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F 000 INITIAL COMMENTS 

A recertlflcatlonlrellcensure survey was 
conducted on 12109113 through 12/13/13 and 
12r16113 through 12117/13. Complalnts 
#OK00D43512, #OKOD043448, #OK00043468, 
#OK00043443, #OK00(l43458, and ... ... 
#OK00043539 were Investigated In conjunction 
with this survey. 

The following abbreviations/symbOls were used in 
this text: 
ADON - Assistant Director of Nursing 
CMA - certified medication aide 
CNA· certified nurse aide 
DON - director of nursing 
LPN - licensed practical nurse 
RN - registered nurse 
DA· dietary aide 
DM • dietary manager 
55 • social services 

adl " activities of dally living 
A·fib - atrial fibrillation 
BID - twice daily 
bi!- bilateral 
BlE - bilateral lower extremities 
c- with 
CHF - oongestive heart failure 
clo - complaint of 
cont • continue 
COPO • chronic obstructive pulmonary dlsease 
de - discontinue 
OVT - deep vein thrombosis 
dx - diagnosis 
fx - fracture 
L· left 

me~~atfon 
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Any doklBllc¥ statement "nding With ~n'asterl8k (0) crMoIea a delldency which the InsDtution may be axc:tIsed from corraotlng providing it Is determined IIlat 
oUler~ltr.mu .. rds.Dtovlde ~ulflof""t pratecllon to the patients. (See Instruotions.) Except for nursing homes, the findings stated above are diso/DSabfe 90 days 
following the da~ of survey whether or nota plan 01 correotlon Is provided. For nursing hOll\tl$, the above nndlngs and plans 0/ correclfon are dlsoiosable 14 
dayB follOWIng the date 1Ilelle dQCUmenIB ate made available to 1he faclllty. If dellael\Clea ere olted, an approved phon 0/ correction III requlslte 10 conijnued 
program participation. 
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mg-mlmgram 
NJO - New order 
NS - normal saline 
po -by mouth 
ppm - parts per million 
pm - as needed 
q- every 
qd - every clay 
rorrt- right 
sq - subcutaneous 
s/sx - signs and symptoms 
TAR - treatment administration record 
TIO - telephone order 
tx - treatment 
vac-vaccum 
w/c - wheelchair 
wk-week 
wlo -without 
x-times 

F 157 483.10(bX11) NOTIFY OF CHANGES 
SS=H (INJURYJDECUNEIROOM, !=Tel 

A facility must immediately Infollll 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 hes the potential for requiring physician 
lnt6lVention; a significant change In the resident's 
physical, menial, or Psychosocial status Q.e., a 
deterioration in health, mental, or psychosocial 
stabJs In either life threatening conditione 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 
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F 157 validity or existence of the alleged 
deficiencies, Maplewood Care Center 
provides the following plan of 
correction. 

Fl57 
1. On 12/14/13> resident #3' s 'G. ".u 
physician was notified of her pain. ' 
The physician ordered her to begin 
on dilaudid Img per peg q 4 hours 
routinely at this time. 
2. Alil'esidents receiving routine 
and/or as needed pain medications 
have the potential to be affected. A 
pain screen was cOlPpleted on these 
residents by {JlIl"lll~ ; 
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§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 lights under Federal or state law or 
regulations as specified In paragraph (b)(1) of 
this section. 

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

this REQUIREMENT Is not met as eVidenced 
by: 
Based on observatJon, Interview, and record 
review, it was determined the facility failed to 
notlfiy the physician of Increased pain for one (#3) 
of thirteen sampled residents who were reviewed 
for paIn. This resulted In actual harm for resIdent 
#3. The facility identified 72 residents as 
receiving rouUne and/or as needed pain 
medications. FIndings: 

The facility's policy on pain, dated 04/2013, 
docLmented, " .• .Assessment and 
Recognition ... lncfudes a review of knoWn 
diagnoses or conditions that commonly cause or 
predispose residents to pain ... Revfew for any 
treatments that the resident currently Is receiving 
for pain ... Assessments should occur on 
admission to the facility, at each quarterly review, 
whenever there Is a slgnlflcant change In 
condltlon and atany time pain is suspected ... The 
staff will reassess the IndMdual's pain and 
consequences ofpa1n at regular intervals ... " 
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F 157 3. Nursing staff were inserviced by 
the Risk Manager on 12/17/13 
regarding notification of physicians 
with increased or uncontrolled pain. 
4. Audits will be completed to 
ensure residents are effectively -
treated for pain weekly x 4, monthly 
x 3 and quarterly x 1 and finding 
reported in the Quality Assurance 
Meeting. 
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ReSidant #3 was admftted to the facility on 
09/14/11 with diagnoses that Induded mufliple 
sclerosis (MS). chronIc pain, dysarthria, jofnt 
contractures, multiple pressure ulcers, diabetes, 
and myalgia. The resident received all 
medications via a percutaneous gastr08lomy 
tube. 

PhysicIans orders, dated 0212013, documented 
the rasldent was to receiVe Norco 7.51325 mg. 
two tablets every eight hours for pain. Saclofen 
10 mg every six hours for muscle spasms, 
Zanaflex 4 mg every six hours for spasms, and 
acetaminophen 640 mg every fours hours as 
needed for pain. 

A physlcfan's order, dated 02108113 at 7;00 p.m., 
documented to decrease the resident's Norco to 
7,5/32£ mg every eight hours for paIn. 

A physician's order. dated 02117/13, documented 
the resident coukl receiVe Norco 7,5/325 mg 
every eight hours as needed for pain. 

A nurse's note, dated 02119113, documented, " ... 
[Name withheldJ [complains of! paln .. ,[oneI tab 
Norco does not reUeve pain ... Requested 10 have 
It baCk to 2 tab [sic]. .. " 

A physIcIan's order, dated 02119/13, documented 
to increase the pain medication back to Norco 
7.5/325 mg two tablets every eight hours routinely 
for pain. 

Physician's orders, dasted 0512013, documented 
the resident was to receive Norco 7,51325 mg, 
two tablets every eight hours, acetaminophen 640 
mg every eight hours, and naproxen 250 mg 
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every twelve hours as needed for pain 

Resident #3 was hospitalized on 05)20/13 and 
re-admltted to the facility on 06111/13. 

The facility admission/start-up orders, dated 
06111/13, documented the resident was to receive 
Norco 7.51325 mg two tablets every eight hours 
for pain and acetamlnphen 650 mg every four 
hours as needed for pain. 

The dIagnosis description included Sacral ulcer 
stage IV, multiple sclerosis, dysarthrta, left leg 
contracture, and contracture of the hand. 

Another facifity admission/start-up order, dated 
06111/13, documented the resident was to receive 
Norco 5/325 mg every four hours as needed for 
pain and naproxen 250 mg every 12 hours as 
needed for pain. 

A physician order, dated 06114/13, documented 10 
Increase the resident's Norco 7.51325 to two 
tablets every six houl'5. 

A quarterly assessment, dated 06/18113, 
documented the reSident was cognitively Intact, 
required total assistance from staff fur bed 
mobility, transfers, and aU ADLs. It was 
documented the residenfs upper and lower 
extremity range of motion was Impaired due to 
joint contractures. 

It was documented the resident Was on a 
schedUled paIn medication regImen and had 
received as needed paIn medication. It was also 
documented the l'&Sident's pain was frequent with 
an intensl!y of eight, on a pain scale of one to ten. 
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It was also documented the resIdent had three 
stage III pressure ulcers and one stage tour 
pressure ulcer. There were three unstaged 
slough/eschar pressure ulcers. 

A physician order, dated 06/18/13, documented to 
Increae the residenfs Norco7.51325 mg to two 
tablets every tour hours. 

An assessment of contracture risk was 
completed on 06120/13. The total score was ten. 
This indicated the resident was at risk and 
required a regular positIoning schedule for both 
bed and chair. Predisposing factors were 
documented as bJlateraJ upper and lower 
extremity flexion contractures. 1t was a~8o 
documented the resident's hands were 
contracted. 

The resident was hospitalized on 07126/13 for 
non-healing pressure ulcers and re-admltted to 
the fe.c1l1ty on 08109/13. 

The facility admisslon/start-up orders, dated 
08J09f13, documented the resident was to 
receive acetaminophen 640 mg every four hours 
as needed for pain and Norco 51325 mg two 
tablets every four hours as needed for paIn. 

A routine pain medication was not ordered on 
readmission. 

A facility pain assessment was completed on 
08/09/13. The assessment documented the 
resident had experienced pain dally In the last 
seven days tn both legs and feet. The 
assessment revealed that pain was Increased 
upon movement 
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A medIcation adminIstration record. dated 
0812013, documented the resIdent receIved 
Norco 5/325 mg. two tablets almost daily. 

On 08124113, the resIdent was hospitalized for 
non-heallng pressure ulcers and re-admitted to 
the facility on 09/16113. 

The facilfty admIssIon/start-up orders, dated 
09/16/13, documented the resident was to 
recetve Norco 7.51325 mg every four hours as 
needed for pain and naproxen 220 mg daily. 

The diagnosIs description on re-admlsslon 
inclUded multiple pressure ulcers, multiple 
sclerosis, depressIon, and neuropathy. 

A nurse's note, dated 09116113 at 1:46 p.m., 
documented, " •. . Res arrived at facility via hospital 
transportatIon ..• Multlple wounds to legs, both feet 
(anQ] both hlps, .• Wound nurse to assess [and] 
treat ... Ras (n too much pain to allow nurse to tum 
land] assess skin on back [and) coccyx .. ." -

A pain assessment was completed on 09/16/13. 
The assessment documented the resident rated 
her pain at six on a scale of one to ten. It was 
documented the resident's pain was located in 
both knees and hips. The paIn was dascrlbed as 
sharp and Increased with activities. 

An annual assessment dated 09117/13, 
documented the resident was on a scheduled 
pain medication regimen and received as needed 
pain medication. The assessment revealed the 
resident's patn was frequent and rated at six on a 
scale of one to tan. It was documented the pain 
made It hard for the resident to sleep. 
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A nurse's .note, dated 09120/13, documented, 
" ... Dr.[Name withheld] In the building lnew order] 
to [increase] baolofen to aiD, Flexerll1 0 mg 
TID ... " 

On 10103/13, the resident was hospitalized for 
non-heallng pressure ulcers and re-admltted to 
the facility on 10108113. 

The diagnosis description on fe-admission 
included multiple sclerosis, depression, and 
pressure ulcers on the low back, hip, and heel. 

A pain assessment was completed on 1 0/08/13. 
The assessment revealed the resident's 
diagnosis of multiple sclerosis and conditions of 
contractures and pressure ulcers that would likely 
cause pain. It was documented the resident 
received routine and as needed pain medication. 
It was also docUmented the resident had 
described the pain as du~, burning. tingling, pins 
and needles. The pain Involved both upper and 
lower extremities, occurred dally, and was 
inte/TT1lttent The intensity was rated seven on a 
pain scale of one to ten and affected the 
resident's sleep. Repositioning and movement 
made the pain worse. 

The facility resident-dala collection, dated 
10108113, documented the resident experienced 
constant, severe pain in both lower extremities, 
rating the pain a five on a paln scale of one to 
ten. 

Monthly physlolan orders, dated 1012.013, 
documented the resident was to receive Aleve 
220 mg every day for pain. There was no 
documentatlOCl of any other pain medications 
being ordered. 
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Monthly phYSician orders, dated 1112013, 
dooumented the resident was to receIve A1eve 
200 mg one tablet every day for pain and Norco 
7.51325 mg two tablets every four hours as 
needed for pain. 

A Peg Tube faclJIty lonn, dated 11/2013, 
documented the resident received Norco 7.5/325 
mg one tablet every four hours as needed for 
pain. 

The resident's care plan, updated 11126/13, 
dOGilmented, ..... ProblemlNeed .. .she will be 
monItor [sic] for any and all pain, using paIn scale 
If appropriate ... Medicate with ordered medication 
call physIcian If no relief obtained ... Goal ... Receive 
medication as ordered ... she will be comfortable 
and achieve her goal of pain level 
4 ... Approad1es .. .lf relief Is not obtained consult 
physldan to change or add to medIcation 
ordered ... • 

Monthly physIcian orders, dated 1212013, 
dOGilmentecl the resident was to receive A!eve 
220 mg every day For paln and Norco 7.51325 mg 
two tablets every four hours as needed for pain. 

Medication adminlstraton records, dated 1212013. 
documented. ·".Norco 7.5-325 Tablet 2 Tabs Per 
Peg Tube Every 4 Hrs As Needed .. ." There was 
a slash mark through the two In the 
admInistratIon directions of the Norco, and the 
numeral "1"WBII written Irt 

Review of narcotic count sheets, dBtecl12/01/13 
through 12109113, revealed documentation the 
resident requested, on a daily basis, Norco 
7.51325 tablets with each tube feeding, at 9:00 
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F 157 Continued From page 9 
a,m., 12;00 p.m" and 4:00 p.m. 

On 12/10/13 at 9:25 a.m., LPN #3 was observed 
administenng pressure ulcer care to resident #3, 

The resIdent was observed to be severely 
contracted In the hips and knees. The resIdent's 
torso was twisted to the left from the waist down 
with both legs drawn and crossed at the ankles 
which caused contact in areas creating high rISk 
pressure pOints. 

The LPN stated the resident had been 
administered pain medicatIon 30 minutes prior to 
the wound care beginning. 

The resident was asked to rate her paIn on B 

scale of one to ten. She stated, "Eight. .. 

The resident was unable to relax due to muscle 
spasms. When the LPN would touch the 
resident, she would begin having musde SlJasms. 

With each manIpulation of the resident's lower 
extremities the residant would yell out. "Oh, Oh." 

1he resident was very flushed. her cheecks were 
rad, and her eyes were Wide. She had a grimace 
on her face with a fearful look when she knew 
she would be moved. 

At 10:05 a.m., tfle Jesldent was asked If she had 
received pain medIcation prior to wound care. 
She stated, ''Yes.' 

She was asked If she felt the pain me<1ication was 
effective, She stated, "They tall me I take the 
strongest pain medication they can give me, but I 
could stand a stronger one," 
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She was asxed if she ever refused repositioning. 
She stated, "Sometimes. it hurts. They can't get 
me comfortable." 

At 10; 17 a.m., LPN #2 was asked If she felt the 
resident's pain mecllcation was effective when 
administering wound care. She staled, "She h~ 
muscle spasms when you touch or move her." 

At 10;55 a.m., CNA#2 was asked how she knew 
the resident was In pain when administering care. 
She stated, "She yells." 

She was asked what she did when she saw the 
resident was In pain. She staled she would tell 
the medication aide or reposition the resident. 
She stated the medication aide will give her a 
pain pill. She stated, "She lets us move her but 
she doesn't want to." She stated, "She hales 
showers, she crIes. U 

She was asked what causes the resident pain. 
She stated, "Touching and moving her. n 

She was asked who she had told about the 
resident's pain. She stated, "Everyone knows." 
She was asked If the charge nurses were aware. 
She stated, "Yea." 

She was asked If it appeared the resldanfs pain 
medication was effectlve in relieving the 
resident's pain. She stated, "No, nothing 
changes." 

On 12112113 at 9:44 a.m., lPN #2 was asked who 
was responsible for resident #3's pain 
management She staled, "Dr. Iname withheld] 
and each nurse." 
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She was asked what was done with the 
Informatlon obtaIned during pain assessments. 
She stated, "Chart It and medIcate according to 
the assessmaot." 

She was asked what caused resident #3 to have 
pain. She stated, 'She has MS and IS super 
contracted. N 

She was asked what she did to minImize the 
residenfs paIn durlng activities known to cause 
pain. She stated she tried to make sure the 
resident had her pain medIcation, and she 
assessed to see if It worked. She stated the 
resident requested pain med/ca1lon be given 
before each tube feedIng. 

She was asked what the resldoors paIn 
medications Were. She stated, "Norco and Aleve, 
Baclofen, Neurontin.· 

She was asked when the last time the resIdent's 
paIn medication had been adjusted. She stated, 
"I don't know. As long as I been taking care of 
her they've been the same." She stated she had 
been at the facility less than six months. 

She was asked Why those speclflc medications 
were chosen. She stated, "I don't know." 

She was asked why the resident had been told 
that she was on the strongest pain medcation 
she could be on. Sha stated, ". don't know who 
told her that· 

On 12112/13 at 11:00 8.m .. the medication 
admInistration record was revlewed. It was 
documented the resident had received Baclofen 
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20 mg, Aleve 220 mg, and one tablet of Norco 
7.51325 mg at 9:00 a.m. 

On 12113/13 at approximately 9:50 a.m., Dr. 
(name withheld} was asked if staff had In tanned 
him that the resident had Increased pain with 
pressure ulcer dressing treatmenl He stated, 
"I'm not too sLlre about that" The physician 
stated the resident's pain would never be 
completely relieved due to her dIagnoses. He 
stated that sometimes, just breathing on the 
resident could cause her excruciating pain. He 
stated because of the resident's diagnoses, her 
pain was extremely difficult to manage. 

He was Informed that the resident's routine pain 
medication was Alave. He stated, "That's 
nothing." 

He was askad what he would have done if he had 
known the resident was having Increased pain 
with her pressure ulcer treatments. He stated, " I 
would have Increased her pain medication. II 

He was asked If he depended on staff to Inform 
him of resident's pain levels and issues with pain. 
He stated, "Yes I do, they are my eyes and my 
ears. I depend on them." 

The physician was asked If he knew why 
someone had decreased the resident's as 
needed Norco 7.51325 mg from two tablets every 
four hours to one tablet, when It Was known that 
one tablet did not control her palrL He stated, 
"No, I don't" 
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F 224 Continued From page 13 
The facliity must develop and Implement written 
pOlicies and procedures that prohibit 
mistreatment, neglect, and abuse of residents 
and misappropriation of resIdent property. 

This REQUIREMENT Is not met as evidenced 
by: 
Based on observation, Interview, and record 
review, it was determined the facility failed to 
prohibit verbal mistreatment for one (#30) of one 
rasiaent who was observed to be verbally 
mistreated and failed to prohibIt misappropriation 
of resident property for one (#14) of 29 sampled 
residents whose clInical records were reviewed. 
This had the potential to affect 163 residents who 
resided at the facility. Findings: 

The facility's undated policy on abuse 
documented, H ... all residents entrusted into our 
care have an lnherft right to be free from verbal, 
physical, and mental abuse, corporal punishment 
and involuntary seclUSion. 

Therefore, thIs facility shall not use or condone, 
nor shall we tolerate any form of abuse towards 
our residents Including, but not limited to: velbal, 
sexual, physical or mental abuse. mJstreatmen~ 
neglect, corporal punishment, misappropriation of 
resident funds or Involuntary s·ecluslon •.. " 

1. Resident #14 was admitted to the facility on 
08/20/13 WIth diagnoses that Included Alzheimer's 
disease. 

A resident personal belongings list, dated 
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la. On 11/21113 , Resident #14 J b, h4. . 
several items that were reported 
nllssmg were found and returned to 
him. The additional items were ' 
replaced on 1116/14. 
lb. on 12114/13, resident #30's care 
plan was updated to reflect that she 
had a age progression of 4yo and 
responds well to hand gestures. 
2a. All residents have the potential 
to be affected. Resident and family 
interviews were conducted to 
determine if any additional property 
was missing or any unreported 
allegations of abuse on 1120/14. 

3. CNA #3 was in-serviced by the 
Risk Manager nurse regarding 
residents rights, dignity, and abuse 
on 12119/13. All other staff was in
serviced on 1120114 by the DON. 
4. Random interviews with residents 
and families to identify missing! 
items or abuse will be conducted 
weekly x 4, monthly x 3 and 
~ly thereafter. Results will be 
reported in the Quality Assurance 
meeting. 
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F224 Continued From page 14 
08120[13, documented the resident had five 
t-shlrts, 6 trousers, two polo shirts, six pairs 
socks, six underwear, two pajamas, and a mesh 
laundry basket. 

Resident council meeting minutes, dated 
09126113, documented, " ... Biggest problem Is wlth 
the return of laundry. Too often Items are 
misslng ... When asked to look farthings, they 
often reappear. Where were they In tlla 
meantime? This Is especially true of 
undergarments ... Can there be some sort of 
system with ohecks and balances? ... " 

Resident council meeting minutes, dated 
10/24/13, documented, " ... Laundry occasionally 
returned to wrong resident. Please check: more 
carefully ... " 

An InterdiSCiplinary meeting form, dated 11121/13, 
documented, " ... Care pian meeting held c team 
and [famlly member and family member!, clothing 
Is laundered by the family but olothlng Is missing 
on a frequent basis. States some things have 
returned, not knowing Where they may be 
goIng ... " The form was signed by RN #3, SS #2, 
the family members, and an unknown staff 
member. 

On 12110/13 at 1:43 p.m., the resident's room 
was checl<ed for clothing. Two pajamas bottoms 
and onet-shlrtwere hanging in hill closet. One 
pair of pajama bottoms and one t"shlrt were 
observed In the mash laundry basket 

On 12116113atB:15a.m., the resident's 
representative was asked If the resident had 
missing clothing items. She sta~, "Yes." She 
was asked if the Issue had been resolved. She 
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F 224 Continued From page 15 
stated, ''They saId they would take care of II, but it 
hasn't been resolved." She stated, ·Some were 
found. They said they are working on it." The 
representative was asked how many oIothing 
items were missing. She sta.ted, "We have been 
replacIng clothes every week or so.· She stated 
the family had taken sIX new sets of clothing on 
the previous Saturday nlght because the resident 
only had one pants and one shIrt left. 

The represantatlve was asked If1hey had 
reported the mIssing items. She stated, "Yes." 
The representative stated the famlly had talked 
with staff just the previous day about the missing 
clothing items and that they had been instructed 
to file a complaint. The representative stated the 
issue had also been brought up In the care plan 
meeting. 

On 12116/13 at 8:34 am., MDS coordinator 1f2 
was asked what she did If a family complained of 
mIssing clothing durIng a care plan meeting. She 
stated she WDuld reassure them, report the 
mIssing items to the housekeeping supervisor, 
and If there was no resoluijon, she would go and 
look for the misSing Items herself. 

The MDS coordinator was asked how she 
informed the admlnlstrator of the complaints. 
She stated she would write the complaint up and 
social services would write a statement. She 
stated there was a meeting once a week and the 
social services department was good about 
following through. 

She was asked If the resident's famlly had 
complained of missing clothing items. She stated 
she was not aware of that She stated If they 
had, she would Instruct them to go to social 
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services. 

On 12116/13 at 8:49 a.m., social services #2 was 
asked What he dId when he received complaints 
of missing clothing. He stated, 'Talk with the 
laundry. Do your best to track down the clothes. 
TIY to find them.· He stated, "J have gone to the 
laundry myself." 

Social seTVIces #2 was asked how he informed 
the administrator of any missing Items. He 
stated, "Elring it to her attention." Social services 
#2 was asked what the administrator would do. 
He stated a ]lst of the missing items would have 
to be taken to the administrator. 

Social seTVIces #2 was asked it the resident's 
family had complained of missing clothing items. 
He stated, "I don't remember." 

On 12116/13 at 9:16 a.m., the resIdent's family 
member was asked if the resident had any 
missing clothing items. She stated, "Yes, quite a 
lot." She was asked If it had been reported. She 
stated she had told whoever the nurse was when 
It was Identified items were miSSIng and the 
laundry. She stated she had a/so addressed the 
concern In the care plan meeting. 

The family member was asked if the Issue had 
been addressed to her satisfaction. She stated, 
"I was told they were either In the JaundlY or the 
outsIde source [for laundry}." She stated, "Stuff 
has been missing from the very beginning. A few 
things will show up now and then." 

The family member was asked if she brought new 
clothing on the previous Saturday. She stated, 
''Yes.'' She stated, "I brought six pants and 
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F224 Continued From page 17 
matchIng shirts on Saturday." She was asked If 
she had laundry now. She stated, "Yes, two pair 
of pants and shirts." 

On 12/16/13 at 9:27 a.m., CNA#15was asked 
who did the resident's laundry_ She stated, ''The 
family." She was asl<ed what she did when there 
were complaints of missing laundry. She stated, 
"Normally go to the housekeeper.B When asked 
what she would do if the resident had no clothes 
In their room, CNA#15 stated she would normally 
go to the rack In the laundry and get somB. 

On 12116/13 at 9:26 a.m., the resident was 
observed to have five sets of clothing In his 
drawer. There ware no clothes hanging in the 
resident's closet. 

On 12116113 at 9:48 a.m., the housekeeping 
supervisor was asked what she did when she 
received complaints about missing dothlng Items. 
She stated she would go straIght to the laundry 
aide, do closet searches, and speak with the 
outside laundry company. 

The housekeeping supervisor was asked if she 
received complaInts about the resldenfs clothing 
being missing. She stated, "All the time." She 
stated the facility did not do the residant's laundry 
but the aides put It in the laundry bins anyway. 
She stated, "You never know who's doing it and 
they're not going to say." The housekeeping 
suparvlsor stated signs were posted but it did not 
always make a difference. She stated, 
"Sometimes It wlii recyole itself and get back" 

The housekeeping supervisor was asked what 
she was told to do when she reported mlllSing 
Items to the adminIstrator. She stated, "Alii can 
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do is tell her and they Just say to go look through 
the closets." She was asked if she had Informed 
the administrator specifically about the missing 
clothing Items belonging to resident #14. She 
stated, uNo." 

On 12f16/13 at 10:13 a.m., the administrator was 
asked how staff notified her If there were 
complaints of missing laundry. She stated they 
would send an email or communication form and 
they talked about It in moming meetings. 

The administrator was asked how she monitored 
the laundry to ensure residents got their clothes. 
She stated the clothing was supposed to marked. 
She stated, "[Laundry supervisor] and I check on 
the laundry people. Any Issues that come up we 
take care of. n 

The administrator was asked how she handled 
complaints regarding missin9laundry. She 
stated, "Try to find it. Sometimes it tums up. If 
not, replace It." 

The administrator was asked had there been 
complalrrts of the resident's clothing being 
missing. She stated, "Just once." 

2. Resident #30 was admitted to the facl\lty on 
06120/13 with diagnoses that Included inlellectual 
disabilities. 

The residenfs care plan, dated 06120113, 
documented, "".is aphasic and cannot ~rtlcipate 
In or Initiate conversation. She yeUs, screams 
and grunts and this upsets other residents. She 
has dx of mental retardation and 
depression/anxiety. She receives routine 
medication forthis."oannof easily be redirected or 
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respond to 1:1 intervention .. ," The goal was, 
" ... wllI receive medications as ordered and 
minimize her risk for increase In behaviors or 
mood changes thru next review .. ,· Approaches 
Included, ", .. Observe behavior pattern. Watch for 
ability to control behavior and expressions of 
needs and feelings .. ,Recognize stressors that 
may precipitate problem behavior •.. Use calm 
approach when Inappropriate behavior Is 
exhibited ... " 

On 12109/13 at 3:31 p.m., CNA#3 and SS #2 
ware observed having a convef'jation in the north 
dinIng room. They were standing In front of 
resident #30. Resident #30 was yelling out and 
having verbal behaviors. CNA#3 turned, faced 
the resident, and stated, ·Shush." 

At 3:35 p.m., CNA#3 was asked if she told the 
resident to shush. She stated, "No." 

At 3:45 p.m., SS #2 was asked If he heard CNA 
#3 tell the resident to shush. He stated, "Yes. I 
was standIng right there. I've neYer heard that 
shush before." 

At 4:25 p.m., the administrator was asked If any 
one had reported an allegation of verbal 
mistreatment to her that afternoon. She stated, 

F 225 483.13(c)(1)(IlHiIi), (c)(2) - (4) 
SS=E 1NVESTlGATElREPORT 

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 
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la. The abuse allegation for resident 
#30 was reported to the 
Administrator by the surveyor. The 
accused CNA was placed on 
immediately suspension until the 
completion of the investigation 
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registry concernIng abuse, neglect, mistreatment 
of residents or mlsapproprlatlon of theIr property; 
and report any knowledge It has of actions by a 
court of law against an employee, which would 
Indicate unfitness fa; service as a nurse aide or 
other facility staff to the state nUl"OO aide registry 
or licensing authoriHes. 

The facility must ensure that aR aileged violations 
lnvoMng 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 ail Investigations must be reported 
to the administrator or his designated 
representative ~nd 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 correctJve action must be taken. 

This REQUIREMENT i6 not met as evidenoed 
by: 
Based on observation, Interview, and record 
review, It was determIned the facility failed to: 

A. Report an Inc/dent of verba! mistreatment to 
the administrator for one (#30) of one resident 
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F225 1 b. A grievance form was completed 
for Resident #14 regarding his 
missing clothing and aU investigation 
initiated on 11/21113. 
1 c. Resident #24 no longer resides in 
this facility. Resident #34 has had 
no further injuries of un1mowD. 
origin. Resident #21 has had' no 
further complaints of mistreatment. 
2. All residents have the potential to 
be affected. Resident and family 
interviews were conducted to' 
identify any other residents with 
complaints of mistreatment or 
injuries of unknown ori~ on 
1120/14. 
3. All staff was in-serviced 
regarding resident rights, dignity, 
abuse and misappropriation of 
property on 1/3/14. .' 
4. Random interviews with l'esidents 
and families to identify missing
items or abuse . will be conducted 
weekly x 4, monthly x 3 and 
quarterly the~after. Results will be 
reported in the' Quality Assurance 
meeting. 
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F225 Continued From page 21 
who was observed to be verbally mistreated; 

S. Report to the administrator and thoroughly 
Investigate allegations of misappropriation of 
resident property for one (#14) of 25 sampled 
residents who were reviewed for misappropriation 
of property; and 

C. Failed to conduct thorough investigations 
related to resident to resident abuse or staff to 
resident verbal mistreatment for threa (#21, #24, 
and #34) of four residents whose abuse 
investIgations were reviewed. 

This had the potential to affect 183 residents Who 
resided at the facility. 

findings: 

The facility's undated policy on abuse 
documented, " ... all reSidents entrusted Into our 
care have an Inherit right to be free from verbal, 
physical, and mental abuse, corporal punishment 
and involuntary seclusion. 

Therefore, this facility shall not use or condone, 
nor shall We tolerate any form of abuse towards 
our resIdents IncludIng, but not limited to: verbal, 
sexual, physical or mental abuse, mistreatment, 
neglect, corporal punIshment, misappropriation of 
resident funds or involuntary seclusion ... 

Training: employees will be orientated at the time 
of employment and have on1;l0in9 In-services 
through the year on Issues related to abuse 
prohibition praotlces: ... how staff should report 
their knowledge related to allegations wtthout fear 
of reprisal... 
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Prevention: facility will provide to residents, 
families and staff Infonnation on how and to 
whom they may report concerns ... Thls may 
Include the fDilowing: ... assessment, care 
planning, and monitoring of residents with needs 
and behaViors which might lead to conflict or 
neglect, such SS ... residents with communication 
disorders, those that require heavy nursing care 
and/or are totally dependent on staff ... 

Investigation: facility will conduct a thorough 
InvesUgation and document all findings ... " 

1. Resident #14 was admitted to the facility on 
08l20{13 with diagnoses that Included Alzheimer'S 
disease. 

A resident personal belongings list, dated 
08/20{13, documented the resIdent had five 
t-shirts, 6 trousers, two polo shirts, six pairs 
socks, six underwear, two pajamas, and a mash 
laundry basket. 

An InterdiSCiplinary meeting fonn, dated 11121f13, 
documented, " ... Care plan meeting held c team 
and [family member and family member), clothing 
Is laundered by the family but clothlng is missing 
on a frequent basis. States some things have 
returned, not knOWing where they may be 
going ... " The form was signed by RN #3, S8 #2, 
the family members, and an unknown staff 
member. 

On 12f10/13 at 1:43 p,m., the resident's room 
Was checked for clothing. Two pajamas bottoms 
and one t-shirt were hanging in his closet. One 
pair of pajama bottoms and one t-shlrt were 
observed in the mesh laundry basket. 
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On 12116113 at 8: 15 a.m., the resIdent's 
representative was asked if the resident had 
missing clothing items. She staled, "Yes." She 
was asked If the issue had been resolved. She 
slated, "They sald \hey would take care of it. but It 
hasn't been resolved." She stated, "Some were 
found. They said they arewotking on it." The 
representative was asked how many clothing 
Items were missing. She stated, "We have been 
replacIng clothes every week or so.' She stated 
the family had taken six new sets of clothing on 
the previous Saturday night because the resident 
only had one pants and one shirt left. 

The representative was asked if \hey had 
reported the miSSing items. She stated, "Yes." 
The representative stated the family had talkad 
with staff just the previous day about the missing 
clothing Ilams and !hat they had been Instructed 
to file a complaint. The representative stated the 
Issue had also been brought up In the care plan 
meeting. 

On 12116113 at 8:34 a.m., MDS coordinator#2 
was asked what she did if a family complained of 
missing clothing during a care plan meeting. She 
stated she would reassure them, report the 
missing Items to the housekeeping supervisor, 
and If there was no resolution, she would go and 
look for the mIssing items herself. 

The MDS coordinator wes asked hOw She 
infonned the administrator of the complaints. 
She stated she would write the complaInt up and 
social services would write a statement. She 
stated there was a meeting once a week and the 
social services department was good about 
following through. 
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She was asked if the resident's famUy had 
complained of missing clothing items. She stated 
she was not aware of that. She stated if they 
had, she would Instruct them to go to social 
services. 

On 12116113 at 8:49 a.m., social servIces #2 was 
asked what he did when he received complaints 
of missing clothing. He stated, "Talk with the 
laundry. Do your bast to track down the clothes. 
Try to find them." He slated, "[ have gone to the 
laundry myself." 

Social services #2 was asked how he Infonned 
the admInistrator of any missing Items. He 
stated, "Bring It to her attention." Social services 
#2 was asked what the administrator would do. 
He stated a list of the missing Items would have 
to be takan to the ~minlstrator. 

Social servIces fK2 was asked if the resident's 
family had complained of missing clothIng Items. 
He stated, "I don't remember." 

On 12116/13 at 9:16 a.m., the residant's family 
member was asked If the resIdent hed any 
missing clothing Items. She stated, "Yes, quite a 
lat." She was asked If It had been reported. She 
stated she had told whoever the nurse was when 
it was identified items were missing and the 
laundry. She stated she had also addressed the 
concern In the care plan meeting. 

The family member was asked if the Issue had 
been addressed fa her satisfaction. She stated, 
"I was told they were either In the laundry or the 
outside source [for laundry]." She stated, • Stuff 
has been missing from the vary beginning. A Few 
things will show up now and then." 
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The family memoor was asked if she brought new 
clothing on the prevlous Saturday, She stated, 
"Yes," She stated, "I brought six pants and 
matching shirts on Saturday." She was asked If 
she had laundry now. She stated, ·Yes, two pair 
of pants and shirts .. 

On 12116113 at 9:27 am., CNA#15 was asked 
who did the resldenfs laundry. She stated, "The 
family." She was asked what sha did when there 
ware complaints of missIng laundry. She stated, 
"Normally go to the housekeeper." Whan asked 
what she would do if the resident had no clothes 
In their room, CNA#15 stated she would normally 
go to the rack In the laundry and get some. 

On 12/16/13 at 9:28 a.m., the resident was 
observed to have five sets of clothing In his 
drawer. There were no dothes hanging in the 
residenes cI osel 

On 12116/13 at 9:48 a.m., the housekeepIng 
supervIsor was asked what she did when she 
received complaints about miSSing clothing Items. 
She stated she woukl go straIght to the laundry 
aide, do closet searches, and speak with the 
outside laundry company. 

The housekeeping SUpervisor was asked If she 
received complaints about the resident's clothing 
being missing. She stated, "All the time." She 
stated the facility did not do the residenfs laundry 
but the aides put It In the laundry bins anyway. 
She stated, "You naver know who's doing It and 
they're not going to say.' The housekeepIng 
supervisor stated signs were posted but It did not 
always make a difference. She stated, 
'SometImes It will recycle Itself and get back." 
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The housekeeping supervisor was asked what 
she was told to do when she reported missing 
Items to the administrator. She stated, "Alii can 
do Is tel! her and they just say to go look through 
the c\osets.n She was asked If she had informed 
the administrator specifically abol./t the missing 
clothing items beionging to resident #14. She 
stated, "No." 

On 12116/13 at 10:13 a.m., the administrator was 
asked how staff noMad her if there were 
complaints of missing laundry. She stated they 
would send an email or communication form and 
they talked about It in morning meetings. 

The admlolstratofwas asked how she monitored 
the laundry to ensure residents got their clothes. 
She stated the clothing was supposed to marked. 
She stated, "[Laundry supervisorj and I check on 
the laundry people. Any Isaues that come up we 
take care of." 

The administrator was asked how she handled 
complaints regarding missing laundry. She 
stated, "Try to find it Sometimes It tums up. If 
not, replace It." 

The administrator was asked had there been 
complaints of the resident's clothing baing 
missing. She stated, "Just once." 

2. Resident #30 was admitted to the facility on 
06/20/13 with diagnoses that Included Intellectual 
disabilities. 

The resident's oare plan, dated 06/20/13, 
documented, " ... is aphaslo and cannot participate 
in or Initiate conversation. She yells, screams 
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and grunts and this upsets other residents. She 
has dx of mental retardation and 
depression/anxiety, She receives routine 
medication for this ... cannot easily be redirected or 
respond 10 1: 1 intervention ... " The goal was, 
" ... will receive medications as ordered and 
minimize her risk for Increase in behaviors or 
mood changes thru next revIew ... • Approaches 
included. • ... Observe behavior pattern. watch for 
abUIty to control behavior and expressions of 
needs and feellngs ... Recognize stressors that 
may precipitate problem behavfor .. , Use calm 
approach when inappropriala behavior is 
exhibited ... " 

On 12109/13 at 3:31 p.m., CNA1I3 and 55 #2 
were observed having a conversation in the north 
dining room. They were standing In front of 
resident #30. Resident #30 was yelling out and 
having verbal behaviors. CNA #3 turned, faced 
the resident, and stated', "Shush." 

At 3:35 p.m" CNA #3 was asked if she told the 
residentto shush. She staled, "No." 

At 3:45 p.m., SS #2 was asked if he heard CNA 
#3 tali the resident to shush. He stated, ·Yes. I 
was standing rtght there. I've never heart! that 
shush before." 

At 4:25 p.m., the admlrJstrator was asked If any 
one had reported an allegation of Yefbal 
mistreatment to her thaI afternoon. She sta1ed, 
"No." 

3. A resident occurrence report, dated 09130113, 
dooumented, " •.• {resldent#34]. .. brulslng to [right] 
arm land] chesL.ald came to this nurse, bruising 
to [light upper) arm, bruising 10 chesL" 
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An incident report, dated 09/30/13, detailing an 
incident between resident #24 and #34, 
documented, .... Bruising (purplelblue) noted to 
[resident #341s chest, she states that last night a 
white man with brown hair pushed her in her 
chair. /Resldent #24} Is white with dark hair 
pulled back (like tt Is short). There are no white 
men that work thIs hallway. ReSIdents separated, 
[resident #241 placed on 1: 1 supervision, 
Investigation Initiated ... 

[Resident #24] is alert with confusion at times, 
she [s ambulatory ad lib and requires minImal 
assistance with adrs. Her dx Include: paranold 
schizophrenia, psychosis, anxiety and 
depression. [Resident #341 Is alert and oriented x 
1, she Is up as tolerated in a garlchair, she Is 
dependent on staff for a/l adlts. Her dx include: 
dementia, wlo behavior, depression, late effect 
cv1a] and macular degeneration ... • 

Rl,lView of the Inoident Investigation revealed a 
statement from employee #1 and a statement 
from CNA #17. There was no documentation any 
other employees were Interviewed or that any 
residents or femlly members were iotervlewed. 

A flnal state reportable Incident report, with a fax 
data of 1DI04/13, documented, ..... [Rasident#24] 
has been transferred to a behavlOCllI unit for 
evaluation and treatment. [ResIdent #34}: the 
bruisIng remains, no complaints of pain ... • 

On 12/17/13 at 11 :37 a.m., the quality assurance 
nurse was asked if she had completed the 
Investigation for residents #24 and #34. She 
stated, "Yes," 
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The quality assurance nurse was asked who she 
had IntervlawecJ as part of the investigation. She 
stated she had Interviewed resident #34 and the 
aides. She was asked how many staff had been 
IntervIewed. She slated there should have been 
statements from all the aides on that shift. 

rhe quality assurance nurse was asked if any 
other residents or famUy members had been 
Interviewed. She stated, "Yes." She was asked 
to review the investlgation and show where the 
interviews had been documented. She reviewed 
the record and stated the documelltation might 
be in another folder and she would look. 

At 12:29 p.m., the quality assurance nurse was 
asked If she had found any other documented 
interviews. She stated, "I couldn't find any other 
documentation." 

4. Resident #21 was re-admltted to the facility on 
09/08/13 with diagnoses that Included depressive 
dISorder. 

An Incident report, dated 06/14113, documented, 
" ... This resident reported to a staff member that 
she ... asked for pain medication. When the nurse 
brought them In, the resident told her she was 1 
1/2 hrs late. The nurse said 'go to hel!' and left 
the room. Employw has been suspended ... The 
resident is alert [and] oriented. She Is 
independent c transfers [and] self propeiled [sicI 
In herwic ... " 

A fine I Incident report, dated OS/22/13, 
documented, " ... We have been unable to 
SUbstantiate this allegation. The nurse refused to 
give a statement. No other residents had any 
compll:!ints about the nurse ... " 
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F226 
SS=E 

Review of the Investigative fife revealed no 
documentation of resident. staff, or family 
Interviews. 

Review of staff rosters revealed the nurse was no 
longer employed at the facUity. 

On 12117/13 at 11 :37 a.m., the quality assurance 
nurse was asked If she had completed the 
Investigation for resldent#21. She stated, "Yes." 

The quality assurance nurse was asked who she 
had Interviewed as part of the investigation. She 
stat6d she had Intervtewed residents and staff. 
She was asked to review the investigation and 
show where the Interviews had been 
documented. She reviewed the record and 
stated the documentation might be in another 
folder and she would look. 

At 12::29 p.m., the quality assurance nurse was 
asked If she had found any documented 
Interviews. She stated, "I couldn't find any other 
documentation .• 
483.13(c) DEVELOP/lMPLMENT 
ABUSE/NEGLECT, ETC POLICIES 

The facility must develop and implement written 
policies and proc:edures that prohibit 
mistreatment, neglect, and abuse of residents 
and misappropriation of resident property. 

This REQUIREMENT Is not rnet as evidenced 
by: 
Based on obsBlVatlon, interview, and record 
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Administrator by the surveyor, The 
accused CNA was placed on 
mediately suspension until the 
completion of the investigation 
1 b, A grievance fOrm was completed 
for Resident #14 regarding his 
missing clothing and an investigation 
initiated on 11121/13. 
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review, it was determIned the facility faHed to 
follow their abuse policy when: 

A. Staff did not report an Incident of verbal 
mistreatment for one (#30) of one resident who 
was observed to be verbally mrstreated; 

B. Staff failed to report and rnvestlgate 
allegations of mlsappropliation of resident 
property for one (#14) of 25 sampled residents 
who were reviewed for misappropriation of 
property: and 

C. Staff failed to conduct thorough investigatlons 
related to resident to resident abuse and/or staff 
to resident verbal mistreatment forthree (#21, 
#24, and #34) of four resIdents whose abuse 
Investigations were reviewed. 

this had the potential to affect 163 residents who 
resided at the facility. 

Findings: 

The facUlty's undated poncy on abuse 
documented, ..... aU residents entrusted Into our 
care has an Inherit right to be free from verbal, 
physical, and mental abuse, corporal punishment 
and involuntary seclusion. 

Therefore, this facility shall not use or condone, 
nor shall we tolerate any form of abuse towards 
our residents Including, but not Umited to: verbal, 
sexual, physical or mental abuse, mistreatment, 
negreet, corporal punishment, mlsBPproprlatlon of 
resident funds or involuntary seclusion ... 

Training: employees will be orientatecl at the time 
of employment and have on-golng In-services 
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no further injuries of unknown 
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further complaints of tnistreatment. 
2. All residents have the potential to 
be affected. Resident and family 
interviews were conducted to 
identifY any other residents with 
complaints of mistreatment or 
injuries of unknown origin on 
1/20114. 
3. All staff was in-serviced 
regarding resident rights, dignity, 
abuse and misappropriation of 
property on 113114. 
4. Random interviews with residents 
and families to identify missing' 
items or abuse will be conducted. 
weekly x 4, monthly x 3 and 
quarterly thereafter. Results will be 
reported in the Quality Assurance 
meeting. 
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through the year on Issues related to abuse 
prohibitIon practices: ... how staff should report 
theIr knowledge related to allegations without fear 
of rep lisa 1... 

Prevention: facility will provide to residents, 
families and staff information on how and to 
whom they may report concerns ... Thls may 
include 1.11e following: ... 8ssessment, care 
planning, and monitOring of residents with needs 
and behaviors which might lead to conflict or 
neglect, such ss ... resldents with communication 
disorders, those that require heavy nursIng care 
andlor are totally dependent on staff ... 

Investigation: faciUty will conduct a thorough 
investIgation and document all findings ... " 

1. Resident #14 was admitted to the facility on 
08120/13 with dlagnoses that Included AJ;zhelmer's 
disease. 

A resident personal belongings list, dated 
08/20/13, documented 'the resident had five 
t-shlrts, 6 trousers, two polo shirts, six pairs 
socks, six underwear, two pajamas, and a mesh 
laundry basket. 

An interdiSciplinary meeting form, dated 111:21113, 
documented, " ... Care plan meetfng held c team 
and lfamlly member and family member], clothing 
Is laundered by the family but clothing Is missing 
on a freqLlent basIs. States some things have 
returned, not knowlng where they may be 
going ... • The form was signed by RN #3, S5 #!2, 
the family members, and an unknown staff 
member. 

On 12110/13 at 1:43 p.m., the resldenfs room 
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was checked for clothing. Two pajamas bottoms 
and one t-shirt were hanging In his closet One 
pair of pajama bottoms and one t-shlrt were 
observed In the mesh laundry basket-

On 12116113 at 8:15 a.m. , the resident's 
representative was asked If the resident had 
mIssing clothIng Items. She stated, nYes." She 
was asked lfthe Issue had been resolved. She 
stated, "They said they would take care of It, but it 
hasn't been resolved." She stated, "Some were 
found. They said they are working on II." The 
representative was asked how many clothing 
items were missing. She stated, 'We have been 
replacing clothes every week or so." She slated 
the family had taken six new sets of clothing on 
the previous Saturday night because the resident 
only had one pants and one shirt left. 

The representative was asked If they had 
reported the missing items. She stated, "Yes," 
The representative stated the family had talked 
with staff Just the previous day about the mIssing 
clothing items and that they had been Instructed 
to file a complaint. The representative stated the 
Issue had also been brought up in the care plan 
meeting. 

On 12116/13 at 8:34 a.m., MOS coordinator #2 
was asked What she did If a family complained of 
missing clothing during a care plan meeting. She 
stated she would reassure them, report the 
mISSing Items to the housekeeping supervisor, 
and If there was no resolution, she would go and 
look for the missing Items herself. 

The MOS ooordinator was asked how she 
informed the administrator of the complaints. 
She stated she would write the complaint up and 
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social services would write a statement. She 
stated there was a meeting once a week and the 
social services department was good about 
following through. 

She was asked If the resident's family had 
complained of missing clothing items. She stated 
she was not aware of thal She stated If they 
had, she would instruct them to go to social 
services. 

On 12116/13 at 8:49 B.m., social services #2 was 
asked what he did when he received complaints 
of missing clothing. He stated, "Tall< with the 
laundry. Do your beat to track down the clothes. 
Try to find them." He stated, "I have gone to the 
laundry myself." 

Social services #2 was asked how he Infonned 
the administrator of any missing Items. He 
sta1ed, "Bring it to her attention." Social services 
#2 was asked what the admInistrator would do. 
He stated a list of the missing items would have 
to be taken to the administrator. 

Social servlces #2 was asked If the residenfs 
family had complained of mlsslhg clothing items. 
Ha stated, "I don't remember, .. 

On 12116/13 at 9:16 a.m., the resident's family 
member was asked If the resident had any 
missing clothing items. She stated, "Yes, quite a 
lot." She was asked If It had been reported. She 
stated she had told whoever the nurse was when 
ltwas JdenHfled Items were missing and the 
laundry. She stated she had also addressed the 
concem in the care pian meeting. 

The family member was asked if the issue had 
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baan addressed to her satisfaction. She stated, 
"I was told they were either in the laundry or the 
outside source [for laundry]." She stated, /I Stuff 
has been missing from the very beginning. A few 
things will show up now and then." 

The family member was asked if she brought new 
clothing on the previous Saturday. She stated, 
"Yes," She stated, "I brought six pants and 
matching shirts on Saturday." She was asked if 
she had laundry now. She stated, "Yes, two pair 
of pants and shirts." 

On 12/16(13 at 9:27 a.m., CNA#15 was asked 
who did the resident's laundry. She etated, ''The 
family." She was asked what she did when there 
were complaints of missing laundry. She stated, 
"Normally go to the housekeeper." When asked 
what she would do if the resident had no clothes 
In their room, CNA#15 stated she would normally 
go to the rack in the laundry and get some. 

On 12/16/13 at 9;28 a.m., the resident was 
observed to have live sets of clothing in his 
drawer. There were no clothes hanging In the 
resident's closet 

On 12116113 at 9:48 a.m., the housekeeping 
supervisor was asked what she did when she 
received complaints about missing clothing Items. 
She stated she would go straight to the laundry 
aide, do closet searches, and speak wIth the 
outside laundry company. 

The housekeeping supervisor was asked if she 
received complaints about the resident's clothing 
being missing. She stated, "All the time." She 
stated the faclUty did not do the resident's laundry 
but the aides put it In the laundry bins anyway. 
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She stated, "You never knowwho's doing It and 
they're not going to say." The housekeeping 
supervisor alated signs were posted but it did not 
always make a dIfference. She stated, 
"Sometimes It wiM recycle Itself and get back.' 

1'I1e housekeeping supervisor was asked what 
she was told to do when she reported missing 
irems to the administrator. She stated, "AlII can 
do Is tell her and they Just say to go look through 
the closets." She was asked If she had Informed 
the administrator specifically about the mIssing 
clothing Items belonging to resident #14. She 
stated, "No." 

On 12116/13 at 10:13 a.m., the admInistrator was 
asked how staff notified her if there were 
complaln1a of missing laundry. She stated they 
would send an email or communication form and 
they talked about It In morning meetings. 

The administrator was asked hoW she mooltored 
the laundry to ensure residents got theIr clothes. 
She stated the clothing waB supposed to marked. 
She stated, '1LaUndry supervisor] and I check on 
the laundry people. Any Issues that come up we 
take care of." 

The administrator was asked how she handled 
complaInts regarding mIssing laundry. She 
stated, ''Try to flnd It Sometimes it turns up. If 
not, replar»lt" 

The administrator was asked had there been 
complaints of the residenfs clothing being 
missing. She stated, • Just once.' 

2. Resident #30 was admitted to the facility on 
06120/13 with diagnoses that Included intellectual 
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disabilities. 

The ~esldent'8 care plan, dated 06/20/13, 
documented, .... .Is aphasic and cannot participate 
In or initiate conversation. She yells, screams 
and grunts and this upsets other residents. She 
has dx of mentai retardation and 
depressiOn/anxIety. She receives routine 
medication for thls ... cannot easily be redirected or 
respond to 1:1 intervention ... " The goal was, 
"" .wlll receive medications as ordered and 
minimize her risk for Increase In behavtors or 
mood changes thru next reView ... " Approaches 
Included, "".Observe behavior pattern. watch for 
ability to control behavior and expressions of 
needs and feellngs ... Recognize stressors that 
may precipitate problem behavlor ... Use calm 
approach when Inappropriate behaVior is 
exhibited ... " 

On 12109113 at 3:31 p.m., CNA#3 and 55 #2 
were observed having a conversation in the north 
dining room. They were standing In front of 
resident #30. Resident #30 was yelling out and 
having verbal behaviors. CNA#3 turned, faced 
the resident, and stated, "Shush.· 

At 3:35 p.m., GNA#3 was asked If she told the 
resident to shush. She !ltated, "No.' 

At 3:45 p.m., SS #2 was asked If he heard CNA 
#3 tell the resident to shush. He stated, "Yes. I 
was standing right then3. I've naver heard that 
shush before." 

At4:25 p.m., the administrator was asked if any 
one had reported an allegation of verbal 
mistreatment to her that afternoon. She stated, 
IINo." 

--- - ---- ---
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3. A resident occurrence report, dated 09130/13, 
documented, • ... lresident#34] .•. brulslng to [rightJ 
ann (and] ChesLald came to this nurse, bruising 
to [right upper] aim, bruislng to chest ... " 

An Incident report, dated 00/30/13, detailing an 
loO/dant between resident #24 and #34, 
documented, " ... Bruislng (purpleJblue) notad to 
[resident #34]'8 chest, she states that last night a 
white man with brown hair pushed her In her 
chair. [R68tdent#24J Is white with dark hair 
pulled back (like It Is short). There are no whIte 
men that work thIs hallway. Residents separated, 
[resIdent #34J placed on 1; 1 supervision, 
Investigation Initiated ... 

{Resident#24Jls aJertWith confusion at times, 
she Is ambulatory ad Hb and requires minimal 
assistance with adl's. Her dx Include: paranoid 
schizophrenia, psychosis, anxiety and 
depression. [ReSIdent #34] Is alert and oriented x 
1, she Is up as tolerated In a gertchair, she is 
dependent on staff for an adl's. Her dx Include; 
dementia, w/o behavior, depression, late effect 
cv[a] and macular degeneration ... • 

Review of the inCIdent Investigation revealed a 
statement from employee #1 and a statement 
from CNA #11. There wae no documentation any 
other employees were Interviewed or that any 
residents or famUy members were interviewed. 

A final state reportable Incldent report, with a fax 
data of 10104/13, documented, " ... IResldent#24] 
has been tranSferred to a behavioral unit for 
evaluation and treatment [Resldent#34}: the 
bruising remains, , no complaints of pain ... " 
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On 12/17/13 at 11 :37 a.m., the quality assurance 
nurse was asked If she had completed the 
investigation for residents #24 and #34. She 
stated, ·Yes.· 

The quality assurance nurse was asked who she 
had intervlewed as part of the investigation. She 
stated she had Interviewed resIdent #34 and the 
aIdes. She was asked how many staff had been 
interviewed. She stated there should have been 
statements from all the aides on that shift. 

The quality assurance nurse was asked if any 
other residents or family members had been 
interviewed. She stated, ·Yes." She was asked 
to review the Investigation and show where the 
Interviews had been documented. She reviewed 
the record and stated the documentatlon might 
be in another folder and she would look. 

At 12:29 p.m., the quality assurance nurse was 
asked if she had found any other documented 
irrtervlews. She stated, "I couldn't lind any other 
documentation." 

4_ Resident #21 was re-adrnltted to the facility on 
09/08/13 with diagnoses that Included depressIve 
disorder. 

An Incident report, dated 05114113, documented, 
.... This resident reported to a staff member that 
she .•. asked for pain medication. When the nurse 
brought them in, the resident told her she was i 
1/2 hrs late. The nurse said 'go to hall' and left 
the room. Employee has been suspended ... The 
resident Is alert [and] oriented. She Is 
Independent C transfers [and] self propelled [siC] 
In herw/o ..... 
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A final incident report, dated 05122113, 
documented, " .. .INe have been unable to 
substantiate this allegation. The nurse refused to 
give a statement. No other residents had any 
complaints about the nurse ... • 

Review of the investigative file revealed no 
documentation of resident, staff, or family 
interviews. 

Review of staff rosters revealed the nurse was no 
longer employed at the facility. 

On 12117/13 at 11:37 am., the quality assurance 
nurse was asked If she had completed the 
investigation for resident #21. She stated, "Yes.· 

The quality assurance nurse was asked who she 
had Intervlewed as part of the Investigation. She 
stated she had Interviewed midents and staff, 
She was asked to review the investigatIon and 
show where \he interviews had been 
documented. She revieWed the record and 
stated the documentation might be in another 
folder and she would look. 

At 12:29 p.m., \he quality assurance nurse was 
asked if she had found any dooumenled 
Interviews. She stated, "I couldn't find any other 
documentation ." 

F 241 483.15(a) DIGNITY AND RESPECT OF 
SS=E INDIVIDUA/.../TY 

The facility must promote care for residents In a 
manner and in an environment that maintains or 
enhances each resident's dignity and respect in 
full recognition of his or her individuality. 
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ThIs Ri::QUIREMENT is not met as eVidenced 
by: 
Based on observation, in1erVlew, and record 

review, It was determined the facility failed to: 

A. Treat Geven (tr2.7, #30, #35, #37, #39, #40, 
and #41) of fiftBen residents who were observed 
for walle up times with dignity and respect when 
staff awakened the resIdents and got them out of 
bed begInning at 4:30 a,m, ThIs had the potential 
to affect fifteen resIdents Identified by the facUlty 
as being awakenod on the 11-7 shift; and 

B. Treat three (#30, #31, and #34) of eleven 
residents who were observed beIng fed with 
dignity during the dining experience, The facll1ty 
identified 17 residents as being dependent wlth 
eaUng. 

FindIngs: 

The faCllity's polley on dIgnity, datecl1012009, 
documented, '",Each resident shall be cared for 
in a manner that promotes and enhances quality 
of life, dignity, respect and individuality", 

Residents shall be treated with dIgnity and 
respect at all timBS."Derneanlng practices and 
standards of care that oompromise dignity are 
prohibited .. , Staff shall treat cognlHvely impaired 
residents with dignity and sensitivity .. ," 

The facll1ty's policy on assistance with meals, 
dated 1012009, documented, "_"Residents shall 
receive assistance with meals In a manner that 
meets the Individual needs of each 
resident.., Residents who cannot feed themselves 
will be fad with attention to safety, comfort and 
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and as needed. -Results will be 
reviewed in the Quality Assurance 
Meeting. 
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dignity, for exampia ... Not standing over residents 
while assisting them with meals .. .AI1 employees 
who provide resident assistance with meals wI/! 
be tralned and shall demonstrate compatency in 
the preventfon of foodboma fllnass, Including 
personal hygiene practices and safe food 
handling .. . " 

1. On 12109/13 at approximately 11 :00 s.m., a 
note-tltled 11-7 get-up list was noted to be taped 
on the southeast nurses' station. Included on that 
I1st was resident #39. Five resident names were 
on the list 

An 11·7 get up list was noted in the ADL book 
located on the center hall. Five residents were 
named on the Ust. 

An 11·7 get Lp list was noted In \heADLboDk 

located on the north hall. It was documented to 
wake resident #35, dress him, and leave him In 
bed. Seven additional resident names were on 
the nsl 

2. On 12/11/13 at 5:10 a.m., residents #27, #30, 
and #37 were observed to be dressed and sitting 
In their chairs In the north dlning room. They had 
no fluids available to them. 

Resident #35 was observed to be lying In his bed. 
with his eyes closed. 

On 12111113 a16:25 am., CNA #14 was asked 
what time she started getting residents up In the 
mornings. She stated, "Around 5 (a.m.l." She 
was asked If the residents were asleep. She 
stated, "Yes.' 

CNA #14 was asked what tima she woke resident 
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#37 and got her out of bed, She stated, "5:00 
[a,m.]." 

She was asked what time she woke resident #27 
and got her out of bed. She stated, "Around 5." 
She was asked if the resident was asleep when 
she went to get her out of bed, She stated, 
"Sometimes," 

CNA #14 was asked what time she woke resident 
#30 and got her out of be~, She stated, "Around 
5." She was asked If the resident was asleep 
when she wentto get her out of bed. She stated, 
·She will be pretty sleepy." 

CNA #14 was asked if she had woke resident #35 
to dress him. She stated, "Yes." 

CNA #14 was asked why the residents were 
gotten up so earty. She stated It was so they 
would be ready for breakfast on the 7-3 shift. 

On 12116/13 at 11:30 a.m., LPN #4 was asked 
why staff started getting residents up so early. 
She stated, ''Tha~s a good question. They say so 
day shirt doesn't have to come In here and start 
ge1ting them up." LPN #4 was asked why 
resident #35 was awakened, dressed, and left In 
bed. She stated, "Because he doesn't want to sft 
in the chair that long." LPN #4 was asked what 
tfme breakfast was served. She stated, "Between 
7:30 and 8:00 [a.m.]." 

On 12117/13 at 9:25 am., the DON and 
administrator were asked what the reason was 
for 818ft to get residents up so early, The 
administrator stated, "I wasn't aware they were 
getting them up that early. II They were asked 
how staff knew the r&sldents were agreeable to 
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getting up so early. The administrator stated 
social services talked with the residents and 
asked them What time they would like to get up. 
The adminIstrator was asked If residents #27, 
#30, and #37 could tell staff they did not want to 
get up that early. She stated, "No." 

The administrator and DON were asked why 
resIdent #35 was dressed at 4:30 a.m. and left in 
bed. There was no comment 

The administrator and DON were asked why the 
resIdents were not provided fluids when they 
were taken to the dining. The administrator . 
stated, "They should be.· She was asked when 
breakfast was selVed. She stated, "Between 7:30 
and B:OO (a.m.J. n 

3. On 12111f13 at 5.05 a.m., the southeast dining 
room was observed. Pitchers of warm water, 
warm juice, and cold coffee were observed on a 
cart In the dining room. 

1118 assisted feeding table was observed with two 
plates that contained chlcl<en, potatoes, rolls. 
These Items were on the previous evening's 
menu. 

Resident #40 was observed in her wheelchair 
with her head resting on the dining room table. 
She was asked tf she wanted to get up at this 
time. She stated, "No." She was asked If she 
would rather be In bed. She stated ''Yes." 

At 5:43 a_m., CNA #5 brought res/dent #39 Into 
the dining room. 

At 5;49 a.m., resident #39 was observed With her 
eyes closed. She was asked if the staff got her 

PRINlED: 01/0912014 
FORM APPROVED 

OMS NO. 0938-0391 
0(2) MULTIPLE CONSTRUCTION (X:l) DATE SURVEY 

COMPLETED A. IitJllllING ______ _ 

B.WlNG 

ID 
PREFIX 

TAG 

STREET ADDRESS. CITY. STATE. ZIP cooe 
8202 EAST 51ST STREET 

nJLSA, OK 74138 

PROVIDER'S PlAN OF CORRECTION 
(EACH CQRRECTIVEACl10N SHOlAll BE 

~08S-REFERENCED TO THEAPPROPRlIrrE 
DEFICIENCy) 

F241 

C 
12117/2013 

(ItS) 
COMPLElION 

DAre 

FORM CMS-2E"67(~) PI8YIout Varolona Obttclate EventlO:NU6U11 Faoil\!y 10: NH722~ If COntinuaUon shaM Page 45 of 161 

JacquesB
Highlight

JacquesB
Highlight



DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERaFOR MEDICARE & IIIED1CAID SERVICES 

STATEMeNT OF DEFICIENCIES Q(1) PROVIOERISUPPLiERICLIA 
AND PLAN OF CORREC110N IOENTIFICATION NUMBS'!: 

378034 
NAME OF PROVlDI:R OR SUPPLIER 

MAPLEWOOD CARE CENTER 

(XA)ID SUMlAARY STATEMENT OF DEFICIENCIES 
PREFIX (EACH DEF1CIENCY MUST BE PRECEDED BY FULl-

TAG REGULATORY OR LBC IDENTIFYING INFORMATION) 

F 241 Continued From page 45 
up. She stated, ·Yes." She was asked If she 
wanted to get up this early. She stated, "No." 
She was asked If she would rather be in bed. 
She stated, ·Yes." She was asked if staff got her 
up earty everyday. She stated, "Yes.· 

At 6:00 a.m., resident #41 was observed in a 
wheelchair at a feeding tElble In the dining room. 
The resident was talkIng to himself_ 

At 6:18 a.m., LPN #1 was asked why resident 
#41 was up at 6:00 a.m. She stated he was on 
the get up Usl which meant he was to be woke up 
anytime after 5:00 a.m, She stated the UstWBS 
comprised most of residents who required 
assistance feeding. 

At 7:49 am., resident #39 received her breakfast 

At 7:fiT resident #41 received his breakfast. 

4. On 12109113 at 12:05 p.m., observations ofthe 
noon meal In the north dining room were made. 

CNA#4 began feeding resldent#31. She stood 
as she fed the restdent. 

At 12:11 p.m., CNA#8 began feeding resident 
#34. She stood as she fed the resident CNA #4 
began feeding resldent #30 as well as resIdent 
#31. She continued to stand. 

At 12:12 p.m., CNAs #4 and #8 began talking 
about pElTBonallssues between themselve at the 
dIning room table while they fed the residents. 

At 12:15 p.m., CNA#8 sat down. CNA#4 
continued to stand. 
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88=E 

On 12117113 at 9:33 am., the DON and 
administrator were asked who monitored the 
dining rooms. The DON stated there was a 
licensed staff member who was supposed to 
monitor each dining toom and the dietary 
manager monitored sometimes. 

The DON and administrator were asked where 
the aIdes were supposed to pOsition themselves 
whfle feeding. The DON stated, "Next to the 
residents.' She was asked why the staff were not 
supposed to stand while feeding. She stated staff 
would be unable to see If the resklents were 
choking (fthey were standlng up. The 
admlnlstrators1aterl, "Irs a dignity Issue." 
483.15(e)(1) REASONABLE ACCOMMODATION 
OF NEEDSIPREFERENCES 

A resident has the rIght to reside and receive 
services In the facUlty with reasonable 
accommodations of individual naeds and 
preferences, except when the health or safet~ of 
the IndIVIdual or other residents would be 
endangered. 

This REQUIREMENT Is not met as evidenced 
by: 
Based on observation and Interview, it was 

determined the facility faUed to answer call lights 
In a timely manner and/or ensure calf lights were 
accessIble for four (#15, #18, #42, and #43) of 27 
residents who were observed for call light 
concerns. This had the potential to affect 140 
residents Identified by the facUlty as being able to 
use the call1ighl FIndings: 
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F 246 1. Resident #18s call light was 

placed within reach on 12111113 
immediately after she was assisted 
with incontinent care, 
lb, Residents #33, 42, and 43 call 
lights were answered. 
le. Resident #15s call light was 
answered. 
2. All residents who use call lights 
have the potential to be affected, All. 
unanswered lights were answered. 
3. All staff were inserviced on 
1/3/14 by the DON regarding 
promptly answering call lights, 
4. Call light logs will be reviewed 
weekly x 4, monthly x 3 and as 
needed to ensure timely answering of. 
call lights , Results will be reviewed 
in the Quality Assurance Meeting, 
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The facility's policy and procedure titled 
Answering the Call LIght, dated October 2010, 
documented, • ... General guldetlnes ... Answerthe 
resIdent's call as soon as possIble ... " 

1. ResIdent #18 was admitted to the facility on 
11/18113 with diagnoses that lncluded a stage III 
pressure ulcer and colostomy. 

On 12111/13 at 5:03 am., a very strong smell of 
feces was noted from the hallway to be coming 
from the resldenfs room. 

The resIdent's light was off and the surveyor 
entered the resident's room. The resIdent asked, 
"Ma'am, can you help me? My colostomy needs 
to be changed out, and I can't do fl" The 
surveyor asked the resident if she had pushed 
her call button for assistance. The resident 
asked, 'Where Is /t?" The call light was observed 
to be between the resident's mattress and the left 
upper side rail. It was out of the resident's reach. 
The call1lght was given to the resldent, and she 
pushed the button. The resident was noted to 
have dried feces covering her left hand. The 
resident's gown and bed linens were covered with 
feces. The resident's abdomen was exposed and 
feces was noted to cover her abdomen. 

At 5:08 a.m" CNA#1 entered the resident's 
roam. The resident informed the CNA she 
requIred assistance with her colostomy. CNA #1 
turned on the light. L.iquld feces was puddled In 
the Juncture of the realdenfslegs. The resident's 
urinary catheter tubing was In the feces. The 
colostomy bag was expanded with aIr and feces, 
and feces was noted to be draIning between the 
skin and the seal of the colostomy bag. 
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At approximately 5:10 a.m., CNA#1 was asked 
how often she ched<:ed on the resident. She 
staled, "Every two hours.· She was asked when 
the resident was checked last. She stated, "f 
don't know the exact time. Between 3:00 and 
3:30 [a.m.]." CNA#1 was asked if she checked 
the resIdents colostomy bag. She stated, "No, I 
didn't." She stated, 'When I come In I check the 
bags and colostomy." CNA#1 was asked when 
she started her shift She stated 11:00 p.m. She 
Was asked when she emptied the colostomy. 
She stated at the beginnIng and end of her shift. 

On 12117/13 at 2:39 p.m .. th9 DON was asked 
what the average call light response time was. 
She stated, "Five to eight minutes." She was 
asked where cail lights were supposed to be 
located. She stated, "WithIn residents' reach." 

2. On 12116113 at 4:01 p.m., theADON was 
noted to be sitting at the north nurses' station. 
She was lookIng at her cel! phone. The call lights 
for residents #33, #42, and #43 ware observed to 
be going off. A pager was noted on the desk at 
the nurses' station. It was noted to beep. 

The ADON put her phone down and began 
looking through a chart on the desk. The call 
ffghts continued to go off. 

At 4:05 p,m., MOS coordinator #1 was observed 
walking down the north hall. She stopped and 
assisted resIdent #43. LPN #4 eXited the room 
for resident #33 and de-activated the cal! light 
The ADON remaIned seated at the nurses' 
station. 

At 4:06 p.m., an unldentlfied CNA was observed 
to wall< down the hall, notice the caUlight for 
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resident #42, and enter the room to assist the 
resident 

At 4;07 p.m., theADON was asked what hertltle 
was. She slated she was the ADON. She was 
asked how staff would know if call lights were 
going off. She picked up a pager off the desk 
and stated there was a pager system for call 
lights. As she picked up the pager, It beeped. 
The AnoN was asked if she was aware that while 
sitting at the nurses' station, three call Ughts had 
been going off. She slated, "No, I wasn't. I was 
looking at a chart" 

On 12/17/13 at2:39 p.m., the DON was asked 
what the average call light response time was. 
She stated. "Ftve to eIght minutes." She was 
asked where call lights were supposed to be 
located. She stated, ''WIthin residents'reach." 

The DON was asked how staff knew if a call light 
had been activated. She stated the facility used a 
pager system and through observations. The 
DON was asked what her expectatIon was for all 
staff members If a call light was noted to be going 
off. She stated, "Any staff member Is supposed 
to answer the lights," 

3. Rasident #16 was admitted to the fecility on 
08109/13 with diagnoses that included multiple 
sclerosis, chronic paIn, muscular disuse atrophy, 
paraplegIa. and colostomy. 

The care ptan, dated 08/09/13, documented, 
• ... Probleml 
Need ... ADLs ... Has dx of MS and Is extensive or 
total assist with ADLs ... Approaches ... Can i!ght 
withIn easy reach at all tlmes ... Al1$war 
promptly .... 
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A quarterly assessment, dated 11JOS/13, 
documented the resident was cogniiively Intact 
and was totally dependent on staff for transfers, 
toilet use, and bathing. 

On 12116/13 at 2:33 p.m., wl1en the surveyor 
knocked on resident #15'5 door, her can light 
came on. When the surveyor entered, the 
resident was sitting in her wheelchair next to her 
bed. She stated Bhe had just turned her call light 
on to get juice. 

The resident was asked how long It usually took 
staff to respond to her call Ught. She stated, "20 
to 30 minutes, somellmes over an hour." 

She was asked If she felt there was enough staff 
to meet her needs. She stated, "No. thIs place Is 
full to the max and there are only three people for 
the cerrter hall and this han.' She stated, "Il's 
shift change. Evenings Is always short staffed. 11 

At 3;24 p.m., the DON entered reSident #15's 
room and asked, "[Name withheld] you need 
somethIng?" The resident stated, "I Just wanted 
some apple juice." 

It was observed 1hat It took 51 minutes fDr staff to 
respond to resldent#15's call light. 

On 12/17113 at 2:39 p.m., the DON was asked 
what the average caUlight response time was. 
She stated, "~ive to elght minutes." 

The DON was asked how staff knew if a call light 
had been actIvated. She staled the faolllty used a 
pager system and through observations. The 
DON was asked what herexpeclatlon was for all 
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F 246 Continued From page 51 F 246 
staff members If a call light was noted to be going 
off, She stated, "Any staff member Is supposed 
to answer tile lights." 

The DON was asked why it took 50 minutes to 
answer the call Ught for resident #15, She 
stated,' f do not know. n She was asked how she 
monitored to ensure call lights were answered 
timely. She stated she audlted the cafllight lags 
on the computer, She stated It seemed to be the 
same residents who had the Issues. 

F 274 483.2.0(b)(2)(1I) COMPREHENSIVE ASSESS 
SS:OD AFTER SIGNIFICANT CHANGE 

A facility must conduct a comprehensive 
assessment of a resident within 14 days after the 
facility determines, or should have determined, 
that there has been a significant change In the 
resident's physical or mental condition, (For 
purpose of this section, a signIficant change 
means a nuijor decHne or improvement In the 
residant's status that WIll not normally resolve 
Itself without further Intervention by staff or by 
implementing standard disease-related clInical 
Interventions, that has an Jmpact on mOTa than 
one area of the resident's health staWs, and 
requires Interdisciplinary review or revision of the 
care plan, or both.) 

This REQUIREMENT Is not met as avldenced 
by: 
Based on Interview and record review, It was 

determined the facility fallect to complete a 
significant change assessment for one (#1) of 29 
sampled residents whose assessments were 
reViewed, This had the potential to affect 163 
resIdents who resided at the facility. FindIngs; 

FORM CMB-2567(02-99) f'llI'Jloos VmIonI 0,,"0\8(& I:l/8nlIO: NU5U11 

F274 F274 
1. A significant change in status l \~ \ '4 
assessment was completed on 
Resident # Ion 12117/13, 
2, All residents wi1b. a significant 
change in staus have the potential to 
be affected. A review of the 
residents within the facility to 
identify resident with significant: 
changes was completed on 12/17113, ' 
3. MDS coordinators were in 
serviced on 12t20/13 by the Director 
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when indicated weekly x 4, monthly' 
x 3 and as needed. Results will be 
reviewed in the Quality Assurance 
Meeting. 
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Resident #1 was admItted to the facility on 
05124/13 with diagnoses that Included respiratory 
failure, anxiety, and osteoarthritis. 

RevIew of the clinical record revealed 
documentation the resident had been re-admltted 
to the facility on 1 % 1113 following hospitalization 
at a psychlatrlc unit. 

A nurse's note, dated 11107/13 at 8:00 p.m,. 
docwnented, " ... Res [up] walking by nurses' desk 
s (oxygen] on. She lost her balance and fell Into 
another resident and onto floor, res c/o pain 
unable to move [left] hip .... 

A nurse's note, dated 11/15113 at 4:00 p,m., 
documented, " ... Res returned to facility 0 [left] hip 
fx surgery ... " 

Review of the resident's record revealed no 
significant change assessment had been 
completed for the resident after havIng a 
psychiatric In-patient hospItal stay and a fall with 
fracture that required surgical repair, 

On 12/16/13 at 9:57 a.m., MDS Coordinator #1 
was asked If the resident had suffered a fall and 
sustained a hlp fracture on 11/07113. She stated 
yes. She was asked if the resident had been 
hospitalized during October due to a psychiatric 
concern. She stated yes, She was asked If a 
significant change assessment had been 
completed for the resident She stated,nNo." 
MDS Coordinator #1 stated, "One should have 
been done," 
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The assessment must accurately reflect the 
residenfs status. 

A registered nurse must conduct or coordinate 
each assessment with the approprcate 
participation of health professionals.. 

A registered nurse must sign and certify that the 
assessment is completed. 

Each IndMdual who completes a portion of the 
assessment must sign and certify the accuracy of 
that portion of the assessment. 

Under Medicare and Medicaid, en Individual who 
willfully and knOwingly certifies a material and 
false statement In a resident assessment is 
subject to a civil money penalty of not more than 
$1,000 for each assessment, or an IndMdual who 
willfully and knowIngly causes another Individual 
to certify a maierJal and false statement In a 
resident assessment IS subject to a civil money 
penalty of not more than $5,000 for each 
assessment. 

Clinical disagreement does not constitute a 
material and false statement. 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation, interview, and record 
revtew, it was determined ilie facility failed to 
ensure assessments were accurate related to 
woundll and antipsychotic medicatlons for two (#1 
and #16) of 29 sampled residents whose 
assessments were revtewed. This had the 
potential to affect 163 residents who reslded at 
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2. All residents have the potential 
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to ensure that coding was accurate on 
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ensure that MDS's are coded 
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and as needed. Results will be 
reviewed in the Quality Assurance 
Meeting. 
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the faclUty. Findings: 

1. Residant #18 was admitted to the facillty on 
10102113 with diagnoses that Included ID\Wr limb 
wounds, depression, bipolar disease, and Chronic 
pain. 

The resident's admission assessment dated 
10/11/13, documented the resident 'NaS 

cognitively Intact and did not have any skln 
conditions. 

A care area trigger worksheet on p!'9l;sure ulcers, 
dated 10/11/13, documented, " ... Resident's 
wound causes are unknown at this time. HistO!)' 
obtalned from the [family member1 stated that. 
resident had surgeTY and follow up care was not 
adequate, pressure does nol appear to be the 
problem to extremity where wounds are 
present,," 

On 12109/13 at 12:20 p.m., the resident showed 
the surveyor three wounds on her lateral right 
ankle. The resident stated the wounds were due 
to Inadequate care following surgery. 

On 12[16{13 at 11:35 a.m., the MDS Coordinator 
was why It was documented the resident had no 
skin oonditlons. She reviewed the assessment 
and stated the wounds should have been coded 
has surgIcal wounds. She stated the assessment 
was Inaccurate and would be fixed. 

2. Residant #1 was re-admltted to the facility on 
10/01/13 with diagnoses that Included 
depreSSion. 

Admission orders, dated 10/01/13, documented 
the resident was to receive Abllify, an 
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enlipyschotic medication, 2.5 mil dally for 
depression. 

MARs, dated 10/02113 and 10103113, 
documented the resident received the medlcation 
as ordered by the physician. 

A quarterly assessment, dated 10103/13, 
documented the resident did not receive any 
antipsychotic medications In the previous seven 
days. 

On 12116113 at 9:57 a.m., MOS CoordInator #1 
was asked how she received the Information 
regarding medications the resident took during 
the previous seven days. She stated, "From the 
orders." She was asked why the usa of Abllify 
was not Identified on the resident's assessment. 
She stated, "It says zero and It should have been 
marked," 

F 279 483.20(d), 483.20(k}(1) DEVELOP 
SS"D COMPREHENSIVE CARE PLANS 

A facility must use the results of the assessment 
to develop, reVIew and revise the resldenfs 
comprehensive plan of care. 

The facility must develop a comprehensive care 
plan for each resident that InclUdes measurable 
objectives and timetables to meet a residents 
medloal, nursing, and mental and psychosocial 
needs that ara identified in the comprehensive 
assessment. 

The care plan must describe the services that are 
to be furnished to attain or maintain the resident's 
highest practlcable physical, mental, and 
psychosocial well-being as required under 
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la. Resident #1 care plan was Ib,hLl 
updated on 12116/13 to reflect 
antipsychotic use. 

2. All residents have the potential to 
be affected. Audit will be done of 
current residents care plans to ensure 
they are accurate and reflect the 
residents' current plan of care by 
01116114. 
3. MDS was in-serviced by the' 
Director of Clinical Reimbursement 
regarding updating care plans daily 
on 12/20/13. 
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§483.25; and any servIces that would otherwIse 
be required under §483.25 but are not provided 
due to the resIdent's exercIse of rights under 
§463.10, including the rlght to refuse treatment 
under §483.10{b)(4). 

This REQUJREME;NT ;s not met as evidenced 
by: 
Based on IntervIew and record review, itwas 

determIned the facility failed to develop 
comprehensive care plans related to a diagnosis 
of anXIety and lhe use of antipsychoUc 
medlcatiol1S for one (#1) of 29 sampled residents 
whose care plans were revieWed. This had the 
potential to affect 163 residents who resided at 
the facility. FindIngs: 

Resldent#1 was re-admltted to the facility on 
10/01/13 with diagnoses that included 
depression. 

Admission orders, dated 10101113, documented 
the resIdent was to receive Abilify, an 
antipyschotic medication, 2.5 mg dally for 
depression. 

It was also documenIBd the resident was to 
receive Ativan, an anxiOlytlc. 0.5 mg twice daily 
for anxiety. 

RevIew of the resldenfs care plan, last updated 
12105113, revealed no problem of anxiety. There 
was no goal, end there were no Interventions. It 
was only documented the resident was to receive 
Ativan for anxiety. 

There was no problem rela1ed to the use of an 
antipsychotic medication. There was no goal and 
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there were no Interventions. 

On 12'16/13 at 10:06 a.m., MDS coordlnator#2 
was asked why the use of AbfRfY was not 
Identified as a problem on the residenrs care 
plan, with goals aOO Interventions Identified. She 
stated, "I don't have an .mswer." 

MDS coordinator #2 was asked why anxiety was 
not Identified as a problem on the resident's care 
plan, with goals and Interventions, including the 
use of Ativan, identified. She stated, "I'll fix It. 
Wa'll double check from now on." 

F 280 483.20(d)(3), 483.10(k)(2) RIGHT TO 
SS>=D PARTICIPATE PLANNING CARE-REVISE CP 

The resident has the right, unless adjudged 
Incompetent or othe!W\se found to be 
incapacitated under the laws of the state, to 
participate in plannIng care and treatment or 
changes in care and treatment. 

A comprehensIve care plan must be developed 
wIthin 7 days after the completion of the 
comprehensive assessmen~ prepared by an 
Interdisciplinary team, that Includes the attending 
physicIan, a regIstered nurse wIth responsIbility 
for the reslden~ and other appropriate staff In 
disciplines as determined by the reslden~s needs, 
and, to the extent practicable, the participation of 
the resident, the resldenrs family or the resident's 
legal representative; and periodically reviewed 
and revised by a team of qualified persons aller 
each assessment 
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3. MDS was in-serviced by the 
Director of Clinical Reimbursement 
regarding updating care plans daily 
on 12/20/13. 
4. Random audits of care plans will : 
be done by DONlDesignee weekly X 
4 weeks, then. monthly X 3, then 
quarterly to ensure care plans 
accurately reflect the residents. 
current plan of care & findings will' 
be reported through the QA process. 
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This REQUIREMENT Is not met as evidenced 
by: 
Based on observation, interview, and record 
review, It was detennlned the facility failed to 
update a care plan to have resldant-specltic 
approaohes related to colostomy care for one 
(#15) of four sampled residents with colostomies 
whose care plans were reviewed, The facility 
identlffed eight residents as having colostomies. 

Findings: 

The facllity's policy and procedure on 
colostomyllleostomy Care, daied October 2010, 
documented, " ... Purpose ... The purpose of this 
procedure is to provide guidelines that will aid in 
preventing exposure of the resident's skin to fecal 
maHer ... " 

Resident #15 was admitted to the faolUty on 
08100113 with diagnoses that inoluded multiple 
sclerosis, muscular disuse atrophy, paraplegia, 
and colostomy. 

The resident's care plan, dated 08/09/13, 
dDcumented, " ... Problem ... Colostomy functIoning 
without difficulty ..• Skin intact ... " 

The approaches did not Include rinsing the 
colostomy bag after emptying or proper folding 
and cUpping the end of the bag to prevent 
leakage of feces onto the resIdent's skin in order 
to maintain skln integrity. 

A facility form, labeled skin and dated 10110/13, 
documented, " ... Colostomy care [every] shift per 
protoco1...Frequency: 7-3; 3-11; 11-7 ... " 

A quarterly assessment, dated 11/06/13, 
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documented the resident was cognlliVely Intact 
and was totally dependent on staff for transfer, 
toilet use, and bathing. Bowel continence 
documented, • •.. Appllances: ostomy ... • 

On 12116/13 at 2:33 p.m., resident #15 was 
asked who was responsible for emptying her 
colostomy bag. She stated, "A lot of them try. • 
She stated the staff did not rinse the colostomy 
bag after emptying it. She stated staff sometimes 
used a "baby wipe" to clean Inside the end of the 
bag, 

At 2:45 p.m., resident #1{j's colostomy bag was 
observed to have a moderate amount offormed 
stool and air in the bag. The colostomy bag had 
a copious amount of feces lining the Inside of the 
bag to the very end which was folded over once 
and clipped. Approximately one Inch of the end 
of the bag was exposed past the crtp. The bag's 
end that had been left exposed had not been 
cleansed of feces. The bag's end was stuok 
together with dried fe(;e$. 

She was asked If the colostomy bag was usually 
folded onCe with the end exposed with feces 
after slaff has emptied It. She stated, "Yes. I've 
had it drip down my side." She stated feCes often 
got on her clothes. 

On 12117[13 at 9:18 a.m., the DON was asked 
what training the eNAs receIved on colostomy 
bags. She stated. "' need to look Into that." 

She was asked how they were taught to clean the 
colostomy bag. She stated, "We Just know to 
rinse with soap and water." 
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SS:=D 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. 

This REQUIREMENT is not met as evidenced 
by; 
Based on OOselVatlon, Interview, and record 
review. It was determined the facmty failed to 
Implement interventions identified on the care 
plan related to pain, colostomy care, andlor 
pressure ulcers for three (#3, #12. and #18) ot 25 
sampled residents whose care plans were 
reviewed. this had the potential to affect 163 
residents who resided at the facility. 

Findings: 

1. Resident #3 was adm\l.ted to the facility on 
09/14/11 with diagnoses that included multJple 
se/erosls (MS). chronic pain, dysarthria, joint 
contractu res, multiple pressure ulcers. dtabetas, 
and myalgia. The resident received all 
medJcatlons via a percutaneous gastrostomy 
tube. 

Physicians orders, dated 0212013, documented 
the resident was to receive Norco 7.51325 mg, 
two tablets every eight hours for pain, Baclofen 
10 mg every six hours for muscle spasms, 
Zananex 4 mg every six hours for spasms, and 
acetaminophen 640 mg eve/)' fours hours as 
needed for pain. 

A physician's order, dated 02108/13 at 7:00 p,m" 
documented to decrease the resIdent's Norco 
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1'=282 1. Resident # 3, #12, and #188 care J J"'\ \ Itl 
plans were reviewed to ensure oW r1 
individualizes interventions were 
provided in accordance 'With each 
resident written plan of care. 

2. All residents have the potential to 
be affected. Staffwas in-serviced on' 
following care plans by the 
DON/designee on If17/14. 
3. All staff was inserviced on 
fo1l9wing care plans on 1117/14 by 
the DON. 
4. Audits to ensure staff is 
following the caxe plans will 
performed weekly x 4, monthly x 3 
and as needed. Results 'Will be' 
reviewed in the Quality Assurance 
Meeting. 
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7.51325 mg every eight hours for pain. 

A physicIan's order, dated 02117/13, documented 
tha resident could receIVe Norco 7.5/325 mg 
every eight hours as needed for pain. 

A nurse's note, dated 02119113, documented, ..... 
[Name withheld] Icomp/ains of] paln ... Lone] tab 
Norco does not relieve pain ... Requested to have 
it baok to 2 tab [sloJ ... " . 

A physician's order, dated 02119113, documented 
to increase the pain medication back to Norco 
7.5/325 mg two tablets every eight hours routinely 
for pain. 

A quarterly assessment, dated 0611 Blt3, 
documented the resident was cognitively Intact, 
required total assistance from staff for bed 
mobility, transfers, and all ADLs. It was 
documented the resident's upper and lower 
extremity range of motion was impaired due to 
Joint contractures. 

An annual assessment, dated 09/17/13, 
documented the resident was on a scheduled 
pain medlcatlon regimen and receiVed as 
needed pain medication. The assessment 
revealed the resident's paIn was frequent and 
rated at s1x on a scale of one to ten. it was 
documented the pain made It hard for the 
resident to sleep. 

On 10103113, the resident was hospitalizad for 
non-healing pressure ulcers and ra-admitted to 
the facility on 10108/13. 

The diagnosIs description on re-admlsslon 
Included multiple sclerosis, depression, and 
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pressure ulcers on the [OW back, hlp, and heel. 

Apaln assessment was completed on 10108113. 
The assessment revealed the residenrs 
diagnosis of multiple sclerosis and conditions of 
contractures and pressure ulcers that would likely 
cause pain. It was documented the resident 
received routine and as needed pain medication. 
It was also documented the resident had 
described the pain as dull, burning, tingling, pins 
and needles. The pain InVOlved both upper and 
lower extremities, occurred daily, and was 
Intermittent The intensity was rated seven on a 
pain scale of one to ten and affected the 
resident's sleep. Repositioning and movement 
made the pain worse. 

The facility resident-data collection, dated 
10/08113, documented the resident experienced 
conslant, severe pain In both lower extremIties, 
rating the pain a five on a pain scale of one to 
ten. 

Monthly physician orders, dated 10/2013, 
documented the resIdent was to receive A1eve 
220 rng every day for pain. Thera was no 
documentation of any other pain medIcations 
being ordered. 

Monthly physician orders, dated 11{2013 
documented the resident was to receive Aleve 
200 mg one tablet every day for pain and Noroo 
7.6/325 mg two tablets every four hours as 
needed for pain. 

A Peg Tube facllity form, dated 1112013 
documented the resident received Norco 7.51325 
mg one tablet every four hours as needed for 
pain. 
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The resident's care plan, updated 11/26113. 
documented, " .. .Prob/emlNeed ... She will be 
monItor [sic] for any and afl paIn, using paIn scale 
if appropriate •.• Medlcate wlth ordered medlCErtlon 
call physiclan if no relief obtained".Goal...Recei\le 
medication as ordered ... she will be comfortable 
and achieve her goal of pain level 
4 .. .Approaches ... lf relief is not obtained consult 
physician to change or add to medlcatlon 
ordered ... " 

Monthly physician orders, dated 12/2013, 
documented the resident was to receive Aleve 
220 mg every day for pain and Norco 7.51325 mg 
two tablets every four hours as needed for pain. 

Meclleatlon admlnlstraton records, dated 12/2013, 
documented, ..... Norco 7.5-325 Tablet 2 Tabs Per 
Peg Tube Every 4 Hrs As Needed .. ." There was 
a slash mark through the two In the 
administration directions of the Norco, and the 
numeral "1" was written In. 

Review of narcotic count sheets, dated 12101/13 
through 12/09/13, revealed documentation the 
resident requested, on a dally basis, a Norco 
7.51325 tablets with each tube feeding, at 9:00 
a.m., 12:00 p.m., and 4.00 p.m. 

On 12110/13 at 9:25 a.m .• LPN #3 was observed 
administering pressure wear care to resident #3. 

The resident was obse/Ved to be severely 
contracted in the hips and knees. The resldenfs 
torso was twisted to the left from the waISt down 
with both legs drawn and crossed at the ankles 
which caused contact in areas creating high risk 
pressure points. 
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The LPN stated the resident had been 
administered pain medication 30 minutes prior to 
the wound care beginning. 

The resident was asked to rate her paIn on a 
scale of one to ten. She stated, "Eight· 

The resident was unable to relax due to muscle 
spasms. When the LPN would touch the 
resident, she would begin having muscle spasms. 

WIth each manfpulatioo of the resident's lower 
extremities the resident would yell out, "Oh, Oh. u 

The resident was very flushed, her chee~s were 
red, and her eyes were WIde. She had a grimace 
on her face with a fearful look when she knew 
she would be moved. 

At 10:05 a.m., the resident was asked ifshe had 
received paIn medlcat\on prIor wound care. She 
stated, "Yes." 

She was asked if she felt the pain medication was 
effective. She stated, "They tell me l take the 
strongest pain medication they can give me, but I 
could stand a stronger one." 

She was asked If she ever refused repositioning. 
She stated, "Sometimes. It hurts. They can't get 
me comfortable.' 

At 10:17 a.m., LPN #2 was asked If she felt the 
resrdenfs pain medication was effective when 
admlnlstering wound care. She stated, ·She has 
muscle spasms when you touch or move her." 

At 10:55 a.m., CNA #2 was asked how she knew 
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the resident was in pain when adminIstering care. 
She stated, "She yells." 

ShE! was asked what she dld when she saw the 
resldent was In pain. She stated she would ten 
the medlcalfon aide or reposiUon the resident. 
She stated the medica1lon aide will give her a 
pain pill. She stated, "She lets us move her but 
she doesn't want to." She stated, "She hates 
showers, she cries. " 

She was asked what causes the resident pain. 
She stated, "Touching and moving her." 

She was asked who she had told about the 
resld&nrs pain. She stated, "Everyone knows." 
She was asked If the charge nurses were aware. 
She slated, ·Yea." 

She was asked If it appeared the resident's pain 
medication was effective In relieving the 
resident's pain. She stated, "No, nothing 
changes." 

On 12112113 at 9:44 a.m., LPN #2 was asked who 
was responsible for resident #3's pain 
management She stated, "Dr. [name withheld) 
and each nurse." 

She was asked what was done with the 
lnfonnatJon obtained during pain assessments. 
She stated, "Chart it and medicate according to 
the assessment.· 

She was asked what callsed resident #3 to have 
pain. She stated, "She has MS and Is super 
contracted." 

She was asked what she did to mlntmlze the 
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resldenfs pain during activities known to cause 
pain. She stated sha tried to make sure the 
resident had her pain medication. and she 
assessed to see If It worked. She stated the 
resident requested pain medication be given 
before each tube feeding. 

She was asked what the resident's pain 
medfcatloO!~ were. She stated, "N"orco and Alave, 
Baclofen, Neurontln." 

She was aSked when the last !:Ime the resident's 
pain medication had been adjusted. She stated, 
"I don't know. As long as I been taking care of 
her they've been the same,' She stated she had 
been at tM facility less than six months. 

She was asked why those specifiC medications 
were chosen. She stated, 'I don't knOW." 

She was asked why the reSident had been told 
that she was on the strongest pain medication 
she could be on. She stated, "I don't know who 
told her that. n 

On 12/12{13 at 11 ;00 a,m., the medlcallon 
administration record was reviewed. It was 
documented the resident had received Sac/oren 
2.0 mg. Aleve 220 ~, and one tablet of Norco 
7.51325 mg at 9:00 a.m. 

On 12113113 at approxlmately 9:50 a.m., Dr. 
[name withheld) was asked If staff had Informed 
him that the resident had Increased pain with 
pressure ulcer dressing treatment. He stated, 
"I'm not too sure about that" The physician 
stated the resident's pain would never be 
completely relieved due to her diagnoses. He 
stated that sometlmes, Just breathing on the 
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resident could cause her excrucJating pairL He 
stated because of the resldenfs diagnoses, her 
pain was extremely dlfficUlt to manage. 

He was Infolmed that the resident's routine paln 
medication was Aleve. He stated, "That's 
nothing." 

He was asked. what he would have done If he had 
known the resident was having lnoreaed pain with 
her pressure ulcer treatments. He stated, " I 
would have increased her pain medication." 

He was asked If he depended on staff to Inform 
him of resident's pain levels and Issues with pain. 
He stated, "Yes I do, they are my eyes and my 
ears. I depend on them," 

The physician was asked if he knew why 
someone had decreaed the residal)t's as needed 
Norco 7,6/325 mg from twa tablets every four 
hours to one tablet, when It was known that one 
tablet did not control her pain. He stated, "No, I 
don't." 

On 12117/13 at 9:00 a.m., the DON was asked 
who was responsible for the pain management 
program. I stated, "I am." She wall asked how 
she monitored the program. She stated the 
quality assurance team audited and looked at the 
CMAand nurse pain assessments. 

The DON was asked hoW she ensured residents' 
pain was controUed effectively and to the best 
level possible. She stated she expected steff to 
ask the resident about their pain after taking paIn 
medication and if It was not controlled, she 
expected the nurses to follow up. She stated 
morning rounds were made with the nurses and 
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she reviewed the twenty-four hour reports, 

The DON was asked What she did if she Identified 
the paln program was not being effective either 
as a system or for a specltlc resident. She stated 
all aspects of care would be revIewed and a 
solution would be found.. She stated she would 
continue to monitor. 

2- Resident #18 was admitted to the faclIity on 
11118/13 with diagnoses that included a stage 11\ 
pressure ulcer and colostomy. 

The resIdent's care plan, dated 11/18113, 
documented a problem, " ... requlres extensive to 
total assist with bathIng, bed moblllty. toUetlng, 
dressing"." The gcal was, " ... Will have assistance 
with aU her ADI.. functions to have her 
needslwants met on a daily basis thru next 
review ... " Approaches included, ·".Emptyfoley 
catheter and colostomy pouch with each shift and 
as needed when noted that Is Is full ... Place call 
light Within easy reach when In room, answer 
promptly when activated ... • 

Another problem was, " ... has diverting colostomy 
In ptace".is bedfast and nonambulatory ... " One 
goal was, "."will not develop stoma 
compJicat/on{obsfructlon ... " Approaches 
Included. • ... Empty colostomy pouch q shift and 
pm, do rIOt let colostomy pouch become 
full ... Change colostomy pouch as needed •.• " 

Another problem was, " ... has multlple medical 
condition[s) ... " One goal was, tI ... s/sx of 
exacerbation ofCOPD, CHF, A·FIbb Isle) will be 
identify [sic) thru nursIng assessmenl.." 
Approaches Included, " ... Encourage to avoId gas 
forming foods beans, cabbage, caUliflower, 
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onions ... " 

The resIdent's admission assessment, dated 
11125113 documented the resident was cognltlvely 
intact. required extensive assistance with bed 
mobility and toilet use and limited assistance with 
personal hygIene. It was documented the 
resident had a colostomy and urinal)' catheter. 

On 12/11/13 at 5:03 a.m., a very strong smell of 
feces was noted from the hallway to be coming 
from the resident's room. 

The resldenfs light was off and the surveyor 
entered the resident's room. The resident asked, 
"Ma'am, can you help me? My colostomy needs 
to be changed out, end I can't do Il" The 
surveyor asked the resident If she had pushed 
her call button for assistance. llIe resident 
aSked, ''Where is Jt?" The call light was observed 
to be between the rssidenfs mattress and the left 
upper side rail. It was out of the resident's reach. 
The taillight was given to the resIdent, and she 
pushed the button. The resident was noted 10 
have dried feces covering her left hand. The 
resident's gown and bed linens were COIIeTed wIth 
feces. The resldenrs abdomen was exposed and 
feces was noted to cover her abdomen. 

At 5:08 a.m., CNA#1 entered the resident's 
room. The resident informed the CNA she 
required assistance with her colostomy. CNA #1 
turned on the light. Uquld feces was puddled In 
the Juncture of the resident's legs. The resident's 
urInary catheter tubing was In the feces. The 
colostomy bag was expanded with air and feces, 
and feces was noted to be draining between the 
skin and the seal of the colostomy bag. 
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CNA#1 removed the resident's soiled gown and 
the top sheet. She bundled them up, and without 
ba99ln~ the linens, left the room, went down the 
center hall, and placed t11em In the Boned linen 
hamper. She stopped at room #30 on the center 
hall and requested CMA #7'8 help. 

CNA #1 told CMA #7 the resident's colostomy had 
burst The surveyor asked CNA #1 If the bag 
burst or was It full. CNA #1 stated, "It's full. It's 
comIng out." CNA#1 was asked how often she 
checked on the resident. She statad, "Every two 
hours." She was asked when the resident was 
checked last. She stated, UI don't know the exact 
time. Between 3:00 and 3:30 [a.m.]." CNA #1 
was asked if she checked the residenfs 
colostomy bag., She stated, "No, I didn't' She 
stated, 'When I come In I check the bags [urinary 
catheter bags] and colostomy." CNA#1 was 
asked when she started her shift. She stated 
11:00 p.m. She was asked when she emptied the 
colostomy. She stated at the beginning and end 
of her shift. 

At 5:58 a.m., CNA#1 was observed to be 
finishing placlng a new colostomy bag on the 
resIdent CNA#1 gathered the SOiled linens from 
the bed bath, placed them In a bag, and without 
weshlng her hands, left the room. She went 
down the center hall, placed the bag of soUed 
linens In the hamper, and went Into room #62 and 
washed her hands. 

CNA#1 was asked If she had put the new 
colostomy bag on the resident. She stated, ·Yes." 
She was asked If she had been trained to replace 
colostomy bags. She stated, "No. That was my 
first one ever: CNA #1 was asked If there was 
enough staff on her shift to meet the residents' 
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needs. She stated, "Usually. That's the worst 
thing that's happened. I was trying to get people 
up and that consumed all my time. The resident 
had to wait. .. 

On 12112113 at approximatet{ 8:30 a.m., !he 
corporate nurse stated she had reviewed the 
cameras. She stated the aide had been in the 
resident's room seven times during her shift. The 
corporate nurse provided documentation of the 
times the CNA had entered the FOom. The time 
the CNA spent In the room on each visit ranged 
from two to six mInutes. It was dooomented 
another staff member, either all RN or CMA, 
entered the room at 4:44 a.m. and spent 12 
minutes in the room. 

The surveyor explaIned 1\19 aide had stated she 
had Clot chooked the resldenfs colostomy /lag 
since the beginning 0( the shift The corporate 
nurse stated the resident had ate beans and 
cabbage for the previous evening meal, causing 
Increased gas. She stated some nursing homes 
did not check the colostomy bags but once per 
shift. 

On 12/17/t3 at 9:16 a.m., the DON was asked 
what trainIng the aides received regardIng 
colostomy bags. She stated, "1 need to look Into 
that, They are trained to empty every shift." 

She was asked how the staff would know If the 
resident had gas-causlng foods. She stated the 
menu was documented on the board by the 
nurses' station. She wall asked what staff was 
expected to do If they knew a resident had 
consumed gas prodUcing food. She stateO they 
should check the colostomy more often. 
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The DON was asked who was responsible for 
changIng tne bag. She slated, 'The nurse helps 
the CNA unless the nurse has Instructed the CNA 
on how to do It." 

3. Resident #12 was admitted to the facility on 
11/16113 with diagnoses 1hat included diabetes 
mellitus type II, osteomyelitis, ci1ronic paIn, and 
cervical spInal stenosIs. 

A resident data collection form, dated 11/15113, 
documented, " ... skln lntact no skin breakdown 
noted neck surglcallnclsions Intact ... • 

A body audit tonn, dated 11/17/13, documented 
no skIn problems, 

The resident's care plan, dated 11/19/13, 
documented, • ... Problem: Potential for skin 
breakdOwn ... decrease In mobility secondary to 
generallze[d} muscle weakness, he requires 
assistance with toUatlng and Incontinent caTe ... He 
noted [sIc) fi'agtle skin ... has Ox of 
Diabates ... Approaches: Weekly skin audIt. 
Document all nfNI skin condltlon and report to 
PCP ... Reposltton [residentl every 2 hours as 
needed .... 

An Initial assessmen~ dated 11/22113, 
documented the resident was cognitively Intact, 
needed extensive assistance with AOLs, had an 
Indwelling urinary catheter, was lncontinent of 
bowel, and had no pf'eSlilire ulcers. 

A Braden scale for predlctlng pressure SOTe risk, 
dated 11122(13, documented the resident scored 
a 16. This indIcated the resident was at risk to 
developing pressure ulcers. 
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A body audit, dated 11124113, documented the 
resident did not have a skin problem. 

Adal\y skilled nurses' note, dated 11/24/13 at 
7:00 p.m., documented, "Residant noted to have 
redness to buttocks. N/O to apply calmoseptine 
to buttocks q shift until resolved •.. " 

A body audit form, dated 12/05113, documented, 
" ... sacrum red, excoriated ... " 

A body audit form, dated 12/08/13, documented, 
" ... 2 small open superficIal areas to sacrum ... " 

A physiclan's order, dated 12108/13, documented, 
" ... calmoseptlne to bUttocks q shift & pm. Ox: 
open areas ... • 

An update to the care plan, dated 12108113, 
documented, " ... Calmoseptine to buttocks a shift 
& pm. Dx open area ... " 

A daily skilled nurses notes, dated 12108113 at 
9:30 p.m., documented, ••.. VIklund nurse noted 
superficial open areas to buttooks. NJO 
oalmoseptine Q shift pm. Bedpan provided as 
order ... " 

Medloatlon admInIstration records, dated 
12JOSl13 and 12109113, documented the 
calmoseptine was applied three times each day. 

On 12110113 at ;£:16 p.m., a resident Interview 
was conducted. The resident stated the staff did 
not answer his can light He also stated staff 
would put him on the bed pan and not come 
back. 

He was asked how long staff left him on the bed 
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pan. He stated, "One time It was two hours. I 
timed it once, and it was one hour and fifty 
minutes." He was asked If he had turned hie call 
light on. He stated, "Yes, It was on the whole 
time." 

On 12111/13 at 8:03 a.m., the resident was asked 
if he had any problems with his skin. He stated, 
'·Yes," 

He rolled over onto his right side and three stage 
II pressure ulcel<l, apprOximately 1 cm x O.5cm 
each, were observed on his upper buttocks Bnd 
left buttock. The ulcers were In an arched 
pattern, similar to the outline of a bed pan. He 
stated, "They are starting to itch." 

At 8:55 a.m., the resident was asked when he 
had been left on the bed pan. He stated, "An 
hour thIs week: He stated It was either Monday, 
Tuesday, or Sunday. He stated he had been left 
on the bed pan for "a couple of times" for two 
hours or more. 

He was asKed when he had been left Qf the bed 
pan for two hours or more. He stated, "It was in 
this room, two weeks ago in the afternoon. It was 
[CNA#16]. She told me they were busy. I knew 
she wasn't because I heard her talking to people 
In the hall." 

On 12111/13 at 9:02 a.m., LPN #9 was asked if 
the resident had a treatment for his stage \I 
pressure ulcers. She stated, "They have a facility 
cream that they put on When a bottom Is red." 

LPN #9 pulled a tube of cream out of thE! 
treatment cart. It was labeled "skin repair 
cream." 
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She was asked who used this cream. She stated 
the nurses had to put it on. She stated It was 
supposed to be documented on the resident's 
chart. 

On 12'11f13 at 9:17 am., the resident was asked 
If staff had applied a cream to his bottom. He 
stated, "They use some kind of salve." 

He was asked who aPPlied the salve, CNAs or 
LPNs. He stated, "80th." 

He was asked when they had appUed the oream. 
He stated when hE! had a bowel movement He 
was asked how many tlmes a day the cream had 
been appfled. He stated, "I only have a bowel 
movement one time a day." 

On 12111113 at 10:46 a.m., CNA#6 was asked 
what she did to help prevent pressure ulcers. 
She stated, "I turn them and keep them dry." 

She was asked when she placed someone on a 
bed pan, what she did to make sure she did not 
forget them, She stated, "1 Just know." 

She was asked if resident #12 had any skin 
breakdown. She stated, "Yes." She was asked 
how long he had breakdown. She stated about 
two weeks. 

On 12111/13 at 11:05 am., CNA#10 was asked 
what he did to heip prevent pressure ulcers. He 
stated, '" turn residents at least every two hours 
and I assist them out of bed if the resident Is able. 

He was asked what he did when he placaci 
someone on a bed pan to make sure he did not 
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forget about them. He stated he usually Just 
stepped out the door until they are flnlshed. 

He was asked if resident #12 had any skin 
breakdown. He stated he did not know because 
he had just started working the hall the resident 
was on two days previously. 

On 12111/13 at 11:10 a.m., LPN #fJ was asked if 
resident #12 had any skin breakdown. She 
stated he had "redness" to his bottom. She was 
asked if he had any open areas. She stated, "A 
couple of areas were open today." 

She was asked how she monltored the CNAs to 
ensure they were Implementing interventions to 
aid In prevention of skin breakdown. 
she stated, "\ usually have to do It myself or , ask 
theCNAs,· 

She was asked how she ensured CNAs were 
providing quality care. She stated, "' make rounds 
and ask them if there are changes." 

On 12117113 at 9:00 am" the DON was asked 
who was responsible for identifying interventions 
to aid in the prevention and healing of pressure 
ulcers. She slated, "Everyone," She stated Input 
was obtained from the charge n.urses, physical 
therapy, and the weakly wound meetings, 

She was asked how she monitored to ensure 
Intarventlons were identified and Implemented. 
She stated through the quality assurance 
process. 

On 12117113 at 9:53 a.m., tha DON was asked 
how she ensured residents were not left on bed 
pans for prolonged periods of time. She stated 
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the aides were supposed to check frequently and 
that she was unaWBre of any problems with this. 
She slated she reviewed the call light response 
times on the computer. 

She was asked If she was aware the resident had 
breakdown on his coccyx area. She stated she 
was aware of two red and opened areas. 

The DON was asked who applied the medication 
to the opened areas. She staled the nurses were 
to apply the medication on eaoh shift. She was 
asked If she was aWare It was documented the 
resIdent was reoelvfng the cream on each shift 
but the resIdent stated it was only being applied 
once a day. She slated no. She stated the 
amount of medlcaflon left when the resident 
discharged from the facility showed it was being 
applied more than once per shift. 

The DON was asked how often skin checks were 
performed. She stated weekly by the wound 
team on the weekends. She stated the aides 
also documented any concems on the bath 
sheets. 

F 283 483.20(1)(1)&(2) ANTICIPATE DISCHA~GE: 
SS;oE. RECAP STAY/FINAL STATUS 

\Nhen the facUlty anticlpales discharge a resIdent 
must have a discharge summary that Includes a 
recapitulation of the resldenfs stay; and a flnal 
summary of the resldenfs status to Include Items 
In paragraph (b)(2) of ihls section, at the time of 
the discharge that Is available for release to 
authorized per.;ons and agencies, with the 
consent of the resident or legal representative. 
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This REQUIREMI?:NT Is not met as evidenced 
by: 
Based on Interview and record review, it was 

determined the facll1ty failed to complete a 
disc:l1arge summary for one (#25) of three 
sampled residents whose closed records were 
revIewed. ThIs had the potential to affect 163 
that resided in the faclJity. FIndings: 

A facility policy on discharge slim maries and 
plannIng, dated 1212012, documented, " ... The 
discharge summary will lnolude a recapitulation of 
the resident's stay at this facility and a final 
summary of the resident's status at the time of 
the discharge in accordance with established 
regulations ... 

The discharge summary shall Include a 
descrIption of the resident's: .. 

Moolcal!y condItion and prior medical history 
entering the facility and current medical 
diagnoses". 
Physical and mental functional status ... 
Sensory and phystcallmpalrments .. . 
NlItritionai status and requirements .. . 
Cognitive status ... 
Drug therapy .•. 

A copy of the post·discharge plan and summary 
will be provided to the resident and receIVing 
facility and a copy will be filed In the resIdenfs 
medical records ... " 

Resl<lent #25 was admitted to the facility on 
11/11/13 with diagnoses that Included 
subarachnoId hemorrhage and chroniC kidney 
disease stage IV. 
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f309 
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A Interdisciplinary dIscharge summary, dated 
12103/13, documented, " .. .AdmIssion date: 
11f11/13 ..• Discharge date: 12/3113 ... Treatment 
prov!Qad: general nursing care cPT, OT 
therapy ... • 

The discharge. summary did not include a 
synopsis of the resident's stay, disposition or 
medications, or disposition of the restdenfs 
possessions. 

On 12116/13 at 10:08 a.m., the admInistrator, 
DON, and corporate nurse were shown the 
resident's discharge summary. 

They were asked where Is the synopsis of the 
resIdent's stay was documented. 

The administrator stated, "It's too general." 

They were asked If the resident's medlcations 
were dispensed to him upon discharge. No 
response was given. 

They were asked what happened to the resident's 
personal belOngings. No response was gIven. 
483.25 PROVIDE CARE/SERVICES fOR 
HIGHEST WELL BEING 

Each resident must receive and the facility must 
provide the necessary care and services to attain 
or maintain the highest prac!lcable physical, 
mental, and psychosocial well-being, In 
accordance wlth the comprehensive assessment 
and plan of care. 
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la. On 12/14/13, resident #3's 
physician was notified of her pain. 
The physician ordered her to begin· 
on dilaudid Img per peg q 4 hours 
routinely at this time. 
1b, Resident #16 was interviewed 
and feels that her pain medication are 
effective on 12/17/13. She was· 
educated to report pain that is not 
controlled on 12/17/13. 
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This REQUlREMENT is not met as evIdenced 
by: 
Based on observation, lnt~rvlew, and record 
review, it was determined the facJllt}I failed to: 

A Recognize pain, develop and/or Implement 
pain management Interventions, and/or monitor 
Ihe effectJveness of pain management 
Interventions for two (#3 and #16) of thirteen 
sampled residents who were reviewed for pain, 
The facility's failure to manage pain resulted In 
actual harm for residents #3 and #16. The 
facility's census and Conditions report Iden1lfied 
110 residents as being on a paIn management 
program, The facility ldentilled 72 residents as 
receiving routine and/or ae needed pain 
medications; 

B. Provide bladder retraining as ordered by the 
physlclan for 9fle (#12) of one sampled resident 
wIth a urinary catheter and physlclsn'/i orders for 
bladder retraJning. The facility IdentJfied 18 
residents as having a urinary catheter; and 

C. Ensure an edema glove was wom as ordered 
by the physlcJan for one (#5) of one sampled 
resident with physIcIan orders for an edema 
glo'l6. This had the potential to affect 163 
residents who resided tn the facUlty. 

Findings: 

The facility's polley on pain, dated 0412013, 
documented, • ... Assessment and 
Recognltlon .. .lnciudes a review of known 
diagnoses or conditions that commonly cause or 
predispose residents to pain ... Revlew for any 
treatments that the resident currently is receMng 
for pain ... Assessmerrts should occur on 
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Ie. Resident #12 no longer resides at 
F 309 this facility 

Id. Resident #5 order was clarified 
to apply in am and remove in pm on' 
12/12/13. 
2a & h. All residents receiving 
routine and/or as needed pain 
medications have the potential to be 
affected. A pain screen was 
completed on these residents by 
OW~'14. 
20. All residents with urinary 
catheters have the potential to be' 
affected. All resident with a catheter 
were reviewed to determine the need 
for bladder retraining by 12/17/13. 
2d. All residents with orthotics have 
the potential to be affected. A 
review of residents with orthotics· 
was conducted on 12/17113 to ensure' 
they were being applied per 
physician order. 
3. All nursing staff were inserviced 
by the DON on 1/20/14 regarding 
pain, bladder retraining and 
application of orthotics. 
4. Audits W1ll be completed to 
ensure residents are treated 
effectively for , pain, bladder. 
retraining is performed as ordered 
and orthotics applied as ordered 
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admission to the faCility, at each quarterly review, 
whenever there is a slgnlt1cant change In 
condition and at any time paIn is suspeoted ... The 
staff will reassess the indMdual's pain and 
consequences or pain at rEaguJar intervals ... • 

1. Resident #3 was admitted to the facility on 
09/14111 with diagnoses that Included multiple 
sderosls (MS), chronic pain, dysarthria, Joint 
contractures, multiple pressure ulcers, diabetes, 
and myalgia. The resident recetved all 
medlcatlons via a percutaneous gastrostomy 
tube, 

Physicians ordsrs, dated 0212013, documented 
the resIdent was to receive Norco 7.5/325 mg, 
two tablets every eight hours for pain, Baclofun 
10 mg every six hours for muscle spasms, 
Zanafiex 4 mg avery six hours for spasms, and 
acetaminophen 640 mg every fours hours as 
needed for paIn, 

A physician's order, dated 02108/13 at 7:00 p.m., 
documented to decrease the resident's Norco to 
7.51325 mg every eIght hours for pain. 

A physlc!an's order, dated 02117/13, documented 
tha resident could receIVe Norco 7.6/325 mg 
every eight hours as needed for paln. 

A nurse's note, dated 02119/13, documented, .... 
[Name wtthheldllcompla!ns of] paln ... [one] tab 
Norco does not relieVe paln ... Requested to have 
It back to 2 tab Islel ..... 

A physician's order, daled 02119/13, documented 
to Increase the pain medication back to Norco 
7.51325 mg two tablets every eight hours routinely 
for pain. 

Event 10: NlJ5U11 
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F 309 weekly x 4, monthly x 3 and as 
needed and finding reported in the 
Quality Assur~ce Meeting. 
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Physician's orders, dated 0512013, documented 
the resident was to receive Norco 7.5132S mg, 
two tablets every eight hours, acetaminophen 640 
mg evel)' eight hoUTS, and naproxen 250 mg 
evel)' twelve hours as needed for pain 

ReSident #3 was hospitalized on 05120/13 and 
re-edmlttad to the facility on 06/11/13. 

The facility admlsslon/start-up ordets, dated 
06/11/13, documented the resident was to receive 
Norco 7,51325 mg two tablets every eight hours 
for pain and ace1aminphen 650 mg every four 
hours as needed for pain, 

The diagnosis description included Sacral ulcer 
stage IV, multiple sclerosis, dysarthria, ieft leg 
contracture, and contracture of the hand. 

Another facility admission/start-up order, dated 
06/11/13, documented the resident was to recelve 
Norco 5/325 mg every four hours as needed for 
pain and naproxen 250 mg every 12 hours as 
needed for pain. 

Aphyslclan order, dated 06/14/13, documented to 
inorease the resident's Norco 7.51325 to two 
tablets every six hours. 

A quarterly assessment, dated 06118113, 
documented the reeldent was cognltively Intact, 
reqUired total assistance from staff for bed 
mobility, transfers, and all ADLs. It was 
documented the resident's upper and lower 
extremity ranga of motion was impaired due to 
joint oontractures, 

It was documented the realdentwas on a 
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scheduled pain medication regimen and had 
received as needed pain mecJication. It was also 
documented the resident's pain was frequent with 
an Intensity of eight, on e. pain scale of one to ten. 

It was also documented the resident had three 
stage III pressure ulcers and one stage four 
pressure ulcer. There were three unstaged 
slough/eschar pressure ulcers. 

A physician order, dated 06/18113, documented to 
increase the resident's Norco 7.5(325 mg to two 
tablets every four hours. 

An assessment of contracture risk was 
completed on 06120113. The total score was ten. 
This Indicated the resJdsnt was at risk and 
required a regular posltioning schedUle for both 
bed and chait. Predisposing factors were 
documented as bilateral upper and lower 
extremity flexion contractures. It was also 
documented the residenfs hands were 
contracted. 

The resident was hospitalized on 0'7126/13 for 
non-heaUng pressure ulcers and re-admlttad to 
the faciUty on 08109/13. 

The facility admission/start-up orders, dated 
08109113, documented the resident was to 
receive acetaminophen 640 mg every four hours 
as needed for pain and Norco 51325 mg two 
tablets every four hours as needed for pain. 

A routine palo medIcation was not ordered on 
readmission. 

A facility paIn assessment was completed on 
OBl09/13. The assessment documented the 
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resident had experienced pain daily In the lest 
seven days In both legs and feet. The 
assessment revealed that pain was increased 
upon movement 

A medlcafion admInistration record, dated 
0812013, documented the reside nt received 
Norco 51325 mg, two tablets almost dally. 

On 08124113, the resident was hOSpitalized for 
non-healing pressure ulcers and re-admitted to 
the facility on 09116113. 

The facility admissioofstart-up orders, dated 
09/16113, documented the resldEmtwas to 
receive Norco 7.6/325 mg fNery four hours as 
needed for pain and naproxen 220 mg dally. 

The diagnosis description on re-admisslon 
included mult!ple pressure ulcers, multiple 
sclerosIs, depression, and neuropathy. 

A nurse's note, dated 09/16/13 at 1:45 p.m., 
documented, ..... Res arrived at facUlty via hospital 
transportation ... Multiple wounds to Jegs, both feet 
[andj both hlps .•. Wound nurse to assess land] 
treaLRes In too much pain to allow nurse to turn 
[aO(I] assess skin on baok land] coccyx. .. " 

A pain assessment was completed on 09/16/13. 
The assessment documented the residant rated 
her pain at six on a scale of one to ten. It was 
documented the resident's pain was located in 
both knees and hips. ThIOl pain was described as 
sharp and increased with actlVlt!es. 

An annua/assessment, dated 09117113, 
documented the resident was on a scheduled 
pain medIcation regimen and received as 
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needed pain medication. The assessment 
revealed the residents pain was frequent end 
rated at six on a scale of one to ten. It was 
documented the pain made It hard for the 
resident to sleep. 

A nurse's note, dated 09120/13, documented, 
• ... Dr.lName withheldJ In the building (new order} 
to Ilncreasel baolofen to Q1D, Flexeril10 mg 
TID .. ,· 

On 10103/13, the resident was hospitalized for 
non-healing pressure ulcers and re-admltted to 
the facility on 10/08/13. 

The diagnosis description on re-admlsslon 
Included mUltiple sclerosis, depression, and 
pressure ulcers on the low back, hip, and heal. 

A paln assessment was completed on 10/08113. 
The assessment revealed the resident's 
diagnosis of multiple sclerosis and conditions of 
contractures and pressure uloers that would likely 
cause pain. It was documented the resident 
received routine and as needad pain medication. 
It was also documented the resident had 
described the pain as dull, burning, tingling, pIns 
and needles. The pain Involved both upper and 
lower extremities, occurred dally, and was 
Intermittent The intensity was rated seven on a 
pain scale of one to ten end affected the 
resident's sleep. Repositioning and movement 
made the paIn worse. 

The facility resldeffi-date collection, dated 
10108113, documented the resident experienced 
constant, severe pain In both lower extremities, 
rating tha pain a five on a paIn scale of one to 
ten. 
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Monthly physician orders, dated 1012013, 
documented the resIdent was to receive Aleve 
220 mg every day for pain. There was no 
documentation of any other pain medications 
being ordered. 

Monthly physIcian orders, dated 1112013 
documented the resident was to receive Aleve 
200 mg one tablet every day for pain and Norco 
7.5f325 mg two tablets every four hours as 
needed for pain, 

A Peg Tube facl11ty form, dated 11/2013 
documented the resident received Norco 7.51326 
mg one tablet every four hours as needed for 
pain. 

The resldenfs oare plan, updated 11/25/13, 
dooumented, " .. ,ProblemfNeed ... She will be 
monitor [sic] for any and all pain, usIng pain scrcrle 
ff appropriate .• ,Medlcate with ordered medication 
call physlolan If no relief obtalned, .. GoaLRecelve 
medication as ordered .. ,she wlll be comfortable 
and achieve her goal of pain level 
4. ,.Approaches .. .If relief Is not obtained consult 
physician to change or add to medicatIon 
ordered. ,." 

Monthly physICian orders, dated 1212013, 
documented the resIdent was to receive Aleve 
220 mg every day tor paIn and Norco 7.5f325 mg 
two tablets every four hours as needed for pain. 

Medioation admlnlstraton records, dated 1212013, 
dooumented, " ... Norco 7 ,5·325 Tablet 2 Tabs Per 
Peg Tube Every 4 Hrs As Needed ... " There was 
a slash mark through the two In the 
administration directions of the Norco, and the 
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numeral "1" was written In. 

Review of narcotic count sheets, dated 12101/13 
through 12109113, revealed documentation the 
resident requested, on a dally basis, Norco 
7.51325 tablets wi1Jl each tube feeding, at 9:00 
a.m., 12:00 p.m., and 4:00 p.m. 

On 12/10/13 at 9:25 a.m., LPN #3 was observed 
administering pressure ulcer care to resident #3. 

The resident was obselVea to be severely 
contracted in the hips and knees. The resident's 
torso was twisted to the left from the waist down 
with both legs drawn and crossed at the ankles 
which caused contact)n areas creating high risk 
pressure points. 

The LPN stated the resident had been 
administered pain medication 30 minutes pr/orto 
the wound care beginning. 

The resident was asked to rate her pain on a 
scale of one to ten. She stated, "Eight." 

The resident was unable to ralax due to muscle 
spasms. When the LPN would touch the 
resident, she would begin having muscle spasms. 

VVlth each manipulation oHha resident's lower 
extremities the resIdent would yell out, "Oh, Oh." 

The resIdent was very flushed, her cheec!<s were 
red, and her eyes were wide. She had a grimace 
on her face with a fearful look when she knew 
she would be moved. 

At 10:05 a.m., the resident was asked If she had 
received pain medication prior wound care. She 
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stated, ·Yes." 

She was asked if she felt the pain medication was 
effective. She stated, ''They tell me I take the 
strongest pain medication they can gJve me, bLJt I 
could stand a stronger one." 

She was asked if she ever refused repositioning. 
She stated, "Sometimes. It hurts. They can't get 
me comfortable." 

At 10:17 a.m., LPN #2 was asked If she felt tha 
resident's pain medication was effective when 
administering wound care. She stated, "She has 
muscle spasms when you touch or move her." 

At 10:55 a.m., CNA#2 was asked how she knew 
the resident was In pain when admlnlstaring care. 
She stated, "Sile yells." 

She was asked what she did when she saw the 
resident was In paln. She stated she would tell 
the medication aide or reposition the resident. 
She stated the medication aioe will give her a 
pain pill. She stated, "She lets us move her but 
she doesn't wantto." She stated, "She hates 
showers, she cries." 

She was asked what causes the resident pain. 
She stated, "Touching and moving her." 

She was asked who she had told about the 
resident's pain. She atated, "Everyone knows." 
She was asked if the charge nurses were aware. 
She stated, "Yea." 

She was asked if it appeared the resident's pain 
medication was effective in relieving the 
resident's pain. She stated, "No, nothing 
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