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§ 483.25 Quality of care

Quatity of care is a fundamental principle that
applies to ail treatment and care provided to
facility residents. Based on the comprehensive
assessment of a resident, the facility must ensure
that residents receive treatment and care in
accordance with professional standards of
practice, the comprehensive person-centered
care plan, and the residents’ choices.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review, the facility failed to provide | for 1 of
3 residents reviewed for range of motion (ROM),
of a total sample of 36 residents, (#75).

Finding:

Resident #75 was admitted to the facility on
with diagnoses of . . and
. foliowing an
affecting his left non-dominant side, atrophy and
type 2 . Resdient #75 was able
10 express simple needs and answer questions
appropriately.

On at 12:30 PM, resident #75 was
observed in bed, his left arm and were
. The resident stated he had a
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Off hours weekend recertification survey was
conducted from to . Healthcare
and Rehab of Sanford was not in compliance with
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Term Care Facilities.
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1. The physician for resident #75 was
notified on and new orders
were given for a ., evaluation for a
split program for
management. ..
evaluation was comp]eted on
New orders were given by

,fora
program on .
2.0n , an audit was completed
by Director of Nursing/designee to ensure
residents with a current
management program have an
appropriate and physician order.

., evaluations and clarification
orders were received as necessary.
3. From + education
was provided to the licensed nurses and

management
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and was supposed to weara | everyday. He
stated no one helped himwiththe | and
added, " can't put them on myself.”

Review of the of the Occupational .
discharge summary dated , noted resident
#78 met the goal of wearing a left upper extremity

extension | and a resting Lo
The discharge instructions noted resident #75
would remain in the facility as a long term care
resident with an updated | .. program in
place.

Review of the resident’s current Activities of Daily
Living (ADL) Care Plan noted, "Apply left
extension for Management or
Maintenance up to 6 hours or as folerated. Not fo
be worn at the same fime with the left resting

On at 1:02 PM, and at 12:59 PM,
the resdient was observed in bed eating lunch.
The resident did not have the extension or
the resting .\ on,
On at 3:45 PM, resident #75 was
observed lying in bed, his left arm was bent at the
and his left was at his . The

resident used his right to grasp his left

, trying to move/extend the left arm. He
stated he was not able to straighten out his left
arm. He said a Certified Nursing Assistant (CNA)
used to putthe | on him, but she no longer
waorked at the facility. He pointed to the of
drawers at the end of his bed. He stated the

. were in the second drawer from the top.

The resident gave permission to open the drawer
and both the extension and resting

were in the drawer. The resident explained
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CNAs by the Director of Nursing/designee
on following physician orders for |
programs and ensuring there is
appropriate documentation in the
resident’s electronic health record,
including documentation of resident
refusals.
4. An audit will be completed by Director
of Nursing/designee weekly for four
weeks and then monthly for two months to
ensure residents with a current

management program have
on appropriate | according to
physician orders. The results of the audits
will be reported to the Quality

A . and C

Committee monthly for three months or
the until the committee has determined
substantial compliance has been met.
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he had notworn the | for the past 4 months,
The 200 Wing Unit Manager (UM) entered the
resident's room and was informed resident #75
had not been seen wearing for the past 3
days. The resident told her he wanted to wear the

On at 4:02 PM, the UM explained the
nurses and the CNAs were responsible for
placing the | on the residents. She stated
there was a task section in the Electronic Health
Record that indicated where staff would find the

orders for the | . The UM stated the nurses
documented the | were placed on the
resident on and at 9:09

AM, 9:20 AM and 9:04 AM respectively. The UM
did not provide any other evidence that verified
the resident had been wearing the

On at 4:30 PM, the Rehab Director and
the Occupation . indicated the V.
department determined what type of | the
resident would need and how long it should be
worn, They stated ifthe | were not worn as
ordered, the could worsen.
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Appropriate Health Care

(1) The right to receive adequate and appropriate
health care and protective and support services,
including sociat services; mental health services,
if available; planned recreational activities; and
hy tic and r ilitative services consistent
with the resident care plan, with established and
recognized practice standards within the
community, and with rules as adopted by the
agency.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to provide for 1 of
3 residents reviewed for range of motion (ROM),
of a total sample of 36 residents, (#75).

Finding:

Resident #75 was admitted to the facility on

with diagnoses of . . and
. folowing an -
affecting his left non-dominant side, atrophy and
type 2 . Resdient #75 was able

10 express simple needs and answer questions
appropriately.

On at 12:30 PM, resident #75 was
observed in bed, his left arm and were

- The resident stated he had a
and was supposed to weara | everyday. He
stated no one helped himwiththe ., and

1. The physician for resident #75 was
notified on and new orders
were given for a ., evaluation for a
split program for
management. .
evaluation was completed on
New orders were given by

., fora
program on .
2.0n , an audit was completed
by Director of Nursing/designee to ensure
residents with a current
management program have an
appropriate | and physician order.

. . evaluations and clarification
orders were received as necessary.
3. From to , education
was provided to the licensed nurses and
CNAs by the Director of Nursing/designee
on following physician orders for |

management
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added, "f can't put them on myself."

Review of the of the Occupational ,
discharge summary dated . noted resident
#75 met the goal of wearing a left upper extremity

extension | and a resting N
The discharge instructions noted resident #75
would remain in the facility as a long term care
resident with an updated | . program in
place.

Review of the resident's current Activities of Daily
Living (ADL) Care Plan noted, "Apply left
extension for Management or
Maintenance up to 6 hours or as tolerated. Not to
be worn at the same time with the left resting

On at 1:02 PM, and at 12:59 PM,

the resdient was observed in bed eating lunch.

The resident did not have the extension o

the resting s on.

On at 3:45 PM, resident #75 was

observed lying in bed, his left arm was bent at the
and his left was at his . The

resident used his right to grasp his left

, trying to move/extend the left arm. He
stated he was not able to straighten out his left
arm. He said a Certified Nursing Assistant (CNA)
used to put the | on him, but she no longer
worked at the facility. He pointed to the of
drawers at the end of his bed. He stated the

R were in the second drawer from the top.

The resident gave permission to open the drawer
and both the extension and resting

were in the drawer, The resident explained
he had not womn the | for the past 4 months.
The 200 Wing Unit Manager (UM) entered the

resident's room and was informed resident #75

programs and ensuring there is
appropriate documentation in the
resident’s electronic health record,
including documentation of resident
refusals,
4. An audit will be completed by Director
of Nursing/designee weekly for four weeks
and then monthly for two months to
ensure residents with a currert
management program have
on appropriate | according to
physician orders. The results of the audits
will be reported to the Quality Assessment,
and Compli i
monthly for three months or the until the
committee has determined substantial
compliance has been met,
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had not been seen wearing for the past 3
days. The resident told her he wanted fo wear the

On at 4:02 PM, the UM explained the
nurses and the CNAs were responsible for
placing the | on the residents. She stated
there was a task section in the Electronic Health
Record that indicated where staff would find the
orders for the . The UM stated the nurses
documented the | were placed on the
resident on ' and at 9:08
AM, 9:20 AM and 9:04 AM respectively, The UM
did not provide any other evidence that verified
the resident had been wearing the

On at 4:30 PM, the Rehab Director and
the Occupation indicated the .
department determined what type of | the

resident would need and how long it should be
worn. They stated ifthe | were not worn as
ordered, the could worsen.
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