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An unannounced Medicare/Medicaid survey was
conducted 89716 through 8711718 Compiainis
ware inveshgated s::%azmg the survey. Correchons
are required for complance with 47 CFR Part 483

Faderal Long Term Care requirements  The Life
Safety Code surveyireport will foliow

The census n this 312 certified bed faciity was

298 at the ume of the survey. The survey

conssted of 27 current Resident reviews

[Resident #1 through #27) and 3 closed reviews
{(Resdent #28 through #30)
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The facility must not employ ndeiduals who have
peen found guilty of abusing. neglecting or
{?%ﬁ%i*%%iﬁg residents by a court of Iaw or have
s;ﬁ & finding enterad iInfo the State nurse aude
egisiiy concerming abuse. %’?@Q?ﬁ‘mx mistreaimant

of residents or misappropraton of theyw property
and report any knowledge it has of actions by a
court of law gg&mg* an employes which woul s:i
mdcate unfiiness for service a8 2 nurse aide or

other faciity siaff %:3 the State nurse aide registry
or kcansing authonties.

“’%@ faciity must ensure that all afleged violations
nvolving mistrealment, neglact or abuse,
zf:géa;gfmg sHunes of unknown source and
msappropnatan of resident property are reported
immediately 1o the administrator of the faciity and
to other offitials i accordance with State law
through estathsned procedures Gncluding to the
State survey and certfication agency)
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The facility must have evidence that all afleged
vislations are thoroughly mvestigated, and must
pravent further potential abuse while the
mveshigation is in progress.

The results of afl nvestgations must be reported
to the administrator or his designated
representative and to other officials in accordance
with State law (ncluding to the State survey and
certification agency) within 5 working days of the
ncident, and if the alleged violation s verfied
appropriate corrective action must be taken

Tris REQUIREMENT 135 not met as evidenced
by

Based on stafl interview, facility document
review, climical record review | and In the course
of a compiaint investigation, the faciity staff failed
w ensure 1 of 30 residents was free from
abuse(Resident #1)

Tre findings include

The facility staff failed to ensure Resident #1 was
free from abuse

Resdent #1 was admitted to the facuity on
12/8/12 with diagnoses of neurogenic biadder.
dementia. hypertenson, fractured fermur, anxiety,
congestive heart faillure, gastro-esophageat reflux
disease, and osteoporosis

The current quarterly MDS with a reference date
of 5/29/16 was reviewed The resident was
assessed with a cogritive score of "0" of ' 15
The resident was assessed requinng total
assiztance of 2 persons for toeting, dressing,
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Past noncomphance  no plan of

COrrechon required
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F 225 Continued From page 2
bed mobility. transfers, bathing, and hygiens
The resident was coded to resist care

The comprehensive care plan was reviewed The
care plan included a problem Iisted the resident
was atert but delusional and had episodes of
being combative and resistive to care. The
nterventions included to attempt redirection
techrigues when resident became confused and
provide support and reassurance when
expressing negative deations,

The director of nursing (DON) was interviewed on
8/10/16 at 1.45 p m._ about the incident  The
DON stated a family member had provided her
with & video taken in the resident's room from 3
“nanmie cam’ set up by the family member The
DON stated she viewed the video and
immediately terminated the certified nursing
assistant (CNAR1 involved The police were
notified. APS notifred, DHP notified, and the
Otice of Licensure and Certification notified

The video was viewed by two members of the
survey team The surveyors observed CNA#?
enter Resident #1's room on 3/15/16 CNA#1
approached the bed and did not speak to the
resident CNA#RT pulied the covers off the resident
and roughly pulled off the biue booties the
resident had on her feet. She then pulled the
resdent's gown off and roughly pulled it off her
arms and rubbed it in the resident's face The
resident was holding up in hands in a defensive
manner. CNA#T then slepped out of view and
water could be heard runmng The resident was
left uncovered at this time. CNA#T returned with a
pan of water for bathing. She grabbed the
resident’s arm and jerked her up and roughly
turned her to her side and pushed on her, then
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F 225 Continued From page 3
grabbed her arm and pulled her up and than
grabbed her hair and fted the resident off the
bed The CNA spoke to the resident and could be
heard saying " hope you do spit on me " CNA#Y
hen glanced 1o the door and could be seen
spitting in the resident’s face which she roughly
wiped off. At this point a voice could be heard and
a family member entered the room. CNA#T then
handled and spoke to the resident in gentle
manner 3s she spoke with the family member.

Trne DON provided the faciiity investigation inte
the incident

Tne DON provided the facility plan of correction
as follows

The CNA was terminated and Resident #1 was
exarmingd and no nunes noted

All reswdents cared for by CNA#1 were assessed
and interviewed if possible and none had any
complaints

All staff were inserviced on "Canng for Residents
with Dementia. Resident Rights, and Treating
Residents with Respect and Dignity”

Resdent #1 will have 2 CNAs whenever she
requires care and house RN supervisors will
moniter care more closely for all residents The
nannie cam will remam in place without audic and
only painted towards Resident 21,

The completion date was noted to be 331/18

Tre DON and guality assurance director were
informed on 8/10/16 at 400 pm. that this
complaint would be substantiated as a past non
comphance ssye

F 278 483.20(g) - (1) ASBESSMENT

$8=0 ACCURACY/COORDINATION/CERTIFIED

k225

F 278
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F 278 Continued From page 4 F278 F278
The assessment must accurately reflect the
e g . . . .
sident's status Resident #1°s MDS was modified to
A registered nurse must conduct or coordinate show that no Foley catheter is present.  8/11/16
each assessment with the appropriate
partcipaton of health professionais The MDS of all residents with Foley
‘ catheters that have received an order
: él.:egs?med{ nurse must sign and certify that the for removal will be audited to show
mentis completed. that no Foley catheter is present when
Each individual who completes a portion of the t}.le g?date of the MDS is rdug or if a
assessment must sign and certify the accuracy of significant change occurs. This will be
that portion of the assessment completed by the MDS Assessment
Coordinator. 9/16/16
Under Medicare and Medicaid, an individual who
wilifully and knowingly certifies a material ang Results of the audit will be reviewed
faése statemept i a resent assessment is by the Quality Assurance Coordinator
subject to a civil maney penalty of not more than Y . ¥ Assd - X
$1,000 for each assessment: or an individual who and D_II‘GCtOI‘. of Nursing with ,
wittfully and knowingly causes another individual appropriate action taken. 9/16/16
to certify a material and false statement in a
resident afssessment is subject t0 a civil money The Director of Nursing will ensure
penaity of not more than $5,000 for each ;
assessment compliance. o161
/106/10
Chmcal disagreement does not consbtute a Quarterly, 10% of all residents W}?O i
materal and talse statement have had Foley catheters removed will
have their MDS audited to ensure that
the Foley catheter is not marked on the
ghis REQUIREMENT 1s not met as evidenced MDS th}zlit was completed after Foley
¥ o 5
Based on staff interview and chinical record removal. This will be Coglpleted by v
review, the facility staff falled to ensure a the MDS Assessment Coordinator. 9/23/16
complete and accurate Mimimum Data Set (MOS)
for 1 of 30 residents (Resident #1) Audit results will be reviewed by the
The findings nclude Quality Assurance Coordinator and the
Director of Nursing with appropriate
The facility staff failed to ensure the MDS was action taken. 9/23/16
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F 278 Continued From page 5 Fz27g The QA Coordinator will ensure 57
accurate for Resident #1. compliance. 9123716
Resident #1 was admitted to the facility on (See Attached Form)
12/5/12 with diagnoses of neurogenic bladder,
daementia, hypertension, fractured femur, anxiety : ; g

: : changes will ensure
congestive heart fanure, gastro-esophageat refiux Thege stwmlc I ée with  the
tisease, and osteoporosis. contmqe complianc 023/ 1¢
regulation. 12010

The current quarterly MDS with a reference date
of 5/29/16 was reviewed. The resident was
assessed with a cognitive score of "0" of “15"
The resident was assessed requiring total
assistance of 2 persons for toileting, dressing,
bed mobity. transfers, bathing, and hygiene.
The resident was coded to have a Foley catheter
The chnical record was reviewed The record
contamed a physician order to remove the Foley
catheter on 3/24/16.
A staff nurse (LPN#2) was interviewed on
8/10/16 at 300 pm LPN#2 stated the resident
did ot have a catheter and was doing well at this
time without the catheter and voiding adeguate
amounts.
The director of nursing and Quality assurance
nurse were informed of the finding during a
meeting with the survey team on 8/10/16 at 4 00
om. F280

F 280 4B320(d)(3) 483 10tk}(2) RIGHT TO F 280

$8=0 PARTICIPATE PLANNING CARE-REVISE CP Resident #1°s care plan was revised to

V ) ; catheter was
The resident has the right. uniess adjudged show  that no. Fql Y tinently with
incompetent or otherwise found to be present.  Voiding incontinently
ncapacitated under the laws of the State, to appropriate care plan interventions, 116
S/ /10

partcipate in planning care and treatment or
changes m care and treatment.

was added.
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ROMAN EAGLE REHABILITATION AND HEALTH CARE CENTER, INC.

FOLEY CATHETER MDS AUDIT
LIST OF RESIDENTS REMOVAL MDS AFTER REMOVAL OF IF YES, ACTION
WITH FOLEY DATE FOLEY MARKED TAKEN
CATHETERS

1 YES [l NO
O YES [J NO
[ YES [J NO
[ YES 0 NO
1 YES L] NO
L1 YES [J NO
1 YES O NO
L1 YES 1 NO
[T YES [J NO
L1 YES [J NO
L1 YES [J NO
L] YES OO NO
I YES L1 NO
I YES J NO
L1 YES Ll NO
L1 YES 1 NO
O YES 1 NO
L1 YES O NO
L] YES LI NO
L1 YES [J NO
1 YES LJ NO
1 YES

LI YES

COMPLETED BY: REVIEWED BY:

FORM: FOLEY CATHETER MDS AUDIT
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F 280 Conunued From page 8 F 280 A one-time 100% audit of care plans
of all residents whose Foley catheter
A comprehensive care plan must be developed has been removed will be conducted
gtk 7 W ¥t o o of 1 N i
within 7 days after the completion of the by the MDS Assessment Coordinator

comprehensve assessmant, praparad by an
s%iafa soplinary team, that includes the altending
TysiIcan, a registered nurse with responsibidity

to ensure that measures related to the
Foley catheter have been discontinued,

%.y

for the resident, and other appropriate staff in and measures related to current

discplines as determined by the resident’s needs bladder status are present. 9/16/16

and. 1o the exlent practicable. the participation of

the resdent, the resident’s family of the resident’s Results of this audit will be reviewed

legal representative: and perio ﬁg ally reviewed by the QA Coordinator and DON with

andd revised by o team of qualified persons after ) . o

each assessment appropriate action taken. 9/16/16
The DON will ensure compliance. 9/16/16

- ) Quarterly, an audit of 10% of all
This REQUIREMENT s not met as evidenced residents whose Foley has been

by. removed during the quarter will be

Hased on staff inlerview and chrucal record -

review, the faclity staff falled to review and revise conducted to ensure that Foley catheter
the comprahensive care plan for 1 of 30 residents measures are not present on the care
(Resident #1) plan and measures related to current

bladder status are present. 9/23/16

The findings mchude
The QA Coordinator and DON will

The faclity sta¥ faded to review and revise the . . . .
review the results of the audit with

cormprehenave care plan for Resident #1490

reflect the resident no longer had a Foley catheter appropriate action taken. 9/23/16
i UsE.

The QA Coordinator will ensure
Reswent #1 was admutiad to the facility on compliance. 9/23/16
1275712 with diagnoses of neurogenic bladder, (See Attached Form)

dementa, hypertension fractured femur. anxietly,
congestive heart fallure. gastro-esophageal mmw

disease. and 0steoporosis These systemic changes will ensure

continued compliance  with  the
The current quarnerly MDS with a referencs date regulation. 9/23/16
of 5729716 was reviewed The resident was

-G8 Pravous Yarsons (Onsolste Ewars {03 0371 Fantity U VALZDS




ROMAN EAGLE REHABILITATION AND HEALTH CARE CENTER, INC.

FOLEY CATHETER CARE PLAN AUDIT

LIST OF RESIDENTS WITH | MEASURES ON CARE PLAN IF YES, ACTION TAKEN
FOLEY CATHETERS RELATED TO FOLEY
REMOVED CATHETER
O YES [ NO
O YES O NO
O YES O NO
O YES 0 NO
O YES O NO
1 YES 00 NO
O YES 00 NO
O YES [0 NO
O YES O NO
O YES 0 NO
O YES [0 NO
7 YES 0 NO
O YES [0 NO
O YES O NO
O YES [0 NO
O YES O NO
O YES [0 NO
7 YES 0 NO
O YES O NO
) YES O NO
O YES O NO
O YES O NO
O YES 0 NO .
COMPLETED BY: REVIEWED BY: ()il

FORM: FOLEY CATHETER CARE PLAN AUDIT
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F 280 Continued From page 7

assessed with a cognitive score of "0" of "15"
The resident was assessed requiring total
assistance of 2 persons for toileting, dressing,
bed mobiity transfers. bathing, and hygiene.
The resident was coded to have a Foley catheter

F 280

The clinical record was reviewed The record
contained a physician order to remove the Foley
catheter on 3/24/16

The comprenensive care plan was reviewed. The
care plan contained a problem listed the resident
had bowel incontinence and a £ oley catheter due
1o urinary retention from neurogenic bladder The
nterventions included catheter care every shift,
monitor catheter tubing for kinks or twists. change
Foley catheter q 30 days and prn. irigate Foley
catheter with 30-40 mi NS prn, and flush with 30
mi BID to mamntain patency.

A staff nurse (LPN#2) was interviewed on
B/10/16 a1 3.00 p.m LPN#2 stated the resident
did not have a catheter and was doing wel at this
time without the catheter and vording adequate
amounts.

The director of nursing and Quality assurance
nurse were informed of the finding that the care
plan had not been revised during a meeting with
the survey team on 8/10/16 at 400 p.m
483.20(m} 483 20(e) PASRR REQUIREMENTS
FOR Mt & MR

F 285

A facibly must coordinate assessments with the
pre-admission screeming and resident review
program under Medicaid in part 483, subpart C to
the maximum extent practicable to avod
duplicative testing and effort.

F285

A PASRR Level 2 screening has been
requested and the screening team will
come to Roman Eagle and complete
the Level 2 on Resident #22.

9/23/16,

FORK CMS-2567(02-9) Previous versions Obsoiate Evers (0 HO3ZN
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F 285 Continued From page 8 F 285 A one-time 100% audit of residents
who have a diagnosis of mentally
A nursing facility must not admut, on or after challenged (intellectually  disabled)
January 1. 1888, any new residenis with will be conducted by the Social
{1} Menotal iness as defined n paragraph (mi(2) Services Dircctor t : the correct
of thus section, unless the State mental health ervices Lirector 1o ensure the )
authonty has deterrmined, based on an PASRRs are present on the electronic ,
independent physical and mental evaluation medical record. 9/16/16
performed by & person of entity other than the
State mental health authonty . prior to admission Results of this audit will be reviewed
{A] That, because of the physical and mental by the QA Coordinator and Assistant
condition of the ndividual, the individual requires Administrator with appropriate action
the level of services provided by a nursing facility, tak 9/16/16
and aken. 710710
{8 if the indwvidual requires such leve! of ] )
services, whather the imdiidual requires Prior to admission of a resident with
specalzed services for mental relardation the diagnosis of mentally challenged
(it} Mental retardation, as defined m paragragh (intellectually disabled), the
{m3230) of this section, unless the State mental Admission Coordinator will ensure
retardation or developmental disability authont .
has determined ﬁfé’i}%’iﬁ adrmMission-- Y Y that thg facﬂlty has: the corr;:ct PASRR
(A} That, because of the physical and mental screening. This will be verified by the ’
condition of the individual, the individual requires Assistant Administrator. 8/15/16
the level of services prov) ded by a nursing facifity,
and The Assistant Administrator  will
(B} if the ndwidual reguires such level of ensure compliance.
servines, whether the ndivedual requires 9/16/16

spacialized services fur mental retardation

For purposes of this sachon:
1 An nidividual s considered o have “mental
iiness” if the ndwidual has a serous mental
dinesy defined 3t 8482 102{b0 1y
{u} Arvindividual 1s considered o be "mentally
retarded” f the ndividual 1s mentally retarded a5
defined in 8483 102{(bY 3} oris a person with 2
refated condition as described in 42 CFR 1008
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SUMMARY STATEMENT OF DEFICIENCES
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F 285 Continued From page 9

Trus REQUIREMENT is not met gs evidenced
Based on stalf interview and climcal record
revigw the facility staff fated 1o ensure 2 compies
and accurate PASRR (preadmission soresrng
and Resident review’ for 1 of 30 Resdents
{(Resident # 22

The findings moluded:

For Resident # 22 the facility staff failed to ensure
an accurgte PASSR.

Resdent #22 was admitted fo the faciity on
07729716, Diagnoses ncluded bul not limited 1o
mtelectusl disabiliies, depression
gastroesphageal reflux disorder, hypothyroidism
and schizophrenia

The most recent MOS (minimum data set) with

an ARD (assessment reference date) of 08/05/16
coded the Resident as 18 out of 15 in section
cognitive palterns, Section A, subsecton A1810
of the MUOS, level | PASRR Conditions, coded the
Resident as "Intellectual Disability”

Resdent #22's clinical record was reviewed on
OBMIIE It contamed a level 1 PASRR dated
O8/12/06. Section A3 "Does the individual have 3
diagnoss of mental retardation (MR which was
mariested before age 18" was checkad as "no”

The surveyor spoke with the DON (diector of
nursing on 08/11/18 at approximately 1030
regarding Reswlent #22's PASRR DON stated
thal since Resident was only “mild 1D” she did not
need the level I PASRR

The concern of the Incorrect PASRRE was

Quarterly, 10% of all residents with
the diagnosis of mentally challenged
(intellectually  disabled), electronic
medical record will be audited by the
Social Services Director to ensure that
the appropriate PASSR screening is
present. The Quality Assurance
Coordinator and Assistant
Administrator will review the results
of the audit with appropriate action
taken.

The QA Coordinator will ensure

compliance.
(See Attached Form)

These systemic changes will ensure
continued compliance with  the
regulation.

9/23/16

9/23/16
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ROMAN EAGLE REHABILITATION AND HEALTH CARE CENTER, INC.

PASSR SCREENING AUDIT

RESIDENT WITH DIAGNOSIS PASSR SCREENING IF NO, ACTION TAKEN
OF MENTALLY CHALLENGED CORRECT
(INTELLECTUALLY DISABLED)

[l YES 0 NO

O YES 1 NO

O YES 1 NO

[ YES 1 NO

1 YES ] NO

I YES 0 NO

LI YES 0 NO

0 YES 0 NO

L1 YES [J NO

1 YES O NO

L1 YES 1 NO

L1 YES 0 NO

O YES J NO

Ol YES L1 NO
COMPLETED BY: REVIEWED BY:

FORM: PASSR SCREENING AUDIT
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The facility must establish and maintain an
Infection Control Program designed to provide a
safe, santtary and comfortable environment and
to help prevent the development and transmission
of disease and infection

(a} infection Control Program
The facility must establish an Infection Control

(%4310 SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTON
PREE Y (EACH DEFICIENCY MUST BE PRECEDED BY FULL PR;E?,*): IEADH ::o;%{:révg &;&ﬁ?&éggffgg
TAG REGULATORY OR LSC IDENTIFYING INFORMATION; TAG CROSS.-REFERENCED 70 THE ;@#QQPR%A?g
DEFICENDY
F 285 Continued From page 10 F 285
discussed during a meeting with the
adrministrative staff on 08/11/16 at approximately
1235
No further information was provided prior to exit F441
F 441 483 65 INFECTION CONTROL PREVENT F 441
58=3 SPREAD LINENS . . .
Resident #6’s dressing is being

changed every M-W-F and prn with
appropriate infection control measures
followed.

ILPN #1 has been inserviced on
appropriate infection control
techniques when performing wound

8/12/16

Program under which it - care. 8/12/16
{7} investigates, controls, and prevents infections
n the faciity: : o ; 1
(2} Decides what procedures, such as isolation, A one-time 100% ?‘ugt‘ \; il bf
should be applied to an individual resident: and conducted by the Stgﬁ cvelopmen
{3} Mamtains a record of incidents and carrective Coordinator of residents receiving
actions related 1o infections wound care by the treatment nurse to
; : ensure appropriate infection control
(b} Preventing Spread of Infection measures are followed. 0/16/16
{1} When the infection Control Program
determines that a resident needs isolation to .
prevent the spread of infection, the facility must (See Policy Attached)
isolate the resident
{2) The facility must prohibit employees with a The results of the audit will be
comraunicable disease or infected skin lesions reviewed by the Quality Assessment
frgm direct conzact with rgafdenta or thew food, i Coordinator and Director of Nursing
direct contact will transmit the disease . . tion taken 9/16/16
{3} The facility must require staff to wash their with appropriate action taken. '
hands after each direct resident contact for which ) L
hand washing is indicated by accepted The DON will ensure compliance. 9/16/16

professional practice
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DRESSINGS - CLEAN

POLICY STATEMENT

It is the policy of this facility to perform dressings as ordered by physician.

EQUIPMENT:

S A - WV NI

Appropriate dressings

Clean gloves

Prescribed cleaning solution
Container for soiled dressings

B

Procedure

Explain procedure to resident and bring equipment to bedside. Screen resident.
Assist resident to required position and expose area to be dressed.

Wash hands thoroughly.

Clean work surface with antiseptic.

Wash hands with antiseptic.

Open dressings and needed supplies.
Put on clean gloves. Remove soiled dressings and discard in container.

Place barrier beneath wound if likelihood of touching linen.
Wash hands with antiseptic. Put on clean gloves.

. Cleanse wound with prescribed solution (if ordered).
11
12.
13.
14.
15.
16.
17.
18.

Change barrier beneath wound if soiled.

Apply dressings. Secure with tape if necessary.
Remove gloves and dispose in container.

Tie and discard bag containing soiled dressings.
Wash hands.

Take soiled dressing to dirty utility room.

Wash hands thoroughly.
Chart procedure in clinical nursing record, condition of wound and surrounding

area, character and amount of drainage. Include pertinent observations.

Policies - Dressings Clean
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XAy D SUMMARY STATEMENT OF BEFICIENCIES i PROVIDER S FLAN OF SoRREeTom
PRERx (EACH DEFICIENCY MUST BE PRECEOED BY FUL. PREF X (EACH CORRECTIVE ACTION SHOULS 82
TAG REGULATORY OR LSC \DENTIFYING INFORMATION) A CROSS.REFERENCES 16 1ob LD BE
DEFICIENCY:
F 441 Continued From page 11 F 441 Quarterly, The Staff Development
(¢} Linens Coordinator will audit the treatment
Personnel must handle, store, process and nurse performing wound care to 10%
ansport finens so as (o prevent the spread of of residents receiving wound care.
nfestien Results of audit will be reviewed by
the QA Coordinator and Director of ’
Nursing with appropriate action taken. 9/23/16
This REQUIREMENT s not met as evidenced ‘
oy The QA Coordinator will ensure ’
Based on observation, staff interview, facility compliance. 9/23/16

docurment review, and clinical record review, the
facility staff failed to foliow infection control polizy
and procedure during wound care for 1 of 30
residents (Resident #6)

(See Attached Form)

These systemic changes will ensure
The findings include continued compliance  with  the

/ ‘ regulation. b
The facility staff failed to foliow infection control 5
pohicy and procedure during wound care for i
Resident #6.

Resident #6 was admitted tc the facility on
2123/16 and re-admitted on 7/21/18 with
diagnoses of pressure ulcer, hypertension,
Alzheimer's disease. delusional disorder, anemia.
anxigly. transient ischemic attack, osteomyelitus,
chromc pam, and gastro-esophageal reflux
disease.

The current significant change Minimum Data Set
(MDS) with a reference date of 7/28/16 assessed
the resident with a cognitive score of 8" of "15*
The reswdent was assessed requiring total
assistance of 1 person for bed mobility, transfers,
dressing, eating. toilleting, bathing. and hygiene.

A staff nurse (LPN#1) was observed performing
wound care for Resident #8 on 8/10/18 at 10 .35
am LPN#1 camed supplies into the room in

FORM CMS-2267102-69) Previous WVersons Obsolete Ewent iD HO3Z1t Facding 1r VA0S ;f%%%@ghgeg Page 10 of 15
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ROMAN EAGLE REHABILITATION AND HEALTH CARE CENTER, INC.

MEASURES (according to
policy)

WOUND CARE AUDIT
RESIDENTS RECEIVING WOUND CARE PERFORMED IF NO, ACTION TAKEN
WOUND CARE FOLLOWING APPROPRIATE
INFECTION CONTROL

L1 YES 0 NO

WOUND CARE PROVIDED
BY:

0 YES 0 NO

WOUND CARE PROVIDED
BY:

L1 YES [J NO

WOUND CARE PROVIDED
BY:

Ol YES 1 NO

WOUND CARE PROVIDED
BY:

L1 YES 0 NO

WOUND CARE PROVIDED
BY:

1 YES 0 NO
WOUND CARE PROVIDED
BY:

O YES I NO

WOUND CARE PROVIDED
BY:

Ll YES J NO

WOUND CARE PROVIDED
BY:

] YES 1 NO

WOUND CARE PROVIDED
BY:

1 YES 1 NO

WOUND CARE PROVIDED
BY:

COMPLETED BY:

REVIEWED BY:

FORM: WOUND CARE AUDIT
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Xaiio SUMMARY STATEMENT OF DEFICIENGIES i PROVIDER § PLAN OF CORRELTICHN
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FuLL PREF X (EACH CORRECTIVE ACTION SHOULS BE
TG REGULATORY OR LSC IDENTIFYING INFORMAT ON; TAG CROSS-REFERENCED TG THE APFROPRIATE
DEFICIENCY:
F 441 Continued From page 12 Faq-

plastic baggies and placed the baggies on the
resident's bed. LPN#1 then prepared a clean
barnier on the bedside table, washed her hands,
placed the clean items on the barrier from the
baggies and placed the baggies on the bedside
tabie. LPN#1 washed her hands and donned
gloves and removed the old dressing from the
resident’s sacral area LPN#1 then removed the
old packing from the wound and proceeded *o
clean the wound by flushing with normat saline
and patting the wound dry. LPN#1 then placed
the new packing in the wound and covered the
wound with the new dressing LPN#1 failed to
change gloves between removing the old
dressing and piacing the new ciean dressing.
LPN#1 then cleaned her supplies and placed
themn back into the plastic baggies and carried the
baggies back to the wound supply cart in the hatl
LPN#1 was informed of the findings and stated
she usually did change gloves after removing the
oid dressing

The director of nursing was asked for the facility

policy and procedures for wound care The policy

stated for handwashing that hands should be

washed "before and after handling items

potentially contaminated with any residents

blood, excretions, or secretions”. The procedure

for a clean dressing was to "remove soiled

dressings and discard in container. wash hands

with antisepbc, and put on clean gloves | then

cleanse the wound and apply the clean dressing”. F514

The director of nursing and quality assurance

director were informed of the finding during a Resident #8's physician order was

meetmg with the survey team on 8/10/16 at 400 clarified to state that a nasal canr%ul'a or
o face mask may be used to administer ,
T o As3 TR RES F 514 oxygen at 2-4 liters prn. 8/10/16

o

FORM CMS-2587:02-89) Previous Versions Obsolete Evert 1D HO3Z 1 Facity 1 VALZOS i continuation sheet Page 13 of 15
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F 514 Continued From page 13

58=0 RgCGRDS~~COMPLETEIACCURATE/ACCESS#B
L

The facility must maintain ciinical records on aach
resident in accordance with accepted professional
standards and practices that are complete;
accurately documented. readily accessible and
systematically organized.

F 514 A one-time 100% audit of all residents
with physician orders for oxygen will
be conducted by nursing supervisors to
ensure that the order states nasal
cannula or face mask unless counter-
indicated. The nursing supervisors
will check residents with oxygen to
ensure oxygen is being administered

The clinical record must contain sufficient by the ordered method. 1616
information to identify the resident: a record of the o S :
res;éent’s assessments; the plan of care ang Results of this audit will be reviewed
services provided, the results of any by the QA Coordinator and DON with
preadmission screening conducted by the State: appropriate action taken. 9/16/16
and progress notes.
Each shift, the medication nurse will
This REQUIREMENT s not met as evidenced chgck the administra.tion of oxygen on %
by residents on the unit where they are
Based on observation, staff interview and clinical working, to ensure oxygen is being
record review, the facilty staff failed to maintain a administered  according to  the
csrr;pfete agé accurate climical record for 1 of 30 physician’s order This is then !
residents { de ’ ) s
esident #8) documented on the MAR. 8/12/16
The findings included.
The DON will ensure compliance. 9/16/16
Resident #8 was admitted to the faciity on
ii' ni ?;;i:;m the ;@*O‘W‘”Q @*39”%393 of but not Quarterly, the electronic records of
m ementia, anemia, high blood pressure 10% of all residents receivin
; . g oxygen
hugh ch~q1e§teroi and osteoporosis. The quarterly -“0 b dited t wth tyih/
MOS8 (Minimum Data Set, an assessment with be audied to-ensure that the
protocol] with an ARD {Assessment Reference physician order for oxygen
Date) of 4/22/16 coded Resident #8 as having a administration matches the method of
BIMS (Brief Interview for Mental Status) score of administration of oxygen (nasal
3§out o;;pcssmie score of 18, The resident was cannula/face mask) on the resident.
also co as requiring total dependence from 1 ; ; ; >
staff member for dressing, personal hygene and Thls, audit Wll‘l be conducted by the oy
bathing. nursing supervisors. 9/23/16
FORM CMS Z587102-8% Fravinus versions Obsolete Event 1D #0321 Facdity 1D VARZDG %% ;ﬁsfé,w“ shee: Page 4
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ROMAN EAGLE REHABILITATION AND HEALTH CARE CENTER, INC.

OXYGEN METHOD AUDIT

RESIDENTS RECEIVING PHYSICIAN ORDERED IF NO, ACTION TAKEN
OXYGEN METHOD ON RESIDENT,
PHYSICIAN ORDERED APPLIED CORRECTLY
METHOD
NASAL CANNULA/FACE
MASK
0 YES 0 NO
7 YES 0 NO
O YES O NO
O YES 0 NO
O YES 0 NO
Ol YES 0 NO
O YES O NO
O YES 0 NO
0 YES O NO
] YES O NO
J YES 0 NO
I YES O NO
COMPLETED BY: REVIEWED BY:

FORM: OXYGEN METHOD AUDIT
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SUMMARY STATEMENT OF DERIC
O DEFICIEN Y%ﬁz}"?
oE ULATORY O
F 514 Continued From page 14 E51a
The chnical record of Resident #8 was reviewed
by the surveyor on 8/9/16 at approximately 3pm Results of this audit will be reviewed
The resident” s MAR (Medication Admustration by the QA Coordinator and DON with
Record] for August, 2016 reflected the following Y ‘ o ‘ i 0N/
physician order. “ Oxygen 2-4 L/M (liters per appropriate action taken. 9/23/16
minite] vig (by face mask d/t (due t0) hypoxs ©
The QA Coordinator will ensure
An pbservation was made by the surveyor on compliance. 9/23/16
B/10/16 at 810 am, The resident was observed
being fed by a CNA (Certified Nursing Assistant) B
SoER e ce Attached Form
The resident had oxygen at 2 lters per minute (See Attached Form)
being adminstered by nasal cannula . . .
I'hese systemic changes will ensure
At 11 am, the director of nursing (DON) was continued ~ compliance  with  the
notified of the above observation made by the regulation. 9/23/16
survayor. The DON stated 7| beheve he was
sick and had 1o use facil mask but they should
hat switched all of that o nasal cannula when he
got better 7
AL4 pm, the director of nursing and guality Submission of this plan of
assurance nurse were nolified of the above ; ; o in e ; \
documented findings correction is made in compliance
with federal mandates and does not
No further information was provided to the constitute an admission by the
sUTVEYor pnior io the exit conference on 8711418 nursing facjli’[y that deficiencies
exist, were correctly cited or
require correction. 9/23/1¢
Allegation of Compliance:
This plan of correction with the
stated correction dates constitutes
the nursing facility’s allegation of
compliance with the listed federal
and state licensure requirements. /23/16
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