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4 000{ 11-94.1 Initial Comments 4000
A relicensure survey was conducted by the
Hawaii State Survey Agency from September 18
to 22, 2017. Atthe time of entrance, the facility _ } _ .
census was 79 residents. The facility is licensed e e o s __
for 82 beds.
4112 Residents Rights and Facility Practices
4 112} 11-94.1-27(1) Resident nghts and facmty 4112
ractlces For res # 79; resident family was interviewed by Social Services on 9/29/17
p 9/29/17 regarding preference regarding time to be awakened in the
. 3 morning and if resident aiso had any preference regarding time to god
i icies i '} 1 to bed. Resident family member indicated that the resident preferre
W”tten -po-l"c-les regardlng the ri-gh:ts and . tz b: awaiened at approximately 9:30 a.m. and wanted to go to bed in
r‘eSpONSIbmtles Of rESIdents dunng the rESIdenfS the evenings at approximately 8 p.m. Care plan was revised to indicate
Stay in the faClllty Sha" be eStab“Shed and Sha“ resident preference with notification to all staff regarding resident’s
be made available to the resident, resident family, verbatzed preferences.
legal gual’dian, Surrogate, Sponsoring agency or Interview of all other residents that had previously indica"ted a o7
i H ference/choice of awaking and/or going to bed and all new 1
representatwe.p.ayee, and the pUbllc _upon f;:idents was conducted by Social Services designees. A listing of all and
request. A faclllty must protect and promote the residents that verbalized specific preferences was developed indicating Ongoing
/ i i 1 . reference(s) schedule and forwarded to CNA Captain, RCMs, MDS
nghts Of eaCh reSIdGNt’ lnCIUd'ng‘ zoordinator and DON. Review of resident care plans was conducted
and revised as appropriate to reflect resident wishes.
(1 ) T'l?e free exerm?? Of nghts asa rES'dent Huddles were held with all staff regarding honoring and acknowledging
Of the faCIhty and asa szen or rBSIdent Of the resident preferences and choices, need to review care plan and
United States; validate with resident to assure that resident wishes to continue 9/23/17
adhering to the indicated preference. and
Ongoing
To prevent deficient practice from recurring, Social Services will revise
i i i » their assessment form to include preference relating to times of
Th]s Statute 1S nOt.met as eV]d.enced by. waking in the morning and going to bed in the evening, and updating
Based on Observatlon and famlly and Staff their spreadsheet ongoing. Ongoing communication will occur with
intemews, the faCility failed to maintain resident's MDS Coordinator, CNA Captain , RCM and DON to ensure information 9/319/17
. . ™ . N is i ted int lans and CNA(s) orientation/training and an
nght for 3 Of 23 reSIdentS/ famllles |nteW|ewed to ':C;:‘::;r::":c::‘s;;":;aa’r‘ld accommodate resident preferences. Ongoing
ChOOSe theif dally SChedUIe. (ReSiden‘[ #79' #20’ Weekly audits will be conducted by CNA Captain toiassure compliance
#68) and quarterly interviews and satisfaction surveys will be conducted by
‘ Soctal Services.
i 1 i M Staff in-service provided regarding Plan of Correction and changes in
Flndlngs InCIUde. pchess developed to address deficient practices as identified in survey
. of 9/18-22/2017. 9/23/17
1 ) HeSIdeﬂt #79 was Observ.ed .Orl 9/1 9/1 7 at 8:.00 Ongoing monitoring and evaluation will be conducted by CNA Captain,
AM at the Kona Nu rses Statlon in her WhGGIChalf Social Services and DON and presented and addressed at QAPI Ongoing

sleeping.

During a family interview on 9/19/17 at 9:04 AM a
family member reported that Resident #79
schedule varies, sometimes she wants ta sleep

meetings to ensure compliance.
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4 112| Continued From page 1 4112 Continued from page 1
longer in the morning. She is irritable when staff 4112 Residents Rights and Facility Practices
Wake her up too eaﬂy n the morning. Legacy Hilo Rehabilitation and Nursing Center is committed to ensure
that timely documentation will be conducted when residents are
3 i B ’Ar!‘ lnterviewwith Staff H 13 at 1:30 PM revealed transferred/discharged within and from the facility.
' that Whlle the CNA %Slgned tO Showers USlla“y On 9/25/17 a review of room transfers was conducted by Social
get the residents up between 5:30 AM and 6:30 Services designees. Ithw:s identifl”xle: that sintcedluIyE::;L; residents y
B had room changes, which were all documented in , after an 9/25/17
AM on Shower days’ a rQSId?nt may aSK to S.leep additional staff was added to the Social Services department.
later. Preferences on what time to wake up in the i
H H N H Social Services designees were retrained on the importance o
morn"‘g 18 n°t aSK.ed dunng the, reS|dent . dZZ':m::;’i'::Z” iesident transfer/discharges, including room changes 9/23/17
assessment interVIeW. If a fam lly member MSheS with completion of applicable notification to resident and/or resident
for the resident to wake up Iater |n the morning representative and appropr-i-atg aggr-m-ies if\t[uding but not limited to
. LTC Ombudsman and Hawaii Disabilities Rights agency.
they can make the request fo the nursing staff.
T vent recurrence of this deficient practice chart audits will be
. . . cznzr:cted for all resident including room changes to ensure 9/25/17
An Intervlew Wl'th s'taﬁ #1 1 6 StatEd tha CNAS appropriate documentation is completed by Medical Records, Health
usually get the residents up betwesn 5:30 AM Information Manager.
and 7:30 AM for morning care and breakfast. f a . e i .
. i “ Review of resident discharge/transfer policy and procedure was 9/25/17
R95|dent te“s the CNA they don't want to get up conducted with Social Services designees to ensure that process is
for moming care at that time they can get up clear and will be implemented as required.
'ater' Staff in-service provided regarding Plan of Correction and changes in 9/23/17
process developed to address deficient practices as identified in survey
‘ -22/2017.
Resident #79 was observed on 9/21/17 at 8:15 orene
AM siﬁing up in wheelchair at the Kona nurses Ongoing monitoring and evaluation will be conducted by Social Ongoing

station sleeping.

The facility failed to aliow Resident #79 to choose
when to wake up in the moming.

2) On 9/19/17 at 8:47 A.M. Resident #20
reported he was not notified of a room change
prior to the change. The resident reported he
was moved four times and was not notified. A
review of Resident #20's record documents, on
8/12/16 he was admitted to Room 167-B.
Subsequently, Resident #20 was moved three
times, including: 8/15/16 to Room 167-A; 1/30/17
to Room 116-A; and on 7/27/17 to Room 139-B.

On 9/18/17 at 2:22 P.M., Resident #68 reported
he/she was not notified of a room change prior to
the move. A record review found Resident #68

Services Department, Licensed Social Worker and Medical Records
Health information Manager and presented and addressed during
QAPI meetings to ensure compliance.
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4 112} Continued From page 2 4112

4 112 Residents Rights and Facility Practices
was admitted on 6/17/16 to Room 142-B. The

resident was moved on the following dates:
7/28/16 (Room 140-A); 7/31/17 (112-A); and
8/8/17 (Room 114-B).

See page 1-2

. '-,'l-“; R HAFTIES

An interview was conducted with Staff Member .
#9 on 9/21/17 at 3:50 P.M. Inquired whether
social services notifies residents of a room
change and if this is documented in the residents'
record. The staff member replied, social services
does- not document in the progress notes to notify
a resident of a room change. The staff member .
reported social services are responsible to visit
with the resident one to two days later to inquire
how they are getting along with their new
roommate. The staff member further reported
room changes are not documented as there are
so many room changes. A concurrent record
review was done with the staff member, the staff
member confirmed the aforementioned room
changes for Residents #20 and #68. A request
was made o review the facility's policy and
procedures related to room changes. The staff
member provided the social services policy and
procedures binder and later was asked to locate
the policy regarding room changes. A review of
the policy entitied Room Change (SSA2.16) notes
the procedure for social services includes the
following: "3. Makes a room change decision
based on the resident's best interest; 4. Notifies
the resident, responsible party, previous
roommate and new roommats; 5. Documents
the evaluation, decision and notification in the
medical records; and 7. Monitors the resident's
acclimation to the new environment 72 hours
after the move and then periodically,
documenting monitoring and interventions..."

On the morning of 9/22/17, Staff Member #83
reported the facility has a form that is used to
Office of Health Care Assurance i _ .
STATE FORM 6899 PIHU11 It continuation sheet 3 of 24
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4112 Conﬁnued Ffom page 3 4112 4112 Residents Rights and Facility Practices
document room changes. A request was made to Seepagel2
review the documents for Residents #20 and #6.
Prior to the completion of the survey on 8/22/17
and exit of the survey team, documentation was
not provided. :
The facility failed to ensure residents with room
Changes or rgcommate Changes are notified in 4127 Residents Accounts
Wntlng Of the Change and the ety for the L Hilo Rehabilitati d Nursing Center is committed to ensure
o, egacy Hilo Rehabilitation and Nursin i
Changes' T!-'e fac'llt_y' was als‘o unable to pmduce that conveyance of resident trust fund balances are completed within
documentation to verify notification was provided 30 days of discharge or death of resident.
to the reSIdentS' A review of the process of disbursement of trust fund monies for 9/22/17 thru
upon the death of the residents was conducted. Business Office will 9/28/17
. . ensure that residents will be distributed balance of alf trust fund
4 127 11 '94- 1 '28(&) RBSIdent accounts 4127 monies within 30 days of discharge or death of resident, unless
) extenuating circumstances occur which would delay the conveyance
o . of such monies. When a delay is anticipated, the facility shall provide
(a) In the event the reSldent or fam"y membel‘ notification to the resident and/or resident representative of the
requesis the fac“ity to manage the resident's dellla;/ a:d:ill p;ov:zde :n apprc?])l(irTatitimi fram: b;/‘:]vhich monie:
B H will be disbursed. Residents will also be informed of the process a
persor'al fu']ds’ ?n 'tem[ZEd account Sha" be the time of admission, which will also be included in the resident
made available in writing to the resident or the handbook.
Ieg_al . guardlan or surrogate’ and Sha_n be Al residents were informed/notified of process and provided the
maintained and kept current for the rQSIdent, opportunity to make necessary changes as applicable via the Resident 10/9/17 thru
inc[uding: : Trust Fund Authorization form to ensure that their wishes are 10/10/17
honored.
(1) Wntten receipis for a” personal Revisionhto re;ider: handbook complfett:dfto :ddress procetstshang 10/13/17
: . . that t are of the facility process at the time
possessions and funds received by or deposited ofa e
with  the facility; and
'tyl Policy to address trust fund conveyance to residents at time of
A R : discharge or death has been developed. 11317
(2) Written receipts for all disbursements
H Business Office staff was provided training on the requirements of
made to' 2L behalf Of’ the res‘dent' Trust Funds and timely disbursement, and review/revision of Resident
Trust Fund Authorization form completed. 10/13/17
. . . Staff in-service provided regarding Plan of Correction and changes in
Thls StatUte !s n°t_met as ev'denced by: process developed to address deficient practices as identified in
Based on an interview with staff members, the survey of 9/18-22/2017. 8/23/17
fac'"t_y fal Ied to ensu.re‘ Conveyance Upon death Of Ongoing monitoring and evaluation to be conducted by Business
a resident's funds within 30 dayS for 2 (ReSidentS Office Manager and Administrator and presented and addressed at Ongoing
1

#135 and #30) of 3 residents sampled.

Findings include:

QAPI meetings to ensure compliance.
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4127 | Continued From page 4 4127 4127 Residents Accounts

On 9/2117 at 10:30 A.M. an interview was See Page 4
conducted with Staff Member #A and the facility's
consultant. The staff member and consultant
provnded a listing of residents who expired in the
last 310 6 months. Resident #135 was reported
to expire on 5/18/17, the remainder of the
resident's funds were paid in cash to a family
member on 9/14/17. The consultant reported the
facility is currently working on settling the
accounts of the residents who have expired.

On 9/21/17 at 11:51 A.M. a review was done for
Resident #75. Resident #75 expired on 8/26/17,
the account has been closed with the resident
owing the facility monsy. Another review was
done for Resident #30. Resident #30 expired on
8/15/17, the resident's account remains open with
$40.00 remaining in the account; however, the
resident still owes the facility money.

The facility failed to ensure the system for
conveyance of expired residents' personal funds
accounts are balanced and any funds remaining
in their accounts are given to their family
member/representative.

4 128| 11-94.1-28(b) Resident accounts 4128

41238 Resident Accounts

(b) Upon request Of eaCh resident or legal Notice to all residents with trust funds was sent regarding the 10/13/17

availability of funds during weekends and evenings of no more than

guardian or SUrrogate, artic‘es kept for $20, unless advance notice is provided, shall be available at the
Safekeeping Sha" be re]eased reception desk up to from4 p.m.to 7 pm week. da.ys and 8 a:m. to

7 p-m. on weekends (7 days/week). Residents wishing to receive
2mounts greater than $20 are recommended to make
arrangements with the Business office by the Friday prior to the
weekend or by 12 noon of the respective evening, so that funds can

This Statute is not met as evidenced by: be made available as needed.

Based on interVieWS With rGSident and Staff Revision to resident handbook completed to address new process 10/13/17

member, the facmty falled {o ensure a res‘[dent’s and ensure that all residents are aware of facility process at the
i i f admission.

fUndS are managed {o a"ow resldents access to time of admission

their personal funds when needed.

Policy to address availability of trust fund monies has been

developed and training of all Business staff was conducted. 10/13/17

Office of Heaith Gare Assurance ) ] ) -
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4 128| Continued From-page 5 4128 Continue from page 5
Findings include: 4128 Resident Accounts
R Management staff informed about change in process for availability of
On 9/1 8/1 7 at 11:51 P-M. RBSldent #122 reported resident personal during weekends and to hold huddles with staff to 9/29/17
he has a personal funds account with the facility...}. ... ensure staff knowledge of change-
The I’esident reported that he iS Unable tO get Staff in-service provided regarding Plan of Correction and changes in
money on the Weekend' he is On’y able to access process developed to address deficient practices as identified in 9/23/17
his funds Monday through Friday. sunvey of /18 z2/2017.
QOngoing monitoring and evaluation to be conducted by Business Ongoing
- H - Office Manager and Administrator and presented and addressed
On 9/21/17 at 10:30 AM. an interview was done during QAP! meetings.
with Staff Member #A and the facility's consultant.
The staff member and consultant confirmed
Resident #122 has a personal funds account with
the facility. Inquired whether residents are able to
access their personal funds account on the
weekend. Staff Member #A replied, perhaps the
resident will have to wait until Monday to get their
money when the business office is open which is
Monday through Friday from 7:30 A.M. to 4:30
IVl 4136 Resident Care
", . Legacy Hilo Rehabilitation and Nursing Center is committed to ensure
The faCIllty falled to develop a System io ensure that residents are assessed ongoing to prevent skin breakdown and/or
residents have the right to access their personal pressure injuries/wounds.
funds account at any time. Resident # 19 chart was reviewed on 9/22/2017 and it was identified
that resident was admitted 5/1/17 with multiple Dx: Sepsis, 8/22/17
Unspecified organism, Acute Kidney Failure, HTN, Anemia, Other
4 136] 11-94.1 -30 Resident care 4138 primary thrombocytopenia, Hypo-osmolality and hyponatr'&
Cerebral Aneurysm, Other Sequelae of cerebral infarction,|
. Cognitive communication Deficit, Unspecified-Calorie Malnutrition,
The fﬁClllty sha" have Wriﬁen pOHCies and Cachexia, Pressure Injury Left Hip Stage 4, Major Depressive Disorder,
H Single Episode. Weigh dmissi 991bs. Lab: ducted
procedures that address all aspects of resident 5/8/17 511117 e early stages of ey foor N
care needs to assist the resident to attain and
maintain the highest practicable health and
medical status, including but not limited to:
(1) Respiratory care including ventilator use;
(2) Dialysis;
(8) Skin care and prevention of skin breakdown;
(4) Nutrition and hydration;
(5) Fall prevention;
(6) Use of restraints;
(7) Communication; and
i)
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This Statute is not met as evidenced by:

Based on medical record review and staff
interviews, the facility failed to attain or maintain
the highest practicable physical and psychosacial
well being for two residents, Resident #19 and
Resident #166.

Findings include:

1) Resident #19 was admitted to the facility from
an acute care facility with diagnoses which
included adult neglect with Adult Protective
Services (APS) involvement; Stage IV pressure
injury to left hip with visible tendon; osteomyelitis;
and malnutrition. A review of Resident #19's
history noted he was admitted to the long term
care (LTC) facility from an acute care facility
(1/24/17-5/1/17). The history further noted he
was admitted to the acute care facility in septic
shock due to multiple stage 4 pressure injuries
with osteomyelitis. The wounds were infected
with bacteria and contained maggots. During his
acute care stay, Resident #19's I

. Rosident #19's acute care stay was
further complicated with antibiotic resistant
bacterial infections which required management
by an Infectious Disease Specialist. Resident
#19 was finally discharged from the acute care
facility on 5/1/17 when he was admitted to the
LTC facility.

Resident #19 was being reviewed for hospice
services during stage 2 of the QIS survey.

to 3.0cm x 2.0cm x 1.0cm 6/5/17; 3.0 cm x 2.0¢m x 1.0cm 6/13/17;
however a slight change of 3.5¢m x 2.0cm x 1.0cm 6/19/17 which is a
direct correlation of active infection; 3.3cm x 2.0cm x 0.8¢cm on
7/6/17; and 2.0cm x 1.5¢m x 0.4cm on 7/12/17 with wound care
ongoing to date. As of 10/6/2017 wound measurements were 0.6
cm x 0.4cm x 0.2cm.

Weekly skin checks were performed since admission. On 6/8/17
Stage 2 Pl. 1.0cm x 1.0cm x 0.1 on right hip area injury was
documented; with skin check of 6/5/17 identified “skin intact”. Itis
speculated that the Stage 2 injury could have been related to an
underlying infection as a systemic infection was identified on
6/11/17. Resident received 3 courses of different antibiotics and the
wound resolved on 6/25/17. During this course, resident’s average
temperatures ranged from 100° to 101°F with average food
consumption ranging from 0% to 75% for approximately 7 days; then
increased to 25%-100% towards the end of the infection phase.
During this period, resident exhibited signs of system deterioration
with signs of actively dying, should he not have recovered from the
systemic infection. 6/19/17 Right Hip P13.0cm x 2.0cm x 0.1 - Direct
Correlation to active infection; 6/26/17 Right Hip PI 3.5¢m x 2.0cm x
0.1 - gradual deterioration, suspected active dying phase; 7/6/17
Right Hip Unstageable 3.5cm x 2.0cm x 0.1 100% yellow slough;
7/12/17 Right Hip Unstageable 2.5¢ x 2.0cm x 0.1 100% yellow
slough; 7/20/17 Right Hip Unstageable classified as stage 4 P1 2.0 cm
x 1.5 ¢cm x 0.4 cm with wound care ongoing. As of 10/6/2017 wound
measurements were 0.4 cm x 0.5 cm x 0.1 cm with 100% granulation.

On 5/8/17, resident was started on Juven po bid, Vitamin C po qd,
and Multivitamin 1 tab po qd; on 5/25/17 Nepro 240ml po bid was
started, with nutritionally Enhanced Meals started on 7/12/17. If
resident was able to consistently eat 100% of meals, the combined
total protein of meals and supplements provided 124.5 grams of
protein a day. According to the RD, resident required 60 grams of

protein/day to promote wound healing. However, resident
continued to lose weight as identified by weights taken 7/3/17 82.9
|bs and 8/1/17 69.2 Ibs. Therefore, it was suspected that the
resident had an underlying metabolic/absorption problem which
prevented consistent wound healing and the development of
pressure injuries despite consistent care provision.

During the phases of active infection resident’s wounds increased in
severity and did not respond positively to treatment; however status
post active infection, wound improvement was evident.

.

{(X4) ID D
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4 136 | Continued From page 6 4136 Continued from page 6
(B) Care that addresses appropriate grOWth and Resident was admitted with an active Il infection to left hip and
development When the faci“ty prOVideS care 'lO was placed on antibiotics for 7 days. Wound care to left hip wound
. f - lead to progressively improved condition as demonstrated by:
in ants, Ch"dren, and youth. measurement 5/1/17 5.0cm x 6.0cm x 1.0cm; gradually went down 9/22/17
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4136 Continued From page 7 4136 Continued from page 7
Resident #19 was admitted to hospice services Review of other n?sident? with wounds was confitlcted on 9/25/2017.
o . . . 2 Wound care/hearing regimen, treatment modalities, status were
on 5/1 2/1 7' Duﬂng the hosplce "Wesugatlon: reviewed to ensure timely application of care, documentation
Surveyor identified concerns related to Resident S e Ciad o Sbgsenie g fEL RS 9/25/17
#19 developing a pressure injury after admission I
tO the LTC facility. Obsewation Of RGSident #1 9 0n 9/23/17 huddles were conducted with all staff to review the
H : H importance of conducting ongoing skin care, assessments and
on the. aﬁernoon Of 9,20I17 found h‘m lylng I~n bed documentation of observations/assessments/findings with appropriate
WatChlng TV. He_ was nonvel‘bal and reporting to LN and IP/Skin Care Coordinator for follow-up and 9/23/17
unresponsive to questions. He made eye e
Contact. Observation Of Res ident #1 9 on the 9/25/17 review of skin care policy and procedure was reviewed.
i i 1 i Revisi de t that for residents assessed to be at high risk
mornlpg 0f 9/21 /1 7. fou.nd hlm Iylng in bed f;v;il;nbr;ZkZo:/in;: I:)ns?de:]erd iolr repositioning more frequently
WatChlng TV. ReS|dent #1 9 was Unresp0n3ive than every 2 hours and documentation be consistently completed. o/25/17
bUt made eye contaCt' To prevent deficient practice from recurring, the following has been
implemented:
During the morning of 8/21/17, an abservation of e bronp oy tUTIMB[or TesCEN A | g5/17 ang
erSSing Change for HeSidem #19 found he had a 2. Consideration of ordering air mattress at time of Ongoing
healing stage IV pressure injury on his left hip. o e e wounds and/or
) . immediately as the need is identifie
The ?tage IV pressure lnlury on RGSIdent #1 le 3. Ongoing communication and collaboration with Hospice
leﬁ hlp appeared {o haVe Signiﬂcantly improved and/or other agencies involved in fthe care o;the
: resident to ensure the provision of assistive devices as
and was nOtEd tO be CI?anl dry and t.he t]ssue N requested/determined to be beneficia!
appeal’ed healthy. Dunng the dresstng Change, it 4. Ongoing communication with resident a.nd/or resident
was observed that ReSident #1 9 also had a ::;sbelztatlve to discuss status and options for care
pressufe injufy on his fight hip a'ong with 2 s, Weekly audits to be conducted by CNA Captain of all
additional pressure injur]es on his right foot The direct care staff to ensure proper skin care is being
. - ided and with timely repositioning as indicated on
Wound Nurse noted Resident #19 developed a o
pressure inju]’y on his right hip and two pressure 6. Monthly aufdi;s wiII:e com:’ucted of :II LNsIdurir;g
ol 0 a g : <. provision of skin and wound care with timely an:
In]urles t? hls nght fOOt aﬂer be‘ng admmed to the complete documentation by IP and Staff Development
LTC facility. The Wound Nurse further noted the RN to determine competency
H H ¢ 3 0 7. All residents admitted under Hospice care/services with
ptrESSlK/e inJUl’y on ReS|dent #1 9 s I’lght hlp was a wounds will be placed on air mattresses immediately.
stage tv.
g 0On 9/29/2017 during scheduled Infection Control training, Pressure oy
A N injury, revi f itati d i diate impl tati f 9/28/17
On the morming of 8/21/17 at approximately 10:30 O e o, e e tn
A.M. a medlcal record re.Vl'eW foun(-’ R-QSIdept #1 9 Staff in-service provided regarding Plan of Correction and changes in
deVE'Oped the pressure Inlury on hls nght hlp on process developed to address deficient practices as identified in survey 9/23/17
6/8/17. The initial pressure injury assessment of 8/18-22/2017.
dated 6/8/1 7 n°t8d the nght hlp Wouﬂd was a Ongoing monitoring and evaluation to be conducted by CNA Captain,
Siage “ and measu red 1.0 cm Iength x 1.0cm 1P/Skin Care Coordinator and DON with presentation and review during 9/25/17 and
QAPI meetings to ensure compliance. Ongoing

width x 0.1 cm depth. The plan noted: Initial
assessment of pressure injury; Hospice notified
for air mattress ordet; New treatment in place. A

review of the Weekly Pressure Injury

}
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4 136 Continued From page 8 4136 Continued from Page
Assessments found one dated 7/6/1 7 Where Legacy Hilo Rehabilitation and Nursing Center is committed to
Resident #19's Wound deteriorated to an ens:re thatdall stfaff i;aware of c:re pla:\ inten’/{ertionj for residet:tz
frat N with PCP orders for therapeutic diets. Legacy Hilo is also committe
unStageab’e pfessu re Il'l]Ufy and the Wound and recognizes the New Dining Practice Standards by the Pioneer
measurements increased: 3.5 cm length x 2.0 CMfur vy ova. | Network 8/2011 rev 2013 and recognized by CMS
u|
WIdth X O 1 depth The plan nOted Hosplce For Res #166, a review of resident’s assessment and care plan was
nurse notlfled for pOSSIbIQ treatment Of Santyl conducted on 9/22/17. Resident has indicated preference of eating o/22/17
ointment daily dressing changes.” The Weekly s e oy | Perdic checks durng
Pressure Injury Assessment dated 8/11/17 noted '
Hesident #1 Q'S pressure injury was a stage 14 9/23/17 huddles held with s'ta'ff re: the 'need to ensure that'
e o residents with swallowing difficulties will be monitored during meals
pressufe !nlury (prewous_,y UHStageable) and and snacks to ensure safety of resident and if any incidents of 9/23/17
meastured 3.0 cm Iength x 2.0 cm width x 0.8 cm coughing, ch?king, etc., oceur, staff to inform LNfimmediately and
depth- The plan noted, “Majority Of Slough not take appropriate measures to ensure resident safety.
preSEnt this assessment- Able to see I'ed A review of all residents with similar c?nditic?ns was conducted to 9/22/17
granulated wound bed.” Further review found diearined oot 5 etdentschoonst st the v P
Resident #19 developed two pressure injuries to those choosing to eat in their own rooms, 4 residents were
hiS Flgh'( fOOt on 6/30/1 7, The Wound Nurse identified to have swallovu{ing d'iffict:ll.ties, with staff Froviding
u 4 frequent checks/observations/inquiries but not sitting and
assessed the Wounds as suspeCted deep hssue monitoring residents throughout the entire meal process.
injury" without signs or symptoms of infection and
] ry‘ d 1 5 g l thym.'ps -dth . To prevent recurrence of the deficient practice, all residents 10/12/17
measure 2 cm eng X 1.0 cmwi X 0 cm assessed to have swallowing problems were interviewed regarding
depth. The Plan stated u2 dee) tissue injuries dining preference and discussed the need for close menitoring due
p : p j t sible negative outcomes and the need for prompt response.
1 0 pos X
located to. Iatel:al "ght fOO? bo?h 1'5 cm Iength X . For residents requesting to eat in his/her room, staff will be
1 .5 cm Wldth, hght brown m dlSCO|0rat1°n and 5kln assigned to monitor resident during meals, which will be indicated
intact”. The Weekly Pressure Injury Assessment on resident care plan.
of the resident's right foot pressure injurieS dated Staff trained by SLP on appropriate feeding techniques based on 10/25/17
7/1 2/1 7 noted the wounds deteriorated and resident assessment/evaluation to prevent choking/coughing as
n i i hat may occur.
measured 1.8 cm length x 3.0 cm width x 0 cm el 25 potential negative octeomest
depth. P[an Stated, Il(:Onﬁrlue ﬂoaﬂng fight fOOt". Re-training of all staff on the importance of monitoring of residents 9/23/17
1 duri I ducted on 9/28/2017 during scheduled
AnOther Weekly Pressure, lnjUfy Assessment Inl‘:‘::tgior:?o::r’::vti; :ddietio(:lnof survey cita:io]ns. ’
dated 8/18/17 noted the right foot pressure
injuries had deteriorated and measured 1.0 cm Staffin-service provided regarcing Plan of Correction and changes n o317
length x 1.5 cm width x 0 cm depth. Plan stated, ey aforta ooy et prectices ssidentt
“Continue to offload pressure of right foot", e
H . » i i il on wii e conaucte:
Desplte 75-1 00% meal lntakess ReS|d9nt #1 gls C:::alir:f lr:et:i.ldle:::r::ga:: M?::::rsoan‘: DON and presentZd and lesgii:a"d
ng

last documented weight was on 8/9/17, 69
pounds,

A review of the facility's "Skin Check Body
Diagram” noted the following: 6/19/17 No new
skin changes noted this shift. Wounds to bilateral
hip dressing changed by Wound Nurse. Dressing

addressed at QAPI meetings to ensure compliance.
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4186 | Continued From page 9 4136 ,
Continued from Page 9
CIean' dry’ intaCt; 7/3/1 7 NO new skin Changes For Res # 166 a Speech evaluation was conducted on 9/20/17 with a 9/25/17
noted thls Shlﬂo Wounds had been Changed and recommendation made by the Speech Therapist to have food
P y “chopped into % -1" size and for nursing to assist resident with this.
a_ssessed.by Wound Nurse on day s_hlft to . Per SLP evaluation, the resident required food “chopped” into bite
b“ateral hlpS. DarkEHQd pressure S'tes to nght size pieces due to resident’s ADL issues and needing assistance by
‘atera| foot is present and Open to air_ Skin iS nursing staff. A review of the resident’s chart was conducted on
s . N . 9/25/2017 and 10/5/2017.
intact. Draessings are clean, dry, intact; 7/1017
No new skin issues noted a‘[ Th[s time. On 9/23/2017 staff in-service were held with staff regarding the
need to review resident care plans and importance of awareness of
. appropriate interventions to be provided to residents to ensure 9/23/17
On the morning of 8/21/17 at approximately 11:00 resident safety.
A'M'_a reVieW Of the phﬁiCi_an's hiStory and 0On 9/25/2017 a review of the process for assessments/evaluation
phySlcal (5/2/1 7) for R%ldent #19 noted he was of residents with recommendations made by SLP, follow-up b-y 9/25/17
admiﬁed to the LTC facmty for Wound care and nursing and Diet"ary was cgmj]ucted. It was ide.ntlfled that residents
T . A were placed on “chopped” diets by SLP for residents with
antlblotlcs (SkﬂIEd nurS|ng) then |0ng tel'm care, dysphagia/swallowing/chewing difficulties as well as preference
The phy'sician's note dated 5/2/1 7 indicated wfhen t.he retsi;ifetnts hta;j A:L t:iffti;:ﬂtigs an.d requi};vedt the assist]anf:e
i < of nursing staff to cut food into bite size pieces. Dietary was placing
ReS|dent #1 9 eats We“ bUt l'eql.l!fed tQtaI the preference order on the meal ticket as a reminder that nursing
assistance with feeding' She noted Resident #19 was to assist in the set-up/prep for residents with ADL difficulties.
ate we“ b.Ut dldn't ga’n 'WE|ght‘ RG.SIden‘t #1 gls Reassessments were conducted by the SLP of all residents with
pl’ealbumln level (necessary proteln Wh]Ch is similar conditions on 9/26-27/17 to differentiate residents placed on 9/26/17 thru
Y o “chopped diets in %” to 1” “ size from those requiring therapeutic 9/27/17
eﬁectec_’ from maln‘ftntlo,n_ and he'pS practltloners diets due to swallowing/dysphagia Dx vs those with ADL issues and
determlne a pefson S ablllty fo recover from shared/reviewed by DON, Rehab Director, Administrator, Dietary
severe chronic illness) on 2/27/17 was 24 Manager and Chef.
indicating a normal level (1 5-36). On 5/8/17, Dietary huddles held on 10/5, 10/6, 10/9, 10/10 on new
Resident #1 9!8 prealbumin level was 39.8' On ig;tlozc/glér?mifnders/edulcaticn infprepar:tion of rollout/trial on 10?5/;7 thru
I . 17 of “universal” menu for residents requiring 10/12/17
glgr{.'g ﬂ.tle phy_l?'!‘CfanhnCJ‘te.d HeSId:n:‘#'l 9 had assistance/set-up/prep of meals due to ADL and/or chewing issues
ehydration. The physician noted the nursing to ensure consistency in size.
Staff was prPV!dlng pl;lddlng thICk Ilqu“_js _eve_n Residents were educated on the “universal” menu on 10/12/2017. 10/9/17
though Resident #19's order stated thin liquids.
Starﬁng around 6/1 1 /1 7, Hesident #1 g began Resident texture.diet orders were updated on 10/9/17 with care 10/12/17
experiencing fevers- and the physician's note plans and meal tickets updates completed.
dated 6/13/17 stated that Resident #19's left h|p Discussions initiated with several local meat vendors with dietary in
. e o . process of finalizing prices and negotiating product procurements 10/12/17
pressure Injury appeared tO be I'ZﬁQCted' Th.e . based on facility needs for the new process
note stated Resident #19's left hip pressure injury
was noted to have white material obscuring the
view of the wound during the dressing change on
6/13/17 with purulent drainage and a foul odor. A
wound culture was obtained and found to have
I =d Resident #19 was placed on contact
isolation. A comprehensive review of all the
physician's progress notes found she did not
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4 136 Conunued From page 10 4 136 Continued from page 10
aCkr-IOWIedge that RGSident #1 9: Developed a To prevent recurrence of deficient practice and provide clarity to 10/5/17 thru
Stage ] pressure injury to his I’ight hip on 6/8['1 7| ens:re under:tahnding of.di:F ordders/trecomlrren.dat/i:ns f:r . 10/13/17
H residents with therapeutic diets due to swallowing/dysphagia Dx vs
,a"?d ,Developeq tWO suspeCted deep tlss ue those residents reuni)ring set-up/prep due to ADL issues the
. |njur|es fo hlsr}]ght fQOt on 6/30/1 7. -,A review Of following will be implemented:
the phySiciahls nOtes da?ed 6/1 3/1 7 th_rOUQh 1. PCP orders for therapeutic orders for residents
survey date found she did not dociment requiring textured diets due to
assessments of Resident #19's wounds on his Swaliowing/dysphagia will be submitted for
. . . oar . preparation, as indicated in care plan.
nght hlp and l’lght fOOt. Addﬂlona"y, the thSIGIan 2. Residents requiring set-up/prep during meal service
did not indicate the treatment plans for the new will be assisted by either RNAs or CNAS or LNs as per
. care plan interventions and indicated on meal ticket
wounds or the fact that the wound on Resident it il PP o,
#10's right hip deteriorated from a Stage lon 3. Forthos‘e dishes requi;'lir;g chlopped meats alnd/or
vegetables, Dietary will develop a “universal menu”
6/8,1 7 to Stage 'V on 8/11/1 7' th:t will meet the needs of all residents with bite
size pieces of approximately %”. Dietary contracted
i1 with vendor Kulana Foods to have all meats and/or
lntewlew Of the Wound Nurse on the aﬁemoon Of vegetables cut into required sizes to ensure
9/2.’/17 at 4:25 P-M. revea|9d ReSldErlt #1 9 was standardization in sizes.
admitted to the LTC faci"ty with a Stage v 4. Policies and procedures will be revised to address
s 5 . new process for both SLP and Dietary.
pressure ln.'ury on hls ]eﬂ hip WIth the tendon 5. All resident care plans reviewed and updated
showing. The Wound Nurse was asked whether s
. . W on o
the development of the stage IV pressure injury e oot
on RESident #1 9‘8 righ‘l hip was aVDidable, The 7. Ongoing training of staff will be provided to ensure"
H H understanding and compliance to new process. Wil
Wound I.\i.u 1 responc,jed that the Staﬁ’ InClUd‘ng also be incolrporated into new hire and annual staff
the Certified Nurses Aides (CNAs), were very training program.
focused on healing the resident’s left hip wound. S Qriecing eeucatign of residents andor residant
representative regarding “universal” menu vs
The Wound Nurse Statec’ the Staﬁ were fOCUSEd therapeutic diets vs set-up/prep process
b Ofﬂoading ReSIdent #1 9'5 Ieft Side. He HOted On 9/29/2017 duri heduled Infection Control and Pressure /

. n uring scheduled Infecti 9/29/17
that from the frequent Ofﬂoadlﬂg Oi the Ieﬂ SIder Injury training, review of survey citations and immediate /
Impaired Skin integrity OCCUrred on the righ‘l: Side_ implementation of corrective measures completed.

The Wound Nurse was aSked if Weekly SKin Staff in-service provided regarding Plan of Correction and changes 9/23/17
assessments would demonstrate a breakdown in in process developed to address deficient practices as identified in

skin such as discoloration; redness; blanchiness; survey of 9/18:22/2017.

mUShy fBe"ng; or blisters priOI’ to the Ongoing monitoring and evaluation will be conducted by Rehab 9/25/17

development of a stage Il pressure injury. The
Wound Nurse stated that skin assessments
would note such things as discoloration, redness,
blanchiness, or blisters prior to breakdown to
stage Il pressure injury. The Wound Nurse was
unable to expiain how Resident #19's right hip
was discovered at a stage il pressure injury
without first having some visible skin breakdown
prior to opening. The Wound Nurse reported the

Director, Dietary, DON and presented and addressed at QAP|
meetings to ensure compliance.
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4136 | Gontinued From page 11 4136 Continued from Page 11
Hospice agency was ableto prOVide Resident Legacy Hilo Rehabilitation and Nursing Center is committed to ensure
#19 Wi‘th an air mattress at the end of June 201 7' tr;at compre‘hensive ntzsi:ebnt c:hntered are d/eve;:pad wit-h integra:iodn
a[most two months Siﬂce his admiSSion. When of care/services provided by other agencies/entities are incorporated.
aSked if the air maﬁress as‘sjsted With ,WO_und N O T R For Res # 19 review of care plan was conducted and the following o211
H 2 ) ’ were identified: tasks to be provided by each entity was indicated,
heahng ar:ld_ p_Otent.aHy prevemed deve[o.pmen<I Of however thelre was no specific schedule of when hospice staff would
pressute |nju"es, the Wound quse replled yes. be conducting their oversight/care, expectations and specific roles
He further noted they did not provide an air and responsipiities.
matiress for Flesident #1 9 upon admiss‘on untif On 9/21/17 meeting with Hilo Hospice Director and Legacy staff was
i i held to discuss roles and responsibilities and the importance of 9/22/17
he found Om the HOSpIce Would prOV'de them' collaboration. On 9/22/2017, the monthly schedule of RN and CNA
R . visits was received with clear expectations and specific roles and
Resident #19's history of multiple pressure responsibilities outlined.
in}uries’ emaCiatEd Stature' and deterioraﬁng In July 2017 all care plans for hospice residents were reviewed and
health placed h|m at high risk for Skin bfeakdOWn, process for integration of hospice Plan of Care was initiated. Ongoing 9/25(17 and
Despite these risk factors, the facility failed to gt S s eomeing onorzramtogarg ) |
implem ent a" necessary intel’venﬁons to maintain care plans for residents with hospice services were reviewed and
the integrity of Resident #1 gls Skin The updated to ensure that integration of hospice services including
Combinaﬁon Of HeSident #1 9.S risk.factors and respective staff schedule, expectations and responsibilities were
A X incorporated.
the lack of vital interventions resulted in the . © defciont oractice e folowing hac o
Py - WiN a: een
development of three new pressure injuries. One e o/25/17 and
of the three wounds progressed froma stage Il to a. Meetings with Hospice staff will be held on the 2" Wed of Ongoing
H a2 each month to discuss issues/concerns and training need;
a ?tage lv na maﬁer Of 9 Weeks. The phySlCIan b. Hospice Nurse to attend each care plan meeting and if not
falled to document any assessments or IanS fOl' able to attend, will be sure to communicate with MDS
y p
1 KR Coordinator/RN with updates;
the three fac.mty acqu"ed WOU_ndS. The facmtyls c Schedules of hospice staff with clear expectations and
failure to maintain an aggressive approach to the roles/responsibilities to be submitted to Legacy timely on a
prevention of additional skin breakdown resulted monthly basis for existing residents and at the'time of
. . . admission and monthly thereafter for new residents
in ReSIdent #1 9 dEVEIOplng a Stage IV pl'essu re d. Training by Hospice will be conducted quarterly to review
injury on hiS right hlp and two deep ﬁssue philosophy and treatment modalities as well as responsibilities
. s e o N and collaboration with Legacy;
pressure Injunes on hls nght fOOt‘ e. At each on-site visit, Hospice RN to meet with Legacy LN to
obtain current status update of resident, conduct
H H AR visit/assessment, then at end of visit share with Legacy LN
2) RSSlde'nt #1 66 VYaS admlﬁed to the faCIIrly on observations and any recommendations
9/6/1 7. Dlagnoses lnCIUde the fOIIOWIng: [ Hospice RN to document findings of visit into resident EMR
H v iz 7i H H - B Every Thursday skin assessments to be conducted by IP/Skin
hyper!enSIVe urg.ency' dlZZlness-and gldd.iness' Care Coordinator and Hospice RN and documented.
Chronlc ObStructwe PUlmonary dlsease Wrth h. All residents admitted under Hospice care/services with
(acute) exacerbaﬁon; essential (primary) wounds will be placed on air mattresses immediately.
hypertenSIOD; gastro-esophageai reﬂux disease Staff in-service provided regarding Plan of Correction and changes in 9/23/17

without esophagitis; and major depressive
disorder.

On 9/18/17 at 11:45 A.M. an interview was
conducted with Resident #166. The resident

process developed to address deficient practices as identified in
survey of 9/18-22/2017
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reported diﬁlcu'ty swaHOWing due to IOSS Of teeth Ongoing monitoring and evaluation will be conducted by MDS 9/25/17
and can iny eat ce[’[ain.foods as i'[ gets stuck in coord.inator/RN and DON .and presented and addressed at QAPI
her throat when swallowing. On 9/20/17 at 1:41 meetings to ensure compliance.
) P.M_ Hesident #1 66 repo rted she had difﬁcu!ty Legacy Hilo R.ehabilitation and Nursing Center is ct')mmi'tted t? 9/22/17
eating her IunCh tOday and had tO aSk the Staff ::::r: that timely assessments are conducted to identify resident
member to finely chop her food. She further
stated She had difflcuﬂy Swa”OWing the ChiCkeh For Rfa? #130, #2 ?nd #120 chart reviews were c.onducted. It was o/2217
. . 4 identified that resident assessments as per Section C, D, E, Q were
that was in the chicken long rice that was served not conducted accurately.
at lunch. The resident also reported she needs on 8/5/2017, during hart i, t was dentie hat the resdent
sy e . n , during chart audit, it was identified thaf
gravy on her fOOds to a'd in Swa“OW'lng. On the assessment had not be completed. Re-in service of Social Services RECEY
moming Of 9/21/1 7 Res‘dent #166 was observed Designees was conducted to review process and RAI requirements.
W‘th her breakfaSt tray on the bEdS|de table' The On 9/22/17 review of in-service provided on 9/5/2017 was 9/25/17 and
res‘dent reported She had eggs and toast. The conducted with Social Services designees re: the need to conduct all Ongoing
i 3 ts of Section C, D, Q and E, and reiterated that if the
tolas;t was not Cl.]t into pleces, S'?e repoﬂed she ::sr::ﬁzt:;ei: dse:ermined not competent to respond to questions, that
didn't eat one piece of toast as it was wet. Social Services designee will interview staff and/or resident
Subsequent observation on 9/21/17 at 5:15 P.M. inaviwiviusi e
B n Section C, D, Q and E of X
found the resident was served regular texture of Fpproprateyinsect s
ChiCKen \Nith g[‘a.Vyl rice and a slice of cake. The (':hart audits were conducted:fal!;e;id;gthha;ts'\;gser;sb:ue that
food items were not observed to be chopped into fmely assessments were conducted by DOt an '
three-quarter to one inch pieces for consumption_ To prevent recurring practice from recurring ongoing audits will be 9/25/17 and
conducted by Medical Records Health Information Manager and Ongolng
MDS Coordinator/RN.
On 9/20/17 at 1:51 P.M. a record review was
done' The thSE?ian Orders were reViewed and Staff in-service provided regarding Plan of Correction and changes in
found an order with a start date of 91 6/17 forno process developed to address deficient practices as identified in 9/23/17
added salt, regular texture and thin consistency. survey of /18 22/2017.
The thSiCian also Ol’del’ed Speech therapy ﬁve Ongoing monitoring and evaluation to be conducted by Medical
. . i A i d
times a week for three weeks for swallowing Don and resenued n aresses g o mestings toamsre. | oo

therapy, cognitive cormmunication deficit and
dysphagia.

The speech therapy plan of care with the start
date of 9/11/17 was provided on 8/2/17 at 3:00
P.M. The reason for referral included
self-reported difficuity with swallowing with the
patient reporting having difficulty with things
"sticking” in her throat which appears to be
getting worst. The therapist noted Resident #166
was seen with regular diet textures and thin
liquids. The resident required the therapist to
chop foods into three-quarter to one inch pieces

compliance.
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4 136| Cantinued From page 13 4136 Continued from page 13
and to ShFEd the beef. No coughing or throat Resident # 70 a review of the resident chart was completed. Resident
| j Qbs i was admitted on 8/7/2017 with an admitting primary diagnosis of 9/25/17
C|earln,g e erved bUt the r?Sldent seemed to CVA 163.50 and “Encounter Palliative Care” 251.5 ICD10. The
make effortful swallows apprO)ﬂmately every 5 8/7/2017, physician encounter indicated assessment of resident
.bites and reportsseﬂsation Of lSﬁCking'. in throat". completetdLand discudssion hel;i xith fam:l)y V;f;:/;l(l)slf;tfo Ir]\ave resident
Y] I N remain at Legacy under “comfort care”. On ollow-up
The treatrnent dlagnOSIS IHCIUdBd dySPhaglas conducted by physician due to recurring aspiration pneumonia per
unspeCiﬁed (9/1 1/1 7) and Cogniﬁve ) nursing request, physician as.se-ssment was cor'npletedA Both
communication deficit (9/11/17). The focus of Cpondes o he ity i on 511372087 Th et posed
therapy inCIUded treatment of swal lOWing away on 8/9/2017, and no care plan was developed for palliative or
dysfunction and/or oral function for feeding. comfort care
. A review of all admission diagnoses was completed and it was 9/25/17
| A review of the tasikardex for the certiied nurse e e e e o iy
aides was reviewed. There is no documentation
that Res“‘dent #1 66 requlres fDOd tO be chopped To preven.t recurrence ?f this deficient practice the following process 9/25/17 and
. . " has been implemented: Ongoing
to three-quar‘tel' to one inch pleces. A review of 1. All admissions of residents with Diagnoses of Comfort
the care p|an prcvided on 9/21/17 at 5:35 P.M. or Palliative Fare shall ret?uirt.z a.phy'sician order at time
oo N of and/or prior to admission indicating that the
notes a plan fOl’ nutrition l’ISk I’elated toa “resident has a condition or chronic disease that may
mechanically altered/therapeutic diet. ,resulinaife expectancy ofess than G monts.
. . . admission assessments
lmen’entlons |nCIUdEd: pel’ my speeCh'Ianguage wi:h::l:vplilcraebleo ;;Ignc':sa:seaand orr:;rslinto “priority”
atho‘o ist cho m foods 3’4‘1" ieces tray in her office daily.
p g . 'p y H p . 3. Medical Records personnel with make daily rounds to
(9/2011 7)’ prOV|de_ my d'et _as Ordel’ed.(9/20/1 7)l the Medical Director’s office to ensure timely pick-up,
and repon‘. Coughlng, ChOkIl‘lg, pOCketlng fOOd, and scanning/uploading to the EMR occurs.
droaling or holding food in mouth to my nurse M ek S
(9/1 5/1 7)' S. Discussion with Secures was initiated on 10/13/2017 to
discuss ability to scan documents with immediate
N N upload to share drive feature to facilitate process and
On 3/21/1 7 at 5‘1 5 P'M' an interVIeW was ensure timely access to medical director assessments,
conducted with Staff Member #51 and Staff evaluations and orders.
] 6. MDS Coordinator/RN will ensure that all physician
Member #1 27 as t_hey were paSSIng OUt the orders, assessments, evaluations are received and
dlnnel' trays. |anIred Whethel’ ReSident #1 86 uploaded at the time of admission and review all
i g documents timely to ensure that all necessary
requ’res any preparaﬂon for her meals' Staff_ documentation are in place, to be able to inform staff
e resiaent aoesnt like 1o of residents identified needs and complete baseline
Member #127 reported th dent d 't like
eat steak because she has difficulty chewing. care plan within 48 hours of admission;
o 7. MDS RN reviews and sign all assessments.
Further queried whether they are aware of the
Change to the residentls care plan to Chop the Re-tra;ning of Adrrliissio:s Cloordinator, MDdS Coo[:dinator, Medicafl 9/25/17
. ] » Records personnel, Medical Director regarding the importance of
fOOd lnto three-quarter to one InCh pleces' BOth timely submittal/upload/review of all admission documents to ensure
Staﬁ membe rs responded they were not aware of that residents’ needs are addressed and a baseline care plan is in
any changes to the resident's care plan and place 25 per applcable requirements.
further I'eporled the rESident iS Cognitive SO they Ongoing monitoring and evaluation will be conducted by Admissions 9/25/17 and
do n_ot have concerns_ On 9/21 /1 7 at 5:17 P.M. Coordina'tor, MDS Coordinator/RN, Medical Records Health Ongoing
» . Information Manager and DON and presented and addressed at QAPI
an [ntewlew was condUCted W“h Staﬁ Member meetings to ensure compliance
#59. Inquired whether he is aware of any
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4136 Resident Care
changes to the resident's care plan, the staff
member acknowledged not being aware of
changes to the resident's care plan.

See pages 6-14

- EX UG SR TNTIN 9
The facility failed to ensure Resident #166's care |

plan was implemented to address her problems
with swallowing (dysphagia) to attain her highest
physical and psychosocial well-being.

3) Resident #19 was reviewed for hospice
services during stage 2 of the QIS survey.
Resident #19 was admitted to the Long Term
Care (LTC) facility on 5/1/17 for stage IV pressure
injury wound care and long term care. He was
admitted to hospice services on 5/12/17 when the
physician noted Resident #19 had a poor
prognosis for a fuil recovery. The collaboration of
services (including supplies) between agencies
was not clear and the LTC facility was unable {o
describe a coordinated end of life plan of care for
Resident #19.

A review of Resident #19's care plan noted a
focus for hospice care. The interventions
included: Hospice nurse visits once per week or
more if needed; MSW visit once per month;
Spiritual visits once per month; Hospice nurse is
to be notified first of any changes; and Name and
address of the hospice agency.

An interview of a Nurse Consultant on the
afternoon of 9/20/17 at 3:27 P.M. found her
understanding was the Hospice agency was
involved in the care plan. When asked to
demonstrate how the care plan is coordinated
between the agencies, the Nurse Consultant
directed the Surveyor to the nurses station where
a binder contained the collaborated care plan
between the Hospice and LTC facllrty The binder
Sffice of Health Care Assurance . )
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at the nurses station did not contain a
collaborated care plan but rather the
Interdisciplinary Team mesting plan of care
completed by the Hospice agency.

An interview of a CNA on the afternoon of 9/20/17
at 3:40 P.M. revealed she was unaware that
Resident #19 was receiving Hospice services.

An interview of the. MDS Coordinator on the
afternoon of 9/20/17 at 3:50 P.M. revealed the
facility and hospice agency did not have a
collaborative end of life plan of care for Resident
#19. The MDS Coordinator

noted that as the LTC facility, “We do everything".
She noted the LTC provided all the wound care,
Activities of Daily Living (ADL) care, and all other
things Resident #19 requires for his care. The
MDS Coordinator stated the Hospice agency
provided supplies for wounds, bedside commode,
or any other special equipment a resident would
need for end of life care. When asked if the
Hospice provided Certified Nurses Aide (CNA)
services, the MDS Coordinator stated yes.
However, she was unable to describe what the
Hospice CNAs did for Resident #19 during their
visits. The MDS Coordinator was unable to show
Surveyor the Hospice CNA's prograss notes.

An interview of the Director of Nurse (DON) on
the afternoon of 9/20/17 at 3:30 P.M. revealed the
Hospice CNAs did not shower any of the LTC
facllity's residents. The DON noted the Hospice
CNAs provided personal care such as grooming
and hair washing. The DON's understanding of
the Hospice Nurses' roles was to assess the
resident and update physician's orders. The
DON stated that all care is provided by the LTC
facility. The DON confirmed that the LTC facility's
care plan does not integrate the hospice's care

4136 Resident Care

See pages 6-14
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plan for residents receiving the hospice benefit. BEE RS S

A review of Resident #19's Minimum Data Set,
MDS, with Assessment Reference Date, ARD, of
5/12/17 noted it was a significant change
assessment. Hesident #19 was admitted to
hospice on 5/12/17. However, under Section J
Health Condition, item J1400 Prognosis, "Does
the resident have a condition or chronic disease
that may result in a life expectancy of less than 6
months? No." ‘An interview of the MDS
Coordinator on the afternoon of 9/20/17 at 3:50
P.M. revealed the MDS with ARD 5/12/17, item
J1400 was incorrect and should have been
answered "Yes". :

On the morning of 9/22/17 a review of the LTC
facility's agreement with the Hospice found the
following: The Plan Of Care (POC)} will reflect the
participation of the Hospice, Facility and the
Hospice Patient and family to the extent possible.
The POC includes: (i} an identification of the
Hospice services, including interventions for pain
management and symptom relief, needed to
meet such Hospice patient's neads and the
refated needs of Hospice patient's family; (ii) a
detailed statement of the scope and frequency of
such Hospice Services; (iii) measurable
outcomes anticipated from implementing and
coordinating the Plan of Care; (iv) drugs and
treatment necessary to meet the needs of the
Hospice patient; (v) medical supplies and
appliances necessary to meet the needs of the
Hospice patient, and (vi) the IDT's documentation
of the Hospice Patient's or representative's level
of understanding, involvement and agreement
with the Plan of Care. Hospice and Fagcility will
jointly develop and agree upon a coordinated
Plan of Care which is consistent with the hospice
philosophy and is responsive to the unique needs
Office of Health Care Assurance y -
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4 136 | Gontinued From page 17 ' 4136 4136 Resident Care
of Hospice Patient and his or her expressed See pages 6 14
desire for hospice care.
The facility failed to provide a collaborative end of e

life plan of care for Resident #19 to maintain his
highest practicable physical and psychosocial
well being.

4149 11-94.1-39(b) Nursing services 4149
. ’ . 4149 Nursing Services

(b) Nursing services shall include but are not

limited to the following:

Cross reference with 4 136

See Pages 6-14

(1) Acomprehensive nursing assessment of
each resident and the development and

implementation of a plan of care within five
days of admission. The nursing plan of care
shall be developed in conjunction with the
physician's admission physical examination and
initial orders. A nursing plan of care shall be
integrated with an overall plan of care
developed by an interdisciplinary team no later
than the twenty-first day after, or simultaneously,
with the initial interdisciplinary care plan
conference;

(2) Written nursing observations and
summaries of the resident's status recorded, as

appropriate, due to changes in the resident's
condition, but no less than quarterly; and

(8) Ongoing evaluation and monitoring of
direct care staff to ensure quality resident care
is provided.

This Statute is not met as evidenced by:
Based on observation, record review and
interview with staff members, the facility failed to

Jffice of Health Care Assurance :
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4 149| Continued From page 18 4149 4149 Nursing Services
ensure caregiving staff are aware of the services Cross reference with 4 136
required as c_;utlmed in the resader]t's ———
comprehensive care plan for Resident #166.
o = ¢ _’:‘9..5.51-..
Findings include:
Cross Reference to F309.
Resident #166 was admitted to the facility on
9/6/17. Speech therapy was ordered by the
physician for swallowing therapy and a diagnosis
of dysphagia. The speech therapist assessed
and revised the resident's care plan on 9/20/17 {o
include chopping of the food into three-quarter to
one inch pieces.
Interview with Staff Members #59, #51 and #127
during the dinner meal on 8/21/17 at 5:15 P.M.
found these direct caregivers were aware of the
resident's difficulty with chewing; howevsr, not
aware the revision to the care plan on 9/20/117
resulting in the lack of implementing the
interventions to address the dysphagia. 4160 storage and Handiing of Food
Legacy Hilo Rehabilitation and Nursing Center is committed to ensure
The facility failed to ensure Resident #166's direct that all equipment in the dietary area is clean and a sanitary
caregivers were made aware of the resident's enviranment & maintained
care plan and the serViCes fequired for 0On 9/21/2017, fan was removed from prep/serving area and cleaned 9/21/17
i by housekeeping.
dysphagia. 9/22/17 and
To prevent this deficient practice from recurring, a preventive Ongoing
‘ . int leani hedule has been implemented for monthly
4 160 11 -94' 1 '41 (b) Storage and hand"ng Of fOOd 4 1 60 Z‘ea:r]\i::a:fcaellce:al;::::t ewi:jh?n the keitihlen area by housekeeping.
: On 9/29/2017 during scheduled Infection Control training, review of 9/29/17
(b) E‘ffect“le procedures _to promptly and survey citations and immediate implementation of corrective
consistently clean all equipment and work areas measures completed,
Sha" be enforced' Staff in-service provided regarding Plan of Correction and changes in 9/23/17
process developed to address deficient practices as identified in
survey of 9/18-22/2017.
Thls StatUte iS nOt mEt as eVideHCEd by: Ongoing monitoring and evaluation will be conducted by the Dietary 9/22/17 and
Based on obser\/aﬁon and interview with staff Manager, Chef and Housekeeping supervisor to ensure compliance Ongoing
membel’, the facillty failed tO prepare fOOd in a with presentation and review at QAP meetings.
Office of Health Cara Assurance .
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4160 Co nbnued From page 1 9 4160 4 160 Storage and Handling of Food
sanitary environment, Seepage 19
Findings include:
: R Y . EN
On 9/21/117 obssrvation in the kitchen during
lunch preparation found a black fan placed on the
floor which was blowing air to the prep area of the
kitchen. Staff Member #34 was asked to turn the
fan off. When the fan was turned off, the staff
member stated there is dust on the fan grill and
propellers, the staff member removed the fan
from the kitchen.
The facility failed to maintain a sanitary
environment as evidenced by a dusty fan blowing
in the food preparation area.
4 192 Pharmaceutical Services
! - H 3 H Legacy Hilo Rehabilitation and Nursing Center is committed to ensure
4192 11 94'1 46(I) Pharmaceuucal services 4 192 that medications are administered accurately and as ordered by PCP.
i i i i 9/23/17 LNs were in-serviced on the proper application of inhalers, by
(l) Approp.nately “censed. and tra'ned s.taﬁ. Sha“ providing a cup of water to the resident to rinse his/her mouth 9/23/17
be fesponSIble fOl' the entlre act Of medlcaﬂon immediately after inhalation. When more than one inhaler is
administraﬁon, which entails removing an administered, LN shall provide the resident with water after the use of
. F a the last inhaler. Educated staff re: the need to ensure that medications
|nd|V|dua| dose fn?m a Contalner properly Iabeled wiﬁ :es al:maineisrtered accurately and as ordered by PCP.
bya pharmacist or manufacturer (unit dose » o o scheduled
included), verifying the dosage with the Medcationpass rining provided by Pramacit o alcensedstaf | oara7and
physician's orders, giving the specified dose to Ongoing
3 H T t recurrence of deficient practice Pharmacist and Staff
the proper rGSldent' and prompﬂy reco.rdlng the DZ\?er:)v:nr:e;i :N will conduct quarterly med pass reviews/audits Scheduled
t|me, l’OUte. and dose leen to the I'eSldent, and alternately, to ensure compliance and competency validation. é:/:;{fg.’ and
Sll'?nlpg the reco rdt'h Or]lydiav:(]jcer:sted ';:stet,h Staff in-service provided regarding Plan of Correction and changes in
F_) ySICIani or .O ermn ual to whom tne process developed to address deficient practices as identified in survey 9/23/17
licensed professional has delegated the of 9/18-22/2017
respon5|b“ny pursuant to Chapter 1 6.89’ Ongoing monitoring and evaluation will be conducted by Staff ongoing

subchapter 15, may administer medications.

This Statute is not met 'as evidenced by:
Based on observations and staff interviews, the
facility failed to properly administer medications

Development RN and DON to ensure compliance and resident with
presentation and review during QAP meetings.

Office of Health Care Assurance
STATE FORM

8899

PIHU11 If continuation sheet 20 of 24




PRINTED: 10/13/2017

. _ FORM APPROVED
Hawaii Dept. of Health, Office of Health C... - Assuranc
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRLCTION (X3) DATE SURVEY
AND PLAN OF CORRAECTION IDENTIFICATION NUMBER: A, BUILDING: COMPLETED
_ 125065 B. WinG _ 09/22/2017
NAME OF PROVIDER OR SUPPLIER ' STREET ADDRESS, CITY, STATE, ZIP CODE
563 KAUMANA DRIVE
Y HILO REHABILITATION & NURSING C
LEGAC R N HILO, HI 96720
T XD SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
, R . : _ DEFICIENCY) :
4192 | Continued From page 20 - : 4192 4192 Pharmaceutical Services
resulting in a medication error. See page 20

Findings include:

An observation of Staff #143 administering
medication on the morning of 9/21/17 found
medication errors. Staff #143 was observed
administering medications to Resident #161 in
which he received the following: Spiriva
HandiHaler Capsule 18 mcg Inhaler, Inhale
contents of 1 cap via HandiHaler daily, Rinse
mouth with water after administration; Incruse
Ellipta Aerasol Powder Breath Activated 62.5 meg
Inhaler, Inhale 1 puff daily, Rinse mouth with
water after administration; Symbicort Aerosoi
160-4.5 mcg Inhaler, Inhale 2 puffs twice daily,
Rinse mouth with water after administration.
After giving Resident #161 with his Spiriva
HandiHater inhaler, Staff #143 asked Resident
#1671 fo sip some orange juice. After glving
Resident #161 with his Incruse Ellipta inhaler,
Staff #143 asked Resident #161 to sip some
orange juice. After giving Resident #161 with his
Symbicort inhaler, Staff #143 asked Resident
#161 to sip some orange juice. When she
completed her medication administration with
Resident #161, Staff #143 was asked if the
resident was supposed to rinse his mouth with
water after each inhaler. Staff #143 reporied that
was the reason she gave Resident #161 orange
juice between each inhaler.

An interview of the Director of Nursing, DON, on
the morning of 9/21/17 at 10:00 A.M. revealed
that her expectation was the nurses were
expected to follow the physician's orders and
rinsed Resident #161's mouth with water after
each inhaler.

The facility failed to properly administer Resident
Dffice of Health Care Assurance . \
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" SUMMARY STATEMENT OF DEFIGIENCIES

The Wound Nurse went to the sink to wash his
hands and asked Staff #3 to wash his hands as
well. Staff #3 washed his hands, removed clean
gloves from a box, then used the clean gloves to
lift the lid of the trash can. Staff #3 then placed
the same gloves on his hands; puton a
disposable gown with the gloves on; touched his
face; went over to the bedside and with the same
gloves, placed both hands on both sides of the

implemented:

1. Scheduled mandatory in-service training on infection
control held on 9/29/2017 with written test given after
training to determine staff understanding/knowledge

2. Weekly audits to be conducted by CNA Captain of all
direct care staff and documented

3. Monthly audits will be conducted monthly of all LNs
during provision of wound care by IP/Skin Care
Coordinator and documented

4, Quarterly audits which would encompass infection
control during Med Pass audits to be conducted by
Staff Development RN and documented

{(X4) ID D PROVIDER'S PLAN OF CORRECTION xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i ) DEFICIENCY)
4192| Continued From page 21 4192 4192 Pharmaceutical Services
| . . . . '. See page 20
#161's inhaler medications resulting in a 12% )
medicaﬁon error. 4203 Infection Control
Legacy Hilo Rehabilitation and Nursing Center is committed to ensure
that an effective infection prevention and control program is
4 203! 11-94.1-53(a) Infection control -4 208 implemented.
N . s f thick ith discarded on 9/22/2017. 9/22/17
(a) Thel‘e Sha"-be appfopﬂate poI|c|es and Can of thickener with scoop was discarded on 9/22/2017 /22/.
procedures written and implemented for the 0n 9/23/2017, in-service held with staff :r;q info;n;ed f:ha: a t;:ean 9/23/17
preven‘lion and contro‘ Of infectious diseases disposal medication cup is to be used and discarded after each use.
that shall be in Compliance With a“ app]lcable To prevent this deficient practice, from recurring, all canned
thickeners were removed from the Med Carts and replaced with 9/25/17 and
laws. Of the. State and.m!es Of the qepar'tmer-lt single-dose packets of thickeners of nectar and honey consistency. Ongoing
relatlng to Infectlous dlseases and lnfect]ous Training was provided to all staff regarding appropriate use of packet
W&Ste thickeners that are labelled accordingly, as per manufacturer's
° directions. On 9/28/2017, Dietary added purchase of single-dose
packets to their purchase orders to ensure ongoing supply for use. At
this time, residents requiring thickened liquids are for honey or nectar
. Ce . consistency. Should other consistencies be required, adjustments will
ghlseitatmeb IS hot met anGVIdenced by: be made to meet those requirements.
ased on ohservations and staff interviews, the
famllty fa“ed to ensure a safe sanita ' 0On 9/29/2017 during scheduled Infection Control training, review of
" t f b sid ts 4 ry survey citations and immediate implementation of corrective 9/29/17
environment 107 restdenis. measures completed.
. . a . Staff in-service provided regarding Plan of Correction and changes in
F‘nd[ngs lnc’Ude- process developed to address deficient practices as identified in 9/23/17
survey of 9/18-22/2017.
1 ) An Obsen’aﬁon Of dreSSing Ghange fOI' Ongoing monitoring and evaluation will be conducted by Medication
Resident #19 on the moming of 9/21/17 at 9:30 Nurse, Resident Care Manager and DON, to ensure compliance with Ongoing
A M found Staﬁ #3 aSSisting the Wound Nurse presentation and review at QAP! meetings to ensure compliance.
The Wound Nurse set up his dreSSing Change 0n9/23/17 duringin-service review of safe infection control practices
supplies on Resident #19's bedside table by first was conducted with saff o
laying down a WaterprOOf barrlel' over the Surface. A review of the Infection Prevention and Control policies and 10/5/17
The WaterpTOOf barrier extended over the sides of z;:g/e:h:rses was condutcted to ensure accuracy and compliance with
. . requirements.
the bedside table, where it folded over the edges. ’
To prevent deficient practice from recurring the following was Ongoing
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4203 | Continued From page 22 - 4203 _
. Continue from page 22
A 2 . 9/25/17
bedSIFle table Wlth the CIean fleld and Clean Ongoing monitoring and evaluation to be conducted by CNA Captain, and
SUpplleS and proceeded to move the table ta the 1P/Skin Care Coordinator, Staff Development RN and DON with Ongoing
Othel' Side Of the bed Staﬁ #3 then retumed to presentation and review to be conducted during QAPI meetings to

ensure compliance.

the other side-of the bed ta assist the Wound
Nurse with turning Resident #19.

After cleaning Resident #19's left hip wound, the
Wound Nurse removed his gloves, washed his
hands and donned clean gloves. The Wound
Nurse instructed Staff #3 to wash his hands as
well. Before removing his contaminated gloves,
Staff #3 again touched the clean field by placing
both hands on the overlapping waterproof barrier
and moving the bedside table over to the other
side of the bed. Staff #3 then washed his hands,
dried them, and used the paper towels to lift the
trash can lid but his bare hand touched the lid of
the biohazard trash bin next to it. He then
reached for clean gloves and placed them on his
hands.

An interview of the Wound Nurse on the morning
of 9/2117 at 10:00 A.M. revealed Staff #3 should
have re-washed his hands after touchingthe
trash can lids. The Wound Nurse also confirmed
that Staff #3 should have taken another set of
clean gloves rather than use the ones he used fo
touch the trash can lid.

2) On 9/21/17 at 6:55 P.M. concurrent
observation with Staff Member #29 of the
medication cart found a can of Thick and Easy
with the scooper stored in the powder. The staff
member reported the procedure when preparing
a thickened drink includes washing of the hands,
removal of the scooper and replacing the
scooper. Further queried how do you assure all
staff member are implementing this practice. The
staff member acknowledged the potential and
stated the scooper will be removed and in placed
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in a plastic bag. The staff member was observed See page 2123
to open the can and remove the plastic scooper
from the container. No hand sanitizing or
washing was observed prior to the removal of the. g 1 v o

scooper.,
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