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F 000 INITIAL COMMENTS Foop  Freparation and submission of

this plan of correction does not
constitute an admission or
agreement by the provider of the
truth of the facts alleged or
correctness of the conclusions set
forth on the statement of
deficiencies, the plan of
correction is prepared and

An unannounced Medicare/Medicaid standard
survey was conducted 8/1/17 through 8/3/17.
Corrections are required for compliance with 42
CFR Part 483 Federal Long Term Care
raquirements. The Life Safety Code
survey/report will follow.

The census in this 60 certified bed facility was 54 submitted solely because of the
at the time of the survey. The survey sample requirements under State and
congisted of 13 current resident reviews Federal law,

(Residents #1 through #12 and #17) and 4 closed
record reviews (Residents #13 through #16),

F 164 483.10(h)(1)(3Xi), 483.70(i)(2) PERSONAL F 164  This Plan of Correction will serve
55=D PRIVACY/CONFIDENTIALITY OF RECORDS as the Facility's allegation of
substantial compliance

483210

(h)(l) Personal privacy includes accommoeodations,

medical tfreatment, written and telephone F Tag 1p4

communications, personal care, visits, and

meetings of famity and resident groups, but this 1)Resident’'s No 12

does not reguire the facility to provide a private

room for each resident. MAR's was closed

a5 soon as DCS was made

(h){(3)The resident has a right to secure and aware of situation by the

confidential personal and medical records, ,
state surveyor, Education

(i) The resident has the right to refuse the release ‘ given to RN working on Policy ™

of personal and medical records except as d procedure for keepi

provided at andap . pm‘g . SEP 8 % 2817
5483.70(1)(2) or other applicable federal or state MARS closed during medication v

laws. pass. «@é‘éfﬁf&f‘%
§483.70 . L

(i) Medical racords. 2} Residents medication records

(2} The facility must keep confidential all will be kept closed duting

information contained in the resident's records,

regardless of the form or storage mathod of the medication pass.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

,aa/wﬂ-" Q(JZ’- WSAWW, LK E&‘ffdw"l‘;vhd Dl'fc:.e_-[—;x-,r Q/Q /:;’243/'7

Any deficiency stdftamant ending with an asterisk {*) denotes a deficiency which the institution may be excused from correcting providing it is d'etarmined that
other safequards provide sufficient protection 1 the patients. (See instrucions.) Except for nurging homes. the findings staled above are disdosable 90 days
following the date of survey whether or not a plan of correction is pravided. For nursing homes, the above findings and plans of correction are disclogabie 14
days Following the date these documenls are made available to the facility. If deficiencies are cited. an approved plan of correction is requisite to continued
pragram parlicipation.
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records, except when release is-

() To the individual, or their resident
representative whare permitied by applicable law;

(i) Required by Law;

(i) For treatment, payment, or health care
operations, as permitted by and in caompliance
with 45 CFR 164,506,

(iv) For public health activities, reporting of abuse,
neglect, or domestic viclence, health oversight
activities, judicial and administrative proceedings,
law enforcement purposes, argan donation
purposes, research purposes, or to coroners,
medical examiners, funeral directors, and to avert
a serious threat to health or safety as permitted
by and in compliance with 45 CFR 164.512.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, clinical
record review, and facility document review, it
was determined that the facility staff failed to
maintain privacy of the clinical recard for one of 6
residents during medication administration;
Resident #12,

The facility staff left Resident #12's MAR
{Medication Administration Record) apen on top
of the medication cart, while the cart was
unsupetvised, on 3 different occasions. Eight
facility staff and 1 resident were observed
passing by the cart during the 3 observations.

The findings include:

Resident #12 was admitted to the facility on
717117 with the diagnoseas of but ot limited to:

{X4} ID SUMMARY STATEMENT OF DEFICIENCIES 1 PROVIDER'S PLAN OF CORRECTION (5)
PREFIX {EACH DEFICIENGY MUST BE FRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG CROSSREFERENCED TO THE APPROPRIATE DATE
: DEFICIENGY)
F 164 Continued From page 1 F 164

3)Clinical staff will be educated

On policy/procedure for privacy
Of keeping Medical Records closed
During medication pass on
08/30/2017. by the DCS.
Education will ba

Given X 2 months{September
/Qctober)

4) A Medication Pass

Observation will be compiete on
Clinical staff monthly x 2 maonths

By the DC5/Unit manager to ensure
Privacy of records is being maintained,
(September/Cctober ) Results

will be taken to QAPI for raview

and recommendations if needed.

5} Date of Compliance: 09/05/17

QECEVE
ggp 06 207
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tendanitis of the right shouider, galt and mobility
weaknesses, osteoparosis, high blood pressura,
high chalesterol, low back pain, and Parkinson's
- Disease,

The most recent MDS (Minlmum Data Set) was
an admiasion/S-tlay assessment with an ARD
* (Assessment Refarence Date) of 7/14/17.
Resldent #12 was coded as being cognitively
_intact In ability to make daily life decisions,
- seoing a 15 out of & possible 15 on tha BIMS
(Brisf intarview for Mental Status) exam. The
“resldent required total care for bathing, hyglene,
. ambulation and transfers; supervision for eating;
and was continent of bowel and bladdar.

COn 872/17 at 7:07 a.m., RN #1 (Registered

- Nurse) was observed preparing and
administering medications (o Rosident #12. He
prepared the followlng medications:

" Requip [11 3 mg (milligrams), 1 tab (tablat)
" Synthrold [2] 88 meg (micrograms), 1 tab
Y Tylenol [3] 328 my, 2 tabs

the front slde of the cart facing the hallway, The
cart was not In entire view of the nurse, as a
majority of it was positioned (o the side of the
door, and not in front of the door, One staff

carl.

During administration of the above medicatlons,
iha resident requested some cough medicine,

from the resident's room, reviewed the MAR for

membear was observed passing by the medication
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F 164 Continued From pags 2 Y Fie4

RN #1 then went into the resident’s reom, leaving
the MAR apen on top of the medication cart, with

{

On B/ZM7 a1 7:14 a.m., RN #1 retumed to the cart,

g g
%7

SEP 06 2017
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F 184 Continusd From page 3

- 3rd time. One resident and 3 gtaff members were
" pbserved passing by the medication cart.

* (Director of Nursing - Administrative Corparate

an order for cough medicine and noted there
wasnt any. He then went to the nurse's station to
check the chart and obtain an order. RN #1 !
returnad to the cart at 7:17 a.m., having left the !
MAR open and ungupervised for a second time.

- Four staff members passéd by the cart.

- On 8/2/17 at 7:19 a.m., RN#1 then went back |
into Resldent #12's room to administer the tussin |
[4] cough medication he prepared. He laft the

MAR on top of the cart, open and unsupervised a

On &/3/17 at approximately 8:30 a.m., an
interview was eonducted with LPN #2 {Licensed
Practical Nurse). She slated that when a
medication cart is left unsupervized, the drawars
should b locked, the MAR shouid be ciosed, and
medications, needles, stc., should not be left on
top of the cart, ;

A raview af the Tacility polley for Medication
Adminlstration did not document any criterla for
ensuring the MAR was ¢losed and the resident’s
radical information was Kept private.

Cin 8/347 at approximatsly 2:00 p.m., the DON

Staff (ASM) #2) waa made aware of the findings.
No further information was provided by the end of |
the survey.

Basic Nursing, Essentjals far Practice, 6th edition,
Pottsr and Perry, pages 89-70 was used &5 &
refarence for confidentiality and read in part;

"The soncept of confidenilality in healthcare has
widespread acceptance In the United States.
federal legislation known as HIPAA {Health

F 184
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F184 Continued From page 4

insurance Portabliity and Accountability Act of
1998) requites that those with access o personal
haaith information not disclose the information to
a third party without patlent cangent. HIPAA
legisiation defines the rights and privileges of

. patients for protection of privacy without

- diminishing access to quallly care and sets fines
for violations. You cannot copy or farward
medical records without a patient's consent.

. Health care workers are not allowed to share

" health care informatlan with others without

- spacific patient congent. This includes laboratory

{ results, diagnosis and prognosis, In addition,

: family membersz or friends of the patient are not

. permitied access to the patient's personal health l

information without the patient's consent.”

Refeterices:
‘1] Requip is used to treat the symptoms of
Parkinson's Disease,

Infarmation obtalned from

tml

[4] Synthrold i used to treat hypothyroidiam.
Information obfained from
https:/imediineplus.gov/druginfo/meds/a882461 .h
fral

| [3] Tylenol is used to treat mild to moderate pain. ’

Hrformation abtained from )
: hitps://mediineplus.gov/druginfo/meds/at81004.h
“Aml

" [4] Tussin Is used to reliave chest congestion by
making it easier fo cough up mucus and clear the
airway. .

Information obtalned from

https:/fmediineplus.govidruginfo/meds/at98013.h *

; F 164:

i
i
|
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(b) The facility must develop and implement
written policies and procedures that:

(1) Prohibit and prevent abyse, neglect, and
exploitation of residents and misappropriation of
resident property,

{2) Establish policies and procedures to
investigate any such allegations, and

(3) Include training as required at paragraph
§483.95,

483.95 ‘

(c) Abuse, neglect, and exploitation. In addition to
the freedom from abuse, negleet, and exploitation
reguirements in § 483,12, facilities must alsop
provide training to their staff that at a minimum
educates staff on-

(c)(1) Activities that constitute abuse, neglect,
exploitation, and misappropriation of resident
property as set forth at § 483.12.

(cH2) Procedures for reporting incidents of abuse,
neglect, exploitation, or the misappropriation of
resident property

(2}(3) Dementia management and resident abuse
prevention.
This REQUIREMENT is not met as evidenced
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F 164 Continued From page & F 164
hitps:/fmedlineplus.gov/druginfo/meds/ab82494.h
trni
F 226 483.12(b){1)-(3), 483.95(c)(1)-(3) F 226 F Tag 226
§5=0p DEVELOP/IMPLMENT ABUSE/NEGLECT, ETC
POLICIES
1)An FRI was submitted
48312 For Resident #7 allegation

of abuse per regulation,

2 Aninvestigation was conducted

of staff on 08/3 and 08/4 and
residents for any unreported
abuse allegations

FRI(s) submitted as indicatad

investigation conducted and
staff suspended pending
outcome of investigation ag indicated,

3) Staff aducated on

08/3 and 08/4/17 on
policy/procedure of shuse
reporting by the DCS/ED .
Education of Abuse reporting is
part of orientation ang annual
education calendar,

N O

SUSIOTET) e

EP 06 2017
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F 226 Continued From page 6

by:

Based on resident interview, staff interview,
facility document review, clinical recerd review
and in the course of complaint investigation, it
was determined that the facility staff failed to
investigate an allegation of abuse for one of 17
residents, Resident #7.

On 7/11/17 Resident #7 communicated fo the
facility administrator, ASM (administrative staff
member) #1, that a CNA (certified nursing
assistant) #4, had "an attitude” with her. ASM #1
failed to follow the facility policies and procedures
for investigating an allegation of verbal abuse.

The findings include:

Resident #7 was admitted to the facility on 1/3/16
with diagnoses that included, but were not limited
to; anemia (a low red blood cell count),
depression, acid reflux, low functioning thyroid
and chronic kidney disease.

Resident #7's most recent MDS (minimum data
set), a quarterly assessment with an ARD
(assessment reference date) of 7/10/17, coded
Resident #7 as having a BIMS (brief interview of
mental status) score of 15 out of a possible 15,
indicating that Resident #7 is cognitively intact
with daily decision making.

Areview of the facility complaint/grievance
reparts revealed, in part, the following complaint;
"Date Communicated. 7/11/17. Complaint/
Grievance: Communicated by: (a check mark by
Resident and a check mark by Resident Council),
Name: {name of Resident #7). Relationship;
(self). Communicated to: (¢check mark beside
Administrator). Name: {(name of ASM #1).

F 226
4) Allegations of abuse

will be investigated per policy and
FRI sent, All sent will be taken to

QAP for review and

recommendations if needed.

5)

Date of Com pliance; 08/05/17
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Communicated vig; (check mark by Verbal). !
Concerned about (check mark by other) CNA- ’-
Aftitude. Describs concarn in detall: Resident |

“staied CNA (name of CNA #4) has an attitude

i with resident. Resldent was afraid to report; Did

| tell (name of past ADON [assistant director of

nursing]). Teld (name of past ADON) she did not
want It reported. Documentation of investigation;

Assigned by: {name of ASM #1). Findings of

investigation: spoke to (name of CNA#4)

" ragarding concern, does not feel that she has
attitude with resident, will ba mere friendly with
resident whert interacting with resident. Results

' of actiona taken: resolved. Resolution; |

| Complaint/ grievance resolved, {check mark by ‘

"yes") Complainant remarks: Resident states that

. CNA has been great to her and no more issues.

Wil let me know if any mors problems.” !

- A review of Resident #7's comprehensive cars

plan dated 11/22/16 did not reveal any

' documentation regarding sbuse and psychosocial
well-heing.

- An interview was conducted on 8/3M17 at 10:00
| a.m. with ASM #2, the director of nursing. ASM
#2 was asked to describe the process for an |
allegation of abuse, ASM #2 stated, "The staff
member is suspended pending an investigation,
the adminlstrator is notified and a FRI (Facility
reported incident) is completed and sent to the
state agency pending Investigation." ABM #2 was
t asked if CNA #4 was still involved In caring for
' Resldent #7, ASM #2 stated that she was. ASM
#2 furiher stated that she was unaware of the
grievance and she was not asked to investigate. !

An interview was conducted by another surveyar
an the survey team on 8/3/17 at 10:40 a.m. with

» i
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F 226 Continued From page 8 F 225
ABM #3. the nurse practitioner, During the
intervisw ASM #3 stated there was a2 CNA (CNA
#4) who was rude fo the residents. ASM #3

* stated the staff was afrald to report this behavior
to adminisiration fearing their tires would be
slashed.

|
/ H
i ' 1

- Aninterview was conducted oan 8/3/17 al 10:45

" g.m. with ASM #3, the family nurse practitioner, in

_the presence of ASM #1, the admilnistrator, and

" ASM #2 (the director of nursing). ASM #3 was

" asked If she was aware of any CNAs being

* varbally abusive to any of the regldents in the
faclity, ASM #3 stated, *l have heard a CNA
speak rudely to a resident, but | don't remember '

“when." When asked which CNA, ASM #3 stated !

“that it was CNA #4. Whan psked fo daseribe the

- situation, ASM #3 stated, "She (CNA #4) was n

; ona hallway and | heard her velling &t a resldent
In another hallway, 1 went to the nurse's station (o
see what the problem was." ASM #3 was asked
if she intervened or if she reporied the Incldent,
ASM #3 stafed, "The nurses were there, we
discussed i, | am not sure if anyone intervened.”
Whean asked the namae of the nurge present ASM

| #3 stated it was a nurse who was no longer

! employed with tha facility. ASM #3 further alated
that Resident #7 had confided that she was afraid
of CNA#4, she was afraid of retallation. ASM #3
was asked whather or not what she heard
constituted abuse, ASM #3 stated It was verbal
abuse. ASM #3 was asked if she was
responsible for reporing allegations of abuse,
ASM #3 stated that she was but did not do it.

SEP 06 2017

On 8/3/17 at 10:80 am. ASM #1, the
administrator, was asked spetifically about the

complaint/grievance report submitted to ASM #1
by Resident #7, and whether or nat that was an

o Ve W

e e o
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allegation of abuse. ASM #1 stated, * did not
rapotrt this because | did not think it was abuse
when | apcke to the resklent and to (name of
CNA#4)" ASM #1 was asked o describe her

" process when she was provided with an
allegation of abuse. ASM #1 stated that she

“would conduct an investigation which invelved

_obtaining a statement from person with the

" allegation, she would suspend the smployee

L involved and would obtaln withess statements

fram cther staff members and other resldents to

: determine whether or not there was abuse, When

“asked if she followsd this process in this situation :

“involving Resident #7, ASM #1 staled that she did :
not.

i

On &3/17 al approximately 12 noon an interview ! ‘ ’
“I'was conducted with Resident #7. Resident #7 i
was asked if she had a problem with CNA #4. i
Residant #7 stated that she (CNA#4) had an
attitude problem with her and she had talked fo
the activitles director who reported the situation to
the adminlstrator. Resldent #7 further stated,
"8he (CNA#4) is better now, she is frlendlier."
Resident #7 was asked if she was fearful of
" retgliation, Resident #7 stated that she was not.
Resident #7 was asked f CNA#4 was equally
friendly to all residents, Resldent #7 siated that 2
the only thing that she could say was that (hame ; i
of CNA#7 ) would sfam things around and she . [
{Resldent #7) didn't ike that, Resldent #7 further : i
statad that she didn't really want 1o tatk about It

- On 8/3/17 at 12:30 p.m. ASM #1 was made
aware of the conversation with Resldaent #7 and :
was asked when a FR! should be completed. !
ASM #1 stated anytime thers was an aliegation of
abuse. ASM #1 further stated that (name of CNA
#4) was allegad to "have an attitude”" but was
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F 226 Continued From page 10
unable to state how that aftitude was manifested.

Areview of the facility tifled "Resident Abuse"
revealed, in part, the following documentation:
"Policy: It is inherent in the nature and dignity of
ezch resident at The Company that he / she be
afforded basic hurnan rights, including the right o
be free from abuse, neglect, mistreatment, and /
or misappropriation of property. Verbal Abuse:
Statements made to a resident which result in
ridicule or humiliation of the resident. Any use of
oral, written or gestured language that includes
cursing, disparaging and derogatory terms to
other residents or visitors within hearing range, to
describe residents, regardless of their age, ability
to comprehend, or disability. Definition of
Resident Abuse: An abusive act is any act or
amission, which may cause or causes actual
physical, psychological or emotional harm or
injury to a resident or any act which wilifuily
deprives resident of his rights by law or as stated
herein. Investigation of Abuse: The abuse
coordinator or his / her designee shall investigate
all reports or allegations of abuse. Preliminary
Investigation: immediately upon an allegation of
abuse or neglect, ine suspact shall be searegated
from the residents pending the investigation
resident of the allegation (sic). Investigation: The
abuse coordinator shall take statemeants from the
victim, the suspect and all possible withesses
including all other employees in the vicinity of the
alleged abuse."

No further information was provided prior to the
end of the survey process.

F 272 483.20(b)(1) COMPREHENSIVE

8%=p ASSESSMENTS

F 226

F 272

e

FTag 272
Resident #3, 56, W6 P 21 ¥ blue
CAA summary worlg%eét ?Qf q T,
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(b) Comprehensive Assessments To Include the location

and date of information

{1) Resident Assessment Instrument, A facility For the trigger on 08/02/17

must make a comprehensive assessment of &

resident’s needs, strengths, goals, life history and by the MDS RN.
preferences, using the resident assessment
instrument (RAI) specified by CMS, The 2) Quality monitoring of CAA

assessment must include at least the following: worksheet(s) of current

(i) Identification and demographic information Fesidents reviewed
(i) Customary routine. by the IDT by 09/05/17
(iif) Cognitive patterns. to ensure that the CAA

{iv) Communication. has the location and date

(v) Vision, Firo

(vi) Mood and behavior patterns. of the information for the
(vii) Psychological well-being. trigger. Follow ug based on
(viii)  Physical functioning and structural findings of quality monitering
problems,

{ix) Continence,
(x) Disease diagnosis and health conditions.

(xi) Dental and nutritional status. 3) Bdusation will be given 08/28/17
(xii) Skin Conditions, ‘ 10 10T by the ED on CAA worksheet
(xiii}  Activity pursuit. on information requirement

(xiv) Medications.

(xv)Special treatments and procedures. for location and date of the

(xvi)  Discharge planning. triggered area,
(xvil)  Documentation of summary information
regz;rding the additional assessment performed 4) The DCS/designes ta quality monitor
on the

care areas triggered by the completion 10% of CAA workshests developed
of the Minimum Data Set (MDS), by the IDT monthly. Quality monitoring
{(xviii) Documentation of participation in schedule modified based on findings
assessment. The assessment process must Quality Manitoring results to be

include direct

observation and communication with
the resident, as well as communication with
licensed and

non-licensed direct care staff members

Reviewed by the QAPI committee
Fot recommendations if needed.

5) Compliance Date: 09/05/2017
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F 272 Continued From page 12 272
on all shifts. '

The assessment process must include direct
obsgrvation and communication with the resident, |
as wall as communication with licensed and
“nondicensed direct care staff members on all
shifis. i
_This REQUIREMENT ia not met as evidenced ¢
- by :
. Based on slaff interview, facllity document review
. and clinleal record review, it was determined that
 facliity staff falled to document the location and
* data on the comprehensive MDS (minimum data
set) for three of 17 residents in the survey
sample, Resldent #3, Resident #6 and Resldent
#8.

{1, The facility staff failed to document the location .
and date of information for the triggered areas on |
the CAA Summary workshaet of Sention V of i
Rasldent #3's flve day admission MDS

assessment with an ARD (assessment reference

date) of 7/8/17.

2. The facility staff falled to document the location
and date of information for.the trlggered areas on
the CAA worksheet of Saction V of Resident #6's
flve day admission MDS assessment with an
PARD of 3/16/17.

- 3. The facllity staff failed to document dats and
iocation Information for the triggered areas on tha :
CAA Summary worksheet of Section V of Lo :

Resident #8's admisslon/3-day MDS assessment
with an ARD (assessment reference date) of
42417,
|

 The findings include; .
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1, The facility staff failed to document the location :
and date of information for the tiggered areas on

| the CAA Summary worksheet of Section V of

‘ Rasldent #3's five day admlgaion MDS
assessment with an ARD (assessment reference

- date) of 718/17.

- Resldent #3 was admitted te the faclllty on 7/1/17
“with diagnoses that includad but were not limited -
to: falls, difficulty swallowing, Irregular heartbeat, | ‘
- chronlc Kidney disease and dementla. The most
recent MDS assessment was a 14 day
i aszesament with an ARD (assessment refarancs
date) of 7/15/17. The resident was coded as
having a BIMS (brief [nferview for mental siatus) - :
of 12 indicating the resident was cognitivaly intact i
'to make dally decislons, Tha resldent was coded
“as requlring assistance from staff for all activities '
- of daily living. , 1

Review of tha CAA {care area agsessment)
worksheet on the five day admission MD3
assessment with an assessmant reference dale
! of 7/8/17, revealed the Tollowing triggered areas
did not evidence documentation as to the location ;
and dates from where the information was ' :
obtained to complete the assessment: ADL
(activities of daily living) functional/rshabliitation ' |
potentlal, urinary incantinence, psychosocial l
well-baing, activittes, falls, feeding tube, . ‘
dehydrationffluid malntenance, pressure ulcer < i
and psychotropic drug Use. '

An imterview was conducted on 8/2/17 at 4:30
p.m. with RN (registered nurse) #5, the MDS
coordinator. When askaed why location and date
was included or the CAA worksheef, RN #5
stated, "To make sure that anyone looking at the
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MDS knows where we got the information from.” ;
When asked where the location and date were |
documented, RN #5 staled, "The location and '
date fa supposed fo be on the CAA face sheet
and on the CAA worksheet.” RN #5 was asked to ¢ i
review Resident #3's CAA worksheet for the five |
- day admlsslon MDS assessment with an ;
‘ assessment reference date of 7/8/17. When _ ;
" askad if the location and dates of the information | ; |
. were documentad, RN #5 atated, "No." Whan ‘
asked what refersnce the staff used io complete
the MDS asssssments, RN #8 stated, “The RA| ‘ .
(resident assessment Instrument),” ‘ i

' The staff member who campleted the five day

> admission MDS assessment for Resident #3 no
longer worked at the facllity and could nol be

s Interviewad,

L On 82117 at §:00 p.m. ASM (administrative staff
! member) #1, the administrator and ASM #2, the
' director of nursing were made aware of the
 findings,

. According to the CMS's RAI Verslori 3.0 Manual:
| Section V of the MDS documents at the: top of the
| page the following instructions:

1. Check column A If the Care Area is triggered. |
2. Far each friggered Care Area, indicale whether -
a new care plan, care plan revision, or
cantinuation of current cars plan is necessary to
address the problem{s) identifled In your
assessment of the care arsa. The Addressed in :
the Care Plan column must be completed within 7
days of completing the RAI (MDS and CAA(s)). |
Check column B If the triggered care area is ;
addressed in the care plan.

i
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| 3. Indicate In the Location and Date of CAA

E information column where Information related to

i the CAA can be found. CAA dogumantation

i should Include information on the complicating

} factors, risks and any referrals for this resident for
i this care area.

Review of CMS'a (Center of Medicare/Medicaid
Services) RAI (Resldent Assessment Instrument)
Varsion 3.0 User's Manual documented,
"CHAPTER 4: CARE AREAASSESSMENT
{CAA) PROCESS AND CARE PLANNING. 4.5
" | Other Considerations Regarding Use of tha
| CAAs. Use the "Location and Date of CAA
Cocumentatlon” column on the CAA Summary
(Section V of the MDS 3.0} to note where the
CAA information and decision making
dooumentation can be found in the resident's
record. Also indicate in the column "Care
Planning Pecision" whether the friggered care
atea Is addressad In the care plan.”

MNao further Information wag provided prior to exit.

2. The facility slaff failed to document the location
and date of infermation for the {rlggered areas on
the CAA workshest of Gactlon V of Resident #6's
five day admission MDS assessment with an
ARD of 3/15/17.

Resident #6 was admitted to the facility on 3/2/17
1 with dlagnoseas that Included but were not limited

i to: sfroke, diabetes and difficulty spesking.

! Review of the most recent MDS a=sessment, a

i quarterly assegsment, with an ARD of 6/15/17

- coded the resident as being moderately impalred
' to make dally detlslons. The resident was coded

Far2

|
|
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as being independent In activitles of daily tiving. ;

. Review of the CAA (care area asseasment) g
l'worksheet on Resident #8's admission MDS |
! assessment with an ARD of 3/15/17 revealed the !
! following triggered areas did not evidence ‘
i documentation as {0 the location and dates from

where the infarmation was obtalned to complete

the assessment. cognitive loss, communication,
- behavioral symptoms, falls, pressure ulcer and ‘ ?
: psychofropic drug. ) :

. An Intervievy was conducted on 8/217 at4:30 ' '
- p.m. with RN (registered nurse) #3, the MDS ‘
coordinator. When asked why focation and dats
was Included on the CAA warksheef, RN#5
. stated, "To make sure that anyone looking at the [ '
{ MDS knows where wa got the Infarmation from.” ' i
When asked where the jocation and date were
docurnentad, RN #5 stated, "The location and
date Is supposed to be on the GAA face sheet
and on the CAA worksheet" RN #5 was asked to
review Resident #3's CAA worksheet from the
admilssion MDS agsessmant with an ARD of
“3/16/17. When asked if the location and dates of
i the information were documanted, RN #5 stated,
H UNO'H

The staff member who completed the five day I

admission MDXS for Resident #3 no longer workead |

at the faciiity and could not be interviewsd. l

On 8/2/17 at 6:00 p.m. ASM (administrative staff i

member) #1, the administrator and ASM #2, the

director of nursing were made aware of the
findings.

No further information was obtained prior to exit.

i
'
:
i
; t
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3. The facility staff failed to document date and
tocation information for the friggersd areas on tha
CAA Summary of Section V of Resldant #8's
gdmission/5-day MDS assessment with an ARD .
(assessment refersrce date) of 4/21/17, '

Resident #8 was admitied to the fadillly on
: 9/13/16 and most recently readmitted on 4/14/17
“with the diagnoses of but not limited to dementia,
respiratory failure, high blood preasure, diabeles, : ,
asthma, low back pain, hypothyroidism, high '
_cholestero!, depression, anxiety, Parkinson's 5 :
: Diseasa, Pick's Disease, epllepsy, migraines,
apnea, chronlc obstructive pulmonary disease,
ostenarhritls, kidney disease and cancer of the
renal pelvis.

The most recent MDS (Minimum Data Set) was a .
quarterly assessment with an ARD [Assessment ‘
Reference Date) of 7/22/17. The resident was '
coded as being cognitively Intact In ablity to make
daily life decisions, scoring a 14 out of a possible
15 on the BIMS (Brief Interview for Mental Status)
texam. The resident was coded as requiring total
- gare for bathing, supervision for fransfers,
dressing, and hygiene; as independent for eating;
and as continent of bowel and bladder.

Areview of the admlsslon/a-day MDS

sssessment with an ARD of 4/21/47, documented ORI
In Section V - Care Area Assessment (CAA) ‘ \Q&CEEV it

Summary” that the resident triggered for the

following areas: ' SEP @ % 2817

02. Cognitive Loss/Dementia VEOLE

05. ADL Functional/Rehabilitation Potential

06. Urinaty Incontinence and Indwelling Catheler
08. Behavioral Symptoms

11. Falls
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12, Nutritional Status

14. Dehydration/Fluid Malntenanca
. 18, Prassure Ulcer
i 17. Paychotrople Drug Use
119. Pain

* Next to each af the above listed areas, in the
column titled *Location and Dale of CAA
documentation” was documented, "CAAWS

{worksheet) dated 4/27/17" except for 08,

_Behavioral Symptoms which was dated 5/1/17

_and 18, Pain which was dated 4/28/17.

© Areview of the CAA worksheets revealed that
only section 12. Nutrilional Siatus, contained any
clinleal record date and location documentation.

- The areas of 02. Cognitive Loss/Dementia, 03.

| ADL Functional/Rehabititaticn Potential, 06.
Urinary Incontinence and Indwelling Cathster, 09,
Behavioral Symptoms, 11, Falls, 14.

| Dehydration/Fluid Maintenance, 16. Pressure
Uleer, 17. Psycholrople Drug Use, and 19, Pain

- did not contain any date and location information.

On 8/3/17 at approximately 10:00 a.m., an
* Interview was conducted with RN #5 (Registered

- and date information should be on the CAA

“warksheet or dacumented in Section V of the
MDS. RN #5 reviewed the above MDG and
stated that the data and iecation information was

_not documented, and therefore, the information

“used to complete the MDS could not be tracked,

[ She statsd the person that compleled this MDS

! was no longer at the facliity. When asked what

i policy the faclity uses to complete the MDS, RN

- #5 siated the RAJ} manual (Resident Assessment
Instrument}.

i

- Nurse - the MDS nurse). She stated that location !
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483.20

{d) Use. A facility must maintzin ail resident
assessments completed within the pravious 15
months in the resident's active record and use the
results of the assessments to develop, review
and revige the resident’s comprehensive care
plan.

483.21
{b} Comprehensive Care Plans

(1) The facility must develop and implement a
comprehensive person-centered care plan for
each resident, consistent with the resident rights
set forth at §483.10(c)(2) and §483.10(c)(3), that
includes measurable objsctives and timeframes
to meet a resident's medical, nursing, and mental
and psychosocial needs that are identified in the
comprehensive assessment. The comprehensive
care plan must describe the following -

(i) The services that are to be furnished to attain
or maintain the resident's highest practicable
physical, mental, and psychosocial well-being as
required under §483.24, §483.25 or §483.40; and

(i) Any services that would otherwise be required
under §483.24, §483.25 or §483.40 but are not
provided due to the resident's exercise of rights
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On B/3/17 at approximately 2:00 p.m., the DON
(Director of Nursing - Administrative Corporate
Staff (ASM) #2) was made aware of the findings.
No further information was provided by the end of
the survey.
F279 483.20(d)483.21(b)1) DEVELOP F 279 FTag 279
ss=p COMPREHENSIVE CARE PLANS

1)Resident #3 care plan for
Psychosocial well-being was
updated and Resident #5
Care plan for behavior was
updated on 08/02/17.

by the MDS RN.

2) Care plans of current
residents reviewed

by the IDT 05/05/17

1o ensure that

care plans are current andg
complete according to the
triggered CAA Foliow up
based on findings

3) Education given

08/28/17 to IDT hy the ED

on developing a care plan that
Is complete according

to the CAA that is triggered,

to include psychosocial
well-being and hehaviar

care plan from information
gathered.
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=278 Continued From page 20 F 279 4) The DCS to quality monitar
under §483,10, including the right to refuse 10% of care

freztment under §483,10(c)(6). plans developed by the IDT monthly

. (iii) Any specialized services or specialized to ensure triggerad
rehabilitative services the nursing facitity will CAA is care planned. Monitoring
provide as a result of PASARR - results to be reviewed by the QAP

recommendations. If a facility disagrees with the
findings of the PASARR, it must indicate its
rationale in the resident’s medical record.

committee for recommendations

if needed. Quality monitoring
schedule modified based on findings.
{(iv)In consultation with the resident and the

resident's representative (s)- 5) Compliance Date: 09/05/2017

{A) The resident’s goals for admission and
desired outcomes.

{B) The resident's preference and potential for
future discharge. Fadilities must document
whether the resident’s desire to return to the
community was assessed and any referrals to
local contact agencies andfor other appropriate
entities, for this purpose,

{C) Discharge plans in the comprehensive care
plan, as appropriate, in accordance with the
requirements set forth in paragraph (¢) of this
section.

This REQUIREMENT is not met as evidencad
by:

Based on staff interview, facility document review
and clinical record review, it was determined that
facility staff failad to develop a comprehensive
care plan for two of 17 residents in the survey
sampie, Resident #3 and Resident #6.

1. The facility staff failed to develop a
comprehensive care plan for psychosocial
well-being for Resident #3 as identified on the

. ., r“;f‘*’ F::
CAA (care area assessment) of the five day \%;@iszLw
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admission MDS {minlmum data set) assessment
with an ARD (aissassment rafarence dats) of
- T1817.

2. The faclity staff failed to develop a i
comprehensive care plan for bahavior for :
Resident #6 as dentified on the CAA of the i
atdmission MDS sesessment with an ARD of
3/16/17.

The findings Include:

1, The facility staff failed to develop a : :
comprehensive care plan for psychosocial :
wall-being for Resident #3 as identified on the
CAA (care area assessment) of the five day
admiasion MDS {minimum data set) assessment
with an ARD (assessment referance date) of
71817,

Resident #3 was sdmiited to the faclity on 7417
with diagnoses that Included but were not lmlted

io; falls, difficulty swallowing, irregular heartbeat,

chrenic kidney disease and dementia.

| The most recent MDS assessmant was a 14 day |
| assessment, with an agsessment reference date
; of 7H5M 7. The resident was coded as having a

. BIMS (brisf interview for mental status) of 12

: indicating the resident was cognitively intact fo

" make daily decisions. The resident was coded as -
- requiring assistance from staff for all activities of

1 dally living.

! Raview of the CAA (care area assessment)

i summary on the five day admlssion MDS with an ,
i assessment reference date of 7/8/17 {
. documented in section V. Care Araa, 07, : !
- Peychosacial Well-Belng; A. Care Area Triggered, i

; i
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“an X was documented {indicaling the area was
triggered); B, Cars Flanning Declslon, an X was
documented (indicating a care plan would he
devaloped for psychosocial well-being).

Review of Resident #3's comprehensive care
- plan Initiated on 7/12/17 did not evidence
documentation for a psychosocial wall-balng plan !
of care.

An Interview was conducted on 8/2/17 at 2:00
“p.m. with LPN (licensed practical nurse) #4, unit
" manager, When asked which staff used the
comprehensive care plan, LPN #4 stated, "All the
nurses look at the care plan. Social services can
_utilize the care plan.” When asked why residents
i had comprehensive care plans, LPN #4 stated,
"That is tha plan of care for the patient.”

An interview was conductad an 8/2/17 at 4;30
p.r. with RN (reglsterad nurse) #6, the MDS”
coordinator. When asked who would develop a
care plan for psychosocial wall-belng, RN #5

- gtated, "The social worker.”

An interview was conducted on 8/2/17 at 4148
p.m. with OSM (other staff member) #7, the !
social worker. OSM #7 was asked about the i
process followed when a CAA friggered an area ]
- for a care plan to be developed. OSM #7 staled, |
"l go Into the CAAworksheet and develop & care |
plan from that." When asked why & care plan was |
developed, OSM #7 stated, "Because ['s k
important to know if they (the residents) have :
issues we need ‘o develop a plan so everyone
knows aboul it and to see they get the cars they
deserve," OSM #7 was asked to review Resident
#3's CAA works heet from the five day admission
MDS& assessment with an assesament refersnce |

(410 SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION |
PREFIX (EACH DEFICIEMCY MUST BE PREGEDED BY FULL ! PREFIX {EAGH GORRECTIVE ACTION SHOULD BE | cOMPLETION
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- date of 7/8/17. OSM #7 stated that a care plan

should be daveloped for paychososlal well-baing.

QS #7 was asked to review Resldent #3's

{ comprehansive care plan for psyshosaocial !
wel-being. OSM #7 stated, “I's not there,"

On 8/2/17 &t 8:00 p.m. ASM (administrative staff %
“mamber) #1, the administrator and AGM #2, the -
director of nureing were made aware of the
findings. '

Review of the facility's polley titled, “Plans of
Care" documented in part, "Polley: An
interdlsclplinary plan of care wiil be astablished A
for each resident and updated in accordance with i
state and federal regulatory requiraments and on |
" an ongolng basis. Procedure: The facility will ‘
" develop a comprehensive plan of care for each
; resident that includes measurable objectives and
' timetables 1o meet the resident's medical, ;

nursing, and mental and psychosocial needs that i
D are identified in the comprehensive assessmant.

Direct care staf should be aware, understand

and follow their Residents Plan of Care.” I

No further information was provided prior fo exit.

" Basic Nursing, Essentlals for Practice, 6th edition, ;

" (Potter and Ferry, 2007, pages 119-127), wasa ! ;
reference for care plans. "Anursing care plan ls | '

a written guidseiine for coordinating nursing care, !

promoting continulty of care and listing outcome

criterla to be used in the evaluation of nursing 1 !

care. The written care plan communicatas

nursing care prioritles 1o other health care
professionals. The care plan also identifies and

" coordinates resources used to deliver nursing .
care. A correctly formulated care plan makes it
sasy {o continue care from ona nurse to another.
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- if the patient’s status has changed and the
nursing diagnosis and related interventions are
no langer appropriste, modify the nursing care
plan, An out of date or incorrect care plan
compromises the quallty of nursing cars.”

i 2, The facllity staff fajled to develop a

[ comprehensive care olan for behavior for

| Resident #6 as identified on the CAA of the

 admlssion MBS assessment with an ARD of
31517,

- Resident #6 was admitted to the facility on 3/217
with dlagnoses that Included bui wera not limited
‘- stroka, diabetes and difflculty speaking.

Raview of the most recent MDS, a guarterly

. assazzment, with an ARD of §/18/17 coded

i Resldent #6 as being moderately Impaired to

; mzke dally decisions. The resident was coded as

: being independent in activities of daily living.

" Review of the CAA summary from Resident #6's

- admission MDS with an ARD of 3/15/17 In section

'V documented, Care Area 09, Behavioral

i Symptoms. A. Care Area Triggered, an X was

- documented {Indicating the care area was
triggered); B. Care Planning Decision an X was
documented {Indieating a care plan would be
developed).

Review of Rasiden! #6's comprehensive care
plan Inltiated on 3/16/17 did nct evidence
documentation of & behavior care plan.

An Irterview was conducted on 8/2/17 at 2:00 |
p.m. with LPN (licensed practical nurse) #4, unit |
manager. When asked which staff used the care !

F 279,
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- plan, LPN #4 stated, "All the hurses look at the

: care plan. Social services can utilize the care

: plan." When asked why resldents had cars plans,
i LPN #4 stated, "Thatis the plan of care for the
patlent.”

An interview was conducted on 8/2/17 at 4:30
p.m. with RN {registered nurse) #5, the MDS
coordinator. Whety asked who would develop a
care plan for behavioral sympioms, RN 45 stated, .
“The social worker," ‘

An Interview was conducted on 8/2/17 at4:45 ¢
n.m. with OSM (other staff membei) #7, the i
social worker, O8M #7 was asked about the | .
process staff followed when a CAA triggered for a 5 |
care plan to be developad. OSM #7 stated, "l go i
Into the CAA worksheet and davelop & gare plan ;

from that." When asked why a ¢are plan was ! .
- developed, OSM#7 stated, "Because it's ; ;
Important to know If they (the residents) have
issUes we need o develop & plan so everyons
krows about it and to sae they ge! the vare they
“deserve.” OSM #7 was asked to review Resident ;
#6's CAA workshest from the admlsslon MDS !
assessment with an ARD of 3/118/17. OSM 47
stated that a care plan shoulld be developed for
bebavioral symptoms. Q8M #7 was asked to
review Resident #6's comprehensive care plan
for behavioral symptoms. QSM #7 stated, “It's not
 there,"

“On 8/2/17 at 6:00 p.m. ASM {administrative staif
member) #1, the administrator and ASM #2, the
director of nursing were made aware of the
findings. - . 1

No further Information was providad prior to exll,

.
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(x3)
COMPLETION
DATE

{b}(3) Comprehensive Care Plans

The services provided or arranged by the facility,
as outlined by the comprehensive care plan,
musts

{i) Meet professional standards of quality.
This REQUIREMENT is not met as evidenced
by:

Based on ohservation, staff interview, facility
document review and clinical record review, it
was determined that facility staff failed to follow
professional standards of practice for one of 17
residents in the survey sample, Resident #3; and
for two of six residents in the medication pass
cbservation, Resident #5 and Resident #17.

1. The facility staff failed fo darify Resident #3's
weight change from 206 pounds on 7/1/17 to 169
pounds on 711717.

2. The facility staff prepared medications for both
Resident #5 and Resident #17 at the same time,
befare entering the room to administer the
medications to both residents,

The findings include;

1. Facility staff failed to clarify Resident #3's
weight change from 206 pounds on 7/1/17 to 169
pounds on 7/17/17.

Resident #3 was admitted to the facility on 7/1/17
with diagnoses that included but were not limited

to: falls, difficulty swallowing, irregular heartbeat,

chronic kidney disease and dementia.

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES [In} PROVIDERS PLAN OF CORRECTION
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F 281 483.21(b)(8)(1) SERVICES PROVIDED MEET F 281
55=p PROFESSIONAL STANDARDS

1)Residant # 3 Clinical record

Was updated on 08/02/27 to
clarify the correct weight by the
MDS RN. Medication nurse was
Educated by the DCS on proper
Medication administration when
The state surveyor made her aware
Of Resident #5 and #17 medications
Being given at the same time On
08/2/17.

2} Areview of current residents
Weights conducted on 08/29/17

to ensure that weights are correct and
documented accordingly. Licensed
nurses observed during medication pass
to ensure only one resident’s medications
being given at a time by the DCS/Unit
manager 5 x weak x 2 weeks starting
08/28/2017 then weekly times 4 weeks
then monthly. Quality monitoring
schedule modified based on findings..

3) Education provided on 08/30/17
To weight committee by the DCS on the
Policy/Procedure of obtaining and
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FAL No,

The most recent MDS (minimum data set), was a
14 day assessment, with an assessment
reference date (ARD) of 7/15/17. The resident
was coded as having a BIMS (brief interview for
mental status) of 12 indicating the resident was
cognitively intact to make daily decisions.
Resident #3 was coded as requiring assistance
from staff for all activities of daily living. The
resident was coded as receiving tube feedings. In
Section K of the MDS the resident's weight was
documented as being 169 pounds.

Review of Rasident #3's admission MDS
assessment with an ARD of 7/8/17 in section K
revealed the resident's weight was documented
as being 206 pounds.

Review of the nursing admission assessmeant
dated 7/1/17 at 4:50 p.m. documented the
resident’s weight as heing 206.4 pounds.

Review of the nurse's notes did not evidence
documentation regarding the weight change of 37
pounds in 14 days.

Review of Resident #3's vital signs and weight
record documented, "7/1/17 -- 206.4. 7/15/17 --
169.8." There was no documeniation regarding
the weight change on the form. The nurse whao
entered in the weight on 7/15/17 was not
available to be interviewed.

An interview was conducted on 8/2/17 at 4:30
p.m. with RN {registered nurse) #5, the MDS
coordinator. When asked who entered the
weights into the MDS assessments, RN #5
stated, "Distary puts in the hsights and weights."
When asked who reviews the information in the
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F 281 Continued Frorn page 27 F 281

Documenting correct weights. Education
- given by the DCS to licensed nurses

on 08/30/17 on correct policy/pracedure
for medication pass.

4) Quality monitoring conducted weekly

times 4 weeks then monthly

On 15% of current residents weights

by the

DCS/Designes to ensure compliance.
Monthly observations completed on
Licensed nurses on Medication pass to
Ensure compliance. Results of quality
monitoring taken 1o monthly QAP]

meeting for review
and recommendations if needed.

5) Compliance Date: 09/05/17
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| MDS assessments, RN #6 stated she did. RN #5
slated, "When the MDE Is locked thare would
have been a warning that there was a significant

I change. Someone had to override the warning."

i

" Aninterview was sonducted on 8/3/17 at 8:45
a.i71, With CNA (certified nursing assistant) #2.
_When asked about the procass the staff follows

. for a significant change In a resldent's welght,

i CNA#2 stated, "lf there Is a discrepancy the .
- purse comes to us to have tham {residents’) : !
‘ welghed again.” :

- An interview was conducted an 8/3/17 with LPN

' {licensed practical nurss) #4, the unit manager,

i Whan asked about the procesas staff follows if g

: regident has a significant change in welght, LPN

" ##4 stated, "That would trigger something was
wrong. It's claar the admission welght was

- wrong." When asked what staff did when they

i discovered an arror, LPN #4 stated, "We alert the

physician and make a clarification note,” When

acked why an accurate weight was important,

| LPN #4 stated, "I's Important to know if there's a
ioss or a gain. If they (residents’) are losing -

| waighl, maybe the tube feeding she's gstting lsn't - :

: the precise amount, |

An interview was conducted on 8/3/17 at 12:10 E
pam, with ASM (administrative staff membaer) #2,
the director of nursing. ASM #2 was asked to }
review Resident #3's nursing admiasion and vital
sighs and welght records. When agked about the |
" process staff follows when there was a significant
change In a resident's weight, ASM #2 stated, "I
would have thought she would have looked at the
weight sheet and crossad off the 206.4 weight.”
When asked why staff did weights, ASM #2
stated, "To see if thay are losing weight or have a
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No further information was provided prior to exit,

| Perry's Fundamentals of Nursing 8th edition !

! within a client medical record is a vital aspect of

F a1 l Continued From page 29 5
" nutrition problem. We give it fo the dietitlan,” ASM

#2 was asked what professlonal standard the
facility used. ASM #2 stated, “We use our
policias.” A request for a policy on clarffleation

and documentation of a discrapancy In a
_rasiden{'s condition was requested; ASM #2
stated thay did not have a poticy.

The RN who completed the MDS na longer :
. workad at the facility and was unable to be !
interviewad, !

The following quotation is found In Potter and

(2005, p. 477): "Documentation is anythlng
wriiten or printad that is relied on as record or
proof for authorized persons. Documentation

nurslng practice. Nursing documentation must be
accurate, comprehensive, and flexible enough to
retrieve oritical data, maintain continuily of care,

track cllent outcomes, and reflect current

. standards of nursing pracfice. Infarmation in the ;
" clisnt record provides & detailed account of the

" lavel of quailty of care dellvered to the clisnts.” ’
. Potter and Perry (2008), also includes the ]

following Information: "As members of the health

. care team, nurses need o communicate

irformation about clients accurately and in a
timely, effective manner.”

2. The facility staff prepared medications for both
Resident #5 and Resident #17 at the same time,
before entering the room to administer the

“medicatlons to both residents.

F a8l
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Resident #5 was admitied to the facility on
1/26/16 and readmitted on 7/28/17 with the
diagnoses of but not limited to: sepsis, acute ;
kldney failure, sleep apnea, large intesting i
cancer, morbid obssity, high cholesterol, ;
- deprassion with psychotic features, chronic pain ]
. syndreme, high blood pressure, overactive i !
. bladder, a colostomy, an artificial eye, and ;
- diabetes. The most recent MDS (Minimum Data
. Bet) was a guarterly assessment with an ARD
- (Assesament Referance Date) of 3/13/17. The
- resident was coded as being cognitively intact in
. ability to make daily lifa decisions, scoring & 15
- out of a possible 15 on the BIMS (Brlef Interview
*for Mental Status) exam.

l
|
]
|
|
i
|

Resldent #£17 was admitted on 7/18/17 with the
_dimgnoses of but not limitad to: cancer of the
‘ breast, ovary, kldney, and lung; depression,
- restleas leg syndrome, cataracts, heart disease, |
: spinal stenoslg, high cholesteral, anxiety, and
chronle obstructlive pulmonary disesse, Dueto
. the recant admission, the MDS was not yet
completed, The admission nursing assessmeant
. documented that the resldent was oriented to
' parson, place and time; short and long term
. memory wers intact; and the resldent wags
. independent for declsion making.

- On B/2/17 at 8:15 a.m., LPN #2 (Licensed
Practical Nurse) was obssrved preparing and ;
administering medications for Resident #5. She |
prepared the following medications: )

" Vitamin D [1] 1000 units, 1 tab (tablet)

*  Aspirin [2] 81 mg (milligrams), 1 tab

" Ferrous sulfate [3} 325 mg, 1 tab ‘ |
*  Lanuts [4] 37 units (injection)
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" Metformin [5] 1000 mg, 1 tab §
" Diflucan [6] 100 mg, 2 tabs
i"  Loratadine [7] 10 mg, 1 tab ‘
l " Oxybutynin [8] 10 mg, 1 tab §
* Multivitamin (9], 1 tab :
' " Novolog [10] 10 units (infection)
l LPN #2 was then observed preparing ;
medications for Resident#17. LPN #2 prepared :
the following medicatlons for Residant #17
" Lovenox [11] 40 mg {injection) [
" FolicAcid [12] 1 mg, 1 tab
" Splriva [13] 18 mcg (micrograms) {inhaler)
Y Asgpirin 81 mg, 1tab :
" Zyrtec [14]1 10 mg, 1 tab f !
" Zoloft [15] 100 my, 1 tab ;
" Depakote {16] 250 mg, 1 tab :
" Nourontin [17] 300 myg, 1 tab
't Bymbleort [18] 160-4.5 meg (Inhaler)
r® Sucrelfate [19] 100 mg, 1 tab v
i Vitamin D 1000 units, 1 tab :
" Bactrim DS [20], 1 tab :
" Percocet [21] 5/325 mg, 2 tabs : !
. LPN #2 then put on PPE (personal protective | :
s aquipment, 1.e., gown, gloves) and went into the
" room o administer medications to both of the : A
residents. ; i
1 On 8/3/17 at approximately 9:30 a.m., an g |
tinterview was conducted with LPN #2 {Licensed g |
i Practical Nurse). When asked abaut preparing : |
| medications for more than one resldent at a time, | : |
! she stated that she did not know that she couldn’t | :
~do that. LPN #2 stated that since one resident in '
* the room was being treated for an Infection, she
thought it was ok to prepare the medications for
both residents in the room at the same tima,
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Avreview of the facllity policy for Medication
Adminiatration docurmented, in all capital letters,
"PREFARE MEDICATION FOR ONLY ONE
i RESIDENT AT ATIME.”

On B/3/77 at approximately 2:00 p.m., the DON
{Dirsctor of Nursing - Administrative Corporate !

| Staff (ASM) #2) was made aware of the findings. | :
' No further information was provided by the end of | i |
" the survey. . l

» References: i

: [1] Vitamin D helps your body absorb calcium.
: Calcium ig one of the main huilding blocks of
' bane. A lack of vitarnin D can lead to bone
: diseases such as osteoporosis or rickets, Vitamin

: D alsa has arole in your nerve, muscle, and

pimmune systems.

" Information abtained from
https:f/vsearch‘nlm.nih‘gov/vivlslmo/cgi-binlquery— i
mata?v%3Aproject=medlineplusdv%3Asources=
- medlineplus-bundiedquary=vitamin+d&_ga=2.19
L 9500842.13774475834.1502114851-734861908.1

l500114951

[2] Aspirin ls used to prevent heart attacks in
| people who have had a heart attack in the past or
| who have angina (chest pain that occurs when

- the hesrt does not get enough oxygen); o reduce
the risk of death in people who are experiencing
or who have racenily experianced a heart attack;
to prevent ischemic strokes (strokes that ocour
when a blood clot blocks the fiow of blood to the
brain) or mini-strokes (strokes that ococur when
the fiow of bload to the brain is blocked for a short.
time) in pecple who have had this type of stroke
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or mini-stroke in the past. Aspirin will not prevent i
hemorrhagic strokes {sirokes caused hy bleeding
in the brain). Asplrin Is in a group of medications _
calfled salieylates. It works by stopping the a
. production of certaln natural substances that :
- cause fever, pain, swelling, and blood clots.
" Information obtalned from |
- https://medlineplus.govidruginfo/meds/a882878.h |
~tml !

£ 13] Farrous sulfate provides the iron needed by

i the body to proguce red blood cella. It js used to

! treat or prevent iron-deficlency anemis, a

i condltion that oceurs when the body has too few
‘red blood cells because of pregnancy, poor dlet,

" gxcess bleeding, or other medical problems.
Information abtained from
htips/imediineplus.govfdruginfo/mads/aGe2778 h
tral ’ :

[4] Lanuts Is a long-acting, man-made verslon of |
hurnan insulln, {nsuiin glarging works by replacing
the Insulln that is normally produced by the body
and by helping move sugar fram the blood into _
ather body tissues whers it is used for energy. it !
also stops the liver from preducing more sugar.
Information chtalned from
hitps:/imedlineplus.govl/druginfo/medsiaBO0027.h :
trnl

"[5] Vietformin |a used alone or with ather
metications, Including insulln, to treat type 2
diabetes (condltion in which the body does not : 5
use insulin normally and, therefore, cannot :
contral the amount of sugar in the blood).

Information obtalned from
hitps:/imediineplus.gov/druginfo/meds/aBEe005.h
i
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_[8] Diflucan ls used to treat fungal Infections,

| Including veast infections of the vagina, mouth,
throat, ssophagus (tube leading from the mouth |
io the stomach), abdomen (ares between the '
. chest and waist), lungs, blood, and other ofgans.

Information cbiained from

 https:/imediineplus govidruginfo/meds/ag30002.h

“tml

| (7] Loratadine is used to temporarlly relleve the
symptomns of hay fever (allergy to pollen, dust, or

" pther substances in the alr) and other allergles.
information obtained from

- hitps:/imediineplus.govidruginfo/mads/ab87038 h

Ctmi

[8] Oxybutynin is used to treat overactive bladder

(a condition in which the bladder muscles

contract uncontrollably and cause fraquent

urlpation, urgent need to urinate, and inability to

. contral urination) control urgent, frequent, or

i ungontrolled utination in people who have

i overactive bladder {a condition In which the

 bladder musclas have uncontrollable spasms).

" Information obtained from

 https:#/mediineplus.gov/druginfo/meds/a682141.h
tml

" [9] Multivitamin/mineral supplements contaln a

" comblnation of vitaming and minerals. They

- sometimes have cther Ingredients, such as
herbs. They are also called multis, multiples, or

- simply vitamins. Multls help people get the '_
recommended amounts of vitaming and minerals

. when they cannot or do not get enough of these

; nutrients from food.

- Information obtained from i
hitps://medlineplus. gov/definitionsivitamins definlY
ons. himil
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[10] Novolog Is a short-acting, manmade version
of human insulin. Insulin aspart works by ,

; replacing the insulln that is normally produced by
the body and by helplng move sugar from the ;
biood Into other body tissues where [t ls used for |
energy. It alzo stops the llver from producing
more sugar,

- {nformation obtajned from
hitps:medlineplus.govidruginfo/meds/aB05013.h |
ol :
* [11] Lovenox |s used to prevent bload clots in the
"leg in patients who are on bedrest or who are
" having hip replacement, knee replacement, or
" stomach surgery. It is used in combination with
 aspirin to prevent complications from angina
 (chest pain) and heart attacks, It Is also used in
: epmbination with warfarin to treat blood clots in
“the leg.

(nformation cbtainad fram
. https:#/mediineplus.gov/druginfo/meds/a601210.h
«i trl

| [12] Folle aeid ts a B vitamin, It helps the body
make healthy new calls.
Infarmation obtained from

' hitps:/fvsearch.nim.nih.govivivisimo/cgi-bin/query- |
meta?v%3Aproject=medlineplusdviAsources=
medlineplus-bundle@duery=folictacid&_ga=2.268
000206.1377447934.1502114961-734861006.15
02114951 '

[18] Spiriva is used to prevent wheezing,
shortness of breath, coughing, and chest
tightness in patients with chronie abstructive
pulmonary disease (COPD, a group of diseases
that affect the lungs and airways) such as chronic
bronchitis (swelling of the air passages that lead

1

F 281
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to the lungs) and emphysema (damags (o air

sacs in the fungs).

Information obtalned from 5
hitps /medlineplus .govidruginfo/mads/as4048.h ! i
tl : : '

| [14] Zyrrtec Is used to temporarily ralisve the :
symptoms of hay fever (allergy fo pollsn, dust, or
other substances in the air) and sllergy fo other
substances (such as dust mites, animal dander, -,
cockroaches, and molds). i
Information obtained from

htips:/medlineplus govidruginfo/mads/a698026.h
tml

i [18] Zoloft is used fo treat depressian,
: obsesslve-compulsive disorder {bothersome
: thoughts that won't go away and the need to
parform certain actions over and over), panic

attacks (sudden, unexpected attacks of exirems

“faar and worry about these altacks),

: postiraumatic stress disorder (disturbing

i psychological symptoms that develop after a

-1 frightening experience), and social anxiety

s disorder {(extreme fear of Interacting with others

i or performing in front of others that interferes with |

 normat Ilfe). I s also used to relieve the

" symptoms of premenstrual dysphoric disorder,

*including mood swings, iritablilty, bloating, and .
* breast tendemess. ;
" Information obtained from
https:/imedlineplus.gov/druginfolmeds/a697048. h
tml

[16] Depakote is used alone or with other
nmedicatlons to treat certain types of sefzures; to
treat mania {eplsodes of frenzied, abnormally
exciled mood) In people with bipolar disordar
{manic-depressive disorder; & disease that
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i

causes episodss of depression, episodes of
manla, and other abnormal moods); to prevent
migralne headaches, but not to relleve
headaches that have already begun.
| information obtained from
https:/imedlineplus. govidruginfo/meds/at82412.h ¢
“tml

- [17] Neurontin Is used to help contral certaln

. types of seizures In people who have epllepsy, to

' relleve the pain of postherpstic neurslgia (PHN;

. the burning, stabbing pain or aches that may fast
for months or years after an attack of shingles), to

'i treat restiess legs syndrore (RLS; a condition
that causas discomfort in the legs and a strong

[ urge to move the legs, especially at right and
whan sitting or lying down).

- Information obtained from '

i htps:/imedlineplus gov/druginfo/meds/a694007 b :

Ll

|

| [18] Symbicort is used to treat wheezing,

: shortness of breath, and breathing difficulties

' caused by chronic abstructive puimonary disease

(COPD; a group of lung diseases that includes

chronic bronchitis and emphysema). !

Information obtained from ‘_

https://mediineplus.gov/druglnfo/meds/ag02023.h
tml

|

' [18] Sucralfate is used to treat and prevent the
return of duodenal ulcers (ulcers located in first

. part of the small intestine). Treatment with othar

i medications, such as antibiotics, may also be

I necessary fo freat and prevent the return of
ulcers caused by a cartain type of bacteria (H.
pylort).
Information cbtalned from
hitps://medlineplus gav/druginfo/meds/at81048.h

F 281
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SIGNIFICANT MED ERRORS
483.45(f) Medication Errors.
The facility must ensure that its-

(f{(2) Residents are free of any significant
medication errors.

This REQUIREMENT is not met as evidenced
by

Baszed on staff interview, facility document
review, and clinical record review, and in the
course of g complaint investigation it was
determined that the facility staff failed to
administer medications in a manner to prevent g
significant medication error for one of 17
residents in the survey sample, Resident # 14.

The facility staff administered 2025 milligrams of
Lyrica [used to relieve pain {1)] to Resident# 15
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F 281 Continued From page 38 F 281
iml
[20] Bactrim DS is used to treat certain bacterial
infections, such as pneumonia (a lung infection),
bronchitis (infection of the tubes leading to the
lungs), and infections of the urinary tract, ears,
and intestines. it also is used to treat ‘travelers’
diarrhea.
Information obtained from
https//medlineplus.gov/druginfo/meds/a684026.h
tmi
[21] Percocet is used to relieve moderate to
severe pain.
information obtained from
https://medlineplus.gov/druginfo/meds/at82132.h
tm!
F 333 483.45(f}2) RESIDENTS FREE OF F 333

FTag 333

1)Resident#15 as he no
longer resides

in the facility. MD was made
aware and measures put intp
place to ensure resident #15
condition was monitored for
any agdverse reactions, nohe
noted,
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on 1/11/17, exceeding the dosage ordered by the
physician.

The findings include:

Resident# 15 was admitted to the facility on
17AT with diagnoses including but not limited to;
anemia, atrial fibrillation (2), coronary artery
disease (3), diabetes, and hyperfipidemia,
Resident # 15's most recent MDS {minimum data
set), an admission assessment with an ARD
(assessment reference date) of 1/14/17, coded
the resident as cognitively intact to make daily
decisions, scoring 15 out of 15 on the BIMS {brief
interview for mental status). Resident # 15 was
discharged from the facility on 1/17/17.

Areview of the physician's orders for Resident #
15 revealed, in part, the following: "Lyrica 225 mg
(rniifigram) po {by mouth) BID {two times a day)”,
This order was signed by the physician on 1/8/17.

Review of the "CONTROLLED MEDICATION
UTILIZATION RECORD" (a record used to
document and keep track of controlled
medications) for Resident # 15's documented:
"LYRIGA 225 MG CAPSULE ...1/11/17 at 9:00
p.m,, DOSE GIVEN -- 8" This line of the
deocument contained the initials of RN (registered
nurse) £ 3.

A review of the facility investigation of this incident
revealed a description of this incident signed by
RN # 3 dated 1/27/17. Review of this description
revealed, in part, the following: "On evening of
1-11-17 @ 9 pm while administering medication
{name of RN # 3) gave 9 lyrica tabs (symbol for
with) dosage of 225 mg each for a total of 2,025
mg which is 8 {sic) times the dosage prescribed.

2)Quality Review completed by
DCs/designee of Medical Records
of current residents for any
medication discrepancies by
08/30/2017 to ensure no
medication errors,

3)Education pravided to

Licensed nurses on 08/30/17

By the DCS on correct medication
Administration and the & rights
when administrating medications.

A)\DCS/and or pharmacy consultant
o observe medication ohservations
on licensed nurses for safe and
accurate medication administration
monthly. The results will be taken to
QAP! Cammittee for recommendations

if needed.

5)Date of Compliance: 09/05/2017
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(Name of RN # 3) did not follow the 8 rights of
medlcation administration. 1. Right drug; 2. Right
dose: 3. Right time; 4. Right resident; 5. Right
route: 8. Right docurnentation."

F 333 Continued From page 40 l
!

"When the overdose was discovered on the .

. morning of 1/12/17 the physician was notified and ?
Inltially ordered IV (Intravenous flulds), When the
physiclan arrived at the Tacllity and assessed the
Resident he then digcontihued the arder for [V
fluids,

i
!
i
s
i

The Physlclan Progress Note of 1/12/17 at 10.30

a.m, documented the following:

Subjectve, 80 year old male.. . was given about

2000 mg (miiligrams) of Lyrlca last night -
 prescribed dose was 225 mg. Patient denjes il
feeling, dizziness, confuslon, nausea or
ahdominal cramping, Vital Signs: T -
(tempearature) 98 .9 P (pulse) 71, R (resplrations)
18, BP (biood pressure) 100/49, EXAM: Alert
and oriented X 3, Lungs clear, cardio vascular
system - regular rate and rhythm, no adema, no
swalling, no tremor...Assessment & Plan: A.
Medication Erfor, Lyrica overdasing without any
pbvious consequences...B. Monitor Vital signs
every two hodrs for remainder of shift; hold Lasix
and KCL today and resume tamorrow, cantinue
. other meds (medlcatlons). Restart Lyrica
“tomarrow.

The physician wrote the following order dated
“1j12M7: ™. Monfor V/S (vital signs) Q (every) 2
hre. & Neuro Checks Q 2 hrs X 24 hrs. 2. Hold
Lyrica, Lasix & KCL today 1/12/17. 3. May resume |
“all tomarrow.” i

Raview of tha Neurological Assesament Flow
Sheet revealed documentation that the order for

i

333
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the Vital Signs and Neuro Checks was carried

out, Review of the MAR {medication

administratlon record) revealed documentation
. that the medications were held ag ordered,

i
|

P .
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Other than the drop in blood pressure that was
addressed on 1/12/17 at 1705 {noted in the

| Physician Progress Note below) the vital signs
i and Neuro Checks were within normal limits.

Physlclan Progress Note on 1/12/17 at 1705 (5:08
m.) documented the following: Subjective:

Re-evaluatad in room due to hypotension status

- post Lyrica averdose. Spouse present. Denles

: d!zzinass, dyspnes (shortness of breath) or chest *
»pain. States, "l just dor't feel good.”  Vilal Signs: .
| BP (blood pressure) 80/44, 98/62, Exam: Sltting |

. up on side of hed, Awake, alert, NAD (ro acute

: distress)), respirations non-labored. Lungs clear

“and diminished. Aplcgl pulse regular.
Assessment and Plan: 1. Overdose -

i approximately 2000 mg Lyrica given last hours of
sleep. Hypotensive at times. Baegin intravencus
fluids...continue to monitar,

Physician Progreas Nete of 1/13/17 at 1700 (5:00 !
p.m.) documented the following: Subjective: 80
- year old male re~evaluated today after medication
error involving Lyrica. Reports "feels befter” ‘ [
today. Denles headache, dizziness, dyspnes, :
chest paln, palpations, no abdominal pain or
howelfbladder concarns.. Vital slgns: T .
(temperature} 97.9, P (pulse) 63, R (respirations)
16, and BP (blood pressura) 102/49. Exam: upin .
wheelchair. Awake, Alert, NAD {no acute
distress), respirations non-abored. Lungs
diminished...Apical reguiar. Surgical wounds to g
chest healing no $/5 {signs /symptoms) of ’ '
infection...Assessment and Plan: Medication error *g;f“"% Y o '
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- no apparent adverse reactlon, generalized
weakness, Consider changing Laslx to every

other day. Labs (laboratory tests) on 1/16/17 and .

Fax labs to cardiodharacic,

RN # 3 was unable to be Interviewad as she was

no longer employed at the facility,

asked what she would do If while pasaing
medications she had an unusuzl medication
order aor a medicafion with whileh she was not

- against the physician order. LPN # 2 further

- stated that if she still had a question she would

call the physiciar and possibly the pharmacy.

LPN # 2 stated she has to follow the six rights of
. medication administration and then named the

rights.

" During an the end of day Interview on 8/2/17 at
- approximately 6;00 p.m. with ASM (Administrative
. staff member} # 1, the adminisirator, and ASM #

" 2, the Director of Nurses, this concerm of the
" medication error wes reviewed and the

During an Interview on 8/2/17 at 4,40 p.m, with
LPN (licensed practical nurse) £ 2, LPN# 2 was

familiar. LPN # 2 stated that she would clarify the
order by chacking the medication card against the
| MAR (medicatlon administration record) and alan

1
]
i
i

medication administration policy was requeasted.

Review of the Tacility policy "Medications - Oral

Adminlatration Of N-853" documented the
following under "Policy; Itis the pelicy that the
resldent can expect safe and accurate
administration of oral meadication. Procedure:

Obtain and verify physician order. Take MAR and

Medication Cart to hallway outside resident’s

roam, Verify Physician's Order Shaset with MAR if
any uncertainties exist. Check PDR (Physician's

!
!
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Desk Reference) ar Nursing Drug Handbook for
any unfamiliar medications, PREFARE ;
MEDICATION FOR ONLY ONE RESIDENT AT A
TIME. Loocate prescribed medication n
Medication Chiart ...Compare umf/dose
: medication on MAR. Read label on the cortainer
THREE (3) TIMES: BEFORE REMOVING the , i
drug from the drawer; BEFORE HANDING the ' i
drug to the resldent; and BEFORE DISCARDING ’
packags ...Chart on MAR according to palicy ..."

| H

i During an interview on 8/3/17 at approximately l
9:00 a.m. with ASM # 1, ASM # 2, and ASM # 4,

" the Regional Director of Clinlcal Services, this
cancer was reviswed,

- During an intsrview on 8/3/17 at 9:40 a.m. with

: the pharmaclst it was revealed that doses of 450
“mg or mors of Lyrica had no added benefits or

- advantages ahd that the side effacts would be the
. general side offects.

" According to "Fundamentals of Nursing®, Seventh
. Edition, 2009: by Perry and Potter, page 707,
. "Profassional standards, such as the American ‘
Nurses Association's Nursing: Scope and ,
Standards of Nursing Practice (2004) apply to the i
activity of medication administration. To prevent i
» madication errors, follow the six fights meadication
; administration consxstently avery time you ! l
! administer medications. Many medication errors : |
can be linked, in some way, to an Inconsistency in ' ‘
| adhering to the six rights of medication
i . administration. Tha six rights of medication
- administration include the following: 1, The right
' medicatian, 2. The right dose, 3, The right cllent,
: 4. The right route, 5, The right time, and 6. The '
right doeumentation,
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. According to the Fundamentals of Nursing paga
148, "When you care for a patient in your ;
day-to-day nursing practice, one of the most i
crucial skills vou bring to the bedside is your
abllity to administer medications. .|t s & highly !

“{echnlcal ekill that requires you to exerclse
wide-ranging knowledge, analyticat skill,

. professional judgement and clinleal

i experfise..the nurse must have a sound

. knowledge of drug terminology...and effecis the
drugs produce after they'ra inside the body..." ‘ i

' Also, on page 172, "For some drugs you may :

. need to measure the patient's therapeutic

-response before determining whether it's the right

- time to administer ancther dose,"(1). (1)

- Fundamentals of Nursing Lippincott Willams &
Wilkins 2007 Lipplncott Gompany Philadelphia
Medication Administration-Medication Basics i
pages 149 and 172 :

| No further information was provided prior {o exit.

References:

{1) Lyrica® ... Pregabalin is used to relleve
neuropathic pain (paln frotm damagsd nerves)
that can occur in your arms, hands, fingers, legs, f
feet, or toes if you have diabetes or in the arsa of ;
your rash If you have had shingies (a painful rash
that nceurs after infection with herpes zoster). it js
, also used fo treat fibromyalgia (a long-lasting
condition that may cause pain, muscle stiffness :
and tenderness, tiredneas, and difficulty faliing | ;
asleep or staying asleep). Pregabalin is used with - i
other medications to treaf cerfain types of '
selzures in people with epilepsy. Pragabalin is in

a ¢lass of medications called anticonvulsants, It
warks by decreasing the number of pain signals
that are sent out by darmaged nerves in the body. i
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This information was obtained from the following
website:
hitps:/fmedlineplus.govidruginfo/meds/af05045 h
tmi

{2) Atrial fibrillation -- An arrhythmia is a problem
with the speed or rhythm of the heartbeat. Atrial
fibrillation (AF) is the most common type of
arrhythmia. The cause {5 a disorder in the heart's
electrical system. This information was obtained
from the following website:
hitps://search.nih,govisearch?utfé=

% E2%8C%23&afflliate=nih&query=Atrial+fibrillati
ant+&commit=Search

(3) Coronary artery disease (CAD) is the most
common type of heart disease. It is the leading
cause of death in the United States in both man
and women. This information was obtained from
the following website:
https://search.nih.gov/search?utf8=

% EZ2%8C%03&affiliate=nih&query=Coronary+art
ary+disease+&commit=Search

COMPLAINT DEFICIENGY

F 431 483.45(b)(2)(3)(g)h) DRUG RECORDS, F 431
S5=D LABEL/STORE DRUGS & BIOLOGICALS

FTag 431

1)The medicine cart was locked
The facility must provide routine and emergency once discovered that it had been
drugs and biologicals to its residents, or ohtain

them under an agreement described in unlocked and unattanded by the
§483.70(q) of this part, The facility may permit Nurse on 08/02/17 to ensure that
unlicensed personnel to administer drugs if State Resident #11 and #12 medications
law permits, but only under the general ]
supervision of a licensed nurse, Were safe guarded. Insulin pens

. Remaved from top of cart and
(a) Procedures. Afacility must provide Placed in the medication cart.
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pharmaceutical services (including procedures
that assure the accurate acquiring, receiving,
dispensing, and administering of all drugs and
biologicals) to meet the needs of each resident.

{b) Service Consultation. The facility must
employ or obtain the services of a licensed
pharmacist who--

(2) Establishes a system of records of receipt and
disposition of all controlled drugs in sufficient
detail to enable an accurate reconciliation; and

(3} Determines that drug records are in order and
that an account of all controlled drugs is
maintained and perivdically reconciled.

{g) Labeling of Drugs and Biclogicals.

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.

(h} Storage of Drugs and Biologicals,

{1) In accordance with State and Federal laws,
the facility must store all drugs and biologicals in
locked campartments under proper temperature
controls, and permit only authorized personnel to
have access to the Keys,

(2) The facility must provide separately locked,
permanently affixed compartments for storage of
controlled drugs listed in Schedule Ul of the
Comprehensive Drug Abuse Prevention and
Contral Act of 1876 and ather drugs subject to
abuse, except when the facility uses single unit

2) The other medicine cart was
checked to ensure that it was
locked per policy.

3} Director of Clinical Services

will provide education to licensed
nurses on 08/30/20170n the safe
guarding of medications

in keeping medicine carts locked
when not in full view during
medication administration.
Education will be provided monthly
10 ensure compliance.
Management team will

conduct observations of the
medication cart when making
rounds 5 x weekly to ensure

that medication cart is locked

per policy, any variances will be
reported to the DCS, immediate
correction and re-education will be
completed as necessary,
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was determined that the facility staff fajled to
ensure medications were safely secured on one
of 4 resident halls; the Gald hafl,

1. While preparing and administering
medications for Resident #11, LPN (licensed
practical nurse) #2 failed to ensure medications in
the medication cart, were secured from potential
resident access on the Gold hall. LPN #2 went
into the resident's room, leaving the medication
cart uniocked. The medication cart was not in her
line of sight.

2. While preparing and administering
medications to Resident #12, RN (registered
nurse) #1 failed to ensure medications in the
medication cart, were secured from potential
resident access on the Gold hall. RN #1 went
into Resident #12's room to administer
medications he prepared and left the medication
cart unlocked. The medication cart was not in his
line of sight; one resident and three (3) staff
members were observad passing by the unlocked
medicaticn cart,

3. The facility staff failed to secure two insulin
pens belonging {0 two different residents from
potential resident and staff access on the Gold
hail. Two residents and three staff members were
abserved passing by the unsecured medications
lying on an isolation cart cutside room 16.

compliance.
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G
495380 B. WING 08/03/2017
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 431 Continued From page 47 F 431 . |ated
package drug distribution systems in which the 4) Thf% observations re a‘te to
quantity stored is minimal and a missing dose can Medication carts not being locked
be readily detected. , will be discussed by the Executive
This REQUIREMENT is not met as evidenced . . .
by Director during the QAPI meeting.
Based on observation, staff interview, clinical For review and recommendations
record reVieW, and facll'ty document reVieW, it If needed tD Sustain Substant'[a[

5) Compliance date: 08/05/2017
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The findings include:

1. Resldent #11 was admitted fo the facility on
772017 with the diagnoses of but not limited to
cellulitis of the left lag, deprassion, anxisty,
peripheral vascular disease, chronic kidney

" disease, cancer of the submandibular gland,
diabetes, high cholestercl, and high blood
pressura, Dua to the recent admission, an MDS
(Minimum Data Set) had not yet been completed.

_ The admisgion nursing assessment documeanted
the resldent was alert to person and place only,
with soma short and long term memory problems

On 8/2/17 af 7:07 a.m., LPN #2 {Llsensed
. Practical Nurse) was observed preparing and
- administerlng medications to Resldent #11. She |
" prepared the following medications:

: Atenolol [1] 100 mg (mitligrams), 1 tab
" Glipizide ER [2] 10 mg, 1 tab
Lisinopril [3] & mg, 1 tab
" Actos [4] 15 myg, 1 tab
"M Vitamin D3 [5] 1000 units, 1 tab

" Ranexa [B] 500 mg, 1 tab

LPN #2 then went into the resident's room,
leaving the cart unlocked. The cart was not In
front of the door to the resident's room and Infull |
view of the nurse. Mo residents were obhserved 10
pass near the cart,

On 8/3/17 at approximately 8:30 a.m,, an

interview was conducted with LPN #2 (Licensed
Practical Nurse). She stated that when a :
medicaiion cart Is left unsupervised, the drawers ¢
should be locked, the MAR should be ciosed, ard !
medications, neadlas, efg., should not be left on ;

Mo SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION 16
PREFIX - (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EAGH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG - REGULATORY OR L5C IDENTIFYING INFORMATION) TAG . CROS3S-REFERENCED TO THE APPROPRIATE | DATE
: DEFICIENCY) '
F 431 Continued From page 48 F 431
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F 431 Continued From page 48 F 431 ’

top of the cart, She stated that she did not realize
! that she had not securely locked the cart,

L A review of the facility policy for Medication i
Administration dld nat documnert any criteria for

| ensuring the medication cart was locked and -

! securad whan unsupervised.

Qn 8/3/17 at approximately 2:00 p.m., the DON |
{Directar of Nursing - Administrative Corporate : '
Siaff (ASM) £2) was made aware of tha findings. g
Mo further information was provided by the end of :
: the survey. ! !

- "Acllent’s snvironment includes all of the many . :

. physical and psychasocial factors that Influence :

- or affect the life and survival of that client, This

¢ broad definition of environment crosses the

i continuurn of care for settings in which the nurse

. and client interact {e.g., the home, community 3 |

i conter, school, clinic, hospital, and long-tenm care !

HMacility). Safety in health care settings reduces | :

i the incidence of finess and injury, shartens the

: length or treatment and/or hospitalization, '

“improves of malntains a client's functional status,

- ahd Increases the client's sense of well-being.”

- Potter and Perry, Fundamentals of Nursing, 6th
edition, page 859,

From Fundameantals of Nursing, 7th edition, 2009,
Patricla A, Potter and Anne Griffin Perry: Mosby,
Inc, Page 5: "Client safely is a priority in health
care. Yol need to protect cllents from physical
and emotlonal injury by continually assessing for
and eliminating safety hazards,"

References: |
1

[1] Atenclol is used alone or in combination with
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" other medlcations to treat high blood pressure. it
also Is usad to pravent anging (chest paln) and
improve survival after a hearf attack,

- Information obiained from
hitps:/fmedlineplus.govidruginfo/meds/a684031.h
!

[2] Glipizide ER Iz used along with diet and

exerclse, and sometimes with other medications, ;
"o treat type 2 disbetes {conditlon In which the '
. body does not uge insulin normally and, therefore, ’
; cannot control the amount of sugar in the blood).
information obfained from
https:/fmediineplus.govidruginfo/meds/aB84060,h
trmi

[3] Lisinepril s used alone or in combination with
other medications to treat high blood pressure. It
is used In comblnation with other madications to
treat heart fallure. Lisinopril is also used fo

Improve survival after a heart atfack. .
Information obtained from :

hitps://medlineplus.govidruginfo/meds/a6o2081 .h |
tml

[4] Actos Is used with a diet and exercisa program
and somatimes with ofher medications, to treat
tyne 2 diabetas (condition in which the body does
not use insulin normally and tharafore cannot
_control the amount of sugar in the blood).
Information obtained from
hittps/medlineplus.gov/druginfo/meds/a690016. h !
tml .

[5] Vitamin D3 helps your body absorh calcium,
Calcium is one of the maln bujlding blocks of
bane, A lack of vitamin [J can lead to bone
diseases such as osteoporosis or rickets, Vitamin
D aiso has a role In your nerve, muscle, and
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Immung systems. : '
Information obtainad from )
hitps./fvsearch.nlm.nih.govivivisimofcgi-bin/query-;
metafv¥%3Aproject=madlinapius &v%3Asourcas= |
medlineplus-bundie&query=vitamin+d&_ga=2.1¢
2500842 1377447934.1502114951-734861806.1 »
 BG2114951 : ‘

"[6] Ranexa is used alone or with other

~ medications ta treat chronic angina {ongoing

: chest paln or pressurs that Is falt when the heaart
- does not get enough oxygen).

i Information obtained from

. htips://medlineplus.gov/druginfo/meds/aBDE015 .k
"l

§

12, While preparing and administering

i medlcations for Resident #12, RN (reglstered
t nurse) #1 falled to ensure medications in the

i medication cart, were secured from potentlal

' resident access on the Gold hall. RN #1 went
i into Resident #12's room to administer : _
 medications he prepared and left the medication |
. cart unlocked. The medication cart was not in his '
; line of sight; one resident and thrae (3) staff i
i members were observed passing by the unlocked
- medication cart. : ;

Res{dent #12 was admitted to the facility on :
TITI17 with the diagnoses of but not limited to; |

- tendonitls of the right shoulder, gait and mobliity
weaknesses, osteoporosis, high blood pressure,
high cholesterol, low back pain, and Parkinson's
disease.

The maost recent MDS (Minimum Data Set) was
an admission/5-day assessment with an ARD
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. Tylencl [3} 325 mg, 2 tabs

. RN #1 then went into the resident's raom, leaving
- the MAR (medication administration record) open
» of1 top of the medieation cart, with the front side

. of the medication cart facing the hallway. The

_the sight; a majority of the medicaflon can was
: positioned to the side of the door, and was not In |

(Assessment Referance Daie) of 7/14/17. The
resident was codad as being sognitively intact in
abllity to make daily life decisions, scorlng a 15
out of a possible 15 on the BIMS (Brief Interview
for Mental Status) exam,

On 8/2/17 at 7.07 a.m., RN #1 (Registerad
Nurse) was observed preparing and
admintstering medications to Residant#12. He
prepared the foljowing medications:

Requip [1]3 mg {milligrams), 1 tab {tablet)
Synthroid [} 88 moeg (micrograms), 1 tab

madication cart was not in RN #2's entlre view of

front of the door.

During administration of the above medications,

- tha resident requested some cough mediaing,

“On 8/2/17 at 7:14 a.m., RN #1 returned to the

madication cart, reviewed the MAR for an order
for cough medicine and noled there wasn't any.
He then went fo the nurse's station to check the
chart and ebtaln an orter. RN #1 returned to the
cart at 7:17 a.m,

On B/2/17 at 718 a.m., RN #1 went back into
Resident #12's room fo administer the tussin [4]
cough medication he prepared. He left the
medieation cart unlocked:; one resident and 3
staff members wera observed passing by the
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| Continued From page 53

; unlocked medication cart,

On B/3/17 at approximately 9:30 a.m_, an
interview was conducted with LPN #2 (Licensed
Practical Nurse). She stated when a medicatlon
cart is left unsupervised, the drawers should be
locked, the MAR should be closad, and
madications, needles, etc., should not be Isft on
top of the cart.

- Arevilew of the facillly policy for Medicatlon

, Administration did not document any critaria for

. ensuring the mecication cart was locked and }

i secured when unsuperviged, ;

! ’ |

£On 8/3/17 at approximately 2:00 p.m., the DON i
(Dirsctor of Nursing - Administrative Corporata

| Staff (ASM) #2) was made aware of the findings,

+ No further information was provided by the end of

" the survey,

i

. References:

-[1} Regulp Is usad to treat the symptoms of

" Parkingon's disease,
Information ablained from :
hitps://madineplus.govidruginfo/mads/=698013.h
tml
{2] Synthrold is used to treat hypothyroldism.,

- Information obtained from

- hitps:/medlineplus.gov/druginfo/meds/adgz461 .h
fml

-[3] Tyienolis used o treat mild to moderate pain, !
- Information obtained from i

https:/imedlineplus.gov/druginfo/meds/aBa1004 .5
trrl

[4] Tussin is used to relieve chest congestion by
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making it easier o cough up mucus and clear the ! ‘
airway.

Information obtalned from

| https://mediinepius.gov/druginfo/meds/a682494.h
tmd

- 3. The facility staff falled {p secure two Insulln

- pens belonging to two different residents from
potential resident and staff access on the Gold
hall. Two residents and three staff members were :
observed passing by the unsecursd medications i
Iving on an lsolation cart outside room 16,

An observatlon was made outside room 16 on the

. Gold hall on 8/3/17 at 8:16 a.m, A white plastic

. Isolatlon cart was placed outgide the room. The
cart was net visible from inside the room, There

i was a cliphoard on top of the cart and there were

i five Insulin needles and two insulln pens

gontaining Insulin ling on the clipboard. There.

was no sfaF in sight. At 8:16 a.m. a staff member

whasled a resident past the unsecured

medications, a few seconds iater a resident

{ ambulated independently past the unsecured

 medications. Between 8:16 a.m. and 8:18 a.m.

! three staff members walked past the unsacurad

: medications. At 8:19 a.m. a nurse came out of

, room 186, put other medications on the dipboard
and sanitized her hands. An Interview was %
conducted with the nurse LPN (licensed practical |
nurse) #2 al that time. L.PN #2 stated, “l have :

- those (indicating the Insulin pens) to give 1o other -
residents. | can see them from the room.” A '
request was made for the nurse to damonstrate
how she could maintsin line of sight on the
madlcations. LPN #2 walked Into the room with
her back to the door and approached the resident

" who was sitting in a wheeichair In the Isft hand
corner of the room. There was no clear line of
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slght from the resident's position to the Isolation !
cart, ASM (administrative staff member) #2, the
dlrector of nursing was present during the
conversation. When asked If it was the facility's
practice 1o have two different resident's '

“medications pulled from the medication cart, lying !

s unsecured out of staffs the lina of sight, ASM#2 |
stated, "No, that's not right." When askad what

" process the staff followed during medication
administration, ASM #2 stated, "You only doing

s one patient's medication at a1 ime. What if you

| grabbed the wrorg one and gave the rasident the
wrong insufin.” ASM %2 was asked if LPN #2 : :

could maintain line of sight with the unsecurad _ !

medications lving on the Isolation cart outside !

_room 16, when she was In the room caring for ]

another resident, ASM #2 stated, "No, she
cauldn', no that's just not safety, One of the
pationts could pick it up, Anyone couid get their
i hands on it."

Revisw of the facility's poticy titied Medlcations:
. Oral Administration O documented, "Pollcy: itis °
-the policy thal the resldent can expect safe and
accUrate administration. "

Administraflon documented, in all capital letters,
"PREPARE MEDICATION FOR ONLY ONE
RESIDENT AT ATIME."

AECENEY
gep 06 Zﬂﬁ?

i

E

I H
- Areview of the faclity policy for Medication l[

i

|

|

~No further information was provided prior to exit.

"Make sure all medications are in locked ,
containers in a room (e.g.., & medication room) or : TN
are under constant survelllanca." Potter and :
Perry, Fundamentals of Nursing, seventh edition,
2009, p. 703.
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Nurse identified in 2567 was

Re- educated by the DCS regarding
following infection control
practices for use of glucometers
08/02/17.

{a) Infection pravention and control program.

The facility must establish an infection prevention
and control program (IPCP) that must include, at
a minimum, the following elements:;

{1) A system for preventing, identifying, reporting,
investigating, and controlling infections and
communicable diseases for all residents, staff,
volunteers, visitors, and other individuals
providing services under a coniractual
arrangement based upon the facility assessment
conducted according to §483.70(e) and foliowing
accepted national standards (facility assessment
implementation is Phase 2);

2) DCS completed observations of
licensed nurses for followlng

infection control practices .

Based on observation findings
licensed nurses re- educated by the DCS
On proper sanitation of glucometers
prior to using and after use for each
(2) Written standards, policies, and procedures resident requiring a glicomater
for the program, which must include, but are not
limited to:

check, and to only take one strip into
room to use for that resident requiring

(i) A system of surveillance designed to identify check.

possible communicable diseases or infactions
before they can spread to other persons in the
facility;

3) DCS to provide re-education to
Licensed nurses on 08/30/2017 in regards
0 the policy/procedure for infection

{ii} When and tc whemn possible incidents of
zontrol as related to the use of

communicable disease or infections should be
reported; zlucometers

DCS/Unit manager to observe
infection control practices duting
Medication pass observation monthly

Follow up based on findings. .

(iil) Standard and transmission-based precautions
to be followed to prevent spread of infections;

(tv) When and how tsolation should be used for a
resident; including but not limited to:
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{A) The type and duration of the isolation,
depending uporn the infectious agent or organism
involved, and

{B) Arrequirement that the isolation should be the
least restrictive possible for the resident under the
circumstances,

{v) The circumstances under which the facility
must prohibit employees with a communicable
disease or infected skin lesions from direct
cohtact with rasidents or their food, if direct
contact will transmit the disease; and

{vi) The hand hygiene procedures o be followed
by staff involved in direct reésident contact.

(4} A system for recording incidents identified
under the facility's IPCP and the corrective
actions taken by the facility.

{e) Linens. Personnel must handle, store,
process, and transport linens sa as o prevent the
spread of infection.

{f) Annual review. The facility will conduct an
annual review of its IPCP and update their
program, 85 Necessary.

This REQUIREMENT is not met as evidenced
by .
Based on observation, staff interview, clinical
record review, and facility document review, it
was determined that the facility staff faifed to
follow infection control practices to prevent the
spread of infection and disease during medication
administration for two of 6 residents in the
medication administration observation; Residents
#11 and #5.

While preparing and administering medications to
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4} The observation resulfs wil be discusseq
I the QAPI committee meetings

The committee will review and make
recommendations as needed

10 sustain substantial compliance

5) Compliance date: 09/05/2017
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Resldent #11 ths facility staff {LPN [licensed
practical nurse] #2) failad to sanitize the
glucometer [1] before and after use; and lald the
vial of test strips on the resident's bed. PN #2
then then used the glucemetsr to obiain
Resident #3's blood sugar reading, without

s sanitizing k flrst after having used 't on Resident

H#11, and also took the vial of test strips into the |
room of Resldent #8.

|
The findings Include:

. Residant #11 was admitted to the facility on

720117 with the dlagnoses of but not limited 1o:

- cellutitis of the left lag, depresslon, anxisty,

! peripheral vascular disease, chronic kidnay

; disease, cancer of the submandibular gland,

. diabstes, high cholestaral, and high blood
pressure. Due to the recent admission, an MDS

: (Minimum Data Set) had not yet been completed,
The admission nursing assessmant documented
the resident was alert to persor and place only,
with some short and long term memory problems.

! Rasldent #5 was admitted to the facility on
1126716 and readmlited on 7/28/17 with the
diagnoses of but not imited to: sapsis, acute
kidney failure, sleep apnea, large intestine
cancer, morbid obesity, high cholesterol,

. depression with psychotic features, chronic pain
syndrome, high blood pressure, overactive
bladder, a colestomy, an artificial eye, and
diahetes. The most recent MDS (Minimum Data
Set) was a quarterly assessment with an ARD
{Assessment Reference Date) of 3/13/17. The
resldent was coded as being cognltively intact In
ahillty to make daily lifs decisions, scorlng a 15

F 441
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out of a posslble 15 on the BIMS (Brief Intarview
for Mental Status) exam. The resldent was
coded as requiring extensive assistance for
- bathing; supsrvision for hyglens, dressing, and
transfers; was independent for eating; and was
- continent of biadder and had an astomy for :
- bowel. ! 5

“On 82117 at 7.07 a.m., LPN #2 (Licensed : I
Practical Nurse) was observed preparing and i
- administering madications to Resident #11. She
- prepared the following medications:

- Atanolal [2] 100 mg (milligrams), 1 tab {tablet) i

' Gliplzide ER (extended release) (31 10 mg, 1 fab |

" Lisiroptll {415 mg, 1 tab

i Actos [B] 16 mg, 1 tab
i Vitamin D3 (8] 1000 units, 1 tab

: Ranexa [7] 500 mg, 1 tab

- LPN #2 was observed ohtaining a blood glucose

' reading on Resident #11. She prepared the

- glucometer at tha ¢art, and went into the room to
administer medicallons and test the resident's
blood sugar. The result of the blood sugarwas i
43 mgfd! (Milligrams per Deciliter). LPN #2 stated
she falt that it was not a good sample and was
going {o reest the residenl. §he returned to the
medication cart, chtained additional lancets, and ,
the vial of tast strips, LPN #2 re-entared i
Residant #11's room with the vial of test strips, !
obtainad a test strip from the vial, and then lald ;
the vial of test strips an the resident's bed as sha
rechecked Resident #11's blood sugar, After .
administering the medications and wazhing har ; ;
hands, LPN #2 returned the glucometer and vial '
of lancets (o the drawar in the medication cart.
Shs dit not dean or sanitize the glucometer or
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the vigl of test atrips,

On 8/2/17 at 8:16 a.m., LPN #2 (Licensed !
Practical Nurse) then went to the room for

Resident#5, She was observed preparing and
administering medications for Resident #5. LPN i
#2 prepared the following medicatlons: |

Vitamin D 1000 units, 1 tab (tablets) : ;

Aspirin [8] 81 mg {milligrams), 1 tab ‘ ;

" Ferrous sulfate [9] 325 mg, 1 tab ’
Lanuts [10] 37 units (Injection)
Metformin [11] 1000 mg, 1 tab _
Diflugan [12] 100 mg, 2 tabs i
- Loratadine [13] 10 mg, 1 {ab ;

: Oxybutynin [14] 10 mg, 1 tab

s Multivitamin [15), 1 tab

s Novoleg [16] 10 units {(injectlon)

She then put on PPE {personal protective

: equipmant, i.e., gown, gloves) and went Into the
 room to administer medications o Resident #5.

. She did not sanitize the glucometer or vial of tast .
. strips prior to using them with Resident #5, after
having used them with Resident #11,

On B/3/17 at approximately 8:3¢ a.m., an

interview was conducied with LPN#2 (Licensed

‘ Practical Nurse). She stated that she wipas down
her cart and all the supplies af the beginning of ‘

_her shift, and that the ducometer does not come : !

in cantact with the resldent during testing, so she

was not aware that It was necessary to sanitize it

betwaen aach resident unless a residen: is on

isolation for an infection.

Areview of the facility policy for Medication
Administration did not document any criteria for
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cleaning multi-use supplles between each
| resident.

A review of the awner's manual for the
glucometer documented:

Mimportant Safely Instructions

F 441

Adhere to standard precaufions when handiing or

using this device. All paris of the giucose

" monitoring systam should be considered

* potentially infectious and are capabla of

* transmitting blood-borna pathogens between
patients and haalthcare professionals....

i The meter should be disinfected after use on
each patien.. This bload glucose moniforing
system may oiily be usead for testing multiple
patlenis when standard precaulions and the

E manufacturer's disinfection procedures are

i followed....

The publlc health notifleation and standard

_practice guldellne lirks are:

. "FDA Public Health Nofification; Use of

' FIngerstick Devices on More than One Person

. Poses Risk for Transmitting Bloodborne
- Pathogens: Initial Communication” (2010)

- htp:ffwww.fda. gav!MedIcalDevices/Safety!Atertsa

' ndNoticesiuem 224025 htm
"CDC Clinical Reminder: Use of Fingerstick
Devices on Mora than One Person Poses Rlsk
for Transmittihg Bloodborne Fathogens” (20110)
http:/fwww.cde. goviinjectionsafety/Fingerstick-De
vicesBGM.htmi.. ..
NOTE ..... Glucose meters In a ¢linical setting for
testing multiple persons must be clearied and
| disinfected befwesn patients....”

i
L On 8/3/17 at approximatsly 2:00 p.m., the DON
- {Director of Nursing - Administrative Corporate
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Staff (ASM) #2) was made aware of the findings.
No further Information was provided by the end of |
f the survey.

According to the Centers for Disease Control ;
(CDC): "Blood glucose meters are devices that (
meaaure blood glucose levels, Whenever :
possible, blood glucose meters should be :
assigned to an individual person and not s !
. shared. If blood glucose meters must be shared,
" the device should be cleaned and disinfaciad
after every use, per manufaciurer’s Insttuctions,
to prevent carry-over of blood and Infectious
agents. |f the manufacturer does not specify how
the device should be cleanad and disinfected
then it should nof be shared.
hitp:flaww, cde,govfinjectionsafety/bloadu-glucose- |
I monltering.btml )

Refarences: .

I

i

i

_ i

" [1]1 A glucometer is a small device that reads the ]
test sirip and reports your blood sugar level.

¢ Information obtained from

" hitps:/fwww.diabeteseducator.org/patient-resourc

esfaade’-self-care-behaviors/agde7-self-care-ba | ]
haviors-monitoring f I

[2] Atenolol is used alone orin combination with
other medications to treat high blood pressure. it
also ig used to prevent angina {chest pain) and
Improve survival aftér a heart attack, ‘
information obtalned from N : ;
hitps://mediineplus. govidruginfo/meds/ag84031.h ¢ : X
traf .

[3] Gliptzide ER is used along with dist and :
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exerclse, and sometimes with other medications,
fo ireal type 2 diabetss (conditlon in which the
body does not use Insulin nermally and, therefora, |
cannot control the amount of sugar in the bload).
. Information obtalned from
hitps/imediineplus.gov/druginfo/meds/ag84060.h
tml

{4] Lisinopril is used alone or in combination with
ather madications to treat high blood pressura. It :
is used in combination with other medications to
treat heart failure. Lisinoprll s also used fo ‘
improve survival after a heart attack,

Information abtained from
hitps:/medlineplus.gov/druginfo/meds/atR2051.h
s tmi

18] Actes is used with a digt and exercise program

. and somstimes with other medications, fo traat
type 2 diabetes {condttion in which the body does
not use Insulin normally and therefare cannot

. control the amount of sugar in the blood).

i Information obtained from '
" hitps:d/medlineplus.govidruginfo/meds/agoe018. h
1ml )

1 [8] Vitamin D3 helps vour body absork calcium.

: Calclum I3 one of the main building blocks of

" bone. A lack of vitamin D can lead to bone
. diseases such as osteoporosis or rickets. Vitamin
D also has a role in your nerve, muscle and
- Immune systems. }
Information obtained from |
hitps:#vsearch.nim.nih gov/vwsmmo/cgi bin/query-i
metav%3Aproject=medlineplus&v%3Asolirces=
mediitieplus-bundle&query=vitamin+d&_ga=2.19 -
2500842.1377447934.1502114951-734881906.1 -
502114051
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[7] Ranexa la used alone or with ather |
medications to treat chronle angina (ongoing
chest paln or pressure that is felt when the heart
does not get enough oxygen).

Informatlon obtained from
hitpa//medimeplus.govidruginfo/meds/aG06015.h
tmi

i

[8] Aspirin is used io pravent heatt attacks In :
pecple who have had a heart altack in the pastor .

-who have angina (chest pain that occurs when

| the heart doss not get enough oxygen); o reduce
the risk of death in people who are experiencing

| or who have recently experienced a haart attack;

| to prevent ischemic strokes (strokes that ocour

{ when a blood clot blocks the flow of blood fo the
brain) or minl-strokes (strokes that voour when
the flow of blood to the brain is blocked far a short

_tims) In people who have had this type of stroke

; or mini-stroke in the pagt. Aspirin will not prevent
hemorrhagle strakes (strokes caused by bleeding ’

"in the brain). Aspirin Iz In a group of medications

! callad salicyiates. It works by stopping the ‘

i productlon of certaln natural substances that
causa fever, pain, swelling, and biood clots,
Information obtalned from

¢ https:/fmaed|ineplus.gov/druginfo/meds/agB2878.h |
tml :

| [8] Ferrous sulfate provides the iron needed hy

' the body to produce red blood calls. | 15 used to

- {reat or prevent iron-deficiency anemla, a
condition that occurs when the body has (oo few
red blood cells because of pregnancy, poor diet,
excess bleeding, or othet medleal problems,
information obtained from
hitps:/medlineplus.gov/druginfo/meds/aB82778.h
tral
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[10] Lanuts Is a long-acting, man-made verslon of
human insulin, Insulin glargine works by replacing

~ the insulin that 1a narmally producad by the body

“and by halping move sugar from the biood into
other body fissues where it Is used for snergy. It

. also stops the liver from producing more sugar.
infermation obtained from
https://medlineplus.gov/druginfo/meds/aGD0027 h
trmil

1] Matformin is used alone or with other
madications, Including insulin, {o treat type 2
diabetes (condiffon In which the body dogs not
use insulin normally and, thersfore, cannot
cantrol the amount of sugar in the blood).

. Information obtained from

hitps //mediineplus. gov/druginfo/meds/ata6008.h
tmil

[12; Diflucan ls used to treat fungal infections,

s Including yeast infectlons of the vagina, mouth,
“throat, esophagus (fube leading from the mouth
to the atomach), abdomen (area batween the
chast and waist), lungs, blood, and other organs.
information obtained from -

- hitps:/imedlineplus.govidruginfo/meds/aBR0002 h
tmi

{13] Loratadine is used to temporarily relieve the
symptoms of hay fever (allergy to pollen, dust, or
_other substances in the air) and other allergies.
- infermation ebtained from
hitps://mediinepius.gov/druginfe/meds/2697038.h
i tml -
1
i [14] Oxybutynin Is used to treat overactive
: hladder (a condition in which the bladder musclas
. contract uncontrollably and cause frequent
_urination; urgent need to urlnate, and inability to

i
i

Ik
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control urination) control urgent, frequent, or
uncontrolled urination in people who have
qveractive bladder (a condifion ir which the
bladder muscles have uncontrollable spasms).
Information abtained from
https://medlineplus.gov/druginfo/meds/ag82141 .h
tml

[15] Multivitamin/mineral supplements contain a
combination of vitamins and minerals, They
sometimes have other ingredients, such as
herbs. They are also called mullis, multiples, or
simply vitamins. Multis help people get the
recommended amounis of vitamins and minerals
when they cannot or do not get enough of these
nutrients from food,

Information obtained from
hitps:/medlineplus.gov/definiions/vitaminsdefiniti
ons.htmi

[16] Novolog is a short-acting, manmade version
of human insulin. Insulin aspart works by
replacing the insulin that is normally produced by
the body and by helping move sugar from the
blood into other body tissues where it is used for
energy. It also stops the liver from producing
more sugar.

information obtained from
hitps://medlineplus.gov/druginfo/meds/ag05013.h

tml
F 465 483.90(i){5) F 465 FTag 465
58=D SAFE/FUNCTIONAL/SANITARY/COMFORTABL
E ENVIRON : 1)The 6 ceiling tiles

that were stajn=d werg
replaced an 08/3/2017 by

The facility must provide a safe, functional, the maintenance director,
sanitary, and comfortable environment for

(i) Other Environmental Conditions
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residents, staff and the public,

(5) Establish policies, in accordance with
applicable Federal, State, and local laws and
regulations, regarding smoking, smoking areas,
and smoking safety that also take into account
non-smoking residents.

This REQUIREMENT is not met as evigencad
by:

Based on abservation and staff Interview it was
determined that the facility staff failed to provide a
sanitary, and comforiable environment for
residents, staff and the public on three of four
resident hallways, (Geld, Red and Green halls).

Six brown stained ceiling tiles were observed on
the Gold, Red and Green resident hallways of the
facility.

The findings include:

A building tour was completed on 8/3/17 at 1:20
p.m. with OSM (other staff member) #4, the
director of maintenance. Six brown stained ceiling
tiles were observed:

Qutside room 22 there were two ceiling tiles with
large brown stains; outside room 28 there was a
brown stain approximately 5 inches round on the
ceiling tile; outside the oxygen storage closat a
large brown stain was observed an the ceiling tile;
outside the "staff only” closet there was a stained
celling tile and outside room 43 there was g
stained ceiling tile.

An interview was conducted on 8/3/17 at 1:35
p.m. with O8M (other staff member) #4. OSM #4

them. | was doing some waork up there {indicating
the stained tile guiside the oxygen siorage

STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
C
4 495389 B. WING 08/03/2017
NAME OF PROVIDER OR SUFPLIER STREETADDRESS, CITY, STATE, ZIP CODE
110 LAUGK DR
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’ WINCHESTER, VA 22603
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
' DEFICIENCY)
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stated, "l just got some new tiles in and I'll replace

2)Environmental rounds cornpleted
by the Executive Director

01 08/04/2017

to observe if any more ceiling tiles
were stained, none found,

3) The maintenance director was
Educated on 08/4/2017 regarding
stained ceiling tiles to be replaced

as soon as noted to be stained.

Executive Director to observe for any
stained ceiling tiles during enviranmental
rounds in the facility monthly,

4}The results of the environmental

rounds will be taken 1o the QAP meeting
for review and recommendations as needed
to sustain substantial compliance,

5) Campliance date: 09/05/2017

NECEIVEL
SEP 06 2017
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' closet).”
On 8/3/17 at 5:15 p.m. ASM (administrative staff
member) #1, the administrator and ASM #2, the
director of nursing were made aware of the
findings.
No further information was provided prior to exit.
F 514 483.70({1)5) RES F 514 1
55=p RECORDS-COMPLETE/ACCURATE/ACCESSIB FTagsld
LE
1)Resident #4's Medical Record is
{1} Medical records. unable to be corrected however
{1) In accordance with aceepted professional resident’s meadical record going
standards and practices, the facility must forward will be maintain accurately
maintain medical records on each resident that . , -,
are- Resident’s #7 clinical
documentation was removed on
(i} Complete; 08/2/17 and placed in the correct
- medical record.
{iiy Aceurately documented;
(iily Readily accessible; and 2)Quality review completed by
DC5/designee of medical record
{iv) Systematically organized s for current Residents for
(5) The medical record must contain- completeness. Incomplete records
corrected if possible, per
(i) Sufficient information to identify the resident; regulatory standards.
oA h _ ) Quality review conducted
(I} A record of the resident’s assessments: by DCS/designee on current
(iii} The comprehensive plan of care and services resident’s medical records to
provided; ensure that residents records are
_ o . in the corract
{iv) The_ results qf any preac_imlssmn screening residents clinical record.
and resident review evaluations and
determinations conducted by the Sizte;
FORM CMS-2567{02.39) Previous Versions Obsolste Event ID:8GEZ 11 Facility 1D: VAD123 If caniinuation sheef Page 69 of 76
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3) Education provided to

clinical staff by the DCS on 08/30/17,
in regards to complets

and accurate documentation.

(vi} Laboratory, radiology and other diagnostic Education given to the Medical recards
services reports as required under 8483.50. Clerk by the Executive Diract
This REQUIREMENT is not met as evidenced Herk by ecutive Director

on 08/04/17 on ensuring that the

(v} Physician's, nurse’s, and other licensed
professional’s progress notes; and

by:
Based on ohservation, staff interview, clinical correct record is filed in the correct
record review, and facility document review, it resident’s clinical record.

was determined that the facility staff failed to
ensure a complete and accurate clinical record

for two of 17 residents in the survey sample; 10 % of current

Residents #4 and #7. : resident’s clinical records
N ‘ _ to be reviewed by the DCS/
1. a. The facility staff failed to document a pain designee monthly to ensure

assessment for Resident #4, including
measurable criteria (a pain scale), quality
descriptors of pain, and/or any

records are complete and
accurate, Staff will be re-educated

non-pharmacological inferventions attempted if indicated.
prior to the adminisiration of pain medication,

; § S _ )
and/or post-administration follow up asseszsment 4) The plan of corraction and

on 22 occasions in April 2017, 20 oceasions in

May 2017, 17 occasions in June 2017, and 8 Clinical record reviews will be

occasions in July 2017, Discussed by the Executive
- _ Director during the QAR
b. The facility staff falled to document the Lommittee Meeting Monthly

physician ordered weekly vital signs in Resident

#4's clinical record for 2 weeks in April 2017, and
4 weeks gach for the months of May 2017, June
2017, and July 2017. to sustain substantial compliance.

The Committee wiil recommend
needed revisions to the plan

2. Resident# 7's clinical record contained

documents that belonged fo another resident. .
5) Compliance date: 09/05/2017

The findings include:

1.a. Resident #4 was admitted 1o the facility on
FORM CMS-2567(02-89) Previous Versions Obsolete Event ID:8GEZ11 Faglity ID: VAD123 If conrtinuation sheet Page 700f 76
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|
F 514! Continued From page 70 F 814 i

9/9/02 and readmitted most recently on 1/13/17 .
with the diagnoses of but not imlted o cerebral !
palsy, Insamnia, low blood pressurs, hypertonia |
spasticlty, depression, arthritis, anxiety, pararoia, |
“daluslonal disorder, and osteoparosis. :

- The most recent MDS (Minimum Data Set) was a
quarterly assessment with an ARD {Aasessment
Reference Date) of 5/16/17. Resident #4 was
coded as being moderately impairad in ability to

- make daily e declsions, scoring an 11 out of 4
possible 15 on the BIMS {Brief Interview for
Mental Status) exam. Resident#4 was coded as
requiring total care for bathing; extensive care for

| transfers, dressing, and hygiene; supervision for

- eating; and as incontinent of bowel and bladder.

A review of the cllnicsl record revealed anh order
. for Hydroeodone-Acetaminophen (Morgo) §/325
- mg {milligrams), take 1 fab every 8 hours as
' needed for paln. The date of this order was
" updated monthly via 30 day prescription renewal.

- Areview of the cllnical record revealed the MARs
(Medication Administration Record) for April 2017, 3
May 2017, June 2017, and July 2017, This

s review revealed that the resident was

administerad the Noren on 29 accasions in April

2017, 20 coeasiong In May 2017, 17 occasions in

June 2017, and 9 occasions in July 2017, Of ; ‘

these administrations, 22 of the 29 times in Aprjl | .

2017, all 20 of the administrations in May 2017, | !

all 17 of the administrations in June 2017, and all

9 of the administrations in July 2017 did not

contaln part ar all of the necessary

documentation for pain management. Missing

components Included pre-administration

assessment of the resident's pain; ,

non-pharmacological interventions attempted, ;
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ENVOY OF WINCHESTER, LLC

F 514 Gontinued From page 71 F 514
and follow up assessment of the resident's paln, !

On 8/3/17 at 3:20 p.m., an interview was :
- conducted with LPN (Licensed Practical Nurse) E
“#11. She stated that she does aak the resident

about the loeation and intensity of har paln, and
. that non-pharmacological interventlons are
- attempted. LPN #11 stated she foilows up with
. the resident afterwards. She stated that the ‘
: assessment and follow up should be documentsd -
- on the back of the MAR and on the pain flow ;
i sheet. LPN #11 stated, “We don't slways ;
- document like we should.” r

{ On 8/3/17 at 3:29 p.m., an Interview was .5 ’ ;
" conduated with RN (Reglstered Nurse) #7. She ‘ !
i stated that ahe asks the resident to rate her paln |
" on g scsle 0-10, locatlon of the pain, and offers

non-pharmacological interventions. When asksd
: about documenting this in the dinical record, RN
; #7 stated, "l don't think | ¢id.”

. On 8/3/17 at approximately 2:00 p.m., the DON

{ {Director of Nursing - Administrative Corporate

; Staff (ASM) #2) was made aware of the findings,

¢ No further information was provided by the end of
. the survey.

' References; g

" [1] Norce is hydracodone in comblnation with
acetaminaphen and Is used to relleve
moderate-to-severe pain. }

- Information obtained from f
https:imedilneplus govidruginfo/meds/aso1006.h -
iml
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. b. The facility staff falled to document the
i physician ordered weekly vital signs In Resldent

] #4's clirical record for 2 weeka In April 2017, and
i 4 weeks each for the maonths of May 2017, June

[2017 and July 2017. |

f !

| Review of the clinical record revealed an order

“ dated 11/11/16 for "Weekly Vitals every

- Wednesday.” Areview of the MAR revealed that
staff failed to document the phyalclan ordered
wasakly vital slgna in the clinical record for 2
weeks in April 2017, and 4 weeks each for the
months of May 2017, June 2017, and July 2017.

- On 8/3/17 at 1115 a.m., in an interview with LFN

' #4, she stated they (vtal signs) should be i

- documented in the record. LPN #4 stated many .

: times, they (vital signs) will be documentaed on a

- unit loghook which contalng Information for other

i residents as well, LPN #4 stated the unit

i logbock Is not part of the clinical record, and they

! {vital signs) would not get legged into sach

* resident’s clinlcal record.

; On 8/3/17 at approximately 2:00 p.m., the DON

i {Director of Nursing - Administrative Corporate

- Staff {ASM) #2) was made aware of the findings.
; No further information was provided by the end of '

the survey. :

According to "Fundamentals of Nursing Made
Incredlbly Easy Lippincott Willlams and Wilking,
Philadelphia PA page 23: Nursing documentation
5 a highly slgnificant lssue since documentation
is a fundamental feature of nursing care, Patient
records are lagally vaid, and need to be accurate

and comprehensiva so that care can be
communicated effectively to the health care teamn. |
Unless the content of documentation provides an
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acourate depiction of pafient and family care,
quslity of care may not be possible, Many nurses :
da not raalize that what thay document or fall o - '
- record can producea an enarmous effect an the
_ocare that is provided by other members of the i
" health care team,”
i

2. Rasident # 7's clinical record contained
docurnents that belonged to anothear resident.

. Resident # 7 was admitted to the faclty an 1/3/05 '
and most recently readmitted on 11/22/16 with ‘
diaghoses that included buft were not limited {o:
anemia, osteoperosls (1), depression, :
gastroesophageal reflux disease (2), anxiety, and !
bipolar disorder (3). Resident # 7's most recent
MDS (minimurm data set) a quarterly assessment
with an ARD [assessment reference date) of
71017 coded the resident as scoring 2 15 on the
brief Interview for mental status (BIMS) of a score
. ot 0 - 15, Indlcating that Resldent # 7 was
cognifively Intact. :

- Durlng a review of Resldent # 7's clinical record,
documents belonging to another resident were
noted to be in Resldent # 7's record.

- During an Interview on 8217 at 10:20 a.m. with
ASM (Admintstrative staff member) # 1, the
adminlstrator, this concern was shared. ASM # 1
stated that the 11 to 7 shift misflled the
documents I the wrong record, At this time a
request for tha facility policy on clinical racords
was requested.

The facility policy "Clinlcal/Medical Records
MR-188" was provided by ASM # 2, the Director
of Nurses on 83/17 at 8:30 a.m. This policy
documented the following under "Policy ...Clinlcal
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records are malntained In accordance with
professional practice standards to provide
camplete and acourate information on each
*resident for continulty of care, The clinical record
* shall contain - information to identfy the resident
“clearly; arecord of the resldent's assessments:
“{he plan of care and services; the results of
pre-admission screening; and progress notes
“which indicstad change towsrd achieviry the care
- plan objectives. In addition, the resident's clinical | : ;
"record shall be readily accessible and - ? i ‘
systematlcally organized to facilltate retrlaving
and compling Infarmation. All information
cortained in the residents alinlcal record,
.regardless of the form or storage method, shall
. be considered canfidential. The Facility has the
- praperty right to the clinical record, but the
‘rasidont has the protected right of informalion,
The proposs of the cdilnical record Is to document
the course of the resident's plan of care and to
provide a medium of communication among
health care professionals involved in this care ..,"

According to "Fundamental Nursing Skills and

Concepts". Eighth edilion, Chapter 3, pg, 36

read: "Each healthcare setting requires accurate

and complete documentation: The medical

record is a legal document... Records must be

timely, objective, accurate, complete and
legible...”

No further information was provided prior to exit.

: References:

{1} Osteoporosis -- Makss your bones weak and
L more likely to break, Thig information was

- obtained from the website:

- https/iwww.nim.nih.gov/medlineplus/osteoparosi
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{2) Gastroasophageal reflux disease — Stomach
contents to leak, or reflux, into the esophagus
and iritate it. This infarmation was obtained from
the website:
https:/Awww.nim.nih.gov/medlineplusigerd. him.

{3) Bipolar dlsorder - aiso known ag
manle-depressive liness, Is a braln disorder that
causes unusual =hifts in mood, energy, activity | j
Isvels, and the abllity to carry out dally tasks. :
, Symptoms of bipolar disordsr can be severe,
i They are different from the normal ups and
( downs that everyone goes through from time to
time. This information was cbtained from the ;
website: i l
hittps:/iwww ncbi.nlm .nik.gev/pubmedhealth/PMH |
TO024571/

i
)
'
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