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plan will focus on the specific needs of the
resident...designated staff must explain the risk
and benefits of all options under consideration
including using a restraint, not using a restraint
and alternatives to restraint use...informed
consent for the physical restraint will be obtained
from the resident or legal representative, negative
outcomes and benefits will be discussed with the
resident and or legal representative...facility staff
will monitor the resident's medical symptoms,
conditions, circumstances and environment in
order to evaluate the appropriateness of restraint
use...

I
The use of restraints is identified on the resident's \
care plan and includes...medical symptoms that
warrant the need...the symptoms that are being
treated..type of restraint to be used...when the
restraint is to be used...the plan for release of the
device...plan for monitoring every 30 minutes and ’
how the restraint will assist the resident in |
reaching his/her highest level of physical and >
psychosocial well being..." \

|

Resident #64 was admitted to the facility with
diagnoses to include altered mental status,
difficulty in walking, muscle weakness,
schizophrenia, anxiety and psychosis.

A physician's order dated 01/07/14, documented,
"Seat belt while up in wheelchair to prevent falls
with injuries, may be release q [every] 2 hours for

Jactvtes and ADL's [activities of daily living]."

a quarterly assessment dated 02/13/14,
documented the resident required limited
assistance with bed mobility, transfers, walking,
eating. The assessment further documented the
resident required extensive assistance with
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day. Alot of times she is sitting up here so we
can watch her. The charge nurse knows she will
stand. Everyone knows to redirect her and have
her sit back down. She will always sit back down,
sometimes you have to approach her.

An interview was conducted on 06/18/14 at 4-44
p.m., with LPN (licensed practical nurse) #7 . She
was asked if the resident was able to stand up
and walk with the wheel chair while restrained.
She stated, "Sometimes she will stand up with the
wheel chair." She then added everyone knows
about it and redirects her.

She was asked if the resident was able to be
directed. The nurse stated, "We are always there
to redirect her and we walk her down the halil.
She was able to be redirected every time. She
then stated , "She talks and is alert."

An interview was conducted on 06/18/14 at 4:46
p.m., with the social service director. She was
asked if the resident had a restraint. She stated,
"Yes. She tried to stand and she can lift the \
wheelchair." \

She was asked how long the resident had been
able to stand with the restraint in place. She
stated, since | have known her she has, she is
easily redirected. | am not aware of anytime she
had a fall. She then added, "We think she wants (
to walk and try to get her up. All the staff know ]

about it. She is easily redirected and has not
fallen."

An interview was conducted on 06/18/14 at 5:30
p.m., with the DON (director of nursing). She was
asked if the resident had a restraint. She stated
the resident had a soft seat belt.

&
F

F 221
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She was asked if the resident is able to stand up
with the seat belt in place. She stated.
Sometimes she stood up while in the wheelchair
with the seatbelt in place. She has never had a
fall. Every staff member knew about that.

When asked what the facility had tried before
placing her in a restraint. She stated,
"Redirection, 1:1, and activities. She is able to
be redirected."

06/19/14 at 7:25 a.m., the resident was up in her
wheelchair outside the shower room waiting for
the shower. Her seat belt was in place.

At 7:42 a.m., the resident was taken back to her
room without being bathed or showered.

At 8:22 a.m., the resident was taken from her
room to the dining room for her morning
breakfast. The resident was placed at the table
and served her breakfast. The seat belt was not
released during the meal.

An interview was conducted on 06/19/14 at 8:50
a.m., with the DON. She was asked where the
restraint documentation was located. She stated
the documentation is kept in the nurse's notes
under the weekly summary and the assessments
should be under the assessment tab on the
computer.

She was asked what should be charted on
restraints. She stated when the restraint is
released during meals and activities. She was
asked where complications from the restraints
would be documented. She stated, "It should be
in the notes about her standing in the wheelchair
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assessments, when the resident experienced a
decline in cognition, bed mobility, walking in the
room and corridor, dressing, eating, and personal
hygiene. The resident also exhibited an increase
in rejecting care and wandering.

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES T
‘1

The 90 day assessment with an ARD date of
05/10/14, documented the resident was severely
impaired in cognition and ADL (activities of daily
living) abilities remained the same. The
assessment also documented the resident now
received an anti-psychotic medication, an
anti-anxiety medication and a hypnotic 7 out of
seven days.

No significant change assessment was

completed between the 60 day and 90 day
Medicare assessments when the resident was ’
now receiving an anti-psychotic, anti-depressant !
and hypnotic medication 7 days a week. ‘

On 06/19/14 at 7:30 a.m., the resident was
observed receiving a wound treatment. The
resident did not respond to verbal stimulation and
required two staff while the treatment was being
provided due to the resident's combative
behaviors.

On 06/19/14 at 8:20 a.m., the resident was
observed in the dining room for breakfast. The
resident was observed to be totally dependent on
staff for her meal.

On 06/23/14 at 10:25 a.m., LPN (licensed
practical nurse) #4, the assessment coordinator,
was interviewed regarding the resident's
significant changes.

| She was shown the differences in the resident’s

F 274

i
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review, it was determined the facility failed to
enure a resident's care plan was followed for
restraint free time for one (#64) of one sampled
resident's care plan reviewed for restraint use.

The facility Census and Condition dated 06/16/14
documented one resident resided in the facility
who was restrained.

The facility also failed to follow care plan
interventions for side effect monitoring for one
(#55) of five sampled residents whose care plans
were reviewed for side effects monitoring.

The facility Census and Conditions, dated

06/16/14, documented 49 residents resided in the

facility who received psychoactive medications
| which required side effect monitoring.

Findings:

1. Resident #64 was admitted to the facility with
diagnoses to include altered mental status,
difficulty in walking, muscle weakness,
schizophrenia, anxiety and psychosis.

A physician's order dated 01/07/14, documented,
"Seat belt while up in wheelchair to prevent falls
with injuries, may be release q [every] 2 hours for
activities, and ADL's [activities of daily living]."

A quarterly assessment dated 02/13/14,
documented the resident required limited
assistance with bed mobility, transfers, walking,
eating. The assessment further documented the
resident required extensive assistance with
dressing, locomotion, toilet use and hygiene. No
restraint was coded on the assessment.

|

|
|
|

L
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He was asked when the doors were last serviced
to ensure they were functioning properly. He
stated,"They are monitored regularly."

Maintenance records from a local service
company were reviewed. The date on the
submitted records documented the last service
date for the doors was 02/20/14.

The ADM was asked if there were any other
records. He stated, "No, but | just started doing
my own checks for the doors weekly. "

He was asked for the documentation for the
weekly checks. The single form provided
included a start date of 06/09/14, and one time
weekly for the next three weeks. The ADM was
asked if the door alarm company had been out
since the February service date. He stated, "No."

On 6/19/14 at 9:15 a.m., surveyors observed two
males working within the facilty. They were
observed to check the call lights at the desk,
lights outside the rooms and door alarms. A
worker from the local door security company (#1),
was asked what they were doing and he stated,
"Checking the doors and call lights again." He
was asked when they last serviced the door on
hall 4. He stated, "l don't remember exactly, but
within the last month."

Surveyors observed the door over a two day
period. Staff was observed to use the door
frequently during the entire day. They were not
observed to use the key pad to exit the facility. In
addition, the alarm on the door did not sound
after the door was closed, whether the code was
keyed in or not.

J
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faceplate was observed in the Hall 300 whirlpool
room. The broken plate exposed the metal
portion of the electrical switch.

On 06/23/14 at 9:45 a.m., maintenance #1 was
asked if he was aware of any electric faceplates
that needed to be repaired. He stated he was
aware of some faceplates that needed to be
replaced and he kept a stock in his office. He
was shown the face plate in the whirlpool room
on Hall 3. He stated he was not aware it was
broken, and that he would fix the faceplate.

F 328 | 483.25(k) TREATMENT/CARE FOR SPECIAL F 328
ss=g | NEEDS

The facility must ensure that residents receive
proper treatment and care for the following

| special services:

' Injections;

Parenteral and enteral fluids; 1
Colostomy, ureterostomy, or ileostomy care;
| Tracheostomy care;

Tracheal suctioning;

Respiratory care;

Foot care; and

Prostheses.

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review and
interview, it was determined the facilty failed to
ensure licensed nursing staff were trained in the
care/management of an implanted intravenous
port site for one (#89) of two sampled residents
who had intravenous access.

The director of nursing identified one additional
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residents with intravenous access.
Findings:
Resident #89 was admitted to the faciltiy with

diagnoses to include hypertension, diabetes,
osteomylitis of the left foot, and depression.

A physician admission order dated 05/30/14,
documented:

"Piperacillin [antibiotic] Sod-Tazobactam So
Solution Reconstituted 3-0.375 gm [gram] Use
100 ml [milliliter] intravenously every 6 hours for
osteomylitis until 06/24/2014, (infuse 100 ml over
30 min [minutes)).

Vancomycin HCI [hydrochloride] Solution
Reconstituted 750 mg Use 250 ml intravenously
every 12 hours for osteomylitis until 06/25/2014.
(infuse 250 ml over 1.5 hrs [hours]).

Change infusion port IV access dressing and
Lumen [needle] every 7 days, one time a day
every Sat [Saturday] for f/u [follow up]."

A physician's order, dated 05/31/14, documented,
"Monitor infusion port IV access site to right chest
for swelling, redness, warmth and s/s [signs and

symptoms] of infection every shift. = .'

Flush infusion port to right chest before and after
medication administration."

A medication administration record (MAR), dated
June 2014, documented the above antibiotic
medications were administered as ordered, ports
were flushed as ordered and the IV site was
monitored every shift.
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cart. The items included: disposable gloves,
folded gowns and open packages of adult
incontinent briefs. }

At 3:05 p.m., a cart with bath supplies was
observed in the shower room on hall 300. The

cart had three sticks of deodorant, one of which
was opened with no lid. Additional personal care
items were stored under a brown bianket with the
deodorant. None of the personal care items,
including the deodorant sticks, were labeled to
identify individual resident use.

At 3:21 p.m., a shower bed was observed in the
shower room on hall 300. The coated foam pad
on the shower bed had cracks and puncture
holes on both sides exposing the foam interior.
The exposed cracked foam would make it difficult
to sanitize between and after use.

On 06/23/14 at 9:40 a.m., LPN(licensed practical
nurse)#15 was asked who used the stick
deodorant on the cart by the whirlpool. She stated
she didn't know. She was asked how the staff
would know which deodorant belonged to which
resident. She stated most resident's had their
own deodorant. She was asked how personal
items were noted for each resident. She stated
they had a bag to keep their items in.

shown the shower bed. He was asked if the
cracks and punctured areas would make it
difficult to clean and sanitize the padding. He
agreed the pad would be difficult to keep clean.
e e e e e de e e de e e Dlning Room Fedede e de dede e e de e

On 06/23/14 at 1:55 p.m., the administrator was '

On 06/16/14 at 11:45 a.m., CNA (certified nurse
aide) #17 was observed pushing a cart, that
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