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F 000 INITIAL COMMENTS F 000
For the standard Madicare/Madicaid
recertification survey started on February 24,
2014 and completed on February 27, 2014, the
sampled included five (5) residents for complets
raviaw, 22 residents for focused raview, and thres
13) closad records for review. The sample
includad 3 additional resigents to verify spscific
concarns during the survay.
F 252 483.15(h)(1) F 252

7]
g5=8 SAf E/CLEAN/COMFORTABLE/HOMELIKE
ENVIRONMENT —_—

All nursing staff has

The facility must provide a safg, clean, received written education
comfortabie and nomelike environment, allowing
the rasident to use nis or her parsonal belongings
to the axtent possible. beds before lunch.

Mandatory Inservice

on making all resident

This REQUIREMENT is not met as evidenced prowded to staff on
03 3/13/14

Basad on observation, raview of facility policies,

rasident and group interviews, the facility failed 10 - All residents have the

provide a clean, comfortabie, and homeaiike
environment during 2 of 4 days (February 24-2 25,
2014) of survey. Failure to make resident's bsds

potential to be affected.

in a timely manner does not provide 2 homelike All residents will have
| environment, their beds made daily
|
. Findifigs incliide: before lunch. Nurse staff &

Nurse Managers will check
Review of the faciiity paiicy titied "Making An

each resident room after
\, Unoccupied Bed" occurred on 02/27/14. This

| policy, revised May 2005, stated, "POLICY: Bads ‘ breakfast to ensure resident
‘ will be made daily. . beds have been made by
Env. Aides/CNA staff.

: During initial tour on 02/24/14 at 11:10 a

i Resident #30, #44, #45 and #48's beds w_r—

Wﬂvma OR'S OR PROVIDE RISUDDLI‘:F’/R’—1FR._ ENTATIVE'S SIGNATURZ TITLE _ (X6) DATE
v \ﬁ i AL L PAETAL G/ /74

f-\n) deficiency statement ending with an Ealﬁf:.l-( (*) denotes 2 geficiancy which the institution may bz excusead from correcting providing it is determinad that
other safeguards provide sufiicient protection 10 tne patients. (See instructions.} Zxcent for nursing.homes, the findings siatec above are disclasable 90 qays
following the date of survey wnether or nol & pian of correction is provided ~or nUrSING homes, the above findings and pians of correction are dis lasanh: 14
days following the date these documents are made available to the facility. ¥ daficiencies are cited, 2n approved pian of correction 1s requisite 1o continue
program participation
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. , - made before
F 252 Continued From page 1 F 252 l QA (Beq; be d "
1
' unmade. | noon) will be one wee y
f ' for 4 weeks or until
' During the group interview, conducted on ' compliance is achieved.
1 02/25/14 at 10:00 a.m., two of eleven residents | I
(#13 and #35) stated their beds often remain Also to ensure compiiance,
_unmade. Resident #36 stated it has taken staff up “Beds made by Noon”
to seven days bafore they make her bed. calendar will be initialed
' Observation on 02/25/14 at 12:24 p.m., showad by the day staff nurse.
' Resident £13, #14, #36, #37, #38, #39, #40, and Once compliance is
' #44's beds unmade. . . .
i © ' ' achieved, audits will be
 During an interview on 02/25/14 at 2:3C p.m., completed monthly times
| Resident #13 stated, "Often times m)f bad never 4, then quarterly. Charge
- gets made, | ask and no one does it
' nurses and Nurse
- Observation on 02/25/14 at 2:50 p.m., showad Managers are responsible
~Residant #14 and #38's beds unmads. for checking that beds are
. Observation on 02/25/14 at 5:42 p.m., showed being made before lunch.
| Resident #38's bad unmade. All audits will be reported
F 281 483.20(k)(3)(i) SERVICES PROVIDED MEET F 281
ss=p . PROFESSIONAL STANDARDS to the monthly QA
: Committee.

- The services provided or arranged by the facility
- must mesat professional standards of quaiity.

' This REQUIREMENT is not met as avidenced

| by

- Based on record review and projessional

, reference, the facility failed to coordinate care for
| 1 of 1 resident (Resident #11) prescribed a new
i antipsychotic medication following a

! hospitalization. Failure of facility staff to

- coordinate care between practitionars led to the

- discontinuation of an antipsychotic medication

- without tapering. then restarting the medication

Completion date is March
28" 2014. The DON is

“responsible for the process. ‘
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{

after nine days.
Findings include:

Kozier and Erb, "Fundamentals of Nursing.
Concepts, Process, and Practice” Sth edition,
- Pearson Education, Inc., Upper Saddle River,
“New Jersey, page 73, stated " . . . Carrying Outa
' Physician's Orders: Nurses are axpected o
analyze . . . medications ordered by the physician
... ltis the nurse's responsibility o sesk
clariiication . . . from the prescriber. . . "

“Review of Resident #11's medical recorc

. occurred on all days of survey and diagnoses
included dementia with behavioral disturbances
and depression.

' Following a hospitaiization for sexually

_inappropriate behaviors, Resident #11's primary
physician ordered Seroquel (an antipsychotic

" madication) 12.5 milligrams (mg) three times 2
day (TID) for 30 days starting 12/09/13.

© A physician's discharge summary, daied

. 12/09/43, stated, " . . . DISCHARGE
MEDICATIONS: . . . We did add Seroquel 12.5

 three times a day . . . The patient will consult
psych in the nursing home so they can continue
following up with him. Otherwise, patient is to
continue with his previous medication. For the

‘next 2 to 3 months we will continug on this dose,
and then we will continue reassessing. Will

. discuss with psychiatry when we can start cutting

. down on his Seroquel dose if he continues doing
Swell"

* A physician's nursing home note, gated 12/28/13, .

stated, ". . . Medical Decision Making: . . . 2.

All nurses have received
written education on the
process of contacting a
provider regarding
clarification of
antipsychotic prescriptions
with end dates (ex. 30 day
prescriptions) before
discontinuing the
medication. Mandatory
Inservice was provided for
staff 3/13/14.

All residents taking
antipsychotics have the
potential to be affected.

On resident #11, all
antipsychotic medications
have been clarified with
the provider. Staff nurses
will review all
anti-psychotic med orders
to look for end dates. No
antipsychotic medication
will be discontinued

" without a provider order.
Night nurses will check
new orders daily and
monthly, and monthly
orders before care provider
makes rounds. |
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F 281 Continued From page 3 F 281
impulsive sexualized behaviors. That seems to QA will be done weekly

bs much better controlied at this time with the
addition of Seroqual 12.5 three times a day. Will
continus with that dese. . . For now, we are going
to continue with the sams dose just to make sure
that he is stable for a couple of months before we
start talking with psychiatry about the possibility of
starting to cut down on the medication dose. . . "

A nurse practitioner's nursing nome note, dated
01/30/14, stated, ". . . He is se2n today for a
1-month foliowup for his recent Seroqus! initiation
for his impulsive sexual behaviors. Ha was last
seen by [primary care physician] on 12/28/13, and -
at that time his behavior seemed to be well '
controlled . . . Unfortunately for some reason, he
did not receive his Seroquel for about 9 days [30
doses] at the beginning of January. Once that .
was identified, | did reinitiate his Seroquel at 12.5
mg 3 timss a day. :
[restartad on 01/17/14] Nursing staff reports that
during the last time he was off, he has had some |
inappropriate comments . . . 10 the nurses . . .
PLAN: At this time | wil! go anead and increase

his Seroquel to 25 mg b.i.d. {twice a day] since he
is still having some inappropriate comments and
sexualizad behaviors . . . "

A physician's discharge summary (for @ second
hospitalization), dated 02/07/14, stated, ". . .
COURSE IN HOSPITAL: . .. Of note, it was
determined that somehow the patient had not
been receiving his Seroquel for his full course
back at Trinity Nursing Home but it had been

- restarted before admission ... "

- The facility failed to consult with the practitioners
regarding the continued use of the antipsychotic
medication ordered for Resident #11 on 12/09/13,

for 4 weeks, or until
compliance is achieved.
Once compliance is
achieved, audits will be
completed monthly times
4, then quarterly. All staff

. nurses are responsible for

' checking antipsychotic

* orders for end dates. All

~ audits will be reported to

| the monthly QA

| Committee.

l

" Completion date is March

28" 2014. The DON is

responsible for the process.

All nurses have received
written education on the
process of contacting the
wound care nurse for
assessment of suspected
pressure ulcers, and notify
| provider. Mandatory
Inservice provided to staff
3/13/14.

FORM CMS-2567(02-99) Previous Versions Opsolete Zvent ID: 0I3F 11

Facility ID: ND162 If continuation sneet Page 4 of 28



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/20/2014
FORM APPROVED

OMB NO. 0838-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDZR/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
355074 B. WING 02/27/12014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
TRINITY HOMES 305 8TH AVE N=
MINOT, ND 58702
(x4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION ~ (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE

DEFICIENCY)

F 281 Continued From page 4
after the original 30 day order expired on
01/08/14.
F 314 483.25(c) TREATMENT/SVCS TO
s5=D PREVENT/HEAL PRESSURE SORZS

Based on the comprehensive assessman: of 2

resident, the facility must ensure that 2 resident

who enters the facility without pressure sores
does not devalop pressure sores unless the
individual's clinical condition demonstratss that
they were unavoidable; and a resident having

pressure sores recaives necessary treatmsant and
services to promote healing, prevent infection and

prevent new sores from developing.

This REQUIREMENT is not mat as evidencad
by:

THIS IS A REPEAT DEFICIENCY FROM THE

STANDARD SURVEY COMPLETED ON
02/27/13.

staff interview, the facility failed to complete

from worsening for 1 of 1 sampled resident
(Resident #13) who experiencad a deiay in
treatment. railure to immediately notify the
physician, obtain orders for treatment, and
routinely assess and monitor Resident #13's

ulcer and prolonged the heaiing process.
Findings include:

Review of the facility policy titied "Routing Care
Of Prassure Sores” occurrad on 02/27/14. This

Based on record raview, facility policy revisw, and

weaekly assessments and provide the necessary
treatment and servicas to prevent pressure uicers

pressure ulcer resulted in a worsened pressure
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poiicy, revised March 2013, stated, "POLICY,
Consult Enterostomal Therapy nurse as naeded.

. Notify physician of recommendations and obiain
order for treatmant of pressure sores . . .
PROCEDURE: . . . 8. Measure the wound initially
(length x width x depth) and document. Notify MD
and wound cars nurse. Mzasursments and
assessment of the wound will then be dong
weekly by the wound care nurse. Staff nurse will
do weekly measuraments and a2ssassment wihan
wound cars nurse is not availabie. . . ."

Review of Resident #13's madical record

- occurred on February 25-27, 2014. Diagnoses

_included diabetes, Parkinson disease, and a
history of pressure uicers. The quarterly Minimum
Data Set (MDS), dated 02/20/14, identifiad the
resident required extensive assisiance with bad
mobility and one Stage 2 pressure ulcer presant.

' Resident £13's current care plan, dated 62/06/14,

stated, "Problem . . . SKIN INTEGRITY - Skin

“impairment r/t {related to] pressure uicer 1o ieft

heel. Potential for further skin impairment r/t

" history of ulcers t0 coccyx, occasional bladder

“incontinence, naeding help with mobility . . .
Approach . . . check fset daily . .. Monitor SKin -
skin discoloration to left heel, quarter size . . .
Ulcer. mgmt [management] - left heel Every wask
on Tu [Tuesday], Heels off ped - FLOAT hesls
when resident in bad, Slastoge! - (L) [left] heal
ulcer Every week on Tu [Tuesday], ¥ [Fridayl,
Elastogel - (L) heel PRN {as needad], Assess

' Dressing - to Ieft heel- replace as per MD
{medical doctor] if soiled/not intact . . "

Resident #13's progress notes identified the
- following:
* 01/10/14 at 11:58 p.m. - "Resident complained

All residents have the
potential to be affected.

Resident #13 has received
treatment of the heel ulcer
and it was resolved on
3/11/2014. Staff nurses,
upon finding a pressure
ulcer, will be required to
contact the provider,
receive orders and contact
the wound care nurse. The
wound care nurse is to be
contacted by phone and by
a written memo at the
nurses’ station.

QA will be done weekly

for 4 weeks, or until

compliance is achieved.

Once compliance is

achieved, audits will be :

completed monthly times |

4, then quarterly. All staff

nurses are responsible for

the notification process

and receiving orders. All

audits will be reported at

the monthly QA meeting.

Completion date is March 1_

28" 2014. The DON is :
- responsible for this 5
. process.
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Continusd From page 6
of pain to the ieft heel. When assassad, a

- quarter-size dark rad skin discoloraiion was

noted. Tegaderm foam was appiied temporarily to

proctect sic] the affected arsa uniil assessad by

wound care nurse. Left a massage 0 [wound

care nurse] to assess it. Heels floated.”
* 02/04/14 at 2:45 p.m. - "Wound care note:

' Assessed Stage 2 pressure ulcer o left heel
~measuring 2 X 2.5 cms jcentimaters]. Ulcer

presents as an intact unroofad biisier over a red

" wound bed. Some dark red blood is contained
“within the biister. Slight bogginess noted with
E palpation. Periskin is pink, intact and blanchable.

Resident denies pain. Recommend Elastogel t©
cover laft heel ulcer, change twice weekly and

PRN if soiled or not intact. Will fax pnysician

update . . .

- The prograss notes identified tne faciiity failed 10
. assess and provide treaiment 10 Resident #13's
* pressure uicer from 01/10/14 to 02/04/14.

- During an intervisw on 02/26/14 at 12:50 p.m.,

" the wound care nurse (#23) stated, "Unfortunately
'} think the nurse Isft me a massage and | forgot

, or did not get to it. The unit manager told me ang -
then | looked at it on February 4, 2014."

" Review of the ulcer managament assessments
identifiad the following measurements (length X
" width x depth) of Resident #13's stage two i=ft
- heal pressure ulcar:
i+ 02/04/14-2cmx25cmx0.2cm
.7 02/11114-25cmx 1.8cmx 0cm
*02/18/14 -3 7 cmx2.7cmx 0.2 cm

* 0212514 -2.7cmx2cmx 0.2 cm

‘The facility staff failed to immediately notify the

physician, assess, monitor and treat the pressure
ulcer until 02/04/14 (25 days from when it first

-n
(83

All nurses have received
written education on the
process of contacting the
wound care nurse for
assessment of suspected
pressure ulcers, and notify
provider. Mandatory
Inservice provided to staff
3/13/14.
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All nursing and social
F 314 Continued From page 7 F 314 workers have received
was identified) resulting in delayed treatment. | written education on
F 323 483.25(h) FREE OF ACCIDENT F 323 completing and
SS=E HAZARDS/SUPERVISION/DEVICES

The facility must ensurs that the resident
environment remains as free of accident hazards
as is possible; and sach resident receivas
adequats sup=rvision and assistance devices
prevent accidents.

This REQUIREMENT is not met as avidenced

by:

THIS IS A REPEAT DEFICIENCY FROM THE
COMPLAINT SURVEY COMPLETED ON
11/27/13 AND STANDARD SURVEY
COMPLETED ON 02/27/13.

1. Basad on observation, record review, review of

facility facility policy/procadure, and staff intervisw
the facility failed to ensure 1 of 1 sampled
resident (Resident £7) praviously transferred with
a pivot disk and 5 of 7 sampled residants
(Resident #4, #5, #5, #1¢, and #21) observad
ransferred using 2 gait belt were as free of
accident hazards as possible. Failure 10
investigate the cause of Resident #7's injury
during a transfer utilizing a pivot disk and ensure

stafi use these devicas in 2 manner to pravant

accidents places residants at risk of injury and/or
pain. Failure to properly use gait belts placed the
residents at risk of pain and/or injury.

- Findings includs:

Raview of the faciiity's policy and procadure,

documenting an
investigation following an
injury of a resident.
Mandatory Inservices
provided for staff on
3/13/14.

| All residents have the

| potential to be affected.

l

t Resident #7 After

| investigating the incident,
| we were unable to

| conclude if transfer
technique was a factor due
to staff involved are no
longer employed @ TNH,
all staff will be educated
on transfers & use of pivot
disc for safety during
transfers.

Bruise/Injury of unknown
origin V3 is completed
when staff is unaware of
how a resident injury
occurred. If later a cause is
identified, an investigation
will be completed by the
social worker and/or nurse
| manager and
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"Trinity Homes Policy and Procedure Gait Belts,"
occurred on 02/27/2014. This poiicy/procedure,
dated December 2013, stated, "Policy: Gait belts

" will be usad on residants who require staf
assistance with transfers or ambulation. . ..
Purpose: To provide support during transfers and |
ambuiation without unnecessary strain on ‘
resident's upper exiremities. . . . 4. Wrap the gait
belt snugly around the residant's waist. The belt
should neithsr bind the resident nor slip around
the resident's waist. .. . ... . May suppori the

“resident's arms, but do not use their arms to puli
the resident up. .. ."

- Review of Resident #7's record occurred on
February 24-27, 2014. Diagnoses included
cerebral vascular accident, peripheral vascular
disease, laft side hemiplegia, osteoarthrosis, and
osteoporosis.

A nurse progress note, dated 10/20/13 at 1:40
p.m., stated, "When assessing resident for pain
medication resident noted to have some sweliing
to her left ankle but no bruising, no redness, and

" no heat noted to lower left extremity. Asked the

resident how often she gets this pain and if she
may have injured it. Resident was not certain if it

_is an injury but feels spasms down the left leg
accompaniad by pain in the left ankle. Upon
assessing the ankle and foot resident pinpoints
the pain coming from below the ankle and into the -
bone from the upper foot . . ."

" A nurse progress note, dated 10/20/13 at 8:00
p.m., stated, "Resident is complaining of severe
pain to left ankle. Noted swelling to left ankie on .
- assessment. Asked resident what happened to
"her ankle, and she stated, 'They were getling me
' ready this morning and my ankle got twisted up -

during the course of the
investigation, it is found
that there was a break in
technique or procedure,
education will be given to
the staff/persons involved
to prevent repeat incidents
and/or initiate other
interventions and/or
corrective actions.
PT will continue to train I
CNA’s/nursing staff
proper transfer techniques
along with pivot disc
transfers q 6 months &
with each CNA Class
instruction.

QA will be done weekly
for 4 weeks, or until
compliance is achieved.
Once compliance is

‘ achieved, audits will be

‘, completed monthly times
4, then quarterly. Social
workers and nurse
managers are responsible
for completing the
investigation. All audits
will be reported at the

‘é monthly QA meeting.
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when they put me in my chair.' Resident did nave
prn [as needed] Tylox for pain at 1330 {1:30
p.m.]. Tyleno! prn dose given now for pain io ieft
ankle. Pagad [physician's name]. New order
receivad to keep ace wrap on left ankle. Continug
to monitor.”

A "Bruisas / Injuries of Unknown Origin V3"
report, dated 10/20/2013, began at 1:30 p.m. and
compieted at 10:50 p.m. by the nurse on guty,
idantified the foliowing:

~ Injury location "Left ankie swollen with no
radness or bruising noted.”

~ |s Resident interviewabple? "Yes" If y2s,
residents opinion of injury "Rasident was not
certain how/why her ankie was in pain but iater
stated that her left ankie got twistad when
transferring in the morning.”

*"This portion to be completa¢ by Sociai
Worker," dated 10/24/13, identified abuse/neglect
had bean ruled out and concluded "[Resident #7)
reportad her ankle twisted during & transfer -
injury not unknown."

Results of a CT scan (computed tomography),
dated 10/22/13, identified an avulsion off of the
madial malleoius inferiorly (under the bony
protrusion on the inner side of the ankie.) (An
avulsion is a fracture with detachment of 2 bons

“fragment that results from the pulling away of a
iigament, tandon, or joint capsule from its point of
attachment on a bonz.)

© A quarterly Minimum Data Set (MDS), dated

- 08/13/13, identified the resident required
axtensive assistance of two or more staff
members for transfer. The current "Care Guide”
for Resident #7 identified, at transfer, "Tota:

! . Mechanical Lift - two persons, . . ." Through

Completion date is March
28™ 2014. The Director of
Social Services and DON
is responsible for this
process.
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interview on the afternoon of 02/25/14, an
administrative nurse (#20) idantified Resident #

" transfarred with a pivot disk at the time of har
ankie injury in October.

During an interview on the afternoon of 02/25/14,
an administrative nurse (#20) identified she had

" not completad an investigation with the certified
nurse aides (CNAs) who transierred Resident #7
on the day her ankle was injured and daferrsd to
the social worker who compigted the "Bruises /
injuries of Unknown Origin V3" report.

During an interview on the morning of 02/27/14, a
social service staff member (#21) identified she
concludad there was no abuse. When questionad

. if she asked the CNAs whnat happened the
morning of 10/20/13 to cause Resident #7 1o say,
"my ankle got twisted up”, this stafi member
deferred back to nursing.

The facility failed to investigate the cause of
Resident £7's injury during the transfer on the
morning of 10/20/13. Failure to investigate did not

. allow the facility to identity if staff used the pivol
transfer disk correctly, how ths injury might have
been prevented, and/or initiate other intarvantions
and/or corrective actions to prevent the incident
from happaning to Resident #7 again, or to other
residents.

- Review of Resident #19's medical record
occurrad on February 26-27, 2014. Diagnoses
included malaise/fatigue and a history of falls.
The resident's quarteriy MDS, dated 12/C5/13,
, identified severely impairad cognition and
" experienced two falls without injury.

- Resident #19's curreni care guide stated.
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"Transfer: Cue resident bafore & [and] during

transfers . . . Staff to physically pivot resident,
Constant supervision for transfers, Stafi assist X2

 [two staff members] using gait belt . . ."

Observation on 02/25/14 at 3:40 p.m. showad

' Resident #19 seated on the toilst in her
" pathroom. The CNA (#3) enterad the bathroom,

applied a gait balt around the resident's waist,
provided personal cares, and pivoted neric 2

“whaelchair. The CNA (#3) {aiiad to foliow

Residant #19's care plan and transfer the
resident with two staff.

- Review of Resident #4's madical record
occurrad on ali days of survey and identified
diagnoses of dementia, osteoporosis, and chronic
pain. The quarterly MDS, dated 02/14/14,
identified the resident required limited assistance

" with transiers and exiensive assistance with

toileting. The current care guide stated, ". ..
Independent for transfers, Utiiizes [brand name}

~walker, Staff help as needed. .. ." A fall
. assessment, dated 02/09/14, identified the

| resident at risk for falis.

Observation on 02/25/14 at 11:30 a.m. identified

" Resident #4 walked from her bed to the bathroom .

“with her walker while a CNA (#13) was presant in
' the room. Observation showed the resident
. cautiously walked on the linoleum floor in her

nylons. The CNA failed to assist the resident 1c

. put on her shoes. During this same observation,
_the CNA (#13) lifted under the resident's left arm

to assist her to siand from the toilet.

- Review of Resident #5's medical record
- occurred on all days of survey and diagnoses
“included lumbago (low back pain), fioromyalgia

received written education
on use of gait belts &
transfers per
careplan/careguide.
Mandatory Inservices
provided for staff on
3/13/14.

All residents have the
potential to be affected.

Nursing staff are to be
observed performing
transfers with residents to
ensure the gait belts are
used and residents are not
lifted under their arms. The
appropriate footwear is to
be worn by residents
during the transfers.

' Transfers are to be
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- (chronic, widsspread pain), and arthropathy
(inflammation of the joints). The annual MDS,

. dated 01/28/14. identified the resident required

. extensive assistance for transfers and toileting.
The current care guide stated, *. . . Transfer pelt,
Cue rasident before & fand] during transfers,
Encourage rasident to bsar jull wi. [weignt} whan
standing, transfers with assist of 1 or 2 d=pending

"on how awake shgis. .. ."

“Obsarvation on 02/25/14 at 5:30 p.m. identifiad
two CNAS {#8 and #9) transferrad Rasiden: #5
from bad to her whaalchair, 1o the toilst, and then
back to her whealchair using & gait belt. Both
CNAs held on to the gait belt with one hand and
ifrad undar the resident's arms with their other
hand.

- Review of Residen: #5's meadicai record

occurred on all days of survey and diagnoses
“includad Aizheimer's dementia and osteoartnritis.
' The quarteriy MDS, dated 02/16/14, identified the

resident required extensive assistance for
transfers and toileting and experienced  fall

since the prior assessment. The current care

guide stated, ". . . Transfers with assistof 1or2.
.. and use gaitbelt . . "

- Obsarvaiion on 02/25/14 at 10:00 a.m. identified
- two CNAs {#12 and #14) transferred Resident #5
from her whealchair to the toilet and back to ner
“wheslchair using 2 gait belt. Both CNAs neld on
{o the gait balt with one hand and lifted under the

rasident's arms with thair other hand.

. - Review of Resident #21's madical record

" occurred on February 26-27, 2014 and diagnoses
_included orthostatic hypotension, osteoporosis,

" and chronic pain. The annual MDS. dated

performed as per the care
guide and policy.

QA (Nursing staff will
observe transfers using a
gait belt and not lifting |
under resident arms.
Appropriate footwear is to
be worn by the resident)
will be done weekly for 4
weeks, or until compliance
is achieved. Once
compliance is achieved,
audits will be completed
monthly times 4, then
quarterly. All audits will
be reported at the monthly
QA meeting.

Completion date is March
28™ 2014. The DON is
responsible for this
process.

|
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" 42/21/13, identified the resident required

" axiansive assistance for transfers and toileting

- and experienced a fall since the prior

- assessment. The curreni care guide statad, ”. ..
Transiers with 2 gaitbeli & assistof 1. .. "

' Observation on 02/27/14 at 8:15 a.m. showed two

' CNAs (#13 and £15) transferrad Resident #21
irom har whaelchair to her bed using a gait balt
One CNA (£15) held on to the gait belt with one
hand ang liftad under the resident's arm with her

. other hand.

. 2. Basad on observation, record raview, facility

. policy review, and staft interview, the faciity failed
to ensure the resident environment remainad as
ires of accident hazards as possible regarding
assessing and implementing fall prevention
strategies for 1 of 12 sampied residents
(Resident £22) who experienced falls during

- seli-transfers. Failure to accurately assass and
review each fall and implement establishad

“interventions placed Resident #22 and other

' residents at risk for injury.

' Findings include:

Review of the facility policy fitied "Falls Prevention

' Drotocol” occurred on 02/27/14. This policy,
revised October 2013, stated, ". . . 3. Implemant
“the plan of action to be used to reduce the risk of
- further falls. . . ."

. Raview of Resident #22's medical record
; occurred on February 26-27, 2014 and diagnoses
i included dementia, ostsoarthritis, ostzoporosis,
and history of a fall and hip fracture prior to
admission. The quarteriy MDS, dated 01/28/14,
identified severely impairad cognition, extensive
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i ™ pag 4 bed mobilty. and > educated on completion of
- assistance for transie e . :
assistance for transters an bed mopility. an the Falls Documentation
multiple falls with injury since the priof .
assessment. form and detailed progress
notes following a fall.
The current care guide stated, ". . . Transfer, : Mandatory Inservice
ransier bek, 1 ransfer [with] walker - one person - provided for staff on
... Constant supervision for transfers . . . Safety, 3/13/14
Resident assessed at risk for falls, Call light ) )
within rsach, Bad alarm, Chair alarm, Hi-Lo Bed, - T
confusad, attampis to ambulate per self, swim All regldents have the
buddies, nourly fall rounding, falls prevention. . . R potential to be affected.
OF%%Natioq on .Q.ZIZT/M from 7:55 a.m. until Resident # 22 — No pattern
* o (=] ar . -
11:00 &.m. identified Resident#22 in ner was identified for her falls
wheelchair without her chair (tab) alarm in piace. by the ti £ dav. day of
Observation showed the resident was restiess oythe time oI day, day ¢
and agitated as she wanted to "go home” and | week or activity.11/1/13
“find her family." new careplan/guide noted.
 oview of Resident £22 . Updates were made to the
Review of Resident #22's progress notes : 1 :
e . nd care guides.
identified the foliowing: carepian ? are gu
*11/01/13 - "at 0515 [5:15 am.] resident ; Interventions were |
attempted to get up and siid down with right knee reviewed and updated (See
onto floor; CNA [certified nursing assistant] with attached handout). Staff
resident and 'a‘ssiited her back to bed; grpall educated that
a0 - .
?nraswn to right nee, no othe:r sugps'or injury, : documentation must
see falls documentation and vitals." The progress ! - clude ti £ fall and if
note and Falls Documentation Form related to include time O anai
this fall failed to identify if the CNA was established interventions
transferring the resident at the time of the {all. are in place, eg chair alarm
M1 “’1'1/1b 3- ALt) 11:20 p.m(.jFour}db sittlné; on ;lolci)r in place and sounding,
2%1 t=] / .
next to bed. Unwitnessed, No Injury. ost Fa witnesses, etc. Nurse
' intervention: will continue bed alarm - will leave - 11 check that
_door open so staff can look in at resident. The managers will check tha
progress note and Falls Documentation Form ' documentation 1s complete ;
related to this fall failed to identify if the bed alarm | before presenting to the
was in place and sounding at the fime of the weekly Falls Committee
 resident's fall meeting
*01/12/14 - "Resident was seen by treatment ‘ o
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nurse sitting on the fioor in front of her whaelchair
_ at the dining room. Assessad for injuries, not
[sicjnoted. Assisted back to whaeichair. Denied
hitting her head. No compiaints of pain. Vital
signs taken and recordad. Family was notifi=d.
Resident had good appetite at supper. Assisiad
to her room before 1900H [7:00 p.m.} to watch
Lawrence Welk Musizal show bui she refused.
Woas whesled back near the Nurses Station.
Went to bed at 2030H {8:30 p.m.}." The resident's
medical record lackad a complated Falls
Documentation Form for this fall. The prograss
note failed to identify the exact time of the 7all and -
- if the resident's chair alarm was in place and ‘
- sounding at the time of the fall. (A ralls
Documentation Form from a pravious fall, dated
. 01/03/14, identified staff "will obtain a chair
- alarm.”)
=02/05/14 - 7:30 a.m. - Resident sitiing in
wheelchair in TV room. Staff heard "I'm on the
floor." Found resident scooting into the hallway.
States she slid out of her whes! chair onto her
bottom and was trying to get out of that room.
Happenad in visitor's lounge. Not witnessad.
Resident anxious. The Falls Documentation Form !
related to this fall failed to identify if the resident's |
chair alarm was in place and sounding at the time .
. of the fall.

During an interview on 02/27/14 at 12:50 p.m., an ‘.
~ administrative nurse (#11) confirmed Resident
| #22's medical record lacked specific details for
 the falis which occurred on 11/01/13, 11/11/13,
01/12/44, and 02/05/14. The staff member stated
she reviewed residents' falls after the fact, :

" however was unable to confirm if the alarms were

; . in place and functional.

' Failure to ensure Resident #22's chair alarm was .

QA (Falls doc. & progress |

notes are completed i.e.
~alarms inplace &
| functional, date/time
" documented, staff
. interviewed for the
investigation of incident &
intervention inplace with
 patterns of falls & trends
identified.) will be done
weekly for 4 weeks, or
until compliance is
achieved. Once
compliance is achieved,
audits will be completed
monthly times 4, then ‘
quarterly. All audits will Y'
be reported at the monthly ‘
QA meeting.

"Completion date is March
28% 2014. The DON is
responsible for this
process.
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in place when the resident sat in har whnesaichair
and failure to complete thorough assessmants
after the resident feli {such as the exact time of
the fall, whather astablished interventions were in
place, and tne desails surrounding 2 witnessad
iall) does not allow the facility to track anc trend
and look for patterns in the resident's falis to
possibly prevent further falls from oceurring.

3. Basad on observation and siaff interview, the
facility failed to ensure safsty msasures were
iollowad for 2 of 2 sampled rasidents {(Resident
#5 and £22) and 5 supplemenial residants
(Resident #31, #32, #33, #34, and #£335). Faiiure
io snsure bads are equippac with propar fitting
matiressss and sids-rails may increase the risk of

- entrapment and injury o residgents.

Findings inciuds:

- Random obsarnvations occurrad on February
24-27, 2014 and revealed:

- Resideni £31 and Resident #32 had two
side-rails in use on the same side of the bad.
Sach bed was squipped with a side-rail on the
lowar and uppar portion of the bad. A space of
four to five inches existed in the middle of the bad
patween ths two side-raiis.

- Resident #8, and #22 had & space of at least
five inches batween the matiress and the bad's

" head board.

~ Resident #33, #34 and #35 had a space of five
to six inchas batween the matiress and the bad's
foot board.

' During an interview, on 02/26/14 at 9:00 am., 3

supervisory stafi member (#28) indicated the

bads with spaces between the mattress and nesad

board required longer than standard mattresses,

nursing staff have received
written education on
properly fitting mattresses
and using only upper side
rails unless otherwise
indicated through resident
assessment/needs.
Mandatory Inservices

- provided for staff 3/13/14.

All residents have the
 potential to be affected.

\ Resident #31 and #32 had

lower side rails removed
from bed. Residents’ # 6,
22, 33, 34, 35 had properly
fitting mattresses put on
their beds.

Director of Plant
Operations and Clinical
Excellence Coordinator
performed an initial check
on all mattresses and side
rails for compliance. Nurse
Managers will then check
mattress/side rails anytime
a change to a bed or
mattress is made.
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QA (all mattresses & side |
F 323 inued = 2 17 F32 . f
Continued .“’"7 pags 1 o ) 323 rails meet FDA :
and ths beds with spaces between the matiress requirements — siderails & :
" and the foot board requirad the adjustable ‘ q afe for the 1
footboards to be placed cioser to the mattress. mattresses are s
1 resident, without gaps
- During an interview, on 02/25/14 at 3:30 p.m. 2 where the resident could ‘ ;.
‘ ngrsing manager (#27) in;iicated the two beds et head, arms or legs ‘[ 5
- with side-rails ware older beds, and plant stuck.) will be done ‘
_ operations should have removad the lower hali of :
the beds' side-rails. weekly for 4 weeks, or
F 327 483.25(j) SUFFICIENT FLUID TO MAINTAIN F 327 until comphance 1S
ss=0: HYDRATION achieved. Once

compliance is achieved, !
. The facility must provide sach resident with audits will be completed
- sufficient fluid intake to mainain propar hydration . 4 then
“and hsalth. monthly times 4, then
“ quarterly. All audits will

be reported at the monthly

 history of urinary tract infections (UTls) and 0O : .

oo x L - — erafions are re
~dependent on staff for fluid intaks. Failure to offer & p thi s are responsible
fluids during cares increased the residents’ risk of : or this process.

dehydration, constipation, and additional UTls. |

- This REQUIREMENT s not met as evidencad QA meeting,
by: . . :
' Basad on observation, record review, and siaif Completion date is March
interview, faciiity staff failed to offer fluids to 202 28™ 2014. The DON and ;
. sampled residents (Resident #5 and #20) with a Director of Plant

' Findings include:

- Review of Resident #5's medical record

" occurred on all days of survey and diagnosss
“included Alzheimer's dementia and a history of
~UTls. The annual Minimum Data Seat (MDS),
dated 01/28/14, identified shori and long term

" memory problems, extensive assistance for

" eating, and weight loss. A nutrition assessment,
. dated 01/24/14, identified severely impaired < f
-~ cognition, required 1500-1800 milliliters of fluids
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- daily, was prone to UTls, and siafi should
encourage fiuids.

. The currant cars pian stated, ". . .

Nutrition/Feading - starts to f2ad sali, siafi assist
with most . . . Potential for dehydration - T/
frelatad to] occasionally isavas 25% or more of

- fluids at meals . . . monitor for S&S {signs and

. symptoms] d=hydration every wask .. night
snack - PRN [as neaded]. . . "

. Observations of Residant #5's carss identiiied the
, foliowing:

7 02/25/14 at 10:10 a.m. - Two ceriified nursing

" assistants (CNAs) (#6 and £7) toilsted the

' resident and transierrad her back to her

. wheelchair. The CNAs failed to offer Rasident #5
" fluids during cares.

- *02/25/14 at 5:30 p.m. - Two CNAs (#8 and #9)
transferred the resident from ped to her

‘ wheelchair, toileted the resident, and then

| transierred her back to her whaeichair. The CNAs

. did not offer fluids at this time.

| = 02/25/14 at 10:25 a.m. - Two CNAs (#7 and

1 #10) toiletad the resident and transferred her

: back to her wheelchair. The CNAs failed to offer
_ Resident #5 fluids during cares. During this

, observation, the residant ficked her dry lips.

' During an interview on 02/27/14 at 8:20 am., &
' nurse (#2) stated staff should "try to" offer fluids
" with cares.

. - Review of Resident #20's medical record
occurred on February 26-27, 2014. Diagnoses

"included dementia, depression, and

- malaiseffatigue. The quarterly MDS, dated

- 02/20/14, idantified the resident required
extensive assistance for sating. The current care

received written education
on offering residents fluids
after performing cares.

Mandatory Inservices
offered for staff 3/13/14.

All residents that are able
to take oral fluids have the
potential to be affected.

Staff is to be offering
fluids to residents after
performing cares.

QA (Residents are
hydrated & offered fluids
after cares) will be done
weekly for 4 weeks, or
until compliance is
achieved. Once
compliance is achieved,
audits will be completed
monthly times 4, then
quarterly. All audits will
be reported at the monthly
QA meeting.

Completion date is March

28", 2014. The DON is
responsible for this
process.
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m
w2
[3S]
-~

_quide stated. "Eating: . . . Provide cusing for

2z =

' gating, Starts to feed salf, Siaff finish feeding, . . .
Encourage iniake of fluids . . "

' Review of Resident #20's progress notes anc

urine cultures from March 2013 to February 2014

identified 2 UT! on nine occasions.

‘Observation on 02/25/14 at 4:00 p.m. showed a
CNA {#3) provided personal cares for Rasidant

#20. After cares, the CNA transierred ins resident

"into her wheslchair and transported her 1o the

lounge area. The CNA (#3) failed to offer fluids

* with cares and failed tc provide 2 beverage in the

lounge.

" Obsarvation on 02/27/414 at 8:45 a.m. showad w0
CNAs (#4 and #5) provided personal cares for

Rasident £20. After cares. the CNAs transierred
the resident to her bad and iaft the room. The

- CNAs failed to offer fluids with cares.

| 483.25(m)({1) FREE OF MEDICATION ERROR

‘n

[
o)
RS

RATES OF 5% OR MORZ

“The facility must ensure tnat it is free of

meadication error rates of five percant or greater.

This REQUIREMENT is not met 25 avidanced
. by:

Basad on obsarvation and raview of

_manufacturer’s instructions, the facility failed to

snsure 2 madication error rate of less than five
percent during observation of medication

" administration for 3 of 3 supplemental residents
. (Resident #41, £42, and #48) who received

insulfin incorractly. Failure to prime insuiin pens
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. AR y . received written education
ccording to manufaciurer's instructions rasuliec on brimine insuli
in residents receiving inaccurate doses of p g Insulln pens.
medication. Thres errors occurred during siaff Mandatory Inservices
administration o 23 madications, which rasulted provided for staff 3/13/14.
in 2 9 percent error rate.
All residents receiving

Findings includs:

Raview of the manufacturer's instructions for
NovoLog FlexPen occurrad on 02/27/14. This
insart statad, ". . . Small amounts of air may
coliezt in the cartridge during normal use. 70
avoid injecting air and 1o ensure proper dosing: .

_£. Turn the dose salector to select 2 units. F.
Hold your NovoLog FiexPen with the neadie
pointing up. Tap the cariridge gentiy with your
finger a few times to make any air bupbles colisct
at the top of cartridge. G. Keep the naadis
pointing up, press the button ali ths way. The
dose selector turns tc zero. A drop of insuiin
should appsar at the naadle tip. If not. change the
neadle, and repsat the procedurs .. "

- Observaticn of medication pass on §2/25/14 at
11:50 a.m. showad a nurse {#1) administered
insuiin to Resident #41. During the observation.
the nurse (#1) dialed the dose selector on the
rasident's Novolog FlexPan to the number of
units prescribed by the provider. Prior to
administering the ordered dese of insulin ©
Resident #41, the nurse failed to "prime" or expal
the air from the attached neadle with two units of
insulin.

- Observation of medication pass on 02/25/14 at
12:15 p.m. showed a nurse (#1) administerad
insuiin to Resident #42. During the observation,
the nurse {#1) dialed the dose selector on the
resident's NovoLog FlexPan to the numbsar of

insulin have the potential
to be affected.

Staff nurses will prime all
insulin syringes following
manufacturer’s
instructions. Observations
will be made of priming
the insulin pens. (The
Quick Reference Guide on
Priming insulin pens was
posted on the med fridges).

QA will be done weekly
for 4 weeks, or until
compliance is achieved.
Once compliance is
achieved, audits will be
completed monthly times
4, then quarterly. All
audits will be reported at
the monthly QA meeting.

Completion date is March
28" 2014. The DON is
responsible for this

process.
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units prescribad by the provider. Prior 16
administering the orderad dose of insuiin 10
Resident #42, the nurse faiied to "prims" or expel
the air from the attached neaedie with two units of
insuiin.

- Observation of madication pass on 02/25/14 at
5:30 p.m. showed a nurse (#25) adminisiered
insulin to Resident #43 During the observaiion,
the nurse (£25) diaied the dose salector on ins
resident's Humalog FiexPen to ong unit. held the
pen sideways fo prime the neediz, and then
proceeded to administer the orderad doss of
insulin to Resident #48. The nurse failed io
"prime” or expel the air from the attached neadle
with two units of insuiin.

483.65 INFECTION CONTROL. PREVENT
SPREAD. LINENS

on M
[

[
m =

The $aciiity must establish and maintain an
Infaciion Control Program designad to provides 2
safe, sanitary and comfortable environment and

to halp prevent the development and transmission

of disease and infection.

(a) Infection Control Program
The facility must establish an Infection Contrai
Program under which it -

(1) Investigaties, conirols, and pravents infeciions

“in the facility,
(2) Decides what procedures, such as isoiation,
shouid be applied 10 an individual resident; and

(3) Maintains a record of incidents and corrective

" actions raiated to iniections.

(b) Preventing Spread of infection
(1) When the Infection Control Program
determines that a rasident needs isoiation tc

'
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F 441 Continuad rrom page 22
prevent the spread of infaction, the faciiity must
isolate the resident.
(2) The facility must prohibit employses with 2
communicable disease or infectad skin lesions
from direc: contact with residents or their foad, i
direct contact wili fransmit the dissase.
{3) Tne facility must require staff tc wash their
hands after each direct resident contac: for which
hand wasning is indicated by accepied
professionai practica.

c) Lingns

Dersonnel must handie, store, process anc
transport iin2ns so as to pravent the spread of
infection.

This REQUIREMENT is not met as avide! cac
by:

THIS IS A REPEAT DEFICIENCY FROM THE
COMPLAINT SURVEY COMPLETED ON
11/27/13.

1. Basad on observation, record raview, and
review of facility policy, tha facility failed to follow
standard infaction conirol practices for 4 of 15
sampled residents (Resident #5, #13, #15, and
#20) observad during personal cares and for 3 of
3 supplemental residents (Residen: #41, #£3 anc
\7) randomly observed during medication

_administration Failure to foliow infection contro!
practices related to hand hygiene has the
potentia!l to cause or spread infection withir the
faciiity.

Findings include:

Raview of the facility policy titied "Female
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Perineal Care" occurred on 02/27/14. This poiicy,
ravisad January 2010, staiac, ". .. PROCEZDURE!
.. 5. Perform hand hygiene with soap and watsr
.8 Putongloves ... 13.... Bring scaped
washcloth in ons downward stroke, bsing sJre
not to bring the washclotn back upwards on the
skin . . . 20. Remove gloves and ditscard . . . 2¢.
Perform hand hygiens with soap and water. . . "

Reviaw of the {acility poiicy titled

"Handwashing/Hand Hygieng" occurred on
02/27/14. This policy, reviewad February 2012,
stated. ". . . When is Hand Hygiene (Alconoi Hand
Sanitizers) nacessary? . . . Before and Ajter

“having diract contact with resident . . Beforz and

After performing any invasive procedure (...
finger stick biood sampiing) . . . Befors and After
eniering isolation pracautions . . . After coniact
with resident's mucous membranes and 50dy
fiuids, or excretions . . . After removing gioves o
gowns . . . When is Handwashing {Soap anc

" Water) necessary? . . . Before and Afier 2ssisting

2 resident with toiieting. . . ."

Review of the iacility policy titied "lsolation
Pracautions” occurred on 02/27/14. This poiicy.
ravised February 2012, stated, " . .

' DROCEDURE: . . . Standard Precautions: . . .

Standard pracautions will appiy to all rasidgsnis at

_all times and are designad tc pravent

transmission of antibiotic resistant organisms

" from unrecognized sources . .. Gloves: . . .

- Change gloves batwaen tasks and procedurss on
‘the same resident . .. *Remove glovas promptiy

" after use, before touching non-contaminated
'jtems and environmental suriaces, . . " Contact

Precautions: In addition to Standard Precautions,
use Contact Precautions for specified resident
. known or suspacied 10 b2 infected or colonized

F 441

. All nursing staff has
received written education
on appropriate hand
hygiene. Mandatory
Inservice provided for staff
on 3/13/14.

All residents have the
potential to be affected.

" All nursing staff have been
instructed to perform hand
hygiene before leaving a
resident’s room, after
removing soiled gloves,
before touching the
environment, before ;
handling pills (clean
gloves may be applied
prior to handling pills), and
after administering insulin.

£ORM CMS-2557(02-99) Previcus Versions Opsolete Zvent ID°OI3F15

Facility ID: ND162 1i continuation sheet Page 24 of 28



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/20/2014
FORM APPROVED
OM3 NO. 0938-0391

TATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA

(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY

ND PLAN OF CORRECTION IDENTIFICATION NUMBER: 4 BUILDING COMPLETED
355074 B WING | e2r2712014
NAME OF PROVIDER OR SUPPLIER T STREET ADDRESS. OITY, STATE, ZIP CODE
305 8TH AVE NE
TRINITY HOMES MINOT, ND 58702
=MENT OF DEFIGIENCIE ' ZR'S PLAN OF CORRECTION (x3)
X4V iID SUMMARY STATEMENT OF DEFICIENCIES 1D i PRO'\{lD_P_bAELTAF @) A OI ~
SNEFiX | (SACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULDBE - CONTLETON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE
F 441 Continuec Trom page 24 T 441

with epidemiclogically important mMIcroorganisms
that can bs rransmitted by direct contact with the
resident . . . Gioves and hand Hygiens: . ..

. *During the course of providing care for a
resident, change gloves after having contact with
infactive material that may contain 2 nigh

_concentration of microorganisms (fscal materiai
and wound drainags;} . . ."

- Observatior: on 02/25/14 at §:40 2.m. snowed &
certified nursing assistant (CNA} (#18) assisted
Resident £12 to the bathroom. The resident was
- incontinent of urine. The CNA removed the
“rasident's brief then removad her gioves, and lafi
' the resident's room to dispose of the garbage
- without performing hand hygiene.

i
- Dbservation on 02/25/14 at 11:41 a.m. showed
two CNAs (£16 and #17) assisted Resident #15
. onto the bad pan. The CNA (#16) providec
perineal care prior to placing the resident on the
“badpan. The CNA (#16) then removec her
_gloves, covarad the resident with 2 biankat, and
" ciioped the call light to the blanket. Both CNAs
, left the room without performing hand nygiene.

- Observation on 02/25/14 at 12:05 p.m. snowed

“two CNAs (#15 and #18) assisted Residen! #15
off of the bad pan. The CNA (#16) donned

_gloves, parformed perineal care, and placad &
clean brief on the residen:. The CNA {#18) then

" ramovad her soiled glovas, donnad cizan gloves.
puilad up the resident's pants. repositonad

" resident, and placed call iight or the resident's

" iap. Both CNAs isit the room without performing
hand hygienz.

- Observation on §2/25/14 at 5:30 p.m. iaentifiea
- w0 CNAS {#8 and #9; assisted Residant #5 with

QA (Performing hand
hygiene before leaving a
resident’s room, after
removing soiled gloves,
before touching the
environment, before
handling pills (clean
- gloves maybe applied prior |
to handling pills), and after
administering insulin.)
will be done weekly for 4
weeks, or until compliance
is achieved. Once
compliance is achieved,
audits will be completed
monthly times 4, then
quarterly. Observations
will be done to ensure
compliance onperforming
hand hygiene before
leaving a resident’s room,
after removing soiled
gloves, before touching the
environment, before
handling pills (clean
gloves maybe applied prior '
to handling pills), and after
administering insulin. All
audits will be reported at
the monthly QA meeting.

Completion date is March
28" 2014. The DON is

[

FORM CMS-2567(02-99) Previcus Versions Ocsolete Event 1D 013F 1

responsible for this lion sneet Page 25 of 28
process.

Faciiy I



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: ©3/20/2014
FORM APPROVED
OMB NO. 0838-0391

TATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIZRICLIA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
ND PLAN OF CORRECTION IDENTIFICATION NUMBER, ol COMPLETED
£. BUILDING
355074 B WING 02/27/2014
NAME OF PROVIDER OR SUPPLIER STE==T ADDRESS, CITY, STATE, ZIP CODE
TRINITY HOMES 305 8TH AVE NE
e MINOT, ND 58702
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION s
BREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULDBE »omg;_:; 10N
TAG | RZGULATORY OR LSC IDENTIFYING INFORMATION; TAG CRoss-Rs:sasgggﬁ l‘[% I:ﬁ‘ APPROPRIATE =
F 441 Continuad From page 25 F 444

toileting. One CNA (#9) performad perinsal cares

_ after the resident voided, ieft her gloves on. and
assisted the resident to transfer to her
whealchair. The CNA (#9) combad the resident's

hair, removegs her gloves, anc then assisiac the
residant to the dining room. The CNA (#3) failed
to parform hand hygiens after completing perinzsai
carss.

- Review of Resiaent #20's madical record
" ozourrad on February 28-27, 2014, Diagnosas
"included colonized vancomycin-resistant
' enterococc (VRZ) and contact isoiation. The
quarterly Minimum Data Set (MDS), dated
- 02/20/14, identifiad the resident required
axtensive assistance of one person for transfers,
toilet use, and parsonal hygiens. The current care
- guide stared, "Safety: . . . Coniact Precautions.”

Observation on 02/27/14 at 8:45 a.m. showad tWwo
" CNAs (#4 and #5) donned gowns and gloves,
" entered Resident #20's room, and assistad har
onio the toilet. One CNA (#4) pulled down the
resident's brief and touched a visibly soiled area
“on the brief with her gloved hand. The other CNA
- (#5) removed the brief and also touched the
 soiled area with her gloved hand. The CNAs
. reapplied a gait belt and assisted Resident #20 to
stand and the CNA (#5) providad perineal carss.
The CNAs appiied a clsan brief, and pulled up
har pants, and transferred her into the
wheelcharr. Resident #20 stated, "I'm ail wet, I'm
- ali wet.” The CNA (#5) touchad ths residents
pants and confirmad they were wat. The CNA
(#5) then opened the resident's closet and
" obtained a clean pair of pants. Both CNAs
removead their soiled gioves, donned clean
' giovas, and changad Resident #20's wet pants.
i Both CNAs removed their gloves and washed
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_their hands. The CNAs (#4 and #5) faiied 10
remove their soiled gloves after assisiing
Resident £20 in the bathroom anc before
touching other surfacss in the resident's room.

During an interviaw on the morning of 02/27/14.
an administrative nurse (#22) agreed the CNAs
(#4 and #5) failed to follow infection coritrol
oractices and statec the CNAs nave baen
instructed whan to removs and changs gloves
whiie providing cares for residents.

. Observation on 02/25/14 at 12:05 b.m. identified |
a nurse (#1) administerad insuiin to Residant #41.

After administering the insulin, the nurse removed

- his gloves and without parforming hand hygiens.
went to the dining room to obtain & pain pil for

' Resident £43. Opservation identifiec the nurse
picked up the pain pill with his bare hands and
placed it in the medication cup. The nurse failed
to perform hand hygiens after administering
insulin to Resident #1 and prior to touching
Rasident £43's pain pili.

- A random observation on 02/27/14 at 7:55 a.m.
showed a nurse (#24) preparad the morning
medications for Resident #47. The medication
cup tipped and three of the pills f2li onto the
medication cart. The nurse picked up the pills
with his bare hand and ptaced them back in the

" medication cup. The nurse failed to perform hand

hygiene or apply 2 glove bajore touching
. Resident #47's meadication.

‘2 Based on observation, review of professional

literature, and staff interview, faciiity staff failed o

' properly disinfect the glucomsater for 2 of 4
' supplemental residents ( Resident #41 and #42)

All staff nurses have

received written education

. on disinfecting the

" Accucheck machines in-

 between resident use.
Mandatory Inservice
provided for staff on

- 3/13/14.

\ All residents that require
their glucose levels to be
checked have the potential
to be affected.

Staff nurses will disinfect
the Accucheck machine

‘ with a germicidal wipe

i each time the Accucheck
machine is used.
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observed during blooc giucose testing. Faiiure to
correctly disinfect glucometers may rasult in the
transmission of organisms and pathogens ©
other rasidents. staff, and visitors.

Findings include’

A Centars for Dissase Control and Prevention
publication titiec "Frequently Asked Questions
(FAQs) ragarding Assisted 3lood Giucesz
Monitoring and tnsuiin Administration,” Gatad
03/08/11, stated, ". . . Ganeral: .. Whenever
possible, blood giucose msters shouid not de
shared. If they must be sharec, the davice should
be cleanad and disinfected after avery uss. pev
manuiacturar's instructions. . ."

Obsarvation on 02/25/14 at 11:5C a.m. showec 2

nurse (#1) tested Resident #41's blood giucoss

with a glucometer. After testing the resident's

bicod glucose, the nurse {1} failed to disinfect

the glucometer with a germicidal wipe (used to

disinfect shared aquipment), which ware locateo
. on the biood giucose tasting cart.

Obsarvation on 02/25/14 at 12:1C p.m. showed 2
nursa (#1) tested Resident #42's blood glucose

- with 2 glucomater. After testing the rasident's

- biood glucese, the nurse (#1) $ailed to disinisc
the glucometer with a germicidal wipe.

During an inierview on the morning of 02/25/14, 2

nurse (#2) stated staff should disinfect the

glucometer after sach use with the "purple top”
_germicidal wipes.

for 4 weeks, or until
compliance is achieved.
Once compliance is
achieved, audits will be
completed monthly times
4, then quarterly.
Observations will be done
to ensure compliance (staff
nurses will disinfect the
Accucheck machine with a
germicidal wipe each time
the Accucheck machine is

“used). All audits will be

’; reported at the monthly

| QA meeting.

l
Completion date is March
28" 2014. The DON is
responsible for this
process.

FORM CMS-2567(02-89) Previous Versions Obsolete

Zvent 1D: 0137 11

Facility 1C: ND182 I continuation sheet Page 28 oi 28





