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F 000 INITIAL COMMENTS F 000
For the standard Medicare/Medicaid
recertification survey started on November 14,
2011 and completed on November 16, 2011, the
sample included 2 residents for complete review,
7 residents for focused review, and 1 closed
record for review. The sample included 6
additional residents to verify specific concerns
during the survey.
F 309 483.25 PROVIDE CARE/SERVICES FOR F 309 1. 0n 12/13/11, the constipation
ss=g HIGHEST WELL BEING policy was revised. A new daily
bowel movement monitoring form was
- : s developed to be used by nursing
Each resident must receive and the f_acnlty must staff to recognize residents at risk
provide the necessary care and services to attain for constipation. The Director of
or maintain the highest practicable physical, Nursing reviewed BM records for
mental, and psychosocial well-being, in BegiGanty 20, 715 # and 19
) p‘)r‘ . g, (Resident #2 expired.) Concerns
accordance with the comprehensive assessment were addressed with the interdis-
and plan of care. ciplinary team on 12/20/11. Care
plans were updated at this time and
these residents were referred to the
dietician.
This REQUIREMENT is not met as evidenced 2. All residents' BM records were
by' reviewed by the Director of Nursing.
; ; ; 5 Residents identified with high risk
1. Based on observation, record review, review of constipation were addressed at
of facility policy, and staff interview, the facility care plans on 12/20/11, Care plans
failed to provide interventions to promote regular were updated and identified
bowel elimination for 5 of 9 sampled residents pe o h meym peferved Ko Bhe
(Resident #2, #3, #4, #7, and #8). Failure to l
implement the bowel program according to the 3. The Director of Nursing will
facility's protocol (as well as implement dietary iﬁz)‘;ig'&fmsm{\l’lct‘ t{‘ﬂiﬂiﬂsf?“ 1
. x £ i ar a nursing sta on the
interventions) resulted in mconsgtent bowel_ updated constipation policy, changes
management and has the potential to result in in constipation records, assessments)
unrelieved constipation. and the use of dietary interventions.
Findings include: 4. A QA Study will be conducted ~(-{ NON
g - monthly for six months on all (p, . . ¢ VvL/%/g?/;
resident BM forms to promote ‘H’/:vh ;’& <oy,
Review of the facility policy titled "Constipation regular bowel elimination. Paiz) PRADOA, f /™
Policy" occurred on 11/16/11. This policy, dated | . vfiii
| .
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
I oA o Tien o Adimunistrador (]9 /i

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safequards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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2004, stated:

"Purpose: . . . ltis the policy of Pembilier Nursing
Center to monitor ongoing bowel functions of
each resident daily to prevent the discomfort of
constipation and/or fecal impaction.

Procedures:

1. Assessment: All residents will have an initial
Bowel and Bladder Assessment completed per
their admission assessment form. This will be
followed by a Bowel and Bladder Assessment at
day 5-7 to determine what the normal or routine
bowel pattern is for that resident and to identify
any residents who have demonstrated a trend

toward constipation. Also, any resident who later

develops constipation will have a Bowel and

- Bladder Assessment completed within 7 days.

Residents scoring [greater than) 0 on the MDS
[Minimum Data Set] portion will be care planned.
2. Interventions: A variety of non-medical
interventions should be attempted:

Dietary: Inform Dietary Manager of the presence
of constipation.

A. Offer prune juice at breakfast

B. Encourage residents to increase fiber intake.

Ask for an order from the attending physician for |

Fiber Basic and/or High Fiber Juice . . .
Medical:

A. Consider a standing order for a laxative or
suppository if it is not during regular clinic hours
and the resident is uncomfortable.

B. Consult with the resident's physician to
determine the best prescription and schedule to
establish a regular routine for BM's [bowel
movements). (Stool softeners, bulk forming or
vegetable laxatives, saline type laxatives,
enemas, suppositories, etc.)

C. Monitor each resident to ensure BM's occur
every 3 days.

J
\

|
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D. If ordered, administer a laxative after 2 days
i without a BM.

| E. If ordered, administer a suppository after the
3rd day without a BM.

F. If no results, manually check resident to

: determine if a fecal impaction is present.

. 1. If no stool is present, repeat the laxative and
suppository per doctor's order . . .

Evaluation: 1. The Care Plan for constipation will
be established after the Bowel and Bladder

- Assessment has demonstrated the presence of

| constipation . . ." |

' The standing order for constipation provided by a | i

nurse (#9) the morning of 11/16/11 states, ;
"Choose 1 of : Milk of Magnesia [MOM] 30 cc {
[cubic centimeters] po [orally] once or twice daily
. prn [as needed); Bisacodyl suppository 10 mg !
' [milligrams] pr [per rectum] prn; Fleets enema pr 1

prn. Auto stop 30 days then reassess routine :5
bowel management.” ;

Review of the facility policy titled "Resident
Hydration and Prevention of Dehydration”
occurred on 11/16/11. This undated policy stated,
". .. Policy Interpretation and Implementation:
7. Nurses' Aides will provide and encourage
intake of bedside, snack and meal fluids, on a
daily and routine basis as part of daily care.
¢ Intake will be documented in the medical record. ‘
Aides will report intake of less than 1200 ml/day ;
[milliliters per day] to nursing staff . . ." g
|
!

Observation on all days of survey showed
Resident #2, #3, #4, #7, and #8 all sat in the
assisted dining room for their meals. Observation
showed each resident had a green napkin at their
| place setting. Review of a document titled "Care
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Conferences," dated 11/15/11, stated, ". . .
' Please note - COLORED NAPKINS in the dining
' room means encourage fluid intake.”

. - Review of Resident #3's medical record

- occurred on all days of survey. Medical diagnoses
' included Alzheimer's disease and constipation.

| Medications administered to assist in stool

| elimination included Miralax once a day (initiated

' on 10/04/11), Senokot twice a day, Milk of

. Magnesia (MOM) as needed (PRN), and

| Bisacodyl suppository PRN.

|

\ Resident #3's current care plan related to

' constipation identified interventions of MOM,

' suppositories, prune juice, and medications as
| ordered. ;

|

" Review of Resident #3's BM records and PRN

" MARs from June 2011 through November 2011

- identified the following days without a BM and
facility staff failed to administer a PRN laxative
after day two without a BM and/or suppository per
facility policy:

| * June 12-14 (3 days)

. * June 23-26 (4 days)

* October 4-7 (4 days)

Observation of the morning meal on 11/15/11 at
8:45 a.m. showed Resident #3 seated in the
dining room. A certified nursing assistant (CNA)

; (#3) assisted her with her meal. At the completion
| of the meal, observation showed Resident #3 only
consumed a bowl of Rice Krispies cereal with
milk. The fruit, muffin, and prune juice remained

- untouched.

During an interview on 11/16/11 at 2:40 p.m., the
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1

dietary manager (#2) stated Resident #3 used to ! |

receive Raisin Bran cereal for breakfast every ! |

Wednesday. She stated she hasn't received the

cereal for a couple of months now because the
resident refused it.

- Review of Resident #7's medical record
occurred on 11/16/11. Medical diagnoses
included Parkinson's disease and a history of ‘
: constipation. Medications administered to assist !
| in stool elimination included Senna S and Colace |
once daily and Miralax PRN. Resident #7 also |
! received Sinemet three times daily for
' Parkinson's disease. Side effects of Sinemet
| included constipation.

' Resident #7's current care plan related to

~ constipation identified these interventions:

| "Bisacodyl Suppos [suppository] PRN; MOM
PRN; Rx [medications] as ordered; Encourage
fluids; Senna S; Colace; Offer 4 oz [ounces] of

. prune juice daily at breakfast; Record and monitor

- BM patterns.” ;

Review of the nutritional progress reports, dated
05/24/11 and 08/28/11, identified Resident #7's
| bowel habits as "constipated.” Review of the |
monthly dietician notes from 05/17/11 through
11/15/11 failed to identify the resident's
constipation problem and any nutritional
interventions to promote regular bowel g
elimination.

A physician’s progress note, dated 09/22/11,
stated, ". . . The nurses tell me that at times she :
[Resident #7] is constipated. | am going to
discontinue the Miralax and put her on Senna S 1
tablet daily. We will try Colace 100 mg 1 tablet
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p.o. daily as well . . ."

! The quarterly "Hydration Assessment,” dated :
| 08/29/11, identified Resident #7 required 1255 cc
of fluid in a 24 hour period for her weight and she
averaged approximately 360 cc of fluid per day.
The assessment stated, ". . . Takes in fluids with
assist. Staff offer et [and] encourage fluids
throughout all shifts . . ."

Review of Resident #7's BM records and PRN
MARs from June 2011 through November 2011
' identified the following days without a BM and

facility staff failed to administer a PRN laxative
 after day two without a BM and/or suppository per | i
| facility policy: | ‘
* June 6-9 (4 days) \
* August 5-8 (4 days) i
" August 16-19 (4 days) : ‘

* August 21-23 (3 days) ‘

* September 9-12 (4 days) ‘
* September 18-21 (4 days) !

* September 23-26 (4 days)

* September 28-October 1 (4 days)
* October 4-7 (4 days)

i * October 9-12 (4 days)

* October 14-16 (3 days)

* October 22-25 (4 days)

| * October 27-29 (3 days)

i * November 9-12 (4 days)

Observation on 11/16/11 at 12:55 p.m. showed |
the CNA (#10) transferred Resident #7 to her
bed. The CNA checked and changed the ‘
resident's brief and stated, "And that's the first |
time she's been wet today." The CNA (#10) failed
to offer Resident #7 fluids.

! i
| !
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Observation on 11/16/11 at 3:00 p.m. showed the '
CNA (#10) fed Resident #7 an afterncon snack of |
apple juice and pudding. The CNA stated, "She
[Resident #7] likes apple juice. And orange juice.
She doesn't like prune juice so well."

During an interview on 11/16/11 at 2:40 p.m., a | ]
dietary manager (#2) stated Resident #7 used to !
receive oatmeal every day until her diet changed |
to pureed consistency; now she receives prune [ {
juice daily. She also stated Resident #7 used to | i '
receive a high fiber cereal but can't recall when at | |
this time. The dietary notes failed to identify |
Resident #7 received oatmeal or a high fiber 9
cereal.

- Review of Resident #4's medical record !
occurred on all days of survey. Diagnoses \
included Alzheimer’'s disease, constipation, and |
arthritic pain. The resident's annual MDS, dated !
10/05/11, indicated short and long-term memory
problems, severely impaired decision making
ability, total assistance of one person for eating,
total assistance of one person for toileting, and
frequent bowel incontinence.

Resident #4's current physician orders included
the following laxatives: Senna 1 bid (twice daily),
Bisacodyl suppository 10 mg 1 pr prn, and MOM
30 cc once or twice daily prn for constipation.

Resident #4's current care plan stated, ". . . :
Problem: At Risk for Constipation: Goals: i
Resident will have a bowel movement at least
every three days. Approaches: Rx as ordered -
Senna, Bisacodyl Suppository prn, MOMpm . .. |
Encourage fluids, Offer prune juice at breakfast !
3x/week [three times per week]. . . ."
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J related to Resident #4's constipation.

| Review of Resident #4's BM records and pm |

Continued From page 7

Resident #4's Hydration Assessment, dated
10/06/11, showed ". . . For weight should take in
2584 cc in 24 hours. . . . Takes in all fluids with
assistance. . ." The quarterly Nutrition Progress
Notes, dated 10/06/11, noted bowel habits with
"constipation," average fluid intake of "887 cc"
daily, a "regular mechanical soft” diet, and to "See |
careplan.” The nutrition assessment lacked |
evidence of the effectiveness of the prune juice or |
the need for increased dietary interventions

MARSs for June-November 2011 identified the
following days without a BM and facility staff
failed to provide a PRN laxative after day two
without a BM and/or suppository per facility policy:
* June 22-24 (3 days)

* July 2-4 (3 days)

* September 10-12 (3 days)

* October 4-6 (3 days)

* October 21-23 (3 days)

* October 25-27 (3 days) - administered MOM
versus bisacodyl suppository October 28

* November 10-14 (5 days)

Observation on 11/15/11 at 9:35 a.m. showed two
CNAs (#4 and #5) transported Resident #4 to his
room, checked his brief which was dry, assisted
the resident into his recliner and left the room.
Observation showed a container and glass of
water at the bedside across the room from the
recliner. The staff members failed to offer the
resident a drink of water with cares.

Observation on 11/15/11 at 3:15 p.m. showed two
CNAs (#3 and #6) woke Resident #4, transferred

F 309
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' him with a mechanical stand lift on to the toilet,
| changed his wet brief, wheeled the resident to the

 Observation on 11/16/11 at 12:55 p.m. showed

" into his recliner and left the room. The staff

' water with cares.

- generalized pain. The resident's quarterly MDS,
- dated 09/06/11, indicated short and long-term

: and frequent bowel incontinence.

 the following laxatives: MiraLax 17 gm daily, i

lounge and placed him by the television. The staff
members failed to offer the resident a drink of
water with cares.

two CNAs (#3 and #8) transported Resident #4 to
his room, stocd the resident with the stand lift,
changed his wet brief, transferred the resident

members failed to offer the resident a drink of

- Review of Resident #8's medical record
occurred on 11/16/11. Diagnoses included
end-stage dementia, constipation, and

memory problems, severely impaired decision
making ability, total assistance of one person for
eating, total assistance of one person for toileting,

Resident #8's current physician orders included

Senna S 1 bid, Bisacedyl suppository 10 mg 1 pr
prn ordered 11/08/08, and MOM 30 cc once or
twice daily prn for constipation.

Resident #8's current care plan stated, "Problem:
At Risk for Constipation: Goals: Resident will
have a bowel movement at least every three
days. Approaches: Rx as ordered - MiraLax,
Senna S, Bisacodyl suppositoryprn ... MOM. ..
Encourage fluids, Offer prune juice at breakfast
M-W-F [Monday-Wednesday-Friday]. . . ."
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| Resident #8's dietary notes, dated 08/09/11,
indicated "Nutrition Risk . . . Resident was started
. on Senna S daily on 08/11/10 due to constipation.
Suggest also to provide prune/fiber juice daily to
facilitate regular bowel elimination pattern. A
Nutritional Progress Report, dated 08/30/11,
failed to identify the "Average Fluid Intake.” The .
- nutrition assessment lacked evidence of the i
 effectiveness of the prune juice or the need for |
increased dietary interventions related to ;
Resident #4's constipation. |

. Review of Resident #8's BM records and prn
MARs for June-November, 2011 identified the |
following days without a BM and facility staff |
failed to provide a PRN laxative after day two E
. without a BM and/or suppository per facility policy:
* June 6-8 (3 days)

. * July 1-3 (3 days)

. * July 6-9 (4 days)

. * July 11-13 (3 days)

| * July 15-19 (5 days)

' * August 6-8 (3 days)

: * August 10-12 (3 days)

* August 23-25 (3 days)

* October 1-4 (4 days)

* October 6-8 (3 days)

* November 11-13 (3 days)

Observation on 11/16/11 at 12:37 p.m. showed
two CNAs (#3 and #7) transported Resident #8 to
his room, transferred him to the toilet with the
stand lift, and after several minutes transferred
the resident to his recliner. Observation showed a
water pitcher and glass at the bedside. The staff
members failed to offer the resident a drink of
' water with cares.
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During an interview on 11/16/11 at 3:25 p.m., a
dietary manager (#2) stated both residents
(Resident #4 and #8) received prune juice three
times a week at breakfast, are offered oatmeal
for breakfast, and staff encourage fluids with
meals. The staff member stated, "Some people
get bran muffins or Raisin Bran. We do have a
high fiber juice available, and it is usually given
with med pass.” This staff member indicated
Resident #4 and #8 do not receive the high fiber
juice.

; - Review of Resident #2's medical record

: occurred on November 14-16, 2011. Current
diagnoses included dementia and constipation.
The resident's quarterly Minimum Data Set
(MDS), dated 09/21/11, identified the resident

i severely cognitively impaired, required limited

assistance of one person for personal hygiene,
frequently incontinent of bowel and bladder, and
not on a scheduled toileting program.

Resident #2's Nutritional Risk Assessment, dated
06/14/11, stated “. . . Miralax started 06/01/11.
Res. [Resident] should receive prunes/prune juice
QD [every day] to facilitate regular bowel
elimination pattern." Follow-up Nutritional Risk
Assessments, approximately monthly, lacked
information related to the resident's bowel
movements or dietary interventions. ;

Resident #2's current Bowel Assessment, dated
09/22/11 identified an irregular pattern, some
days with multiple bowel movements. The
resident’s current care plan, dated 09/27/11,
stated "Problem, At Risk for Constipation . . .

I assistance of one person for toilet use, extensive

Goals, Resident will have a bowel movement at

F 309
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least every three days. . . . Approaches, Rx as
ordered - Colace, Senna, Miralx [sic), MOM. ..
Monitor for effectiveness . . . Monitor bowel
movement patterns. . . . Encourage fluids, fiber |
and exercise. Notify MD [physician] prn. . . ." The :
care plan lacked nutritional interventions, 1
including the prunes/prune juice every day to
facilitate regular bowel movements and avoid
constipation. . |

Resident #2's physician orders included the ' ‘ |
following bowel medications:

*Docusate Sodium (Colace) 100 milligrams (mg), -

two times each day, initiated 03/17/11 (stool

softener).

*Senna S 2 tablets, one time each day, initiated

04/11/11 (stool softener and laxative).

*Miralax 17 grams in water, one time each day, ;
initiated 06/01/11 (laxative). } ‘ :
*Milk of Magnesia (MOM) 30 cubic centimeters | ! :
(cc), one to two times each day, PRN, initiated | |
10/01/11 (laxative). ! 1

' Review of Resident #2's BM records and PRN
MARS from August 2011 through November
2011 identified the following days without a BM
and the facility staff failed to administer a PRN
laxative and/or suppository per facility policy:

* August 13-15 (3 days)

* October 25-27 (3 days)

* November 8-11 (3 days)

During interview, on 11/15/11 at4:45 p.m., a
dietary management staff member (#2) reported
the facility staff provided Raisin Bran cereal one
day each week to Resident #2 until approximately |
two months ago when the resident refused to eat
it. This staff member reported the facility
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continues to offer wheat bread and prunes or
prune juice as sources of fiber, but did not offer a
substitute for the Raisin Bran cereal or any
additional sources of dietary fiber to Resident #2.

2. Based on observation, record review, resident
interview, staff interview, and review of facility
policy and procedure, the facility failed to offer
and assess the effectiveness of available pain
medications for 1 of 1 sampled resident (Resident
#6) who complained of pain during observations
of care. Failure to offer and assess the

effectiveness of available pain medication limited :

the resident’s ability to reach her highest level of
physical, mental, and psychosocial well-being.

Findings include:

Review of the facility policy and procedure "Pain
Assessment and Management” occurred on
11/16/11. This document, revised October 2010,
stated "PURPOSE, The purposes of this
procedure are to help the staff identify pain in the
resident, and to develop interventions that are
consistent with the resident's goals and needs
and that address the underlying causes of pain.
GENERAL GUIDELINES, 1. The pain
management program is based on a facility-wide
commitment to resident comfort. 2. "Pain
management" is defined as the process of
alleviating the resident’s pain to a level that is
acceptable to the resident and is based on his or
her clinical condition and established treatment
goals. 3. Pain management is 2 multidisciplinary
care process that includes the following: a.
Assessing the potential for pain; b. Effectively
recognizing the presence of pain . . . e.
Developing and implementing approaches to pain

I

1.

|
Resident #6 will have a pain :
assessment done weekly to identify |
pain concerns. Resident #6 pain was .
discussed with the primary physician
on 11/17/11, and prn pain medication
was changed to scheduled pain
medication,

The Director of Nursing reviewed
all residents in the facility for
adequate pain management. Findings
were reviewed by the care plan team
on 12/20/11, and care plans were
updated.

All nursing staff will be inserviced !
on pain management procedures,
reporting of pain and proper
documentation at the nurses meeting
on 1/4/12.

six months on pain management. P
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A QA study will be done monthly forpi‘]bﬁ/\)

Observaton will include review of
residents' pain medications and
quarterly pain assessments.

Pd#/hvl&

(225 Af
Depy,

1/4/12
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management . . . 9. Monitoring for the
effectiveness of interventions . . . 5. Conduct a
comprehensive pain assessment . . .

POSSIBLE BEHAVIORAL SIGNS OF PAIN: . ..
e. Limitations in his or her level of activity due to
the presence of pain . . .

ASSESSING PAIN: . . . 3. Discuss with the
resident . . . satisfaction with the current level of
pain control . . .

IMPLEMENTING . . . 6. Implement the
medication regimen as ordered . . .
MONITORING . . . 2. Monitor the following factors
... a. The resident's response to interventions . .
. 4. If pain has not been adequately controlled,
the multidisciplinary team, including the physician
shall reconsider approaches and make
adjustments as indicated. . . ."

Review of Resident #6's medical record occurred
on November 15-16, 2011. The facility admitted :
the resident in April 2005. Current diagnoses !
included arthritis, low back pain, anxiety, and |
history of extremity fractures related to a motor
vehicle accident. The resident's quarterly
Minimum Data Set (MDS), dated 09/25/11,
identified the resident was able to make herself
understood and understood others, was
moderately cognitively impaired, walked in the
corridor with limited assistance of one person, did
not receive a scheduled or PRN (as needed) pain
medication in the five day assessment period,
and a pain assessment should be conducted.

Resident #6's Pain Screening Form, dated
09/26/11, 06/20/11, and 03/21/11 identified a
score of "1,"” with a score of "5" or greater
indicating a full pain assessment is needed. The
Pain Screening Form also identified PRN
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" medication, Tylenol, effective for pain relief.

! Resident #6's physician orders for pain

{ medications included only Extra Strength Tylenol

- 500 milligrams (mg), two tablets, every four
hours, PRN.

Resident #6's current care plan, dated 09/27/11,
stated "Problem, ADLs [Activities of Daily Living] .
.. Approaches . . . Walking in Halls - limited
assist with walker. May bear full weight of left leg
with stand-by assist of staff. . . . Problem, C/O
[Complains of] Pain: neck . . . Approaches . . . Rx
[Medication] as ordered - ES APAP [Extra
Strength Tylenol] prn. Monitor for effectiveness.
Notify MD [physician] pm. . . ." The care plan
- lacked reference to Resident #6's to arthritic pain,
low back pain, or extremity pain as included in
her diagnoses.

Observation on 11/15/11 at 9:20 a.m. identified a |
certified nursing assistant (CNA) (#3) assisted
Resident #6 to stand from a wheelchair to a front
wheeled walker and ambulated in the hall. The
resident requested to stop ambulating due to leg
and arm pain. The CNA asked the resident if she
would like medication for the pain and Resident
#6 stated "Tylenol doesn’t usually do any good."
The CNA assisted the resident to activities in the
| wheelchair.

On 11/15/11 at 1:45 p.m., when asked about
Resident #6's activities of the day, CNA (#3)
reported she offered to assist the resident to
ambulate after lunch and the resident refused.
The CNA (#3) stated "Still sore from this
morning.”
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' Review of Resident #6's medication

' administration record (MAR), on 11/15/11 at 5:00

| p-m., showed the resident received two Extra
Strength Tylenol on 11/14/11 and none on

| 11/15/11. During interview at this time with a

- administering medications, the nurse (#11)

| with pain medications on 11/15/11. This staff
' member (#11) also reported the CNA (#3) did not
. report Resident #6's pain complaints to her.

| Observation on 11/16/11 at 10:00 a.m. identified

i wheelchair to a front wheeled walker and
ambulated in the hall. The resident requested to
stop ambulating due to "Ache so much." The

- CNA (#7) failed to report Resident #6's pain

- complaint to the licensed nursing staff.

During interview, on 11/16/11 at 2:45 p.m., an
administrative nursing staff (#1) member stated it
is her expectation that CNAs would report
resident pain complaints to the licensed nurses
for assessment and intervention. This staff
member (#1) indicated Resident #6's possible
need for a full pain assessment and voiced
uncertainty regarding the accuracy of the
resident's Pain Screening.

! Failure of the facility staff to report Resident #6's

' pain complaint on 11/15/11 resulted in the
resident's continued pain and refusal to ambulate
in the afternoon on 11/15/11, four hours, 25
minutes later. A licensed nursing staff member
failed to determine if Resident #6 continued to
have pain at 5:00 p.m. (seven hours, 40 minutes
later) when it was brought to her attention by the

- licensed nurse (#11) responsible for i

i confirmed facility staff did not provide Resident #6 |

i @ CNA (#7) assisted Resident #6 to stand froma

F 309
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surveyor. These failures may have resulted in
Resident #6 experiencing continued pain for an
extended pericd of time.
3. Based on observation, record review, review of 1. Resident #9 had a swallowing ﬁl -
professional literature, and staff interview, the evaluation done on 11D7?11 /“’V"M P i )
facility failed to ensure completion of a swallowing 4 , o- 1) nfun 0194
N 2. Allinew admits and hospital returns
assessment for 1 of 2 sampled residents will be assessed for swallowing
(Resident #9) observed coughing during meals. difficulties, choking, and coughing
Failure to assess Resident #9's swallowing ability by OT/SLT.
placed the resident at risk qf asp[ratlon and 3. Nursing staff and therapists will
recurrent upper respiratory infection. be inserviced on OT/SLT evaluations
on 1/4/12 to include swallowing.
Findings include:
g 4, A QA Study will be done monthly by
. i . . the Director of Nursing on all
_Revngw of th'e internet site, mayochmc.porp, evaluations done by OT/SLT for six
identified "Difficulty swallowing, Complications . . . months to ensure swallowing is
Respiratory problems. If food or liquid enters your addressed.
airway (aspiration) as you attempt to swallow, 5, 1/4/12
respiratory problems or infections can occur,
such as frequent bouts of pneumonia or upper
respiratory infections.”
|

Observation in the facility's assisted dining room
during the noon and evening meals on 11/15/11
and the breakfast meal on 11/16/11 identified ;
Resident #9 seated at the dining room table
drinking fluids independently and assisted by
facility staff members. The resident coughed
vigorously during these observations.
Review of Resident #9's medical record occurred
on 11/16/11. The facility initially admitted the
resident in December 2010. Initial admission
diagnoses included history of strokes, dysphagia,
and renal failure. The resident was admitted to an
acute care facility on 11/07/11 and returned to the
facility on 11/12/11. Diagnoses on readmission to
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the facility included cough due to viral upper
respiratory infection.

Resident #9's discharge summary from the acute
care facility identified the following on admission,
"congested cough”, "temperature of 99 [degrees
Fahrenheit]", "moist gurgley [sic] respirations”,
and "chest x-ray . . . essentially negative." The
discharge summary attributed the resident’s
acute iliness to a "viral upper respiratory
infection.”

Resident #9's quarterly Minimum Data Set
(MDS), dated 10/19/11, identified the resident
required total assistance of one person for eating
and no signs or symptoms of a swallowing :
disorder during the seven day assessment
period. The current care plan, dated 05/25/11,
identified the resident required total assistance
with meals, has a history of strokes, and was at
risk for aspiration.

Resident #9's medical record included OT
treatment documentation for swallowing
evaluation and treatment, May 12-27, 2011. At
the conclusion of this treatment episode, the OT
recommended the resident be fed with close |
supervision a regular consistency diet with thin
liquids and no straws. Resident #9's re-admission
orders to the facility, dated 11/12/11, included
"OT [Occupational Therapyl, To evaluate and
treat as needed.”

Resident #9's OT Plan of Treatment, dated
11/14/11, included a diagnosis of "dysphagia” and
identified the resident required "extensive
assistance” for eating. The Plan of Treatment
was for one treatment session only and
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addressed the resident’s transfer skills, strength,
and activities of daily living. The Plan of
Treatment and evaluation failed to address
Resident #9's coughing, swallowing, or potential
for aspiration.

During interview, on 11/16/11 at 2:45 p.m., an
administrative nursing staff member (#1) reported
a Speech-Language Pathologist (SLP) would
usually complete the resident's swallow
assessment. This staff member reported the
facility's contracted rehabilitation services
provider has limited SLP staffing at this time and
the OT would be expected to complete the
assessment. This staff member (#1) agreed the
OT should have assessed Resident #9's
swallowing ability and potential for aspiration as
part of the OT Evaluation and Plan of Treatment.

Facility staff identified Resident #9 at risk for
aspiration and provided swallow treatment before
the hospitalization on 11/07/11. The discharge

diagnosis of upper respiratory infection may have |

been related to the resident's risk of aspiration.
Resident #9's coughing when consuming liquids
during meals showed a likelihood of aspiration.
Failure to assess the resident's swallow and
provide dietary and treatment recommendations
to the facility staff placed Resident #9 at risk of
aspiration, pneumonia, and recurrent upper
respiratory infection.

483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to

'
)

F 309

F 323 1. The care plan team reviewed the plan
of care for Resident #1 and the
utilization of leg rests on the
wheelchair. All staff were informed
on 11/9/11 of the need to use leg
rests when transporting residents in
wheelchairs.
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F 323 | Continued From page 19 i F 323| 2. A1l residents were reviewed by the
prevent accidents. care plan team for leg rests and
proper safety intervention while
using wheelchairs.
. An inservice will be held on 1/4/12 |
by the Director of Nursing on safety|
. . . int i
Ihls REQUIREMENT is not met as evidenced ano positiontog. — chalr mobility,
y:
Based on observation, record review, and staff . ThSADézegtor O:hffurzing "1'111 Pe;form!
interview, the facility failed to utilize foot rests for b udy monthly for six months on|
! X - Lo ; le t heelch b ,
10f 2 sampled residents (Resident #1) identified and positioning. - air mobility, |
with a fall from a wheelchair. Failure of facility i
staff to utilize leg rests during a transport resulted 1/4/12
in Resident #3 experiencing a fall from her ,
wheelchair. ?
Findings include:
Review of Resident #1's medical record occurred
on all days of survey. Medical diagnoses included
dementia. The quarterly Minimum Data Set
| (MDS), dated 09/17/11, identified the resident
! required extensive assistance with transfers and
locomotion and experienced a fall with injury.
On 11/14/11 at 4:05 p.m., observation showed
Resident #4 sat in her wheelchair by the nurses
station. Observation showed a bruise on the right
side of the resident's face (right eye and
forehead).
Review of the document "Functional concerns of
nursing staff’, dated 10/19/11, stated,"...:
[Resident #1] Needs a new wheelchair/leg rests.
Resident demonstrates changes on deficits in the
following areas: Positioning . . . brief summary . . . i
OT [occupational therapy] 10/19 Screen ;
completed. Provided different w/c [wheelchair] i
[with] leg rests for resident. Place leg rests on w/c
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| if res. [resident] experiencing difficulty [with] w/c
propelsion [sic] .. ."

Review of Resident #1's nurse's notes dated
11/09/11 at 1:00 p.m., stated, "CNA [certified
nursing assistant] wheeling res. to eye appt
[appointment] down side walk, res fell forward out
of chair onto L) [left] knee. Vitals . . . Bruising

. noted on R) [right] forehead, R) shoulder, R)
knee, R) shin area . . . Neuro [neurological]
[checks] being done.”

Resident #1's incident report, dated 11/09/11 at
1:05 p.m. identified the above incident and stated,
". .. Needs to use leg rests with all transfers for
this resident. Will review with Care Plan Team
11/15111."

Review of the Care Conference notes, dated
11/15/11 at 9:00 a.m., stated, . . . EXTRA
DISCUSSION: . . . *[Resident #1] - MUST use leg
. rests with all wheelchair transports. The oniy

i exception is when propelling self in wheelchair . .

i . Please note that resident was leaning forward in
wheelchair during a transport and did fall out of
wheelchair last week . . "

During an interview on the afternoon of 11/16/11,
an administrative nurse (#1) stated she would
expect facility staff to utilize Resident #1's leg
rests during transfers in her wheelchair.

F 327 1 483.25(j) SUFFICIENT FLUID TO MAINTAIN
SS=E | HYDRATION

The facility must provide each resident with
sufficient fluid intake to maintain proper hydration
and health.

F 323

F 327!

. Residents #4, #7, #8, and #9 had

three-day intake and output
assessments completed to determine
risk for insufficient fluid intake.
Intake records were started on
residents with fluid intake less
than 1400 cc. Care plans were
revised to reflect these changes.
Residents identified were referred
to the dietician.
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F 327 ; Continued From page 21 F 327| 2. All residents in the facility were
i reviewed for insufficient fluid
b . Rk intake. Residents under 1400 cc.
| This REQUIREMENT is not met as evidenced will be monitored for fluid intake..
by: Intake records will be reviewed by
Based on observation, record review, review of ;:3 ;ﬂterdigdplizar)l’ teimhweekly
facility policy, and staff interview, the facility failed ssessed quarterly with the MDS.
* to provide fluids for 4 of 4 samplqd residents 3. Inservice training will be provided
- (Resident #4, #7, #8, and #9) at risk for by the Director of Nursing on
. insufficient fluids intake and dependent on staff to Y ‘éﬁgefg; (211 nursing staff to
 access fluids. Failure to offer fluids placed these | intake records, and offering of
| residents at risk of dehydration and constipation. fluids,

4. The MDS Coordinator will monitor

intake records monthly for six months
) . . ) . and report findings to the care plan
Review of the facility policy titled "Resident team.

Hydration and Prevention of Dehydration” i
" occurred on 11/16/11. This undated policy stated, 3 1/4/12
"... Policy Interpretation and Implementation:

1. The Dietitian will assess all residents for
hydration adequacy at least quarterly, and more
often as necessary per resident need . . .

4. The Dietitian will include resident preference in
distribution of allowed fluid . . .

7. Nurses' Aides will provide and encourage
intake of bedside, snack and meal fluids, on a
daily and routine basis as part of daily care.
Intake will be documented in the medical record.
Aides will report intake of less than 1200 ml/day
[milliliters per day] to nursing staff . . .

9. Orders may be written for extra fluids to be
encouraged between meals

. and/or with medication passes. A specific
minimum amount should be included . . . "Force
fluids" is not an appropriate order. "Encourage
fluids” is not an adequate order . . ."

. Findings include:

Observation on all days of survey showed
Resident #4, #7, #8, and #9 all sat in the assisted
dining room for their meals. All the residents had
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a green napkin at their place setting. Review of a
document titled "Care Conferences," dated
11/15/11, stated, ". . . Please note - COLORED
NAPKINS in the dining room means encourage
fluid intake."

- Review of Resident #7's medical record
occurred on 11/16/11. Medical diagnoses
included Parkinson's disease and a history of |
constipation. Resident #7 received Sinemet three |

times daily for Parkinson's disease. Side effects
\ of Sinemet include constipation.

Resident #7's current care plan related to
constipation identified the intervention encourage
fluids. The care plan related to activities of daily
living (ADL) identified the resident required total
assistance with eating and required cueing and
encouragement.

The quarterly "Hydration Assessment,” dated
08/29/11, identified Resident #7 required 1255
cubic centimeters (cc) of fluid in a 24 hour pericd |
for her weight and she averaged approximately ;
360 cc of fluid per day. The assessment stated, ". !
.. Takes in fluids with assist. Staff offer et [and] !
encourage fluids throughout all shifts . . ."

1

Review of Resident #7's bowel movement (BM)
records from June 2011 through November 2011
identified 14 occasions Resident #7 went three or
four days without a BM.

Observation on 11/16/11 at 12:55 p.m. showed
the CNA (#10) transferred Resident #7 to her
bed. The CNA checked and changed the
resident's brief and stated, "And that's the first
time she's been wet today.” The CNA (#10) failed
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to offer Resident #7 fluids.

During an interview on the afternoon of 11/16/11,
an administrative nurse (#1) stated she would

expect facility staff to offer/encourage fluids when
they assisted Resident #7 with cares. :

- Review of Resident #4's medical record
cccurred on all days of survey. Diagnoses |
included Alzheimer's disease and constipation. |
Resident #4's current care plan stated, "Problem: :
Cognition: . . . Rarely/never makes decisions. . . . |
Approaches: . . . Staff to anticipate residents [sic]
wants and needs in all aspects . . . Problem: !
Nutritional Status: . . . Unable to feed self or

obtain liquids per seflf. . . . Needs total assist. . . .
Approaches: . . . Offer resident water at bedside |
and fluids at each meal. . . . Problem: At Risk for '
Constipation: . . . Encourage fluids . . ." |

Resident #4's Hydration Assessment, dated ‘
10/06/11, showed ", . . consumed 887 cc fluids in
24 hours [average in three days] . . . For weight
should take in 2584 cc in 24 hours. . . . Takes in
all fluids with assistance. Staff offer and
encourage fluids throughout all shifts.”

Review of Resident #4's BM records for

June-November, 2011 identified nine occasions
Resident #4 went three or more days withouta |
BM. ;

Observation on 11/15/11 at 9:35 a.m. showed two |
CNAs (#4 and #5) transported Resident #4 to his |
room, checked his brief which was dry, assisted
the resident into his recliner and left the room.

The staff members failed to offer the resident a

F 327
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drink of water with cares.

Observation on 11/15/11 at 3:15 p.m. showed two
CNAs (#3 and #6) woke Resident #4, transferred
him with a mechanical stand lift on to the toilet,
changed his wet brief, wheeled the resident to the
lounge and placed him by the television. The staff
members failed to offer the resident a drink of
water with cares.

Observation on 11/16/11 at 12:55 p.m. showed
two CNAs (#3 and #8) transported Resident #4 to
his room, stood the resident with the stand lift,
changed his wet brief, transferred the resident
into his recliner and left the room. The staff
members failed to offer the resident a drink of
water with cares.

- Review of Resident #8's medical record
occurred on 11/16/11. Diagnoses included
end-stage dementia and constipation.

Resident #8's current care plan stated, "Problem:
Nutritional Status: . . . Not seem to recognize food
or if hungry or thirsty. At risk for weight loss and
dehydration . . . Receives total assist to consume
foods and liquids . . . Approaches: . . . Offer
resident a pitcher of water at bedside and fluids at
each meal. . . . Problem: At Risk for Constipation:
... Encourage fluids . . ."

Resident #8's Nutritional Progress Report, dated
08/30/11, failed to identify the "Average Fluid
Intake,” while the 06/06/11 progress report listed
the average fluid intake as "1100 cc/day.”

Review of Resident #8's BM records for
June-November 2011 identified 13 occasions
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Resident #4 went three or more days without a
BM.

Observation on 11/16/11 at 12:37 p.m. showed
two CNAs (#3 and #7) transported Resident #8 to
his room, transferred him to the toilet with the
stand lift, and after several minutes transferred
the resident to his recliner. Observation showed
the resident's brief dry and the toilet water clear.
The staff members failed to offer the resident a
drink of water with cares.

- Review of Resident #9's medical record
occurred on 11/16/11. The facility initially
admitted the resident in December 2010. Initial
admission diagnoses included history of strokes,
dysphagia, and renal failure. The resident was
admitted to an acute care facility on 11/07/11 and
returned to the facility on 11/12/11. Diagnoses on
readmission to the facility included cough due to
viral upper respiratory infection. The resident's
quarterly Minimum Data Set (MDS), dated
10/19/11, identified the resident required total
assistance with eating.

Resident #9's Hydration Assessments identified
the following:

*07/121/11, Twenty-four hour fluid intake,
requirement - 1500 cc; actual - 1287 cc.
*10/19/11, Twenty-four hour fluid intake,
requirement - 1500 cc; actual - 1273 cc.

Resident #9's current care plan, dated 10/24/11,
identified the resident required total assistance
with meals and stated "Offer resident water at
bedside . . ."

Observation, on 11/16/11 at 1:05 P.M., identified

FORM CMS-2567(02-99) Previcus Versions Obsolete Event ID: G08911 Facllity ID: ND184 If continuation sheet Page 26 of 29



PRINTED: 12/05/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
355057 11/16/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
500 DELANO AVE
PEMBILIER NURSING CENTER WALHALLA, ND 58282
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D 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-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 327 | Continued From page 26 F 327
CNAs (#3) and (#7) provided cares for Resident
#9 and assisted the resident to bed. The CNAs
failed to offer the resident fluids with cares.
F 425 483.60(a),(b) PHARMACEUTICAL SVC - F425| 1. On 11/17/11, Residents #7, #12, #14,
ss=B | ACCURATE PROCEDURES, RPH #15, and #16 scheduled Miralax was
changed to using one bottle for each
individual to be placed in the

The facility must provide routine and emergency
drugs and biolegicals to its residents, or obtain
them under an agreement described in
§483.75(h) of this part. The facility may permit
unlicensed personnel to administer drugs if State
law permits, but only under the general
supervision of a licensed nurse.

A facility must provide pharmaceutical services
(including procedures that assure the accurate

| acquiring, receiving, dispensing, and
- administering of all drugs and biologicals) to meet
i the needs of each resident.

" The facility must employ or obtain the services of
. a licensed pharmacist who provides consultation

. on all aspects of the provision of pharmacy

services in the facility.

This REQUIREMENT is not met as evidenced
by:

Based on observation, review of professional
reference, and staff interview, the facility failed to
ensure adequate pharmaceutical services,
including procedures that assure the accurate
dispensing and labeling of all drugs and
biologicals, to meet the needs of 6 of 12 residents
(Resident #7, #12, #13, #14, #15, and #16)
receiving scheduled MiraLax. Failure to have

medication cart. All original stock
containers were returned to th

pharmacy. Red H (|3 V4
T2 [22/41 - /o Aﬂtﬁ//h
2. All residents receiving Mir! ai!’ 0 Q4Q
will be addressed as above.

|

3. Inservice training will be held on
1/4/12 for all nursing staff
regarding the monitoring of
medication labels and proper

i dispensing of Miralax.
1
i ‘

4. A QA Study will be conducted by the
Director of Nursing weéekly for
three months to ensure there are no
expired medications and bottles are
labeled properly. The reports will
be reviewed by the Director of
Nursing at the quarterly QA meeting.

5. 1/4/12
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" authorized staff repackage and accurately label 1
' medications has the potential for residents to !
_receive the wrong and/or expired medication, with i
| potential loss of efficacy and potency. i

1

 Findings include:

| i
| Kozier & Erb's "Fundamentals of Nursing: ‘
i Concepts, Process, and Practice,” 8th edition,

: 2008, Pearson Education, Inc., New Jersey, page
' 830 states, "Drugs are prepared by a pharmacist,
- a person licensed to prepare and dispense drugs

. The Centers for Medicare and Medicaid Services
(CMS) has defined "dispensing” under pharmacy
services as a process that includes the

| interpretation of a prescription; selection,

' measurement, and packaging or repackaging of
the product (as necessary); and labeling of the
medication or device pursuantto a i }
prescription/order. |

i Review of the medication room occurred on
11/16/11 at 2:40 p.m. with a licensed nurse (#9).
Observation showed 12 original stock containers
of MiraLax 527 grams (gm) stored on the
countertop in the medication room, labeled for
each resident on a scheduled dose. In the bottom
| drawer of the medication cart, observation |
i showed 12 smaller containers labeled MiraLax for |
- each of the same residents. Observation showed i
' the labels on the stock and cart containers !
| differed as follows: 3
' * Resident #7 - Prescription (Rx) number and
expiration date (cart container expired 08/01/11)
* Resident #12 - Rx number and expiration date
(cart container expired 08/01/11)
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* Resident #13 - Rx number

* Resident #14 - Expiration date (cart container
expired 08/01/11)

* Resident #15 - Rx number and expiration date
(cart container expired 08/01/11) i
* Resident #16 - Expiration date (cart container
expired 08/01/11)

On 11/16/11 during the medication room review,
i when questioned why the facility stocked a large ;
- and a small container of MiraLax, the nurse (#9) "
; stated a nurse, usually the night nurse, uses a
: funnel to refill the smaller containers from the i
- larger containers, and stores the smaller .‘
i containers in the medication cart for each ;
| resident, as not all the large containers fit in the |
cart.
|

On 11/16/11 at 3:15 p.m. during an interview, an
administrative nurse (#1) stated the facility
consulted with their pharmacist for a solution

' related to the MiraLax containers not fitting in the

1 medication cart. They agreed to have the nurse ‘ ‘

| fill smaller bottles (with labels provided by the ;

i pharmacy) with MiraLax as needed, and failed to ;

i consider this practice repackaging. The nurse

i failed to provide a policy related to this practice.

L
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