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7”7~~~ VERMONT
AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Hall
Waterbury, VT 05671-2306
http://www.dail.vermont.gov

Voice/TTY (802) 871-3317

To Report Adult Abuse: (800) 564-1612
' 'Fax (802) 871-3318

January 25, 2012

Ms. Ursula Margazano, Administrator
Burlington Health & Rehab
300 Pearl Street

Burlington, VT 05401 _ Provider #: 475014

Dear Ms. Margazano:

Enclosed is a copy of your acceptable plans of correction for the survey and complaint
investigation conducted on December 21, 2011. Please post this document in a prominent
place in your facility. .

We may follow up to verify that substantial compliance has been achieved and maintained. If |
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

SNUNRTN-\

Pamela M. Cota, RN, MS
Licensing Chief

PC:ne

Enclosure

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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F 000 | INITIAL COMMENTS F 000 The following constitutes the
! facility’s response to the
- . findings of the Department of
An unannounced on-site annual re-certification Licensing and Protection and

survey and complaint investigation were
conducted by the Division of Licensing and
Protection from 12/19/11 to 12/21/11. The
following are regulatory findings.

does not constitute an
admission of gulit or
agreement of the facts
alleged or conclusions set

F 241/ 483.15(a) DIGNITY AND RESPECT OF - F 241
: forth on the summary
§8=D| INDIVIDUALITY _ statement of deficiencies.
The facility must promote care for residents in a _
manner and in an environrment that maintains or " ili intai i
. o - fi a that
enhances each resident's dignity and respect in :Poengl;t){:amrel?:? It?,: reasﬁ(;tents '
full recognition of his or her individuality. in a manner and in an

environment that maintains

This REQUIREMENT is not met as evidenced each resident's dignity and

by: respect.

Based upon observation, interview, and record : .

review, the facility failed to provide care in a :;r:bteh:cc;r:clti:v:;c;::n(s)
manner that maintains or enhances each those msidenfs found to be

resident’s dignity and respect for 1 resident

[ResIdent #19] of the sample group by leaving the :::g::tbyr::tei:‘:lfged '
resident wet with urine for 45 minutes after Resident : 19 suffered na
treating the visibly incontinent resident. The
findings.include:

negative outcames from this
alleged deficient practice.
Resident # 19 needs were

- addressed and incontinence
protocol was reviewed with
nursing on the unit,

DNS, SDC, Nurse Mnger, &/or | 12/22/2011

1. Per observation on 12/19/11 at 4:35 P.M. a.
Licensed Practical Nurse [LPN]} performed a
blood glucose check on Resident #19 by pricking
the finger and drawing a drop of blood for testing,
and administered 2 oral medications while the

resident was lying in the bed with visibly wet shirt Y Designee
and pants and a strong urine odor in the room. LT € |

The LPN left the resident's raom without asking if @O ¢ “0 F#’ Fav

the resident needed assistance and did not ask gi e D S o

any other staff member to change the resident's
wel clothes. Per record review, Resident #19's
Admission Assessment on 4/27/06; "incontinent

i

A .

T&ORATORY DlﬂF\CTgR‘S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATUR‘ , . ‘l‘lTJ E i ') {X6) DATE

A N P I WYL vy 1 ﬁﬂ %‘L y D2
LAY 1 AL g Mju.ﬂu JL4e Yt [20]3
Any-weficiancy statement endiniv}:iﬂ{q{n astarisk (%) denotes a deficiency which the institutian may be excused fram correcting providing It Is determinad that
Ather safeguards provide sufficient protaction to the patients. (Sae instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
ollowing the date of survey whethar or not & plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
iays following the date these documents ars made available to the facllity, If deficiencies ara clted, an approved plan of cormctlan is requisite to continued
wogram participation. ‘

e
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. How wiil the facllity identi
F 241 Continued From page 1 F 241 other residents hazlng th:y ,
attimes, difficulty stopping flow.” Per record potential to he affected by the
review, Resident #19's Care Area Assessment same deficlent practice? :
Summary on 10/12/11 - "urinary incontinence; . Allincontinent residents are |
frequently incontinent, extensive assistance.” Per potentially affected by this |
staff interview on 12/19/11 at 5:18 P.M. a alleged deficient practice On-gaing
Licensed Nursing Assistant in Resident #19's
room stated h/she “was there just for showers” What measures will be put
| and Resident #19 had declined a shower. Per into place or systematic
staff interview on 12/19/11 at 5:20 P.M. the Unit changes made to ensure that
Manager [UM] confirmed Resident #19's room the deficient practice will not
had an obvious urine odor and the resident was recur? -
visibly wet on his/her shirt and pants. The UM Nursing re-educated regarding
confirmed It was her expectation that staff should incontinence care and nursing’
have recognized the resident was wet with urine rounds. .
and his/her clothes needed to be and should DNS, SDC, &/or designee 112012012
have been changed immediately, : P .
F 279 | 483.20(d), 483.20(k)(1) DEVELOP F 279 ey the facility monitor
S8=D COMPREHENS'VE CARE PLANS . ensure that the dEﬂC'EI“:
A facility must use the results of the assessment g':‘r:]tézfn‘;igd?gtpzcc;z ;)f
to develop, review and revise the resident's " nursing rounds including
| cemprehensive plan of care. incontinence for 4 weeks with
s . results raported at Action Team
The facility must develop a comprehensive care and QA Meetings with changes
plan for each resident that includes measur?ble made as appropriate " | 1116112
objectives and timetables to maet 3 resident's ' : :
médical, nursing, and mental and psychasocial DNS, ADNS &/or deslgnei On-going
needs that are identified in the comprehensive
assessment.
The care plan must describe the services that are i
ta be furnished to attain or maintain the resident's 5
highest practicable physical, mental, and ;-
psychosocial well-being as required under .
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due ta the resident's exercise of rights under ;
§483.10, including the right to refuse treatment [

FORM CMS-2567(02-68) Prayvious Versions Obsolate

Event 10; 97Z111

FacliRy I; 475014
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(X2) MULTIPLE CONSTRUCTION

#41's needs with measurable interventions. Per
record review of the care plan for alterations in
behavior related to depression/Developmental
Delay and socially inappropriate behavior; the
interventions were non-specific - "adapt to the

|

{  PLAN OF CORRECTION IDEMNTIFICATION NUMBER: . Ts)gSLEEEUT?SEY
A, BUILDING
- C
_ 475014 B. WING | 12:2472011
NAVE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE |
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(Xa) 1D SUMMARY STATEMENT OF DEFIC(ENCIES ' o PROVIDER'S PLAN OF CORRECTION (x5)
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v - DEFICIENGY) P
o The facility maintains that it
F'279| Continued From page 2 F 279 develops a comprehensive care
under §483.10(b)(4). plan for each resident with a
depression diagnosis &/or other
psychological deficiencies.
This REQUIREMENT i3 not met as evidenced ‘
by, = . , How the corrective action(s)
Based upon interview and record review, the will be accomplished for
faciity failed to develop a comprehensive plan of those residents found ta be
care that included accurately measurable affected by the alleged
objectives and timetables to meet the mental and deficient practice? :
psychosocial needs for 2 of 4 residents In the Resident # 204 and # 41
Stage 2 sample. (Resident #204 & #41). . suffered no negative outcomes
Findings include: from this alleged deficient
_ practice. Resident # 204 — care
1. Per record review of the Care Plan, Physician plan was developed and
Orders, and Medication Administration Record adjusted for diagnosis
- (MAR) for 10/06/11 - 12/21/1, and confirmed adjustment disorder and
during a staff interview, Resident #204 did not depression, including the use of
have a Care Plan regarding the use of Zoloft (an Zcloft and intervention for
anti-depressant) 50 mg (milligrams) every day. mood/behavior. Resident # 41
Per review of the physician note and order of —care plan was updated to
10/06/11, Zoloft was started for ‘post CVA include interventions that were
adjustment disorder. Per review of nursing notes specific to the care provided.
dated 12/10/11 states "resident this am weepy, DNS, Nurse Mnger, &/or | 1/9/12
missing friends, adjustment to new room, new Dezignee
caregivers, and a nursing note of 12/13/11 states : . _
“difficult adjustment to new unit ...very depressed How will the facllity identify
| quiet at times aimost angered" . Per interview other residents having the
with the Regional Ciinical Manager on 12/21/11 potential ta be affected by the
at4:15 PM, s/he confirmed a care plan was not same deficient practice? :
developed for adjustment/depression, All residents with psychc:)logical
diagnosis are potenfially
2, Per record review and interview the care plan affected by this alleged '
did not accurately and specifically reflect Resident deficient practice ! On-going

FORM CMS-25a7(02-86) Previous Versions Obsolete
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What measures wili ba put
- F 279 Continued From page 3 F 279 into place or systematic
environment as much as possible, room change changes made to, ensure that
refated to unable to sleep with roommate, the deficlent practice will not
encourage to express feelings, assess for recur? : _ o
isalation, invite to meals, invoive family/significant Nursing and Sacial Service staff
other in resident plans”. Per a social service re-educated re: the _
interdisciplinary note of 12/05/11, specific development of comprehensive
interventions were noted, indicating the resident care plans, .
ambulates independently, utilizes baby stroller for DNS, SDC, &/or designee | 1/20/12
assistance, likes to carry baby doll, resident uses
communication board, and has a trach How will the facllity monitor
(tracheostomy). In addition, per the social service its corrective actions to
(SS) admission screen (11/15/11) the SS note ensure that the deficient
states “family is not involved and the significant practice will not recur? :
other died 4 years ago". Per interview on Initial audit of all residents with
12/21/11 at 10:30 AM, Sacial Service confirmed psychological diagnasis and
that the care plan did not reflect informatian use pf p§ychotrop|c
accurately, the inferventions were not medications. 4 t:rpes per week
comprehensively specific to provide care for this the 2.4. hr report will be reviewed
resident and the Preadmission Screening and - in Clinical stand-up meeting for
Resident review (PASRR) was not completed. a::curaci/ ?n(;itch:n’?aes‘ "r’scarﬁ
plans related to behaviors a
psychotropic medication use
. ' with results reported at Acpon
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F 280 Team and QA Meetings with 112012012
8S8=D | PARTIGIPATE PLANNING CARE-REVISE CP Cha'}%ﬁi Tga gﬁﬁgf:’?&:ﬁé‘;e On-going
The resident has the right, unless adjudged | ,
incompetent or otherwise found to be > N o _F 0'-117
incapacitated under the laws of the State, to /P 0 ’ T” ‘
participate in planning care and treatment or ' 7 :
changes in care and treatment. (7,%4 JQ W (M\)
|
A comprehensive care plan must be developed |
within 7 days after the completion of the { / | 9 / I?r/
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in

FORM CMS-2567(02-99) Prevlous Varsiona Obsolere

Event ID: 972011
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. ' The facility maintains that the
F 280 Continued From page 4 F 280 comprehensive care plans are
disciplines as determined by the resident's needs, updated and. revised reflacting
and, to the extent practicable, the participation of current bebaviors and
the resident, the resident's family or the resident's medications.
legal representative; and periodically reviewed ,
and revised by a team of quzlified persons after How the corractive action(s)
each assessment. ) will be accomplished for
those residents found to be
affected by the alleged
deficient practice? :
Resident #119 has had no
This REQUIREMENT is not met as evidenced negative outcomes from this
by: . alleged deficient practice.
Based on clinical record review and interview the Resident #119 continues at an
facility failed to ensure that the plan of care was optimal level of function without
revised and updated to accurately reflect the the use of psychotropic
current behavior and medication status for one medications. Care plans were
(#119) of 18 stage two sampled residents' care updated and revised to reflect
plans reviewed. Findings include: her current behaviors. The use
of anti-psychotic medication
Per clinical record review on 12/20/1 1, Resident was resolved on the care plan.
#119 was admitted on 03/05/11 with diagnoses of DNS, ADNS, SDC &/or | 1/17/2012
traumatic brain injury and behaviors with ' designee | On-going
PSychotic features. The plan of care indicated the — - :
Resident has called 911 covers! Caae i report a How will the facility Identify
headache and to get assistance with intrusive other rasidents having the
Residents who wander into Resident #119's potantial o be affected by the
personal space. The plan of care for alteration in s‘i""e d eﬁc'ﬁ‘.t practice? .
mood and behaviors indicated Resident #119 has All residents with psychological
daily outbursts that include being constantly on diagnosis / behaviars are .
the move in a wheelchair, talking non stop with potentially affected On-gaing
disconnected thought processes, talking loudly !
and inappropriately at times, and when extremely i
agitated, will attempt to grab objects and throw ;
them. The interventions include the use of ‘
anti-psychotic medication twice daily for behavior
labifity. The plan of care did not indicate a
preoccupation with money, frequent reports of
stalen items or money, and accusations of staff

FORM CWS-2587(02-99) Previaus Versions Obsplete
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, ~ What measures will be put

Continued From page 5 : F 280 Into place or systematic
and residents stealing money or personal changes made to ensure that
belongings. Review of the medication orders for the deficlent practice will not
December 2011 revealed no anti-psychotic recur? :
medications. Review of the monthly pharmacy Nurses'and Social Service staff
reviews far 2011 revealed a notation by the will. be re-educated re: revising
pharmacist on 04/28/11 that the anti-psychotic / updating care plans that
medication had been discontinued. reflect current behaviors and
interview of the two Social Service staff on medications.
12/20/11 at 3:00 P.M. revealed that Resident DNS, ADNS, SDC &/or | 1/20/2012
#119 was ohsessed with money, removing the designee
monthly allowance from the personal fund \
account the day it was available and refusing to How will the facility monitor
secure it. They stated that Resident #1139 is its carrective actions to
forgetful, misplaces the funds gives it to others to ensure that the deflcient
do shopping or run errands and often accuses practlce will not recur? :
others of stealing. Interview of the Licensed 4 times per week the 24 hr
Practical Nurse caring for Resident #119 on report will be reviewed in
12/21/11 at 9:12 A M., revealed that the Resldent Clinical stand-up meeting for
often comes out of the room on a rampage accuracy and changes in care
stating that things are stolen, The nurse plans related to behaviors and
confirmed on 12/21/11 at 2:30 P.M., during follow psychotropic medication use
up interview, that the plan of care did not indicate with results reported at Action
the Reslident displayed an obsession with money, Team and QA Meetings with
frequently reported money stafen or refused to changes made as appropriate 112012012
Secure personal funds. The nurse also confirmed DNS, ADNS, &/or design | On-going
that the Resident has not taken anti-psychotic ﬂd ' ’
medication for several months and the pian of ' (L c —
care continued to reflect this intervention. @0 C I,F/&@ ' 1/95/“)
483.20(k)(3)(ii) SERVICES BY QUALIFIED F 282 | . Z/\)
PERSONS/PER CARE PLAN g{w o S
The services pravided or arranged by the facility ’ -
must be provided by qualified persons in | / K / | Z—
accordance with each resident’s written plan of |
care, ’
This REQUIREMENT is not met as evidenced J

FORM CMS-2587(02-99) Previous Versions Obsolote

- EventID; 072111
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H continuation sheet Page 6 of 19




01/17/2012 17:42

802-863-8016

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

BURLINGTON H&R ADMIN

PAGE 03/24

,’ PRINTED: 01/05/2012
l FORM APPROVED
__ OMB NO. 0938-0391

by:

Based on observation, interview and record
review, the facility failed to implement the care
plan for 1 of 19 stage 2 residents (Resident
#204). Findings include:

"| 1. Per observations on 12/19/11 at 4:30 PM and

on 12/20/11 at 9:00 - 9:40 AM, Resident #204
was not wearing a hand splint. The splint was
observed on a night stand on the left side at the
head of the bed, prior to the spouse applying it at
9:40 AM on 12/20/11. Per Resident interview on
12/20/11 at 9:40 PM stated "They didn't put the
splint on me this morning and they don't use the
sling to keep my left arm up”. Per observation of
a transfer on 12/20/11 at 10:00 AM the LNA did
not apply the sling. The sling was found on the
window sill behind cards and objects. Per
interview at that time the LNA stated that s/he
"has not seen the sling since [the resident] came
to the unit on (12/09/11) and thought the resident
might have took off the splint". Per record review
the Resident was admitted for rehabilitation after
a CVA (stroke), A LNA care pian directs staff to
apply the sling during transfers and the left hand
splint should be applied from ¢ 11 AM and 24
PM and during the night as tolerated. The care
plan for alteration in function related to left
hemiplegia dated09/27/11 states ta provide
hands on assist PRN, implement consistent
routines and allow time to complete tasks,
provide resident with a adaptive equipment &
support PRN. .In addition a physician order order
dated 07/14/11 states 'e-stim ‘electric
stimulatian) to left upper extremity to promate
AROM'. Per treatment administration record
{TAR} the e-stim was not applizd for all of the
month of December 2011. Perinterview on

. How the corrective action(s)

§T*“EMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLA (X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
LAN OF CORRECTION IDENTIFICATION NUMBER; " COMPLETED
; A. BUILOING
B. WING c
475014 - WING, 12/21/2011
NAME OF PROVIDER OR SUPPLIER STREET ADORESS! CITY. STATE, ZIP CODE
BURLINGTON HEALTH & REHAR 300 PEARL STREET
» BURLINGTON, VT 05401
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1o PROVIDER'S PLAN OF CORRECTION X&)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
The facility maintains that all
F 282 | Continued From page 6 F 282 residents received the

appropriate treatment and
services as per care plan by
appropriate qualified staff.

will be accomplished for
those residents found to be
affected by the alleged
deficlent practice? :
Resident #204 was not
negatlvely affected by this
alleged deficient practice and.
remains without contractures.
Residents #204 treatment
records reviewed, clarified, and
updated.

DNS, ADNS, SDC &Jor

deslgnee

How will the facility identify
ather residents having the
potential to be affected by the
same deficient practice? :

All residents on a functional
maintenance program are
potentially affected.

Vhat measures will be put
into place or systematic
changes madse to ensure that
the deficient practice will not
recur? :

Nurses and Rehab staff will be
re-educated re: use of arthotic
devices and the transfer of the
cbntinuum of care between
departments and units.

DNS, ADNS, 8SD0C &/or

i ' designes

117/2012

On-golng

12012012
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F 2 A ( How will the facllity monitor
282 Continued From page 7~ ‘ F 282 Its correctlve actions to
12/20/11 at 5:00 PM the Unit Manager confirmed : ensure that the deficient
the resident did not receive appropriate treatment practice will not recur? ;
and services as care planned. Initial audit of all residents on a
: functional maintenance
Refer also to F318 program. 5 random audits per
F 309 483,25 PROVIDE CARE/SERVICES FOR F 309 week / Unit Xs 4 weeks of
§5=D | HIGHEST WELL BEING residents with orthotic devices
- or maintenance programs with
Each resident must receive and the facility must resuits reported at Action Team
provide the necessary care and services to attain and QA Meetings with changes
or maintain the highest practicable physical, made as appropriate _ .
mental, and psychosacial wel'-being, in DNS, ADNS, SDC &/or design | 1/20/2012
accordance with the comprehensive assessment ‘w , .
and plan of care. : @0 ¢ M&@ , v %%1\3 / q (
Ny g g [
—
This REQUIREMENT is not met as evidenced F309 The facility maintains that it

by
Based upon observatian, interview, and record

review, the facility failed to provide the necessary |

care and services to attain or maintain the highest
practical physical well being in accordance with
the comprehensive assessment and plan of care
regarding a resident who receives dialysis for 1 of
19 total stage 2 residents [Resident #168).
Findings include:

1. Per record review Resident #168 active
diagnosis list includes End Stage Renal Disease,
Acute Kidney Failure, Chronic Renal failure. Per
recard review Resident #168's Care Plan, revised
8/31/11, states: Alteration in Elimination- -
interventions: monitor for any changes in
elimination patter: increased incontinence,
decreased or increased output. Per record review
Resident #168's Care Plan, revised 9/1/11 states:
End Stage Renal Disease- Fluid restriction- 1500

provides the necessary care
and services to attain or
maintain the highast practicable
physical well-being, in
accordance with the
comprehensive assessment

- and plan_of care.

Haw the corrective actian(s)
will be accomplished for
those residents found to be
affected by the alleged
deficlent practice? !
Resident #168 was not
negatively affected by this
alleged deficient practice,

DNS, ADNS, Unit Mingr &/or

designee

1720/2012

!

-
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- : - DEFICIENCY)
o How will the facliity iden
F 309 | Continued From page 8 F 309 otherv:esldemx h'at\l:lng thtlefy
milliliters per day. Document compliance. Manitor | - potentlal to be affected by the
urinary output, Attend dialysis without same deficient practice? :
camplications. Per staff interview with Unit All dialysis residents are
Manager [UM] on 12/21/11 at 8:50 AM, patentially affected by this
| Licensed Nurses Aides [LNA] record Resident alleged deficient practice, On-gaing
#168's oral intake and output [via bladder or
bowel) during each shift daily in the LNA hook What measures will be put
and transfer this information to a computer. The Into place or systematic
Nurses take the information from the LNA book changes made to ensure that
and transfer it to Resident #158's Treatment the deficient practice will not
Book. Per interview with the LNA, LNA's estimate recur? : :
the amount of output in Resident #168's ' Nurses will be re-educated re:
incontinence briefs and convert it to milliliters - dialysis communication baok.
[mf's] then record It. "it depends on the person Documentation procedure re; |
[LNA] if they write "N/A' [not applicable] or & O modified and nurses re-
estimate an amount” fin m's]. educated about updated
procedure.
Per record review for 12/9/11 the LNA book DNS, ADNS, SDC &J/or | 1/20/2012
recorded an output of 960 mil's versus 600 ml's in designee | On-going
the Nurses Treatment Book. On 12/10/11 the
LNA baok recorded 480 m/'s output for the first How wlil the facility monitor
shift versus the Treatrnent Book which was blank, its corrective actions to
On the next shift the LNA book recorded 'N/A' ensure that the deficient
versus the Treatment Book which recorded 'x5' practice will not recur? :
[voided 5 times] with no amount noted. On 5 random audits of
12/18/11 and 12/20/11 there were no entries in : Communication book accuracy
the Treatment Book. Per interview with staff ; and | & O documentation will be
Licensed Practical Nurse on 12/20/11 at 4:00 completed per week x 4 week
P.M. the nurses can obtain the LNA results reported at Action Team
documentation through the computer, but the and QA Meetings with changes
facility was in pracess of switching aver to o made as appropriate,
computers and h/she didn't "know how you get it DNS, ADNS, Unit Mngr &/or | 1/20/2012
from there", Per interview with the UM it is h/her ’ ’ designee
expectation that Resident #168's 1&0 are @ O C F 5 O ;‘ .
documented each shift by bot: the LNA's in thek 4
LNA book and by Nurses in the Treatment Boo i O (
in a consistent foyrmat and that the recarded ’ P C2ae 5 | /’0
‘| amounts match. The UM confirmed there was ' ‘ { ‘ (0] '] Z
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F 309

Continued From page 9

incomplete and missing data on the above
mentioned dates, and that Resident #168's Intake
and Output was not being moritored. '

2. Per record review Resident #168's Care Plan-
At Risk for Welght Loss states to “monitor and
document weight at dialysis", Per record review,
Physician Orders state Dialysis 3 times weekly,
Vital signs post dialysis. Per interview with the
UM on 12/21/11 at B:50 A.M. \Vital signs for
Resident #168 [blood pressure, temperature,
heart rate, respirations) and weight before and
after dialysis are done by the dialysis center and
recorded in Resident #168's Cialysis Book for
review upon return to the facility. If the vital signs
and weights are not available, the facility can call
the dialysis center for them, Per record review
Resident #168 underwent dialysis on December
2,5,7,8,12, 14, 16, 19, 2011, Per record review,
the Dialysis Book on 12/2/11 has no vital signs or
weights recarded. On 12/7, no weights recorded.
On 12/14 there is a handwritten note "can't find
book" and na vital signs or weights recorded. On
12/16 there are na vital signs or weights
recorded, and on 12/19/11 no weights recorded.

Per slaff interview with Unit Manager [UM] on
12/21/11 at 8:50 AM. the UM ~onfirmed there
were missing vital signs and weights for the
above mentioned dates, and there was no
documentation that staff had called the facility for
the information. UM confirmed it is clinically
important to monitor Intake and Output [1&0] and
weights of a dialysis patient, and.without the
information that was missing from the Resident
#168's Dialysis Book, the resident’s vital signs
and weight could not be accurately monitored per

F 308
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: DEFICIENCY)
. The facility maintains that it
F 309 Continued From page 10 ensures that a resident with
- | the resident's Care Plan and Physician Orders, - limited Range of Motion
F 318 | 483 25(e)(2) INCREASE/PREVENT DECREASE F 318 receives appropriate treatment
S5=D | IN RANGE OF MOTION
' How the comrective action(s)
Based on the comprehensive assessment of a . will be accomplished for
resident, the facility must ensure that a resident thosae resideats found to be
with a limited range of motion receives affected by the allegad
appropriate treatment and services to increase deficient practice? :
range of motion and/or to prevent further Resident # 204 has had no
decrease in range of motion. ‘ ' negative outcomes from this
alleged deficient practice.
Resident #204 continues at an
- optimal level of function with no
This REQUIREMENT is not met as evidenced contracture. Resident # 204
by: functional maintenance
Based on observation, interview, and record program was clarified and staff
review, the facility failed to ensure that a resident re-educated. '
with limited Range of Motion {ROM) receives DNS, ADNS, SDC &/or
appropriate treatment and sevices to prevent designee | 1)17/2012
further decrease in range of motion for 1 of 3 How will the facility identify | .
residents in the targeted sample (Resident #204). other residents having the
Findings include: potentlal to be affected by the
) same deficient practice? :
, All residents on a functional
1. Per Obsen’atlons on 12/19/11 at4:30 PM and maintenance program are
on 12/20/11 at 9:00 - 9:40 AM, Resident #204 " potentially affected. _
was not wearing a hand splint. Per Resident On-going
interview on 12/20/11 at 9:40 PM stated "They What measures will be put
didn't put the splint on me this moming and my Into place or systematic
[spouse] should be paid for doing PT (physical changes made to ensure that
therapy) with me." The spouse showed the nurse the deficient practice will not
surveyor the written exercises that can be recur?
performed while visiting. In addition, the resident Nurses will be re-educated re:
stated that s/he would like to do more and that functional maintenance
staff don’t perform ROM and *hat is why the program
spause is continuing to do so. Per abservation of DNS. ADNS. SOC &/or
a transfer an 12/20/11 at 10:00 AM the LNA did ' ' designee | 1172012
not apply the sling. The sling was found on the
T "M CMS-2567(02-99) Previous Versiana Obsaalete Event \D; 872111 Facifity [0: 475014 If continustion sheet Page 11 of 19
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F 318 Continued From page 11 F 318 How will the facility monitor
window sill behind cards and objects. Per Its corrective actions to
interview at that time the LNA, stated that s/he ensure that the deflclent
"has not seen the sling since [the resident] came practice will not recur? :
to the unit" on 12/09/11 and although the LNA Initial audit of all residenis on a
stated sfhe does not perform the exercises as functional maintenance
noted on the paper, $/he "does ROM during program. 5§ random audits per
care", Per record review the Resident was week Xs 4 weeks of
admitted for rehabilitation after a CVA (stroke). documentation of ROM
The care plan for alteration in function related to programs with results reported
left hemiplegia dated 09/27/11 directs staff to at Action Team and QA
help the resident to bath self, dress upper & Meetings with changes made
lower, feed self with 1 assist, consult w/ PT/QT as appropriate, _
PRN, do not allow resident to become frustrated DNS, ADNS, SDC &/or design
or to escalate, provide hands on assist PRN, , 2{1 [20/12012
implement consistent routines and allow time to Q D C ‘F By oLe JQF !az :
complete tasks, provide positive feedback and /N
re-enforce for all activities attempted, provide S%% }_ W (
resident with adaptive equipment & support PRN.
The LNA care plan directs staff to apply the sling ) { ‘ q { |Z
during transfers and the hand splint should be
applied from 9- 11 AM and 2-4 PM and during
the night as tolerated. There was no updated
care plan for PROM [passive range of motion]
noted. Per interview on 12/20/11 at 2:00 PM the
PT Dlirector confirmed the resident did not receive
appropriate treatment and services.
Refer also to F282,
F 323 | 483.25(h) FREE OF ACCIDENT F 323
$8=D | HAZARDS/SUPERVISION/DEVICES
The facility must ensure that the resident |
environment remains as free of accident hazards f
as is possible; and each resident receives
- adequate supervision and assistance devices to
prevent accidents.
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F 323 | Continued From page 12 F 323 The facility maintains that it
' ' provides an environmert that is
as free of accidents as much as
This REQUIREMENT is not met as evidenced : possible. '
by: : ‘
Based on ‘observation and staff interview the - - How the corrective action(s)
facility failed to assure the resident environment will be accomplished for
was maintained in a manner that was as free of those residents found ta be
accident hazards as possible. (Residents #151 affected by the alleged
and # 49) Findings include; ' deflicient practice? :
Resident # 151 and # 49 had
1. During interview, at 4:30 FM on 12/19/11, - no negative outcomes from this
Resident #151, who occupied room #212 on the . alleged deficient practice.
short term Rehab (Rehabilitation) Unit throughout | - Room 212 towel bar was
his/her stay, stated that s/he had utilized the "grab - fightened. :
bar" in the bathroom to stand up from the DNS, ADNS, SDC &/or .
commode and that it was "very loose". During a : designee | 1/20/2012
tour of the physical environment, with the o
Maintenance )[,)irector, at 1:00 PM on 12221/11, How will the facility identify

other residents having the

the towel rack bar on the bathroom wall in room
I potential to be affected by the

#212 was very loosely attached creating a ’ "
potential for the bar to fall if a resident attempted same deficient practice? :
to utilize the bar as a grab bar to assist in All residents are potentially
standing. The Maintenance Director confirmed, at affected by this alleged

the time of observation, that the bar was a towel deficient practice. On-going
rack, not a grab bar, and it was not securely -
attached. S/he stated that grab bars are not
utilized unless a request is made by Rehab
Therapy to install one. During interview, at 2:10
PM on 12/21/11, the Director of Rehab Therapy
confirmed that grab bars are not generally utilized
for resident use in the bathrooms on the Rehab
Unit, but that residents are educated in the use of
the alternate adaptive equipment that is avsilable
in the bathrooms to assist them when standing
from the commode.

2. Per record review, Resident #49's Care Plan
dated 11/18/11 states "at risk for falls related to:

~~QM CMS-2587(02-99) Previaus Versians Obsolele Event 10;: 672111 Faclity ID: 475014 ‘It continuation sheet Pags 13 of 18
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|

psychotropic drug use, history of falls, impaired
physical performance, balance, mobiiity, constant
writhing in chair, Utilize alarms at all imes while
up and in bed." Per record review, the Fall Risk
evaluation dated 10/10/11 inclicated the resident
Is at high risk for falls. Per record review, Nursing |
Notes dated 10/7/11 states Resident # 49 "has
[his/her] lower extremities moving frequently,
unaware that it will lead to fall. Resident was
sitting in Dining Room. { witnessed resident sfide
to floor.” Nursing Notes dated 10/10/11 state
"wiggled forward in wheelchair and slid to floor",
Nursing Notes Monthly note dated 12/13/11
states "resident very active when in wheelchair
and bed”, Per record review of the unit's Alarm
Check book, it states to "Check alarm at
beginning and end of shift. Initial that it is on and
functioning”. Per record review there were no
alarm checks initialed for Resident #49 for the
start or end of 3:00 P.M. to 11:00 P.M. shifts for
Dec. 1- 18, 2011, and no checks initialed for the
end of 7:00 A.M. to 3:00 P.M. shift signed for the
same dates.

Per record review of the unit's Alarm On ‘Shift
Change sheet, there were no checks or initials for
3.00 P.M. on 12/18-12/20, 2011, or 12/12 &
12111, 2011. Per staff interview with Licensed
Practical Nurse [LPN #1] and a Licensed Nursing
Assistant [LNA] on 12/20/11 at 4:20 P.M. the
Alarm Check book would be the only place to
document if alarm checks were done. Both LPN
#1 and LNA confirmed there were no alarm
checks done for Resident #49 on 3:00 P.M. to
11:00 P.M. shifts for December 2011 or October
2011, no alarm checks done an 7:00 A.M.- 3;00
P.M. shift for October 2011, and gaps in
documenting alarm checks on all shifts for

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES [} PROVIDER'S PLAN OF CORRECTION X5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED B8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE comfufs)ﬂou
TAG REGULATORY OR LSC IDENTIFVYING INFORMATION) TAG CROBES-REFERENCED TO THE APPROPRIATE OATE -
DEFICIENCY)
F 323 | Continued From page 13 F 323 What measures will be put

Into place or systematic
changes made to ensure that
the deficient peactice will not
recur? : ,
Maintenance completed at
check of all towel bars and
specified as a part of the
Preventative Maint Program,
Nurses will be re-educated re:
documentation of alarm
function / placement and
physical plant round checks,
DNS, ADNS, SDC, | 1/20/2012
Maintenance, &/or designee

How will the facility monitor
its corrective actionsg to
ensure that the deficient
practice will not recur? :

5 random audits per week per
unit Xs 4 weeks of
documentation complstion.
DNS, ADNS, SDC &Jor design | 1/20/2012
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F 323 Continued From page 14 F 323
September 2011,
Per staff interview with LPN #2 on 12/21/11 at
9:00 A.M. hishe will do.alarm checks but the
checks are not documented, Per interview on
12/21/11 at 9:00 A.M, the Unit Manager [UM]
stated it was h/her expectation that all alarm
check documentation should be consistent and
complete, and there should be no blank spaces
on the alarm checks. UM confirmed there was no
documentation demonstrating that Resident #49's _
alarm was on and functioning at all times while up The facility maintains that it
and in bed per the resident's Care Plan. ensures that residents receive
F 332 483.25(m)(1) FREE OF MEDICATION ERROR F 332 medications with limited error
3§=p | RATES OF 5% OR MORE rates.
The facility must ensure that it is free of How the corrective action(s)
medication ervor rates of five percent or greater. will be accomplished for
' those residents found to be
affected by the alleged
: deficient practice? :
This REQUIREMENT is not met as evidenced Residents #35, #2, and #182
by: . had no negative outcomes from
Based on clinical record review, observation and this alleged deficient practice.
interview, the facility failed to ensure that Resident #2 incident report
medications were administered with an error rate completed and physician
of less than five percent. Three medication errors notified. Resident #35-
were pbserved (involving Residents #35, #2 | clarification on MAR re: time
#182 ) out of 56 oppartunitles, resulting in an parameter of administration.
error rate of 5.357%. Findings include: Resident #182 nurse re-
educated regarding asking for
1. During observation of the medication assistance when running (ate
administration for Resident #35 on 12/20/11 at with medication administration,
8:30 A M., the medications were administered at Nurses involved with
the breakfast table, with the Resident's medication administration error
permission, during the meal. Seven medications will perform competencies
were administered, including omeprazole (an acid successfully X 3 approaches,
reducer) 20 milligrams. Review of the Nursing DNS, ADNS, SDC &/or
2011 Drug Handbook available at the nurses degignee | 1/20/2012
Faciltty ID: 475014 If continuation sheet Page 15 of ;1 9
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DEFICIENCY) '
—_ . ' How will the facility identify
_ F 332 Continued From page 15 _ F 332 other residents having the
station on 12/20/11 at 9:00 A M. revealed on potential ta be affected by the
page 935 under administration, to give the drug same deficlent practice? :
30 minutes before meals. Page 936, patient All residents are potentially
teaching, reads to instruct the patient to take the affected by this alleged
drug 30 minutes before meals. This was vetified deficient practice. On-going
at9:00 A.M. on 12/20/11 by the Licensed
Practical Nurse who administered the What measures will be put
medications for Resident #35. into place or systematic
changes made ta ensure that
2. During observation of medication pass, at the deflcient practice will not
10:18 AM on 12/19/11, Resident #2 received the recur? :
wrong dose of Docusate Sodium (a stool Nurses will be re-educated re:
softener). The nurse administared 2 capsules medication administration
(100 mg per capsule) of Docusate Sodium PO procedure and competency.
(by mouth), for a total dose of 200 mg. The DNS, ADNS, 8DC &/or
physician order stated to administer Docusate - designee | 1/20/2012
' | Sodium 100 mg capsule, 1 capsule two times
.| daily by mouth. The nurse confirmed the eror, How will the facility moaitor
stating during interview at 1:16 PM on 12/19/11, ite corractive actions to
that s/he had administered 2 capsules instead of ensure that the deficient
one capsule per physician orders. practice will not recur? :
' o 5 random audits per week Xs 4
3. During abservation of the medication weeks of medication
administration for Resident #182 on 12/19/11 at administration with results
9:11 AM, Resident #182 received a scheduled reported at Action Team and
pain medication greater than one hour late. Per - | QA Meetings with changes
the physician's order, Neurontin 100 mg (for pain) made as appropriate.
was scheduled for 8:00 AM, 12:00 PM, 4:00 PM DNS, ADNS, SDC &/or design | 1/20/2012
and 8:00 PM. In addition, the nurse failed to note
on the MAR (medication administration record) : 2 ‘fA
the actual time the medication was given. The (Y 3 59~ '@O - OX“/CL«:
nurse confirmed at 9:30 AM that the scheduled )\ m
pain medication was given greater than 1 hour S P .
late and should be noted on the MAR. o
F 353 | 483.30(a) SUFFICIENT 24-HR NURSING STAFF F 353 \ \ \ 6“ { \ 2/
SS=E | PER CARE PLANS
The facility must have sufficient nursing staff to
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sometimes almost an hour to get up out of bed in
the morning" after calling for assistance, Per
interview with Resident #44 who needs extensive

designee
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(X4 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'
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DEFICIENCY)
: _ . Th - . .
F333 | Continued From page 16 | F 353 ensures s ffent nursing and
provide nursing and related services to attain or related services to attain and
maintain the highest practicable physical, mental, maintain the well-being of the
and psychosocial well-being of each resident, as residents
determined by resident assessments and '
individual plans of care. How the corrective actlon(s)
S . . . will be accomplished for
The facility must provide sarvices by sufficient those ,es,de,,& found to be
numbers of each of the following types of affected by the alleged
personnel on a 24-hour basis to pravide nursing deficient practice? :
care to all residents in accordance with resident Residents # 44. 54 and 61 had
care plans: no negative outcomes from this
i . alleged deficient practice.
Excgpt when waived under paragraph (c) of this Ndrging stafflr: -ch)lucatecl re:
section, licensed nurses and other nursing call bell policy and acceptable
personnel. response time.
o . DNS, ADNS, S0IC &Jor ,
Except when waived under paragraph (c) of this NS, ADNS, dgsigh:e 1/20/2012
section, the facility must designate a licensed
nurse to serve as a charge nurse on each tour of | How will the facility identify
duty. other residents having the
o potential to be affected by the
This REQUIREMENT s not met as evidenced Z;T;;Zﬁgi’;%ﬁgﬁ;:ﬁ;
by: : .
Based on resident interview and record review affected. On-going
the facility falled to assure the ongaing and ' .
consistent availability of staff to answer call lights v::' : t ::szsol:r:ssvglilnl;:k[f ut
and respond to residents requests for assistance ::h anp es mad yt o ensure that
in a timely manner for 3 of 3 residents in the th dgﬁc'mnt € fice v;'ll not
targeted sample. (Residents #44, #61 and #54). rezurs? . tent prac !
Findings include: L .
ndings include Nursing staff will be re-
1. Per interview an 12/19/17 at 10:29 AM, ecucated fe- call bell system |
Resident #54 who needs total assistance stated equipment usage and cail be
to the nurse surveyor that s/he has to "wait responseDt:lxgeth';llosnséDc Bfor | 12/20/2012

|
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How will the facility monitor
F 353 | Continued From page 17 F 353 its corrective actions to
assistance far all personal needs on 12/19/11 at . ensura that the deficlent
8:30 AM the stated to the nurse surveyor "staff : practice will not recur? :
are doing the best they can but there is not Initial audit of all call bell
enough help, I need 2 staff and sometimes | wait . equipment to ensure function
hours for a response after using the call bell”, and nursing staff
Per interview on 12/19/11 at 1:37 PM, Resident understanding. 5 daily audits
#61 stated "I Have to wait a while, sometimes per week X 4 weeks of call bell
they come in turn off the bell saying they fieed to response outcomes to ensure
get help and then don't come back”. 90% success in response of 15
Per interview on 12/20/11 at 1:30 PM, the DNS : mins or below with results
stated thet if a call bell is not answered within5 | reported at Action Team and
minutes the pager will beep again and after 10 QA Meetings with changes
minutes all staff, including the nurse's beeper will ~ made as appropriate.
go off ‘again with the expectation that staff DNS, ADNS, SDC &/or design | 12/22/2012

respond within 10 minutes to all call lights. Per

review.on 12/20/11 at 2:45 PM of SMARTcare, ; % 55 ?OC Qe q z

audits which show the room location, when the

call bell was initiated and the response time,
indicated that residents #54, 61 and #44 waited, S/‘O 3 W Egg)
: oo - gro | -

on several occasions. greater than 10 minutes.

Resident #54 on 12/08/11 at 10:18 AM waited 38 \ ( \4" [Z-
minutes, an 12/14/11 at 8:44 PM - 18 minutes, on .

12/15/11 at 7:18 PM - 23 minutes, on 12/16/11 at
1:23 PM and 5:52 PM - 16 minutes, on 12/17/11
at 3:43 PM - 18 minutes and on 12/17/11 at 4:39
PM - 33 minutes.

Resident #44 on 12/10/11 at 6:17 PM waited 42
minutes, on 12/10/ 11 at 11:14 PM - 16 minutes,
on 12/11/11 at 4:58 PM: - 40 minutes and on

12/11 11 at 5:47 PM - 16 minutes.

Resident #61 on 12/12/11 at 8 AM waited 28
minutes, on 12/13/11 at 2:26 PM - 27 minutes, on |
1211411 at 7:11 PM & 7:48 PM - 15 & 41 minutes
respectively and on 12/15/11 at 6:40 PM - 25
minutes,

Per interview on 12/20/11 at 3:00 PM the DNS
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F 353 | Continued From page 18 F 353

and Administrator confirmed, staff didn’t answer
the call bells within a timely manner to meet
resident's needs,
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