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F 000 | INITIAL COMMENTS F 00 Attached is the Plan of Correction for
- the on-site standard survev conducted
The following reflects the findings of tha - Sept 10-17, 2009 by the State
gepartll;r']en? of Public Health during a ; | Licensing & Certification Survey
ecertification survey: Agency for Royal Care Skilled
Representing the Department of Public Health: ' Nursing Center. This Plan of _
t  Correction constitutes my credible
Geraldine Siqueiros, RN, HFEN | llegation of compliance for the
; Popoola Thomas, REHS, HFE 1 deficicncies noted. The facility will
i be in substantial compliance by
October 9, 2009.
Total Population - 75 i
: Total Resident Sample - 15
| Highest S/S = E
T 242 85=D 48315 LF :
F 242 | 483.15(b) SELF-DETERMINATION AND F 242 42 SS=D 483,15 (b) SE |
ss=0 | PARTICIPATION DETERMINATION AND g
- PARTICIPATION =
The resident has the right to chcose activities, ) ‘ !
schedules, and health care consistent with his or The staff nurse that independently /0 ?
' her interests, assessments, and plans of care; enforced the practice of turning off the ;
interact with members of the community both TV at 10pm 1s no longer cmployed |
inside and outside the facility; and make choices with the facility as September 2‘“‘, i
about aspects of his or her life in the facility that 2009. This practice is found to be !
are significant to the resident. isolated to this one staffnurse. This |
practice was not a policy of the ‘
This REQUIREMENT is not met as evidenced facility, as facility practice is to grant -
by residents freedom of choice to include
Based on interviews and record review, the facility watching TV at any time they desire.
failed to ensure that seven of 13 residenis have Facility makes every effort to ensure
the rights to make choices zbout aspects of their roomimate compatibility. In the event

: lite in the facility that are significant to them.

- During the resident council group interview, seven

 alert residents reported that they wouid love to
watch television (T.V.) late at night before going
to bed, but the evening shift staff would not allow

them to stay up that late.
| =1 1
LABORATORY DIRECTOR'S QR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITbB (%5) IATE
; !
/%ﬁ Jlemed 5((,’6'[&6(/6!, W Dv /0 5?/57

< F
Any deficiéﬂc:y s teme#endin?‘ﬁth an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is detz,[rmineé that

television watching becomes a
concern for any residents that are
cohabitating, appropriate action is
taken immediatelv. The facility offers
a varietyv of solutions to address

other safequards provide sufficight protection to the patients. {See instructions ) Except for nursing homes, the findings stated above are disclosable 90 days
fallowing the date of survey whéther or not a plan of correction is previded. For nursing homes, the above findings and pians of comection are disclosable 14
days fcllowing the date these documents are made available to the facility. f deficiercies are cited, an approved plan of correction is reguisite to continued
program participation.
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F 242 C.on‘%énued From page 1 F2420  resident incompatibility in reference :
Findings: i to TV preferences. }
|
- |
On_Septembeer, 2009 at 1_0.55 a.m., during the In-service with staffto review ;
resident council group meeting, seven of 13 alert dent’s fread £ choice. TV
: residents reported and voiced cancerns that the ‘ reswdent's troedom of choice,
“evening shift staff members told them they had to - access and importance of not :
90 to bed and the residents would not be allowed enforcing limitations without |
to watch T.V. after 10:00 p.m. management authorization, ‘
Ali of the seven alert residents stated they would During regular and routine department :
love to watch the T.V. iate at night befare going to ! manager rounds, freedom to watch TV |
bed. at the resident’s choosing will be |
. monitored via interview questions and |
One of the residents stated that she should not be L - . .
' deprived of watching T.V. if she was not wiling to any identified issues will be reported
. _ o the management team during the
go to be at 10:00 p.m. . .
mornmg Stand Up Meeting for
In 2n interview on September 18, 2009, at 3:15 corrective action.
: p.m., one of the assigned evening shift nursing
staff member stated that the evening shift charga Residents will be interviewed and '
nurse usually announced that ail T.Vs. were to be ! feedback solicited regarding TV
turned off at 10:00 p.m. access during each Resident Council
Durl , - ) meeting. Tdentified concerns or
uring an interview on sarme date at 3:25 pm., continued practice of limiting TV
the director of nursing stated that the facility b d1oth
would provided ear phone device for residents acecss will be reported o the
that would like to watch ate at night, so as to Administrator for corrective action.
prevent the T.V. noise from waking other :
i- residents up from their sieep.
F 279 483.20(d), 483.20(k)(1) COMPREHENSIVE F279! F279 SS=E 483.20 (d), 483.20
ss=E | CARE PLANS (k){(1) COMPREHENSIVE CARE '
PLANS
A facility must use the results of the assessment ;
to develﬁp, rgwevi.r amdf revise the resident's Care plans completed immediately on .
; Comprenensive pian of care. all identified residents. '
The facility must develop a comprehensive care S -
plan for each resident that includes measurable Medical Records to conduct daily
! objectives and timetables to meet a resident's audit of residents with changes of i
: | ‘
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F 279 Continued From page 2

medical, nursing, and mental and psychosocial
- needs that are identified in the comprehensive
assessment.

The care plan must describe the services that are
1o be furnished to attain or maintain the resident's
highest practicable physical, mental, and

: psychosocial well-being as regquired under

- 8483.25; and any services that would ctherwisa
be required under §483.25 but are not provided
due to the residents exercise of rights under
§483.10, including the right to refuse treatment
under §483.10(b){4).

This REGUIREMENT is not mat as evidenced
by:

Based on observation, intarview and record
review, the fzcility staff failed to develop and
ravise comprehensive plan of care for 3 of 15
sample residents (Residents 1, 6 & 8).

- Resident 1, who was totally dependent with

| loileting needs and developed a skin tear on the
left thigh from scratehing the skin becausz of a
wet diaper did not have a plan cof care to achieve
goais and interventions to promote toileting skills
and prevent skin breakdown.

- Resident 6, who was recently diagnosed with
failure to thrive {a condition that describes z state
- of decline in physical and cognitive function) had
| a significant weight loss, but there was no plan of
care developed to prevent further weight loss.

- - Resident 8, who had a history of urinary tract
infection, d|d nect have a plan of care developed to

prevent further infestion. :
|

F279°  condition to identify residents in need
of care planning and forward copy to
Director of Nursing or designee for
immediate correction.

Licensed nurses were in-serviced on
care plan procedurcs by Director of
Nursing.

During IDT walking rounds,
resident’s care plans will be reviewed
and identified and addressed as
appropnate.

Resident #1 was assessed by the IDT
for bowel & bladder retraining and
appropriate care plan was
mmplemented.

During IDT walking rounds, bowel &
bladder status will be reviewed to
ensure residents are at their highest
functional status.

RN Supervisors in-serviced on
completion of bowel & bladder
asscssment and review of possible
training as appropriate to be
forwarded to IDT as needed.

Medical Records to conduct
admission audit for completion of
assessment and forward copy to
designated department and Director of
Nursing for completion of appropriate
care plans.

91507

BEY

ot
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F 279 Continued From page 3
Findings:

1. 0n 8/17/09, at 7:32 a.m., an interview was
conducted with Resident 1. Resident 1 was alert,
oriented and able to make needs known.
Resident 1 stated she used a diaper because she
i'was unable to go to the bathroom on her own,

. The resident stated she had urgency en urination
and did not think she would make it an time to go
the bathroom. Tha resident also stated the diaper
material made her skin itch, especially after it
gets wet with urine and scratched in and around

+ her thigh arca. The resident stated she scratched
her skin so much that she tere her skin.

A review of the resident's clinical record indicated
the resident was re-admitted to the facifity on

| 8/17/09 with diagnoses that included urinary tract
infection, constipation, depression and anxety. A
review of the resident's Minimum Data Set (MDS)
dated 8/27/09 on admission indicated the resident
was independent with cognitive skiils for daily
decision-making and was able to communicate
clearly, had the ability to understand verbal
Information. The resident was assessed as i
incontinent of bowsl and bladder and she was '
totally dependent with toilet use with the
assistance of two persaons.

A review of the resident's Multi-Disciplinary RAP
Narrative dated 8/27/09 for Urinary Incontinence
{ indicated the resident was incontinent with bowe]
and bladder and was at high risk for skin
breakdown. The decision was to proceed with a
Care Plan for the resident's urinary incontinence
prablem.

A review of the resident's elinical record with the
: Director of Nursing (DON) conducted on 9/17/09,

F279"  Director of Nursing or designee to

review admission chart for completion
of appropriate assessments.

Overall results of admission audits i
will be trended and significant ;
findings to be reviewed by QA
Committce as necded for appropriate
action.
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at 9:30 a.m., revegled there was no Care Pian to
address the resident's urinary incontinence
problem. The DON stated a care plan should
have been done. In addition, a Bowel and Bladder
Assessment and training was not completed. This
tassessment and training would indicate the
resident's bowel and bladder pattern and to
assess and identify the resident's abilities for
utifizing other alternate methods of using the
bathrcom,

- A review of the resident's Change of Condition
Report dated 9/1/0S indicated the resident had a

- left and right groin skin exceriation and a rash in
the vulva (vaginal) and perineal area, which was
addressed in the care plan.

According to the facility's policy and procedure for

Incontinence Care indicates Care Plan
' Documentation Guidelines, list measurable goal
" {s) to be accomplished and target date of when
the goal (s) is expected to be accomplished.
Interventions include listing the responsible
discipline involved in the approach, instructions
given to the resident, monitor and observe for
incantinance for changes in patterns and urinary
tract infection, preventive skin care and toilating
per the resident's customary routine.

2. A review of Resident 8's clinical record
indicated the resident was re-admitted o the
facility on 8/17/09 with diagnoses that included
failure to thrive, degenerative joint disease, and
left hip pressure ulcer. A review of the resident's
annual MDS assessment dated 1/16/09 indicated .
the resident was assessed with moderately ‘
impairad cognitive skills for dzily decision-making,
was totally dependent with eating and activities of
 dally living which included dressing, personal

F 279

|
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hygiene and toilet use (going o the bathroom).

On 8/14/08, at 7:20 a.m., Resident 8 was
observed in bed with 2 breakfast tray of puree
food. The resident was observed dozing off and
not eating before the nurse walked in to cue and
assist the resident to eat.

A review of the resident's Weight Management

Risk Note dated ©/8/08 indicated the resident had

a progressive weight loss from 8/09 with the

resident weighing at 78 pounds, to 909 with the

resident weighing at 70 pounds that was

equivalent to 10.2% weight loss. The Note also

i indicated the weight loss was anticipated due to

" the resident's medical candition that included end
state senile dementia, severe deprassion and an
overall declining in medical condition, failure to

- thrive and poor cral intake.

A review of the resident's Monthly, Weekly and
Yearly Weight Record indicated the resident

weighed as follows: On 8/18/09- 78 pounds, :
8/24/09 - 74 pounds, 8/31/09 - 70 pounds, S/3/09
- 70 pounds and on 9/10/08 - 68 pounds.

. A review of the resident's Dietary Assessment

« datad 8/17/09 indicated the resident was severely

: underweight and recommended for the resident

. to have daily mulfivitamin with minerals, a daily

- dose of vitamin G 500 milligrams and to add cup
of ice cream with lunch and dinner meals. The
resident was already prescribed with an appetite

: stimulant, Megace, which were provided for the

resident.

At 8 am, a review of the resident's clinical record
was conducted with the Registered Nurse

Supervisor and DON revealed there was no care
|
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Continued From page 6

: plan to address the resident's weight loss and
- bath stated a care plan should have been written

for the resident's weight ioss problem.

3. Resident 8 was admitted to the facility on

! 8/21/09 with diagnoses that included status post
: left hip surgical replacement, diabetes and high

biocd pressure. A review of the resident's MDS
assessment dated 8/28/09 indicated the resident
was independent with cognitive skills for daily
decision making and toilet use, but was totally
dependent with bed mobility, transferring from
bed to chair and extensive assistance with
personal hygiena.

A review of the resident's Laboratory Urinalysis
Report dated 8/24/09 indicated the resident had
bacteria and increase in white blood czll count in
the urine, which is indicative of @ urinary tract
infection (UTI). The physician was notified with

; orders for Macrohid 100 milligrams to be given
i wice a day for UTI.

A raview of the resident's ciinical record indicated g

no evidence that a care plan had been written for
the resident's UTI that would set goals to meet
the objectives to treatment and provide
interventions for all staff to prevent further UTI
episcdes.

A review of the faciity's policy and procedure for
Care Plan indicates it is the facllity's policy to
develop an episodic/short term care plan for
acute temporary changes and/or condition.
483.25(a)(3) ACTIVITIES OF DAILY LIVING

A resident who is unable to carmy out activities of
daily living receives the necessary services to

: maintain good nutrilion, grooming, and personal

F 27¢

F 312

F 312 S§=D 48325 (a)3)
ACTIVITIES OF DAILY LIVING

Nursing staff in-services by Director
of Staff Development on ADL care Ci'/dﬂ 0?
|
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' and oral hygiene.

This REQUIREMENT is not met as evidenced
by

Based on observation, interview and record
review, the facility failed to carry out activities of
daily services to maintain good persenal hygiene
for one of 15 sample residents (Resident 1).

use, stated staff would take 1-2 hours to change
her diaper after she asked to be changec, which
made her feel uncomfortable.

Findings:

On 9717/08, at 7:32 a.m., an interview was
conducted with Resident 1. Resident 1 was alert,

{ oriented and able to make her needs known.
Resident 1 stated shie used a diaper because she
was unable to go to the bathroom on her own.
The resident stated she had urgency on urination
and did not think she would make it on time to go
the bathroom. The resident stated she wet her
diaper often (less than 2 hours at 2 time) and
when she called for the nurse to be changed, they
would fell her they would get back to her bacause
they were busy with another resident. The
resident stated staff would not come to change
her for another 1-2 hours and this made her feel
very uncomfortable because she was wet. She
said this incident occurred mostly in the day shift.

The resident also stated the diaper material made
her skin itch, especially after it gets wet with urine
and scratched in and around her thigh area, The
resident sfated she scraiched her skin so much
that she fore her skin.

Resident 1, who was totally dependent with toilet

i

F 312]

with timely management of
incontinent residents.

Incontinent residents were reviewed
by IDT for frequency of incontinence | c/‘ A2 2 ¢
and timely management of L
incontinence by staff and noted

concems were addressed accordingty.

Licensed nurses will check for
incontinence care during daily routinc
nursing rounds and medication pass.

RN Supervisor to observe compliance
of ADL care during routing shift
rounds and corrective action to be
done tmmediately as needed.

Director of Staft Development to
conduct routine spot check on staff
and monitor overall compliance
during daily rounds.

Department managers will monitor
ADL carc via observation and
interviews during routine rounds.

Noted issues will be addressed
immediately and corrective action will
be taken. Any performance issues
will be addressed immediately by the
charge nurse and Director of Staff
Development.
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I A review of the resident's clinical record indicated

| the resident was re-admitted to the facility on
. 8/17/09 with diagnoses that included urinary tract
- infection, constipation, depression and anxiety. A
 review of the resident's Minimum Data Set (MDS)
| dated 8/27/09 on admission indicated the resident
was independent with cognitive skills for daily
decision-making and was able to communicate
clearly, had the ability to understand verbal
: Information. The resident was assessed as totally
- dependent with tcilet use and required the
| assistance of wo persons.

Cn 9/17/08, at 8:10 a.m., an interview was
conducted with the Certified Nursing Assistant
{CNA) who was permanently assignad to

| Resident 1 on the day shift. The CNA stated she
was aware of some residents who needed their
diaper changed often, and would change them
every two hours, however, none of the resident's
that the CNA mentioned was Resident 1.

At 9:30 a.m., an interview was conducted with the
DON, who stated that CNAs are supposed to
check and change resident's diapers at least
every two hours; however, if residents request to
te changed, staff should not wait to change the
resident and should be handled at that tims.

A review of the facility's policy and procadure for
Continence Maintenance Program indicates it is
the facility's policy to identify residents with
incontinence, assess centributing factors, and
provide the appropriate treatment and services to

! achieve or maintain the highest functional status

i of continence deamad possible.

| 483.35(1) SANITARY CONDITIONS

F 2312,

F 271 CONDITIONS

F 371 §8=C 48335 (i) SANITARY
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F 371 Continued From page 9 F 371, Dietary Manager in-serviced kitchen
 The facility must - ! staff immediately on importance of /ﬂ ﬂC’
i (1) Procure feod from sources approved or i proper labeling and dating of items 7/
considered satisfactory by Federal, State or local stored in the refrigerator
authorities; and ' |
{2} Store, prepare, distribute and serve food ; L |
' under sanitary conditions Staff will routinely and regular.l} label
and date all stored refrigerator items.
Cooks and Dietary Manager will
MONItOr to ensure proper
labeling/dating is in place. ‘
}
' This REQUIREMENT is not met as evidenced | Administrator to randomly spot check |
: g&’i . o fon. inten g ; i refrigerator items to ensure proper :
ased on observation, interview and recor | labeling/dating. Appropriate
review, the facility failed tc ensure that foods were COrTe ctig:,’fe a cti%:'n “gﬁ bg caken as
stored distributed and served under sanitary oded 7
conditions. There were no labels identifying food heeded.
that were stored inside the kitchen refrigerator. } ) . . .
There were dried food residue inside the kitchen Kitchen staff in-serviced regarding | )
can opener. j cleaning of can opener. Can opener y 4, o 0?
: - will be cleaned after cach use, !
Findings: !
Dietary manager to routinely check |
OP September 10, 2009, at_BUO p.m., during the I can opcncr for clcanlincss a_nd takc i
initial tours of the fa_cnlity s Kitchen, the surveyor appropriate corrective action as
observed the following: :
i needed.
i Inside the facility's walk-in refrigerator, there were ' . . . |
. missing labels on the following food items: Alr vent was cleaned immediately /o oA .0?'
upon 1dentification during surveyor
(a) Two food tray containing glasses of liquid rounds. Air vents will be cleaned :
: dairy food drinks and glasses of various types of regularly by dictary department
: juice were stered on the refrigerator shelf without personnel. Dictary manager and
labeis identifying the names of the drinks. . Administrator to spot check for ¢lean
In an interview on the same date, the at 3:10 vents on a routine basis. Appropriate
p.m., the assigned dietary staff member identifiad corrective action will be taken as
the contents in the food tray as giasses of soy needed
milk, skim milk, lowfat milk, crange juice, ed.
cranberry juice, appie juice and grape juice.
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F 371

F 371 | Continued From page 10

: {b) There were no labels and dates on glasses of
| thickaned flid products that were stored inside

i the refrigerator. The dietary supervisor identified

- the products as fluid of thickened consistency of
- the milk and juice as "Nectar”

{c) There was missing labels and/or dates on
cheese sandwiches, beef parties, a 64 oz, carton
of fat free milk, food trays containing bowls of

' chocolate cakes and puree bread.

- 2. There was dried food residues observed inside
and around the large kitchen can opener.

3. Accumulation of soot and dust were observed
: in ceiling vent located abave the kitchen
- dish-washing rack.

4. During the food preparation and tray-line
abservation on September 17, 2009 at 5:55 a.m.,
the temperature of milk was observed at 45
degraes Fahrenheit and orange juice at 58
degrees Fahrenheit. The surveyor apprised the
assigned dietary staff to ensure that temperature
of perishable cold food and drinks are maintained
at 47 degrees Fahrenheit or below. The food

. tems were brought to 41 degrees Fahrenheit
 after the evaluator intervened.

The review of the facility's policy and procedures
on refrigarator temperature where perishable

foods such as as dairy, meat and szafood are
: stored revealed that cold food temperature must
be 41 degrees Fahrenheit or below.

The review of the facility's policy and procedures .
refrigerator food stcrage revealed that food stored |
in the refrigerator must be labeled and dated.

Dietary staff in-serviced regarding
keecping cold beverages within correct
temperature range of below 41
degress. Staff will place beverages in
ice!%: hours prior to and during tray
line. Beverages will be kept in ice
until tray line is complcted and placed
on cart one at a time to assure
temperature 1s maintained below 41
degrees.

Dietary Manager to randomly and
routinely monitor food temperatures
and take appropriate and immediate
corrective action as needed.
Temperature log to be kept and
reviewed by Dietary Manager and
Administrator on a routing basis.
Ongoing concerns will be brought to
the attention of the Administrator for
action.

i

917,08

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID:WZBR11

Facility ID: CAS400000896

If sentinuaticn sheet Page 11 of 12






