the
disease.

(3) The facility must require staff to wash
their hands after each direct resident contact
for which hand washing is indicated by
accepted professional practice.

(c) Linens

Personnel must handle, store, process and
transport linens so as to prevent the spread
of infection.

F000441

The corrective action taken for
those residents found to have
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Based on observation, interview, been affected by the deficient
and record review the facility failed practice is that upon assessment
to ensure appropriate handwashin the residents identiied as
Pprop 9 residents #13, #36, #45 and #46
and/or hand hygiene was performed, no negative outcomes have been
in that, 1 of 5 nurses did not perform identified as a result of the nurse
handwashing for the recommended identified as LPN #12 lack of
20 seconds while administering following the facility hand washing
dicati to 4 of 11 ident policy. Residents #13, #36, #45
medications O_ 0 resi er? S and #46 are now receiving their
(LPN #12, Resident #13, Resident medications by nurses who are
#36, Resident #46, Resident #45) following the facility policy as it
and 1 of 5 nurses did not perform relates to hand washing. The
handwashing or hand hygiene nurse identified as LPN #12.has
. received one on one education as
before applying glloves and/or it relates to the facility hand
between performing procedures for washing policy. The corrective
1 of 1 residents in contact isolation action taken for those residents
(LPN #10, Resident #57). found to have been affected by
’ the deficient practice is that upon
A . i assessment of the resident
Findings include: identified as resident #57 no
negative outcomes have been
1. On 2/13/14 at 4:12 P.M., LPN identified as a result of the nurse
#12 prepared and administered 2 :,dﬁ”“f,ied t‘;s '];P'\,'I_‘tmo T,Ot
ollowing the facility policy on
tabl?ts of Tylenol 325 mg to hand washing and glove usage.
Resident #13. As LPN #12 was The resident identified as resident
exiting Resident #13's room, LPN #57 is now receiving all
#12 washed her hands in the room medications and IV therapy
sink for a timed 7 seconds treatments by nurses who are
) following the facility policy on
hand washing and glove usage in
On 2/13/14 at 4:27 PM, LPN #12 accordance with acceptab|e
prepared and administered to standards of infection control
Resident #36 pills of Omeprazole 20 practices. The nurse identified as
mg and Doxazosin 4 mg. She then LPN #1.0 has .rece'ved one inone
education as it relates to the
washed her hands for 13 seconds facility hand washing policy and
before continuing the medication glove usage in accordance with
pass. acceptable standards of infection
control practices. The corrective
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LPN #12 then proceeded at 4:35 action taken for other residents
P.M., to prepare and administer to having the potential to be affected
iy - by the same deficient practice is
Resident #46 the oral medication that all of the facility residents
metroprol 25 mg. have the potential to be affected
by this deficient practice however
The medication pass continued on there have not been any
2/1 3/14 at 4:48 P.M. LPN #12 reported/identified negative
q d d C tered outcomes involving any of the
prepare and administere ) to ) facility's residents. The measures
Resident #45 the oral medications of that have been put into place to
famotide 20 mg and quetiapine 100 ensure that the deficient practice
mg. LPN#12 then washed her does not recur is that a
hands for a timed 10 seconds. She mandatory in-service has been
. . provided for all staff on the
thenlcor.]tmued her evening facility's policy as it relates to
medication pass. hand washing, glove usage and
acceptable standards of infection
control practices. The corrective
. action taken to monitor to assure
2. Qn 2./1 7/14 at 9:40 A'.M" LPN compliance is that a Quality
#10 indicated he was going to Assurance tool has been
prepare and administer Resident developed and implemented to
#57's 9:00 A.M. medications. LPN monitor the application of
#10 indicated Resident #57 was in folllotwmtg f:cm(tjy po"ﬁ}’ as Itd
. . relates to hand washing an
contact |solat|or1. LF.)N #1Q began to glove usage in regards to the
remove the resident's medications administration of medications and
from the resident's supply of treatments. This tool will be
medications on the medication cart. completed by the Director of
LPN #10 did not clean his hands Nursing and/or designee weekly
bef inq the followi i for four weeks, then monthly for
elore remov!ng . € following pills three months and then quarterly
from the medication cart: for three quarters. The results of
triamterene/HCTZ 37.5/25, a the tool will be reviewed at the
multivitamin pill, aspirin 81 mg, and facility Quality Assurance meeting
duloxetine 60 mg to determine if additional action is
) warranted.
He also removed from the
medication cart a bottle of eye
drops- alphagan 0.2% eye drops,
and a hand held inhaler container of
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Symbicort 160/45 mcg.

LPN #10 also had a bag of
intravenous antibiotic solution of the
antibiotic zyvox 600 mg.

LPN #10 then donned a gown, mask
and gloves in the hallway. LPN #10
then entered the resident's room
with the above medications without
handwashing.

After entering Resident #57's room,
LPN #10 informed Resident #57 of
the medication administration. LPN
#10 proceeded to take the Resident
#57's blood pressure (with blood
pressure cuff stored in room) and
then give the oral medications.

LPN #10 next proceeded without
handwashing or glove change to
flush the Resident #57's picc line
and connect the intravenous (1V)
antibiotic and began administering
the IV medication per IV pump.
Next, LPN #10 administered the
inhaler Symbocort to Resident #57.
LPN #10 then continued wearing the
same gloves, and, without
handwashing,

administered the Alphagan eye
drops to each of Resident #57's
eyes.

LPN #10 then proceeded to remove
his mask, gown and gloves, and
then washed his hands in Resident'
#57's bathroom before exiting
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Resident #57's room.

On 2/18/14 at 3:15 P.M., during an
interview with the Director of Nursing
(DON), the DON was informed that
nursing staff was observed
preparing medications for
administration without nursing staff
first properly cleaning hands. The
DON was also informed about the
nurse checking blood pressure,
administrating intravenous
medications and administering eye
drops without a change of gloves or
handwashing between procedures.
The DON indicated she would
expect nursing staff to wash hands
before donning gloves when a
resident was in isolation.

On 2/18/14 at 3:25 P.M., the DON
provided a facility policy entitled,
"Handwashing /Hand Hygiene
(revised date December 2009)." the
DON indicated the policy contained
the handwashing procedure of 20
seconds.

The Handwashing/Hand Hygiene
policy included but was not limited
to: "...5. Employees must wash
their hands for at least (20) seconds
using antimicrobial or
non-antimicrobial soap and water
under the following conditions: ... e.
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Before and after entering isolation
precaution settings;...i. Before and
after handling peripheral vascular
catheters and other invasive
devices; ...I. Upon and after coming
in contact with a resident's intact
skin, (e.g., when taking a pulse or
blood pressure , and lifting a
resident)..."
3.1-18(b)(I)
3.1-18(1)
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