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An unannounced Madlcare/Medicald
abbrevlated survey was conducled 1/22/20-
1/23/20. Corrections are requirad for
compliance with 42 CRF Part 483 Raquirements
for Federal Long Term Care facllities. The Life
Safety Cods survayfreport will follow.
Complalnts were investigated during the survey.
FBa4n lity of C:
The censuis I thls 120 certified bed facllity was Guolty of Gare | .
113 at the time of the survey. The survey ) 1. Residont 1 discharged from facliity on 1/44:2020. | pameiaqan
sample consistad of 5 current Rasident raviews | - |Realdant #4 Is currantly racaiving gitlbictic madieation "
(Residants 2 through 8) and 1 closed record. - par Physidien Orders, ' :
review (Residant 1). T e 2. Qualy Monhor complated by Diragtor af Nureing!
R : . |daslgnea of currant raeldants racalving antiblotcs In
F684 Qualty of Care- - i 7| FB84  ithe pest 30 days o ensure anlibiolics are adminlstered
58=H CFR(s): 483.25 L per phyaiclan orders without omisslon. Fellow up
) ’ basad on findings.
483.25 Quality of care Quelity Monltor completed by Dlreclor of Nursing/
Quallty of care 1$ a fundamental prlnciple that designee of current resldents recelving treatments In
" . tha past 30 days 1o ensura traatments are
?Pl?lll es ta .3" treatment and care provided to adminlelerad par physician orders wilhout omission,
acillty residents. Based on the comprehenslve Follow up based an findings,
assessment of a rasident, the facllity must
angure that residents receive treatment and care 4. Lieansed nursss re-aducaled by Director of Nursing,
in accordgnca \Vlth profassiona] Slandards 0]‘ related lo adminisiration of medications and
practice, the comprehensive person-centerad Ireatments par Physician ordars. &£ -
care plan, and the residents' choices, 4, Director of Nurging/designae to conduct random &} gf
quality monitaring of rasldants racalving antiblotics o i
Thiz REQUIREMENT is not met as evidenced ensura antibloties ars adminiatered par physiclan g
by: orders without omizalons, & x weekly x 4 weaks, 3 x @ U-f
waekiy ¥ 4 waaks then waekly and PRN a& Indisatad. g
I Diractor of Nursingfdasignea to conduct random = =
Based on observation, staff interview, and quallty monlloring of resldsnts recalving treatmentsto | €5 <
clinical record raview, facility staff failad to ensure traatmanis are administarad par physlcian
ensurs the resident's care was provided i - ordears Witheut emisslons, 5 X waekly x 4 waoks, 3 x
accordance with the comprehensive person- Hocity xd woolke “;”;"tf‘g‘;yp?"d PRI 2s Indizatad.
"- o om ol Ngs 1@ ae raporta Cominitiaa maninly
Eenterad care plan tthUQh fallure tq._._aclm.lnlsterf and updatad ag Indicatad, Guality munitaring schedula
& treatment &s otdeted for 2 of 6 residents in the modlfied based on fingings.
survey sample {Residents # 1 and # 4).
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sufficlenl pretection to the patienls, (See Inatiuctions. ) Exeapt for nurging homas, the findings alatad above are dlacionsble 90 days folqwing the date of te au
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SUNMARY BTATEMENT OF D..FIGJENC[ES

* 1, ForRedldent #1, facility staff falled to

administer a bone stimulator as orderad.

On the most recent Minimum Data Assessment,
the resldent scored 1/15 on the briaf interview
for mental status and was assessad as without
signs of delifium, psychosls, or behaviors
affatting ¢are. Diagnoses Included famur
fracture, demantia, encephalapathy, difficulty
walking, dysphagia, hallucinations, diabetes
mellitus, chronic Kldney disease, and
atherosclerotic heart dizease.

The complain stated that the log for the

resident's bone stimulatar did not record the. -, { ‘

stimulator belng admlnislared 25 nrdere‘d" -

Clinical record reaview revealad a.;ahyslclan ordar
for a bone stimulator ordered $/10/2020 for bone

 $timulator to lsft thigh 20 minutes twice a day.
Treatmant records indicated the treatment was |

administerad ons two times on 1/12/20.
Dogumentation was blank on 1/10, 1111, and in
the morning of 1/13. Documentation indicatad it
was held "due to condltion" on the svening of
143 and morning of 1144, During an interview
an 1/23/202Q, the directar of nursing raported
that the holds due to condition ware at the
request of a family member staying with the
resident. The survayor concluded the resident
did not receive the bore stimulator treatiment
twe limes a day as ardered.

The congarh was reporied to the administrator
and dirsctor of nursing during a Sl.lmmary
meeting on 4/23/2020.

2. For Residant #4, facility stalf falled o
administer antibiotic medlcatlons.as ordered.

On the most recent Minlmum Data assassment,
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the residert scored 14/15 on the brlaf Interview
for menlal status and was assessad as without
slgns of delltium, psychosis, or behaviors
affecting care. Diagnoses included pneumonia,
methlelllin resistant siaph aureus as cause of
infection, atriat fibrillatian, vascular dementla,
diabeles mellitus, congestive heart failure,
hypertension, and history of falling.

Clinical record review ravealed a physician ordar
dated 12/31/19 for Levolloxacin 500 milligrams
dally for 5 days. The medication administration
recard indicated the medication was
administered once per day on 1/1 through
1412020 for a total of 4 doses,

Clinical record review revealed a physiclan order
dated 12/30/19 for'2yvox 800 mllligrams fwice
dally for 10 days. The medicaticn-administration
record documented the medication was
administared onee on /2 and twlce par day ah
1/3 through 1/12/2020 for a tolg! of 21 doses.

The surveyer discussed the congern that
nelther antibictic was administerad as ordered
during an Interview on 1/23/2020.
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