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An unannounced Medicare/Medicaid revisit to the
standard survey conducted 11/08/16 through
11/10/46, was conducted 01/10/17 through
01/11/17. One complaint was investigated during
this survey. Corrections are required for
compliance with 42 CFR Part 483 Federal Long
Term Care Requirements. Uncorrected
deficiencies are identified within this report
Corrected deficiencies are identified on the CMS

2567-8.

The census in this 120 certified bed facility was
96 af the time of the survey. The survey sample
consisted of 14 current Resident reviews
{Residents #1 through #12 and Residents #14
and #15) and 1 closed record review (Resident
#13).

£ 167 483.10(g)(1) RIGHT TO SURVEY RESULTS -

88=0 READILY ACCESSIBLE

F 1687

A resident has the right to examing the results of
the most recent survey of the facility conducted by
Federal or State surveyors and any plan of
correction in effect with respect to the facility.

The facility must make the results available for
examination and must post in a place readily
accessible to residents and must post a notice of

their availability.

This REQUIREMENT is not met as evidenced
by:
Based on observation and staff interview, the
facility staff {ailed o post the results of the most
recent life safety code survey and failed to post a

F 167

. The most recent life safety code
survey and the last three preceding
year’s survey results with their
corresponding plans of correction
were placed in the survey binder on
1/12/17 by the Administrator and
placed inside the front entrance of the
building. A sign was posted at the
reception area indicating the last three
preceding year’s survey resulis were
available for review on 1/13/17 by the
Regional Director of Clinical
Services.
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other safeguards provide suff
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was dated 12/0115. The letter sent to the
sdministrator was dated 2/18/16. The surveyor
was unable lo locale the most current e splely

code survey report. There was no posting or
potification mdicating the last tvee precedng
year's survey results were avallable for review,

The moat recent survey report from 1178116
through 11/10/18 was not found in the survey
result book.

A second surveyor conducted a group meeting
with five (5) residents of the facility on 10/17 at
2 30 p.m. During this meeting the residents
verhalized 1o surveyor #2 thal they were aware of
where the current survey results were kent,

The adminisirative staff were notified of the
above consern during an end of the day meeling
on 1/11/17 at 11:25 am.

No further information regarding this issue was
provided to the survey team prior to the exit
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notice of the availability of the last three
precemnggears‘sur\f?y resu?;s and their 2. No resident was identified but all
corresponding plan of corrections. : .
¢ qp residents and guests have the potential
The findings included. o be.aﬁ‘ected by this alleged deficient
practice.
During the initial tour of the facility on 1/10/17 at
1145 s, the surveyor observed a sign on the 4 . . .
mue 3. ) -SEIVice
wall in the front lobby at the receptionist's desk The Admmts‘u a.tor was 1n bélched by
inforiming stafl, visitors, and residents of the the Regional Director of Clinical
facility that the current survey results were Services on the current regulatory
avsallahife,‘ The sign mc»!ude‘?oa downward a;:row quuiremems related to availabili ty of
and a white nolebook titled "Survey Results” was surve Its f blic revi
lying on the table. v results for public review on
1/12/17.
The surveyor checked the contents of the binder.
The last survey found in the survey resull book 4. An audit will be conducted Weekly

for 4 weeks, then monthly for 2
months and/or 100% compliance by
the Administrator to determine
compliance. The results of the audits
will be presented by the Administrator
to the Quality Assurance/Performance
Improvement Committee monthly.
The Quality Assurance/Performance
Improvement Committee consists of
at least the Administrator, Director of
Nursing, Unit Managers, Admission
Director, Housekeeping Director,
Maintenance Director, Food Service
Director, Activity Director, Social
Services Director, Therapy Services
Director and the Medical Director,
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483 20{d)(3}. 483.10{k}2) RIGHT TO

F 280
PARTICIPATE PLANNING CARE-REVISE CP

38=0D

The resident has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under (he laws of the State, to
parlicipate in planning care and treatment or
changes in care and treatment.

A comprehensive care plan must be developed
within 7 days after the compietion of the
comprehensve assessment, prepared by an

physician, a registered nurse with responsibility
for the resident, and other appropriate stafi in

derdiscipiinary leam, that includes lhe altending

disciplines as determined by the resident's needs,
and, to the exient practicable, the participation of
ihe resident, the resident's family or the resident's
tegal representative, and periodically reviewed
and revised by a team of qualified persons after
ecach assessment.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, and clinicat
record review, the facility staff failed to review and
revise the comprehensive care plan for 1 of 15
residents (Resident #110).

The facility staff failed to review and revise the
comprehensive care plan when Resident #110's
oxygen was discontinued on 8/20/16.

The findings included:

PROVIDER'S PLAN OF CORRECTION
{(IZACH CORRECTIVE ACTION SHOULD BE
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COMPLETION
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01
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F 280

1. Resident #110 comprehensive care
plan was revised by discontinuing the
oxygen care plan on 1/11/17 by the
Unit Manager.

2 A 100% audit of all resident care
plans for oxygen was completed on
1/25/17 by the MDS Registered
Nurse, and the MDS Licensed
Practical Nurse. No other resident
care plans were found to be affected.

3. All licensed nurses were in-serviced
on the management of oxygen care
plans by the Director of Nursing, and
the Assistant Director of Nursing
from 1/11/17 — 1/25/17.
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Resident #110 was admitted o the faciity 5/9/11
and readmilted 411714 wilh diagnoses that
ncluded but not mited 1o chronic obstructive
pulmonary deease (COPDY, heart falure,
atherosclerotic heart disease, dementia with
behavioral disturbances, depressive disorder,
peripharal vascular disgase, and
gaslroesophageal reflux disease.

Resident #110's quarterly minimum data sel
(MDS) assessment with an assessment
reference date (ARD} of 11424118 assessed the
resident with short lerm memory problems, long
term memory preblems, and as having severely
impaired cognitive skills for daily decision making.
Resident #110 was not assessed 10 have used
oxygen during the look back period.

The surveyor ohserved Resident #110 on 11017
at 135 pan. Resident #1710 was in bed with eyes
ciosed. The surveyor did nol eheerve oxygen i
uee. The surveyor observed Resdent #110 on
A7 at TAB s m Resdent #110 was in bed
and @ cerlified nursing assistant was feeding the
resident. No oxygen was ohserved to be inuse.

The current comprehensive care plan dated
4/19/16 had the problem/need that Resident #110
used oxygen dit (due to] COPD problem onset:
4/19/16 with a revision date of 7/7/16.
Approaches were o administer medications, 02
foxygen), and treatments per MD {medical
doctor) order see current MAR {medication
administration record), vital signs per protocol,
observe for and document complications of
COPD such as increased respiration rate,
decreased O2 sats {oxygen salurations),
cyanosis, productive cough, and increase work at

4, An audit of all oxygen care plans will
be conducted weekly for 4 weeks,
then monthly for 2 months and/or
100% compliance by the MDS
Nurses. The results of the audits will
be presented by the Director of
Nursing to the Quality
Assurance/Performance Improvement
Committee monthly. The Quality
Assurance/Performance Improvement
Comumittee consists of at least the
Administrator, Director of Nursing,
Unit Managers, Admission Director,
Housekeeping Director, Maintenance
Director, Food Service Director,
Activity Director, Social Services
Director, Therapy Services Director
and the Medical Director.
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pbreathing, and obsarve for changes in status and
notify MD.

A review of Resident #110's January 2017
physician orders did not evidence a current order
for oxygen.

The surveyor inlerviewed he unil manager
licensed practical nurse #5 on 11117 at 1105
am. The unit manager was asked what staff
person updated care plans. She slated MDS.
The surveyor interviewsd MDS/licensed practical
nurse #2 on Y1117 at 1035 am. The surveyor
informed MDSILPN #2 that the current
comprehensive care plan slill had oxygen use as
a problem/need and no current physician order
for oxygen. MDS/LPN #2 stated then the oxygen
needed (o come off the care plan. MOSILPN #2
siated she would research the oxygen.

On 11117 at 110 gam, MDS/LPN 42 providerd
the surveyor with a ielephone arder dated 820016
that read in part "DIC (ehscontinue) O foxygeny”
MDS/LPN #2 stated she would updale the care

plan.

The surveyor informed the administrative staff of
the {ailure of the facility stafl lo review and revise
Resident #110's current comprehensive care plan
when oxygen was discontinued on 8201610 a
meeting on /1117 at 11:25 am.

No further information was provided prior {o the
exit conference on 1/11/17.
483.25 PROVIDE CARE/SERVICES FOR

(F 308)
HIGHEST WELL BEING
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Each resident must receive and the facility must
provide the necessary carg and services 1o alttain
or maintain the highest practicable physical,
mental and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by.
Rased on staff interview and clinical record
review, the facility staff {ailed to ensure the
lighest practicable weli-being for 2 of 15
Residents in the survey sample, Residerds #107
and #111.

1. The facility staff administered the physician
ordered medication linzess to Resident 107 twice
a day when it was ordered one lime a day.

5 The facility stall failed lo obtam vital signs
every & hours for 5 days per physician order far
Resdent #4111 The facility stafl {atled {o obtan
physician ordered vital signs on three {3)
accasions out of 15 opportunities from 12712016
through 12/16/16 (5 days of vital signs orderad by

the physician).

The findings included.

1. The facility staff administered the physician
ordered medication linzess to Resident 107 twice
a day when it was ordered one time & day.

Linzess (linaclofide) is a prescription medication
used in adulls to treat irritable bowel syndrome

IDENTIFICATION NUMEF R  BULONG - B
R-C
495338 BWING e 0171112017
TTHAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE. ZIP CODE
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F309
[
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Resident #107 was assessed by the
Unit Manager on 1/11/17. No
adverse outcomes were noted.

LPN #4 was inserviced by the
Director of Nursing on 1/11/17 on
physician order accuracy.

The physician order for Linzess was
clarified and entered correctly into the
electronic medication administration
system to be given once daily by the
Unit Manager on 1/11/17.

Resident #111 was assessed by the
Unit Manager on 1/11/17. No adverse
outcomes were noted. The Provider
and Responsible Party were notified
on 1/11/17 by the Unit Manager.

An audit of all physician orders to
ensure accuracy was completed from
1/25/17 — 1/27/17 by the Unit
Managers, the Director of Nursing,
and the Assistant Director of Nursing.
Issues identied were addressed
immediately by the Director of
Nursing,
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with constipation and chronic idiopathic
constipation “ldiopathic” means the cause of the
constipation is unknown. {1)

The record review reveated thal Resident #1107
nad been adimitied to the facifity 01/25/13.
Diagneses included, but were not limited to, end
stage renal disease, type 2 diabetes, heart falure,
generatized anxiety, hypolhyroidismm, and
insomnia.

Section C {cognitive patierns) of the resident’s
quarterly MDS (minumum data sel) assessment
wilh a1 ARD (assessment reference date) of
10/13/16 included a BIMS (brief interview for
mental stalus) summary score of 14 out ol a
possible 15 poinls, indicating the resident was
cognitively intact. Section H (bowel and bladder)
was coded (2/1) o indicate the Resident was
frequently meontinent of urine and occasionally
meontinent of bowel, Section | (aclive diagnosoes)
was coded {o indicate the Resident had an aolive
diagnosis of constipation.

The Residents CCP (comprehensive care plan)
ncluded the problem area requires staff
assistance with ADL's (activities of daily living).

Resident #107's clinical record included a current
physicians order for linzess 145 mog give 1
capsule by mouth daily. The original order dale
was documented as 02/15/10 the order had been
revised on 12/03/16. The diagnosis for this
medication was documented as constipation.

A review of Resident #107's eMAR's {electronic
medication administration records) for December
2016 and January 2017 indicated that the facility
nursing staff had been administering linzess twice

EORM CMS-2567(02-99) Previous Versions Obsolete

Fvent (D T58V12

Iicensed Nurses were in-serviced on
physician order accuracy from
1/11/17 — 1/25/17 by the Director of
Nursing and the Assistant Director of
Nursing.

(W)

4. An audit of new physician orders will
be conducted daily for 5 days, then
weekly for 3 weeks, then montly for 2
months and/or 100% compliance.
The results of the audits will be
presented monthly by the Director of
Nursing to the Quality
Assurance/Performance Improvement
Committee. The Quality
Assurance/Performance Improvement
Committee congists of at least the
Administrator, Director of Nussing,

Unit Managers, Admission Director,
Housekeeping Director, Maintenance
Director, Food Service Director,
Activity Director, Social Services
Director, Therapy Services Director
and the Medical Director,

Facility 1D VAOQG1 if continuation sheet Page 7 of 30
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a day since 12/04/16.

The Resident was out for dialysis on 12/15/16,
12/17416, 12/22/16, 01/05/17, 01/07/17, and
01/11/17 at 10 a.m. and only received the linzess
one time a day on these days.

A review of the Resident's BM's {bowel
movements) for the last 30 days indicated that
Resident #107 had a BM on 12/11/16, 12/14/16,
12/16/16, 12/18/16, 12/18/186, 12/21/16, 12/22/16,
19/23/16, 12/25/16, 12127116, 12/28/186, 12/29/16,
12/31/16, 01/03/17. 0110517, 01/06/17, 0110817,
and 01/09/17. During the clinical record review
the surveyor did not find any information to
indicate the Resident had complained of any

bowel issues

Resident #107 was observed by the surveyor on
01/10/17 at 1:10 pm and again on Q111717 at
715 am . the resident went out of the facility on
§1/11/17 for a day trip. During these observalions
the surveyor spoke with the resident regarding
their care at the facility. No complainis were
voiced to the surveyor regarding medications or
problems with BM's during these conversations.

On 01/11/17 at approximalely 10:00 a.m. the
nurse consditant was made aware that Resident
#107 had been administered the linzess twice a
day when the physician order was for one lime a
day. The facility identified LPN (licensed practical
nurse) #4 as the nurse who revised Resident
#107's order on 12/03/16.

On 01/11/17 at approximately 1:25 p.m. LPN #4
was interviewed by the surveyor. LPN #4
verbalized to the surveyor that some of the times
for the resident's medications had been changed

A BULDING COMPLETED
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due lo a conflict with dialysis and she must have
inpulted the wrong time frame on the compuler
for this medication (linzess) during the FEVISION.

During a meeting with the survey tearn on
04/11/17 at approximately 3 10 p. the
adminisirative staff of ihe facility were made
aware that Resident #107 had been administered
{heir linzess twice a day when the physician order
was for one time & day.

No further information regarding this issue was
provided to the survey team prior to the exit
conference.

(1) This information was obtained from the
websile:
https:iimedlmeplus.gov/druginfo/meds/am3007‘h
trml

5 The facility siaff failed 1o oblain vital signs
every & hours Tor 5 days per physician order ol
Resident #1117 The facitity stalf faled 10 obtain

106
d by

physician ordered wital signs on three {3)
occasions out of 156 opporunities from 1211 2
through 12/16/16 (5 days of vital signs ordere
the physician).

The clinical record of Resident #111 was
reviewed 1/10/17 and 1/11/17  Resident #1111
was admitied to the {acility 7/4/16 and readmiited
10/22/16 with diagnoses that included bui not
fimnited to fusion of spine, cervicothoracic region,
chronic obstructive pulmonary disease, fymphoid
leukemia, and rheumatoid arthrilis

Resident #111's fourteen (14) day minimum data
set (MDS) with an assessment reference date of
11/4/16 assessed the resident with a cognitive
summary score of 15 oul of 15, indicating the
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resident was cognitively intact, with no signs of
delirium, psychosis, or behaviors.

The clinical record had a physician orde dated
191216 1300 (100 p.m.) that read "1 7
{decrease) Metoprolel (1) 1o 25 mg {mihgram) po
(ty mouth) bid {twice a day). 2.V {check) vitals
a8 (every 8 hours) x 5 days.”

Current comprehensive care plan with problem
anset dated 7/21/16 for use of oxygen with a
diagnosis of chronic obsiructive puimaonary
disease had approaches that inciuded lo obiain
vital signs per protocol.

The surveyor reviewed the vilal signs
documented on the electronic flow sheet, on the
December 2016 medicalion administration
record, and in the deparimental noles and was
unabie to locate all physician ordered vital signs.
The December 2016 medication adminstration
renond had documentation ol 12

(ood pressure, pulse, raspiration, and
femperature) taken from 12712016 al 10°00 p.m
through 12/16/16 at 200 pm The departmenlal
notes had documentation of vital signs {aken on
12/13/16 at 4:02 p.m. (duplicate documenialion
also found on the flowsheet for 1211316 &t 126
p.m.), 12/14/16 at 1:40 a.m. (duplicate
documentation found on the f low sheet for
12713116 at 9:06 p.m.) and 12/15/16 8t 2:18 a.m.

The December 2016 electronic flowsheet for vital
(11) documenied sels of vilal signs.

The staff failed lo obfain 5 days/fifteen sets of
vital signs for Resident #111. The facility staff

FORM CMS-2567(02-88) Previous Versions Obsolete
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three (3) occasions out of 15 opportunities from
12412/16 through 12/16/16.

The surveyor informed the direcior of nursing of
the concern that the facility stafl had not
monitored Resident #111's vital signs every 8
hours for 5 days as ordered by the physician after
a change in the dose of the antihypertensive
medication Metoprolol on 1/16/17 at 2:30 p.m.

The director of nursing informed the surveyor on
1/11/17 at 8:00 a.m. that the nurse practitioner
who ordered the vital signs to be obtained was
informed of the resuits of Resident #111's vital
signs and was in agreement that they no longer
needed to be done; however, the nurse
practitioner failed to write an order o discontinue
them. The director of nursing stated the staff

were unable to locate any more vital signs.

The surveyor informed the administrative staff of
the faiiure of the facility staff to obtain physwcian
ordered vital signs in the meeting on 1/11/17 &l
ti:2bam

No further information was provided prior to the
exil conference on H11/17.

(1) Metoprolol is used alone or in combination
with other medications lo treal high blood
pregsure. 1l 2lso is used to prevenl angina {chest
painy and 1o Improve survival after a heari atlack.
Metopralol also is used in combination with other
medications fo treat hearl failure. Meloprofol is in
a class of medications called bets blockers. !l
works by relaxing blood vessels and slowing
heart rate 1o improve bilood flow and decrease

blood pressure.
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High blood pressure is @ commaon condition and
when not trested, can cause damage lo the brain,
heart, blood vessels, Kidneys and other parts of
the body. Damage o these organs may cause
heart disease, a heart altack, heart failure, stroke,
kidney failure, foss of vision, and other probleams
Thig mformation was obtained from the websile:
hilps Imedliineplus, govidruginfo/meds/aG82864 h
tml
£ 328 483.25(k) TREATMENT/CARE FOR SPECIAL F 328
g5=0 NEEDS
F328

The facility must ensure that residents receive
proper treatment and care for the following
special services!

fmjections,

Parenteral znd enteral fluids;

Colosiomy, ureterostomy, or fleostomy care;
Tracheostomy care,

Tracheal suctioning:

Respiratory care,

Foot care, and

Prostheses.

This REQUIREMENT is not met as evidenced
by
Based on observation, Resident interview, staff
interview, facility document review, and clinical
record review the facility staff failed to provide the
necessary care, service, and treatment for
special needs for 2 of 15 Residents in the survey

1. Resident #105 was assessed by the
Unit Manager on 1/11/17. No adverse
outcomes noted. The PICC Line was
discontinued on 1/09/17 by the
Physician. LPN #1 was in-serviced on
PICC Line Dressing Changes by the
Director of Nursing on 12/30/16.

Resident #111 was assessed by the
Unit Manager on 1/11/17. No adverse
outcomes noted. The physician order
for continuous oxygen was
discontinued on 1/10/17 by the
physician.
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sample, Resident #105 and #111. . .
2. No current residents have PICC Lines

1 For Resident #105, the facility stafl {aied to in place on 1/25/17.

change a PICC line dressing weekly as ordered An audit of all oxygen physician

by the physician. orders was completed on 1/20/17 by
the MDS Nurses. No other residents

2 For Resident #111, the facility staff failed to -
were found to be affected.

follow physician orders for the use of oxygen.

Licensed Nurses were in-serviced
from 1/11/17 — 1/25/17 on following
physician orders by the Director of
Nursing and the Assistant Director of
Nursing.

Lad

The findings included:

1 For Resident #105, the facility staff failed {0
change a PICC line dressing weekly as ordered

by the physician.

A PICC line is & peripherally inserted central
catheter. It is used for treatments such as
intravenous fluids (1V), drugs, or blood
transfusions {1}

4. An audit of all PICC Line Dressing
Changes and Oxygen Physician
Orders will be completed weekly for

The record review revealed that Resident #105
had originally been admitied (o the faciity 4 weeks, then monthly for 2 months
04/15/14 Dingroses included, but were not and/or 100% compliance by the Unit
limited to, diabetes, hypertension, tigeminal Managers or designee. The results of
neurslgia, muscle weakness, and depressive _ .- ) h
disorder. (h? audits will be presented by the
Dircctor of Nursing monthly to the
Section C (cognitive patierns) of the residents Quality Assurance/Performance
annual MDS (minimum data set) assessment with i -
an ARD {assessment refere}nce)daie} of 10/25/16 Improvement Committee. The Quality
Assurance/Performance Improvement

included a BIMS (brief interview for mental status) ’ k
summary scare of 7 out of a possible 15 points, Commitiee consists of at least the

indicating the resident was moderately impaired Administrator, Director of Nursing
for cognition. Unit Managers, Admission Director,

The clinical record included a nursing entry dated Housckeeping Director, Maintenance

12/20/16 at 11:08 a.m stating that Resident #105 Director, Food Service Director,
was transported 1o a local hospital for *..PICC Activity Director, Social Services
placement.” This PICC line was to be used for [V ’

Evenl 10, T58V12 Faciiity 1D: VAQDEY
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therapy lo treal a urinary tract infection. The
clinical record also included 8 physitian
tetephone order dated 12/20/16 1o change PICC
finie dressing weekly and as neaded if moistor

solled

A review of Resident #105' elAR's {electronic
reatment administration records) for 12/2016 and
01/2017 reveated that for the month of 1212016
ihe dressing was scheduled (0 be changed on
1212716 al 7:00 a.m. However, LPN {licensed
practical nurse) #1 had placed an "N"in the
sdminisiration block for thus date. Per the
pre-printed cods on the e TAR N meant "not
sdminisiered” LPN #1 had made a nursing entry
on the ¢ TAR thal read 7. Change PICC line
dressing wieekly as.. scheduled far 12/27/2016
700 A M. was not administered...”

The cinical record included a nursing note
ransoribed on 123016 at 226 am by LPN 28
that read "ADON (assistant duecior of nursing}
same to this Nurse Lo fill out report on dressing
ot being changed on 1227716, Othor Nurse
changed dressing on 12/29/16. Dressing clean,
dry and intact. No redden (sic) areas seeft.
Elushes well, MD (medical doclor) and ADON

aware. Client aware...”

The facility nursing staff documented they had
changed the PICC line dressing again on
01/05/17 and the PICC line had been
discontinued and removed on 01/08/17.

The administrative stafl were made aware of the
issue involving the PICC fine dressing not being

changed during a meeling with the survey learm

on 04/11/17 at approximately 11:25 a.m,

Director, Therapy Services Director
and the Medical Director.
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Prior lo the exit conference the facllity staff
provided the surveyor with & copy of a
MEDICATION ERROR REPORT" signed and
dated by LPN #1 on 12/30/16 This medicalion
error report revealed that LPN #1 {siled o change
the Residents PICC line dressing on 12/27/16
Outcome to Residenl-No negative outcome.
Correciive aclion-dressing changed immediately.
Measures taken to prevent the recurrence of
similar error(s)-PICC ling dressing change
inservice given. Copy of palicy and dressing
instructions given. Confusion noled by nurses on
date PICC fine placed. The facility stalf also
provided the surveyor with a copy of an inservice
education sign in sheel, This inservice education
sheet was titled "PICC Line Drsg (dressing).
Change" and was also daled 12/30/16 and signed
by LPN #1.

Or 01/11/17 al approximately 1:15 p.m. the
surveyor inferviewed Resident #105 garding
e PICC fine care Resident #1005 stated that
she never had any problems wilh the PICC line
and that the facility staff took care of it

On 01/11/17 at approximalely 2.50 p.m the nurse
consultant provided the surveyor with a copy of
their policy titled "PERIPHERALLY INSERTED
CENTRAL CATHETER (PICC) DRESSING
CHANGE." This policy/procedure read in part

" Dressing changes using fransparent dressings
are performed...al least weekly. "

On 01/11/17 at 2:54 p.m. the surveyor attermpted
io contact LPN #1 via the phone number provided
by the facility. The call went (o voicemall. No

message was left.

No further information regarding this issue was
Event 1D TSBVI2 Facilily 1. VAOGS1
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provided to the survey team prior to the exit
conference.

{1) This information was obtained from the
websie!
«fhtips;/:’www,cancer.gov/publications/dictionaries/
sancer-lerms?CdriD=689626>

5 The factlity staff failed to follow physician
arders f{or the use of oxygen for Resident #111.

The clinical record of Resident #111 was
reviewed 1/10/17 and 1/11/17. Resident #1171
was admifled o the facility 7/4/16 and readmitted
10722116 with diagneses that included but not
limited fo Tusion of spine, cervicothoracic region,
chironic obstructive pulmonary disease (COPDY,
ymphoid leukemia, and rheumatoid arthritis.

Besident #111's fourteen (14) day minimum data
set (MDS) with an assessment reference date of
1114116 assessed the resident with a cognitive
summary score of 15 out of 15, indicating the
resident was cognitively intact with no signs of
delirium, psychosis, or behaviors.

Resident #111's current comprehensive care plan
with problem onset dated 7/21/16 for use of
oxygen with & diagnosis of chronic obstructive
pulmonary disease had approaches that included
io administer medications, 02 {oxygen) and
breathing treatments as ordered. See current
MAR {medication administration record).
Observe for complications rft (related to) COPD
such as increased respiratory rate, decreased 02
sats (oxygen saturations), cyanosis, SOB
{shortness of breath), and report, and obtain vital

signs per protocol.
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The January 2017 physician order sheet was
reviewed 1/10/17. Resident #111 had orders that
read in part "O2 at 2 liters via nasal cannula
continues (sic).”

The surveyor observed Resident #111 on 110117
at 1:40 p.m. The resident was in bed with eyes
ciosed. An oxygen concentrator was observed at
the head of the bed on the left side. The
concentrator was not lurned on and the surveyor
saw no tubing near or on Resident #111.

The surveyor observed Resident #111 on 1/10/17
at 4:05 p.m. The resident was in bed with eyes
closed No oxygen inuse. The surveyor
approached the unit manager licensed practical
nurse #5 on 1/10/17 &t 4:05 p.m. The surveyor
informed the unit manager of the current
physician order and confirmed Resident #111 did
not have the oxygen as ordered. “You're right.
it's turned off”

The surveyor interviewed licensed practical nurse
#4 on 1411717 at 7:40 a.m, LP.N. #4 stated the
resident had not used oxygen since returning
from the hospital in October. The resident stated
she didn't need the oxygen continuous and did
not need oxygen at the present time.

The surveyor informed the administrative staff of
the failure of the facility staff to foliow physician
orders for the use of oxygen in the meeting on
11117 al 11:25 a.m.

No further information was provided prior {0 the
exit conference on 1/11/17.
(F 431} 483.60(b}, (d). {e) DRUG RECORDS,
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$5=D LABEL/STORE DRUGS & BIOLOGICALS

The facility must empioy Of obtain the services of
a licensad pharmacist who establishes a system
of records of receipt and disposition of all
controlied drugs in sufficient detail to enable an
accurate reconciliation; and determines that drug
records are in order and that an account of all
controlled drugs is mainiained and periodically
reconciled.

Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
applicable.

ih accardance with State and Federal laws, the
facility must store all drugs and biologicals in
jocked compartments under proper lemperature
conlrois, and permit only authorized personnel (o
have access to the keys.

The facility must provide separately locked,
permanently sffixed compariments for slorage of
controlied drugs listed in Schedule Il of the
Comprehensive Drug Abuse Prevention and
Control Act of 1876 and other drugs su biect to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored 18 minimal and a missing dose can
be readily detecled.

This REQUIREMENT is not met as evidenced

by:
Based on observation, staff interview, facility

F431

1. Resident #114 was assessed by the
Unit Manager on 1/25/17. No adverse
outcomes noted. The Novalog Insulin
vial was discarded by the Unit
Manager on 1/11/17.

Resident #115 was assessed by the
Unit Manager on 1/25/17. No adverse
outcomes noted. The Pazeo eye drops
were discarded by the Unit Manager
on 1/11/17.

All insulin vials and eye drops were
audited to ensure all were dated upon
opening by the Unit Managers on
1/11/17. No other issues were
identified.

b

Licensed Nurses were in-serviced on
dating insulin vials and eye drops
upon opening from 1/11/17 ~ 1/25/17
by the Director of Nursing and the
Assistant Director of Nursing.
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document review, and clinical record review, the
facility staff failed to date medications (multi-dose
insulin and eye drops) when opened for 2 of 15
residents in the survey sample, {Resident #114
and Resident #115).

1. The facility staff failed to date a multi-dose vial
of Novolog insulin when opened for Resident
#1114,

2. The facility staff failed to date a bottle of eye
drops when opened for Resident #1115

The findings include:

1. The facility staff failed to date a mulli-dose vial
of Novolog insulin when opened for Resident
#1114,

During 2 walk-through of the facility on 0T at
430 p m, the surveyor checked the moedicalion
rocm on it 1 and both medication cads. The
surveyor observed a multi-dose viat of Novolog
100 unit insulin with Resident #114's name on the
label in medication cart #1. The boltle of insulin
had been opened. The bottle of Novolog U100
dicl not have a date when the vial was opened.
The unit manager licensed practical nurse
(L.P.N.} #7 was with the surveyor when this
ohservation was made, LN #7 stated "We
are to date vials when opened." The unit
manager siated the botile of insulin had been
delivered on 1/4/17 and she had checked all the
insuling up to today 1/10/17. LP.N.#7 stated she
would find out which nurse had opened the insulin
without dating the bottle.

The surveyor requested the facifity policy on

4. An audit of all insulin vials and eye
drops will be conducted weekly for 4
weeks, then monthly for 2 months
and/or 100% compliance by the Unit
Managers. The results of the audits
will be presented monthly by the
Director of Nursing to the Quality
Assurance/Performance Improvement
Committee. The Quality
Assurance/Performance Improvement
Committee consists of at least the
Administrator, Director of Nursing,
Unit Managers, Admission Director,
Housekeeping Director, Maintenance
Director, Food Service Director,
Activity Director, Social Services
Director, Therapy Services Director
and the Medical Director.
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dating and labeling medications from corporate

Storage and Expiration of Medicabions,
Biologicals, Syringes and Needies” on LIARTAN

bislogical package is opened, Facilily should
follow manufacturer/supplier guidelines with
respect lo expiration dates for opened

opened on the medication container when the

opened.”

The surveyor requested the package insert for
Novolog from the difector of nursing and the

medication should be discarded after 28 days
review of the pack
parl under how {0 Slor
FioxTouch@Pen you are usi
away afler 28 days, even il

it

corporate registered nurse stated they waould
expect nurses fo date vials of insulin when

opened.

No further information was provided to the

with diagnoses that included metabolic
encephalopathy, vascular dementia, chronic

R-C
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RN (registered nurse) #3 on 1/11/17 at 7:55 a.m

The surveyor reviewed the faciity policy titled "5

The policy read in part "5, Once a medicalian or

medications Facility staff should record the date

medication has a shorlened expiration dale once

corporate registered nurses #3 and #4 on Y17
At 1025 an. The director of nursing stated the

» insert for Novolog read in
e Novolog "The Movolog®
ing should be thrown
it still has insubn ledt

The surveyor informed the adminisirative staff of
the above concern during a meeting on 1/11/7 at
11 25 am. Both the director of nursing and the

surveyor prior to the exit conference on 117,

Resident #114 was admitled to the facility 11/2/16

3

A
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kidniey disease, Type 2 diabetes mellitus,

arpaety, bemgn prostatic hypertrophy, siage 1
pressure uloer right heel, constipation, cardiac
pacemaker, and muscle wasting

Resident #114's admission mintmum data set
(MDS) assessment with an assessment
reference dale (ARD) of 11/30/16 assassed the

7 out of 15 in Section C Cognitive Summary. No
signs of delinum, psychosis or behaviors were
assessed.

January 2017 physician order sheel revealed
Resident #114 had current physician orders for
Novolog 100 unit/mi {miliiliter) vial Give 5 unit
subcutaneously three limes a day before meals
and Novolog 100 uniimi inject subq
(subcutanaously} (0-50=See prin (whenever
necessary) Glucagon order 51.70=5ee pro

o 77-150=No Ix (ireatment) 151-200=2
unts, 201-26023 units, 251-300=4 unils,
2135005 unils, 3571-450=0 units and recheck
bleod sugar inn 2 his (hours) if still over 3560 notity
M (medical doctor) above 450=noiify MD.

arde

Resident #114 was adminisiered Novatog 3 units
on 1110/17 al 4:30 p.m. for blood sugar of 201
and Novolog & units was scheduled with meals
and administered on 1/10/17 at 430 p.m. and
111117 at 6:00 a.m.

2 The facility staff ailed to dalc a bottle of eye
drops when opened for Resident #115.

The surveyor checked the medication room and
the two medication carts on unit 2 on 1/10/17 at

atherosclerotic hearl disease, gout, hyperlension,

resident with a brief interview for menial status as
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4:45 p.m Unit 2 medication carl #1 was checked
with licensad practical nurse (LPN)#3. During
ihe observation, the surveyor observed an
openad botlle of Pazeo (1.7% eye drops ordered
far Resident #115. There was no dals on the
open botlle of Pazeo eye drops. LPN 3 stated
“We are o date bollles when opened.”

The ciinical record of Resident #115 was
reviewed 1/1117. Resident #115 was admitted
4/173/14 with diagnoses that included but not
imited to glaucoma, chronic obstructive
pulmonary disease, depressive disorder,
hyperlipidemia, insomnia, conslipation, chronic
kidney disease, Type 2 diabates meliiius,
dementia withoul behavioral disturbances, and
hypertension. Quarierly minimum data set (MDS]}
assessment wilh an assessment reference dale
(ARDY of 10/25/16 assessed the resident with 2
cognitive summary score of 15 out of 15. No
sians of delirium, boehaviors, of peychosis were
assessed.

January 2017 physician orders included the order
for Pazeo 0.7% eye drops: both eyes once daily,
The medication had been administered daily from
1/1/17 through 1/10/17.

The surveyor requested the facility policy on
daling and labeling medicalions froim the
corporate regislered nurse on 17 at 7:55

a.m.

The surveyor requesied lhe package insert for
Pazeo from Lhe direcior of nursing and the
corporate regislered nurses #3 and #4 on 11117

at 10:25 a.m.

The surveyor reviewed the facility policy titled 5.3
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Storage and Expiration of Medications,
Biolagicals, Syringes and Needles” on 11117
The policy read in parl "5. Once & medication or
binlogical package is opened, Facility should
follow manuiacturer/supplier guidelines with
respect to expiration dates for opened
medications Facilily stalf should record the dale
opened on the medication comlainer when the
medication has a shortened expiration date once

opened.”

The package insert for Pazeo eye drops was
reviewed 1/11/17. The insert did not specify
when o discard the medications only to store al Z
degress C {Celsius) 10 25 degrees C [36 degrees
F (Fahrenheit) 1o 77 degrees Fl. Keep botlle
Hightly closed when not in use.

The surveyor informed the administrative staff of
the above concern dunng a meeting on 1117 a
11 25 am. Both the director of nursing and the
istered nursa siated they would

corporate 1e
2o g date bolites of medications

GrRpect nurs
when opened.

No further information was provided to the
surveyor prior to the exit conference on Y1117,

(F 514} 483.75()(1) RES
ss-p RECORDS-COMPLETE/ACCURATE/ACCESSIB

LE

(F 514}

The facility must maintan clinical records on each
resident in accordance with accepted professional
siandards and praciices that are complete,
accurately documented, readily accessible; and
systematically organized.

The clinical record must contain sufficient
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rformation to identify the resident. a record of the

resident's assessments; the plan of care and
services provided; the resulis of any
preadmission screening conducted by the Siate,
and progress noles.

Thic REQUIREMENT is not met as evidenced
by:
Based on staff interview, facility document
review, and clinical record review, the facility staff
failed to ensure a complete and accurate clinical

record for 3 of 15 Residents in the survey sample,

Resident #1086, #110, and #111.

1. For Resident #106, the facility failed to ensure
{he residents novolog insulin orders were
transcribed correctly onto the POS {physician
order sheet) in the paper clinical record.

7. Resident #110 had documentation in the
departmental notes of another resident's medical

information.

3. The facility staff failed to ensure a complete
and accurate December 2016 and January 2017
physician order sheets {POS) for Resident #111.
The order for a long hardled fork was
discontinued on 11/8/16 but remained on both the
December 2016 POS and January 2017 POS.

The findings included.

4 For Resident #1086, the facility failed to ensure
the Residents novolog insulin orders were
transcribed correctly onto the POS in the paper
clinical record. The facility nursing staff had
incorrectly transcribed the Residents insulin
orders to read that the resident should be

F514

1. Resident #106 Novolog insulin order
was transcribed correctly on 1/11/17
by the Unit Manager.

Resident #110 departmental note was
updated with an addendum noting it
was documented in error by the Unit
Manager on 1/25/17.

Resident #111 had the long handed
flexible fork order removed from the
Physician Order Summaries for
Novenber, 2016 and December, 2016
by the Unit Managers on 1/11/17.

[

All Sliding Scale order texts were
audited on 1/11/17 by the Unit
Managers. Issues identified were
addressed.

Al Physician Order Summaries with
adaptive cating devices were audited
1/25/17 — 1/27/17 by the Unit

Managers. No other issues identified.

All resident tray cards with adaptive
eating devices were audited by the
Dictary Manager on 1/25/17. No other
issues were identified.
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administered 5 units of novolog insulin for a blood
sugar of 201-350, when in fact it should have
read for a blood sugar of 301-350.

The record review revealed that Resident 4106
had originally been admitted to the facilty
09/17/13. Diagnoses included, but were not
limited fo, diabetes, chronic pain, hyperiension,
and post-traumatic stress disorder.

Section C (cogniive patterns) of the Residents
quarterly MDS (minimum data setl) assessmant
with an ARD (assessment reference dale) of
1220116 ncluded a BIMS (briel interview for
mental stalus) summary score of 15 outof a
possible 15 poinis Section | (active diagnoses)
included an active diagnosis of diabetes, Section
N (medications) was coded o indicale Resident
106 received insulin 7 out of 7 days.

The Residents CCP (comprehensive care plan)
inclugded the problem area of diabetes.

The Residents clinical record included a
physician signed POS {physician order summary)
thal included an order for novolog insulin per
sliding scale for a BS (blood sugar) of 151 -200
admimsier 2 units, 201-250 3 units, 2567-300 4
units, 201-350-5 units, 351-450 9 unils and
recheck n 2 hours if still over 350 notify MD.

On 01/10/17 at approximately 2:55 p.m. the nurse
consuitant was made aware of the conflicting
orders regarding the BS readings of 251-300 and
201-350. After reviewing the order with the
surveyor the nurse consultant stated that they
used a prepopulated arder for this physician for
blood sugars, the nurse that had put the order
into the computer (this order was entered

3. Licensed Nurses were in-serviced
from 1/11/17 — 1/25/17 on sliding
scale order text accuracy, Physician
Order Summary Accuracy by the
Director of Nursing and the Assistant
Director of Nursing.

The Dietary Manager was in-serviced
on 1/25/17 by the Director of Nursing
on tray card accuracy.

An audit of all sliding scale order
texts, Physician Order Summaries
related to adaptive eating devices, and
tray cards with adaptive eating
devices will be audited weekly for 4
weeks, then monthly for 2 months
and/or 100% compliance by the Unit
Managers. The resuits of the audits
will be presented monthly by the
Director of Nursing to the Quality
Assurance/Performance Improvement
Committee. The Quality
Assurance/Performance Improvement
Committee consists of at least the
Administrator, Director of Nursing,
Unit Managers, Admission Director,
Housekeeping Director, Maintenance
Director, Food Service Director,
Activity Director, Social Services
Director, Therapy Services Director
and the Medical Director.
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correctly) had fransposed the order incorrectly
{onto the FOS in the paper record) and that the
201350 should actually read 301-350.

The nurse consultant provided the surveyor with a
copy of his physician's shding seale order and a
copy of what the nurses would have used {o
administer the insulin. This order was as Tollows
for 22 BS reading of 251-300 administer 4 units for
a BS reading of 301-350 administer 5 units.

A review of the Resident's BS from 12/09/16 until
the time of the survey revealed that the facility
nursing staff had been administering the correct
amount of insulin.

The administrative staff were made of the
inaccurate clinical record in regards to insulin
during a meeting with the survey team on
01/11/17 at approximately 11:25 a.m.

No further information regarding this issue was
providad (o the survey team prior o the exi
conference.

2. The facility staff failed to ensure a complete
and accurate chnical record for Resident #110.
Resident #110 had documentalion in the
departmental noles of another resident's medical

information

Resident #1710 was admitled ta the facility 5/9/11
and readmitted 4/1/14 with diagnoses that
included but not limited 1o chronic obstructive
pulmonary disease (COPD), heart failure,
atherosclerotic heart disease, dementia with
behavioral disturbances, depressive disorder,
peripheral vascular disease, and
gastroesophageal reflux disease,
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Resident #110's quarlerly minimum data set
(MDS) assessment with an assessment
reference date (ARD) of 11/24/16 assessed the
resident with short term memory problems, long
term memory problems, and severely impaired
cognitive skills for daily decision making.

The surveyor reviewed Resident #110's nurse's
notes {departmental notes}) from 12/9/16 through
1/40/17. The Departmental Note written 113717
12-44 a.m read "BP (blood pressure) 104/52, P
{pulse} 56, T (temperature} g7 .8 R (respirations)
18 02 (oxygen saturatior) 96%. Continues on
Doxycycline for cellulitis with no adverse effects.
Will continue to monitor  Call light in reach.”

The surveyor reviewed the January 2017
physician orders. Resident #110 did not have
current orders for Doxycycline and had no
diagnosis of cellulitis.

The surveyor made the director of nursing aware
of the documentation error ort 1/11/17 at 8:30
am. After reviewing the note, the DON stated
the licensed practical nurse had documented in

the wrong chart.

The surveyor informed the administrative staff of
the above concern in documentation in the
meeting held 1/11/17 at 11:25 a.m. and requested
the facility policy on documentation on 117 at

3:45 p.m.

The surveyor reviewed the facility policy on
documentation titied "Charting and
Documentation; Nurse's Notes” on 1/11/17. The
policy read in part "Folicy To maintain a complete
account of the resident’s care, lreatment,

01/27/2017
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response lo the care, signs, symptoms, elc., as
well as the progress of the resident’s care To
provide caregivers with clear, concise guidelines
far documentation of assessments and care
given."

No further information was provided prior to the
exit conference on 1/11/17.

3. The faciliy slaff failed to ensure a complete
and accurale December 2016 and January 2017
physician order sheets (POS) for Resident #111.
The arder for a long handled fork was
discontinued on 11/8/16 bul remained on both the
December 2016 POS and January 2017 POS.

The clinical record of Resident #111 was
roviewed 1/10/17 and 1/11/17. Resident #111
was admitted 1o the facility 7/4/16 and readmitted
10/22/16 with diagnoses that included but not
Hmited to fusion of sping, cervicothoracic region,
chronic obstrustive pulmonaty dsease, lymphoid
teukemia, and rheumatoid arthritis

Resident #111's fourteen (14) day minimum data
sel (MDS) with an assessment reference date of
11/4716 assessed the resident with a cognitive
summary score of 15 oul of 15, indicating the
resident was cognitively intact with no signs of
delirium, psychosis, or behaviors. Resident #1111
was assessed with fimiled range of motion on
both upper extremities.

The December 2016 physician orders and the
January 2017 physician orders were reviewed
1710117, Resident #111 had orders o use a long
handed flexible fork with meals. Order date was

10/26/16.
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The surveyor abserved Resident #111 on W17
a1 730 a.m, Resident #1171 was in bed, with the
head of the bed elevated. ealing cereal Resident
#111 was noled to have regular utensils on her
ray and was using & requiar spoon 1o eat the
coregl. The resident was asked about the use
of the long handed flexible fork. The resident
slated she hadn't used that fork for a while The
surveyor reviewed the meal tioket Under
devices, there was nothing listed. The surveyor
discussed the current physician order with
licensed practical nurse (L.P.M.} #4 on 1117 &t
7-40 am  L.P.N. #4 slated she would lell rehab
(rehabilitation) that Resident #1171 did not have a
long handled flexible fork for her meais.

The surveyor informed the unlt manager licensed
practical nurse #5 on 1/11/17 at 895 a.m of the
current physician order for the long handied

flexible fork.

The director of nursing provided the surveyor with
an order dated 11/8/16 thal read "D/C
[discontinue) long handlad fork per patient
request.” The director of nursing stated on the
December 2016 POS and the January 2017
POS: the orders for the long handied flexible Tork
need to be removed.

The surveyor informed the administrative staff of
the above documentalion concern in & meeling
an /11717 at 11:25 a.m. The surveyor requesled
a copy of the facility policy on documentation on
1/11/17 at 3:45 p.m.

The surveyor reviewed the facility policy on
documentation tited "Charting and
Documentation: Nurse's Notes.” The policy read
in part “Policy To maintain a complete account of
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the resident's care, ireatment, response {o the
carg, signs, symploms, eic., as well as the
progress of the resident’s care. To provide
caregivers with clear, concise guidelines for
documentation of assessments and care given.”
No further information was provided prior to the
exil conference on 1/11/17.
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