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F 000 IINIl1AL COMMENTS 

; The following reflects the findings of the 
: Department of Public Health during a Licensing 
and Recertification Survey. 

Representing the Department of Public Health: 

 RN-HFEN 

,  RN·HFEN 

I 


Total Population: 49 
Sample Size: 13 

Highest SIS =E 
F 2461 483,15(e)(1) REASONABLE ACCOMMODATION 
gs.D ! OF NEEDS/PREFERENCES 

IA resident has the tight to reskie and receive 
Iservices in the facility with reasonable 
accommodations of Individual needs and 

I
;preferences, except when the health or safety of 
the individual or other residents would be 
endangered. 

1This REQUIREMENT is not met as evidenced 
, by, 

I 
I 
: Based on observation and interview, the facility 
failed to accommodate the residents need by not 

, a!lowing the resident to continue using a small 
personal refrigerator in her room and monitor the 
temperature as needed for ona out of 13 sample 

! ",sidents (1)~ 

1 Findings; 
I 

'" r PROVIDER'S PLAN OF CORRECTION , (XS) 
PREFIX (EACH CORRECTJVE ACTION SHOULD BE I CO~Pt..IHION 

TAIl ,1 CROSS-REfERENCE!) TO THE APPROPRIATE ""'" DEfiCIENCy) 

FOOOJ This Plan ofCorrection constitutes my 
written credible allegation of compliance 
fur the deficiencies noted. 

This is a disclaimer statement fur SNF 
Plan ofCorret:ricn, 

States that this POC is not in agreement 
with the DHS conclusions. 

'" ;:::;"" 
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("'> 
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'"V1 

::::: " 
F24S;, 

, Resident I was inunediately offered ust9f 
we refrigerator in the lounge which is 
specificaHy designated fur use by residents 
only. 

AU needs for refrigerator use by resideots 
were assessed and evaJuated by the facility 
interdisciplinary team to ensure 
compliance with accommodation of 
resident needs. 

The entire facUity staff was in-servjced by 
the assistant administrator regarding 
accommodation ofresident needs 
including need for use ofthe resident 
refrigerator, 

The Assistant Administrator and Director 
ofNursing will monitor complianee on a 
monthly basis through quality assurance 
facility rounds to ensure sustairu!d 
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Any defWiency statemenl erid7ng with M Aste:isk ("1 denotes a deftclency which the Instilullon may be excused frOm comtc1ing providing it is {felermIned thllt 
Cthef s:a1eguards provide sufficient protection to the patients. (See instructk:ms.) Except fDr nursing homes, Ihe ftndmgs ~ted above 8«1 di$dosable 90 days 
rollDWiog lhe da1e of sUlVey whether Of not a Plan of oorreclion is provided. F« nlHSing homes, the ab:we findtngs and plans of correction are disclosable 14 
days follOWing the dale these Qoc:umer-is are made available jo the facility. If defidencie!9 are cited, an approved plan of correctiOn is requisite kt continued 
program partlclpanon, 

--~~~---.~~~~-~~~-~~. 
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practices.
F 248 I Continued From page 1 F2461 

IOn October 5,2012, at 5: 30 p.m., during the 
, initial tour of the facility the Surveyor observed in 

The Quality Assurance Committee will 
monitor compliance on a quarterly basis to 
evaluate effectiveness, 

!10120!l2 

I 
: Room 3 a personal refrigerator that belonged to
IResfdent 1. Inside the refrrgerator there were 
three small cartons of milk shake containing 118 
milliliters (ml) eaCh and tiNa bottles of Glucema 
milk shake contaIning 237 m!'s each, There was 
no thermostat inside the refrigerator andJor a 
temperature log maintained by the facility to 
ensure the foods inside the refrigerator were , 
stored at the right temperature 10 order to prevent ' 
the potential for food borne diseases. 

On the same day and time, during an interview 
with Resident 1'$ family member who was sftting 
in Room 3, Bed-B, she stated the milk shakes 
and Glucema shakes were for her the resident 
since she was not eating very well 

During an Interview with the Director of Nurses 
(DON) who was present during the tour stated 
the facility does not have a thermostat for 
residents personal refrigerator and there was no 

. dally log maintained. 

On OctoberCi, 2012, at 7: 56 a.m., during rounds 
the resident's refrigerator was removed from lier 
room. When asked, the DON indicated since the 
facility did not have a policy to monitor the 
resident's personal refrigerator and no one to 

. maintain the daily log, the facilIty instructed the 
I resident's family to take the refrigerator away 
: from the room. 

Ion October 6, 2012, at 8:15 a.m., during an 
I intelView with the Malntenance SUpeNlsof, he 
! stated the facility do not have a policy for 
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F 246 ; Continued From page 2 I 
I residents personal refrigerator' monitortng or to I 
1maintain a daily temperature monitoring log, The 
resident was not allowed the continued use Of her 'I 

1persona! refrigerator. 
F 2781 483<20{9) • mASSESSMENT < 
SS=D ACCURACYICOQRDINATIONICERTIFIED I 

The assessment must accuratefy reflect the I 
Il'eSident's status, 

1 
, A registered nurse must conduct or coordinate 
each assessment with the appropriate I 
participation of health professionals, I 
A registered nurse must sign and certify that the I 
assessment is completed. 

Each individual who completes a portion of the 
assessment must sign and certify the accuracy of I 
that portion of the assessment 

I	
Under Medicare and Medicaid, an individual who 
willfully and knowingly certifies a material and 
false statement in a residant assessment Is 
subject to a civil money penalty of not more than I 
$1,000 for each assessment; or an individuaf who; 
willfully and knowingly causes another individual I 
to certrfy a material and false statement in a ' 
resident assessment is subject to a civil money I 
penalty of not more than $5,000 for each 
assessment ! 

, Clinical disagreement does not constitute a I
, material and false statement 

I 
,This REQUIREMENT is not ~t as evidenced 

by; 

F246 

I 
F 278/ 

DATE 

I A cOrreWon MUS was immediately ;lOIIOJI2 
submitted for Resident #12 and Resident 
#13 with the status of the pneumonia 
vaccine codes correctly coded 1. 

The Director of Nursing reviev.-ed all !10120/12 
current facility residents MDS vaccine 1 

1statUS section to identify if any other 
resident MDS vaccination Status update 
was indicated to ensure compliance. 

The Director ofNursmg provided a one­ !10120112 
1on-onc in-service with the MDS Licensed 

Vocational Nurse regarding assessment 
accuracy and accurate MDS coding to 
ensure systemic change. 

The facility DON and Interdisciplinary 
Team will monitor sustained compliance 
through monthly MDS Quality Assurance 
Audits, 

!1O!20Jl2 

The facility Quality Assurance Committee 
will evaruate achieved effectiveness 
quart<:riy< 

It0120i12 

I 

[ 

1 
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, F 278 Continued From page 3 I F 278' I 
Based on Interview and record review, the facility II I 

failed to ensure that the residents' pneumo ' 
vaccination status were assessed accurately to . j 

; reflect the actual status of the residents on the i ' IMinimal Data Set (MDS) assessment for two out iii 
: 0113 sampie residenls (12, 13),: i 

, 

Findings: I 
a. According to the admission record, Resident I: I ! 
12 was admitted to the facUity on October 24, I : 

. 2011, with diagnoses that included atrial , I ,fibrtuation, diabetes mellitus, and coronary artery j : ,
I: disease, : I I 
A revfe\.\.' of the resident's MDS dated Novomber I ' 

6,2011. and August 8, 2012, indicated the ,
1

I pneuma vaccine was coded 0/3 which meant the ! I 

residenfs pneuma vaccine was not updated: , 

because the pneumo vaccination was not offered, I ! 

A review of the Pneumonia Vacdne J i 

Administration Record Sheet Indicated the 

Pneumo vaccine was administered on October, 
 I 
29,2011, I : ' 

I 
: On October 7, 2012, at 12:40 p,m, during an' I I 

interview wITh Licensed Vocational Nurse 2 (lVN : 

2}, she stated the pneuma vaccination was 


: administered on October 29, 2011, $0 the 1 

) pneuma vacc!natlon status of MDS dated ,
,

: November 6, 2011, and August 8, 2012, were' I' 
,coded incorrectly, and should have been coded 1, : 1 ; 


Ib. According to the adm!ssic:l record. Resident I ' , 

! 13 was admitted to the facility on June 7, 2012, 

, with diagnoses that included chronic obstructive 

pulmonary disease, diabetes mellitus, and End 
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F 218 1 Continued From page 4 	 F 278 
1 

: Stage Renal Disease. 
I 
'Areview of the resident's MDS dated November
Ie, 2011, and July 4, 2012, indicated the pneumo 
,	vaccine was coded 012 which meant the 

resident's pneumo vaccine was not updated
I

l' because it was offered but declined. i 
A review of the Pneumonia VacCination 1 


1Screening indicated the resident had received the ! 

1pneumonia vaccination on April 8, 2012. , 


On October 7, 2012, at 12:40 p.m. during an 

Interview, LVN 2, stated the resident had received 1 

the pneumo vaccination on AprilS, 2012, and the ; 

MDS dated July 4, 2012, was coded incorrect and 1 
 Itt should have been coded 1. I 

F 309/' 483,25 PROViDE CARE/SERViCES FOR F309\ 
SS=D HIGHEST WELL BEING 

Each resident must receive and the facility must 
Resident's 11,2,3 were all provided !IO!10/12,provide the- necessary care and services to attain 
immediately with an emergency kit at or maintain the highest practicable physical, bedside to manage a potential emergency 

mental, and psychosocial well-befng, in 
bleedmg in addition to the emergency kit accordance with the comprehensive assessment located in the treatment cart and land plan of care. emergency supplies in the medication 
room. 

The care plan for Resident #2 for care and 1110/10/12Thls REQUIREMENT is not met as evidenced 
precaution of hemodialysis intervention 

by: 
section was updated immediately to c. According to the admission record, Resident 
include handling emergency bleeding from 11 was. admitted to the facility on September 8, 
the shunt. 2012, with diagnoses that inc.'uded diabetes 

mellitus. (DM) type JI, End Stage Renal Disease 
The facility Interdjsciplinary Team 110/10112,, (ESRD), renal diatysis status. 
reviewed the need for bedside emergency 
kits and care plam ofall current residents The Minimum Data Set (MOS) assessment dated! 
receiving hemodialysis as well as facility 
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policy and procedures compliance, F 309 ! Continued From page 5 F 309 

ISeptember 19, 2012, indicated the resklent had 
 : 
intact cognition, and needed extensive assistance ' 

: from the staff except in eat:ng., 
IThe resident had a physician's order dated !September 13, 2012, for dialysis scheduled three : 
times a week and not to take shower due to : 

i permacatheter. 
, IIon October 5, 2012, at 6:10 p,m. during a tour 
, with Licensed Vocational Nurse 2 (LVN 2), there 
, was no emergency kit Observed in the resident's 
room. During an intelView with LVN 2 at the same 
time, she confirmed there was no emergency kit 
provided in the resident's room, LVN 2 stated the 

, emergency kit was located in the treatment cart. 

IOn October 7, 2012, at 7:45 a.m., the resident 
, was In her bed and her permacatheter with 
: dressing was ob-selVed on her right upper chest 
During an jntetview with certified nu,sing 
assistant 1 (CNA 1 J at the same time, CNA 1 
stated there was no emergency kit in troe 
reskJent's room and she would use the bed ~inens : 

Iwhen there was bleeding observed from the 
or tissues or paper towels from the bathroom 

resident's permacatheter. 

: On October 7, 2012, at 3:40 p.m. during an 
interview with Registered Nurse 1 (RN 1), he 
agreed the emergency kit sr:ould have been 
provided in the resident's room. 

o A review of the facility's po:icy of the Nursing 
Emergency of Hemorrhage indicated the supplies Ito control hemormage were included thick pads 
of sterile gauze, sanitary pads Of abdominal pads., 

: tourniquets, blood pressure cuff, scarf or belt 

The Director ofNursing and Director of 
Staff Development in~servjced all licensed 
nurses and C'NA '5 regarding assessment,. 
indications, actions, interventions, care 
plans, need fur emergency kjt at bedside 
associated with possible emergency 
bJeeding from a shunt or permacatheters. 

The DON, Nursing Supervisors, Charge 
Nurses and DSD wjjJ monitor sustained 
compllance integration through daily 
quality assurance fadlity resident rounds, 

The facility Quality A8surance Committee 
will evaluate effectiveness quarterly. 

:LO/ltl!12 

, ,, 

110/20112 

1 
IlOll0/12 
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F 309 : Continued From page 6 

I 
F 309' 

! 
IgrOVEls. I, 
: Based on observation, interview and record 

review, the facility failed to ensure that residents 

with arteriovenous shunt (AV shunt is a , 

passageway, artificial or natural, that allows blood ! 

to flow from an artery to a vein without g01ng i 


! through a capillary network) for hemodialysis 

Itreatment and had and permacatheter (used for 

i temporary access for dialysis) had an Emergency ! 

Kit at the bed side to manage a potential 

emergency bleeding for three out of 13 sample
Ii residents (2,3,11), 


: Findings; 

Ia. According to the admission record, Resklent 2 

,was admitted to the facility on J:.me 1, 2012, with 

; diagnoses that induded diabetes memtus (DM) 

type It, End Stage Rena! Disease (ESRD), renal 

dialysis status. 
 I 


. The Minimum Data Set (MDS} assessment dated ! 
: September 13, 2012, i'ldicated the resident had 1 


 and needed extensive assistance 

from the staff for all her acLvities of daily living 
 I 

(ADL), 

The resident had a physician's order dated June 

1,2012, for hemodialysis schedufed three times a 

week on Mondays, Wednesdays and Fridays. 


I 
! The care plan dated June 1, 2012, for care and 
, precaution of Hemodialysis, the approach ' 
indicated If the shunt site is bleeding calf the I 

, attending physician. However, the plan of care did, inot include Interventions or. how to handle 
I 
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F 3091 Continued From page 7 F 309! 

emergency associated with bleeding from the 

Ishunt 

~ On October 5, 2012, at 6:10 p.m. during a tour 
with the Director of Nurses (DON), there was no 

emergency kit observed in the resident's room. 

During an interview with DON at the same time, 

he confirmed there was no emergency kit 


: provided in the tesidenfs room, DON stated the 
I emergency kit was located :n the treatment cart 

IOn October 7,2012. at 7:45 a.m., the resident 
; was in her oed and her A-V shunt was observed I, 
f 00 her left upper arm. During an interview with 
certified nursing assistant 2 (CNA 2) at the same 
time, CNA 2 stated there was no emergency kit in I
the resident's room and she would use the bed 

linens when there was bleeding observed from 

the resident's sh:mt or she would ....un to the 1 

nurses station to teU the charge nu;se. 


i b. According to the adMission record, Resident 31 
: was admitted to the facil.'ty on June 1, 2012, with 

Idiagnoses that inclt;ded diabetes mellitus (OM) : 
type fI, End Stage Rena! Disease (ESRD), renal j 

i dialysis status and chrome obstructive pulmonary : 
: disease {COPD}, 	 , 

1The Minimum Data Set (MDSI assessment dated I 
IMay 30, ~012, indicated the resident had intact I' 

.cognltion, and needed limited assistance from the 

; staff for all her activities of dally living (ADL). i , ,
, I 	

I I1The resident .'lad a pr.yslcian's order dated April I' 
. f, 2012, for diaJysfs scheduled three times a Iweek on Tuesdays, Thursdays and Saturdays. 

IOn October 5, 2012, at 7: 10 p m. during a tour 	 I 
i I 
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F 309 ,J Continued From page 8 
I with the Director of Nurses (DON), there was no 
: emergency kit observed in the resident's room to!manage potentila bleeding. 

! On the same day and time during an interview 
with the DON, he confirmed there was no 
emergency kit provided In t1e residenfs room. 
The DON stated the emergem:;y kit was located in I 
the treatment cart at the n:.lfSes station, Also 
there are tourniquets in the medication room that i 
can be use. I 

F 314 1483.25(c) TREATMENTISVCS TO 
SS=D. PREVENTIHEAL PRESSURE SORES 

Based on the comprehensive assessment of a 
reslden~ the facility must ensure that a resident 

, who enters the facility without pressure sores 
I does not develop pressure sores unless the 
: individuars clinical condition demonstrates that I·

Ithey were unavoidable; and a resident havl.'1g 
pressure sores receives necessary treatment and I 
services to promote nearing, prevent infection andI, prevent new sores from developing. ' 

This REQUIREMENT is not met as evidenced 
by: 

, Based on observation, interview and record 
, review, the facility failed to ensure a pressure 
relieving device was provided to a resident whO I 
had developed Sta.ge Jj pressure ulcer to promote 

i wound healing and prevent t'le development of ' 
new ulcer for one ~andom reSIdent (15). II 

) Findings: ! 
; On October 7,2012, at 1:05 p.m, during Resident i 
[ 15's treatment observation CPl both buttOCKS area. i 

F 3091 

I 
I, 
, 

I, 
I 

F 3141 

Resident #15 physician was immediatelY 
contaC1oo with reconunendation in a 
pressure relieving mattress. The 
physician's orner was obtained and C<I.'Tied 
out timely. The care plan approach was 
appropriately updated to reflect positive 
action. 

The fadlity interdisciplinary team 

reviewed an care piants and physician's 

orders of alI current residents to identitY 

any residents needing additional pressure 

reUc'ting deYlces, and ensure compliance, 


The DJrector of Nursing in-serviced all 
licensed nurses and CNA's regarding 
pressure sore prevention and healing 
promotion to ensure systemic change;. 
promote positive outcome resident 
practices. 

The bON, Nursing Supervisors, Charge 
Nurses and DSD will monitor sustained 
performance through quaUTy assurance 
daily resident rounds. 

I10110/12 

I 
, 

: 10/10/12 

I 

1,0110112 

, 

1I0IIOIJ2 
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F 314 ! Continued From page 9 F 314, I 

I 
The Quality Assurance committee will : I0I2Q!l2 

the resklent was observed lying in a regular bed monitor and evaluate effectiveness On il 

with vinyl blue Chux under her body. quarterly basis. . 
•IAccording to the admission record, Resident 15 
i was admitted to the facility on July 2, 2012, with 

diagnoses that included hypertension, arthritis, 

and urinary retention 


The Minimum Data Set (MDS) assessment dated 

July 15, 2012, indicated the resident was I 

sometimes able to make herself understood and 


: was able to understand ct1ers. The resident 

needed extensive to total assistance from the 

staff in the activities of daily living, but did not 

have unhealed pressure ulcers. I 

A review of the Decubitus Report dated October I 

2,2012, indicated there were Stage Ij pressure I' 


sore identif>ed on both right and left buttocks. 


There was a plan of care developed on October . 

2, 2012, for the presence of pressure sore Stage


I II 00 buttocks, However, the approach plans dkl I 

I not include provIding pressure relieving device in 
! the bed, I 

IOn October 7, 2012, at 3:40 p,m. during an 

I 
Interview with Registered Nurse 1, he stated the 


! pressure relieving mattress should have been 

provided to !:he resident to prevent further 

deteriora!ion of the skin. 

A review Of the facl!i:y's Skin and Pressure Ulcer 

Protocol for Stage II Pressure ulcer lnd:cated to 

provide pressure redUCing/relieving devices to

I_ 

F 315: 483.25(6) NO CATHETER. PREVENT UTI, F 315 1 
SS=D i RESTORE BLADDER 
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IF 3151 Continued From page 10 F3151
• 

The indwelling catheter for Resident titS 110110/12 
was immediately secured per facility 

Based on the resident's comprehensive nursing policy and procedure. Resident 
, assessment, the faciHty must ensure that a 
resJdent who enters the facility without an 
indwelling catheter is not catheterized unless the 
resident's clinical condition demonstrates that 
catheterization was necessary; and a resident 
Who is incontinent of bladder receives appropriate: 
treatment and services to prevent urinary tract ' 
infections and to. festc;e as much normal bladder I 

; function as possible. 

This REQUIREMENT is not met as ev;denced 
by: 
Based on observation, inte!View and record 


review, the facility failed to ensure a resident's 

urInary indwelling catheter was secured to 

prevent potential dislodgement of the catheter 

that may result In a trauma to the urethra, and 

failed to assess and to notify the physiC:an the 

resident's tea Colored cloudy urine with 

sedimentation collected into the urinary drainage 

bag tor one random sample resident (15). 


i Findings: 

#15 physician was immediately contacted 
regarding the assessment of the dl'ainage in 
the urinary drainage bag. The physician 
orders were carried out timely. 

lhe Interdisciplinary Team reviewed all 
residents with iMwe[ling c-atlletm to 
determine if any resident care actions were 
needed to ensure compHance. 

The DON and DSD in-serviced the 
licensed nUISes and eNA '5 on indwelling 
catheter resident care practices including 
securing, assessment ru.d notitying the 
physician to ensure systemic changes. 

The DON, NllfSing Supervisors and 
Charge Nurses will mor.itor sustained 
performance waugh quality assurance 
resident rounds every shift 

The Quality Assurance committee will 
evaluate effectiveness quarterly. 

1O/li1'J2 

I 

:!O!1O!!2 

i 

1]0110/12 

fWJ20/12 

~ According to the admission record, Resident 15 
; was admitted to the facility on July 2, 2012. with 
, diagnoses that included hypertension, arthritis, 
and urInary retention. 

! The Mlnimum Data Set (MOS) assessment dated I· 

: July 15, 2012, indicated the resfdentwas 
sometimes able to make herself understood and 
was able to understand others" The resident 
needed extensive to total assistant in the 
activities of dally IMng, and was always i 
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F 315' 
, 

Continued From page 1~ I F 315r 
0 

incontinent in urine and bowel, I ! 
, 	 0 

, A review 01 the Decubitus Report dated October i I ,2, 2012, indicated there were Stage JI pressure I I I 
sore identified on both right and left buttoCkS.: I ' I 

; The resident had a physician's order dated i : )
IOctober 3, 2012, for indwelling catheter 14 ' I 1 
: French (Fr)/5 cubic centi'11eter (cc). I I 
!There was a plan of care developed on October I i 	 I' 

: 3, 2012, for the use of ir:dwelhng catheter I 0 

J secondary to presence of pressure ulcer on 
0buttocks, The approach plans included to do I I 1

indwelling catheter care as ordered and to: ' 
monitor urine for color, sediments, blood and to' r 

O 

eall the physician as necessa,'". I I i 
0 

On October 7. 2012, at 1:05 P_;T1, during Reslde'1t , 1 II 


: 15's treat-nent observation on both buttocks area ;
Iby Licensed Vocational Nurse 2 (I..VN 2). the! i ' 

resident was observed lying in her bed wi!h 1 I 

indwetiing catheter In place. The resident's LTine I . 

had sediments and was tea corored. The I : : 

indwelfing catheter was not secu~ed af'ld it was: I I 

tensed because a part of the Indweillng catheter I : 

was stUCK under the reside;1t's buttocks making , 
,	the catheter taut from the urethral meatus 

(opening). The resident's urine collected in the
I

: drainage bag was cloudy and had 
, sedimentations. 

During an interview with L VN 2 who was 

performing the treatment, sne stated the 

lndwelling cat~eter should have been secured. 

Also. there was no dOCJmented evidence the tea 

coJored urine with sedimentation was notified to 

tile physician as care plan indicated, 
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F 315/ Continued From page 12 	 F 3151 

! 
A review of the fadlity's policy (procedure of 

Indwe/Ung catheter care indicated to secure tl;e ,

catheter to thigh with tape or catr.eter strap~ 


F 3221483.25(9)(2) NG TREATMENT/SERVICES- F 322 1 

55=!) RESTORE EATING SKILLS 

Based on the comprehensive assessme"lt of a 
resident. the facility must ensure that a resident Resident #8 gastrostomy tube (GT) was !1O/8!l2 

I 

I 
who is fed by a naso-gastric or gastrostomy tube im.."'llediately checked for placement and 

i receives the appropriate treatment and services patency to ensure appropriate treatment, i 
to prevent aspira!ion pneumonia, diarrhea, prevention and services:. 
vomiting, dehydration, metabolic abnormaJities, Iiand na$al~pharyngea! ulcers and to restore, if The Director of Nursing evaluated all 1

-10/20/12
: possible, normal eating skills, 	 lieensed fltll"SCS clinical practices with 

residents with OT in regards to medication 
administration, placement check and 

1This REQUIREMENT Is not mel as evidenced patency check along with Lopez valve 

I by: practices to identity any other practice


Based on observat'on, Interview ana record actions. 

review, the facility failed to ensure p!acernent of 


1gastrostomy tube (GT) was checked before Ine DON and enteral -consultant conducted ilOJ20112medications were administered via GT, faLed to an in-service for all licensed nurses 
ensure a licensed nurse who administered regarding aU aspects of GT climcal nursing 
medicatiOns through a resident's gastrostomy practice to ensure compliance. 
tube (GT) rotiowed procedutes to prevent the 

1 

, entrance of excess air into !.tie resident's stomach: The DON a.'ld enteral consultant wi.U ~0120112
; and potentially causing distention for one out of Ii r.wnitor systemic changes through quaHly !13 sample residents (8). ' assurance resident rounds specifically 

residents with GT on a rar::dom weekly
Findings: basis. , 

a.1. According to the admission record, Resident The Quality Assurance committee will ~0!20!12
8 was admItted to the fae-Ety on May 26, 2011, evaluate effectiveness quarterly. 

I 
with dIagnoses that included cardiovascular 

accident {eVA) with hemiparesis, dysphagia and 

gastrostomy status 
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, The Minimum Data Set {MDS) Assessmert dated I· 


012, indicated the resident was 

! 


neeeed extensive to total assistarce ' 

from the staff in activities of daily liv:ng, and 

needed feeeing tube for nutntion 


: The resident had a physic'at1's order dated May 

26, 2011, to check tube feeding placement and 

patency every shift 


1
 
On October 6, 2012, at 8 a.m. during medication , 

pass observation via GT for Resident 8, Licensed I 

Vocational Nurse 2 {LVN 2) dId not check i 

placemenVpatency oft,e resident's GT. During 

an interview with LVN 2 at the sa_'11e time, she 


; stated she should have checked the placement of i 

the GT. 


A review of the facility's procedure of the Enteral ! 

Medication Administration j'1dicated to verify tube I 

pfacement by inserting a sma!1 amount of air into 
,the tube with the syringe and to listen to tt'e 


Istomach with a stethoscope for gurgling sounds. 

I 

a.2. On October 6,2012 at 7:55 a,m., during the 


Imedicatkm pass observa~iotl, Resident 8 was 

, observed in his bed with a GT jn place, and there 

iwas a Lopez valve connected. Licensed 

i Vocational N..Jrse 2 (LVN 2) was observed 
:administering the eleven morning !'fIedications , 

using a syringe barrel. LVN 2 turned eff the iI, pumping machine and admir.istered the ' 


! medications. Between admimstering medications,l 

, LVN 2 did not pinch GT or tum off the Lopez 

valve to prevent air from erltering the resident's 

stomach. LVN 2 clamped the lopez vaive whe.'l 

she rushed GT with water. However, gr,e aJiowed : 


I 
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F 3221 Continued From page 14 F 322I 

the air to enter the resident's stomach by opening 'I 1 

the lopez valve first a;,d then pouring the water. . 


, 
,Duling an interview with LVN 2 at the same time, 

she stated she should have pinched or clamped i
I, the GT between administerlng different 
ImedIcatIons and f!ushing the GT w:th water, 


A review of Nursing Standard Practice indicates 
that in order to prevent air from er:te'ing the 


, stomach during administratlor. cf medications, !he! 
,nurse should pinch the GT before aU the
ImedIcation drained from the neck of the syringe 
I· 

,
!barrel then, pour the next dosage of medication 1 


: Into the barrel. (Swearingen & Ha..vard, Photo
'Atlas of Nursing Procedures, Third Edition, Pages: 


I
267-269). I' 


F 323 483.25(h) FREE OF ACCIDENT F 3231 
SS=E' HAZARDS/SUPERVISION/DEVICES 

The facility must ensure that the resident The televisions in rooms I-A, 4-c. 6~J3, 8~ 110/10112
environment remams as free of accident razards A, 9M A, 9·B. JO~B, 20-A. 20~C and 22-C 
as is possible; and each resident receIves were immediately secured to prevent ,
adequate supervisioil and assistance devices to potential accidents, 

iprevent accidents. 
All current facility televisIons were jlOi20f12 
inspected to identifY other potential 
hazards and ensure compliance, 

This REQUIREMENT is not met as evidenced The Administratot provided a one-oil-one 1'10:'20/12
by: in~service With the maintenance wnrkcr 


! Based on observation and interview, the facility 
 regarding securmg ofall facility 

, failed to maintain the residents' environme;)t tree 
 xlevisions to ensure systemic changes, 
of accident hazards by not securing televisions 

that could cause the potential fot accidents in 
 rae Administrator wi!! monitor sustained /10120112resident's rooms, performance through facility quaIrty 

,, assurance environmental rounds on a ,IFindings: random weekly basis.. I 
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F328 
SS=E 

b

r
r
I

Continued From page 15 

On October 5, 2012, between 5:50 p,m, to 6:30 
p.m. during a tour of the facility, witt:- licensed 
Vocational Nurse 2 (LVN 2), the televisions in 
Rooms 1-A, 4-C,6-B, B-A, 9-A, 9-8, 10-8, 
12-8, 20~A, 20~C, 22-G were observed not 
secured to prevent potential accidents. 

During an interview with LVN 2, she stated the 
~j$ions should have been secured. 

A review of the facmty's Maintenance and Plant 
operations indicated to make a routine dally 
inspection of the facility to ensure all fixtures are 
securely fastened, that [pe facm:y is -clean and in 
good repaIr. 
483.25«) TREATMENTJCARE FOR SPECIAL 
NEEDS 

The facility must ensure that residents receive 
proper treatment and care for tl1e following 
special servIces: 
Injections; 
Parenteral and enteral fluids; 
COlOStomy, ureterostomy, or ileostomy care; 
Tracheostomy care; 
Tracheal suctioning; 
Resplrafo!), care; 
Foot care; arid 

y: 
Based on ooservation, interview and record 
eview, the faclllty failed to ensure residents I' 
eceived the correct volume of oxygen as directed 
n the physician's order and failed to ersure 

Prostheses. 

This REQUIREMENT is not met as evidenced 

F 3231 The Quality Assurance committee will 

F 328 
1 

I evaluate effectiveness on a quarterly basis. 

The oxygen flow rate for Resident 5 and 
Resident 6 were immediately adjusted to 2 
fiters per minute via nasal cannula. 

The H'HN t'J.bing fiJr Res.io:!e[lt 6 was 
immediately chnged and appropriately 
labeled. 

The HHN tubing and oxygen for Resident 
5 was immediately replaced and 
appropriately labeled, 

AU current residents with orders for 
oxygen and/or HHN treatments were 
assessed to identIfY other resident clinical 
practice needs and any action to be taken 
v.i!:h rate admiaistration, ?lacement or 
labeling, 

I 
110/20112 

i 10/10/12 

I 
, to/l0l12 

ito/Will
: 

I 
1 
10120112 
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F 328\ Continued From page 1$ , F328i I 
I 

respiratory care equipment suc"'l as oxygen i The DOK in~serviced alll..icensed nurses ;10120112 
tubes, and hand held nebuHzer (HHN} tubes were, regarding oxygen administration, oxygen 
properly !abeled with dates and changed to tubing and HHN robing, treatment andI 
prevent potential infection for two out of 13 labeling to ensure compliance, 

sample residents (5, 6). 
 I I 

The DON \\111 monitor througb quality 110/2:0i12
I assurance residenl rounds on a \\ieekly 

basis to ::nsure sustained clinical practices 
\ Findings: I 
, a According to t'1e admission record, Resident 5 

was admitted to the facility or. October 3,2012, 
 The Quality Assura!lCe conunittee will 110120/12 
with diagnoses that included pneumonia, atrial evaluate effective!le5S quarterly. 
fibrillation. and congestive heart failure. 

The resident had a prys:cian's order dated I 
October 3, 2012, to administer oxygen at WO 
liters per minute vta nasal cannula as necessary I 
for shortness of brest1 

I 
There was a pran of care developed on October i 

3, 2012, for the use of oxygen due to short0ess of 
 I 
breath and one of the approach. plans was to I 

have oxygen avaUable jf needed, ' 
 I 

I
On October 5, 2012, at ep.m. during an t.,jtia! , I 
tour with Licensed Vocational Nurse 2 (LVN 2}, Ithe resident was in his bed sleeping receiving I 
oxygen at A Ii:ers per minute. I I
On OCtober 7,2012. at 7:35 am. the resident Iwas observed receiving oxygen at 3.5 liters per 

mInute, During an interview with Registered 

Nurse I On the same day at 7:55 a.m., after I 
. 
reviewed the physician's order. he stated the 

resident should have received the oxygen at 2 I 

liters per minute as the phYSIcian ordeted. 
 I 
b. According to the adf11lssion record, Resident 6 I 

was admitted to the facility on September 21, 
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i 
F 328' Continued From page 17 F 3281 

12012, with diagnoses that included aspira!ior: 
pneumonia, acute respiratory failure, and I 

1, hypertensIve heart disease. II 
I The resklent rad a physician's order dated 

; September 21, 2012. to adminIster oxygen at two I I 

I liters per minute via nasal cant'll/Ia as f'ecessary : 

: for shortness of breath. ' 
 I 
I 
! There was a p;an of care developed on 1 

I September 21,2012, for the use of oxygen dJe to I 
1i shortness of breath and one ot tile approach I 


! plans was to have oxygen available if needed. 
 I
IOn October 5, 2012, at 6 0.1"1. durmg an initial 

tour with LVN 2, the resident was in his bed 
Sleeping and receiving oxygen at 4 liters per I 
minute, 

1 
On October 7, 2012, at 3:40 p.m. dt:ring an 1
' Interview with RN 1, he stated the resident should 


Ihave received the oxygen at 2 liters per minute as 1 

i the physician ordered. 

c. On October 5, 2012, during a tour o~ U1e facility ! 

between 5: sn p,m. to 6:30 p . .1't 'n ~e presence 

of Licensed Vocational Nurse 2 (LVN 2), the 

fOllowing was observed. 


,
11. Resident 6's HHN tubing was labeled on 
, September 9, 2012. 
2. Resident 5's HHN tUbing and oxygen tub,ng 
were not labeled with date applied or changed. 

During an intervIew with LVN 2, she stated the 
HHN should !1ave been changed every 7 days 
and the respirator; equipment shoulo have been 
labeled with dates. 
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F 3281 Continued From page 18 

A review of the faciHty's policy for the Oxygen 
equipment indicted the tubing should be replaced 
every week or as needed. 
483.35(i) FOOO PROCURE. 

SS=E 
F 371 

STORE/PREPARE/SERVE· SANITARY 

The fac;lity must· 
(1) Procure food from sources approved Of 
considered satislactory by Fadera!, State or local 
authoritteS; and 
{2} Store, prepare, distribute and serve fcod 

Iunder sanitary conditions 

I 

I 


,I This REQUIREMENT IS not met as evidenced II 
by, 
Based on observation, irJerview and record 

revjew, the facility failed to ensure the kitchen \ 
was in good 'epait, and to ensure that foods were; 
not stored beyo:1d expiration date and used 
during best by date, 

\ 

Findings; 

I On October 5, 2D12. at 5;10 p.m., fol:owlrg was II 
I observed at the kitcren in the presence cf dietary 
: assistant 1, 
I I' 1, There was chippi:1g on the wall right above I 
I' sink sized three inch by one inci't 

12. Two cans of Chow Main Noodle (one pO\Jrd) \ 
: was found in a dry storage room mdicated best byIApril 29. 2012, I 

F 328: 

I 
F 371 I 

I 
The expired kitchen dry food and food inI 

I refrigerator were immediately disposed of 
appropriately. 

I The expired food in the resident's food 
refrigerator in the o:rrscs lo\mge were I dispose d {I f appropriately. 

I A temperature log ¥-'as placed un the 

I resident's food refrigerator in the nurses 
lou:nge. 

I The wall chip aoove the sink in kitchen 
was repaired immediately. I 

I The 14 inch gap be..~'een floor and screen 
door leading outside the kitchen was 

I 
replaced quickly. 


I 
The Dietary consultant assessed the 


I 

kitchen as a whole identifying any 

potential conditions needing action, 


I 
The Dietary consuitant in~serviced the 

entire kitchen staff regarding dry and 

I 
refrigerated food, s!orJlg food, expired 

food monitoring and disposal, kitchen 
repairs and sanitary conditions to ensureI campliane/;\ 

I 

:10/8112 

;1018/12 

11018/12, 

~lOJ8J12 
I 
1 

'10/8!12
1 

I 

1 

!10110112 
1 

I 

I 
,110i20!l2 

I 
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I 
F 3711 Continued From page 19 The Dietary cl;)Dsultant wiu monitor the IrOl20112F 3711 

Cry and refrigerated food on a ra."l,domI ! weekly and monthly basis to ensutc: 3. One bag of Parmesan cheese (5 pound) half 
systemic changes are occurring.filled and opened on July 26, 2012, was found in 

a refrigerator. I 
, The Quality Assurance cotn."Oittec wilf ;10!201l2 

i ·t One box of coconvt flakes (10 pounds) opened: evaluate effectiveness on a quarterly basis. !on January 30, 2012, was in refrigerator. I 
: 5, One bag of corn tortilla (5.15 pound) was in a 

!refrigerator expired cn September 26, 2012. 


I5. There was an approximately 1 (4 inch gap 
I observed between the kitchen floor and screen 

, door leading outside, and Me fiy was observed 

frying and landing on the kitchefl equipment. 


During an interview with Dietary Assistant 1 at 

the same time, he $~ated the expired fo:x:i shoutd 

haven been removed, 


, A review of the facility's pol~cy and procedure of 
I the Food Storage (additional policies for shelf life 

of dry and refrigerated storage) indicated as 

follows: 


; If there is no expiration date on the package for 

the items such as cheese, discard packing, labe! 

date, and add a use by date not to exceed ore
I 

Imonth from t"le date opened, Expired foods shall 

be discarded immediately_ 


,Ib. On OctoberS, 2012, at 9 a.m., during ';he 

, observation of the Residents food :efrigeratcr in 

) the Nurses Lou:1ge, inside the refrigerator were 

, three jars of yogurt 6 our.ces of 170 grams each 
,that belonged to Resident 1Q, t~e yogurt had 

expired on August 1, 4, 3:ld 12, 2~12,Ij respectively. There was no temperature log 
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TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
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,0 
PREFX 

TAG 
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F 371 !Continued From page 20 F 3711imaintaIned to ensure that foods stored in the 
i refrigerator were maintained at:he right 
temperature. 

F 425 483.60(a),(b) PHARMACEUTICAL SVC­ F 425i Iss=,: ACCURATE PROCEDURES, RPH 

,The facility must provide routine and emergency 
Resident's #'$, # 1 0, and # 16 weredrugs and biologicals to its residents, or obtain iJO/8/12 
immediately assessed for possible signs orthem under an agreement described in 
symptoms ofpotential drug interat.iions , §483,75(h} of this part. The facility may perm:t 

and for possible gastrostomy tube (OT)
unlicensed personnel ~ administer drugs IT S;ate 

clogging.
law permits, but only under the ge:leral 


supervision of a I.'censed nurse. 

[0.(20/12 

'with phYSIcian's orders for eye drops and 
All current facility residents with GT and 

A facinty must provide pharmaceutical services 
liquid medication orders were assl!ssed fur{Including procedures that assure the acc:.lra!e I 
identification of potential needed practice ,i acquiring, receiving, dispensing, and i 

actions.! administering of aU drugs ar,d biOlogicals) to meet: 

the needs of each resJdert. 


The Pharmacy consultant conducted an in~ 1]0(20112 
service with all licensed nurses regarding The facility must employ or obtain the services of )
nursing practice and procedures for , 

, on all aspects of the provision of prarmacy administering muttiple medicatiollS into a 

services in the facility. 

, a licensed pr.armaclst who provIdes COils:;!tation 

GT, shaking liquid medication, and 
nursing practice and procedure of 
admm.istratinn of eye drops to ensure..comp,tance. 

,
!This REQUIREMENT is not met as evider,:::ed The DON and Pharmacy consultar.t will 1 10:'20112 
, by: monitor complJance through quaiify 
! Based on observation, ir,lerview and record assurance medlcatioo pass observations on 

! 
, review, the facWty failed to ensure multiple a random weell, and monthly basis for 
medications would rot be crushed together and $ustl!ined systemic changes. with nursing 
administered through a gast~ostomy tube (GT) ir, practice aIld procednres ' 
order to prevent the clogging of the GT ard t'le I 

I 
; potentia! for drug interactions (8), faIed to shake The facility medication administration 110/20112 
a bottle of liquid multi-vitamin with minerals ! policy and procedures will be reviewed for ' 
before pouring the med,catlon ir: accordance Wltil I any need for revision or ammdment. 
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F 425 Continued From page 21 F 425: The Quality Assl11"lIDce com.·nittee will ,1O!201l2 ,
i the the manufacturer's instructions (10), for tvvo evaluate effectiveness quarterly, 

out of 13 sample residents and failed to ensure 
 I eye medication was administered in accordance 

with accepted standard of nursing practice fer 

one random sample resident (16), 


Findings: 

a. According to the admission record, Resident 8 

was admitted to the facility on May 26,2011, with 

diagnoses that included cardiovascular accident 

(eVA) with hemiparesis, dysphagia and 


! gastrostomy status. 

The Minimum Data Set (MDS) Assessment dated 
June 8, 2012, indicated t1El reside~t was 


, 

:  and needed extensive to total assIstance I
Ifrom the staff in activities of daily IiVin~. : 


On October 6,2012, at 7:55 a.m , dunng , 

medication pass observation for Resident 8, : 

Licensed Vocational Nurse 2 (LVN 2) crushed the I 

following medications togej)er in a srr,a:1 plastic 

envelope, 


1. Norvasc 10 mimgrams (mg} one tablet 
2. Metoprolol Tartrate 50 mg one tablet 
3. Thiamin 100 mg two tablets, 
4. Lasix 20 rng one tablet 


: 5. 0.25 mg ore tablet. 

: 6. Calcium 500 mg with vi~rY'in 0 one tablet


IlVN 2. transferred all the crushed six crushed 

, medicatIOns in a ttHrty cub,c centimeters (ec) 

i medication cup and added water, that) poured the: 

medications into a barrel of syr;nge connected to ­
aGT, 
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, 


1According to the current standard of nursing 

, practice it is required to "Avoid mlxir:g 

; medications intended for ad,'Tlinistra!ion through ;

Ian enteral feeding tube, Most clinicians k.now they: 

, should not mix different drugs in me same IV bag I 

or syringe without first ensuring the drugs' stability 

and compatibility; the same rule applies for scUd I 

and liquid dosage fOnTIs. It is hard enougi-J to 

predict the stability for anyone crug product 

altered for admjl'ljstration through a feeding tube; 


; when more than one drug IS administered at the 

Isame time, predicting stability and corrpatibWty 

i becomes even more di'ftcult. Th:.s, when more

Ithan one drug is scheduled for adl1inisttation, 

; they must be given separately, The potenta; for 

I drug..drug interactions (as well for those involVing
!excipients (ensuring t~at the ac~ive ingredient 

stays "actIVe] increases when two or more 


, dosage forms are crushed together. Crushirg
iinvolves applying significant force to a drug 

i product, and it increases the amount of 

Ipart!cufates surface area available for interaction. 


I 
Either can accelerate changes in the mo!ec:Jlar 


I structure and resu;t in altered oflysica! and 

chemica! properties; s;;ch risks increase 
exponentially when rrore than ore drug, wIth its 

excipien'.:s (active ingredient) is crushed." 


: (American Jouma: of Nursing· Drug

IAdministration, Through Enteral Feed:ng Tube, 

: Joseph l. Boullata, Pha~mD. October 2009, Vol. 

1109 No. 1Q pages 34-42). 

During an interview with LVN 2 Or) OCIlber6, 
: 2012, at 8:30 a.m., she stated trat she was not 

aware of the need to crush and adrlinister me 

different medications separately to prevent 
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Icompatibilities between medications and to 
prevent possible clogging, 

t b. According to the ciinical record, Resident Bhad I 

I
a physician's order dated June 23, 2011, for I 
multivitamin with minerals solutior 5 cc to be 

I administered daily, i 
, 

On October 6, 2012, at 7:55 a.m., during a 
medication pass obselYation, LVN 2 poured 5 cc 

,offiquid multivitamin with mineral ~rom a bottle_ 
, However, LVN 2 did not follow the marufacture:'s 

Iinstruction that indicated to shake the bottle well 
before pourjng, LVN 2 read the instructions on

Ithe bottles and stated she made a mistake: and 
, should have shaken the bottles before pcuiing. 

I 
c. According to the admission record, Random I 
Resident 16 was admitted to the fa:::iHty on July 2, I 
2012, with diagnoses that included atrial I 

: fibrillation and glaucoma, : 

!The resident had a physiCIan's order dated July 2, i 
: 2012, for Tirnorof 0.5 mil;igram {mg) one drop to ;
Iboth eyes two times a day. There was another I 
: order dated September 12, 2C12, for Dorzolamide: 

I
HCL 2 percent one drop to both eyes two times a ' 

, day, and Brlmonidlne 0.15 percent one drop:o 
: both eyes two times a day" 

t On October 6, 2012, at 9:05 a.IT'. during an 
r observation of eye medication adrr:inistratlon for 
I Resident 16 by LVN 3, she i'1st!Hed f:rst eye I 
I medication directly on eye ball of the right ard left , 
eye after she pulled t'te reSldenfs upper lid 
upward one by one. l VN 3 let go of the upper j;d 
right after she insfHed the eye medicattor" LVN 3
irepeated two more times for two othe" eye 
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!medicaoons after she had waited five minutes 

I 
F 4251 

I each time. 
I 
J A review of the current standard of nursing 

i 

I 
, practice indicates that the nurse expose the lower; 
i conjunctiva sac by exerting gentle traction on the I 
, area that is distal to the center of the lower eye!lashes. This wiil form a Docket into which tie 
nurse would instill tie medication i'l:o the center 

I of the coniunctiva sac, At the same tIme, apply a 
igentle pressure to the inner car:thus to minimize 
the potential for systemic absorption through the 

; tear duct (Swearingen & Howard, Phato At'as ofINursing Procedures, Third Edijon, Pages 83~85). 
,!On October 7, 2012, at 3:40 p.m. during an 
hiierview with RN 1, he stated the eye drop 

I should have been in$tilled in tre lower eye1id
Ipocket instead irtstilling directly on the eyeball, 

: A review oaf the facility's policy and p'ocedure of 
IEye Drops Administration indicated to pI! the 
! tower eyelid down aod away from !he eyebaU to 
, form a pocket. To instruct resident to look 
r upward, and place one drop into the pocket. 
continuing to hold the eyelid for a momer.t to 

! allow the medication to (fsuibuteId, According to the Admission record Resident 
, 10, was re-admitted to the facility on March 18, 
2012, with diagno!:ns that induded dl3i:letes 
mellitus, dysphagia and gastrostomy tube 
placement 
a. On October 6, 2012, at 7: 55 a,m., during the 
medication a.dministration cbse:vation, the 

! Licensed Vocational Nurse 1 (lVN 1)-...vas 
observed administering mu!tiple medications to 
Resident 10, lVN 1 was observed crushing 10 
different tablets medications together ard poured 
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Iall of them into one cup, LVN 1 stirred the mixture, 
I together and administered through Resident 10's ! 
, GT. The following meaica:ions were crushed 
together: 
1. Clonidir)e 0.1 mg 1 tablet via GT two t~':!e5 a 
day. 
2. NONase 10 mg 1 tablet via GT daily 

, :t Altace 10 mg 1 capsule via GT early '[ 
! 4. Asprin 81 mg 1 tablet via GT daily 
} 5, PlaY/x 75 mg 1 tablet via GT daily 
: 6. Corace 100 mg 1 tablet via GT two J"nes a day I 

7. Cozaar 100 mg 1 tablet via GT dally 
! a. Lopressor 25 mg 1 tab;et via GT two times a 

Iday 
9, Rantidine 150 mg 1 tablet via GT t.vo times a 
day 

: 10. Oscal With Vitamin 0 sea mg 1 tablet via GT 
I two times a day. These medications were ali 
, crushed together and adm:nistered together Ithrough GT. 
, On that same day at 11 a.m., dUfing an interview 

I
with LVN 1, she stated according to t;e facUlty's 
pharmacy consul~ant the licensed nurses '10 
longer have to crush and administer mUltipie 
medications separate!y because ~he5e 
medications wO:Jld be mixed il1 the stomach 
either way separately or not 
On that same day at 11· 15 a.m" during an 
interview with the Director of Nursing (DON) he 
stated according to the guide;ines for enteral 
administration of multiple medications through 

, GT, each medication has to be crush and 

Iadministered separately, however, the-facility's 
consulting pharmacist verbally instructed the 

Ilicensed nurses to crush and administer :nultiple 
medications togethec The Don if"idicated tnis 

I 
verbal statement was never corfirmed in writmg 
by the conslJlti~g pharmacist 
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F 4251 Continued From page 26 F425: Ii According to the facUlty's policy titled 
, "Administration of Medications throug;, an Ente~al 


Tube" not dated indicated jf administering more 1 


than one medication, flush with 5 to 10 ml of 

warm water between medications. 
 'I 

See Hterature reference under (a) above. 
F 441 I48M5 INFECTION CONTROL, PREVENT I F 441! 
SS-E SPREAD, LINENS 

The basin,. urinal and f-IHN tubing for LllII2The facility m:Jst establisn and mairtain an 
, Infection Contro! Program designed to provide a I Resident 3 were disposed ofand the new I 

,i safe, sanitary and comfortable environment and ' health care equipment were labeled with , 
to help prevent the development and transmission I the resident's room and bed number 
of disease and infection. lm,.'nediate1y. 

(a) Infection Control Program The rncility drafted a policy and procedure lIO!20112 
The facility must establ!sh a~ infection Control for health care equipment identification to I 
,Program under which it • ensure prevention of potential spread of 
(1) Investigates, controls, and prevents infections infection. I 
tn the facility; 
(2) Decides what proced!1res, such as isolation. The infection con1:01 coordinator made JO/20J12 
shoufd be applied to an !nd,vidual resident; and quality assurance infection control facility 
(3) Maintains a record of in:;:idents and correctJve rounds !O identify' any and all possible 

actions related to infections. affected care area equipment needs. 


(b) Preventing Spread of Infection The DON in-serviced t..lte licensed nurses 'lO:'201l2 
(1) \NtIen the Infection Control Program and C>1A 's on Infection control practices 
determines that a resident needs isolation to including disposal \if and labeling ofhealtb 
prevent the spread of infection, the facility must care equipment to ensure compliance. 

I isolate the r~sjdent. 
(2) The facility must prohibit employees with a The DON will monitor sustained resident ("120!12
communicable disease or infected skin lesIons care equipment infection control 

from direct contact with residents or t'ieir fooe·, if performance practices on arandom weekly 


t direct contact will tranSl'Pit the disease. ana monthly basis through quality 
- (3) The faeil;ty must require staff to wash the:r I assurance resident rounds. 
hands after each direct reside:'!t contact for which i 
hand washing is indicated by accepted I The Quality Assurance committee 'Will :10/20112
profeSSional practice, cya!~re effectivcness quanerly. 
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F 441 j Continued From page 27 I F 441 i 
,,: (c) LInens 

, Personnel must handle, store, process and 

transport linens so as to prever:t the spread of I 

infection. I


I ! , 
,, I I , ,IThis REQUIREMENT is no! met as ev:denced I 

by; ,I 

i Based on observation. I1terv!ew, and record , 

t review, the facility failed to ensure that health I 

care equipments SJch as basin, urinal and ha.'1d I , ,

, held nebullzer tubing were properly identified and I I,dated to prevent the potential developMent and ! , 
transmission of hfection for one random selected , 
residents (14). I I 

, ,I , , 
, !! Fjndings: I 

'On October 5, 2012, at 6 p.m., during the initial , 

tour of the faCifity, the fol!ow;ng was observed: 
 I 

! I 
t In Room 10 there was a basin Sitting on the I ,,floor under the resident's dresser witn residents I 
clothing inside that was root labeled to identify tM . I , ,,i 

: user. There were mo residents residing in ~he 
IIroom I2. There was a urinal Residert's 3 bed side The ,, I, 

I urinal was not labeled to identify the user. The I 
' . Ij room was shared by mo re$iae1~s. ' :, 
3. There was a r.and held nebu!;zer tubirg 'nside I I

' a plastiC bag hanging at the be<1 side with labal or , I ,,date of use and when it shoLld be changed 0.'1 it. I 

During an in!erview with Resident 3 on October 6, I i,
,
2Q12 at 6: 20 p.m., Resident 3 stated he has the • 
urinal for one year and t:e took it to dialysis I I 

, I,treatment three day a week. He used the urinal at , ,,the center, Washed it and brought it back to the 

facility to be llsed again when he went fer dIalysis : !
,

: I 
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F 4411 Continued From page 28 i , , 

I 
i treatment Resident 3 went on to Indicate he had I 
been in the facijity for two years now and he was ! 
given ~rlnals, the first ore was very dirty and ' 
was thrown away. I 
During an interview with the Director of Nurses 
(DON), he stated the basin and the urinal 
belonged to Resident 3 but it should have been 
labeled with the resident's room and bed number 

: for identification. The DON did not comment 
: about Reside,"lt using one disposable urinal for
Ione year. 
: The facility was not able to provide policy and 

1
procedure on how to ensure that health care 

, equipment such as bedpa1S. urinals and hand 
!held nebulizer tubing should be identjf,ed i" order ' 

I
to prevent the potential for spread Cif infection. I· 

F 500 4B3.75(h) OUTSIDE PROFESSIONAL 
SS=D! RESOURCES·ARRANGE/AGRMNT 

If the facility does not em-proy a qualified 
. professional person to furnish a specific service 
: to be provided by the faci:ity. the facility must 

F 4411 

F 5001 

1 

An immediate call was placed to the !lOi8I12 
have that service fumished to residents by a dialysis center for Resident #11 to confirm I 
person or agency outside the facility under an the physician's order for Wednesday 
arrangement described in section 1861(w) of the subc:.t1aneous injection at the dialysis 
Act or an agreement described in pa;agtap~ (h) center of Darbepoetin Alfa for Re~ident 

, (2) of this section #11 '$ physician. 

Arrangements as described in section 1861(w) of i 
the Act or agreements pertaining to services I 

The {nterdisciplinary Team reviewed 
physician's nrders for all current residents 

!1O/20/12 

furnished by outside resou~ces ~ust specify i:) . rc(;civing hemodialy~is to identify any 
writing that the faciUty assumes responsibility fOf practice !leeds or action to be taken. , 
obtaining services that ~eet professional 
standards and principles :hat apply :0 The DON gave an jn~service to ail licensed 

I 
110120112 

professionafs providing selViGes in such a facility; 
and the timejjness of the services, 

nurses regarding hemodialysis center 
commurticatkm, physician's orders and 

.. 
docuJnentation 10 ensure compliance, 
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F 500 I Confinued From page 29 
This REQUIREMENT is not met as evidenced : 

'by , 

IBased on interview and record review, the fadli:y i 
failed to communicate wrth the Dialysis Ce:lter , 

, staff regarding administration of Darbepoetin Alia ; 
injection 25 mlcrogram (mcg)/OA2 milliliter (1iI1j at I 
the dialysis center every Wednesday for one out i 
of 13 sample residents (11). I 

-: Findings: ! 

j According to the admission record, Residen~ 11 I 
; was admitted to the facility on September 6, 
2012, with diagnoses that included diabetes 
mellitus (OM) type II, End Stage Renal Disease 
{ESRO), renal dialysis status. 

I The Minimum Data Set (MDS) assessment da{ed i 
September 19, 2012, I'ndicated the resident had : 
Intact cognition, and neeoed exte:1sive assistance I 
from the staff except in eatir:g. 

The resident had a physician's order indicated the I 
following: 
1. Hemodialysis treatment three tirr.es per week 

. (Monday, Wednesday, Friday) dated September 
! 13,2012 
, 2, Darbepoetin Alfa injecti:)f) 25 mIcrogram 
(mcg)IO.42 milliliter (mil to be given I 
subcutaneously every week on Woonesday at the .: 
dialysis center September 6, 2012. I 

I
:There was a pJan of care de\'e!cped 01'1 

, September 19, 2012, for the risk of low 
: hemoglobin and hematocnt as the resident had 
: anemia. One oHhe approach plans wss to give
Imedication as ordered. 
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j A review of the Nurses Dialys's Comm:;nicatiol'l I 

Record dated Septembe: 12, 19, 26. 2012 and 
 I, October 3, 2012, indicated there was no 


) documented evidence the facihty and !he dialysis 

: center had communicated regarding the
!administration of above medication. 


, On October 7, 2012, at 3:40 p m. during an 

I interview with Registered Nurse 1, he was not ,
Iable to find documented evideoce that indicated ' 

the medication was administered -at the dia.iysis I 

center, RN 1 stated the facility nurse should have I 


: communicated with the dialysis staff regarding , 

the administration of that medjca1ion to ensure 

the resident was adm.-nistered that medfcation. 


: A review of the Nursing Home Dialysis Transfer 

IAgreement indicated the dialys:s center shall 

provide to the facility infof'TIation on aspects of 


: the management of a desigr:ated resident scare 

related to the provision of dialysis services. 
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