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F 0157

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Immediately tell the resident, the resident's doctor and a family member of the resident
 of situations (injury/decline/room, etc.)  that affect the resident.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on observation, record review and staff interviews, the facility failed to notify a resident's physician when the
 facility was unable to schedule an ordered urology consult for 1 of 1 (Resident #9) sampled residents. Findings included:
Resident #9 was re-admitted to the facility on [DATE] with cumulative [DIAGNOSES REDACTED].
Resident #9's Quarterly Minimum Data Set ((MDS) dated [DATE] revealed Resident #9 had short and long term memory problems
 and was moderately impaired in daily decision making. Resident #9 had an indwelling urinary catheter.
Review of the Hospital Discharge Summary for Resident #9 dated 12/26/14 revealed a recommendation for a follow-up with
 urology for [MEDICAL CONDITION] and to leave the urinary catheter in place until the follow-up appointment.
Review of the 12/26/14-12/31/14 Medication Administration Record [REDACTED].
Review of the January 2015 MAR indicated [REDACTED]. The entry was initialed as completed.
In an observation on 02/03/15 at 11:53 AM Resident #9 was lying in bed. An indwelling urinary catheter with a covered bag
 was seen hanging from the bed rail.
In an observation on 02/03/15 at 2:55 PM Resident #9 was lying in bed. Nursing Assistant (NA) #1 provided urinary catheter
 care for the resident.
In an interview on 02/04/15 at 3:30 PM the Appointment Scheduler indicated she was provided with a copy of the physician's
 orders [REDACTED]. She then notified the office of the physician or specialist named in the order that a consult
 appointment was needed. She stated she attempted to make an appointment with the Urologist for Resident #9 but the urology
 staff refused to make an appointment. The Appointment Scheduler stated she informed the nurse that she was unable to obtain
 an appointment as ordered.
In an interview on 02/05/15 at 12:36 PM Nurse #5 indicated Resident #9 did not have a urinary catheter prior to going out to
 the hospital on [DATE]. She stated when Resident #9 returned to the facility on [DATE] she had a urinary catheter and a
 [DIAGNOSES REDACTED].#5 indicated the Appointment Scheduler had informed her she was unable to make a urology
appointment
 and Nurse #5 initialed the appointment on the MAR. Nurse #5 stated she did not notify Resident #9's physician the facility
 was unable to make an appointment with the urologist. She indicated she did not place the information on the 24 Hour Report
 so the missed appointment could be followed up on by the Unit Supervisor.
In an interview on 02/05/15 at 4:22 PM the Director of Nursing stated she expected the nurse to notify the referring
 physician and the facility physician if a specialist consult was not done. She indicated it was her expectation that if the
 consulting physician had refused an appointment another specialist should have been contacted so the continued use of the
 indwelling urinary catheter could have been assessed.
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Write and use policies that forbid mistreatment, neglect and abuse of residents and theft
 of residents' property.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on observations, record review and staff interviews, the facility failed to prevent neglect of 1 of 1 sampled
 residents (Resident #7) as evidenced by not providing hand hygiene of the left hand. The facility failed to assess Resident
 #7's left hand and failed to prevent the development of a stage 2 pressure ulcer to the fifth digit on the left hand. The
 facility also failed to monitor and/or assess prevention/protection measures to protect the skin integrity of the severely
 contracted left hand. Findings included:
Resident #7 was admitted to the facility on [DATE] and was re-admitted on [DATE]. Cumulative [DIAGNOSES REDACTED].
Resident
 #7 also had a history of [REDACTED].
The undated NURSING INSTRUCTIONS cardex for Resident #7 noted contractures of the left arm and hand. There was no mention
of
 splinting or protective devices. The RESTORATIVE NURSING section was blank.
The Quarterly Minimum Data Set (MDS) assessment of 08/06/14 documented Resident #7 was not cognitively intact and required
 extensive to total assistance for all activities of daily living. It was noted that he had the presence of a stage 3
 pressure ulcer with no measurements documented.
The Quarterly Minimum Data Set (MDS) assessment of 10/30/14 indicated Resident #7 had severely impaired cognition. He
 required extensive to total assistance for all activities of daily living. He had a history of [REDACTED].#7 had a
 functional limitation in range of motion on one side of the upper extremity and on both sides of the lower extremity.
Resident #7's care plan, last reviewed on 11/12/14, identified several problem areas which included:
. a problem with being at risk for skin breakdown due to hemi/para/[MEDICAL CONDITION] with onset date of 04/23/14. The goal
 was to remain free from skin breakdown through the next review date. Approaches included keeping the skin clean and dry as
 well as observing the skin daily. Any abnormalities were to be reported to the nurse.
. a problem (with onset date of 05/12/14) with being at high risk for the development of pressure ulcers and the resident
 had a stage 3 pressure ulcer to the left thumb. Approaches included a daily observation of the skin with routine care and a
 full skin evaluation weekly with the bath/shower. The problem was reviewed on 11/12/14 and it was noted to continue the POC
 (plan of care).
. a problem with onset date of 08/13/14 with impaired physical mobility, limited range of motion and a potential for
 worsening contractures. Interventions included PT (physical therapy), OT (occupation therapy) screen/evaluation as
 indicated. Another intervention was to encourage to participate in range of motion exercises daily and to encourage to
 utilize the right static hand splint. There was no mention of prevention measures for the left hand.
A daily therapy note of 09/01/14 noted that Resident #7 was supine in bed with a left static hand splint in place. The
 therapist removed the splint and would replace it tomorrow after passive stretching. It was noted that passive stretch had
 been completed on the left hand to increase range of motion in order to decrease finger flexion contractures. The therapy
 discharge summary of 09/17/14 indicated Resident #7 had received treatment for [REDACTED].
A physician's telephone order of 09/17/14 noted that Resident #7 was discharged from occupation therapy and had met the
 maximum rehabilitation potential. It was noted that nursing was to continue with restorative care for orthotic placement.
A physical therapy (PT) screen of 10/21/14 noted Resident #7 had no changes in his contractures and PT was not indicated.
An occupation therapy (OT) screen of 11/26/14 indicated the quarterly assessment was conducted with Resident #7. It was
 noted that he presented with no functional deficits or focus for skilled OT at this time.
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The December 2014 treatment administration record for Resident #7 included no orders for any treatment that included washing
 the left hand. There was no January 2015 treatment record found in his active chart.
A physician's progress note of 01/15/15 documented to continue with routine wound care, dressing and splinting.
A contracture risk review dated 01/16/15 written by Nurse #6 for Resident #7 documented that a contracture risk care plan
 was in place. It was noted on the review that a score of 6 or higher indicated was at risk. Resident #7 had a score of 11.
 It was noted that Resident #7 had joint pain and a history of [MEDICAL CONDITIONS] as predisposing factor for contracture
 development.
A physician's progress note of 01/18/15 made no mention of any contracture management for Resident #7.
A re-admission therapy screen of 01/22/15 noted Resident #7 displayed no current focus for services.
The most recent Quarterly Minimum Data Set (MDS) assessment of 01/23/15 noted Resident #7 required extensive to total care
 with all activities of daily living. It was documented that he had limitation in range of motion on both sides in both
 upper and lower extremities. He was identified as at risk for pressure ulcers.
Resident #7 was observed resting in bed on 02/02/14 at 9:40 AM. There was a distinct foul odor noted in the room and the
 odor smelled strongest when next to Resident #7's bed.
Resident #7 was observed resting in bed on 02/02/15 at 11:45 AM. His left hand was noted to be tightly clenched in the shape
 of a ball with the thumb pressed underneath the fingers and protruding out the opposite side of the hand. The left arm was
 clenched tightly against his chest. There was no splinting or protection noted in the left hand.
Resident #7 was observed resting in bed while being fed by staff (NA #6) on 02/02/15 at 1:15 PM. The odor remained in the
 room and no visible splinting/protection devices were noted in either of his hands.
The treatment nurse was observed feeding Resident #7 on 02/02/15 at 5:58 PM. There was no visible splinting/protection
 devices in place to either of his hands.
Resident #7 was observed resting in bed on 02/03/15 at 8:45 AM. The right hand was underneath the bed covers but the left
 hand was visible. There was no protective device noted in his left hand. The odor was still detected.
Resident #7 was observed resting in bed on 02/04/15 at 9:15 AM. There was no visible splinting or protection measure in
 place to either of his hands. The odor was still present.
A bed bath was observed beginning at 9:20 AM on 02/04/15. NA #7 washed, rinsed and dried the right arm and hand. He washed
 the outer surface of the left contracted hand but made no attempt to open it to wash inside. As NA #7 was completing the
 bath, he reported that he didn't attempt to open the left hand due to pain on the part of the resident. When questioned
 about the ability to open the left hand, he attempted to move the fingers very gently away from the palm of the hand. He
 was able to extend the fingers just enough to allow slight washing of the inside of the hand. There was a very distinct
 foul odor detected as he began to gently extend the fingers from atop the thumb which was positioned across the palm of the
 hand extending out the far side of the hand. He washed, rinsed and dried the left hand very gently and carefully.
NA #7 was interviewed after the observation on 02/04/15 at 9:50 AM. He stated he hadn't worked with Resident #7 in a while
 but didn't remember any splinting devices for his hands. He stated there was a distinct odor when he washed the left hand.
 He reported that he would tell the nurse about the odor.
During an observation of Resident #7, on 02/04/15 at 12:50 PM, the left hand was noted to have a clean dressing in place.
During an interview with the treatment nurse on 02/04/15 at 1:00 PM, she stated NA #7 had asked her to look at Resident #7's
 hand. She stated the hall nurse had also reported to her that Resident #7 was experiencing pain in the left hand and asked
 her to assess it. The treatment nurse stated she noticed an odor when she washed the left hand today. She also reported she
 had placed gauze between his fingers and a gauze roll inside the hand followed by wrapping the hand with rolled gauze. She
 added that while she was washing the left hand, she found a stage 2 pressure ulcer to the inside of the left pinky finger
 where it was pressed against the fourth digit (ring finger). She commented that the hall nurses completed weekly skin
 checks. The treatment nurse added that Resident #7 had a history of [REDACTED]. She remarked that she would speak with the
 physician about possibly obtaining an order for [REDACTED].#7's left hand prior to discovery of the stage 2 pressure ulcer.
A wound assessment of 02/04/15 for the left little finger of Resident #7's left hand noted a stage 2 pressure ulcer. The
 open wound measured 0.5 centimeters by 0.5 centimeters by 0.2 centimeters with 100% granulation tissue noted. It was noted
 that Resident #7 experienced pain with the treatment. It was documented in the notes section of this assessment that the
 hall nurse had notified her of the breakdown to resident's left hand. The treatment nurse also documented that the area was
 painful to touch with a scant amount of drainage. She washed Resident #7's left hand with soap and water and applied (brand
 name) ointment to the wound. She covered the area with a dry dressing and placed a gauze hand roll into the palm of the
 left hand with gauze placed between his fingers and secured the dressing with rolled gauze. She also documented that she
 had notified the family. The treatment nurse also documented she had paged the physician for treatment orders.
A screen from the therapy department of 02/04/15 noted that Resident #7 was screened due to left upper extremity
 contracture. It was noted that the resident's [DIAGNOSES REDACTED] was severe with pain noted as a 9 on a scale of 1-10
 during passive range of motion. It was noted that there had been attempts in the past to address his contracture. No
 services could address the tone in the left hand without surgical intervention at this time.
A physician's telephone order of 02/04/15 at 12:00 PM noted to wash Resident #7's left hand with soap and water daily. It
 noted to clean the wound to the left pinky fingers with normal saline and apply (brand name) ointment with a dry dressing
 daily.
Another physician's telephone order of 02/04/15 noted to insert a gauze hand roll to the left hand daily until assessed by
 therapy. It also noted to insert gauze between the fingers on the left hand daily until assessed by therapy.
During an interview with Nurse #2 who worked on Resident #7's hall, on 02/05/15 at 9:58 AM, she stated Resident #7 had been
 transferred to her hall about a month ago from another hall in the facility. She stated she had worked with him previously
 and he had a history of [REDACTED]. Nurse #2 reported that she had gone into his room yesterday during rounds to reposition
 him and while turning him he complained about pain in his left hand. She stated the open area was discovered at that time.
The rehabilitation manager was interviewed on 02/05/15 at 10:05 AM. She stated Resident #7 had been evaluated. She stated
 Resident #7 did have a splint to his left hand at one time but he developed a wound from it and the splint was stopped
 until the area healed. She commented that once the area healed, the contracture had worsened to the point that splinting
 couldn't be done. The manager stated when he was discharged from therapy he was to have a wash cloth for protection to the
 left hand or a hand roll. The manager also stated that the recommendation upon discharge was for the thumb to be amputated
 or a tendon release to help relax the fingers but both were refused. She stated he should have been discharged to the
 restorative program for splinting of both hands. The manager reported that when Resident #7 was discharged from therapy the
 orders were not written properly and Resident #7 was never referred to restorative for his splinting needs.
The treatment nurse and the acting Director of Nurses (DON) were observed providing treatment to Resident #7 on 02/05/15 at
 10:50 AM. The treatment nurse reported Resident #7 had been pre-medicated for pain about 20 minutes ago. She removed the
 old dressing and began to wash the left hand with soap and water. There was a very distinct foul odor detected as the
 fingers were gently separated. The DON held the hand while the treatment nurse maneuvered to wash inside the severely
 contracted hand. The fingers were contracted on top of each other overlapping the thumb making it difficult for her to wash
 them. The treatment nurse was not able to use the wash cloth to cleanse inside the palm of the hand due to the inability to
 extend the fingers far enough to get the wash cloth inside. The treatment nurse moistened dry gauze with water and utilized
 a q-tip to gently wash inside the hand. Once she had washed the hand, she dried the inside of his hand with dry gauze and a
 clean q-tip. There was an approximate dime size open area to the little pinky finger that had white raised edges and a
 sunken dark pink center. The treatment nurse applied the (brand name) ointment using a q-tip. She placed folded gauze
 between each finger and a gauze hand roll into the palm of the left hand. She wrapped the hand with rolled gauze.
The treatment administration record for Resident #7 indicated that as of 02/05/15 the left hand was to be washed with soap
 and water. The wound to the left pinky finger was to be cleansed with normal saline, (brand name) ointment was to be
 applied and there was to be a gauze hand roll placed in the left hand.
On 02/05/15 at 10:20 AM, an interview was conducted with Nurse #4 who was identified as being responsible for the
 restorative program. She stated Resident #7 was not currently on restorative caseload. She reported that he did have a
 splint in the past to the left hand but he developed a wound from the splint and it was discontinued. Nurse #4 reported
 that Resident #7 had been in the restorative program in the past for passive range of motion and splinting. She also
 reported that when a resident was in restorative any splinting needs would be included on the resident's cardex so all
 staff would be aware of his needs. Nurse #7 reported that when Resident #7 was discharged from therapy last September 2014
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(continued... from page 2)
 he was not referred back to restorative for splinting or contracture management services.
NA #7 reported on 02/05/15 at 11:20 AM that he had informed the treatment nurse on 02/04/15 about the odor noted in Resident
 #7's left hand yesterday. He stated if he found any issues with a resident's skin he would report it to the nurse.
On 02/05/25 at 11:40 AM, Nurse #4 stated that the rehabilitation manager had updated Resident #7's care plan today. She
 reported that she would ask therapy to evaluate the appropriateness of splinting for Resident #7.
Nurse #2 and Nurse #5 were interviewed on 02/05/15 at 2:15 PM. Nurse #2 stated skin checks were completed by the second
 shift nurses and if a new area was discovered it was assessed and the appropriate treatment started. Nurse #5 stated that
 the skin checks had been discontinued when the new management came and the nurse aides were given the responsibility to do
 the skin checks during showers. Nurse #5 stated the aide was to report any skin changes found to the nurse for evaluation.
NA #9 was interviewed on 02/05/15 at 2:25 PM. She stated she was unsure as to whether Resident #7 had splinting devices or
 not. She stated she had worked with him in the past and thought restorative had applied splints but she wasn't sure which
 hand they were placed in.
The restorative aide (RA) who had worked with Resident #7 was interviewed on 02/05/15 at 3:07 PM. She stated she had worked
 with him for passive range of motion to his left lower extremity but had never worked with him in regards to splinting of
 the upper extremity.
Nurse #6 was interviewed about the contracture risk review form on 02/05/15 at 4:00 PM. She stated she was new at the
 facility and it was just a form that needed to be completed when a resident was admitted or readmitted to the facility. She
 wasn ' t sure what happened to it once it was completed.
Nurse #1 was interviewed on 02/05/15 at 4:10 PM. She stated that she had been in Resident #7's room and there was a definite
 odor detected to his left hand. She stated that the aides should have been placing a rolled up wash cloth in Resident #7's
 left hand on a daily basis to protect his hand.
Resident #7's care plan was updated on 02/05/15 to include a problem with impaired physical mobility, limited range of
 motion and potential for worsening contractures. Interventions included therapy screens/evaluations as indicated, encourage
 to participate in range of motion exercises, and utilize a right palmar splint to decrease risk of further contracture. His
 care plan also identified a problem with having a high risk for the development of pressure ulcers (onset date of 05/12/14)
 and had a stage 2 pressure ulcer to the fifth digit of the left hand. There was a handwritten note that documented updated
 2/5/15. A handwritten note of 02/05/15 indicated to cleanse the site with normal saline, apply (brand name) ointment and
 cover with a dry dressing. It was noted in the approach section that the skin was to be observed daily with routine care
 and a full skin evaluation was to be done weekly with the bath and/or shower.
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Provide housekeeping and maintenance services.

Based on observations, record review and staff interviews, the facility failed to provide housekeeping services to control
 urine odors in 4 of 4 resident's bathrooms (Rooms 111, 200/201, 212/213 and 214/215) where foul urine odors were detected.
 Findings included:
The maintenance supervisor provided information that indicated back in October of 2014 there was painting to be done on the
 300 hall. Hand written on the body of the information was Room 212 along with 3 other room numbers. There were no details
 as to what repairs needed to be performed in Room 212.
During an observation of the resident's shared bathroom in Room 212/213, on 02/02/15 at 9:55 AM, the entire surface of the
 flooring was noted to be very darkened and discolored. The baseboards were resting on the floor exposing the bare walls on
 all 4 sides of the room. There were several irregular shaped holes noted in the walls where the baseboards had been. There
 was a very strong urine odor detected. The appearance of the bathroom remained unchanged when observed again at 4:15 PM on
 02/02/15.
On 02/02/15 at 10:00 AM, the resident's shared bathroom in Room 214/215 was noted to have a large yellowish liquid area
 noted on the floor near the toilet. There was a very strong urine odor detected in the room. There was no change noted in
 the odor or appearance of the bathroom when observed again at 4:30 PM on 02/02/15.
During an observation of the shared resident's bathroom in Room 214/215 on 02/02/15 at 11:40 AM, there was an approximate 1
 inch to 2 inch dark brownish area that appeared damp noted on the floor around the base of the toilet. There was a dinner
 plate size wet area noted on the floor in front of the toilet with a very foul urine odor detected in the room. The wall
 where the sink was located had a large dried area where the soap had dripped down the wall from the hand soap dispenser.
Another observation was conducted in the shared bathroom in Room 212/213 on 02/03/15 at 9:15 AM. The baseboard pieces were
 still resting on the floors and the strong urine odor remained unchanged.
The resident's shared bathroom in Rooms 200/201 was observed to be in need of cleaning on 02/02/15 at 1:35 PM. There was a
 very strong urine odor detected in the room. There were several smears of brown material noted on the floor near the
 entrance into Room 200. There were brown smears noted on the toilet porcelain.
On 02/03/15 at 9:50 AM, the resident's shared bathroom in Room 214/215 remained the same as the observation of 02/02/15. The
 strong urine odor was still present and there was a large puddle of yellowish liquid noted on the floor in front of the
 toilet.
On 02/03/15 at 9:55 AM, the resident's shared bathroom in Room 200/201 was noted to have a very strong urine odor with
 numerous smears of brown material noted on the floor. There was yellowish liquid noted on the floor in front of the toilet.
 The wall next to the sink had a large amount of dried soap drippings from the hand soap dispenser.
On 02/03/15 at 10:05 AM, the resident's bathroom in Room 111 was noted to be in need of cleaning. There was a very strong
 urine odor detected and the floor tiles were discolored and stained.
On 02/03/15 at 10:10 AM, the administrator reported that she had placed the painting of the 300 hall on hold until she had
 some place to move the residents. She stated she had not toured every bathroom in the facility but she depended upon
 housekeeping to clean them. She reported that she had identified some housekeeping issues with the current contract service
 and had spoken with the manager about the overall cleanliness of the facility upon her arrival to the facility back in
 January 2015. She stated evidently she would need to re-address the issue. She observed the resident's shared bathroom in
 Room 214/215 on 02/03/15 beginning at 10:15 AM. There was a puddle of yellow liquid on the floor in front of the toilet and
 an incredibly foul urine odor detected. The dark brown matter was still noted on the floor around the base of the toilet.
 The administrator stated the bathroom needed to be cleaned and she would have it done today. She went into the bathroom in
 Room 200/201 at 10:15 AM and agreed additional cleaning was needed. She went into the bathroom in Room 212/213 at 10:20 AM
 and stated the tiles needed to be replaced and there was a foul odor in the room. The administrator then went into Room 111
 at 10:25 AM which was not a shared bathroom. She stated the tiles on the floor needed to be replaced and the floor was in
 need of cleaning to remove the odor.
A floor technician was observed using a large blow dry machine in the bathroom in Room 214/215 on 02/03/15 at 2:30 PM. He
 reported he had stripped the floor and was drying it. When questioned how often resident's bathroom floors were stripped,
 he responded he stripped and waxed the residents bathrooms when told to do so by the account manager. He stated he would go
 in all of the bathrooms every day before leaving to make sure they were clean. He remarked that he had not been in this
 bathroom in about a week.
The housekeeper responsible for cleaning the 200 hall was interviewed on 02/03/15 at 2:35 PM. She stated she conducted a
 walk through in the mornings looking for debris on the floor, food on the floor, trash or any spills. She stated she
 emptied the trash and swept and mopped the resident's floors including the bathroom floors daily. The housekeeper stated
 the resident adjoining bathrooms in Rooms 213 and 214 always had urine odors and she had reported it to the account
 manager. When questioned about the cleaning performed daily, she responded she wiped the walls and mirrors as well as the
 doors. The housekeeper stated she wiped the aluminum strip behind the handrails and cleaned the toilets and sinks. She
 stated she had a scraper to remove the dark matter from the floors around the toilets and the baseboards. The housekeeper
 stated she swept and mopped the floors daily. The housekeeper stated the resident who occupied Room 215 had complained to
 her in the past about the foul urine odor in the bathroom. She commented a long time ago the manager had told her she could
 use a spray that would eliminate the odors but she hadn't used it. The housekeeper added that the 200 hall required heavier
 cleaning than the other halls in the building.
An observation was conducted in the bathroom in Room 111 on 02/03/15 at 2:50 PM. The floor had been mopped and the urine
 odor had resolved.
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The account manager for housekeeping services for the facility was interviewed on 02/04/15 at 11:10 AM. He stated he was
 aware of some of the resident's bathrooms which needed additional cleaning. The manager stated there was a schedule for
 stripping and waxing resident rooms/bathrooms which averaged out to be about every 6 months. He added that timeframe
 probably wasn't sufficient for the problem bathrooms. He stated he had turned in several work orders for the staining of
 the tile in several bathrooms which included the shared bathroom in Room 212/213 but the work had not been completed. He
 reported that the floor in Room 212/213 had been identified as needing to be replaced back in January of 2014. The manager
 reported he had not followed up on any of the work orders and wasn't sure who he would need to speak with to get the work
 approved. He was unable to provide any of these work orders for review. The manager reported that he conducted a tour of
 the building twice daily. When questioned what he was looking for when he toured, he responded that he looked to make sure
 the trash had been emptied and that the soap and paper towel dispensers had been filled. He stated he looked for
 cleanliness of the sinks and toilets. He stated he didn't take notice of odors but if he noticed the odors he would spray.
 The manager reported there were some bathrooms that required additional cleaning due to resident's habits. He stated there
 was a (brand name) enzymatic spray that the housekeepers could spray to help with the odors and was safe to use. The
 manager reported that the housekeeping staff left daily at 2:45 PM and any incidents/accidents after that usually waited
 til they arrived back the next morning at 7:45 AM. He commented that he felt the observations had been conducted before the
 housekeeper had the opportunity to clean the bathroom. He agreed that better cleaning could be performed to help with the
 strong odors. The manager also reported that the nurse aides were supposed to clean urine and stool from the floors and
 call housekeeping to come sanitize afterwards. The manager remarked that the floor in Room 111 was stripped and waxed
 yesterday and smelled much better. He also stated he had brought in additional staff to do some additional cleaning today.

F 0279

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Develop a complete care plan that meets all of a resident's needs, with timetables and
 actions that can be measured.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on observation, record review and staff interviews, the facility failed to develop a comprehensive care plan for the
 ongoing use of an indwelling urinary catheter for 1 of 1 (Resident #9) sampled residents. Findings included:
Resident #9 was re-admitted to the facility on [DATE] with cumulative [DIAGNOSES REDACTED].
Resident #9 ' s Quarterly Minimum Data Set ((MDS) dated [DATE] revealed Resident #9 had short and long term memory problems
 and was moderately impaired in daily decision making. Resident #9 had an indwelling urinary catheter.
Review of the 12/26/14-12/31/14 Physician order [REDACTED].
Review of the Physician order [REDACTED].#9 ' s indwelling urinary catheter in place until the urology follow-up appointment
 on 01/27/15.
Review of Resident #9 ' s Care Plan updated 01/15/15 at the most recent Care Plan meeting, showed no mention of an
 indwelling urinary catheter.
In an observation on 02/03/15 at 11:53 AM Resident #9 was lying in bed. An indwelling urinary catheter with a covered bag
 was seen hanging from the bed rail.
In an observation on 02/03/15 at 2:55 PM Resident #9 was lying in bed. Nursing Assistant (NA) #1 provided urinary catheter
 care for the resident.
In an interview on 02/05/15 at 11:55 AM the MDS Coordinator indicated he went through each resident ' s chart and reviewed
 the MDS, physician orders, and notes prior to each Care Plan Meeting to review what areas needed to be addressed in the
 care plan. He stated during the Care Plan Meeting each discipline would discuss the problems and needs of each resident and
 develop or update the care plan. The MDS Coordinator stated an indwelling urinary catheter care plan should have been
 developed for Resident #9.
In an interview on 02/05/15 at 12:05 PM Nurse #4 stated care plans were checked to make sure they were still current and
 applicable to the resident. She indicated she visually assessed the residents and saw that Resident #9 had an indwelling
 urinary catheter. She stated she did not bring up the use of the catheter during the Care Plan Meeting and that a care plan
 should have been developed on admission and updated during the most recent Care Plan Meeting.

F 0312

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

Assist those residents who need total help with eating/drinking, grooming and personal
 and oral hygiene.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on observation, record review and staff interviews, the facility failed to provide hand hygiene for 1 of 4 sampled
 residents (Resident #7) whose bed bath was observed. The facility failed to provide incontinent care for 1 of 1 sampled
 residents (Resident #10) whose personal hygiene care was observed. The facility also failed to provide finger nail care for
 2 of 4 sampled residents (Resident #9 and Resident #6) and oral care for 1 of 4 sampled residents (Resident #9) whose
 morning care was observed. Findings included:
1. Resident #7 was admitted to the facility on [DATE] and was re-admitted on [DATE]. Cumulative [DIAGNOSES REDACTED].
The Quarterly Minimum Data Set (MDS) assessment of [DATE] indicated Resident #7 had severely impaired cognition. He required
 extensive to total assistance for all activities of daily living including bathing.
Resident #7's care plan identified several problem areas which included a problem requiring extensive to total assistance
 from staff for all activities of daily living. It was noted Resident #7 preferred bed baths. Resident #7 needed one person
 to totally assist with bathing, grooming and hygiene. This problem was last reviewed on [DATE].
A bed bath was observed beginning at 9:20 AM on [DATE]. NA #7 assisted by NA #2 prepared a basin of water and used numerous
 pumps to the hand dispenser to obtain soap. NA #7 began the bath by washing Resident #7's face, arms, chest and the right
 hand. He washed the outer top surface of the left hand but made no attempt to wash inside the hand. He continued bathing
 Resident #7. As he was finishing the bath, he was questioned as to the ability to extend the fingers on the left hand to
 allow washing inside the hand. NA #7 responded that it was painful for Resident #7 so he didn't bother the hand. NA #7
 extended the fingers of the left hand very gently but was unable to move the thumb. As he extended the fingers, a very foul
 odor was detected. He used the tip of the wash cloth to carefully reach inside as best he could to wash the skin. All four
 fingers were noted to have long fingernails which extended past the tips of the fingers. He washed, rinsed and dried the
 left hand very gently and carefully.
NA #7 was interviewed following the observation at 9:55 AM on [DATE]. He stated he didn't attempt to open the hand due to
 causing pain for Resident #7. When questioned as to hand hygiene, he stated the treatment nurse was responsible for washing
 the hand on a daily basis. NA #7 confirmed that there was a definite odor detected upon washing the hand. NA #7 stated he
 would inform the nursing staff about the odor.
During an interview with the treatment nurse on [DATE] at 1:00 PM, she stated NA #7 had asked her to look at Resident #7's
 hand. She stated the hall nurse had also reported to her that Resident #7 was experiencing pain in the left hand and asked
 her to assess it. The treatment nurse stated she noticed an odor when she washed the left hand today. She also reported she
 had placed gauze between his fingers and a gauze roll inside the hand followed by wrapping the hand with rolled gauze. When
 questioned about washing Resident #7's left hand daily, she responded that she had not been washing his hand on a routine
 basis but now that the pressure ulcer was present she would be providing daily treatment which included hand washing.
Nurse #1 was interviewed on [DATE] at 4:00 PM. She stated the nurse aide was expected to wash the resident's hands even if
 the hand was contracted while providing the morning bath. She stated if for some reason the aide was unable to provide care
 they should report it to the hall nurse. She added that she had been in Resident #7's room and there was a definite odor
 detected to his left hand.
The acting Director of Nurses (DON) was interviewed on [DATE] at 5:45 PM. She stated the nurse aides should be washing all
 parts of the body including the hands. She stated there was more than one way to wash a contracted hand. She stated it
 could be placed in warm soapy water and then dried gently. The DON stated she noticed that Resident #7's hand had a foul
 odor when she assisted the treatment nurse with wound care.
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F 0312

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

(continued... from page 4)
2. Resident #10 was admitted to the facility on [DATE] with cumulative [DIAGNOSES REDACTED].
Resident #10's Quarterly Minimum Data Set ((MDS) dated [DATE] revealed that Resident #10 needed the extensive assistance of
 one person for toilet use and hygiene. Resident #10 was moderately cognitively impaired.
In an observation on [DATE] at 12:23 PM, Resident #10 was sitting in a wheelchair in his room. The T-shirt and sweat pants
 Resident #10 was wearing were visibly saturated with urine from approximately the umbilicus to the bottom of the groin and
 from hip to hip. The wet T-shirt was removed and Resident #10 was assisted to stand using a mechanical lift. The wet sweat
 pants were pulled down to the ankles and the saturated brief was removed. Nursing Assistant (NA) #5 cleansed Resident #10's
 groin and buttocks. She made no attempt to cleanse the urine from the lower abdomen, upper thighs, or hips. When questioned
 regarding the care she had provided, NA #5 again cleansed Resident #10's groin and buttocks with no attempt to cleanse the
 lower abdomen, upper thighs, or hips. A dry brief was applied and Resident #10 was lowered into the wheelchair. The wet
 sweat pants were removed and a dry pair of pants and a dry T-shirt were placed on Resident #10.
In an interview on [DATE] at 12:30 PM, NA #5 stated the last time she had checked Resident #10 was at 8:30 AM. She stated
 she had not checked Resident #10 because she had gotten busy. She indicated she should check all her residents every two
 hours to make sure they remain clean and dry.
In a follow-up interview on [DATE] at 2:35 PM, NA #5 indicated she was a new NA and was still getting used to the time
 management portion of the job. She stated when she provided care to Resident #10 she should have washed the skin anywhere
 it had been in contact with urine.
In an interview on [DATE] at 3:30 PM, Nurse #1 (Staff Development Coordinator) stated it was her expectation that if a
 resident was found soaking wet, all areas the urine had touched should be washed, not just the groin and buttocks.
3. Resident #9 was re-admitted to the facility on [DATE] with cumulative [DIAGNOSES REDACTED].
Resident #9's Quarterly Minimum Data Set ((MDS) dated [DATE] revealed that Resident #9 was totally dependent on one person
 for hygiene needs. Resident #9 had long and short term memory problems and was moderately impaired in cognitive skills for
 daily decision making.
In an observation on [DATE] at 10:05 AM, Resident #9 was lying in bed. Dark brown matter was noted under the fingernails.
In an observation on [DATE] at 11:53 AM, Nursing Assistant (NA) #1 verified she would be providing a bed bath and AM care
 for Resident #9. NA #1 completed the bed bath and left the room to get more supplies. NA #1 came back to the room and
 changed the top sheet on Resident #9's bed and tidied the room. When asked, NA #1 stated she had completed AM care for
 Resident #9 except for catheter care which she would perform later in the day. Fingernail and oral care were not offered or
 provided.
In an observation on [DATE] at 2:55 PM, Resident #9 still had dark brown matter underneath the fingernails. Catheter care
 was provided and NA #1 stated she had completed Resident #9's AM care.
In an interview on [DATE] at 2:50 PM, NA #1 stated she had not performed oral care or fingernail care for Resident #9 the
 previous day. NA #1 stated she should provide both nail care and oral care to the residents in her care every day.
In an interview on [DATE] at 4:22 PM, Nurse #1 stated it was her expectation that fingernail care be provided daily with AM
 care. She indicated it was not acceptable that Resident #9's nails had not been cleaned and that oral care had not been
 provided. Nurse #1 stated that even if a resident did not have teeth to be brushed it was still necessary to provide daily
 oral care with AM care.
4. Resident #6 was readmitted to the facility on [DATE] with cumulative [DIAGNOSES REDACTED].
Resident #6's Annual MDS dated [DATE] revealed Resident #6 was totally dependent on one person for hygiene needs. Resident
 #6 was moderately cognitively impaired.
In an observation on [DATE] at 12:15 PM, Resident #6 was lying in bed. Dark brown matter was noted under Resident #6's
 fingernails.
In an observation on [DATE] at 11:30 AM, NA #2 verified she would be providing a bed bath and morning care for Resident #6.
 NA #2 completed the bed bath and offered oral care to Resident #6. After combing Resident #6's hair NA #2 stated AM care
 had been completed.
In an interview on [DATE] at 12:20 PM, NA #2 stated fingernail care should be provided during AM care or sometimes in the
 afternoon. She indicated after looking at Resident #6's fingernails that they needed to be cleaned. After soaking Resident
 #6's fingernails in warm water she proceeded to clean the dark brown matter from underneath the fingernails.
In an interview on [DATE] at 4:22 PM, Nurse #1 stated it was her expectation that fingernail care be provided daily with AM
 care. She indicated it was not acceptable that Resident #6's nails had not been cleaned during AM care.

F 0314

Level of harm - Actual
harm

Residents Affected - Few

Give residents proper treatment to prevent new bed (pressure) sores or heal existing bed
 sores.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on observations, record review and staff interviews, the facility failed to assess the skin integrity of the left hand
 and also failed to prevent the development of a pressure ulcer to the fifth digit (left little finger) of the contracted
 left hand for 1 of 3 sampled residents (Resident #7). Findings included:
Resident #7 was admitted to the facility on [DATE] and was re-admitted on [DATE]. Cumulative [DIAGNOSES REDACTED].
Resident
 #7 had a history of [REDACTED].
The Quarterly Minimum Data Set (MDS) assessment of 08/06/14 noted that Resident #7 had a stage 3 pressure ulcer with slough.
 There were no measurements documented.
The Quarterly Minimum Data Set (MDS) assessment of 10/30/14 indicated Resident #7 had severely impaired cognition. He
 required extensive to total assistance for all activities of daily living. He had a history of [REDACTED].
Resident #7's care plan identified several problem areas which included a problem with being at risk for skin breakdown due
 to hemi/para/[MEDICAL CONDITION] with an onset date of 04/23/14. The goal was to remain free from skin breakdown through
 the next review date. Approaches included keeping the skin clean and dry as well as observing the skin daily. Any
 abnormalities were to be reported to the nurse. This problem was last reviewed on 11/12/14. Another area (with onset date
 of 05/12/14) identified a problem of being at high risk for the development of pressure ulcers due to having a stage 3
 pressure ulcer to the left thumb. This problem was last reviewed on 11/12/14 and it was noted to continue with the plan of
 care.
There were no treatment orders noted on the December 2014 treatment administration record for Resident #7 in regards to
 routine washing of the left hand. There was no January 2015 treatment administration rcord found in Resident #7's chart.
The most recent Quarterly Minimum Data Set (MDS) assessment of 01/23/15 noted Resident #7 required extensive to total care
 with all activities of daily living.
Resident #7 was observed resting in bed at 11:45 AM on 02/02/15. A very foul odor was detected in his room.
A bed bath was observed beginning at 9:20 AM on 02/04/15. As NA #7 was completing the bath, he reported that he didn't
 attempt to open the left hand due to pain on the part of the resident. When questioned about the ability to open the left
 hand, he attempted to move the fingers very gently away from the palm of the hand. He was able to extend the fingers just
 enough to allow slight washing of the inside of the hand. There was a very distinct foul odor detected as he began to
 gently extend the fingers from atop the thumb which was positioned across the palm of the hand extending out the far side
 of the hand. He washed, rinsed and dried the left hand very gently and carefully.
NA #7 was interviewed following the observation at 9:55 AM on 02/04/15. He reported that he had not worked with Resident #7
 in a while as he floated from hall to hall. When questioned about hygiene care of the left hand, he stated the treatment
 nurse was responsible for washing the hand on a daily basis. NA #7 confirmed that there was a definite odor detected upon
 washing the hand and he would report it to the nurse.
A physician's telephone order of 02/04/15 at 12:00 PM indicated to wash the left hand with soap and water daily. It was
 noted to clean the wound to the left pinky finger with normal saline, apply (brand name ointment) ointment and cover with a
 dry dressing daily. It was also noted to insert a gauze hand roll into the left hand and insert gauze between the fingers
 on the left hand daily until assessed by therapy.
During an observation of Resident #7, on 02/04/15 at 12:50 PM, the left hand was noted to have a gauze wrapped around the
 entire surface of the hand.
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harm

Residents Affected - Few

(continued... from page 5)
During an interview with the treatment nurse on 02/04/15 at 1:00 PM, she stated NA #7 had asked her to look at Resident #7's
 hand. She stated the hall nurse had also reported to her that Resident #7 was experiencing pain in the left hand and asked
 her to assess it. The treatment nurse stated she noticed an odor when she washed the left hand today. She also reported she
 had placed gauze between his fingers and a gauze roll inside the hand followed by wrapping the hand with rolled gauze. She
 added that while she was washing the left hand, she found a stage 2 pressure ulcer to the inside of the left pinky finger
 where it was pressed against the fourth digit (ring finger). She commented that the hall nurses completed weekly skin
 checks. The treatment nurse added that Resident #7 had a history of [REDACTED]. She remarked that she would speak with the
 physician about possibly obtaining an order for [REDACTED].#7's left hand daily, she responded that she had not been
 washing his hand on a routine basis but now that the pressure ulcer was present she would be providing daily treatment
 which included hand washing.
A wound assessment of 02/04/15 for the left little finger of Resident #7's left hand noted a stage 2 pressure ulcer. The
 open wound measured 0.5 centimeters by 0.5 centimeters by 0.2 centimeters with 100% granulation tissue noted. It was noted
 that Resident #7 experienced pain with the treatment. It was documented in the notes section of this assessment that the
 hall nurse had notified her of the breakdown to resident's left hand. The treatment nurse also documented that the area was
 painful to touch with a scant amount of drainage. She washed Resident #7's left hand with soap and water and applied (brand
 name) ointment to the wound. She covered the area with a dry dressing and placed a gauze hand roll into the palm of the
 left hand with gauze placed between his fingers and secured the dressing with rolled gauze. She also documented that she
 had notified the family. The treatment nurse also documented she had paged the physician for treatment orders.
During an interview with Nurse #2 who worked on Resident #7's hall, on 02/05/15 at 9:58 AM, she stated Resident #7 had been
 moved to her hall about a month ago from another hall. She stated she had worked with him previously and he had a history
 of [REDACTED]. Nurse #2 reported that she had gone into his room yesterday during rounds to reposition him and while
 turning him he complained about pain in his left hand. She stated the open area was discovered at that time.
The treatment nurse and the acting Director of Nurses (DON) were observed providing wound treatment to Resident #7 on
 02/05/15 at 10:50 AM. The treatment nurse reported Resident #7 had been pre-medicated for pain about 20 minutes ago. She
 removed the old dressing and began to wash the left hand with soap and water. There was a very distinct foul odor detected
 as the fingers were gently separated. The DON held the hand while the treatment nurse maneuvered to wash inside the
 severely contracted hand. The fingers were contracted on top of each other overlapping the thumb making it difficult for
 her to wash them. The treatment nurse was not able to use the wash cloth to cleanse inside the palm of the hand due to the
 inability to extend the fingers far enough to get the wash cloth inside. The treatment nurse moistened dry gauze with water
 and utilized a q-tip to gently wash inside the hand. Once she had washed the hand, she dried the inside of his hand with
 dry gauze and a clean q-tip. There was an approximate dime size open area to the little pinky finger that had white raised
 edges and a sunken dark pink center. The treatment nurse applied the (brand name) ointment using a q-tip. She placed folded
 gauze between each finger and a gauze hand roll into the palm of the left hand. She wrapped the hand with rolled gauze.
The treatment administration record for Resident #7 indicated that as of 02/05/15 the left hand was to be washed with soap
 and water. The wound to the left pinky finger was to be cleansed with normal saline, (brand name) ointment was to be
 applied and there was to be a gauze hand roll placed in the left hand.
NA #7 reported on 02/05/15 at 11:20 AM that he had informed the treatment nurse on 02/04/15 about the odor noted in Resident
 #7's left hand. He stated if he found any issues with a resident's skin he would report it to the nurse. NA #7 commented
 that he had not worked with this resident in a while due to being a floater about the facility.
Nurse #2 and Nurse #5 were interviewed on 02/05/15 at 2:15 PM. Nurse #2 stated skin checks were completed by the second
 shift nurses and if a new area was discovered it was assessed and the appropriate treatment started. Nurse #5 stated that
 the skin checks had been discontinued when the new management came and the nurse aides were given the responsibility to do
 the skin checks during showers. Nurse #5 stated the aide was to report any skin changes found to the nurse for evaluation.
Nurse #1 was interviewed on 02/05/15 at 4:00 PM. She stated that nurse aides were expected to observe the resident's skin
 during showers and complete a skin sheet if any areas of concern were identified. Nurse #1 reported the nurse would then
 assess the skin concern and provide appropriate treatment. She added that she had been in Resident #7's room and there was
 a definite odor detected to his left hand.
During an interview with the acting Director of Nurses (DON), on 02/05/15 at 5:45 PM, she stated the nurse aides should be
 reporting any issues with a resident's skin to the nurses. She stated there was a definite foul odor detected when the left
 hand was washed during wound care. The DON added that the floor nurses were responsible for completing weekly skin checks.
There were no skin checks found for the month of January/February 2015.
Resident #7's updated care plan of 02/05/15 identified a problem with being at high risk for the development of pressure
 ulcers due to the development of a stage 2 pressure ulcer to the fifth digit on the left hand. A handwritten note of
 02/05/15 indicated to cleanse the site with normal saline, apply triple antibiotic ointment and cover with a dry dressing.
 It was noted in the approach section that the skin was to be observed daily with routine care and a full skin evaluation
 was to be done weekly with the bath and/or shower.

F 0315

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Make sure that each resident who enters the nursing home without a catheter is not given
 a catheter, and receive proper services to prevent urinary tract infections and restore
 normal bladder function.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on observation, record review and staff interviews, the facility failed to provide ongoing medical justification for
 the use of an indwelling urinary catheter following a recent hospital admission for 1 of 1 (Resident #9) sampled residents.
 Findings included:
Resident #9 was re-admitted to the facility on [DATE] with cumulative [DIAGNOSES REDACTED].
Resident #9's Quarterly Minimum Data Set ((MDS) dated [DATE] revealed Resident #9 had short and long term memory problems
 and was moderately impaired in daily decision making. Resident #9 had an indwelling urinary catheter.
Review of the Hospital Discharge Summary for Resident #9 dated 12/26/14 revealed a recommendation for a follow-up with
 urology for [MEDICAL CONDITION] and to leave the urinary catheter in place until the follow-up appointment.
Review of the 12/26/14-12/31/14 Medication Administration Record [REDACTED].
Review of the January 2015 MAR indicated [REDACTED]. The entry was initialed as completed.
In an observation on 02/03/15 at 11:53 AM Resident #9 was lying in bed. An indwelling urinary catheter with a covered bag
 was seen hanging from the bed rail.
In an observation on 02/03/15 at 2:55 PM Resident #9 was lying in bed. Nursing Assistant (NA) #1 provided urinary catheter
 care for the resident.
In an interview on 02/04/15 at 3:30 PM the Appointment Scheduler indicated she was provided with a copy of the physician's
 orders [REDACTED]. She then notified the office of the physician or specialist named in the order that a consult
 appointment was needed. She stated she attempted to make an appointment with the Urologist for Resident #9 but the urology
 staff refused to make an appointment. The Appointment Scheduler stated she informed the nurse that she was unable to obtain
 an appointment as ordered. She indicated she made no further attempt to make the urology appointment.
In an interview on 02/05/15 at 12:05 PM Nurse #4 stated that the goal was to keep residents off urinary catheters. She
 indicated Resident #9 did not have a urinary catheter when she went to the hospital but had one on re-admission.
In an interview on 02/05/15 at 12:36 PM Nurse #5 indicated Resident #9 did not have a urinary catheter prior to going out to
 the hospital on [DATE]. She stated when Resident #9 returned to the facility on [DATE] she had a urinary catheter and a
 [DIAGNOSES REDACTED].#5 indicated the Appointment Scheduler had informed her she was unable to make a urology
appointment
 and Nurse #5 initialed the appointment on the MAR. Nurse #5 stated she did not notify Resident #9's physician the facility
 was unable to make an appointment with the urologist or place the information on the 24 hour Report. Nurse #5 indicated if
 it had not been brought to the attention of the facility she did not feel an appointment with the urologist would have been
 made and Resident #9 could have had the catheter in place for an extended amount of time.
In an interview on 02/05/15 at 4:22 PM the Director of Nursing stated she expected the nurse to notify the referring
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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

(continued... from page 6)
 physician and the facility physician if a specialist consult was not done. She indicated it was her expectation that if the
 consulting physician had refused an appointment another specialist should have been contacted so the continued use of the
 indwelling urinary catheter could have been assessed.

F 0318

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Make sure that residents with reduced range of motion get propertreatment and services to
 increase range of motion.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on observations, record review and staff interviews, the facility failed to provide splinting services for contracture
 management to 1 of 1 sampled residents (Resident #7) who had a right hand contracture. The facility also failed to provide
 protective interventions/measures to 1 of 1 sampled residents (Resident #7) who had a severely contracted left hand.
 Findings included:
Resident #7 was admitted to the facility on [DATE] and was re-admitted on [DATE]. Cumulative [DIAGNOSES REDACTED].
The August 2014 physician's orders [REDACTED]. It was noted that a hand roll was to be placed in the left hand when the
 splint was not in place. It was noted to observe the skin integrity of the right hand and to monitor the left hand for
 redness and/or breakdown.
A screen from the physical therapy department of 08/04/14 noted that Resident #7 denied pain. His contracture management had
 been addressed in the past. No physical therapy was indicated as there was no decline in function.
a. An occupation therapy (OT) discharge summary of 09/17/14 noted that Resident #7 had been treated for [REDACTED].
A physician's telephone order of 09/17/14 noted that OT had discharged Resident #7 as he had met the maximum rehabilitation
 potential. Nursing to continue (symbol for with) restorative care for orthotic placement.
The Quarterly Minimum Data Set (MDS) assessment of 10/30/14 indicated Resident #7 had severely impaired cognition. He
 required extensive to total assistance for all activities of daily living. It was documented that there was functional
 limitation in range of motion on one side of the upper extremity and on both sides of the lower extremities.
Resident #7's care plan identified several problem areas which included a problem with an onset date of 08/13/14 which noted
 impaired physical mobility and limited range of motion with a potential for worsening contractures. Interventions included
 the utilization of a right static hand splint.
A physical therapy (PT) screen of 10/21/14 noted Resident #7 had no changes in his contractures and PT was not indicated.
An occupation therapy (OT) screen of 11/26/14 indicated the quarterly assessment was conducted with Resident #7. It was
 noted that he presented with no functional deficits or focus for skilled OT at this time.
A contracture risk review dated 01/16/15 written by Nurse #6 for Resident #7 documented that a contracture risk care plan
 was in place. It was noted on the review that a score of 6 or higher indicated was at risk. Resident #7 had a score of 11.
 It was noted that Resident #7 had joint pain and a history of [MEDICAL CONDITIONS] as predisposing factor for contracture
 development.
Nurse #6 was interviewed about the contracture risk review form on 02/05/15 at 4:00 PM. She stated she was new at the
 facility and it was just a form that needed to be completed when a resident was admitted or readmitted to the facility. She
 wasn t sure what happened to it once it was completed.
The most recent Quarterly Minimum Data Set (MDS) assessment of 01/23/15 noted Resident #7 required extensive to total care
 with all activities of daily living. The resident had functional limitation in range of motion on both sides in the upper
 and the lower extremities.
Resident #7 was observed resting in bed on 02/02/15 at 11:45 AM. The right hand was closed and no splinting was observed.
During the lunch meal observation on 02/02/15 at 1:15 PM, the treatment nurse was observed feeding Resident #7. There were
 no splinting devices or protective devices noted in the right hand.
Another meal observation was conducted with the dinner meal on 02/02/15 at 5:58 PM. The treatment nurse was observed feeding
 Resident #7. There was no splinting device noted in his right hand.
Resident #7 was observed resting in bed on 02/03/15 at 9:15 AM. There was no splinting device noted in the right hand.
NA #7 was interviewed on 02/04/15 at 9:55 AM. He stated he floated and didn't have a routine assignment but he had worked
 with Resident #7 in the past. He stated he didn't remember any splinting for this resident other than the specialty boot.
Resident #7's care plan, last updated 02/05/15, identified a problem with impaired physical mobility, limited range of
 motion and the resident had a potential for worsening contractures. It was noted that he was to utilize a right palmar
 splint to decrease the risk of further contracture but no time frame was noted.
A physician's telephone order written by the occupation therapy department of 02/05/15 noted to refer Resident #7 to
 restorative for splinting of the right upper extremity splint/hand roll. It was noted to donn the splinting before
 breakfast and doff after lunch daily.
During an interview with Nurse #2 who worked on Resident #7's hall, on 02/05/15 at 9:58 AM, she stated Resident #7 was
 transferred from a different hall about a month ago. She stated she had worked with him previously and remembered he had a
 splint but thought it was discontinued due to skin breakdown. Nurse #2 commented she had not seen any splinting devices
 since he was moved to her hall.
The rehabilitation manager was interviewed on 02/05/15 at 10:05 AM. She stated Resident #7 had been evaluated. The manager
 reported that when Resident #7 was discharged from therapy back in September 2014 the orders were not written properly and
 Resident #7 was never referred to restorative for his splinting needs. She added that she had found the splint for his
 right hand in his drawer and had placed it on the right hand.
On 02/05/15 at 10:20 AM, an interview was conducted with Nurse # 4 who was identified as being responsible for the
 restorative program. She stated Resident #7 was not currently on restorative caseload. Nurse #4 reported that Resident #7
 had been in the restorative program in the past for passive range of motion and splinting. She also reported that when a
 resident was in restorative any splinting needs would be included on the resident's cardex so all staff would be aware of
 his needs.
On 02/05/15 at 11:40 AM, Nurse #4 stated that the rehabilitation manager had updated Resident #7's care plan today. She
 reported that she would ask therapy to evaluate the appropriateness of splinting for Resident #7. She added that she never
 received a referral for restorative for Resident #7 when the order was written to discharge by the therapy department back
 in September 2014.
NA #9 was interviewed on 02/05/15 at 2:25 PM. She stated she was unsure as to whether Resident #7 had splinting devices or
 not. She stated she had worked with him in the past and thought restorative had applied splints but she wasn't sure which
 hand they were placed in.
b. The undated NURSING INSTRUCTIONS cardex for Resident #7 noted contractures of the left arm and hand. There was no
mention
 of splinting or protective devices. The RESTORATIVE NURSING section was blank.
The Quarterly Minimum Data Set (MDS) assessment of 10/30/14 indicated Resident #7 had severely impaired cognition. He
 required extensive to total assistance for all activities of daily living. It was documented that there was functional
 limitation in range of motion on one side of the upper extremity and on both sides of the lower extremities.
Resident #7's care plan identified a problem with an onset date of 08/13/14 which noted impaired physical mobility. There
 was no intervention for protection of the skin to the left hand contracture.
A physical therapy (PT) screen of 10/21/14 noted Resident #7 had no changes in his contractures and PT was not indicated.
An occupation therapy (OT) screen of 11/26/14 indicated the quarterly assessment was conducted with Resident #7. It was
 noted that he presented with no functional deficits or focus for skilled OT at this time.
A contracture risk review dated 01/16/15 written by Nurse #6 for Resident #7 documented that a contracture risk care plan
 was in place. It was noted on the review that a score of 6 or higher indicated was at risk. Resident #7 had a score of 11.
 It was noted that Resident #7 had joint pain and a history of [MEDICAL CONDITIONS] as predisposing factor for contracture
 development.
Nurse #6 was interviewed about the contracture risk review form on 02/05/15 at 4:00 PM. She stated she was new at the
 facility and it was just a form that needed to be completed when a resident was admitted or readmitted to the facility. She
 wasn't sure what happened to it once it was completed.
The most recent Quarterly Minimum Data Set (MDS) assessment of 01/23/15 noted Resident #7 required extensive to total care
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F 0318

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

(continued... from page 7)
 with all activities of daily living. The resident had functional limitation in range of motion on both sides in the upper
 and the lower extremities.
Resident #7 was observed resting in bed on 02/02/15 at 11:45 AM. His left hand was noted to be tightly clenched in the shape
 of a ball with the thumb pressed underneath the fingers and protruding out the opposite side of the hand. The left arm was
 clenched tightly against his chest. There was no protective device noted in the left hand.
Another meal observation was conducted with the dinner meal on 02/02/15 at 5:58 PM. The treatment nurse was observed feeding
 Resident #7. His left hand was observed to be tightly clenched and his left arm and hand were pressed tightly against his
 chest.
Resident #7 was observed resting in bed on 02/03/15 at 9:15 AM. There was no protective device noted in the left hand.
A bed bath was observed being provided to Resident #7 on 02/04/15 at 9:20 AM. Nurse Aide #7 (NA #7) washed the resident's
 face, arms and chest. He washed the right hand but washed over the top of the left hand. He made no attempt to wash the
 inside of the left hand. As he was completing the bath, he was questioned as to the ability to extend the fingers to wash
 inside the closed hand. NA #7 commented that he didn't attempt to open the hand due to it being painful for the resident.
 He lifted the fingers very gently from where they were positioned over the thumb. The fingers were lifted just enough for
 him to proceed to wash the inside of the hand. NA #7 commented that he was not aware of any upper extremity splinting for
 this resident.
A screen from the therapy department of 02/04/15 noted that Resident #7 was screened due to left upper extremity
 contracture. It was noted that the resident's [DIAGNOSES REDACTED] was severe with pain noted as a 9 on a scale of 1-10
 during passive range of motion. It was noted that there had been attempts in the past to address his contracture. No
 services could address the tone in the left hand without surgical intervention at this time.
During an interview with the treatment nurse on 02/04/15 at 1:00 PM, she stated NA #7 had asked her to look at Resident #7's
 hand. She stated the hall nurse (Nurse #2) had also reported to her that Resident #7 was experiencing pain in the left hand
 and asked her to assess it. The treatment nurse stated she noticed an odor when she washed the left hand as well as a stage
 2 pressure ulcer today. She also reported she had placed gauze between his fingers and a gauze roll inside the hand
 followed by wrapping the hand with rolled gauze. The treatment nurse remarked that she was in the process of writing a
 physician's telephone order to ask therapy to evaluate his splinting needs.
During an interview with Nurse #2 who worked on Resident #7's hall, on 02/05/15 at 9:58 AM, she stated Resident #7 was
 transferred to her hall about a month ago from a different hall. She stated she had worked with him previously and
 remembered he had a splint but thought it was discontinued due to skin breakdown. Nurse #2 commented she had not seen any
 splinting devices since he was moved to her hall. She also commented that she had gone into his room yesterday to
 reposition him and while turning him he complained about pain in his left hand.
The rehabilitation manager was interviewed on 02/05/15 at 10:05 AM. She stated Resident #7 had been evaluated. She stated
 Resident #7 did have a splint to his left hand at one time but he developed a wound from it and the splint was stopped
 until the area healed. She commented that once the area healed, the contracture had worsened to the point that splinting
 couldn't be done. The manager stated when he was discharged from therapy he was to have a wash cloth or a hand roll for
 protection to the left hand. The manager also stated that the recommendation upon discharge was for the thumb to be
 amputated or a tendon release to help relax the fingers but both were refused. She stated he should have been discharged to
 the restorative program for splinting of both hands. The manager reported that when Resident #7 was discharged from therapy
 the orders were not written properly and Resident #7 was never referred to restorative for his splinting needs.
Resident #7's care plan, last updated 02/05/15, identified a problem with impaired physical mobility, limited range of
 motion and the resident had a potential for worsening contractures. There was no intervention for protection of the skin
 integrity of the severely contracted left hand.
On 02/05/15 at 10:20 AM, an interview was conducted with Nurse # 4 who was identified as being responsible for the
 restorative program. She stated Resident #7 was not currently on restorative caseload. She reported that he did have a
 splint in the past to the left hand but he developed a wound from the splint and it was discontinued. Nurse #4 reported
 that Resident #7 had been in the restorative program in the past for passive range of motion and splinting. She also
 reported that when a resident was in restorative any splinting needs would be included on the resident's cardex so all
 staff would be aware of his needs.
On 02/05/15 at 11:40 AM, Nurse #4 stated that the rehabilitation manager had updated Resident #7's care plan today. She
 reported that she would ask therapy to evaluate the appropriateness of splinting for Resident #7. She added that she never
 received a referral for restorative for Resident #7 when the order was written to discharge by the therapy department back
 in September 2014.
NA #9 was interviewed on 02/05/15 at 2:25 PM. She stated she was unsure as to whether Resident #7 had splinting devices or
 not. She stated she had worked with him in the past and thought restorative had applied splints but she wasn't sure which
 hand the splint was placed in.
The restorative aide (RA) who had worked with Resident #7 in the past was interviewed on 02/05/15 at 3:07 PM. She stated she
 had worked with him for passive range of motion to his left lower extremity but had never worked with him in regards to
 splinting of the upper extremity.
Nurse #1 was interviewed on 02/05/15 at 4:00 PM. She stated that she had been in Resident #7's room and there was a definite
 odor detected to his left hand. She stated that the aides should have been placing a rolled up wash cloth in Resident #7's
 left hand on a daily basis to protect the skin integrity of his hand.

F 0323

Level of harm - Actual
harm

Residents Affected - Few

Make sure that the nursing home area is free from accident hazards and risks and provides
 supervision to prevent avoidable accidents
Deficiency Text Not Available

F 0353

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

Have enough nurses to care for every resident in a way that maximizes the resident's well
 being.

Based on observation, record review and staff interviews, the facility failed to provide qualified nursing staff in
 sufficient numbers to assure residents were provided necessary care and services for 3 of 3 (Resident # 9, Resident # 6,
 and Resident # 11) sampled residents reviewed for Activities of Daily Living. Findings included:
This tag is cross referenced to:
1. F312: Activities of Daily Living (ADL): Based on observation, record review and staff interviews, the facility failed to
 provide hand hygiene for 1 of 4 sampled residents (Resident #7) whose bed bath was observed. The facility failed to provide
 incontinent care for 1 of 1 sampled residents (Resident #10) whose personal hygiene care was observed. The facility also
 failed to provide finger nail care for 2 of 4 sampled residents (Resident #9 and Resident #6) and oral care for 1 of 4
 sampled residents (Resident #9) whose morning care was observed. Findings included:
In an interview on 02/05/15 at 2:30 PM the Director of Nursing (DON) stated she thought some of the staffing problems
 occurred after residents were moved off a hall which was being refurbished. She explained most of these residents were
 relocated to a hall already populated with residents requiring total care from the staff. The DON commented it was possible
 staffing needed to be readjusted after these room changes.
In an interview on 02/05/15 at 3:48 PM the Administrator stated she and the DON had questioned the equality of NA
 assignments based on the level of care required by the residents in the assignments, but had not had a chance to address
 this problem yet.

2. F364: Palatable Food: Based on observation, staff interview, and record review the facility failed to preserve food
 palatability for 1 of 2 residents (Resident #11) observed at a lunch meal who were dependent on staff for eating. The
 facility allowed food to remain in the meal cart for an hour without heating the food before feeding it to Resident #11.
At 1:18 PM on 02/02/15 NA #3 stated she did the best she could with passing out meal trays on her assigned hall by herself.
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F 0353

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

(continued... from page 8)
 She reported being short of staff on the hall made things stressful, and she did not use her best judgement when she
 attempted to feed Resident #11 cold food. She commented another NA assigned to the hall went home to change clothes, and
 another staff member (the transporter/scheduler) was late getting to the hall to provide help feeding residents.
At 12:12 PM on 02/05/15 the transporter/scheduler stated on 02/02/15 she was requested to help assist residents in the main
 dining room at lunch because the facility was short the four staff members required to supervise residents eating there
 during meals. She commented she was delayed getting to the hall on which NA #3 was assigned where she was supposed to help
 feed residents eating in their rooms.
At 12:04 PM on 02/05/14 NA #10, who was also assigned to the same hall as NA #3, stated she worked on one of two halls in
 the building where most of the residents lived who required at least extensive assistance with their activities of daily
 living (ADLs). She reported she started work at 7:00 AM, and breakfast trays for her hall arrived around 7:40 AM. According
 to NA #10, eight residents on her hall had to be fed by the staff at the breakfast meal. The NA commented this workload
 caused some of her residents to have to wait until after lunch to receive their baths. She stated unfortunately this also
 meant she was not always able to provide oral care care and nail care with every bath.
At 2:30 PM on 02/05/15 the director of nursing (DON) stated she thought some of the staffing problems occurred after
 residents were moved off a hall which was being refurbished. She explained most of these residents were relocated to a hall
 already populated with residents requiring total care from the staff. The DON commented it was possible staffing needed to
 be readjusted after these room changes.
At 3:48 PM PM on 02/05/15 the administrator stated she and her DON had questioned the equality of NA assignments based on
 the level of care required by the residents in the assignments, but had not had a chance to address this problem yet.

F 0364

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Prepare food that is nutritional, appetizing, tasty, attractive, well-cooked, and at the
 right temperature.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on observation, staff interview, and record review the facility failed to preserve food palatability for 1 of 2
 residents (Resident #11) observed at a lunch meal who were dependent on staff for eating. The facility allowed food to
 remain in the meal cart for an hour without heating the food before feeding it to Resident #11. Findings included:
Resident #11 was admitted to the facility on [DATE]. Her documented [DIAGNOSES REDACTED].
The resident's most recent minimum data set (MDS), a 11/19/14 quarterly MDS assessment, documented she had impaired short
 and long term memory, her decision making skills were moderately impaired, she was dependent on a staff member for eating,
 she received a mechanically altered diet, and she was 52 inches tall and weighed 79 pounds.
On 02/02/15 the lunch meal cart arrived on Resident #11's hall at 12:09 PM. It was 12:22 PM before nursing assistant (NA) #3
 began passing trays on the hall. She was the only NA passing meal trays on Resident #11's hall. The door to the cart was
 left open periodically as the NA was going in and out of the cart and taking trays to resident rooms.
At 12:44 PM on 02/02/15 NA #3 stated another NA working on the hall had to rush home to change clothes. She also reported
 she thought another staff member (the transporter/scheduler) was supposed to be helping pass trays and feed residents on
 her hall, but this staff member had not shown up yet. NA #3 commented she had provided all residents on the hall who were
 able to feed themselves with trays. According to the NA, there were two trays left in the cart for residents that needed to
 be fed by staff.
At 12:46 PM on 02/02/15 NA #3 began passing out trays on an adjoining hall.
At 12:50 PM on 02/02/15 the transporter/scheduler retrieved 1 of 2 meal trays left for Resident #11's hall, and began
 feeding a resident.
At 12:58 PM on 02/02/15 Resident #11's meal tray was the only tray left in the hall's cart. NA #3 stated she thought the
 transporter/scheduler had finished feeding all residents on the original hall where she was passing trays.
At 1:09 PM on 02/02/15 NA #3 took Resident #11's tray out of the cart, and carried it into the resident's room. She reported
 she had to feed the resident.
At 1:12 PM on 02/02/15 NA #3 fed Resident #11 a bite of mechanical soft beef stew.
At 1:13 PM on 02/02/15, after surveyor intervention, the dietary manager (DM) used a calibrated thermometer to check the
 temperature of the beef stew. The thermometer only registered 60 degrees Fahrenheit. The bottom of the plate was barely
 warm, and the beef stew was congealed. At this time the DM stated it was not acceptable to feed a resident food which sat
 in a meal cart for longer than fifteen minutes without warming it up. She reported the temperature upon feeding and
 appearance of the food did not meet facility expectations. According to the DM, the last time she was informed of problems
 with cold food was a couple of months ago on another hall. She commented she thought the cold food issue had been resolved.
At 1:18 PM on 02/02/15 NA #3 stated she should have told the nurse or a supervisor that the facility was short of staff on
 her hall when resident meal trays appeared, and she should have reheated Resident #11's food or called to get another tray
 which was hot from the kitchen before feeding the resident. She explained she thought the transporter/scheduler was going
 to feed the residents dependent on staff for eating so she moved to the other hall on which she was expected to pass trays.
At 12:12 PM on 02/05/15 the transporter/scheduler stated on 02/02/15 she was requested to help assist residents in the main
 dining room at lunch before she went to help feed residents on the halls.

F 0367

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Make sure that special or therapeutic diets are ordered by the attending doctor.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on observation, staff interview, and record review the facility failed to provide fortified foods as part of a
 therapeutic diet ordered as a weight loss intervention for 3 of 7 sampled residents (Resident #3, #6, and #7) who were
 reviewed for weight loss. Findings included:
1. Resident #3 was admitted to the facility on [DATE] and readmitted on [DATE]. Her documented [DIAGNOSES REDACTED].
A 04/07/14 physician order [REDACTED].
On 04/27/14 I am at risk for alteration in nutrition r/t (in regard to dementia, depression, and [MEDICAL CONDITION] was
 identified as a problem on Resident #3's care plan. Interventions included consulting the registered dietitian (RD) as
 needed, provide diet as ordered, and provide provide supplements as ordered.
Resident #3's weight record documented she weighed 120 pounds on 05/07/14.
A 05/16/14 physician order [REDACTED].
Resident #3's weight record documented she weighed 110 pounds on 07/18/14.
A 07/28/14 physician order [REDACTED].
A 08/08/14 RD progress note documented the resident experienced significant weight loss over the last 90 days.
A 09/26/14 RD progress note documented nursing staff informed the RD that Resident #3 was not eating well.
A 09/26/14 physician order [REDACTED].
Resident #3's weight record documented she weighed 116.7 pounds on 09/29/14.
The resident's 12/08/14 quarterly minimum data set (MDS) documented her short and long term memory were impaired, she was
 moderately impaired in decision making, she had not experienced any recent significant weight loss, she required limited
 assistance by a staff member with eating, and she weighed 114 pounds.
Resident #3's weight record documented she weighed 108 pounds on 01/19/15.
A 01/20/15 physician order [REDACTED].
At 12:38 PM on 02/02/15 Resident #3 was eating lunch in her room. There were no fortified foods on her meal tray (see
 interview with dietary manager).
At 6:12 PM on 02/02/15 Resident #3 was eating supper in her room. There were no fortified foods on her meal tray (see
 interview with dietary manager).
At 9:18 AM on 02/03/15 the dietary manager (DM) stated the fortified food provided at the 02/03/14 breakfast meal was
 oatmeal, and the fortified foods provided at the 02/02/15 lunch and supper meals were pudding or mashed potatoes (neither
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F 0367

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

(continued... from page 9)
 of which Resident #3 received at lunch or supper on 02/02/15). She reported there was a dietary employee on each tray line
 who was supposed to make sure the tray slips matched the foods/supplements going out to residents on the meal trays. The DM
 also commented that she and her assistant randomly checked the tray slips against the food/supplements leaving the kitchen.
At 10:28 AM on 02/04/15, during a follow-up interview with the DM, she stated she thought part of the problem with the
 facility not providing fortified foods as ordered was the current tray slip system. She explained when residents had a lot
 of supplements/nutrition interventions ordered they were spread out in three possible locations on the tray slips including
 the diet order section, special requests section, and tray aides section. According to the DM, she thought the cluttered
 tray cards made it difficult for dietary staff to distinguish between key interventions and supplements ordered for weight
 loss and food likes identified by residents and family members.
At 10:40 AM on 02/04/15, during a telephone conversation, RD #1 stated she agreed that the clutter on the tray slips may
 have contributed to residents not receiving fortified foods on their meal trays. She stated it was important to discontinue
 ineffective weight loss interventions before replacing them with interventions which would hopefully prove to be more
 effective.

2. Resident #7 was admitted to the facility on [DATE] and was re-admitted on [DATE]. Cumulative [DIAGNOSES REDACTED].
The Quarterly Minimum Data Set (MDS) assessment of 10/30/14 indicated Resident #7 had severely impaired cognition. He
 required extensive to total assistance for all activities of daily living including eating. His weight was documented as
 181 pounds with no weight loss noted.
Resident #7's care plan identified several problem areas which included:
. Resident #7 had a problem with being at risk for nutrition less than or greater than body requirements. Handwritten notes
 indicated Resident #7 received a regular puree diet with fortified foods, sugar free shakes, double portions and 1.7 Kcal
 supplement four times daily. Approaches included the following to provide diet as ordered. This problem was last updated on
 10/31/14.
Resident #7 weighed 184 pounds on 12/06/14.
The January 2015 physician's orders [REDACTED].#7 included a mechanical soft diet with thin liquids, fortified meals and
 double portions with each tray. He was also to receive a sugar free shake with each tray.
A dietary note of 01/06/15 from the registered dietician (RD) noted Resident #7 had a gradual weight loss over the past 180
 days. His current body weight was noted as 176.9 pounds. He was receiving a regular mechanical soft diet with sugar free
 shakes, double portions and fortified foods with every tray. He was also receiving 240 ml (milliliters) of a 1.7 kcal
 product as a supplement four times daily. Resident #7 was also receiving a multivitamin.
A diet order slip of 01/16/15 for Resident #7 noted the resident was to receive double portions, fortified foods and a sugar
 free shake with every tray.
A physician's telephone order of 01/16/15 indicated Resident #7 was to receive a mechanical soft diet and a sugar free shake
 with fortified foods and double portions.
A nutrition screening/assessment of 01/20/15 indicated Resident #7 had gained weight. His current body weight was 181.2
 pounds. He was receiving a mechanical soft diet with fortified foods, double portions with shakes. He was also receiving
 240 ml of a supplement (1.7 kcal) four times daily. It was noted that Resident #7 was taking 75% of the meals and 100% of
 the supplements. It was also noted that the estimated caloric need was 2060 calories with 82 grams of protein and 2060 ml
 of fluid daily. His total intake which included the supplements provided a total of 4032 calories, 175 grams of protein and
 2160 ml of fluids.
The most recent Quarterly Minimum Data Set (MDS) assessment of 01/23/15 noted Resident #7 required extensive to total care
 with all activities of daily living including eating. His weight was documented as 181 pounds with no weight loss noted.
During a lunch meal observation on 02/02/15 at 1:15 PM, Nurse Aide #6 (NA #6) was observed feeding Resident #7. His meal
 tray consisted of beef stew, cooked carrots, apple cake, bread and a sugar free shake. It was noted on the tray slip that
 Resident #7 was to receive double portions, fortified foods and sugar free shakes. NA #6 stated he had received a double
 portion of the beef stew.
Another meal observation was conducted with the dinner meal on 02/02/15 at 5:58 PM. The treatment nurse was observed feeding
 Resident #7. His meal tray consisted of 2 fish sandwiches on hamburger buns, vegetable barley soup, one and a half hash
 brown patties, raspberry peaches, a sugar free shake and two 8 ounce glasses of liquids.
During an interview with the dietary manager (DM), on 02/03/15 at 9:18 AM, the DM stated pudding and mashed potatoes were
 the fortified foods provided at the 02/02/15 lunch and dinner meals. Resident #7 received neither of these food items on
 his tray for lunch or dinner on 02/02/15. She reported there was a dietary employee on each tray line who was supposed to
 make sure the tray slips matched the foods/supplements going out to residents on the meal trays. The DM also commented that
 she and her assistant randomly checked the tray slips against the food/supplements leaving the kitchen.
A follow-up interview was conducted with the DM on 02/04/15 at 10:28 AM. She stated she thought the current tray slip system
 was part of the problem with the facility not providing fortified foods as ordered. She explained when residents had a lot
 of supplements/nutrition interventions ordered they were spread out in three possible locations on the tray slips including
 the diet order section, special requests section, and tray aids section. According to the DM, she thought the cluttered
 tray cards made it difficult for dietary staff to distinguish between key interventions and supplements ordered for weight
 loss and food likes identified by residents and family members.
The tray slip for Resident #7 was reviewed on 02/04/15 at 10:30 AM. It was noted that FORTIFIED FOODS, DOUBLE PORTIONS,
 SHAKE PLUS w/EVERY TRAY was listed in the Tray Aids section. It was also noted that SF SHAKE also appeared in the Special
 Request section of the tray slip.
During a telephone interview with the registered dietician (RD), on 02/04/15 at 10:40 AM, it was stated that the clutter on
 the tray slips may have contributed to residents not receiving fortified foods on their meal trays as ordered.

3. Resident #6 was re-admitted to the facility on [DATE] with cumulative [DIAGNOSES REDACTED].
Resident #6's Annual Minimum Data Set ((MDS) dated [DATE] revealed that Resident #6 had no swallowing disorders and had a
 weight of 147 pounds.
Review of the weight/wound note dated 01/02/15 revealed Resident #6 weighed 139 pounds and had a gradual weight loss over
 the past 30 days.
Resident #6's weight record revealed a weight of 144.4 pounds on 01/09/15, 147 pounds on 01/12/15, and 146 pounds on
 01/19/15.
Review of the Care Plan updated 01/22/15 revealed Resident #6 was at risk for nutrition less than body requirements related
 to therapeutic diet. Diet: Regular Concentrated Sweets (RCS) fortified foods.
Review of the Physician's Telephone Order dated 01/02/15 revealed an order for [REDACTED].#6.
In an observation on 02/02/15 at 1:10 PM Resident #6 was sitting up in bed eating lunch. The lunch tray consisted of beef
 stew, green salad with dressing, a bread stick and a slice of apple cake. The tray also contained ice cream, milk,
 cranberry juice and water. Resident #6's Lunch Meal Card showed Fortified Foods listed after Tray Aids.
In an observation on 02/02/15 at 6:05 PM Resident #6 was sitting up in bed eating dinner. The dinner tray consisted of a
 fish patty on a bun, a hash brown patty, fruit, and a broth based vegetable soup. The tray also contained ice cream, milk,
 and 2 glasses of cranberry juice. Resident #6's Dinner Meal Card showed Fortified Foods listed after Tray Aids.
In an observation on 02/03/15 at 8:25 AM Resident #6 was sitting up in bed eating breakfast. The breakfast tray consisted of
 2 slices of bread, bacon, grits, and a banana. The tray also contained milk, cranberry juice and hot chocolate. Resident
 #6's Breakfast Meal Card showed Fortified Foods listed after Tray Aids.
In an interview on 02/03/15 at 9:18 AM the Dietary Manager (DM) stated the fortified food provided at the 02/03/14 breakfast
 meal was oatmeal, and the fortified foods provided at the 02/02/15 lunch and supper meals were pudding or mashed potatoes.
 She reported there was a dietary employee on each tray line who was supposed to make sure the tray slips matched the
 foods/supplements going out to residents on the meal trays. The DM also commented that she and her assistant randomly
 checked the tray slips against the food/supplements leaving the kitchen.
In a follow-up interview on 02/04/15 at 10:28 AM the DM, stated she thought part of the problem with the facility not
 providing fortified foods as ordered was the current tray slip system. She explained when residents had a lot of
 supplements/nutrition interventions ordered they were spread out in three possible locations on the tray slips including
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(continued... from page 10)
 the diet order section, special requests section, and tray aides section. According to the DM, she thought the cluttered
 tray cards made it difficult for dietary staff to distinguish between key interventions and supplements ordered for weight
 loss and food likes identified by residents and family members.
In a telephone interview on 02/04/15 at 10:40 AM Registered Dietician (RD) #1 stated she agreed that the clutter on the tray
 slips may have contributed to residents not receiving fortified foods on their meal trays.
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