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i ThafolloWlng _the findings ottheIOeportmeJ1t of Public H..1!1l dllrtng • 
,Rocef1IIIoa!Ion_. 

Total ...._ population: 41 
ToIOl ....ld.nt sample: 11 

IflghHt SCope and Severity: G 

RepresentIng the Otparunent of PubUc Health: 

Surveyor 22468, RN-HFEN 

j Surveyor 26487, RN·HFEN 
, Surveyor 12007, REHS-HFE 

F 221 /483.13(.) RIGHT TO Be FREE FROM 
SS=D IPHYSICAL RESTRAINTS 

! 
IThe resident ha.. th. right to be frH from any
j physleaI ,_.inlB Imp"""" for pu"""," of 

I,dl$Clplinl> or..~, and nol noquinld 10 
_tlh6~_oymp_ 

I ,
iThis REQUIREMENT Is not met .. evIdenOOd ' 
iby:
I Ba$ed on obseNatIon and 1ntaMiW, tM f.dily 
i faIed to IMmlI'il a resident was free of physical 
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i This plan ofcorrection tClnstitutes our 
F 0001 wrl!:ten C!lIJIIbIe a~iQn of _ 

F221 

j compliance fOf lbe deflcle",",s noted. 
'ThI<f'acHltywlll be"in sub.st.ntial- , I 
: compliance no later than 9/5/11. 
I 
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f221 ~ ,I 
It IS RGECH poil<y that all ",,!den.. 
have the rl,ght to be free from any I 
physical. restraints Imposed for , 
purposes of discipline Of co,..,nle_. I 

'ond not required to treat the . 
residents' medical sv.mptoms. , 
~ On 8/6/11, lbe I1<:ensed nurse I 

Immediately removed the Lap Buddy 

·T!~S1'.i.i1i1i1Or oii. 0111 oamplod I'<IIlIIi:lIiiita-(11): ..... " ­ .• 
: _dent $, who _ • Lap ~ ....\I8inl"" bor 

. restt1lint from ROSidenl:.lla.wIleII. . "I 
Informed of the deficient practlce, 1 

while lbe reslden! was being fed by ~ 
starr member, The Lap Buddy was 
reapplied after lunch, 

~ -wheelchair, waa observed In the dlnil'l9 room 
!under direct superVision of staff With the Lap 
: Buddy (fOam """"'int whlcn Is placed ._• 
! resfdent's midsection while up In the wheetcl\8lr 
~ to prevent the resident from standing)., 
!Findings: 

o On 8/6/11, the Diract.r of Starr 
Development (OSO) checked all 
resJdenu: with restraints and no 
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F 221 
ss=o 

",==,1
LABO RY DIRECTOR'S OR PROVID 

i-The followjfi~i rettaCts------ule floolngs'of ~-. 
: Department of Public Health during a 
Reee~ sorvey-,- ... 

Total resident population: 41 
Total resident sample: 11 

•Highest Scope and Severity: G 

Representing the Department of Public Health: 

Surveyor 22458, RN~HFEN 
Surveyor 25487, RN-HFEN 
Surveyor 12007, REHS-HFE 
483.13(a) RIGHT TO BE FREE FROM 
PHYSICAL RESTRAINTS 

The resident has the right to be free from any 
physical restraints imposed for purposes of 
discipline or convenience, and not reqUIred to 
treat the residenfs medical symptoms, 

T·hIS REQUIREMENT IS not met as evidenced 
by. 
Based on observation and interview, the facility 

failed to ensure a resident was free of physical 
restraints for one of 11 sampled residents (8). 
Resident 8, who had a lap Buddy restraint for her 
wheelchair, was observed in the dining room 
under direct sIJp9rvi$ion of staff with the lap 
Buddy (foam restraint which Is placed around a 
resfdent's midsection while up in the wheelchair 
to prevent the resident from standing). 

: Findings: 

RlSUPPLIER 

iX2} MutTIf>lE CONSTRUCTION 

A, ButlD100 

B, WING 

STREET ADDRESS, CITY. STATE. ZIP CODE 

10 
PREFIX 

TAG 

FOOD. written credible allegation of 

F 221 
F221 
It is RGECH policy that all residents 
have the right to be Iree from any 
physical restraints imposed for 
purposes of discipline or convenience, 
and not required to treat the 
residents' medical symptom" 
• 	On 8/6/11, the licensed nurse 

immediately removed the Lap Buddy 
restraint from Resident #8 when 
informed of the deficient practice, ,, 
while the resident was being fed by a' 
staff member, The Lap Buddy was 
reapplied after lunch, 

• 	On 8/6/11, the DlrettorolStaff 
Development (DSD) checked all 
residents with restraints and no 
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compliance for the deficiencies noted. : 
,._--­--. This ra-ci1ity-will be in subst'antiar 
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PROVIDER'S PlAN OF CORRECTION I (:Gj
(EACH CORRECTIVE ACTION SHOULD BE I COhIPL£nOt.i 

I 
DEFICIENCy) 

CROSS-REFERENCED TO THE APPROPRIATE 
•• 	 I 
!This plan of correction constitutes our 

PRINTED. 09I2712Q1 j 
FORM APPROVED 

OMS NO, 0938-0391 
(X3) DATE SURVEY 

COMPLETED 

0810712011 

ClATE 

._<­ -

,,~----

-
-

Any de!1c:iency statement ending wtth an asterisk {*} de es a d cy which the institution may be excused from correcting proVIding It is determined that 
other safeguards provide .uffieient protection to the patien. ee instructions.) Except for nursing hOmes, the fu'tditlgs stated above are disclosable 90 QiI)'$ 
following the dme Ijf survey whetheJ Of not a plan of corrmon is provided. For nursing homes, the above findings and pians of correction are disclosable 14 
days folowing the -date theM documents aJ'4 made available to the faQlily. 1f deficiencies are cit$d, fIfI awroWJd plan Of cotl'$¢tion is requisite to continued 
progrOID1 participatiOn. 
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1M} to SUMMARY STATEMENT Of OEFJC!ENGIES • 10 PROVIDER'S PlAN OF CORReCTJOH 
(EACH DEFICtENCY MUST BE PReCEOEO BY FULL ' PREFIX , (EACH CORRECTIVE ACTION $HOUW BE 

PREfiX I'TAG • REGULATORY OR LSC IDENTfFYING INFORMATION) CRQSS-REFERI::NCED TO me APPROPRIATETAG i DE:FICIENCY) 

, other residents were found to be 
F 221 i Continued From page 1 i F 221 i with a restraint during feeding. On 

IOn 8/6111 at 12:15 p.m., during. dining l' 
i 

~S/llJheDSDi~erv!~edall C.N.A.~ L...... . ·--I-Observation:ReS1dent~8-wasnbserved sitting in 
and by the D.O.N. to the licensed :her wheelchalr. A lap Buddy restraint was 

ob-sefVec; on1tfe~It:hl'fIClhe resk:l"ent was--­ ~nursing>taff orrS/10/H'and -~-~ .-~ --I. 
, beIng fed by a staff member. ! 8/12/11 to ensure the residents are 
not with restraints while supervisedA review of Resident 8's admiSSion sheet 

indicated the resident's diagnoses included by a staff member, 
dementia end chronIC obstructive pulmonary • On a daily basis, the licensed nursing

, disease. staff will ensure that all residents 
with restraints are not restrainedIReview of the quarterly MDS (minimum data 

Iset/resident assessment tOOl) dated 5124111, while being directly supervised by a
! indicated the resident was confused, was staff member. 
, incontinent of bowel and bladder, and was 

• On a daily basis. the D.O.N./R.N.comptetely dependent on staff for all of her daily 
living activities. Supervisor will monitor through 

munds that all residents are not 
Review of the physiCian orders Indicated an order; 

restrained while being directly idated 1011110 for a Lap Buddy when up in chair 'I' 

supervised by a staff member.

i Findings will be discussed during the 
for safety secondary to poor safety awareness. 

During an intelVlew with LN 2 immediately Quarterly Quality Assurance andfollowing, he stated the resident did not require 
the Lap BUddy when under direct supervision. Assessment for compliance and 

F 279 483.20(d). 483.20(k)(1) DEVELOP F279 corrective action, if needed. qls }II
SS=D. COMPREHENSIVE CARE PlANS. 

: F279, A facility must use the results of the assessment 
to develop, review end revise the resident's It is RGECH's policy to use the resu~s _ 
comprehensive plan of care. of the .assessment to deveioPI review 

and revise the resident's
The facility must develop a comprehensive care , 

comprehensive plan of care.plan for each resident that includes measurable 
objectives and timetables to meet a resident'S • On 8/7/11 the treatment nurse 

i medical, nursing, and mental and psychosocial reassessed resident #2 and a new 
, needs that are identified in the comprehensive 
assessment 

Event ID:K1VY1 1 IfCl)!'!bnuatlon sheet PIl9Q 2 of 37 
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, 
 ,, , care plan was developed to reflect 

F 219 : Continued From page 2 
 F 279:, , the pressure sore. 

,I • On 8f711! th~D,O,N. check"cI.~11 ,--+-~ -~-- -;-The care' plan-must describe the--servJces"that ":~ 
reSidents with pressure sores to 


- --- .1, highest practicabl.physical;mental;and-~ 

i to be furnished to attain Of maintain the resident's 

~~"--,- ­ensure all- residents-hav~a'care plan-',, psychosocial well-being as required under for each site and no other deficient,i §4a3.25; and any services that would otherwise , , 
, practice was found. , 


due to the residenfs exercise of rights under 

Ibe required under §483.25 but are not provided 

: • On a weekly basis during the weekfv 
i §483.10, including the right to refuse treatment wound meeting all pressure sores 

I: under§4S3.10(b)(4), , will be reviewed and checked to 
, , 

, ensure aU sites for each patient have ,
This REQUIREMENT is not met as evidenced , 

by: 


, a written care ptan, 
i. The D.O.N. will monitor weekly toBased on observation, interview, and record 

review, the facility tailed to ensure that 1 of 11 ensure all pressure sores have a 
, sampled residents (2) had a care plan develOped written care ptan in the resident's 
i to address a stage 11 pressure SOfa. For Resident chart during the weekly wound care 2, who was currently being treated for a Stage II 


meeting. All findings wlll be
pressure sore, no care plan addressing the 
wound was in evidence In the clinical record. ThiS discussed during the Quarterly 
deficient practice created the potential for the Quality Assurance Committee 
wound to worsen and possibly become infected,, meeting on a quarterly besis for 

,, , compliance and corrective action, ifFindings: Qls/u 
" 

needed, 
" 

Resident 2 was admitted to the facility on 5129110. 

with diagnoses that included degenerative joint 

disease, diabetes. and Alzheimer's dIsease with 

,, 

, dementia. According to the Minimum Data Set , 


(MOS. an assessment tool) dated June 23. 2011, I " 
"Resident.2 had severely impaired cognitive skills, : , ,was totally dependent on staff assistance for ail 
activities ot daify IMng, was incontinent of bowel ,," , 

,, and bladder, and had bilateral range of motion ilimitation to both upper and lower extremities, I ,
I ," , , , 

Event10:KYVY11 FB~ 10, CA9S0000104 If conUrruatioo shut Page 3 of 31 
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PREFLX 

(X4) 10 

(FACH DEFICIENCY MUST BE PRECEDED BY FUll PREFiX {EACH CORRECTIVE ACTION SHOUt.O BE : 00MPlET1ON 

, 

"" OAT<REGUlATORY OR L$C IDENTIFYING INFORMATION} TAG CROSS-RE~ TO THe APPROPRIATEI OEACIENCy} 
ITAG 

, 
,

I I I 
F 279 ; Continued From page 3 , F 279 


, During numerous obse!Va!ions from 6:30 p.m. on ~ 

- I-- ------ -_.._- ._" --~~ ,-- -,,-~-A1lgust51hru"~p~m.-on~August-7, 2011, Resident ~ 

2 was seen lying in bed, During a wound , i 
~ 

-~ -~ ,treatment-observation on-August7; 2011 at 8:25 , "- .. --- -­
,

i a.m., the resident was observed to have a Stage , 


I II pressure sore on her right buttock cleft 


IThe clinical record for Resident 2 was reviewed ,
: on August 7, 2011, A physician's order dated July 

, 15, 2011, Indicated to cleanse pressure sore to 
 i ,right medial buttock with normal saline, pat dry, 
apply hydrogel dressing and cover with a dry 


: dresSing dally for 30 days, However, 00 care plan 

I addressing the pressure sore was In evidence in 

! the dinical record. 
, 

,IDuling an interview with the Treatment Nurse on 

: August 7, 2011 at 10 B.m" she stated she was 

i certain that she had written the care plan 

I addressing the Stage II pressure sore, but cou!d 
i not !ocate it in the clfnical record. 

, 

: The facility's undated policy and procedure titled 

i "Resident care Planning", indicated resident care 

: plannIng induded continual reassessment and
Iupdating, alleast quarterly, and upon change of 

condmoo. And each diagnosis will be l!$ted and 


: updated as necessary. 

F 309 ! 483,25 PROVIDE CAREISERVICES FOR 
 F309 

SS=E, HIGHEST WELL BEING 
 F309 

It is RGECH's policy that each residentIEach resident must receiv~ and the facility must must receive and the facility must 
! provide the necessary care and servfces to attain 

provide the necessary care and, or maintaIn the highest practicable physical, I

Imental, and psychosocial wen-heing, in I 
 services to attain or maintain the 
accordance with the comprehensive assessment highest practicable phvsical, mental,

I and plan of care,
' , ,, and psychosocial well-being, in ,, 

, 

tf continuation sheet Pagtt 4 of 37. 
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PREFtX 
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PROVIDER'S PlAN OF CORRECTION 
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CROISs.REFERENCEO TO THE APPROPRIATE 
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F 309 Continued From page 4 

This REQUIREMENT is not met as evidenced 
.­ .by: ~..~ ~. _........_.­ _.... 

8ased on observatIon, intervieWs and document 
review, the facility failed to ensure that six of 11 
sampled residents received necessary care (8, 2, , 
3,7,1,4,) and 3 randomly sel_ ",.idents (12, . 
14,15). 
For Resident 6 was not ssslgned a CNA for 2.5 
shifts (813111, 11 p.m. to 7 a.m., 816111, 7 am. to 
3 p.m., and 817111, 7 a.m. to11 a.m"} which had 

: the potential to result in neglect of care for the ' 
, resident The facUlty failed to ensure RNA 
(restorative nurse aide) services were provided 
according to physician's orders for 6 residents 
who required splintlbrace services (2,3,7,12, 

. 14, 15). For three sampled ""itlents ( 2, 3. 1) , 
: and three random sampled residents (12, 14, 15), i 
i the facility failed to provide RNA splintlbrace care 
per physician's orders, which resulted in creating 
the potential for new contractures and increased 
severity of present contractures for all the 

: residents. The facility failed to ensure 
i vasopressure leg wraps (antj..embolism devices) 
: were applied as ordered by the physician, aod a 
physician's order to stand the resident with a 
platform stand was carried out for ooe of 15 ' 
sampled residents (1). For Residenl1, the Skilled: 
Nurse {SN) documented that the reg wraps were ! 
applied as ordered by the physician, however, the ' 
resident's wife had taken the leg wraps home with i 
her and they were not seen in the resident's room! 
during numerous observations during the survey. , 

i accordance with the comprehenSive I 
F 309 assessment and plan of care. ' 

• On,Mlll the DSD l'l!Viewed the ; 
._. ~~ssignme";tsheet and noted thai'J 

,- ---anotherC.N~A-..was-providing-patten ,~~ 

care to the resident although not ! 

assigned on tne assignment sheet. . 
The resident was found to have 
received all the care required, On 
8/7/11 the RNA applied the knee 
brace to resident #2; the left ankle~ 
left elbow and the left wrist splints 
to resident #3; the left h.nd, 
bil.teral knee and ankle splints 
applied to resident 117; the left ankle 
and left hand splints to resident #12 
the left knee and left elbow spints te 
resident 1113; and the bilateralankl. 
extenskm dynaspints to resident 
#14. On 8/7/11 the charge nurse 
ealled the resident's will! to bring 
back the vasopressure machine with 
the leg wrap for resident #L The 
DON advised the resident's not to 
bring the device home and explaine 
the importance for the machine. 
The machine and leg wrap were 
returned the same day. 

I The phYSICian's order to stand the resident with a i • On 8/7/11, the DSO reviewed the 
i platform stand was not initiated for 3 days after : assignment sheets against the daily
, the order was received. These deficient practices i 
i resulted in creating the potential for the resident roster and all other residents were 

Evwrt 10: 1>.YVY11 Facility 10; CA950000104 
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(X4) 10 Sl.IMMARY STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORRECTION

10 I 1 "'. 

:1 
{EACH DEfiCtENCY MUST BE PRECEDED BY FUl.L , PREFIX I (EACH CORRECTI\IE ACTION SHOUlD :BE I COYl'LETlOHPREFIX , DATiTAG . REGULATORY OR USC IDENTIFYING INFORMATION) TAG , CROSs.REi'ERENCEO TO THE APPROPRIATt.:I

, DEFICIENCY) 

account for having an assigned 
F309 COntinued From page 5 F 309 C.N.A.. On 8/8/11 the nursing staff I 

to suffer further strokes and debility Bnd fail to w.s inservieed by the DON on .. ­reach h~ighe'!i>racticall'hysioal stat&GI· .... 
ensurmgthat all res"identsTn'thewell~being; and the facility faUed to ensure a 


.
. physician's order- to insert a recfal tube to expel--- , fadlity .reasslgned a CNA-to be· .. 

gas and deflate the abdomen and to call and 
 providing patient care. All residents 
inform the physician of results for one sampled ! 

with an order for splints were resident (4) was carried out and documented. For 

Resident 4, the physician's order was not carried 
 checked by the DSO to ensure .11 

:out. and record review and staff intervieWS failed residents with a physkians order
:to provide a olear untlefstanding of the resident's 
 have the splints/braces applied as
outcome, whk:h resulted in the potential for the 

ordered and all other residents were resident to fail to reach her highest practicableI 
, level of physical well-being. found not to be affected with the 
i deficient practice. On 8/7/11 theIFindings: 050 reviewed all residents with OVT ; 
'a, On 817/11 at 10:25 a,m., during an devices to ensure that the faciltty 

i observation, Resident B was observed asleep in ! 
 had the equipment in·house to be 
her wheelchair in the activities room, When the applied and no other deficiendesI

I 

surveyor inquired as to whOm the resident's CNA I' 
were noted. , (certified nursIng assistant) was, the CNAs each 

i stated the resident was not assigned to them. ! • A room change form was created to 
, 

ensure that all departments
j At 10:35 a.m., during interview and revIew of the I' 

including the nursing department: staffing assignment with the DSD (director of staff 
" development) and LN 1, it was discovered that ': will be made aware of any room 
! there was no assigned CNA. for Resident a for ' changes of the patients. The charge:that particular day on the 7~3 p.m. shift. A review ' 

nurse on a daily basis will notify theof the prevtous day's assignment (816111) alsoI C.N.A. receiving the patient of the 
: been assigned to a CNA. 
i indicated the resident's room !'lumber had not 

change. The charge on a daily basis 
, 

wilt review the assignment sheetA review of Resident 8's admission sheet 

disclosed the resident was an 81 year old female 
 against the facility roster and makeI, readmitted to the facility on 10/1/10 with munds to ensure all residents are 

: diagnoses which included dementia, chronIc accounted for to prevent recurrence.
obstructive pulmonary disease, and generalized 

The RNA will be responsible forweakness, 

Event Ib:KYVYll F~ 10: CA9500001 04 If continuation $heel PaS_ 6 of 37 
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applying the splints!braces on a daily
F 309 Continued From page 6 I F 309' basis and the license nurse will 

ensure that all residents with an 
~-~-~,..--- -- ~-~ - ..~-- .._­ -·Tile quarteriy"M1JS (minimum data set)".ted· ··1 

order have the devi<e applied during: 5/24111, revealed the resident was severely , 

~ ,'Impalred in-cognmw-statuswith confuSion, was- i 
 --- rounds: The RNA will-be responsible 

1incontinent of both bOwel aod btadder, and ' for a pplying the vasopressu",
required extensive to total assistance with all of 

machine with the leg wrap followingher daily Ilvfng activities.I, physician's order and report missing· i The resident was unable to be Inte-rvlewed due to i equipment immediately to the 
I her confusion. ' 

charge nurse. The charge nurse will 
IOn 8/7/11 at 10;45 am., LN 1 and the DSD ! ensure the vasopressure machine 
: reviewed the assignment and stated the resident ' and the leg wraps are applied as 
; was transferred to her current room near the ordered by the physician.
I nurses station from a room located in the 

• The D.O.N./R.N. Supervisor will: adjacent wing, due to the resident's attempts to 
Iget up from her wheelchair. monitor the C.N.A. assignments to , 

ensure all patients are assigned a· i A revieW of the staffing assignments for 816/11 I 
C.N.A. to receive patient care during ! and 811111, 7 a,m. to 3 p.m. shift, indicated CNA ' 

: 2 was assigned to the resident's previous room dally rounds. The DON/RN 
!and bed, The resident's present room number Supervisor will monitor the 
, was not on the assignment. CNA 2. stated he application of all splints and braces ; was unaware he was assigned to Resident 8, as ! 
I his residents were in the adjacent hall, and are app1ied as ordered by the 
': Resident 8 was in the other hall. . physldan on a dally basis during 

rounds. The DON/RN Supervisor will,At 10:50 a.m, during an interview, the DSD j 
monitor daily of the vasopressureI, indIcated it was each charge nurse's I 

! responsibiUty to make the assignment for the ' machine and the leg wraps are 
: incoming shlfl so the 11 a.m. to 7 a.m, charge , applied as ordered by the physician. 
, nurse had made the a~ignment for the 7 a.m, to I 

3 p.m, shift When asked who was responsible 

for ensuring the accuracy of the assignments, the I 


, DSD stated it was the responsibility of the charge ~ 
•nurse. The DSD further slated she did not . 
, normally work on weekends. 
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, During an interviewwlth the 7 a,m, to 3 p,m. , 

'charge-nurse (LN-'I) immedlate!y·foIlowing,she ­ . 

indicated it was the DSO's responsibility to check 

ttle-scheduleo when she was working. ... --- ­

; During a second intervIew with the OSD at 11:05 

a.m., she indicated she- oversaw the CNAs, and 

checked the assignments "once in awhile". 

However, as she was not usually there on the 

weekend it was the responsibility of the RN 

supervisor to check the assignment. The DSD 

further indicated she was busy making rounds of , 

the facility the prior day, so did not have the 

opportunity to review the assignments, and she 

has told the CNAs they must check the 

assignment sheet and inform the charge nurse if 

a bed was empty. 


During an interview with the RN supervisor 

following the above intelView, he indicated the 

0$0 and charge nurse were primarily responsible 

for ensuring the assignment was correct The RN 

supervisor then stated since the DSD was not 


: usually present on the weekends, the charge 
, nurse and RN supervisor checked the 

assignment. but he had not had an opportunity 

the previous day (8/6/11) to check the 

assignment. The RN supervisor was unable to 

state- who had actually cared for the resident the , 


: prior day. A review of the staffing assignments 

, with the RN supervisor for 813 11 p,m..~7 a.m. i 

i shift also indicated the resident's current bed had !
, , 
~ not been assigned. 

Ion an/11 at ~1:40 a.m. during an interview, CNA ! 

: 4 stated that mistakes in the assignment have 

i occurred, that a resident would not be asslgoed a i 

! CN,A. or a resident may be assigned twice. : 
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During-an intervlew-with- CNA--5-at 12!'O5 p.m;; she -_...­
indicated when she came on that morning at 7 

a.m-; $he-observed that Resident 8-was-araady- ­
dressed and up in her wheelchair in the han 

outside the dining room. CNA 5 al$O Indicated 

the assignment was made out incorrectly on vety , 

rare occasions. 


On 8f7/11 at 12 p.m., an intervlewwith eM 3 
revealed she was assigned to Resident 8's 

I ,roommate that day, but did not see another CNA 
in the room that morning, 

On 817111 at 12:50 p.m., duling a telephone 

interview with LN 2, she verified that she had 

made out the assignments for the 7 a.m. to 3 


, p,m. shift for 8/6111 and 817/11. When informed ' 
. that Resident 8's bed had not been assigned, LN i 

2 stated she made a mistake, and had the room 

numbers mixed up, 


During an interview with the SSD (social service , 

director) at 1:1 0 p,m., she indicated when there is : 

a request from the nursing staff for a room 

change, she completes a room change form, and 

informs the resident, family membel'$. kitchen 

staff, aotivities director, and medical record 

department The medical record staff then: 

makes a new census list with the current resident i 

names and room m,Jmbers. The DSD then I 

indicated she would give copies of the room Ii 


change form to the kitchen staff, activities 

, director, and medical records, but not to the ' 

: nursing staff. , 

i i
IAt 1:15 p.m., during an interview with the DON :

I(director of nursing), she stated the room change I 
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!should be documented in the 24 hour I
, , 
... ... -~- ~ 

._. communication-book-;wnich each-charge nurse ---- .. 
was supposed to review at the beginning of their i , 

- -~., - I, -- - - . --- _.---­ ..._---­,shift-~~review-ofthe communicatlen-oook-wlth­ , 

: the DON indicated that on 813111, Resident 8 nad ;

i changed rooms. 
, i, 

I 
, 

•On arl/11 at 2:45 p.m., during a telephone 

I intervieW, CNA 6 verified she had taken care of ! 

, Resident 6'5 roommate the prior day, and had not : ,
,
: noticed another CNA, then stated she really had ; 

i not paid ati<lntion. CNA 6 further stated Resident .

18 usuatly stayed in the djninglactivffies room aU 
 i ,

morning, and the 11 p.m. to 7 a.m. shJft got the 


i resident up and dressed due to the resident's , 

: attempts to get out of bed unassisted. CNA 6 
 I: also indicated that there had been several . 

,Ioccasions when a resident was not assigned to a 
ICNA, or was assigned to two different CNAs. , 

i A review of the Nursing Assistant Daily Flow · 
: Sheet for the 816111 7 a,m. to 3 p.m. shlft I
: indicated no charting was done for that particular 

, shift 


i 
, 

b, 1. ResIdent 2 was admitted to the facility on 

5129110, with diagnoses that included 
 · , degeneratlve joint disease, diabetes, and 


: Alzheimer's disease. with dementia. According to 

; the Minimum Data Set (MO'S, an assessment 
 ,
tool) dated June 23, 2011, Resident 2 had 

severei}' impaired cognitive skiMs, was totally 

dependent on staff assistance for all activities of 
 · · , 
and had bilateral range of motion limitation to 
daily living, was incontinent of bowel and btadder. 

.both upper and lower extremities. , 

IDuring numerous observations on August 5, I, , 
. · 
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,
1201" from 6:30 p,m, through 4 p,m, on AugU$! 7, 

J-20t1"; no knee---braceswere seen-on Resident 2.----f-­ , " -----~- ,,~- ------ - ­ ~--

, 
~-- -----~.- -- ­.. ----f ­-The clinical record for Resklent-2 was-reviewed---­ , 

on August 6, 2011. The physician's orders I, ,, recapitulation dated 8101111 10 9115111 included , 
_orders for the RNA {restorative nurse aide} to 

, ,Iplace splints 10 both kne•• for 1-6 hours on 
I 

, 
,Monday~Wednesday-Frtday-SatlJtday-Sunday as , ,tolerated by the resident The physician order 


, WS$ initiated on 11118/10. Th. Joint Mobilil¥ 
 ,, 
! Assessments dated 12107110, 3123111, and 

: 6/23111 indicated Resident 2 was tolerating 

; application of splints/braces wel! and no 

i adjustments were nee<:led. A care plan titled ,
,
"Umitation in Joint Mobility" dated 6J23111, , ,indicated to position a pillow between the 

residenfs legs to prevent further contractors 
 ,
(such an intervention would not prevent 
contractor developmenttworsenlng). The care 
plan did not include the knee splints as an 

, intervention. The RNA flow sheets for the month ,
of August 2011, indicated Resident 2 ~refused" , 

application of the knee splints on 8101, 03, 05, 
06/11, 

I 

2. Resident 3 was admrtted to the facility on 
9121105, with diagnoses that included 
degenerative joint disease, diabetes, and , 

i dementia. According to the Minimum Data Set 
,, 

, (MD'S, an ••••••m.nt 1001) d_ 6109120", 
Resident 3 had severely impaired cognitive skills, 

Iwas totaUy dependent on staff assistance for all , 
activities of daity living, was incontinent of bowel 

, 

and bladder, and had bilateral range of motion 
Ilimitation to both upper and lower extremities. ,,, , 

: During numerous observatIons on August 5, 
,, 
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F 309 IContinued From page 11 F 3091 ,,: 201" from 6:30 p.m. through 4 p.m. on August 7, _.~ ,-- ­---~-----i-201 t;-no-ankl~b~wr!st splints were-seen ,-, .. - ---- -- ..~I
I on Resident 3. , ,------,. -- --------- -- ---" ­ -~- ~- ~~-~ ----- ,- ------ .. --- ­

: The clinical record for ResK:ient 3 was reviewed 
, on August 6, 2011. The physician's OI'ders 
recapitulation dated 8/01/11 to 9115111, included 
orders for the RNA (restorative nurse aide) to 
place splints to the resident's left ank1e, left 
elbow, and !eft wrist for 1-6 hours daily as 
tolerated by the resident The physician order was 
initiated on 1124111. The Joint Mobility 
Assessments dated 3109111 and 6I()9f11, 
indicated Resident 3 was tolerating application of 

I the splints well and no adjustments were needed. 
, The RNA fIowsheels dated August 201" 
: indicated Resident 3 "refused" application of the 
; splints to Jeft ankle, left elbow and wrist on 811/11 
to 6111, 

3. Resident 7 was admItted to the facllity on 
I 5123108, with diagnoses that included stroke, 
: Parkinson's disease, and dementia. According to 
; the Minimum Data Set (MOS, an assessment 
tool) dated 610912011, Resident 7 had .everely 
impaired cognitive skllls, was totally dependent on 
staff assistance for all activities of dally living. was 
incontinent of bowel and bladder. and had 
bilateral range of motion limitation to both upper 
and lower extremities. , 

During numerous observations on August 5, 
2011, from 6:30 p,m, thrl.) 4 p.m. on August 7, 
2011, no left hand and bilateral knee and ankle 
splints were seen on Resident 7. 

The clinical record for Resident "I was reviewed 
: on August 6, 2011. The physician's orders 

, 

,, 

, 

i, , 

,i ,, 

I, 
, 

, 

, 

,, 
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i recapitulation dal1!d 8101111 tD 9/15/11 included 
---I orders-forlhe RNA-(restorative-nurse aide)-to---­

place splints on the resident's !eft hand. both 
kn~nd both ankles-for 1-6 hours daiiy a!:t'---­
toIefa1ed by the resident The order was Initiated 
10117110_ Joint Mobllily Assessments dated 
12106J10, 3110111, and 6109111 indicated Resident 
7 was tolerating application of the splints well and : 
no adjustments were needed. RNA fIowsheets 
dated Au9u512011 Indicated Patient rrefused" I 
application of the splints on 8/1--6/11, 

4. Resident 12 was admitted to the facility on 
7107106, with diagnoses that included stroke with 
paralysis, diabetes, and osteoporosis. According 
to the Minimum Data Set (MOS, an assessment 
tool) dated 610112011, Resident 12 had 
moderately Impaired cognitive skills, required 
extensive staff assistance for all activities of da«y 
living except eating, and had range of motion l 
limitation to both upper and lower extremities on 
one side, 

During numerous observations on August 5, 
2011, from 6:30 p.m. through 4 p.m. on August 7, 
2011, no left arm and !eft hand splints were seen 

. on Resident 12. I 
; The Clinical record for Resident 12 was reviewed 
Ion August e, 2011. The physician's orders 
, recapitulation dated 8101111 to 9/t 5111 included I 

0 
0 

orders for the RNA (restorative nurse aide) to 
place splints on the resldent's left ann and left 
hand for 1-4 hours daily as tolerated by the 
resident The physician order was initiated on 
2/22111. The Joint Mobility Assessments dated 
3/01/11 and 6/11/11. indicated Resident 12 was 

~ tolerating application of the splints well and no 
, 
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adjustments were needed, The RNA ftowsheets i 
dated August 2G+1',!ndioaled PaIieflI12~r.fused" I·· 

: application of the splints on 8/1/11 to 6111. 
1, __--', ----- ---­ , ,5. Resident 13 was edmilled to the facHity on 

5126110, with diagnoses that included stroke with I: 

Alzheimer's disease with dementia, degenerative 
: joint disease, osteoarthritis, and OSteoporosiS. 
, According to the Minimum Data Set (MOS. an 
as.essment tool) dated 610812011, Resk!Oflt 13 
had severely impaired cogn~ skiHs, required , 
extensive staff assistance for all activities of daity 'I 

, living, and had range of motion limitation to both 
: upper and lower extremities. 	 : 

! , 
During numerous observations on August 5, , 
2011, from 6:30 p.m. through 4 p,m. on August 7, I' 

, 2011, left knee and left elbow splints were not 
, seen on Resident 13. 

! 
The cUolcal record for Resident 13 was reviewed ' 
on August 6, 2011, A Documentation Record and : 

, Profile form dated 7124/11, indicated to apply 1 
' splint to !eft knee and left elbow 14 hours daily 7 
i days a week as tolerated. The RNA initials i 
indicated toe $pnnts were applied on 7/25 to " 
7127111 and refiJsed on 7128111. Nofurther 
documentation regarding the spUnts was in 

: evidence- in the clinical record and no narrative 

i ::;:?:~w:e~r:v~~ed by the RNA for ! 

la. Resident 14 was admitted to the facmty on I: 

: 8111109 wlth diagnoses that included stroke with 
, diabetes, dementia, and osteoporosis. According 
i to the Minimum Data Set (MOS, an assessment 
: tool) dated 511912011, Resldenl14 had severely
!impaired cognitive skills, required extensive staff 

,I 
, 
,
I 

1 
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assistance for all activities of daily living, and had 
range of ~limjtation-to both upper ..------­ -
extremIties and a lower extremity on one side. 

i·· ­
During numerous observations on August 5, , 
2011, from 6:30 p.m. through 4 p.m. on August 7, i 
2011, bilateral anide extension dynasplints were 
not seen on Resident 14. 

The clinical record for Resident 14 was reviewed 
on August 6, 2Q11. The physician's orders 
recapitulation dated 6101111 to 9115111, Included 
physician orders for the RNA (restorative nurse 
aide) to place dynasplints on the residenrsl.ft 
and right ankles for 1-6 hours as tolerated by the 
resident 5 days a week. The physician order was 
initiated 0111121/11. The Joint Mobilily 
A.....ments dated 2119111 and 5119/11, 
Indicated Resident 14 was tolerating application 
of the splints well and no adjustments were 
needed, The RNA flowsh.ets dated August 2011 , 
jndlcated Patient 14 "refused" appllcation of the ' 
splints on 811/11 to 6/11. 

During an interview with the RNA on August 'I, 
2011 at 8:40 a.m., he.- that he had not be.n 
applying any spUnts/braces to any of the patients 
for "about 2 weeks", The RNA stated that the , 
Physical Therapist (PT) visited the facility about 2 'I' 

weeks ago and instructed the RNA nof to apply 
any of the splintsJbraces to any of the residents 
because they were an the wrong size. The PT 
re-assessed all the residents for new 
devices/apparatus. The RNA stated he was 
instructed by Ihe PT to document that each of the 

, residents "refused" application of the 
splints/braces. The RNA further stated that all the ; 

i spllntsfbfaces for all the residents were the wrong i 
i 
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size. The RNA stated that the PT visited the 

- 1acilitywhen--he-had-aTesidenticr see-:---­

---_..DUring-an intelViewwith-the-DON (Directorof-

Nurses) on 8/07/11 at 10:45 a.m., she stated that 

the PT and the orthotics specialist visited the 

facility on 8/02/11, and stated that they had 

reassessed all the residents with splints/braces 

and decided that all the devices needed to be 

replaced. The DON stated the PT did not explain 

why he had decided to reassess all the residents' 

splintsfbraces and why they all needed to be 

replaced. The DON stated she was unaware that 

the PT had instructed the RNA to document that 

the residents refused the selVice. Both the DON 

and the RNA denied that they had called the PT 

to come out to the facility regarding this matter. 


The facility's policy and procedure guiding RNA 

services was requested but was not provided by 

the facility. 


c. Resident 1 was admitted to the facility on April 

1, 2011, with diagnoses that included 

quadriplegia, paraplegia, diabetes, and high blood 

pressure. According to an MDS (Minimum Data 

Set, an assessment tool) dated July 13, 2011, 

Resident 1 was alert and oriented, 

non-ambulatory and totally dependent on staff 

assistance for all activities of daily living. 

A physician's order dated April 1 , 2011 indicated 

vasopressure machine to bilateral lower legs for 

DVT maintenance, monitor each shift. During 

observations on the initial tour of the facility on 

August 5, 2011 at 6:30 p.m. and from 6:30 a.m. 

to 6:30 p.m. on August 6, 2011, Resident 1's 

vasopressure wraps were not applied and were 

not found anywhere in his room. 
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During an interview with the Charge Nurse on 
.. , ­

,~ - , 	 -- --- ­}ijJgtiSf1'),-2Q11Sf2:M p.m •• she $~ ttiarttilf ­ ,,RNA (restorative nurse aide) was responsible for 
~--.. ------ - ---­aiiPi)'lng lfiele9Wraps:tl_er~duriOg '0­

Interview at the same lime, the RNA slale<! ne did 

not have anything to do with the leg wraps, that 

they were the responslbl1ity of the treatment 

nurse. The RNA then stated that Resident 1's 

wife had taken the leg wraps home and he had 

not seen them for about a month. 

During an interview with Resident 1 on August 6, 

2011 at 2:50 p,m" he slated that his wife had 

taken the wraps home a month ago, Resident 1 

further stated that the wraps were hot and very 

uncomfortable for him. 

The olinical record for Resident 1 was reviewed 

on Auguste, 2011. A Treatment Recortl and 

Profile dated Augusf 2011, was lnffiaaed by the 3 

p.m.~11 p.m. Treatment Nurse on August 5, 

2011, and by the 11 p.m_~7 a.m, Treatment Nurse 


•	on August 6, 2011 indicating the wraps had been 

applied as ordered. The 7 a.m,~ 3 p,m. Treatment 

Nurse on August 6, 2011, initialed the Treatment 

Record and documented that the resident refused 

placement of the wraps three times, Yet the 

wraps were not available to be applied during 

these three shifts. 
 ,, 

:,, 
d, Residen! 4 was admitted to the facility on July 
6,2006, _ diagnoses that Includad stroke_ 
right sided weakness, dementia, seizure dtsorder, 
and high blood pressure. According to the 
Minimum Data Sat (MOS, an a_ment tool) 

•dated July 7, 2011, Resident 4 had long and short 
term memory problems, severely impaired 
cognitive skills for daily decision-making, was ,,,incontinent of bowel and bladder. and was totally , ,, 
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F 309 Continued From page 17 F3DS 
dependent on staff assistance for all activities of 

..__ .. .
.~-... .......-- ­ . ----- --- , - - --- ------ ., ~ ~. ~.. 

~--daily1iving. 

. - ._---- .. --.- ._.. - ... - ..DU~n!rthe ioilialtourof the facility'on August fr, .. 

2011 at 6,30 p.m., Resident 4 was observed lying 

in bed. During the course of the sunrey the 

resident was observed sitting up in a geri- chair. 


,The clinical record for Resident 4 was reviewed , 
, on August 6,2011, A physjclan's order dated July i 

21, 2011 indicated: "May insert rectal tube to see I 

if gas will pass and abdomen deflates-call and let 

me know (30 minutes) PRN (as oeede<l)'" The 

Licensed Nurse Progress Notes contained no 


, entries on that date to indicate a possible concern 

that the resident's abdomen was distended and 

why the physician's order was given, ATreatment 

Reoord and Profile form dated July 27, 2011, 

indicated the rectal tube treatment was PRN, and 
,also indicated that the treatment was to be done ,,,on JuIy27,2011. 

However, no documentation was in evidence in 

the clinical record to indicate ltlat Resident 4's 

abdomen was distended, if she was having 

discomfortfpain, why the order was given and why 

the treatment was not carried out as ordered by 

the physician. 


During an interview with the Charge Nurse on 

August 7, 2011 at 2 p.m" he slated thalth. ,,
treatment was not carried out per the physician's IF314order. The Charge Nurse could not provide any 

further explanations, 
 It is RGECH's policy to ensure that a 

F 314 483.25(c) TREATMENTISVCS TO F 314 resident who enters the facility 
SS=E PREVENT/HEAL PRESSURE SORES without pressure sores does not 

develop pressures sores unless the Based on the comprehensive assessment of a 
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residen~ !fie facility must ensure that a resident 
- wlitn§nters thlrtacility without pmssure sores--­

, 

, 
:, 

individual's clinical condition 
F 314: demonstrates that they were 

, unavoidaQl~~~m:l,a residef)t_havi~__ -

I,, 

L 
does not develop pressure sores unless the i pressure sores receives necessary 

- _. , individual's clinical comlitiolfdemonstrateslhat­ - treatment"and-services-to promote .­ --~-

: they were unavoidable; and a resident having 
pressure sores receives necessary treatment and 

new sores from developing.services to promote healing, prevent infection and 
prevent new sores from developing, • On 8f7/11 the tlnth diapers and ,, 

pads were immediately removed 
, from reSident #2 and a new d~perThis REQUIREMENT is not met as evidenced :; by. , and pad were replaced on the : . 

, Based on observation, interview, and record patient to ensure only one diaper 
review, the facility failed to ensure that 1 of 11 and one pad was used for thesampled residents (2) received the necessary 

patient.treatment and services to prevent development of
Iand promote healing of pressure sores. For • On 8/7/11 the DSD checked all other 
Resident 2, who was currentfy being treated for a patients to ensure only one diaper

i Stage II pressure sore, fac;ility staff placed 
and/or one pad was used for each: excessive amounts of doth diapers and cloth 

, pads between the- resident and the alternating patient requiring them and no other 
i pressure mattress (APP). This deficient practice residents were found with the 
, defeated the purpose of the APP mattress and 

defICient practke. created the potential for worsening of the wound 
and development of additional pressure sores. 1 • Th.licensed nursing staff will check 

each resident during their shift to 
Findings: 

ensure only one diaper and/or One 
pad is appropriately applied on a 

Resldent 2 was admitted to the facility on 5129110 daily basis, 
with diagnoses that included degenerative Joint • On a daily basis the D.O,N./R.N. ,disease, diabetes, and Alzheimer's disease witt!

i, SUpervisor will randomly check ,:dementia, According to the Minimum Data Set i, 

If oorrtinuatlon Sheet Pago 19 of 31 

, 

i (MDS, an assessment tool) dated June 23, 2011, : 
: Resident 2 had severely impalred cognitive skills, 
,was totally dependent on staff assistance for all 
; a.ctivities of daily IMng, was incontinent of bowel 
i a.nd bladder, and had bilateral range of motion 

Event IO.K'NY11 

residents to monitor only one diaper 
and/or one pad is used appropriate~ 
and is necessary for that particular 

i 
resident. AI! findings will be 
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limitation to both upper and lower extremities. 


DurIng numerous observations on August 5,
----i 2011 ,ffi:lili 1>:30 p:m. tnrough-4 p:m:on August?, 

F 325 

SS-G 


2011, Resident 2 was seen lying in bed on an 
APP mattress. During a wound treatment 
observation on August 7,2011 at 8:25 a.m., the 
resident was observed to have a Stage II 
pressure sore on her right buttock cleft. After 

wound care was completed, CNA 5 (Certified 


, Nurse Aide 5) was observed as she applied 2 

: cloth diapers to the resident and placed 2 thick 
: cloth pads under the resident 

During an interview with eM 5 at the same time, 
, she stated that sometimes she applied 3 cloth 
-diapers to Resldenl2 because she hed frequent 
diarrhea. 

The facilHy undated poiie)' and procedure titled 
"Pressure ReducinglRelieving Devices to the 
eed", indicated dynamic air mattress systems 
(APP and Low Air Loss ThelSPY) require "limited" 
,nen protocols. The policy provided no further 
guidance to explain "limited linen protocols" 
regarding APP mattress therapy. 
463.25(1) MAINTAIN NUTRITION STATUS 
UNLESS UNAVOIDABLE 

Based on a resident's comprehensive 
assessment the facility must ensure that a 
resident « 

(1) Maintains acceptable parameters of nutritional 
status, such as bOdy weight and protein levels, 
unless the resident's clinical condition 
demonstrates that this is not possible; and 
(2) Receives a therapeutic diet when there is a 

nutritional problem, 


discussed during the Quarterly 
F 314 Quality Assurance and Assessment 

....meetingf!>roomplian.ce and._ 
corrective action, if needed. 

F32S 
F 325 It is the RGECH's policy to ensure that 

a resident maintajns acceptabie 
parameters of nutritional status, such 
as body weight and protein levels, 
unless the resident's clinical condition 
demonstrates that this is not possiblei 
and receives a therapeutic diet when 
there is a nutritional problem, 

Event !D:KYV'f11 Facility ID: ~104 
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• On August 6, 2011, the D.O.N. 
F 325 Continued From page 20 F 325 Immediately checked patient 116 

-------- ._. ..physician'S ord_."erif\Lthe~ .. 
correct infusion rate that was 

.. _. -orden!!!'andthe infUSion ratifwaiu 

• 

This REQUIREMENT is not met as evidenced immediately adjusted to 6Occ/hour.
bye 

On Augu<l6, 2011 the RegisteredBased on observations, clinical record review, 
review of faCility policy and procedure and staff Dietician, via phone can~ reassessed 
interviews, the facility fal1ed to ensure that one resident #6J s nutritional needs and 
sampled resident (Resident #6) maintained his 

caloric requirements andbody weight. The facility also failed to properly 
assess the nutritional needs and identified recommended to continue current 
problems. In addition, they failed to follow the plan of care and to monitor weight. 
physician's tube feeding order. These failures The D.O.N. upd.ted the resident #6's 
resulted in a severe weight loss- of 14.5 pounds Of 

plan of care to ensure aU11 % of his body weight. 
interventions and implementattons 

Findings: are accurate and effective following 

physician orders to ensure1. A review of Resident 6's clinIcal record 
conducted on 816111 .. indicated that the resident compliance, 
was initially admitted to the SNF facility on • On August 6, 2011, the D.O.N. 
2114111, and readmitted on 7128111, with 

reviewed all residents' monthly diagnoses which included history of stroke with 
right sided weakness, insertion of gastrostomy weights and there were no 
tube, dysphasia (difficulty swal1owing), diabetes significant weight loss noted. On 
mellitus, oongestive heart failure, anemia, August 6, 2011 the O.O.N. reviewed
cerebrovascular accident with right-sided 

all tube feeders for the appropriate hemiparesis, maftgnant connective tissue 
neoplasm of the abdomen and dementia. flow rate and all residents were in 

compliance, On August 7, 2011 an 
The Quarterly MDS (Minimum Data Set, a 

in-service was given by the D.O.N, toresident assessment tool) dated 1123111, 
, indicated that the resident's cognitive status was .11 licensed nurses on the policy and 
: severely impaired (unable to make decisions for procedures on enteral 
•himself), and was lotally dependent on staff for aU 

administration with regards to the
: daily living needs. The resident was aphasic 
j (unable to speak due to stroke) but was alert guidelines, the appropriate flow rate 

.
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,, , with the correct labeling of the 
F325 Continued From page 21 F 325' formula to be hung, the method of 

" the-feeding pump, andthe -- ­Resident 6 Was 5;'4" an~2 ItHf"on admisSjon:-~ 

appropriate water flushing. 
__.. iJils p~~j~tan _~rd~.~'~~t~j~~ was a pureed N~ (~~~ __ .. - ..------ ­" added salt}. The nutritional assessment rorm alSO , 

- ­
-.-A new system was intrOduced and-

indicated the resident had a tendency to hold his : implemented for those patients with
food in his moutt'L There were 00 

a weight loss will be noted by the recommendations or interventions made for this 

identified problem or evaluation of the resident's 
 D.O.N. and a weekly weight x4 will 

,,nutritional needs. , be initiated. These residents will be , 
discussed during the weekly weight A review of the Monthly Record of Vita! Signs and 


Weights Indicaled the following: 
 variance committee for further 
intervention and monitoring. The 

Date Weight D.O.N., Director of Staff,2114111 132 lb. (AdmiSSion) ,,, Development., Social Service 313111 132 lb. 
,412111 126.5Ib (loss of 5.5 lb in one month) , Designee and the Dietary Supervisor 

5112111 124 lb (loss of2.5Ib) will be involved in the committee. 
61Bll1 121.51b (loss of 2.5Ib) ,, All interventions. wilt be discussed7112111 117.51b (loss oI4lb) , 

with the Registered Dietician for the 
further recommendations and 

The RD assessment did not indude the interventions for nutritional and estimated calories and the protein required to 

mElet the residenfs needs. 
 caloric requirements, All residents 

, with significant or norrsignJficant
!There was a physician order dated March 26, weight loss, will be weighed weekly , 2011. for a pureed NAS (no added ..tt) NCS (no 

.4 and will be monitored during the :concentrated sweets) diet with extra sauc:elgravy 
, to moisten food, weekly Weight Variance committee , 

meeting until the resident's weight is
The resldenfs weight on 412111 was 126.5 lb. 

stable. A new form and log was This is a loss of 5.5 lb or 4" 1% in one month). A 
care plan was developed on 4121/11. created to include residents with 
Documentation indicated that the physician was specific weight problems with weigh, ,aware of the weight loss and no new orders were Joss and weight gain. This form is ,

Igiven. The care plan approaches included to 
: monitor Intake, record and report Intake that fell intended as a communication 

Evem 10: KVVY11 
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,
• between the Registered Dietician, 

F 325 Continued From page 22 F 325· Dietary Supervisor and the 0.0.1>1. 
J>!!Iow70%. ___ 

..' - ThI>Registered.Oietictan.rererral_. 
form will be initiated by the D.O.N. '9n 5112/1..1.•..\I1e resident weighed 1241bs. He had • 

further lost 2.5 lbs in a montfl, a total Of81bs - --- '-fo ale,fthii RellisteredlJietiaarior:­
since admission or 6% of his total weight. This 
was a significant weight loss. A quarterly 
assessment dated 5125/11, docu""",ted by the 
DSS, indicated that the residenfs weight was 124 
Ib, which reflected a differellCe of eight lb for that 
quarter, The DSS recommended the same diet 
as ordered in March and plan to continue to 
monitor the resident. There was no evidence of 
an RD assessment for May 2011, for the 
resident There were no new interventions. 

The residenfs weight on 618111, was 121.5Ibs. 
Resident 6 had lost an additional 2.5 Ibs in one 
month, and a total loss of 10.51bs since 

'admission. This Is a severe weight 10$$ of 7.9% 
in three months. 

reSidents who needs immediate : 
intervention. The Registered i 

Dietician will exit with the Dietary 
Supervisor and the D.O.N. to very all 
recommendations. 

• The O.O,N./D,S,D./RN Suparvisor will 
monitor daily that all enterals hung 
are on the appropriate flow rate and 
the formula label is properly dated 
with the appropriate flow rate and 
signed by the licensed Nurse. The 

D,O.N. will monitor weekly during 
the weekly Weight Variance 

A review of the CNA logs for June 2011, indicated 
that the resident's meal intake was between 
6O-ll0% consumed. The t\lciroty failed to follow 
Resident 6'5 care plan. The care plan intervention 
dated 4112111. indioated 10 report W intake feR 
below 70%. The care plan approach.. included 
to monitor intake, record and report intake that 
fen below 70%. There was no documented 
evidence that the facility reported wilen intake fell 
below 70%. 

There was physician's orders dated 718111, for 
• Megace (an appetite stimulant) 400 mg 
(milligrams) ",ally every day. 

~ The lOT meeting dated 718111, indicated there 

committee meeting to ensure 
compliance, All findinflS will be 
discussed during the Quarterly 
Quality Assurance and Assessment 
committee meeting for compliance 
and corrective action, if needed. ~fsfll 
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.. _ ...Wi<> • J;!II;Ui! • .!llT'eeling ..~ the. resl~rs lalnily 
 ... _--- --- ­member on the issue of weight loss. A 

---- iOOOmrnendation w~ !'l}3de for UII11J~sid~!!t to _____ 
 . 1,-,have a registered dietitian (RD) assessment, and 


to monitor weight status. 


~-

-+- 1·­

,,,,Thera was a physician order dated 7/8111, , 
indicating the resident was to have weakly 
weights for four weeks, Glucema 1.5 calories per 
m!lIIliters (a nutritional supplement) one eight 
ounce can, b.Ld, (twice daily) between meals, 
This order for weekly weight was not carried out. 

The RD made a entry on the nutritional progress 

notes of 7/12111, recommending to change the 

resident's diet to a large portion fortified pureed 

NAS (no added salt) NCS (no concentrated 

sweets) diet with extra saucelgtavy. There was a 

physician order dated July 13, 2011, for a large 

portion fortified """"'" NAS (no addad salt) NCS 

(no concentrated sweets) diet with extra 

sauce/gravy. 


, 

was en addnlonel4.5lb weight loss for the 

month; 14.51bs since admission or 11% total 

weight loss in four months, This is considered a 

severe- weight loss, 


On 7/12111, the resident weighed 117.51bs. This 

The review of RD progress notes dated 7/20111 

revealed to conduct a calorie count for three 

days, and to obtain laboratory tests (sodium, 

potassium, 8UN~blood urea nitrogen, 

H&Hwhematocrit and hemoglobin) for evaluation. 

(laboratory tests are used to determine the 

resident's nutritional status). 


The physician order of 7121/11, indicated the 

Event 10; KYVY11 
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_resi(ient wa~ to have a calorie C9unt for ~hre~____ -

--- -- --- _ .. - --------­days and to have laboratory tests of sodium, 
p.oJassiumLglucQse, BUN,--tle'!loglob!~ a_f"!c;!____ 
hematocrit. The facility initiated the calorie count 
and did the laboratory tests as the physician 
ordered. There was no evidence that 
interventions such as Megace, Glucerna, weekly 
weight monitoring, or laboratory tests (sodium, 
potassium, BUN-blood urea nitrogen, 
H&H-hematocrit and hemoglobin) had been 

provided to the resident in July 2011. 


On 8/6/11 at 4:40 p.m., during an interview and 

record review, the DSS confirmed the resident 

was not placed on a nutritional supplement until 

July 2011. The DSS stated she thought she 

spoke with the RD in June 2011, and stated ... "I 

don't know what happened." The DSS also 

indicated she was unable to recall if weekly 

weights were carried out. 


On 8/6/11 at 5 p.m., during an interview and 

review of the clinical 

record, the director of nurses (DON) was unable 

to locate any documented evidence that the 

physician had been notified on 412111 of the 

residenfs 5.5 pound weight loss. (there was 

indication earlier that the MD was notified) The 

DON could not explain why weekly weights were 

not done for Resident 6 in spite of having already 

experienced a weight loss of approximately 11 % 

over a four month period. 


During an interview with CNA 2 on 817/11 at 3:15 

p.m., she indicated that the residenfs appetite 

had declined 1-2 months prior to his admission to 

the general acute care hospital on July 23, 2011. 
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. Duling.anin_wiIIl.CMA.,l"" 8I7jll at 3:50 . ~ .. 


p.m. she stat&d that the resident's appetite 

started to _llnaln.May. 11>afacllity d..tn.ol. 

Implement any interventions for weight k1ss untH 

7/8111. 

There was no evidence to indicate the CNA 2 or 3 

, had reported the resident's decHne in mea! intake 

percentage to the licensed nurse. 


A review of the facility's undated poflCY tnled 

"Fol!ow~up on Significant Weight Loss 

...stipulated the DSS would ... note resident's 

weight 1013$ ... for the R.D. to assess on the next 

visit. There was no evidence in the clinical record 

that this policy was followed. 


The licensed personnel progress notes of 

, 7123/11, indicated that Resident 6 was to be 

, transferred to an acute care hospital for further 

evaluation and the resident was difficult to 

arouse. 


11>e physician orders indicated the that resident 

was readmitted to the SNF from an acute care 

hospital on 7128111, willl a gastrostomy tube 

_log (GTF) with • physician order of GltJCema 

1.2 calort.. per mill~iter formula. 40 milliliters (m~ 

Event 10: t<YVY11 If contlnuatllm sh~ Page 26 of 37 

every hour (hr) until 8 p,m., and to Increase the 
GTF to 1Qml every 12 hours until goal of 60 mVhr : 
is reached. Then majntain 60 m! Ihrof Glucema. 
Resident 6 was not receiving anything by mouth. 

The care plan approach for having a GT dated 
7128/11, indicated that the resident would have 
the tube feeding as ordered. 

http:d..tn.ol
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, 
.---- - ---- ­~--- - -- ....--- -- ,,' -- ..~ 

1 As indicated by the pi1~'$ order~00 7129iK I,,-- -- : at.8,am,JheGJ"1' ratuval;"IQ,j;)e inc~'!!!!,iI, frQr<l, --- ­ " - ----- ­
" 40 ml per hour to 50 ml per hour, and on 7129111, 
i at 8 p.m. the GTF rate was to be increased from , 

,50 m!.lhr to 60 mllhr. I, I,, , 

On 8/5111 at 6:30 p,m" and 8/6/11 at 8:15 a,m" 
Resident 6 was observed lying in bed. A tube I, 

, 

, 1 ,feeding formula was infusing via a gastrostomy , 

tube at a rate of 40 ml per hour via an enteral 


,feeding pump. , 
1, ,

On 816/11> a review conducted of Resident S's 

clinical record indicated that the resident had 

bean readmitted to the SNF from the genera! 

acute care hospital on 7/28111, and a 

gastrostomy tube had been Inserted into the 

residenfs stomach for nutritional purposes during , 

the residents hospital stay. ' 


, 
, 
,On 816111 at 2:15 p.rn". during observation and , 

I, 
, ,Interview, the 7 a.m. to 3 p.m. charge nurse 


stated she had noted the physician admitting 

orders on 7128111, and the tube feeding rate 

shoutcl be 60 ml per hour. After the surveyor , 


: asked about the resident's GTF, the charge nurse: 

, increased the GTF rate from 40 ml to 60 ml per i 

'hour, ! 
, , 

The resident had already experienced a recent 
severe weight loss of more than 10% over a four I,month period from 313111, when the resident 


: weighed 1321b, to 7/8/11, when tlle resident 

,: weighed 11T51b, , I,,I , 

1 ,!There was a systemic failure by the ~Cility staff 
: The facility failed to follow the physician'. order. 

I 
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! assessment completed, they failed to implement 

care plan strategies, and did not provide Resident 

6 with adequate nutrition. 


F328 483.25(k) TREATMENTICARE FOR SPECIAL F328 
SS=D NEEDS F328 

, It is RGECH's policy to ensure that
i The facility must ensure that reskients receive 

residents receive proper treatmentproper treatment and care for the following 

special services: 
 and care for the following special 
Injections; selVkes: Injections; parenteral and 
Parenteral and enteral fluids; 

enter flUids; colostomy, ureterostomy.Colostomy, utetel'OStomy, or ileostomy care; 

Tracheostomy care; 
 or ileostomy care; tracheostomy care; 

, Tracheal suctiOning; tracheal suctioning; respiratory care; 
: Respiratory care; foot care; and prostheses.I	Foot care; and 


Prostheses. 


I 
• On 8/5/11 resident 5', IV line was 

immediate IV reassessed by the 
D.O.N. and the IV line was reinserted

This REQUIREMENT is not met as evidenced 
properly to correct the infiltration,by: 


Based on observation, interview and record 
 the I.V. solution was immediately 
review, the facility failed to ensure proper care removed onre noted and the oxygen
was given for one of 11 sampled residents (5) , · 
 concentrator was regulated to 2· 
·: 
1. Resident 5's l.V. (intravenous) line had 
infiltrated (cathetef became dislodged from the 
vein and LV, fluid had Infused into the 
surrounding soft tissue). This deficient practice 
had lIle potential to resutt In discomfort for Ihe 
resident 

2. The I.V. solution bag was dated as being hung 
on 8/4/11 at 6:30 a.m., almost 36 hours prior, 

, titers/minute. 
• On 8/5/11 the D.O.N. reviewed aU 

residents with IV and/or using a 
concentrator to ensure all residents 
have accurate IV insertion~ IV 
solutions being hung with 
appropriate time limns and the 

, 
, Event 10: KYVV11 Facllity 10. CA95000D1<>4 If continuation sheet Page 28 of 37 
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oxygen concentrator is set at the 

F 328 : Cononue<l From page 28 F328 
 appropriate rate. No other deficient 

~ which had.the pQtentiaLt~He$utiru;pnt!3min~tlol')~-L_ . . ... ._. ,~.-practice was found. , 
• The licensed nurses on a daily basis --1-3-- Tharesldeot._who haJ.lan Q[ctmJorQ!YDe'n_~___ .. .._.! two liters per mInute, was receiving oxygen at % will ch&k eachresident with an IV ~ 

- liter per minute, which had the potential to tesult for the appropriate insertion to: in hypoxia (abnormally low level of oxygen In the 
prevent infiltration and to preventblood). 
contamination of the IV bag and to 

, Findings: check for residents with an oxygen 
concentrator for the appropriate iOn 8/5/11 at 7 p.m, during the initial tour, 
rate is set. 


!1'lember at the bedside pointed out that the 

, Resident 5 was observed tying in bed. A family 

• The D.O.N./R.N. Supervisor will 
resKienfs gown and bed linens were wet, then monitor during dailv rounds forpointed to the tesidenfs right hand. A p&astic r.V. 

catheter was observed' lying on top of the hand, 
 proper iV insertion, to prevent, 

which was reddened and swollen. The reskient , : contamination of the IV bag and for 


,
was also receiving oxygen per nasal cannula at a : ,the appropriate rate for the oxygen , , 
, 

flow rate of .5 titers per minute via an oxygen 
concentrator. Findings will beconcentrator unit , 

discussed during the Quarterly 
 :,A revieW of Resident 5's admission sheet Quality Assurance and Assessment 

disclosed the resident was a 102 year old female 
meeting for compliance and who was admitted to the facility on 7123111, and 


, 
 corrective: action, if needed.readmitted on 7129111 with diagnoses of ESBl q(S/lI,
(exlende<l·spectrum class A beta·lactamases) of I, :,,the urine, MRSA (methicillln-resistant 

staphylococcus aureus) of the nares, and a Stage : 
 , 

II! pressure ulcer of the coccyx. The resident had ; 

also been admitted to hospice care on 7/23111, ' 
 , 

and was in contact Isotation for the diagnoses of 
 :, 

MRSA and ESBllnfections. 


Review of the Nursing Admission Assessment 

dated 7129/11, indicated the resident was 

confused and disoriented to person, time and 
 ,,place. The resident was incontinent of bowel and ,,bladder, and was completely dependent on staff 

. Event 10. K'tVYi1 FaciIltV 10; CA95000D1Q4 If contlfluatlon sheet Page 29 of 37 
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F 328 Continued From page 29 
for"llof heLdaily li>/ipg llO<!ds.. 

_-i,Rsvlew.ofJhe physikiar!'s ordersj"dj~l~!t~n ,m 

: order dated 7/23/1 f, for continuous oxygen at two 
liters per minute via nasa! cannula. There was 

, also an order dated 814/11, to Insert a perIpheral 
LV, cattleter and start infusion of Dextrose SUA, In 
14 normal saline solution one liter to infuse at rate 
of 20 ml (milliliters) per hour continuously for 
hydration until ST (speech therapy) evaluation 
was done, then cal! Hospice MD. 

, A review of the care plan titled "I.V. therapy 
Hydration & Medication", undated, stipulated to 

I observe the site frequently for signs and 
symptoms of compiications such as redness, 
swelling, pain, drainage, and leakage. 

During an interview with LN (licensed nutse) 1 on 
8/5111 at 7:20 p.m., she stated she monitored 111. 

: residenfs IV site every hour. When asked how 
! long a bag of l.V. solution was allowi:!d to hang, 
: the llcensed nurse stated it depended upon the 
, ordered flow rate. When questioned regarding 
, signs and symptoms of IV. infiltration, LN 1 
: stated the re$ident's hand "was like that before." 

During an interview with the DON (director of 
nursing) on 8/5/11 at 8:05 p.m" she initially stated 
it depended on how much IV. fluid had been 
ordered. She then indicated it was 48 hours, but 

10 PROVIDER'S PlAN Of CORRECTION 
PREFIX (EACH CORRECTIVE ACTION SHOULD BE 

TAG CROSS-REFEREMCED TO THE APPROPRIATE 
DEFICIENCY) 

F328 

she needed to check the facility's policy. 

On 816111 at 9:15 a.m., Resident 5's family 
member stated the resident's right hand had not 
bsen swollen prior to insertion ofth. tV. catheter, 

, A review of the undated policy titled "Policies and ,,, 
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F 3281 Continued From page 30 

• __J.Procedures fotlV.: indicated sllinlermittent !'\I.
Itherapy administration set: IS changed every 24 

. 1hou.... ___ __ _ ____ 

On 816111 at 9:25 a,m" duling interview and 
review of the physiCian's orders with the DON, the 
DON indicated the oxygen rate was supposed to 
be two liters per minute. 

F 371 483.35(1) FOOD PROCURE, 
ss=c STOREIPREPAREISERVE - SANITARY 

The facility must ~ 
(1) Procure food from sources approved or 
considered satisfactory by Federal, State or local 
authorities; and 
(2) Store, prepare, distribute and serve food 
under sanitary conditions 

F328 

F 371 

F371 
It is RGECH's policy to procure food 
from sources approved or considered 
satisfactory by Federal, State, or local 
authorities! and store, prepare, 
distribute and servIce food under 
sanltary conditions • 

This REQUIREMENT Is not met as evidenced 
by: 
Based on observation, interview and record 
review, the facility tailed to ensure that foods were ' 
stored, distributed and served under sanitary , 
conditions, There were 00 jabets and dates 
identilying left..,,,,,r foods and thickened liquids 
{C(lrlSisteocy) stored inside the kitchen reach-ln 
refrigerator. There was rust on refrigerator 
shelves. Accumulation of dust particles were 
embedded in and around the refrigerator cooling 
system fanwguard. Ice cream was obsefved at 
10 degrees Fahrenheit inside the kitchen ice 
cream freezer. This had the poten~ to result in 

• On &/5/11, the food trays containing 
glasses af thickened soy-milk and 
thickened orange juice, regular milk. 
regular orange juice, apple juice and 
prune juices, low-fat milk, high 
protein nourishments and tortitlas 
not properly labeled were 
immediately discarded. On 8/5/11 
the fan guard in the refrigerator was 
thoroughly deaned, the shelves In 
the reach-in refrigerator was 
cle:aned~ and the ite~ct'eam in the 
freeler were discarded. Dietary

Improper sanitation and food handling practices 
supervisor checked the temperature that could lead to the outbreak of foodbome 

E~IO:KYVY11 ftldlity II); CAlfSOOOOl 04 If colltlJ'Natlon sheet Page 31 Qf"Sl 
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of the freezer and reviewed the log
F 371 Continued From page 31 and found the temperature of the 

iIIf!~ss. _ freezer-and ref14gerator..was~.. 
maintained at the correct 
temperature. 

On 8/5111, at 6:30: p.m., during the iniliallour of : • On 8/6/11, the dietary checked all the facil/tys kitchen in the presence of the dietary 
supervisor, the following were observed: : 	 food stored in the refrigerator and 

all other food was properly labeled 
1. There were no labels and date iden1ffied on and stored at the appropriate
the following food stored Inside the kitchen 

temperature. Refrigerator and reacMn refrigerator: 
freezers were checked for anv other 

{a}. Food trays containing glasses of thickened 
soy-milk and thickened orange juice. Glasses of 
regular milk, orange, apple and prune juice were 
not labeled. 
The dietary supervisor in an interview was unable 

· to identify !he consistency of the thickened 
soy-rni1k and thtckened orange juice. 

(b). There were no dates on left-over bags of 
tortillas, and glasses of low -fat milk, There was 
no label identifying a food tray containing glasses 
of high protein nourishment. 

· 2. Accumulation of dust particles were 
· embedded in and around the kitchen reach~jn 
refrigerator cooling system fanwguard. 

: 3. There was rust observed on shelves inside 
the large reach~jn refrigerator located near the 
kitchen stove. 
4. The temperature of vanilla ice-cream Inside 
the ice-cream freezer was 10 degrees 
Fahrenheit. The thermometer was left inside a 4­
oz cup ice cream for 30 minutes" 

The facility policy and procedures Dn _ storage 
indicated that all food items that are out of the 

deantiness issues and none were 
found. On 8/6/11 the Dietary 
Supervisor inserviced the dietary 
staff on the proper procedures on 
labeling and storing of food in the 
refrigerator and freezer and to 
ensure the refrigerator and freezer 
are maintained in a dean manner 
and operating properly. 

: • The dietary supervisor will ensure 
through weekly checking of the 
refrigerator and freezer for proper 
labeling and storage of food and the 
cleanliness of storage area. An on~ 
going inservice will be given on a 
quarterly basis to dietary staff to 
ensure compliance. 

• The Registered Dietician and/or the 
administrator will monitor monthly 
through random checking of the 
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I, refrigerator and freezer for 

F 371 Continued From page 32 , F 371 continued compliance. Findings will 
.origjnal container will be properly stored in the _..,...- •--~-discusseddurin~tb~Quarterty_...refrigerators and shall'be cover.,l; 18biileifiiiiO 
dated. Qualitv Assurance and Assessment 

...~~.-. _ ..- -~Frc;zen-forxfShall be stored afD degrees meeting for compliance and-" ­
Fahrenheit. corrective actionj if needed. q/r;,/I!F 441 483.65 INFECTION CONTROL, PREVENT F 441 
SPREAD, liNENS 


F441 

The facl:lJty must establish and maintain an 


SS=D 

It is RGECH's policy to establish and 
Infection Control Program designed to provide a maintaln an InfectJon Control Program safe, sanitary and comfortable environment and 

designed to provide a safe, sanitary to help prevent the development and transmission 
of disease and infection, and comfortable environment and to 

help prevent the development and 
(a) Infection Control Program 

transmission of dIsease and infection. The facility must establish an Infection Control 

Program under which it ­ • On 8/6/11 the medication nurse was 
(1) Investigates, controls, and prevents infections counseled on haoo washing 
in the facUity; 

protocols after pushing a resident's (2) Decides what procedures, such •• Isolation, 

shouki be applied to an indMdual resk.ient and 
 wheelchair, after obtaining blood 
(3) Maintains a record of incidents and corrective pressure and after dropping
actions related to infections. medication bottles on the floor. 

CN.A. 1 was counseled on 8/6/11 to(b) Preventing Spread of Infection 
(1) When thelnfaction Control Program not return linen to the clean linen 
determines that a resident needs isolation to cart after it has been removed from 
prevent the spread of infeCtion, the facility must 

the cart. The: Itnen returned was isolate the resident. 
immediately removed from the clea 

communicable disease or infected skin lesions 
(2) The facility must prohibit employees with a 

linen cart and was inserted into the 
: from direct contact with residents or their food, if dirty linen barrel. direct contact will transmit the disease, 

. (3) The facility must require staff to wash their 
 • An inservice was given to the 
hands after each direct resident contact for Which licensed nursing staff by the D.O.N. 
hand washing is indicated by accepted on 8/10/11 and 8/12/11 in regard. professional practice. , 

, ,, to the proper hand washing ,,, , , 
, , 

.
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F 441 ! Continued From page 33 
 F 441 

. ~. 

- -- ~~-".-

I (c) Linens 
.._-Personnelmust fianole: store, process ana~ 

transport linens so as to prevent the spread of 
jnfection~" ---- --~~" -........_-- ----I ­

, 

,This REQUIREMENT is not met as evidenced 
' by. 
, Based on observation, staff interview and record 
review, the facility faited to ensure the residents' 

, environment was tree from contamination, 

1, During the medication pass, the medication 

nurse failed to wash her hands after pushing a 

resident's wheelchair into the- residenfs room, 

after obtaining the resident's blood pressure, and 

after dropping a bottle of multivitamins on the 

floor. This deficient practice had the potential 10 

result in contamination of the medicatton cart. 


: 2. CNA (certified nursing assistant) 1 removed 
: two clean towels from a resident's bedside and 
placed them back on the clean linen cart, which 

, had the potential to result in contamination. 

Findings: 

1. On 816/11 at 7:55 s.m., during observation of 
, the morning medication pass, IN 1 pushed 

. ~ 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOl.H.O BE 

CROSS-REFERENCED TO THE APPROPRiATE 
DEFICIENCy) 

protocols, specifically after touching 

potentially contaminated surfaces, 
.and.aftet.obtaining blood pressure 
and medi",Uon bottles falling to the 

---floor: 7vl"hlSenllte wasgiV'erfto --_.... 
C~N.A. staff on 8/8/11 regarding the 
proper handling of linen outside of 

the dean linen ",rt and to prohibit 
the retuming of linen back to the 
dean linen cart, 

• During daily rounds, the RN 

Supervisor will ensure the 
medication nurse is in compliance 

with all hand washing protocols. The 

licensed nursing staff will ensure the 
CoN.A. staff is following Infection ,,
control protocols by ensuring any ,,,,
linen taken out of the clean linen 

cart is not being put back to the cart~: 
instead to be put into the dirty linen 
barrel. A quart~rlv inservice will b~ 
given by the Director of Nurs.es and 

the DSD to the licensed nurses and 
the C.N.!\. staff, respectively, 

,regarding infection control ,, 

,'"
: CQMPl..l;;TIO~
""l< , 

, 

.-~ ~ 

,,,,,, 

, Resident 15'$ wheelchair from the hallway toto 
: the resident's room, then retumed to the 
Imedication cart and began preparing the 
residenfs medications without first washing or 
sanitizing her hands. After preparing the 
medications, LN 1 obtained the resident's blood 
pressure reading, then again retumed to the 
medication cart, touching the cart, and bottles 

, 
, 
,, 

protocols. 

• The D.O.N./R.N. Supervisor will 
monitor daily and the pharmacy 

consultant monthly during their visit 
to ensure infection control ,, 
compliance is being met during, 

,, 
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F 441 Continued From page 34 
inside , wlfi10Ut washing her hands. While 

1's meajcatioris,~ [N'~1~' 

I~~~~;~ a boWe of mulrtv~mins on ' ifoaCl(' 
in the medicatidnU~~rt. She continued to prepare 
the resident's medications without washing or 
sanitizing her hands. 

On8f7/11 at 11 a.m., LN 1 statedsheshou!d 
have washed her hands after direct COntact with 
Resident 16, and Immediately after piCking up the 
bottle of multivitamins due to potential for , 

, contamination, ,, 
: 

2. On 816111 at 8:35 a.m. during observation of 
the medication pass for Resident 7, CNA 1 was 
observed removing two clean towels from the 
bedside table of Resident 7'5 roommate, then 

,, 

returning the towels to ihe clean linen cart In the 
hallway, 

During an interview with CNA 1 immediately 
foHowing, she indicated she should not have 
returned the towels to the linen cart due to 
potential for contamination/infection control, 

F456 483.70(0)(2) ESSENTIAL EQUIPMENT, SAFE 
SS=B OPERATING CONDITION 

The facility must maintain all essential 
mechanical, electrical, and patient care 
equipment in safe operating condition. 

This REQUIREMENT is not met as evidenced 
by, 
Based on observation and interview, the facility 

failed to maintain essential mechanicallaundty 
room equipment in a safe operating condition, 

~ Event 10 KYVYll 

(X2) MULTJPLE CONSTRUCTION 

IA eU~OING 
S,WING 

ADDRESS. CITY, STATE, liP COOE 
233t W. VAl.l..EY BLVD. 

ALHAMBRA CA 91803 

(EACH ~" PREFIX 
TAG ~ERENCEDTOTHE 

OEl'IClENCYJ 
, 

medicatton pass, The,, 

OMBNO. 

'" 

po;,
,OE ~rnoH 

"'''' 

F 441 D.O.N./Licensed nursing staff will 
monitor~daily foc infection cont~~ 

""'~.... 

Mmpliance regarding the dean linen: 
_... 

aii,ftfiecleanlinen tal'f:-JlJI fli\dinilsl~~~ _. 

will be discussed during the I 

Quarterly Quality Assurance and 
,,, 

Assessment committee meeting for 
~(r;fllcompliance and corrective actkm, if : 

needed. ,,, 
: 

F 456 
. F456 
It is RGECH's policy to maintain all 

' essential mechanicai~ elec.trical. and 
patient care equipment in safe 

operating condition . 
• On 8/8/11, the maintenance 

supervisor repaired the water leak 

from laundry washer #2. 
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• 	On 8/8/11. the maintenance 
F 456 Continued From page 35 F 456 supervisor inspected all washing 

There was water leaking from the laundry washer 
.machioes..and__nQother_wate(le_ak_ - .. ­011t6111e flOOr. ­

was found. 

-Findings:-----­ .The maintenance-supervisor 

inserviced laundry staff on 8/10/11
On 8/6/11, at 11 AO a.m., during the general 

to promptly report of any repairobservation of the facility's laundry room, in the 

presence of the maintenance supervisor, there 
 issues with the washers to the 
was water leaking from the laundry washer #2 maintenance supervisor. A log was 
onto the floor. 

provided for any repairs to be 

resolved. 

the water leaking from the washer. 

A cloth towel was observed being used to catch 

• 	The administrator will monitor 

through auditing the repair log andDuring an interview on the same date at 11 :41 

a.m., that maintenance supervisor stated he was 
 interviewing the laundry staff 
not aware of the leaky washer. monthly to ensure all repairs are Cf/ sftf 

F 458 483.70(d)(1)(ii) BEDROOMS MEASURE AT F 458 completed timely. All findings will 

SS=B 
 LEAST 80 sa FTIRESIDENT 

be discussed during the Quarterly 

Bedrooms must measure at least 80 square feet Quality Assurance and Assessment 
per resident in multiple resident bedrooms, and at committee meeting for compliance
least 100 square feet in single resident rooms. 

and corrective action, if needed. 

This REQUIREMENT is not met as evidenced F458 

by: 
 It is RGECH's policy to have at least 80
Based on observation, the facility failed to ensure 

square feet per reSident in multiplethat all bedrooms measured at least 80 square 

feet (sq. ft.) per resident in multiple resident 
 resident bedrooms, and at least 100 
bedrooms for 12 of 17 resident rooms. square feet in single resident rooms. 

• The facility submitted a roomFindings: 
variance to the surveyor on 8/7/11 

On 817/11, at 3:25 p.m., during the general for rooms 101, 102, 104, 106, 109,
observation of the physical environment of the 

110,111,112,114,115,116,andfacility in the presence of the maintenance 

supervisor noted that 12 of 17 resident rooms did 
 117. All rooms had ample space for 
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residents to move around freely In 
F458 Continued From page 36 F458 the rooms and for resklent care 


. 
 not_ ~re 80 square feet ~_resident ~~ ~ . equlpmenLAIU:he roorns.had~..
811/11, the administrator SUbmitted a room waNer 

adequate privacy curtain for eachrggY.~t for the 12l1"'idellt roomll",whlch did not 
-~ ~ ... resident aOifdlreCfaccess totM~-~ 

room waiver included the following Information. 
meet the minimum requirement A revieW of the 

corridor, 

• On 8/7/11 the maintenance fRoom No. of Be<lS Square Feet 
supervisor measured the remaining1

101 2 145 rooms and all those were found to
102 3 236 

be in compliance with appropriate104 4 309 
106 4 299 square footage, 
109 4 303 • The facility wtli continue to ensure 
110 2 150 the residents in the variance rooms 111 2 150 

to have ample space to move arou.n112 2 150 
114 2 154 freely and have suffiCient space for 
115 2 150 resident care eqUipment.
116 2 145 

• The administrator/assistant 117 2 145 
administrator wUl monitor monthly 

The minimum square footage for a 2-bed room Is the rooms to ensure residents have 
160 sq. ft, a 3-bed room Is 240 sq. ft., and a 

ample space to be able to move4-bed room is 320 sq. ft 
around freely and for the resident 

The evaluator noted that the residents were able care equipment. All findings will b•• 
,to move freely around in their rooms and there discussed during the Quarterlv were sufficient spaces for resident care • 

Quality Assuranre and Assessment 
curtain for each resident and the rooms had 
equipment The rooms had e<lequate privacy 

meeting for compliance and 

direct access to the corridor. The residents stated 
 corrective action .. if needed • •that they did not have any problems with their , ttJ~hi,rooms. , 

,, ,, ,, ,,, , 
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