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ENVIRONMENT

The facility must provide a safe, clean,
comfortable and homelike environment, allowing
the resident to use his or her personal belongings
lo the extent possibie.

This REQUIREMENT s nat met as evidenced
by

Based on observation and siaff interview, it wag
determined that the facility staff failed 1o maintain
a clean environment in four of 14 resident rooms
on the secured unit, (Resident rooms # 302, #
303, # 304 and # 31 ), and failed to mainiain the
privacy shawer curiains in 3 clean manner in one
of two facility resident shower rooms, {Magnolia
Unit shower foom),
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F 000 INITIAL COMMENTS F Q00
An unannounced Medicare/Medicaid standard
Survey was conducted 04/26/16 through
04/28/16. Corrections zre required for
compliance with 42 CFR Part 483 Federal Long
Term Care requiremnents, The Life Safety Code
survevireport will follow. ' F252
The census in this 120 certified bed facility was . } e s s 307
106 at the time of the survey. The survey sample 1. The privacy curtains in rooms 302,
cansisted of 21 current Resident reviews 303, 304 and 315 were removed and
(Residents # 1 through # 10, # 25 and # 26) and T b . tain
five closed record reviews (Residents # 20 replaced with clean privacy curtai 3
through # 24). . on 4/28/2016. The shower curtain in
F 252 483.15(h)(1) F 252

the Magnolia Unit Shower room was
removed and replaced with a clean
shower curtain.on 4/28/2016.

2. Any resident has the potential to be
affected if the staff fails to maintain a
clean environment. An audit was
completed of resident’s rooms with
attention to privacy curiains ont
5/13/2016. An audit of privacy
curtains in the shower rooms within
the center was conducted on
03/13/72016. Corrective action was
taken as appropriate related to the

findings.
1. The facility staff failed to maintain clean
privacy curtains on the secured unit in resident
ET@QR;;TWTOE'?O PROMIDER/SUPPLIGR REPRESENTATIVE'S SIGNATURE FITLE (%) Dare
ﬂ_m _‘}’;\1’:}‘,{ W’h/‘l"‘n&"ﬂ‘fi‘o‘r& ﬁw:}.m ! ,I‘(g " ¢ &:

other safegusrds plavi

Any deficiency statemient nding with an aslerisk (*) derptes a dediciency which the nstitulion may be excused fram carrecting providing it s determinad lhat
e

follawlng the date

days leltowing the date thesa documents are made available lo the facility, 17 deficiencias are ciled
program participation,
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rooms # 302, f## 303, # 304 and # 315,

2. The facllity staff failed to maintain the privacy
shower curlaing in a clean manner in the resident
shower room on the Magrmolia Unil.

The findings include:

1. Observations during the days of the survey
revealed dirty and stained privacy curtaing on the
secured unit in resident roams # 302, # 303, #
304 and # 318,

On 4/28/16 observations of the privacy eurtaing
on the secured unit in resident rooms # 302, #
303, # 304 and # 315 was conducted with OSM
(other staff member) # 9, director of
environsmental services, After observing the
privacy curtains in resident rooms 2 302, # 303, #
304 and # 315, O5M 1 g acknowledged that the
curtains were dirly and needed to be cleaned.
QSM # & further stated, "We'll take them down
and clean them."

On 4/28/16 at approximately 1:.00 p.m. an
interview was conducted with OSM #9, When
asked about the procedure for tleaning the
resident’s privacy curtains, OSM #90 stated, "The
housekeepers check them every day when they
are cleaning the rooms. If they are dirty they are
taken down and ¢leaned.”

The facility's policy "Environmental Services
Schedule List / Check Shaet” dacumenied, "Nine
Step Cleaning Procedures 1 (one). 10, Check
Privacy Curtains (cleanliness).”

On 4/28/16 at approximately 2:00 p.m. ASM
(administrative staff member) # 1, the

(x4} 1 BUMMARY STATEMENT OF DEFICIENGIES (5] PROVIDER'S PLAN OF CORRECTION {¥5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED (Y FULL PREF (% (EACH CORRECTIVE ACTICN SHOLAD BE COMBLETION
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F 252 Continued Erom page 1 F 252

3. The Environmental Services Director
was re-educated on schedule for
cleaning privacy curtains,
Environmental Services staff were re-
educated on the daily cleaning
checklist to include privacy curtains.
Administrative, department heads, and
licensed staff responsible for daily
room rounds were re-educated on the
process 10 ensure care areas are
maintained in a clean manner.

4. The environmental services director or
designee will complete a random audit
of 10 privacy curtains and shower
room curtains for cleanliness daily
Sxiweek times 4 weeks and then
monthly x 2 months. The results will
be communicated at quarterly QA for
review.,

5. Allegation of compliance: 5/31/16
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Administrator, was made aware of the findings.

No further information was pravided prior to oxit.

2. Observations durlng the days of the survey
revealed the privacy shower curlains in one of
twa resident’s shower rooms on the Magnolia Unit
ware dirty.

On 4/28/16 observations of the resident's shower
room on the Magnalia Unit were conducted with
OSM {other staff member) # §, director of
environmental services, The shower curiains had
a brown lo black discotoration and were dirly in
appearanca. After observing the shower and
privacy curtain in resident's shawer raom OSM #
9 acknowledged that the curtains were dirty sind
needed to be cleaned. OSM # 9 further stated,
"We'li iake them down and clean them."

On 41268016 at approximately 1:00 p.m. an
interview was conducted with OSM # 9, When
asked about the procedure for cleaning the
shower and privacy curtaing in the resident's
shower room QSM # 9 stated, "The
housekeepers check them every day whan they
are cleaning. If they are dirty they are taken down
and cleaned."

The: facility's policy "Environmental Services
Schedule List/ Check Sheest” documented, "Nine
Step Cleaning Procedures 1 (one). 40. Check
Privacy Curtains {cleanlinass).”

On 4/28/186 at approximately 2:00 p.m. ASM
{administrative staff member) # 1, the
Administrator was made aware of the findings,

]
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The facilily must provide housekeeping and
mainienznce services necessary to maintain 2
sanitary, orderly, and comfortable interiar,

This REQUIREMENT is not met as gvidenced
by:

Based on observation and siaf intarview, it was
determined that the facility staff failed to maintain
resident rooms in good repair in six of 15 resident
rooms on the secured unit, {(Resident rooms #
302, # 303, # 308, # 309, # 313 and #314),

The facility staff failed to maintain resident ropms
in good repair on the secured unil in resident
rooms # 302, # 303, # 303, # 308, # 309, # 313
and # 314.

The findings include:

Observations during the days of the survey
revealed the wall mounted tojlet paper holder in
resident rooms # 302 and 314 were broken;
broken window blinds in resident roomg # 303
and # 308; broken wall mounted towel racks in
resident rooms #303 and # 309 and damaged
and unrepaired walls behind the head of the beds
an the D (door)-side of resident rooms # 303, #
308 and # 313.

On 4/28/16 an observation of resident rooms #
302, # 303, # 308, #308. # 313 and # 314 on the
sacured unit at approximately 1:20 p.m. was
conducted with QSM (other staff member) # 5§,

{X4) D BUMMARY STATEMENT DF ORFICIENGIES o PROVIDER'S PLAN OF CORBECTION {#s}
PREF (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAGE REGULATORY OR L5C IDENTIFYING INFQRMATION) TAG CROSS-REFERENCED T0 THE APPROPRIATE DATE

REFICIENTY)
F 232 Continued From page 3 F 252
No further information was provided prior to exil.
F 253 483.15(h){2) HOUSEKEEPING & F 253
5= MAINTENANCE SERVICES

F253

1. The wall mounteg toilet paper holder
in rooms 302 and 314 were repaired
on 4/28/2016, The broken window
blinds in rooms 303 ang 308 were
replaced on 05/13/2016. The broken
wall mounted towe] racks in rooms
303 and 309 were repaired on
05/13/2016. The wa]l damage behind
the beds in rooms 303, 308 and 313
were repaired on 04/28/2016.

2. Any resident hag the potential to be
affected by the facility not maintaining
rooms in good repair. An audit of
resident rooms was cormpleted to
identify iters in peed of repair on
05/13/2016. Areas identified are
being corrected, replaced or repaired,
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The assessment must accurately reflect the
resident's stabus,
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director of maintenance. After observing the wall _ . : .
maunted tailet paper halder in resident rooms it 3. Dcpal m?em heads ms;)onlsﬂjle f:o1
302 and 314, the broken window blinds in conducting room rounds including
resident rooms # 303 and # 308; the broken wall T :
mounied towsl! racks in resident rooms #303 and m:amtf,nance and housekeep Ing, along
# 309 and the damaged and unrepaired walls with lHeensed staff were re-educated
behind the head of the beds on the D-side of . X C— .
on the process of inspecting resident
resident rooms # 303, # 308 and # 313, OSM # 5 pIC PECUNE
stated that the resident's rooms were in nieed of areas for items needing repair and the
repair. process for using software to report
On 4/28/16 at approximatety 1:30 p.m. an their findings. The Maintenance
interview was conducted with OSM # 5. When Director was educated on I’I]Dﬂit()l'iﬂg
asked about the procedure for being notiffed of fiware prosram f ¥ order
repairs, OSM # 5 stated, “Information for a repair Sotlware program for any work orders
is pul into a computer application. The and conducting regularly scheduled
application is reviewed constantly throughaut the . B .
day and the wark is prioritized based an safety raunds to _Ot_jsewe for ?thm 185ues.
and quality of life.” OSM # 5 further stated that 4, The AdmImstrator/demgnce will
he was not aware of the needed repairs in the " . :
resident rooms on the secured unit. cm?lplcte a 1and.0r1.1 audit of 10 ]
resident foorms to inspect for repair
The facility's g:l;lc)hcy Maintenance Service ‘ and replacement opportunities daily
dogurnented, "The maintenance department is )
responsible for mainlaining the buildings and Ix/week times 4 weeks and then
grounds in a safe, clean, comfortable and monthly x 2 months., The results wil]
home-like environiment," .
be communicated at quarterly QA for
On 4/28/16 al approxirmately 2:00 pam. ASM review.
(administrative staff member) # 1, the . : , Cen
Administrator, was made aware of the findings. 3. Allegation of compliance: 5/31/16
No further information was provided prior 10 exit.
F 278 483.20(g) - (j) ASSESSMENT 278
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Aregistered nurse must conduct or coordinale
each assessment with the appropriale
participation: of health professionals,

Aregistered nurse must sfgn and cerlify thal the
assessment is completed,

Each individual wha completes a portion of the
assessment must sign and certify the accuracy of
that portion of the assessment,

Under Medicare and Medicaid, an individual who
wilifully and knowingly certifies a materiat and
false statement in @ resident assessment jg
subject to a civil money penally of not more than
51,000 for each assessiment; or an individual who
willfully and knowingly causes another individual
lo cerlify 3 material and false statement In a
resident assessment is subject lo a civil maney
penaily of nol more than $5,000 for each
Assessment.

Clinical disagreement does not constitute &
materlal and false statement.

This REQUIREMENT is not met as avidenced
by:

Based on staff interview, clinical record review
and facilily document raview, it was delermined
that facility staff failed to complete an accurate
MDS (Minimum Data Set) assessmeni for tour of
26 residenits in the survey sample, Residents #11,
#12, #6, and #7,

1. The facility Staff fafled to properly code section
00300 (Preurmocaocsal Vaceine) of Resident
#11's quarterly MDS (Minimum Data Set)

assessment, with an ARD (Assessment
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F 278 Continued From page 5 Fa78

F278 Accuracy of Assessment

1. Resident#11, #12, #6, and #7°s MDS
inaccurate entries related to
pneumococcal vaceine administration
(00300) were modified per the
instruction of the RAI manua)l on
4/28/2016.

2. Any resident has the potential to be
affected if the facility failsto complete
an accurate MDS assessment. A
review of the cugrent resident’s will be
conducted to ensure accurate coding
of Section Q0300 (pneumococea)
vaceine) with corrective actions taken
as indicated by the findings.

a2

The interdisciplinary team responsible
for coding Section Q0300
(pneumococcal vaceine) will be
educated regarding accurate coding of
the MDS per the RAT ranual.
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Reference Date) of 3/9/16,

2. The Eacility Staff failed to properly code section
00300 (Pneumococcal Vaccine) of Resident
#12's quarterly MDS {Minimum Data Set) with an

ARD (Assessment Reference Date) of 1/7/16: 4. Administrator/desionee will conduct
3?8?2%?;@“ #12's annual MDS with an ARD of an audit of 10 completed MDS

3. The facility staff failed to actirately code assessments weelkly x é}week.s then
Resident #6's quarterly MDS {minimum data set) monthly for 2 months for coding of
assessments with the aasessment reference Section 00300,

dates of 2112116, 11/12/15, and 8/13/1 5 far the

pneumocaoccal vaceine adminisiration. Results will be reported to the Qualit}f

4. The facility staif failed to accurately tode Assurance Committee for further

Resldent #7's 9/14/15, 10/19/45, 1/12/16 and discussion and recommendations

3/8/16 MDS (minimum data set) assessments for
mao al v Iy mil tion,

the pneumococceal vaccine administra | 5. Date of allege d compliance: 5/3 116

The firndings include:

1. The facility Staff failed to praperly code section

00300 (Pneumococcal Vaccine) of Resident

#11's quarterly MDS (Minimum Data Set)

assessment, with an ARD (Assessment

Reference Date) of 3/9/16.

Resident #11 was admitted to the facility on

06/18/14 with diagnoses that included but were

not limited to: dementia with behavioral

dislurbance, adjustment disorder with mixed

anxiely, osteoarthirftis, anemia, high blood

pressure and hypothyroidlsm.

Resident #11's most recent MDS {minimurm data
set) was a quarterly review assessment with an
ARD (assessment reference date) of 3/9/16. The
resident was coded as being cognitively impaired
ir1 the abilily to make daily life decisions seoring
four out of 15 on the BIMS (Brief Interview for
Mental Status). Further review of Resident #11's
quarterly MDS assessment with an ARD of 3/9/16

FORM CMS-2567{02-89) Previous Versions DObsoleie Eveni I(xKVPUTY Faciliy 112; vAOOG3 If continualion sheet Paga 7 of 67
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documaented the following under Section 060300
(Pneumococcal Vaceine):

"A. Is the resident's Prieurmococcal vaceine up (o
dale?

Q. Ma = {arrow) Continue to 03008, if
pneumoeocesl vaccing not raceived, siate reason
1. Yes --= (arraw) Skip to O0400. Theraples.
B.If Pneutnococeal vaccine not received, state
reason:

1. Not eligible-medical condition.

2. Offered and deciined.

3. Not offered_"

Part A. was coded a "0"(zera), indicating that
Resident #11's pneumococcal vaccination was
not up to date. Part B was coded with a "."dashy},
fncHcating that this question was nat completed.
Review of Resident #11's admission packet that
was signed by the RP (responsible party)
revealed that Resident #11's pneumococeal
vaceination was iast received in the year 2014,
Resident #11's pneumococcal vaceination was up
to date (received within the fast five years*),

On 4/27116 at 3:25 p.m., an interview was
conaucted with LPN (Licensed Practical Nurse)
#5, the MUDS coordinator,  When asked what
dashes meant on the MDS assessment, she
stated that dashes meant that the question was
not assessed or the information was not found in
the clinjezl record. When asked how LPN #5
completes seclion 00300, she stated that she will
luok back into the resident's clinical record to find
information, When asked why Part A of section
(0300 was coded as a “zero" when Residernt
#11's prneumococcal vacsination was up to date,
she stated, "l did not compleie this MDS, [Name
of other MDS nurse] completed this, | will go gat
her

On 4/27/16 at 3:52 p.m., an interview was
conducted with RN (Registered Nurse) #4, the

FORM CMS-2867(02-99] Pravious Versions Obsolele Event [D; KYPUTT Facility 1D vADDIR
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second MDS coordinator. She stated that daghes
on the MDS meant hal she could not find the
infarmation in the clinical recard to determing if
Resident #11 had received the prevmococsal
vaccination. When asked why Part A of section
(00300 was coded a5 a zera when Resident #11's
vactination was up to date, she stated, "l missed
that. | coutd not find thal her vaccination was up
to date." RN #4 stated that she uses the RAI
{Residen! Assessment Instrument) manual as a
reference when compileting section 00300,
On 4/27H6 at approximately 5:00 p.m.,
administration was made aware of the above
findings. No further information was presented
prior to exit.
The MDS 3.0 RAI (Resident Assessmant
Instrument) manyal documents the fallowing
coding instructions for section 00300
"Coding Instructions OD300A
ls the Resident's Pneumacoccal Vaceination Lip
s Date?
-Code 0, no; if the resident's pneurnococeal
vaccination status is not up to date or cannot be
determined. Proceed o item OQ3008B, ¥
Frneumogoceai vaccine not received, stale
reason,
"Code 1, yes: if the resident's pneumococsal
vaccination status Is up to date. Skip to Q0400,
Therapies,

Cuoding Instructions Q03008,

If Pneumococcal Vaceine Not Received, State
Reason If the resident has not received a
pneumococcal vaccine, code the reason from the
following list:

‘Code 1, Not eligible: if the resident is nol eligible
due to medical contraindications, including a
life-threatening allergic reaction to the
preumococesl vaceing or any vaccine
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component(s) or a physician order not to
immunize,

- Code 2, Offered and declined: resident or
responsible partyfiegal guardian has been
informed of what is being offered and chooses
not to accepl the pneumaococes! vaccine.,

Lsode 3, Not offered: resident or responsible
party/legal guardian not offered the
pneurnococos) vaceing,"

Pneumococcal Polysaccharide Vaccine

How many duses of FPSV ara heeded, and
when?

Usually one dose of PPSV is all that is needed.
However, under some circumstances a second
dose may be given. A second dose is
recormmended for people 65 years and older who
got their first dose when they were younger than
65 and it has been 5 or more years since the first
dose. This information was obtained from the
webaite:
https:IIWWw.nirn.nih.gov/medlineplusfdruginfo/me
de/aB07022. htril#apps

2. The facility Staff failed 1o properly code section
(0300 (Pneumococeal Vaccine) of Resident
#12's quarterly MDS {Minimum Data Sext) with an
ARD {Assessment Reference Date) of 17118,
and Resident #12's annual MDS with an ARD of
418/20185,

Resident #12 was admitied to the facility on
0110/15 with diagnoses that included but were
not limited to Alzheimer's disease, dementia, high
tlood pressure, colon cancer, anxjety disorder,
and hypothyroidism. Resident #12's most recent
MDS {minimum data sel) was a quarterly review
assessment with an ARD (assessmernt reference
date) of 1/7/16. The resident was coded as Deing
cognitively impaired in the ability to make daily life
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decisions, scoring 99 out of 15 on the BIVS (Brigf
Interview for Mental Status).

Review of Resident #12's quarterty MDS
assessment with an ARD of 1/7/16 and annual
assassment with an ARD of 4/3/2015
decurnented the following under Section 00300
(Preumococcal Vaccine);

“A. Is the resident's Pneumococeal vaccine up fo
daie?

0. No --= (arrow) Continue o 203008, if
pneumococcal vaceing not received, state reason
1. Yes —= (arrow) Skip to 00400, Therapies,

B. If Pneumocaccal vaccine not received, siate
reasan;

1. Mot eligible-medical condition.

2. Offered and declined,

3. Mot offered "

Part A. was coded a "0"{zero), indicating that
Resident #12's pneumococcal vaccination was
not up to date. Part B, was coded a 3" indicating
the pneurnococcal vaccination was not offered.
Review of Resident #12's admission assessmant
dated 07/29/13 revealed that Resident #12 had
received the vaccinaiion while in the hospital.
Resident #12's preumococcal vaccination was up
to date.

On 4/27/16 at 12:42 p.m., an interview was
canducted with LPN (licensed practical nurse) #5,
the MDS coordinator. When asked what "Not
offered” meant for Parl B of section 00300, she
stated, "If } cannot ses in the clinical record that
the pneumnovac was offered or if | cannot find
any information in the clinical record, t will
document that the vaccination was not offered.”
She stated that she was nol the nurse who
completled Resident #12's MDS. She stated that
she uses the RAl (Resident Assessment
instrument) manual as a reference when
compieting the MDS,
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On 4127116 &t 3710 p.m., an inlerview was
conducted with ASM {Administrative Stafi
Member) #2, the Senior Clinical Services
Speciafist. She siated that if a resident is brought
into the facility from the hospilat, the nurse should
ask the hospital immunization status of the
Resident. She stated the admission agreement
will ask each resident or famity member if the
resident received the influenza or preumococeal
vaccination, She stated that if 8 Resident's
immunizations are not up to date, the facility must
offer the vaccinalions. She siated that MDS
could have missed the immunization status of
Resident #12 because her admission agresment
was in her thinned record.

On 4/27/16 at 3:52 p.m., an interview was
conducted with RN (Registerad Nurse) #4, the
MDS coordinator. She stated that after looking at
Resident #12's pneumococeal consent form she
realized that Resident #12 had dectined the
vaccination upon adrmission. RN #4 stated that
Resident #12's vaccination was up to date and
she would do a modification to Resident #12's
MDS assessment,

On 4/27/16 at approximately 5:00 p.m.,
adinistration was made aware of the above
findings. No further information was presanted
prior to exijt,

3. The facility staff failed to accurately code
Resident #6's quarterly MDS (minimum data set)
assessments with the assessment reference
dales of 2/12/16, 11/12/15, and 8/13/15 for the
preumaococeal vaccine administration,

Resident #6 was admitted to the facility on
8/17/12 with diagnoses that inciuded but were not
lirmited o high blood pressure, diabstes,
depression, chronic fibromyalgia (a disorder that

F 278 Continued From page 11 Fovg
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causes muscle pain and fatigue) (1), insomniz
and anxiety,

The most recent MDS assessmernt with an
asaessment reference date (ARD) of 2/12/16
caded the resident as being cognitively infact to
make daily decisions.

Further review of the quarierly MDS assessmaent,
with an ARD of 2/12/16 coded the resident in
Section O - Special Treatments, Procedures and
Programs as having not been offered the
pneurnacoccal vaccine.

Review of the quarterly MDS assessment, with an
ARD of 11/12/15 coded Resident #6 in Section O
- Special Trealments, Procedures and Programs
as having not been offered the prieumococcal
vaeine.

Review of the quarterly MDS assessment, with an
ARD of 8/13/15 coded Resident #6 in Section Q -
Special Treatments, Procedures and Programs
as having nol been offered the pneumococeal
vaccine.

Review of the slechronic clinical record did not
reveal any documentation of the administration of
preurnococeat vaccine or documentation of the
offering or declining the pneumococcal vaccine.
An interview was conducied with LPN (licensed
practical nurse) #5, the MDS coordinator, on
A/27/16 at 12:42 pun. When asked to explain why
the MDIS assessments wouid be coded "Not
offered,” LPM #5 stated, "Il means | can't find itin
the record.” When asked should everyone be
offered a preumoceccal vaccine, LPN #5 stated,
"You'a have to ask the nursing depariment.”

An interview was conducted with administrative
stalf member (ASM) #2, the: Senior Clinical
Services Spacialist, on 4/27/16 at 3:10 p.m.
Whern asked the facility process for ithe
pneumococcal vaccine, ASM #2 siated, "When
the nurse gets report from the hospital on the
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resident, ideally, they would ask the
pneumococeal and flu {influenza) vaceine status.
On the admission assessment, | believe there is
a guestion about when vaccinas were received.
If there Is no documentation or the family cannot
tell you, then we should offer it. it's also in the
admission contract, the dates of when the
vaccines were given.”

Review of the electronic ciinical record was
conducted for the admission contract for Resident
#6. The part of the 30 page admission
paperwork, that documented the pneurnacoccal
and influenza vaccine, was Blanik.

On 4/27/16 at 4:04 p.m, ASM #2 presented a
form dated 8/17/12, “Patient
Discharge/Transition.” The form documented a
check mark next to "Pneumococcal: Already
Received." When asked where this
documentation was located, ASM #2 stated, "It
was in the thinned record " When asked if the
thinned record was part of the chinical record,
ASM #2 stated, "Yes." Whan asked what the
MDS assessments listed above should have
been coded as, ASM #2 stated, "They should
have been coded that the resident was up to date
on her pneumococcal vaccination.”

The adminisirator, ASM #2, and ASM #4, the
corporate MDS nurse, were made aware of the
above findings on 4/27/16 at 5:24 p.m.

On 4/28/16 at approximately 10:30 a.m, ASM #2
presented a list of residants. The form
documented (hat Resident #6 had received her
prieumococcal vaccine in 2010,

The RAI (Residen! Assessment Instrurment)
Manual, October 2015, documented:

Review the resident’s medical record and
interview resident or responsible partyflagal
guardian andfor primary care physician to
defermine pneumococeal vaccination stalys,

F 278
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using the following sleps:

praceed to the next step,
Ask the resident if hefshe received a

still unknown, proceed to the next slep,

same question of a responsible pariyflegal
guardian and/or primary care physician. If

next step,
administer the appropriate vaccine to the

praclice.

(1) This information was abtained from:

himl

4. The facility staff failed to accurately code

the pneurnococcal vaccine administration,

Resident #7 was admitied to the facility on
TMSMS with & readmission on 8/8/15 with

dementia, hear! disease, depression, kidney
fallure, high blood pressure and anxiety.

Review of the most recent MDS, a quarterly

a & ouwt of 15 on the BIMS (brief interview of

Review the resident ' s medical record to
tetermine whether a pneumococcal vacoine has
heen received. If vaccination statug is unknown,

pngurmococcal vaccing, if vaceination status is

If the resident is unable to answer, ask the

vaccination status is stifl unknown, proceed fo the
If vaccination status cannot be determined,

resident, according o the standards of clinical

No ifurther information was provided prior ta exit.

https:ﬁwww.nlmunih.gmv/medlineplus/fibrc:omyalgia.

Resident #7's, 9714015, 1011915, 111216 and
3/8/16 MDS (minimum data set) assessments for

diagnoses that included but were not limited lo:

agsessment, with an ARD (assessment reference
date) of 3/8/16 the resident was coded as having
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mental status) indicating the resident was
severely impaired cognltively. In section 00300
litled, "Prieumococcal Vaccine” of the MDS5,
Resident #7 was coded "A. is the resident's
Pneumococeal vaccination up to date?" a "0" was
documented indicating that the vaccine was not
up to date. Under B. "If Pneumococcal vaceine
not received, stale reason:” a "3" was
documented indicating the vaceine was not
offerad,

Review of the admission agreement dated and
signed on 7/15/15 on page seven under the
section titted, "FLU AND PNEUMONIA VACCGINE"
did not evidence documentation of Resident #7's
last preumocoseal vaccine.

Review of section 00300, Pneumoecoccal vaceine
on the 971415, 10A19/15 and 1/12(16 MDS
assessmants documented that the
Pneumacoccal vaccine had not been offered to
the resident.

Review of the physician's orders dated and
slgned 4/3M16 did not evidence documentation for
#n order for the pnetmococeal vaceoine,

An interview was conducted on 4/27/16 at 12:45
p-rr. with LPN (licensed practical nurse) #5, the
MDS coordinator. When asked who completed
the vaccination portion of the MDS, LPN #5
stated that is was the MDS staff's responsibility,
When asked what it meant when it was
docurnented in the MDS that the pneumococcal
vaccine was not offered, LPN %5 siated, "It
means | couldn't find it {the vaccine information)
in the record.” When asked if all residents shauld
be offered a pneumococeal vaccing, LEN #5
stated, "l would ask nursing." When asked what
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palicy they follow to complete section Q0300 of
the MDS, LPN #5 stated, “The RAI {resident
assessment instrument).”

An interview was conducted on 4/27/16 at 3-11
p.m., with ASM (adminigirative staff member) #2,
the senior clinical services specialist. When
asked the process siaff followed o obtain
information from he resident sbout the
preumococeal vaccine, ASM #2 slated, "When
the resident is brought info the facility the nurse is
to ask if they had the pneumococcal vaceine in
the hospital or what is their immunization status,
If there is no documentation regarding the
vaccing and we ask the RF {responsible party) or
resident. if they can't tell you we shauld give iL." A
request for documentation of Resident #7's
preumococeal vacoination was made,

On 4/27/16 at 4:00 p.m., ASM #2 stated, "In his
(the resident's) admission assassment il was
documented that it (the pneumococeal vaccine)
was done within five years. This (the admission
assessment) is part of the tlosed record.” When
asked if the MDS coordinators had access to that
record ASM #2 stated that they did. When asked
if Resident #7's MDS assessmenis were coded
correctly, ASM #2 stated, "No "

Review of the nursing admission assessment
dated 7/15/15 at 8:11 p.m. documented,
"IMMUNIZATIONS. f. Has resident had
pneumaovax (pneumococcal vaccineg)?” The
answer yes was checked, "f1. If resident had a
PNEUMOVAX, give date if knawn." It was
documented that the resident had received the
vaceination, "Within & years."

On 427116 al .15 p.m. ASM #1, the
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administralor and ASM #2 were made aware of
the findings.

Review of the facility's policy title,
"IMMUNIZATIONS" documerited in part,
"POLICY: Immunizations are necessary to protect
the residents and siaff from exposure to disease
which are potentially fatat to the elderly and
debilitated residents in long term care faciiles.”

No further information was provided prior to exit.

Infection with Streptocaccus preumoniae
{prieumococeus) is a leading cause of liness in
young children and of liness and death in elderly
people and people with immune deficiencies and
chronic iilness. Pneumococcus causes a
spectrum of disease: infections of the upper
respiralory tract, otitis media, invasive infections
such as bacteraermia and meningitis, and
infections of the lower respiratory tract such as
pheumonia.

hitp:/fwanw.nebinim. nih.gavipmc/acticles/PMC 112
3g1s/

483.20(k)3)(i) SERVICES PROVIDED MEET
PROFESSIONAL STANDARDS

i 281
55=0

The services provided or arranged by the facility
must meet professional standards of guatity.

This REQUIREMENT is not met as evidenced
by

Based on staff interview, facility document review
and clinical record review, it was determined that
the facility staff failed to follow professional
standards of praclics for one of 24 residents in
the survey sample, Resident #14.

F 278

F2g1  F281

1. The ordered clonidine for resident
# 14 was discontinued on 04/28/2016.
2. Residents receiving medications
have the potential to be affected if
physician’s orders are not clearly
written and staff fails to clarify them.
Physician’s orders for medications
written within the past 14 days will be
reviewed {o ensure divections {or use
are clear with no clarification needed.
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The: faclily staff failed to clarify a physician order
for Clonidine {used to treat high blood pressure
{1} for Resident #14.

The findings include:

Resident #14 was admitted 1o the facility on
5/23/14 with diagnoses that included but were not
lirnited to: dernentia, high blood pressure,
hypothyroid disease, osteaporosis, glaucoma,
depression, anxisty and dysphagiz,

The most recent MDS (minimum datg set)
assesgsment, a quarterly assessmient, with an
assessment reference date of 3/16/16, coded the
resident as scoring a nine on the BRVIS (brief
Interview for mental status) score, indicating that
she is moderately impaired to make cognitive
daily decislons. In Section | - Active Diagrioses,
the resident was coded as having high biood
pressure. Resident #14 was coded as being on
hospice care.

Review of the physician orders dated, 11/14/1 3,
and signed by the physician on 4/15/18,
docurmented, "Clonidine MCL (hydrochioride)
Tablet 0.1 MG (milligram); give 1 tablet by mouth
every 4 hours as needed for SBP (systolic blood
pressure} mare than 155"

The MARs {medication administration racords)
for January 2016 through April 2016 documented,
“Clonidine MCL Tablet 0.1 MG; Give 1 tablet by
mouth every 4 hours as neaded for SBP more
than 155." The medication was never
administered during these four months,

Review of the nurse's notes from 1/1/16 through
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3. Licensed nurses will be re-educated -
to review orders for the necessary
componerits of a clearly witten
physician order for medications to
include: patient, route, dose, time,
medication and any other instructions
for use.

4. The DON/designee will audit
newly written physician orders daily
Sx/week times 4 weeks, then weeldy
times 8 weeks. Resuits will be
forwarded to QA committee for
review,

5. Allegation of compliance: 5/31/16
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4/28/16 did not reveal any dacumented blood
pressure readings.

Review of the vital signs section of the alectronic
medical record did not reveal any documented
blood pressure readings between 1/1/186 through
4128/16.

The comprehensive care plan dated, 5/15/14 and
revised on 10/20/14, documented, "Focus:
{Resident #14) has aliered cardiovascular status
which has the potential to impact daily
activities/aclivily tolerance /it {related o)
hypertension (high blood pressure).” The
"interventions/Tasks" documented in part, “Vital
signs per MD (meadical doctor) orders and as
indlcated by s/s (signs and symptoms). Nofify
physician of significant deviations/abnormalities.”

On 4/28/16 at 11:06 a.m. ASM (administrative
staff member) #2, the senior clinical services
specialist, informed this surveyor that there were
no vital signs in the computer system from 1/1/16
through 4/28/16. ASM #2 slated, "Hospice has
been taking the vital signs.” ASM #2 presented
hospice nedes from 1/1/16 through 4/28/16. The
hogpice nofes documented the following blood
pressures:

111416 - 130/72

1/20/16 - no blood pressure documented
1286 - 110/70

1728016 - 110/70

21216 - 110/68

224116 - 120/60

I2M6 - 170

3916 - 128170

3/16/16 - 110/88

323M6 - 130/72

Af8116 - 110/70
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An interview was conducted with RN {registered
nurse) #1 on 4/28/16 at 11:36 a.m. RN #1 wag
asked io review the above order for Resident
#14. When asked what should be done in
relationship to that order, RN #1 stated, "We
should have an order to check her blood pressurg
avery four hours "

An interview wag conducted with administrative
staff member (ASM) #3, the interim director of
nursing, on 4/28/16 at 11:38 a.m. ASM #3 was
asked to review the above order for Clonidine.
When asked what 8 nurse is io do with this order,
ASM #2 stated, "We should be getting vital slgns
every four hours. It doesm't make sense; there is
no arder to check her vital signs every four hours,
That order naeds (o be clarified.”

Aninterview was conducted with ASM #2, the
senior clinical services specialist; on 4/28/16 at
11:45 a.m. ASM #2 was asked to review the
above order for Clonidine. When asked what 5
nurse is to do with this order, ASM #2 stated, "We
would need to know what her systolic blood
pressure is. She's on hospice care, Don'l know
why she has that order, And the order was written
after she went on hospice care in July 2015

The facility policy, "Generst Guidelines for
Medication Administration” documented, 11,
Obtain and record any vital signs as necessary
prior to medication administration.”

According to Fundamentals of Nursing, th
gditfon Patter and Perry, 2005, page 846, “A
medication order is required for any medication to
be administered by a nurse.. ) the medication
order is incomplete, the nurse should inform the
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Fach resident must receive and the facility must
provide the necessary care and services o attain
or maintain the highest practicable physical,
mental, and psychosocial well-baing, in
accordance with the comprehensive assessment
and ptan of care.

This REQUIREMENT is not met as evidenced
by:

Based on staff irterview, clinical record review
and facilily document review it was determined
that the facifity staff failed to follow physician's
orders for two of 26 residents in the survey
sample, Residemts # 4, and ¢ 2.

1. For Resident # 4, the facility staff fafled to
moanitor blood pressure and heart rale prior to the
administration of the medication (1) meatoprolol
[medication o treat high blood pressure} per the
physician ordered parameters.
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prescriber and ensure cormpleteness before
carrying out any medication order "
The administrator was made aware of the abaove
findings on 4/28/16 at 12:53 p.m.
No further information was provided prior to exil.
(1) Clonidine tablets (Catapres) are used alone or
in combination with olher medications io treat
high blood pressure. This information was
obtalned from the website:
hitps:/hww.nim ik govimedlineplus/druginfo/me
ds/aB82243. himl
F 309 483.25 PROVIDE CAREISERVICES FOR F 309 F309
gzt HIGHEST WELL BEING

1. The physician was notified of the
staff’s failure to take resident #4°s
blood pressure and pulse prior to the
administration of metoprolol. No
new orders were given,

The physician was notified of the
staff’s failure fo hold atenslo] and
lisinopril per physician written
parameters for resident # 2. The
parameters were revised to remove the
word “equal to™ for resident #2's
atenolol. The parameters for the
lisinopril were discontinued,
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2. For Resident #2, he facility staff failed to hotd 2. Residents receiving medications
the medications, Alenolot and Lisinopril (hoth have the potential to be affected if

used to treal high blood pressure), per lhe

physician ordered paranietore monitoring and administration of

medication are not done in
conjunction with ordered parameters,
The findings inciude: Physician’s orders for medicationg

ritt ith par 's within the
1. For Resident # 4, the facility steff failed to written with parameters within

monitor blood pressure and heart rate prior to the past 14 days will be reviewedto
administration of the medication metoprofol ensure momtoring and administration
[medication to treat high blood pressure (1)] per is betng done according to stated

the physician ordered parameters. parameters.

Resident #4 was admitted o the facility on 5/2/14 3. Licensed nurses will be re-educated
with diagnoses that included but were not limited regarding following physicien ordered
to: carel;br:.-:xl ve:scul?g)?cgident {when blood f(f?w parameters including monitoring vital
o your brain gtops . depression, anxiety (fear : o Tt

{33}, atrial fibrilation (& problem with the speed or Sign§ prior to adl.mlmﬁtxathn as

thylhun of the heartbeat (4), anemia (low iron (5)) appl;cab:le and giving/holding

and hypertension (high blood pressure (6)). medications appropriately per

physician order,

Resident # 4's mast recent MDS (minimum data 4, The DON/ designee will sudit at

set), a quarterly agsessment with an ARD

{assessment reference dale) of 2/19/16, coded least 10 medications administered

Resident # 4 as scoring a 15 on the brief with parameters included weckly

‘“F:QBW,:‘;W;Z‘i'nm‘z‘;tﬂr!lﬁit’éfsig?;gﬁgr“;‘; }fi‘r:lof‘;;{ 0 times 12 weeks to ensure monitoring

decisions. Rgside?nt #4 ywas coded as rquuiring);’ and ﬂdli“}r{lﬁtl‘atlﬂn Is appropriate per

extensive assistance of one stalf member for the physician’s order. Resulis will he

activities of daily living, forwarded to the QA comumittee for
revicw.

Resident #4's electronic elinical record revesied a . : 1 .
physician's order daled 4/1/16. The physician's 3. Allegation of compliance: 5/31/16
order documented, “Metoprolol Tablet. Give 0.5

mg (milligram) tabtet by mouth at bedltime related

to essential hypertension. Hold for 5BP (sysialic

blood pressure (7)) [blood pressure when the
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heart beats while pumping blood] equal to or less
than 100, or heart rate equals or lass than 80,
Starl Date: 03/21/2016,"

Resident #4's eMAR (slectronic medication
adminisiralion record) dated March 2016
documented, "Metaprolol Tabtet. Give 0.5 mg
tablet by mouth al bedlime related o essential
hypertansion. Hold for SBP (systalic blood
pressure} equal to or less than 100, or heart rate
equals or less than 60, Start Date; 03/21/2016.
2100 (9:00 p.m.}." The eMAR documented the
adrninistration of Metaprolol to Resident # 4 on
2116 through 3/3116 at 9:00 p.m. Further
review of the eMAR failed to evidence
documentation of Resident # 4's systolic blood
pressure and heartrate,

Resident #4's eMAR daled April 2016
documented, "Metoprolol Tablet. Give 0.5 my
tatlet by mouth at bedtime related to essential
hypertension. Hold for SBP equal 1o or less than
100, or heart rate equals or less than 60. Start
Date: 03/21/2016. 2100." The eMAR
documented the administration of Metopralel to
Resident # 4 on 4/1/16 through 4/26/16 at 9:00
p.m. Further review of the eMAR failed to
evidence documentation of Resident # 4's systalic
bloogd pressure and hearirate.

On 4/27/16 at 4:30 p.m., an interview was
conduclad with LPN (licensed practical nurse) #
1. When asked to describe the procedure for
administering a resident's medication with
pararrretars, LPN # 11 stated, "Check the
resident's blood pressure and heart rate first. If
they are below the parameters, hold the
medication, notify the physician and responsible
parly”". When asked where the resident's heart
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rate and blood pressure should be documented,
LPN # 11 stated, "It should be on the MAR ™

Cn 42716 ai approximately 4:32 p.m., an
interview was conducled with RN {registered
nurse) # 1. When asked to describe the
procedure for administering a resident's
medication with physician ordered parameters,
RN # 1 stated, "Check the resident’s blood
pressure and heart rate first. If they are below
the parameters, hold the medication, notify the
physician and responsible party”. When ashed
where the resident’s heart rate and blood
pressure should be documented, RN # 1 stated,
"It should be on the MAR."

On 4/2716 at 4:35 p.m., an interview was
conducted with LPN # 12, When asked to
describe the procedure for adrministering a
resident's medication with physician ordered
paramelers, LPN # 12 stated, "Check the
resident's blood prassure and heart rate first, If
they are below the parameters, hold the
medication, notify the physician and responsible
parly”. After reviewing the eMARs dated March
and April for Resident # 4's Metoprolol
administration LPN # 12 identified and
acknowledged he had administered the
Metoprolol to Resident # 4 on several occasions
at 8:00 p.m, When asked where Resident 4's
heart rate and blood pressure were docurnented,
LPN# 12 stated, "{ write down on a piece of
paper, it should be on the MAR." When asked for
the documentation of Resident # 4's heart rate
and blood pressure for the 9:60 p.m. medication
administration of metoprofol, LPN # 12 coutd not
provide it and stated, "If i's not documented it
wasn't dong,”
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On 4/2716 at 4:35 p.m_, an interview was

the parameters.” After reviewing the eMARs
dated March and April for Resident # 4's
Metoprolol administration, LPN # 10 sialed, "
information on the MAR."

On 4/28/16 at approximately 2:00 p.m. ASM
(administrative staff member) # 1, the

Refarences:

{1} This information was obtained from the
wizhsite:

ds/aB82864 hitmil,

(2} This information was obtained from the
website:

{3} This information was obtained from the
website:

fisummary,

{4} This information was obtained from the
website:

anhtml.

{5) This information was obtained from the
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conducted with LPN # 10, unit manager. When
asked to describe the procedure for administering
A resident’s medicallon with physician ordered
parameters, LPN # 10 stated, "They should follow

can't say the parameters were followed from the

Administrator, was made aware of the findings.

No further information was provided prior to exit.

htips:/fiwww.nim. rih.govimediineplusidruginfo/me

https/Aww.nim_nik.gov/mediineplus/stroke. hirml,

https: /A nim_nih.gov/imediineplus/anxiety. bt

https:/iwww,rim.nih.gov/imedlineplus/atriatfibeillzti
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webhsite:
htlps:flwww.n!m_nih.govlnwadlinep!us:’anemia,html

(6) This information was oblained from lhe
website:
https:ﬂww.nlm.nih.govlmediineplus/highbioodpr
essure htiml,

(7) This information was obtained from the
website:
http:/lww_nhlbi,nih.gow’he:saIth/heanh-mpiﬁsﬁopic
sihbp,

2. For Resident #2, the facility staff failed {o hold
the medications, Atenolol and Lisinapril {both
used to lreat high blood pressure), per the
physician ordered paramelers,

Resident #2 was admitted to the facilily on
fimited to. Parkinson's disease, diabetes,
and gastroesophageal reflux disease.

The most recent MDS {minimurn dats set)
assessment, a quarterly assessment, with an
assessment reference date of 3/29/16, coded the
resident as being cognitively intact to make daily
decisions, scoring @ 15 on {he BIMS (brief
irderview for mental siatus) scale. The resident
was coded as requiring extensive assjstance lo
being totally dependent on one or more staff
members for alf of her activities of daily living.

The physician orders daled, 3/2312, and
renewed on 12/9/15, documenied, "Atenolof
Tablet {used to treat high blood pressure (1)) 50

3/23/12 with diagnoses that included but were not

dementia, anxiely, high blood pressure, glaucama

F 304
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MG (milligrams); give 50 mg by mouth one time a
day related to UNSPECIFIFED ESSENTIAL
HYPERTENSION, Hold for Systolic B/P (blood
pressure} less or gqual to 100 or apical pulse less
or equal to 60." The physician orders also
documented, "Lisinopril Tablel (used to treat high
blood pressure (2)) 20 MG; give 20 mg by mouth
iwo times a day related to UNSPECIFIED
ESSENTIAL HYPERTENSION. Hold for Systolic
B/P (blood pressure) less or egual to 100 or
apical pulse less or aqual to 60.*

The Medication Administralion Record {MAR) for
January 2016 doctimented the shove orders for
Atenolol and Lisinapril. The MAR documenied the
Alenalol was given on the followlng days with the
pulse being documentied at 60 beats per mintte,
1/56/16, 110/16 and 1/18/16. The January 2016
MAR also documented the Lisinopril was
administered on the following dates and times
when the apical pulse was fess or equal fo 60:
146116 - 9:00 a.m. Pulse = 60

11016 ~ .00 a.m., Pulse = 60

H18/16 - 200 a.m, Pulse = 60

The February 2016 MAR documented the above
orders for Aterolol and Lisinopril, The MAR
documented the Atenolol was giver on the
following days with Resident #2's pulse being
documented at 60 beats per minute, 2/6/16,
2/7116 and 2/21/16. The February 2016 MAR also
docurmented no blood pressure or pulse readings
for the administration of Lisinapril for the 9:00
a.m. dose or the 4:00 p.m. dose.

The March 2016 MAR documented the zhove
orders for Alenolol and Lisinopril. The MAR
documented the Atenolol was given on 3/5/16 at

Fang
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9:00 a.m. with Resident #2's pulse being
docurmented at 60 beats per minute. The March
2016 MAR docurnented no blood pressure or
pulse readings for the administration of Lisinopril
at 8:00 a.m., on 3/1/16 through 3/4/16 and 3/7/16
through 3/8M16. The medication was
docurented as being administered on 34516 at
9:00 a.m. and 3/29/16 at 4:00 p.m. with 2 pulse
doclmented as 680, The medication was
documented as being given with no pulse reading
on 3/5/186.

The April 2018 MAR documented the above
orders for Atenofol and Lisinopril. The MAR
documented the Atenclol medication was given
on 4/3/16 at $:00 a.m. with the pulse being
documented at 60 beats per minute. Tha April
2016 MAR also documented, the Lisinopril was
administered on 4/3/16 at 8:00 a.m. and 4/9/16 =t
4:00 p.m. with Resident #2's pulse rale
documented or both days as 60."

Tha comprehengive care plan, dated, 471612 and
revised on 9/11/15, documented, "Focis:
(Resident #2) is at risk for complications related
to hypertension.” Tha "Interventions/Tasks"
documented in part, "Give anti-hypertensive
medications as ardered. Monitor for side effects
such as orthostatic hypotension and increased
heart rate and effectiveness. Staff will obtain
blood pressure readings per MD {medical doclor)
orders.”

An interview was conducted with RN (registered
nurse} #1 on 4/27/16 at 3:33 p.m. RN #1 was
reviewed the above orders. When asked what a
furse is to do when administering these
medications, RN #1 stated, "You have to take the
blood pressure and pulse prior ta administering
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the medication. If the vital signs are out of the
prescribed parameters, you hold the medication
and send & message o the doctor.” When asked
il the pulse was 60, should the medicalions be
held, RN #1 stated, “Yes, the order says less or
equai to 60."

An interview was conducted with LPN (licensed
practical nurse) #10, the unit manager; on
4/27116 at 3:36 p.m. LPN §H10 reviewed the above
orders. When asked what the nurse is to do
when administering these medications, LPN §##10
stated, "You need to take lhe blood pressure and
puise prior to giving the medication. If the blaod
pressure and pulse are oulside the parameters
you! need to hold the medicalions and notify the
physician.” When asked if the pulse was 60,
should the medication be held, LFN #10 stated,
"Yes, the order says less than or equal to §0.”

An interview was conducted with adrministrative
staff member (ASM) #3, the interim director of
nursing, on 47256/16 at 9:40 a.m, ASM #3
reviewed the MARS for Residant #2 and the
orders for Alenolol and Lisinopril. ASM #3 was
asked if the medications should have been
administered,” ASM #3 stated, "It says less than
or equal to 60, they should have beer held.”

The facility policy, "General Guidelines for
Medication Administration” documented, “11.
Obtain and record any vital signs as necessary
prior to medication administration.”

In “Fundamendals of Nursing” 6th edition, 2005,
Patricia A, FPotter and Anne Griffin Perry; Mosby,
Inc.; Page 418, "The physician is responsible for
directing medical lreatment. Nurses are
obligated to follow physician's orders unfess they
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believe the orders are in error or wauld harm
clients."
The administrator was made aware of these
findings on 4/28/16 at 12:53 p.m. F329
- . . 1. The physician was notified of the
{1} This information was obfained from ihe o P . Y e '
website: staff’s failure to take resident #4°s
hitps:/fveww. nim. nih.govimedfinephus/druginfo/me blood pressure and pulse prior fo the
ds/aG84031.html administration of metoprolol. No
(#) This information was obtained from the new orders were given
website: . . . "
hitps /v, nim.nib.govimedlineplus/druginio/me The phy'smlﬂn was notified of the
ds/a892051 . htmi staff’s failure to hold atenolol and
F 329 483..’{5(1) DRUG REGIMEN IS FREE FROM F 329 lisinopril per physician written
ss=E UNNECESSARY DRUGS parameters for resident# 2. The

Ezch resident's drug regimen must be free from
UNNECESSary orugs. An unnecessary drug is any
drug when used in excessive dose (including
duplicaie therapy); or for excessive duration; or
without adequate monitoring; or withoul adequate
indications for its vse; or in the presence of
adverse consequences which indicaie the dose
should be reduced or discontinued; or any
combinations of the reasons above.

Based on a comprehensive assessment of a
resident, the facility rmust ensure that residents
who have not used antipsychotic drugs are niot
given these drugs unless antipsychoti drug
therapy is hecessary to treat a specific condition
as diagnosed and documented in the clinical
record; and residents who use antipsychotic
drugs recefve gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort to discontinue these
drugs.

parameters were revised to remove the
word “equal to” for resident #2's
atenolol. The parameters for the
lisinopril were discontinued.

2. Residents receiving medications
have the potential to be affected if
moniforing and administration of
medication are not done in
conjunction with ordered parameters.
Physician’s orders for medications
written with parameters within the
past 14 days will be reviewed to
ensure monitoring and administration
is being done according to stated
parameters,
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This REQUIREMENT is not met as evidenced
by:

Based on staff inlerview, clinical record review
arnd Faciity docurnent review it was determined
that the faciilty staff failed to ensure for lwo of 26
residents in the survey sample, (Residents # 4,
and # 2) the drug regimen was free from
unnecessary drugs.

1. The faciity staff failed to rmonitor blood
pragsure and heart rate per the physician ordered
parameters prior o the administration of the
medication (1) metoprolol [medicalion to treat
high bBlood pressure] to Resident # 4 on multiple
occasions during March and April 2016.

2. The facilily staff adminislered Atenolol and
Lisinopril (both used to treat high blood pressure),
o Resident #2, on multiple occasions during the
months of January, February, March and April
2016, when per the physician ordered
parameters, the medicalions should have been
heid.

The findings include;

1. The facility staff failed to monitor blood
pressure and heartt rate per the physician ordered
parameters prior to the administration of the
medication (1) rmetoprolol [medication to treal
high blood pressure] to Resident # 4 on nmudtiple
oceasions during March and Aprit 2016,

3. Licensed nurses will be re-educated
regarding following physician ordered
parameters including monitoring vital .
signs prior to administration as
applicable and giving/holding
medications appropriately per
physician order.

4. The DON/designee will audit at
least 10 medications administered
with parameters included weekly
times 12 weeks to engure monitoring
and administration is appropriate per
the physician’s order. Results will be
forwarded to the QA commitiee for
review.

5. Allegation of compliance: 3/31/16
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Hesidenl #4 was admitled to the facility on 5/2/14
with diagnoses thal included but were not imited
to: cerebral vaseular aceident (when blood flow
to your brain stops (2)), depression, anxiety (fear
{3)), atrial fibriltation (a problem with the speed o
rhythirn of the heartbeat (4), anemia {low iron (5))
and hypertension (high blood pressure (G

Resideni # 4's most recent MDS (minimum data
set), a quarlerly azsessment with an ARD
{assessment reference date) of 2/19/16, coded
Resident # 4 as zcoring & 15 on the brief
interview for mental status (BIMS) of a score of 0
- 15, 15- being cognitively intact for making daily
decisions. Resideni # 4 was coded as requiring
extensive assistance of one staff member for
activities of daily living.

Resident #4's electronic clinical record revealad a
physician's order dated 4/1/18. The physician's
order documented, "Metoprolol Tablet, Give .5
mg (milligram) tablet by mouth at bediime related
to essential hypertension. Hold for SBR (systolic
biood pressure (7)) [blood pressure when the
heart beats while purnping blood] equal to or less
than 100, or heart rate eguals or less than G0.
Start Date: 03/21/2016."

Resident #4's eMAR (electronic medication
administration record) dated March 2016
documented, "Metoprolol Tablet. Give 0.5 mg
tablet by mouth at hedtime refated to eszential
hypertension, Hold for SBP (syslolic bload
pressure} equal to or less than 100, or heart rate
equals or less than 60. Start Date: 03/21/2016.
2100 (8:00 p.m.}." The eMAR documented the
administration of Meloprolol to Resident # 4 on
3121018 through 3/3116 at 9:00 po. Further
review of the eMAR failed to evidence
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dozumentation of Resident # 4's systolic blood
prassure and heartrate,

Resident #4's eMAR dated April 2018
documented, "Metoprolol Tablet, Give (.5 mg
tablet by mouth al bedtime related to essential

100, or hearl rate equals or less than 60. Start
Date: 03/21/2016. 2100." The eMAR
documented the administration of Metoprolol to
Residernt # 4 on 4/1/16 through 4/26/16 21 9:00
p.m. Further review of the eMAR failed to

bBload pressure and heartrale.
On 4/27H6 af 4:30 p.m., an interview was

11. When asked to describe the pracedure for
administering a resident’s medication with
parameters, LPN # 11 stated, "Check the
resident's blood pressure and heart rate first. if
they are below the parameters, hold the

parly”. When asked where the resident's heart
LPN # 11 stated, "it should ba on the MAR."

On 427116 al approximately 4:32 p.m., an
interview was conducted with RN (registersd
nurse) # 1. When asked to describe the
procedure for administerdng a resident's
medication with physician ordered parameters,
RN # 1 stated, "Check the resident's Blood
pressure and hearl rate first. [f they are halow
lhe parameters, hold the medication, nolify the
physician and responsible party”. When asked
where the resident's heart rate and blood
pressure should be documented, RN # 1 stated,
"It should be on the MAR."

hypertension. Hold for SBP equal to or less than

evidence documeniation of Resident # 4's systolic

conducted with LPN (licensed practical nurse) #

rredication, notify the physician and responsible

rate and blood pressure should be documented,
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On 4/27/16 at 4:35 p.m., an inferview was
conducted with LPN # 12, When asked to
describe the procedure for administering a
rasident's medication with physician ordered
parametars, LPN # 12 stated, "Check the

‘ resident's blood pressure and heart rate first, if

- they are below the parameters, hoid the
medication, notify the physician and responsible
party", Afler reviewing the eMARs dated March
and April for Resident # 4's Metoprolal
administration LPN # 12 identified and
acknowledged he had administered the
Metoprolol lo Resident # 4 on several ocoaslons
at 8:00 p.m. When asked where Resident 4's
heart rate and blood pressure were documented,
LPN # 12 slated, "l write down on a piece of
paper, it should be on the MAR." When asked for
the dacurrientation of Resident # 4's heart rate
and blood pressure for the 9:00 p.m. madication
adrrinistralion of metoprolof, LPN # 12 could not
provide it and stated, "If it's not documented it
wasn't done.”

On 4727116 at 4:358 p.m., an interview was
conducted with LPN # 10, unil manager. When
asked to describe the procedure for administering
a resident's medication with physician ordered
parameters, LPN # 10 sfated, "They should follow
the parameters.” After reviewing the eMARs
dated March and April for Resident # 4's
Metoprotol administration, LPN #£ 10 stated, Y|
can't say the parameters were followed from the
information on the MAR."

On 4/28/16 at approximately 2:00 p.m. ASM
(administrative staff member) # 1, the
Admintsiralor, was made aware of the findings.
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Mo further information was provided prior (o exit.
Referances;

(1) This information was oblained from the
website:

hitps:ffwww.nim. nif.govimediineplus/druginfo/me
ds/a682864. htmi.

(2) Thiz information was obtained from the
webigie:
hitps:/Mmww.nim. nib.govimediineplus/stroke . himt.

(3) This information was obtained from the
website:

hitpa:/fww. nim_nih. gov/medlineplus/fanxiety. htmi
#aummary.

{4} This information was oblained from the
website:

mttps:fwww.nim nik.govimedlineplus/atrialfibriiat
onhimi.

{5) This information was obtained from the
website:
hitps:/feww.nlm.nih_govimediineplus/anemia_html

{B6) This information was obtained from the
website:
hitps:ffiwww.nlm nih, govmedlinepius/highbloodpr
assure.himl.

{7) This information was obtained from the
wehsite:

hitp:fwway, nhibt mih.goviheallh/healih-topics/tonic
s/hbp.

2. The facility staff administered Atenolol and
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Lisinopril (both used to treat high blood pressure),
to Resident #2, on multiple occasions during (he
months of January, February, March and April
2016, whan per the physician ordered
parameters, the medications should have been
held.

Resident #2 was admitted to the facility on
3/23/12 with diagnoses that included but were not
limiled to: Parkinson's disease, diabetes,
dementia, anxiety, high boed pressure, glaucoma
and gastroesophageal reflux disease.

The most recent MDS (minimum data set)
assessment, a quarterly assessment, with an
assessment reference date of 3/20/16, coded the
resident as being cognitively intact to make daily
decislons, scoring a 15 on the BIMS (brief
interview for mental status) scale, The resident
was coded as requiring extensive assistance to
baing {otaily dependent on ong or more staff
members for all of her activifies of daily living.

The physician orders dated, 3/23/12, and
renewed on 12/8/156, documenied, "Atenoiol
Tablet (used to ireat high blood pressure (1)) 50
MG (milligrarms); give 50 mg by mouth one time a
day related to UNSPECIFIED ESSENTIAL
HYPERTENSION. Hold for Sysiolic B/P (blood
pressure) less or equal to 100 or apical pulse less
or equal to 60." The physician orders aiso
documented, "Lisinopril Tablet (used to treat high
tlood pressure {2)) 20 MG, give 20 mg by mouth
lwo fimes a day related to UNSPECIFIED
ESSENTIAL HYPERTENSION. Hald for Systolic
B/P {blood pressure) less or equal to 100 ar
mpical pulse less or equal o 60."

The Medicalion Administration Record (MAR) for
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January 2016 documented the above orders for

pulse being documented gt 60 beats per minute,
17516, 1/10/16 and 1/18/16. The January 2016
MAR also documented the Lisinopril was
administered on the following dates and times
when the apical pulse was less or equal to 60:
1/5/16 « 9:00 a.m. Pulse = 60

11016 - 9:00 a.m. Pulse = 80

1418/16 - 9:00 a.m. Pulse = 60

orders for Atenolol and Lisinopril. The MAR
documented the Atenolo! was given an the
following days with Resident #2's pulse being
documented at 60 beats per minute, 2/6/16,

for the administration of Lisinopril for the ©:00
a.m, dose or the 4:00 p.m. dose.

The March 2016 MAR documented the above
orders for Alenolot and Lisinoprif, The MAR
documented the Atenolof was given on 3/5/16 at
2:00 a.m. with Resident #2'5 pulse being
docurnented at 60 beats per minute. The March
2016 MAR documented no blood pressure or
pulse readings for the administration of Lisinopril
at 9:00 a.m.. on 3/1/16 through 3M/16and 3/7/16
through 3/8/A16. The medication was
documented as being administerad on 3/5/16 at
9:00 a.m, and 3/29/16 at 4:00 p.m. with a pulse
documentad as 60. The medication was

on 3/5/16.

The April 2016 MAR documented the above

Atenolol and Lisinopril. The MAR documented the
Alenolol was given on the following days with the

The February 2016 MAR documented the above

2/716 and 2/121/16. The February 2016 MAR also
documented no blood pressure or puise readings

documented as being given with no pulse reading
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orders for Atenolsl and Lisinopril. The MAR
documented the Atenolol medication was given
on 4/3/16 at 9:00 a.m. with the pulse being
doeurnented at 60 beats per minute. The April
2016 MAR alsc documented, the Lisinopril was
administered on 4/3/16 af 9:00 a.m. and 4/9/16 at
4:00 p.m. with Resident #2's pulse rate
documented on both days as 60."

The comprehensive care plan, dated, 4/16/12 and
revised on 9/11/15, documented, "Foous:
{(Resident #2) is at risk for complications related
to hypertension.” The "interventions/Tasks"
documented in part, "Give anti-hypertensive
medications as ordered. Monitor for side effects
siich as orthostatic hypotension and increased
hear! rate and effectivenass. Staff will obtain
bloocd pressure readings per MD {medical doclor)
orders ™

An inferview was conducted with BN (registerad
nurse) B9 on 42716 at 3:33 p.m. BN #1 was
reviewed the above orders. When asked what a
nurse is to do when administering these
medications, RN #1 siated, "You have to take the
blood pressure and pulse prior o administering
ihe medication, If the vitaf signs are out of the
prescribed parameters, you hald the medication
and send a message to the doctor,” When asked
if the pulse was 60, should the medications be
held, RN #1 slated, "Yes, the order says less or
equai fo 60"

An interview was cordueied with LPN (licensed
practical nurse} #10, the unit manager; on
42716 at 3:36 p.m. LPN #10 reviewed the above
arders. When asked what the nurse is lo do
when administering these medications, LPN #10
siated, "You need to {ake the biood pressure and
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pulse prior lo giving the medicalion, If the blood
pressure and puise are oulside the parameters
you need 10 hold the medications and natify the
physician." When asked if the pulse was 60,
should the medication be held, LEN #10 slated,
"Yes, the order says less than or equal to 60."

An interview was conducted with adrinistrative
staff member (ASM) #3, the interim director of
nursing, on 4/28/16 at 940 a.m. ASM #3
revigwad the MARS for Resident #2 and the
orders for Atenolol and Lisinopril,.  ASM #3 was
asked if the medications should have been
administered," ASM #3 stated, "It says less than
or eqlial to 80, they should have been held.”

The facility policy, "General Guidelines for
Medication Administration” documenled, “11.
Obtain and record any vital signs as necessary
prior to medication administration.”

In "Fundamentals of Nursing” 6th edition, 2005;
Fatricia A, Potter and Anne Griffin Perry; Mosby,
Ingc.; Page 418, "The physician is responsible for
directing medical treatment. Murses are
abligated to follow physician's orders unless they
believe the orders are in error or would harm
clignts,”

The administrator was made aware of these
findings on 4/28/16 at 12:53 p.m.

(1} This information was oblained from the
website:

hittp s v nlm . nib.govimedlineplus/druginfoime
ds/a684031 . himl

{2) This information was obtained from the
website:

hittpsiiwwaw nlm.nih. govimedineplus/druginfo/me
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that engure that --

immunization:;

immunization: aned

following:

immunization; and

that ensure that -

immunization,

The facility rmust develop poficies and pracedures

(i} Before offering the influenza immunization,
each resident, or the resident's legal
representalive recelves education regarding the
benefils and potential side effects of the

(i) Each resident is offered an influenza
immunization Qctober 1 through March 31
annusally, unless the immunization is medically
conlraindicated or the resident has already been
immunized during this time period;

{iii} The resident or tha resident’s legal
representative has the opportunity 1o refuse

(iv) The resident’s medical record includes
documentation that indicates, at a minimum, the

{A) That the: resident or resident's legal
representative was provided education regarding
the benefits and potential side effects of influenza

(B} That the resident either received the
influenza immurization or did not receive the
influenza imrunization due to medical
contraindications or refusal,

The facilify must develop policies and procedures

(i) Before offering the pneumococeal
immunization, each resident, or the resident's
legal representative receives education regarding
the benefits and potential side effects of the

(x4} 12 SUMMARY STATEMENT OF DEFICIENGCIES D PROVIDER'S PLAN OF GORBECTION 15
PIREF {EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {(EAGH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY O LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE Dt

DEFICIERCY)
F 329 Continued Erom page 40 F 328
ds/a6g2051. himl
F 334 483.25(n) INFLUENZA AND PNEUMOCOCCAL 334
s5=0 IMMUNIZATIONS
Fa34

1. The pneumococeal vaccine was
administered to resident # 5 on
05/14/2016.

2. Residents who are eligible for the
pneumococeal vaceine have the
potential to be affected if staff fails to
offer and adiminister it. An andit will
be done of current residents to identify
any resident who may not have been
offered the vaccine with corrective
action taken as appropriate,

3. Licensed nurses will be re-educated
about the process for determining
vaceination status, offering (if
eligible), administering the vaceine (if
requested) and documenting in the
electronic medical record.

4. The DON/designee will audit new
admission records 5 times per week x
4 weeks for pnewmococecal vaceine
documentation, then weekly x 8 weeks
thereafter. Results will be forwarded
to the QA cominittee for review.

3. Allegation of compliance: 5/31/16
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(i) Each resident is offered a pneumococcal
immunization, unless the imrmunization is
medically conlraindicated or the resident has
already been immunized;

(i) The resident or the resident’s legal
representative has the opporiunity to refuse
immunization; and

(iv) The resident's medical record includes
documentation that indicaled, at a minimum, the
following:

{A) That the resident or resident's legal
representalive was provided education regarding
the benefits and potential side effects of
preumococcal immunization: and

(B} That the resident either received the
pneumococes! immunization or did not receive
the pneumneoceal immunization due to medical
contraindication or refusal.

(v) As an allernalive, based on an assessment
and practitioner recommendation, a second
phreumococeal immunization may be given after 5
years foltowing the first pneumacoccal
immunization, unless medically contraindicated or
the resident or the resident's legal representative
refuses the second immunization.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview, facility document review
and clinical record review, it was determined that
the facility staff failed to offer the pneumonia
vaccine to one of 26 residents in the survey
sample, Resident #5.

The facility staff failed lo offer Resident #5 the
pneumonia vaceine,

F 334
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The findings include:

Resident #5 was admitted to the facility on
TH18/13 with diagnoses that included bul were
ned limited to: urinary incontinence, siroke,
depression and high blood pressure.

A review of the most recent MDS {minimum data
sel), a significant change assessmant, with ar
ARD (assessment reference date) of 3/25/16
coded the resident as having a one out of 15 an
the BIMS (brief interview of mental status)
indicating the resident was severaly cognitively
impaired. The resident was coded as requiring
exiensiva assistance from stafi for all activities of
daily living. In section 0300 titled, "Fneumococcal
Vaccine” it was docurnented, "A. Is the resident's
Freumococeal vaccination up to date? it was
documented that the vaccine was not up to date
and that the vaceing had not been offered to the
resident.

Review of Resident #5's admission agreement
dated and signed on 11/19/13 documented orn
page seven, "FL.U AND PNEUMONIA VACCINE.
Resident fast received the pneumonia vaccine on:
/A {nol applicable),”

FReview of Resident #5's MDS assessments
seclion Q300 for 7/13M15, 1013415, 1/12/16 and
t/18/16 documented that the pneurmococeal
vaccine was notf offered to the resident,

Review of the physician's orders dated and
signed on 1/18/16 documented, "May have
Pneumevaccine per MD {(medical doctor), Order
status. Active. Order Date. 11/18/2013.4
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An interview was conducted on 4/27M6 at 12:45
p.m. with LPN (licensed practicat nurse) #5, the
MDS coordinator, When asked who completed
the vaccination portion of the MDS, LPN #5
stated that is was the MDS staff's responsibility,
When asked what it meant when it was
documented in the MDS assessment that the
pneumacoccal vaccine was not offered, LPN #5
stated, "It means | couldn't find it (the vaccine
information) in the record.” When asked if all
restdents should be offered & pneumococeal
vaccine, LPN #5 stated, ") would ask nursing."

An interview was conducted on 4/2716 at 3011

the senior clinical services speciatist. When
asked the process staff followed to obtain
information from the resident about the
pneumococcal vaccine, ASM #2 stated, "When

to ask if they had the pneumococcal vaceine in
the hospital or what is thelr immunization siatus.
It there is no documentation regarding the
vaceine we ask the RP {responsible party) or

request was made for documentation of the
preumococcal vaceination for Resident #5.

was no documentation that the pneumococeal
vaceination had been offered to Resident #5.
ASM #2 stated that she had talked to the
resident's husband that day and he wanled the
resident to receive the vaccination and that the
stall would administer it.

On 4/2716 al 515 p.m. ASM #1, the
administrator and ASM #2 were made aware of
the findings.

p.m. with ASM (administrative staff member) #2,

the resident is brought into the facility the nurse is

resident. If they can't telf you we should give iL* A

On 4/27/16 at 4:00 p.m. ASM #2 stated that there
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An interview was conducted on 4/28/16 at 12:30
p.m. with RN (registered nurse) #2. When asked
how staff gathered information regarding the
statirs of the resident’s pneumonia vaccine, RN
#2 slated, "We have a form we gel from the
hospital and at the boltom it documents the
vaccination slatus.” When asked wha! process
staff followed if thal information was not on the
form, RN #2 stated, "l we don't know, wa ask the
family or the patient when they get admitted.”
When asked what process staff follows if the
family or patient did not know, RN #2 stated, "
would ask my supervisor for guidanee.”

An inferview was conducted on 4/28/16 at 12:32
p.m. with RN #3. When asked how siaff gathered
information regarding the status of the resident's
pneumonia vaccine, RN #3 stated, "When we
take the verbal report (from the hospital)." When
asked what process slaff followed if the
pneumonia vaceine informalion was not provided
by the hospital, RN #3 stated, "l would contact the
farmily and ask them whe the resident's privale
physician was and contact the office. If | couldn't
find out then | would contact our facility physician
and get an order.” When asked why the staff
obtained information about the residents’
Immunization status, RN #3 stated, "Because
they are so susceplible (fo pneumonia), they are
at risk because they are not moving around as
much.”

Review of the facility's palicy tithe,
“IMMUNIZATIONS" documented in part,
"POLICY: Immunizations are necessary lo protect
the residants and staff from axposure to disease
which a@re potentially fatal (o the elderly and
debilitated residents in long term care facilities.”

F 334
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No further information was provided prior to exit.

Infection with Streptococcus pneumonia
{(pneumnococcus) is a leading cause of ilness in
young chitdren and of finess and death in elderly
people and people with immune deficiencies and
chronie flingss. Pneumococeus causes a
specirum of disease: infections of the upper
respiratory tract, otilis media, invasive infections
such as bacteraemia and meningitls, and
infections of the lower respiratory tract such as
prneumonia.
hitp:ffwww.nebinlonib.govprac/articles/PMGC 142
3818/

483.35(1)(3) DISPOSE GARBAGE & REFUSE
PROPERLY

Farz
§8=C

The facility must dispose of garbage and refuse
property.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff Interview, and facifity
document review, it was delermined thal the
facilily staff failed to maintain the durmpster area
in a clean and sanilary manner.

The findings include:

Observation was made of the dumpster area on
4128116 at 12:30 p.m. accompanied by other staff
member {Q5M) #6, the digtary disirict manager,
OSM #5, the director of maintenance, was at the
dumpster using a snow shovel rermoving debris
from ihe ground,

F 334

F 372
F372

. The area behind the dumpster was
cleaned at the time of survey on
04/28/2016.

- Any resident is at risk if the facility
staff fails to maintain the durnpster
area in a clean and sanitary manner.

. Facility staff were re-educated
regarding the regulation for
maintaining the dumpster area. The
maintenance director was educated
oit the process to monitor the
dumpster area as part of daily
rounding on 05/13/2016.
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Observation of the area included used gloves,
there were too many to oblain an accurate count,
a bag of periloneal dialysis solution, a plaslic bag
that was ripped and contained both unused briefs
and several used briefs. There were other trash
items including used gloves, The above was
located at the back of the dumpster. Gloves were
located at the back of the dumpster but alsc on
gach sides of the dumpster. Some of the gloves
had landed between the slats of wood paliets that
were stored in the back right side. There were
used medication bublle packels observed
scattered around the dumpster,

When asked when the last time the area was
cleaned, OSM #5 slaled, "l cleaned it last wesk
They {the trash service) emptied it vesterday.”

When asked if that amourit of debris was just
from the irash service yesterday, OSM #5 staied,
"No Ma'am, | can't tell you that

When asked whose respaonsibility it is fo maintain
the dumpster area, OSM #6 stated, "It's both
maintenance and dietary.”

On 4/28/16 at 12:33 p.m. the above was shared
with the administrator. The administrator stated,
"But they just dumped it yesterday and things fall
out when they dump it." The administrator was
informed the facility staff had knowledge of when
the dumpster is emptied and the area was still
with debris the next day at noon. The
administrator siated, "Maintenance checks the
area once & weelk,"

The facilily policy, "Disposal of Dietary Garbage &
Refuse” documented, "4. Dumpster Area; a. Lid
to dumpster is kept closed, when not in use, b,

4. The Maintenance Direclor or
designee will conduct a random
monitoring of the dumpster area
including behind the dumpster to
ensure the area remains clean and
free of debris daily Sx/week times 4
weeks then weekly x § weeks.
Results will be forwarded to the
quarterly QA for review,

». Allegation of compliance: 5/51/16
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The area around the dumpster is free of debris,
including discarded equipment, no foul odors, and
is maintained in & sanitary fashion. ¢. The
Mairntenance Director is responsible for
ronitoring the dumpster area and alerting the
appropriate offending department when debris ig
found and required atlention.” IF431
Ne further information was provided prior (o exit. .
F 431 483.60(b), (d), (e) DRUG RECORDS, F 431 1. LPN #7 was connseled regarding
ss=0 LABEL/STORE DRUGS & BIOLOGICALS leaving the medication cavl unlocked
and unattended on 05/16/2016
The facility must employ or obtain the services of 2. Residents have _—
- - . ve th
a licensed pharmacist who establishes a system negatively affected he pmﬂ.l tla% to be
of records of receipt and disposition of all cgatively atlected by medication
controlled drugs in sufficient detail to enable an carts that are left unjocked and
accurate reconsilialion; and determines that drug unattended. Medication carts were
records are in order and hat an account of all " : . . .
e g ando v
controlled drugs is maintained and periodically . mly visualized at the time of
reconciled. survey and thereafter to ensure the
carts are being locked when
Drugs and bivlogicals used In the facilily must be unattended.
labeted in accordance with currently accepted s . . . ) ’
professional principles, and include the 3. Lic:ﬁ:f‘lbed H}JIS@:S will be re-educated
appropriate accessory snd cautionary to ensure medication carts are kept
instructions, and the expiration date when locked when unattended and out of the
applicable. line of sight of the nurse responsible.
In accordance with State and Federal laws, the 4. Ihc': D QN/ designee will ﬂUdl_‘t 6 of
facility must store all drugs and bislogicals in 6 medication carts randomly daily 5
locked compartments under proper Eemperature times per week times 12 weeks 0
Eﬁnlrols:,“andt%@lrhn;llk c;n;y authorized personnel to enstre compliance with Securing
ave docess ys. medications. Results will be
The facility must provide separately locked, forwarded to the QA committee for
permanently affixed comparliments for slorage of review.
controlled drugs listed in Schedule If of the 5. Allegation of compliance-
X . . 1ance:
Comprehensive Drug Abuse Prevention and e pliance: 5/31/16
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Control Act of 1876 and other drugs subject to
abuse, except when the faciity uses single unit
package drug distribution systems in which the

be readily detected.

This REQUIREMENT is not met as evidenged
by

Based on observation, staff interview and facility
dacument review, it was determined that the
facllity staff failed to store medications in & safe
manner for one of six medication cart,

Facility staff failed to lock the medication cart on
the locked unit,

The findings inciude;

An observation was made on 4/26/16 at 11:35
a.m. of the medication cart on the locked resident
unit. LPN (licensed practical nurse) #7 was
standing st the medication cart which was lncated
at the side of the nurse's station. LPN #7 lefl the
cart to assist residents in the day room area. LPN
#7's hack was to the medication cart and the carl
was unlocked, LPN #Y was then observad to
enter room 305 and was in the room for
approximately 45 secands, L.PN #7 could not
visualize: the cart during that time. LPN #7 then
pushed a resident in 2 wheelchair into the day
area. At 11:39 a.m. LPN #7 returned to the
medication carl. An obsarvation of the medication
cart at 1140 3., was made, the cart was locked.

An interview was conducted on 4/26/16 at 3:00
p.m. with LPN #7. When asked why staff locked
the medication carts, LPN #7 stated, "For securily

STATEMENT OF DEFICIENGIES {%1) PROVIDER/SUPPLIER/TLIA {X2) MULTIFLE CONSTRUGTION #3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING ( )COMF’LETED
495038 B WING et - 04/28/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. 2IP CODE
MANASSAS HEALTH AND REMARB CENTER B575 RIXLEW LANE
MAMASSAS, VA 20103
(X431 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION {x4)
BREFIX {EACH DEFICIENCY MUST 8 PRECEDED BY FuLL. PREFIX {EAGH CORRECTIVE AGTION SHOULD BE CEMILETION
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F 431 Continued From page 48 F 431

guantily stored s minimal and a misging dose can
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reasons $o no one can came to it (the cart) and
steal the medicing," Whan asked what could
happen if a regident took medications from the

might not be their medicine.”

An interview was conducted on 4/26/16 at 4:10

process staff followed to ensure medication
computer screen should be locked s0 resident

obviously, na personal items, diinks or scissors
that could cause resident injury.” When asked

"Safety, it corttains residents' medications and

#3 was made aware of the findings at that titme.

Review of the facility's palicy titled, "GENERAL
GUIDELINES FOR MEDICATION
ADMINISTRATION", documented in part,
"PROCEDURE. 1. Bring medication cart in the
vicinity of resident's room. Carl must always be

Unlock the medication cart. Cart may remain
unlocked only when in direct line of sight.”
NOTES. 4. The medication cart is to be kept
locked at all times unless in use and within
nurse's sight.”

On 42716 at 5:15 p.m. ASM #1, the
administrator and ASM #2, the senior clinical
services specialist, were made aware of the
findings.

Mo further information was provided prior to axit.

cart, LPN #7 staled, "They could swallow it and it

p.m. with ASM (administrative staff mermber) #3,
the interim director of nursing. When asked what

safety and security, ASM #3 stated, "Definitely the

information isr't visible. The cart should be locked
why stail needed to lock the carl, ASM #3 stated,

someone could come and take it and the nurse is
accountable for those meds {medications)." ASM

visible to the nurse administering medications. 2,
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Fddi
"Male sure all medieations are in locked
containers in a room (eg., a medication room) or ’ - . ol
are under constant surveillance.” Potter and L L"P,N #6 was counseled mgaldu.lg
Perry, Fundamenials of Nursing, seventh edition, the failure to wash hands after patient
2009, p. 703. contact during medication pass on
F 441 483.65 INFECTION CONTROL, PREVENT F 441 05/16/2016.
85=p SPREAD, LINENS

The: facility must establish and maintain an
nfection Control Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and infection.

(&} Infection Contral Program

The: facility must establish an Infection Control
Frogram under which it -

{1) Investigales, contrals, and prevents infections
in the facility;

(2) Decides what procedures, such as isolation,
should be applied ta an individual resident; and
{3) Maintains @ record of incidents and corerective
actions related to infections,

{b) Preventing Spread of Infection

(1) When the infection Control Pragram
determines that = resident needs isolation to
prevent the spread of infection, the facilily must
isolaie the resident.

{2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease,

{3) The facility must require staff to wash thair
hands after each direct resident contact for which
hand washing is indicaled by accepted
professional practice.

The gloves found on the shower room
floor were immediately removed and
appropriately disposed of by staff on
4/28/16.

2. Residents recejving care within the
facility have the potential to be
affected by staff’s failure to wash
hands after patient contact and trash
not disposed of properly.
Observations of the shower rooms
were made during survey and
thereafter for the presence of gloves
and/or other trash on the floor with
corrections made as needed, A
medication pass review will be
performed with LPN #6 to ensure
compliance with hand washing on
05/16/2016.

3. Licensed nurses will be re-educated
regarding hand washing requirement
during medication pass procedure.
Licensed staff will be re-educated
regarding proper disposal of gloves
and other trash within the shower
room and other common care areas.
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{c) Linens

Personnel must handle, store, process and
fransporl linens so as to prevent the spread of
infection.

This REQUAREMENT s not mel as evidenced
by

Based on observation, staff interview and faciity
document review, it was determined that fachily
staff failed to follow infection control practices for
two of 12 residents in the medicalion pass
observation, (Resident #12 and #26); and failed
to follow infection conteod practices in one of two
resident shower rooms,

1. The facility slaff failed to sanitize their hands
after administering medications to Resident #12
and Resident #26,

2. Four pairs of used gloves were found lying on
the floor in the resident's shower room on the
Magnolia Unit,

The findings include:

1. Resident #12 was admitted to the facility on
01/10/15 with diagnoses that included but were
not limited to Alzheimer's disesse, dementia, high
blood pressure, colon cancer, anxiety disorder,
and hypothyroidism. Resident #12's most recent
MBS (minimum data set) was a quarterly review
assessmenl with an ARD {(assessment reference
date} of 1/7/16. The resident was coded as being
cognitively impaired in the ability to make daily life
decisions, scoring 89 out of 15 on the BIMS (Brief
interview for Mental Status). The resident was
coded as requiring extensive assistance from

STATEMENT O DEFICIEMNCIES {X1) PROVIDER/SURPIER/CLIA {X2} MULTIPLE CONSTRUGCTION {%3) OATE SURVEY
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4. The DON/designee will perforim at
least 2 medication 1ass reviews per
week times 12 weeks to ensure
appropriate hand washing. The
IDON/designee will observe shower
rooms randomly throughout the day 5
times per week times 12 weeks to
ensure no trash is found on the floar
ncluding gloves, Results will be
fol"?warded to the QA committee for
review.,

5. Allegation of compliance: 5/31/16
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¥ 441 Continued From page 52
staff with most ADLS (activities of daily living).

Resident #26 was admitted to the facility on
6/15/15 and readmitted on 2119/16 with
diagnoses that included but were not limited to:
heart failure, chronic pain syndrome, diabetes,
stroke and high blood pressure. The most recent
MDS, a significant change assessment, with an
ARD of 3/3/16 coded the resident as having 15
out of 18 on the BIMS (brief interview for mental
slatus) indicating the resident was cognitively
tntact.

An observation was conducted on 4/26/16 at 4:05
p.tr. of the medication administration pass with
LPN (licensed practical nurse) #6, LPN #6 had
just returned from administering medication to a
resident and sanitized his hands. LPN #6 poured
the medicalions for Resident #12 and took them
into the resident's room 1o administer the
medications. LPN #6 handed the medication cup
and water cup to Resident #12. After the resident
look the medication and drank the water, LEP'N #6
retrieved the medication and water cups from
Resident #12 with his bare hands and placed
them into the frash, LPN #6 returned to the
medication cart and without sanitizing his hands
poured the medications for Resident #26. LPN #6
went inlo the resident's room to administer the
medications. LPN #6 handed the medication cup
and water cup to Resident #26, After the regident
took the medication and drank the water, LPN #6
retrieved the medication and water cups from
Resident #26 with his bare hands and placed
them into the trash. LPN #6 sanitized his hands
when he returned o the medication carl,

An interview was conducted on 4/27M16 at 3:30

F 441

p.m. with RN {registered nurse) #1. When asked
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what infeclion control practices staff followed
when administering madications, RN #1 stated,
"Wash hands before start to prepare meds
(medications), wear gloves if have a liquid. Wear
gloves if spoon feed them (the resident). Wash
hands or hand sanitize as appropriate aiter

An interview was conducted on 4/2716 at 3:40
p.m. with LPN #6. When asked what infection
control practices staff followed when
administering medications, LPN #6 stated, "Hand
washing.” When asked when that was done, LPN
#6 stated, "Before and afler.” When asked why it
was important to wash your hands, LPN #8
stated, "Because | might have come in cantact
{with something) that could cause an infection. It
is to avoid passing Infections even to myseif."
When the observations from 4/26/16 were
shared, LPN #6 staled, I washed my hands
some of the ime." When asked If he should have
washed his hands each time, LPN #6 stated,
HYES-II

An inlerview was conducted on 4/27/16 at 4:35
p.m. with ASM (administrative staff member)} #3,
the interim director of niursing, When asked what
infection control praclices staff followed when
administering medications, ASM #3 stated,
"Sanitize their hands before they start the med
{medication) pass, sanitize after administering the
meds." When asked why it was important for staff
to sanitize their hands, ASM #3 stated, "It's
infection confral, you're going from patient to
patient to patient. We're the number one carrier
(of infection), it's their (the staffs) protection as
well." .

Review of the facility's policy titled, "MAND
WASHING" documented in part, "When caring for

]
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people, the hands are always touching the
resident, or articles and equipment used in the
care of lhe residents. As a regult, germs from

transport them to other persons and places,

be carriers of disease-producing organisms.
Anyone can become the victim of an infection.
TIMES WHEN HAND WASHING 1S VERY
IMPORTANT: C. Before and after resident
contact."

On 4127116 at 5:15 p.m. ASM #1, the
adminlstrator and ASM #2, the senior clinical
services specialist were made aware of the
findings.

and Wilkins page 140-143 concerning hand
washing and the use of hand sanitizer: "The

indirect patient contact;...before preparing or
administering medications...always wash your
hands with soap after removing gloves...when

alcohol-based hand rub 1o alf surfaces of the
hands. Rub hands logether until all of the
product has dried (usually aboutl 30 seconds).”

these are transferred to your hands. In turn, you

including your own face and mouth. All residents
are possible sources of infections, Also, so-called
"well" persons, including Facility personnel, may

Mo further information was provided prior to exit.

In Fundamentals of Nursing, Lippincott Williams

hands are conduils for almosy every transfer of
potential pathogens from one patient o another,
from a contaminated object to the patient, or from
a stall member {o the palient. Hand hygiene is
the single most imporant procedure in preventing
infection... lypically hands are washed with 50ap
before coming on duty; before and after direct or

using hand sanitizer, apply 2 smalt amount of the
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F 441 Continued From page 55

2. During the General Observation Task
condueted on 4/28/16 with OSM {Qther Staff
Member) # 9, direclor of environmental services,
At approximately 12:45 p.m., observation of the
resident shower room located on the Magnolia
Unit, revealed four pair of used plastic gloves
lying on the floor in the shower room, OSM#9
stated, "They should be Ihrown out.”

On 4/28/16 at approximately 12:45 p.m., ASM
(administrative staff member) # 3, interim director
of nursing was asked tu observe the resident
shower room on the Magnolia Unit. When asked
if the gloves found in the shower roorns were
disposed of properly, ASM # 3 stated, "No, They
should have been put in the trash."

On 4/28/16 at approximately 2:00 p.m. ASM
(administrative staff member) # 1, the
Administrator, was made aware of the findings.

Mo further information was provided prior to exit.
F 502 483.75()1) ADMINISTRATION
55=0
The facilily must provide or obtain lahoratory
services to meet the needs of its residents. The
facility s respansibie for the qualily and timeliness
of the services,

This REQUIREMENT is not met as evidenced
by;

Based on staff interview, facility docurnent
review, and clinical record review, it was
determined that {he facility staff fsiled to obtain
physician ordered laboratory {ests for two of 26

F 441

F502

1. Resident #6°s physician was
notified of the HgAlc not obtained on
04/27/2016 no new orders given.
Resident #4°s physician was notified
of the HgAle not obtained on
04/27/2016 no new orders given.

2. Residents with physician’s orders
for laboratory testing have the
potential to be affected if the lab is not
obtained as ordered. An audit of
physician ordered laboratory testing
within the past 30 days will be
completed to ensure lab was obtained,
corrective action will be taken as
indicated.

F 502
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residents in the survey sample, (Resident #6 and
Resident #4).

1. The facliity faited to oblain a physician ordered
tabaratory test, Hgh A1C (hemoglohin A1C (1)
for Resident 46,

2. The facility staff failed to oblain a prhysician
ordared laboratory test, HgbAic (hermoglabin
A1C -average level of blood sugar [glucose] over
the previous 3 months (1)), for Resident 74,

The findings includa:

1. Resident #8 was admilted lo the facility on
8/17/12 with diagnoses that included but were rot
limited to: high bload pressure, diabetes,
depression, chronie fibromyalgia {a disorder that
causes muscle pain and fatlgue (1)), insomnia
and anxiety.

The most recent MDS assessment with an
assessment reference dale (ARD) of 2/12M16
coded the resident as being cognitively intact to
make daily decisions. The resident was codad as
requiring extensive assistance of one or more
staff members for afl of her aclivities of daily living
except eating in which she was independent after
set up assislance was provided.

The physician order dated, 7/27/15, and signed
by physician on 4/15/16, documented, "Hgb A1C
Q (every) 3 months (Aug, Nov, Feb, May) on the
1st every 3 manths starting on the 15t for 1 day
for labs (laboratory tests).”

The comprehensive care plan dated, 5/15/15,
documented, "Foous: Digbales Mellitus with
potential for fluctuating blood sugar levels that
may impagt health status and day to day

{Xa) 10 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION {X5)
PREETX (EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFX (EACH CORRECTIVE ACTION SHOULD RE COMPLETION
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3. Licensed nurses will be re-educated
on the process for entering, scheduling
and obtaining physician ordered labs.
4. The DON/designee will audit iab
orders weekly times 12 weeks to
ensure labs were obtained as ordered.
Results will be forwarded to the QA
committee for review.

5. Allegation of compliance: 5/31/16
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function.” The “Interventions" documented in patt,
“Labs (laboratory lests) ordered by doctor.”

Review of the clinical record failed to reveal an
Hgb A1C level in Navember 2015,

The "Laboratory Administration Report" for the
rnonth of Novernber 2015 documented, "Hgh A1C
@ 3 months {Aug, Nav, Feb, May) on the 1st
avery 3 months." There was no documentation
that the test was complated,

At the end of the day meeting on 4/27/16 at 5:24
p.m., a copy of the missing laboratory test was
requested,

On 4/28/16 at 9:20 a.m. adminisirative staff
member (ASM) #2, the Senior Clinical Services
Specialist, informed this surveyor that the facitity
could not find evidence that the laboratory test
was compleled,

An interview was congucted with ASM #3, the
interirn director of nursing, on 4/28/16 at 9:45
a.m. When asked the process for obtalning
laboratory lests, ASM #3 stated, "There is a
physician order, We make a lab slip. It is drawn
in the morning. Around 12:00 p.m. to 1:00 0.
the lab faxes the results {o three printers, We
take ther off the printer and give them to the
nurses to send them to the doctors.” When asked
how they ensure all laboratory tests are done per
the physician orders, ASM #3 stated, "We check
the laboratory administration record "

The facility policy, "Laboratory Test Resuits,
Reporting” did not address the need for a
physician order.

{%4) 1D SUMMARY BTATEMENT OF DEFICIENGIES 1o PROVICER'S PLAN QOF CORRECTION (X5}
PREFIX (RACH DEFICIENGY MUST BE PRECECED BY FLAL FIRERIX {EAGH CORRECTIVIE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) AL CROSS.-REFEREMCED TO THE APEROBRIATE DATE
DEFICIENEY}
502 Continued From page 57 F 502

FORM CME-Z56T(0E-89) Previous Varsions Obaolete Event ID:KVPUT

Facility i0: VAQRDS if continuativn sheat Page 38 of 67



DEPARTMENT OF HEALTH AND HUMAN SERVICES
GENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/05/2016
FORM APPROVED
OMB MO. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIE/CLIA (X2} MULTIPLE CONSTRUGTION (%3} LATE SURVEY
AND FLAN OF CORRECTION IPENTIFICATION NUMBER; COMPLETED
A, BLILDING -
405038 BWING ___ | et et ey, e 04/28/2016
NAME OF PROVIDER G2 SUPP|IET BTREET ADDIRESS, CITY, STATE, 21 CODE
8575 RIXLEW LANE
MANASSAS HEALTH AND REHAE CENTER
N MANASSAS, VA 20100
{#a) 10 SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOWLO BE COMPLETION
TAG REGULATORY O LEC IDENTIFYING INFORMAT ION) TAG CROSS-REFERENCED TO THE APPROFRIATE oniE

DEFIGIENTY)

F 502 Continued From page 58

According to Fundamentals of MNursing, 5th
Edition, Lippincot Wilfiams & Wilkins, 2007.

in refation to the client's underlying health
problems and treatment modalities. These
results can also identify aclual or potential heaith
frroblems. .. _Bometimes, taboratary tests and
diagnastic procedures are used to judge the
effectiveress of nursing interventions or medical
treatment.”

The administrator was made aware of the above
finding on 4/28/16 at 12:53 p.m.

{1) HbA1c is a lab test that shows the average
level of blood sugar (ghucose) over the previaus 3
months. It shows how welt you are cantrolling
your diabetes. Allernative Names include:
Hemegiobin - glycosylated; A1C. (5) This
infarmation was obtained from the website:
<http:/fwww.nim nih.gov/imediineplus/ency/articie/
003640, htrn>

2. The facilily staff failed to obtain 2 physician
ordered laboratory test, HghA1¢ (hemoglobin
A1G -average level of blood sugar {ghucose] over
the previous 3 months (1)), for Resident #4.

Resident #4 was admitted to the facility on 5/2/14
with dizgnoses that included but were not limited
to: cerebral vascular accident (when blood flow
to your brain stops (2)), depression, anxiety (fear
{3)), atrial fibrillation (a problem with the speed or
riythrn of the heartbeat {4)}, anemia (low iron (5))
and hyperiension (high blood pressure (6)).

Resident # 4's most recent MDS (minimum data

Fage 165, Laboratory tests are always inferpreted

F 502
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set), a quarterly assessment wilh an ARD
{assessment reference date) of 2/19/16, coded
Resident # 4 as scoring a 15 on the brief
interview for mental siatus (BIMS) of a score of 0
- 135, 15- being cognitively intact for making daily
decisions. Hesident # 4 was coded as requiring
extensive assistance of ane staff member for
aclivities of daily living,

Resident #4's elactronic clinical record revealed &
physician's order dated 12/2/15, The physician's
order documented, "HgbA e tomorrow."

Raview of Resident # 4's electronic clinical record
failed to evidence laboratory results for Resident
# 4's MgbAle laboratlory test,

On 4/28/16 at 8:30 a.m., an interview was
conducted with ASM (administrative staff
rmemnber) # 2, senior clinical services specialist,
When asked about the labaratory test results for
Resident # 4's HgA1c, ASM # 3 slated, "We're
unable to Incate the lab, We called the lab and
they didn't have it. The order should have been
transcribad and the Jab drawn.”

On 4/28/16 at approximately 2:00 p.m. ASM
{administrative staff member) # 1, the
Administrator, was made aware of the findings.

Mo further information was provided prior to exit.
References:

{1) This information was oblained from the
website:

hilps:/www_nim_nih gov/imediineplus/ency/article/
003840, htm
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(2) This informalion was obtained from the
website:
nttps.fanw.nim . nih.gov/mediineplus/stroke. b,
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websilg:
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The facility must file in the resident's clinical
record laboratory reports that are dated and
contain the name and address of the testing
laboratory.

This REQUIREMENT is not met as svidenced
by:

lgased on staff interview, facility document
review, and clinical record review it was
determined that facility staiff failed to file
laboratory test reports in the clinical recard for
twer of 26 residents in the survey sample;
Resident #10 and #17.

1. The facility staff failed to file @ Pro-BNP iest

result, ordered by the physician on 2/18/18 in tha

chinical record for Resident #10.

Pro-BNF (Brain natriuretic peptide) is a test used

to detect heart failure, Incressed fevels in the
blood can indicate increased tension in the walls
of the heart.{1}

2. The facility staff failed to file the resuits of a

TSH (thyroid stimulating hormone) and a Vitamin

B 12 level in the clinical record for Resider #47.

L. Resident# 10°s ProBNP was
scanned into the medical record on
04/28/2016. Resident # 17’s TSH and
Vitamin B12 results were scanned into
the medical record on 5/16/2016.

2. Residents having orders for
labotatory testing have the potential to
be affected if Jab results are not placed
into the medical record. Ap audit of
physician ordered laboratory testing
within the past 30 days will be
completed o ensure lab is present ip
the medical record, corrective action
will be taken as Necessary.,

3. Licensed nurses and the medical
records clerk will be re-educated op
the process for ensuring laboratory
results are obtained and placed into
the medical record.

FOREM CMS-2567[02-99) Previgus Versions Obsolete

Event [D: KVYPUTE

Fariity I VADOUS i continuation sheel Page 61 of 67



PRINTELD: 05/05/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB MO, 0938-0391
STATEMENT OF DEFICIENCIES (X1} FROVIDER/SUBELIERIGLIA (X2) MULTIPLE GONSTRUCTON {%3) DATE SURVEY
AND PLAN OF CORRECTION IOENTIFICATION NUMBIER; A. BUILDING COMPLETED
495038 B WING | 0472012016
NAME OF PROVINER OR SURPLIER STREEY ADDRESS, CITY. STATE, 2IF CODE

B575 RIXLEW LANE

ASS : z
MAN AS HEALTH AND REHAB CENTER MANASSAS, VA 20109

(X4} 100 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF (ORRECTION (XS]
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREED {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY DR LS IDENTIFYING INFORMATION) TAG CROBE-REFERENCED TE) THE APPROPRIATE DATE

DEFICIENGY)

F 507 Continued From page 61 F 507
The findings include: 4. The DON/designee will audit lab
1. Resident #10 was adrmitted to the facility on orders weekly x 12 weeks to ensure
3/25/12 and readmitted on 10/3/13 with results ave scanned into the electronic
diagnoses that included bul were not limited to: medical record. Results will be
anoxic brain damage, difficulty swallowing, forwarded to the QA committee for
depressive symptoms, and stroke, Resident review
#10's most recent MDS (Minirmum Data Sef) was 18W. ) . -
# qugr[erly assessment with an ARD 5. Allegﬂﬂﬂn Of Cﬂmpllalwﬂi 5[71/1 6
(Assessment Reference Date) of 3/8/16, 2367,

Resident #10 was coded as being severely
cognitively impaired in the ability to make daily life
decisions on the slaff assessment for merdal
stafus exam.

Review of Resident #10's physician telephone
arders revealed the following order dated and
signed by the physician on 2/18/16: "2} Pro-BNP
test tomorrow,,,”

Review of Resident #10's order summary report
revealed that this order was completed on
2119/18,

The ordered Pro-BNP results could not be found
in Resident #10's clinical record.

On 4/27/16 at 2 p.m., an interview was conducted
with LPN (Licensed Practical Nurse) #10. When
asked the process of filing a laboratary test she
stated that once a laboratory lest s received, il is
placed in the MD (Medical Doctor) box until he
slgns . She stated that medical records will then
scan the labs into the medical record. She stated
that she could not find Resident #10's Pro-ENP
laboratory test dated 2/18/16.

On 4127116 LPN #10 provided a copy of the
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Fro-BNP that was faxed over fram the laboratory
campany. The date and time the taborafary result
was faxed to the faciity was on 4/27/16 at 41:13
a.m. The results were within normat limits.

On 4/28/18 at approximately 9:00 a.m., an
interview was conducted with OSM (other staff
member) #3, the unit coordinator. When asked
the process of filing labaratory resuits in the
clinical record she stated, "First nurses will call for
the faboratory test, fill out a laboratory slip and
call lab to come to the facility to draw the ordered
lest, Results are faxed to our fax machine and
the nurses will review the tesl, i the [aboratory
test is abnormial they will notify the doetor right
away. If the tab is normal the lab goes into the
MD box. When the physician comes into the
facility he will review all fabs in his box and signs
them." (GM #3 stated she will help medical
records scan singed laboratory tests into the
computer system. She stated that if the physician
does not sign the labs thay will leave the resuits
the MD box. She staled that a lab from Fehruary
should have been in the dlinical record.

The facility policy titled, "Medical
Records-General information and Audit”
documents in part, the following: "A complete,
current and properly avthenticated medical record
shall be maintained for each patient/resident in
accordance with accepted professional standards
and state and faderal rules, regulations and laws
to provide complete and accurate patient
information systems for comtinuity of care.”

On 4/28/16 at 5:00 p.m., ASM (administrative
siaff member) # 1, the administrator, and ASM #
2, the senior clinical services specialist, were
made aware of the above findings.
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Mo further information was presented prior to exit.
References:

(1) This information was obtained from lhe
National Instifutes of Health
hitp:/fwww.nebinim.nik.govipme/articles/PMC 176
7525/,
(4) This information was obtained from the
wehsite:

 https /iwww.nim.nih.govimediineplus/atrialfibrillati
on.html.

{5) This information was obtained from the
wahsite:
Mips /Avww nim.nih.govimedlineplus/anemia.him|

(&) This information was obtained from the
website:
nttps:Awww.nim.nih.gov/medlineplus/highbloodgr
essure.html.

2. The faclity staff failed to fite the results of a
TSH (thyroid stimulating harmone (1)) and a
Vitamin B 12 (2) lavel in the clinical record for
Resident #17.

Resident #17 was admitted to the facility on
716 with diagnoses that included but were not
flimited to: siroke, high blood pressure, dysphagia,
diabeles, mood disorder, scoliosls, and
gasiroesophages! reflux disease.

The most recent MDS (minimum data set)
assessmant a quarlerly assessment with an
assagsment reference date of 3/23/186, coded the
resident scaring an 11 on the BIMS (brief
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Interview for mental status) score indicating that
she was moderately impaired to make daily
cognitive decisions.

Review of the clinical record revealed a physician
order dated, 3/7/16, that documented, "CBC
{complete blood count (3)), Cham 14
(Comprehensive Melabolic Panel (CMP) (4)),
Lipid panel (5), TSH, Vitamin 8 12"

Review of the clinical record revealed & laboratory
test resulls dated, 3/8/16, which documented the
results of the lipid panel, Chem 14 and the CBG.
There were no resulls for the TSH or Vitamin 812
fevel,

An inlerview was conducted with ASM
(administrative staff mamber) #3, the interim
director of nursing, on 4/28/16 at 8:45 a.m. When
asked the process for oblaining laboratory tests,
ASM #3 stated, "There is a physician order, We
rmake a lab (laboratory) siip, W is drawn in the
maorring. Around 12:00 p.m. to 1:00 pan. the iab
faxes the resuls to three printers. We take them
off the printer and give them to the nurses to send
them to the doctors.” When asked how they
ensure #il laboratory tests are dane per the
physiclan orders, ASM #3 stated, "We check the
laboratory administration record.”

On 4/28/16 at approximalely 10:00 a.m. a copy of
the TGH and Vitamin B 12 level for Resident #17
were requested from ASM #2.

On 4/28/16 at 11:56 a.m. ASM #2, the senigr
clinical services specialist, presented a copy of
the TSH and Vitamin B12 levels that had been
faxed to the facility on 4/28/16 at 10:22 a.m.
When azked if they were {n the clinical record,
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ASM #2 slated, "Those tests take longer to run.
It's not to say they weren't here, But we had lab
fax them over, There were done, just not in the
clinical record.”

The facllity policy, "Laboratory Test Resuits,
Reporting” documented, "Purpese: Ta ensure lab

. results are received and acted upon in a timaly
manner. Procedure: 1. Upon completing of the
ordered iab tests, the lab will send written resulls
to the facilily. 2. The tab will identify any critical
values notily the facility as soon as possible; and
the Nurse will notify the physician as soon as
possible, 3. The Nurse wilf cafl or fax the
abnormal results to the physician, All written
reports Will be sent {o the physician or left in the
physician's mailbox in the facility to be initialed to
verify physictan review, 4. When the nurse has
called or faxed the results to the physician, the
Murse will write on the fab slip: Results faxed to
Dr. Smith at B00-555-1212 on Sept 12, 1997 at
3:00 pm"

The administrator was made aware of the above
findings on 4/28/16 at 12:53 p.m.

(1) A TSH test measures the amount of thyrold
stimulating hormone (TSH) in your bleod, TSH is
produced by the pituitary giand. It tells the thyroid
gland to make and release thyroid hormones into

website:

hittps Hfeww.nim.nith.gov/medlineplusfency/article/
(003684.htm

(2) These vilaming help lhe process your body
uses to get or make enaergy from the food you
aat, They also help form red bload cells. This
inforrmation was obtained from the website:

meta?vi3Aproject=medlineplus&vih3Asourcess
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the biood. This information was abtained from the

htips:/fvsearch.nlmonib.govivivisimolegi-bin/query-
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medlineplus-bundie&query=Vitamin+B+12.

(3) A CBC measures the number of red blood
cells { RBC count } The number of white blood
cells { WBC count ) ... . This information was
obtained from the wabsite:
hitp:/fvsearch.nim.nih.govivivisimo/cgi-binfquery-
mela?visIAprojeci=medlineplus&auery=CBC&xx=
248y=17

(4} Chem 14 or Comprehensive Melabolic Panel
{CMP) is used as a brozd screening tool to
evaluate organ function and cheek for conditions
such zs diabetes, liver disease, and kidney
disease. The CMP may also be ardered to
maonitar krown conditions, such as hypertension,
and to monitor people taking specific medications
for any kidniey- or liver-related side effects. If a
doctor is interested in following two or more
individuat CMP components, she may order the
entire CMP bacause it offers more information.
This information was ablained from the website:
<http:/fvsearch.nim.nih. govivivisimo/cgi-bin/query
-metatvi3Aproject=medineplus&query=CMP&x
=OQ&y=21>

{5) A blood test cailed a lipid panel measures
triglycerides and cholesterol. This information
wag obtained from the webaite;
http:/fvsearch.nim.nih.govivivisimo/egi-binfquery-
meta?v%3afile=viv_9ra3Vtdserver=pvibsrch00. ni
m.nih.govav:sialesroot%7Croot-10-10% 700
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