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' Preparation andfor execution of this
The following represents the findings of the Plan of Carrection does 1ot gomstitite
California Department of Public Health during a almission of agrsement by the provider
recertification survey from 7/6/15 through 7/9/15. of the truth of the facts allogpd or
conelusions set forth on the Statement
Representing the Department of Public Health: of Deficiencies. This Plan of
‘ Correction is prepsred apd/or executed
HFEN - 34328 solely because its rcqu.ired% the
HFEN - 20583 rpovisions of Health znd S ety Code
HFEN - 35599 Section 1280 and 42 CFR 4(?5.1907.
HFEN - 31321 _ o
RD consultant-31472 | “This Plan of Correction constitues ray
Pharmacy consultant - 35335 written eredible allegation of
‘- compliance for the deficienciesnoted”
The facility census was 54 and the sample size
was 14 _ e —
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F3og K309 :
= LL BE . R
ss=t | MIGHEST WE ING A- Oak Ridge Healthcare Genter does - 8/9/15
Each resident mus  celve and the facility must provide care/services for thy highest
provide the necessary care and services to attain -well being. 1-Resident 6 caye plan was
or maintain the highest practicablg physical, adjusted by physician on 7/{3/15 to
mental, and psychosocial well-being, in reflect current need. 2-Resitlent 7 was
accordance with the comprehensive assessment ‘discharged on 7/29/15. 3-O1i 7/6/15 the
and plan of care. : physician and irlterdiscpon:iry team
reviewed the residents pain!
imanagement. The pain mee!li_s were
being given just not documented. 3- On
This REQUIREMENT ig not met as evidenced /615 the physician and |}
by: interdiscplinary team reviewed resident
Based on observation, interview and record 9’s pain management. Orders were
review, the facility failed to ensure 3 out of 14 clarified. The Tramadol 50ing BID
sampled residents (6,7,9) and one random was changed from PRN to giroutine
resident (16) was adequately assessed for pain | order. Thuprofen 400mg Q6 tirs PRN
control. This failure placed residents at risk of ] ‘was added for breakn'hougﬁsépajn 4-
maintaining thelr highest practicable physical, | Random resident 16 wat reviewed by
mental and psychosovial wall bsing. the physician on 7/9/15. Any neceseary

adjusments wers dope at that time.

LABO DIRECTOR! P IDER/SUFFLIER REPRESE TAT!\I:_E'S SIGNATURE TITLE LEXE) DATE
A e ek i - .
??iz‘ v Mt LN

Any deficigacy statement ending with an astefisk ("} denctes a deficiency which the institutlon may be excused from corresting providing 1t Is determined that
other sanghuards provide sufislent protection ta the patisnts. {See instructions.) Except for nursing homes, the findings stated above are disclozable 90 days
foilowing the date of survey whather or nof a pian of correction is provided. For nursing hemes, the above findings and plans of correction are disclosable 14
days following the date these documents are made avaitable to the facilty. if deficiencies ara cited, an approved plan of corraction is requisite to continued
program partleibation,
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Findings:

t. Resident 6 was admitted to the facility in the
Fall of 2010 with diagnoses that included &

‘| decubitus ulcer. A review of the annual Minimum

Data Set (MDS, an agsessment tool) dated
41915, indicated the resident was assessed 10
understand others and be understood, She had &
Brief Interview for Mental Statug of 3/15, which
indicated she was not cognitively intact.

Araview of the care plan for Resident & indicated,
"Evaluste resident's verbal and non-verbal cues
to assess the degrae and severity of pain,” and
"Assess appropriateness of pain medication."

A review of the physician's orders from February
2015 through July 2015, indicated the following
pain medication orders to be administered without
indicating if it should be administered for mild,
maderate or severe pain, Nor was there a pain
acale found;
Tylenol 325 milligrame (Mg, a unit of measurs) 1
PO (by mouth) every 4 hours prm (as needed) for
ain,
pDuragesic patch 12 meg {microgram, a unit of
measure) every 72 hours for pain management,
and, ‘
Roxanol 20 ma/1 mi (milliliter) give 0.28 mipo
every 4 haurs prm pain

A review of the Medication Administration
Records dated February 2015, March 2015 and
April 2015 indicated Resident & recelved pain
medication for 8 weeks without an indication for
the type of pain it was being administered for or
how effective it's use was.

A raview of the fagiiity's policy and procedure

() 1D BUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORREGTION v,
PREFIX (EAGH DEFICIENCY MUST BE PREGEDED BY FULL FREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR L&G IDENTIFYING INFORMATION) TAG . CROSS-REFERENGED TO THE APPROPRINTE DATE
‘ o DEFICIENCY) .
—
F 309 | Continued From page 1 — e e -

F 308

B- The Director of Nurses reveitved the |
orders for the other residejjﬂts ‘and no
others were found to be affected

C-On 7/29/1$ the 1ice‘:mad}inurses ware
‘m-sérviced by, the Directorjof Nurses.
The topics included pain management
gnd docutmentation of peiniassesment.
{The physician and phatiady consultant
will review al facility residents each
‘month for compliance. Medical records
will also perform monthly Audits to
make sure the necessary ddbumentation
is completed. - §

11 All his findings will be presented to
the Continuing Quality Improvement
Team for review and recotmmendation
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Continued From page 2

tifled, "Pain Assesemant and Managsment,”
revised 2009, stipulated, "Pain management is a
multi-disciplinary care process that inciudes the
foliowing: Assessing the patential for pain,
Effectively recognizing the presence of pain,
Identifying and using specific strategies for
different levels and sources of pain; monitoring
for the effectiveness of inferventions...the
following equipment will be necessary when
performing this procedure...paln assessmeant
tool... Monitor the resident by performing & basic
assessment with enough detail and, as needed
with standardized assessment tooals (a.g,,
approved pain scales, etc) and relevant criteria
for measuring pain management.”

In an interview with licensed nuyee (LN) 2 on
7/9M5 at 10:34 am, he stated, "We use the mild,
moderate, sevare scale., We used to use the
pain scale. | don't know why wa don't anymore.
We should have something more specific like the
pain scale.” ‘

2. Resident 7 was admitted to the facllity in the

“Winter of 2008 with diagnoses that included;

patecarthritis/degengrative joint diseasa, The
annual MDS dated 4/23/15 indicated the resident
was ungderstood by others and was able 10 usually
understand others.

A review of the physician's orders from May 2015
through July 2015, indicated the following pain
medication orders to be administered without
indicating if it should be administered for mild,

{ moderate or severs pain. Nor was thare a pain

scale found, ‘

Tylenol 325 milligrams (mg) 1 PO {ly mouth)
every 4 hours pm (as needed) for pain

Neurontin 600 milkigrarn 1 po bid (twice a day) for

F 309
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neuropathy pain.

A review of the care plan titled, Alteration in
somfart: Pain and discomfort related to :
Alzheimer's Disease and dated 12/10/08, b
indicatad, "Assess appropriatenass of pain
medicaticn.”

A review of the Medication Administration
Recordz from May 2015 through July 2015
indicated Resident 7 received the Neurontin for
pain contral, but there was na indication for It's
effectivenass,

A revisw of the faciity's policy and procadurs
titled, "Pain Assessment and Management,”
revised 2009, siipulated, "Pain management is a
multi-disciplinary care process that includes the
following: Assessing the potential for pain,
Effectively recognizing the prasence of pain,
Identifying and using specific strategies for
differant levels and sources of pain; monitoring
for the effectiveness of inferventions,, the
following equipment wilt be necessary when
parforming this procedure...pain assessment
tool...Monitor the resident by performing a basic
agsessment with snough detail and, as nesded
with standerdized assessment tools (2.9,
approved pain gcales, ate) and relevant criteria
for measuring pain managemant.”

In an interview with LN 2 on 7/9/15 at 10:34 am,
he stated, "We use the mild, moderate, severe

scale..We used to use the pain scale. | don't :
know why we don't anymore. Wea should have ;
something more specific like the pain scale.” ) '

3. Resident 2 was admitted to the facility in the
Summer of 2015 with a diagnoses that included,
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stroke, Tha initial MDS dated 71115 indicated the
residant was assassed as being eble fo be
understood as wel as able to understand others.

through July 2015, indicated the fallowing pain
medication orders {0 be administered without
indicating If it should be administered for mfld,
moderate or evera pain. Norwas there a pain
scals found.

Tylenol 325 milligrams {mg) 1 PO (by mauth)
avery 4 hours prn (a8 needed) for pain and,
Tramadol 50 mg po bid prn pain

| APalin Care Plan dated 6/26/15 indicated,
"Assess type and degree of resident pain.”

A Physical Therapy evaluation dated 6/25/15-
711715 | indicated, "Pre-rmed for left hand/wrist
pain works when before PT treatment.”

Anurse's note dated 7/1/15-indicated, "P1.
[patient] o/o [complains of] frequent pain to left
hand, states, Tylenol doesn't work.” MD netified,
N.O. [new order] noted for framadal "

Areview of the Nurses Medication Notes
indicated the resident received tramadol pm from
711118, 3, 4, 8, 7 through 7/9/15. The resident
also continued to receive Tylenol even though he
atated it did not help him, on 7/6/15 and 7/8/15.

Areview of the facility's pelicy and procedura
tithed, "Pain Assessment and Management,"
revisad 2009, stipulated, "Pain management is a
multi-disciplinary care process that includes the
following: Assessing the potential for pain,
Effectively recognizing the presence of pain,
identifying and using specific strategies for

A review of the physician's arders from June 2015

F 308

¢
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different levels and sources of pain; monitoring
for the effeotiveness of interventions...the
following equipmeant will be necessary when
performing this procedure,. pain assessment
tool... Monitor the resident by performing a basic
assessment with enough detall and, as needed
with standardized assessment toocls (a.g,,
approved pain scales, etc) and relevant criferia
for measuring pain management.”

“{ i @n interview with LM 1 on 7/8/15 at 10:47 a.m,,

she stated, "If the resident has two prn
meduoatuons ordered, but having ongoing pain |
wolld call the doctar."

There was no documaniation found in the chart
which indigated the Residant's docior had heen
contacted regarding the ongaing pain, or any
changes made to the "pra” orders.

4. Random Resident 16 was admitted to the
facility in Summer 2015 with diagnoses that
included; stroke. ‘

A review of the Medication Record for June and
July 2015 indicated the reskient had the tapacity
to uhderstand choices and makes medical
decigions. The following medications were
arderad for pain;

Ditaudid 4 mg 1 po tid (three times a day) for pain
managemsant,

Neurontin 300 mg 1 po tid for r‘adlou!opathy (pain
from the nerves) pain and,

Tylenal 326 mg 1 pe every 4 hours prn pain
There was no indication if these pain medications

1 should be administerad for mild, moderate or

severs pain, nor was a pain scale found.

| During Med Pass on 7/7/15 at 8:16 a.n,, the
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Random Resident 16 asked LN 2 about his pain
rmadication and stated, "The dilaudid isn't
warking. 1 like the shot. Pills don't work. 1told
you guys this heforel”

A review of the facility's pollpy and procedure
titled, "Pain Assessment and Management,”
revised 2009, stipulated, "Pain management is &
multi-disciplinary care process that includes the
foliowing: Assessing the potential for pain,
Effectively recognizing the presence of pain,
ldentifying and using specific strategies for
different lavels and sources of pain; manhitaring
for the effectiveness of interventions...the
following equipment will be hecessary when
performing this procedure...pain assessment
tool... Monitor the rasident by performing a basic

 mssessment with enough detail and, as needed

with standardized assessment tools (e.g,, |
approved pain acales, etc) and relevant criteria
for measuring paih management.”,

i a concurrent interview with LN 2 on 7/7/15 at
8:16 a.m., ha stated, "We don't do pain levels
[scales], We assess the patient using mild,
moderate or severa,"

483.35 PROVIDED DIET MEETS NEEDS OF
EACH RESIDENT

The facility must provide each resident with a
noutishing, palatable, well-balanced diat that
maets the daily nutritional and special dietary
neads of each resident.

This REQUIREMENT is not met as evidenced
hy: .

|

F 309

F 360

—_— " m—— - ——— v

F o0
A0 7/5/15 the Dietar}HI:Manager
updated the clinical record to reflect the
carrect diet/allergies. !

2On 7-9-15 the Diéticign reviewed all
charts. No other charts were found to
be not in compliance,

' - 8/%/15
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Based on observation, interview, and record
review, the facility failed to provide spacial dietary
needs for 1 of 14 sampled residents (10) when
the faciiity did not agsess, dosument, and
communicate Resident 10's food allergies to
distary services.

This failure put Resident 10 at risk for mild to
savera allsrgic reaction. ‘

Findings:

Resident 10 was admitted to the faaility with
multiple diagnoses. A review of Resident 10's
Minimum Data Set (MDS, an assessment tooly
revealed a BIMS {brief interview for mental
status) of § out of 15. This indicated Ras:dent 10
was severly cognitively impaired.

A review of Resident 10's admission paperwork
received from an acute care facility titled,
“Inter-facility Transfer Report,” dated 4/21/15, in
the section, "Allergy History as of 4/20/15,"
indicated Residant 10 was allergic to! penicillin
{an antibiotic, PON); strawberry, peanut flavor,
peanut oil.”

A review of Resident 10's clinical recond titlad,
"Diatary Order and Communication” dated
412115, revealed ficensed nurse {LN) & did nat
indicate any faod allergies.

A review of Resident 10's Hospice meadication
record dated 4/22/15, revealed LN 8 Indicated the
rgsident was aliergic to: peanut butter flavaor;
peniciling peanuts; strawberries, and aimonds.

Areview of Residant 10's clinical recard titled,
"Hospice Progress Note" dated 4/22/15, revealed

C On 8/3/15 the Detician in-serviced
the Dictary Manager. The;| wpm
included charting, and iacnurate
tessident assesments.

D: The Dietician will fevieW random
charts during her monthly isits to
ensure comphance The findings will
be reported to the Contimuing Quality
Improvement Team fot Teview and
recommendation, '
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LN & documented, ".,.coordinated care with LN 7.
Reconciled [Resident 10's] medipations."

A review of Resident 10's clinical record titled
"Registered Dietician Nutrition Assessment”
dated 4/28/15, revealed the registered dietician
(RD) indicated no known food allergies,

During & telephone interview with LN & on 7/8/16 i
at 12:40 p.m., LN 6 stated that Resident 10's
allergles were true aliergies and not dislikes. She
| also stated & list of Resident 10's medications
and allergies were placed in her ¢linical record..

In an interview with Resident 10 on 7/8/16 at 1:45
p.m., she stated she broke 'breaks' outin a rash if
she ate 'eats' bananas, almonds, strawberries or

| peanuts. .

Areview of Resident 10's medication
administration record (MAR), indicated the only
sllergies listed were:

A/ 1/16-4130/15: PN
B/M/M15-5/31/18] PCN
6/1/16-6/30/15: PCN
7/1118-713116: PCN

A reviaw of Resident 10's physician orders, dated
7/1/16 and the MAR, dated 7/1/15, indicated thera
were no active orders for epinephtine or another
antiistamine (both are used to treat allergic
reactions), Resldent 10's gare plan did not include
plans for allergic reaction and interventions to
implement, ‘

in a1 abservation and interview on 7/8/15 at 2
p.m., the director of nursing (DON) stated that
allergies are supposed to be on the front of the
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chart and the face sheet. The DON validated the
findings. She further stated they [nurses] ehouid
be documenting the allergias on the admission.

During an interview with the minimum data set
coordinator (MDSC) on 7/9/15 at 12:20 P.M., the
MDSC confirmed that Resident 10's alfergiss
were not accurately listed on the face sheet,
MAR, and care plan.

Review of the facility's policy and procedure titled
"Admigsion Assassment and Follow up: Role of
the nurse," the pelicy indicated, .. Conduct an
admission assessment (history and physical),
including: A summary of the individual's recent
medical history, inclugding hospitaiizations, acute
linesses, and overall status prior to
admission...Current medications and
treatments...Contact the attending physician to
sommurnicate and review findings of the initial
assessment and any other pertinent information
and obtain zdmission orders thaf are based on
assessment findings.. Notify other disciphines and
departmants of the resident's adrmssit:m1
including:.. Dietary."

A review of the fagility's policy and procedure
titter "Food Allergias and Intolerances” (ravised
Decamber 2008) indicated, "Residents with food
altergies and/or intolerances will be idantified
upon admission and steps will be taken to
prevent resident exposure to the allergen(s) (a
substance that cauges an allatgic.
reaction)...Assessmant and Intervention:
...Residents will be assessed for history of food
allergies and intolerances upot! admission. Al
residents reported food allergies and infolerances
will be dosumented in the assessment notes and
incorporated into the resident's care plan...The
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F 360 | Continued From page. 10 F 360
attending physician will be notified of the
resident's food allergies and standing orders for
emergency medications {gxampie given:
spinephring; andfor a antihistamine) and
interventions will be taken... M a resident reacts to
a food allergen, appropriate medications and/or
interventions will be administered per gtanding
orders and according to the severity of the
reaction,”
‘In a coneurrent observation and interviaw with the
RD and the M 7/9/15 at 12:35 p.m,, the RD
stated the asgessment wag filled out by the DM
and she co-sigred the assessment, She further
stated she had reviewed the chart from front to
back and missed the information. The RD further
indicated, “We dropped the ball. | freely admit wa
should've picked up on this information. The
gllergies should've been listed on the tray line - N
gard. | gat my information from the chart and the F 371 .
[facility] admission packet." ;-
F 371 | 483,35(l) FOOD PROCURE, F371)  A:1-On 7/6/15 the nectar thickened - 8/9/15 .
sg=F | STORE/PREPARE/SERVE - SANITARY item was djsposed of, 2~ The ice :
- machine was wiped dowh on 7/6/15 and -~
The facility must - cleaned, A new plastic front was
1{1) Procura food from sources appraved or ordered and;installed on 7/29/15 by the
considered satisfactory by Federal, State or local taintenance suprrvisor. B—The
authorities; and . maintance supervisor began sanding
(2) Store, prepare, distrioute and serve food and painiting the cabinets on 7/15/15.
under sanitary conditions And fized the gap. |
4-On 7/6/15 the undated Food items
wete dated by the Dmmr‘y Manager. 3-
The staff member with acrylic nails put
Eloves on. The dietary n{anager
This RFQUIREMENT i& not met as evidenced 3:1?‘?1:: i?;ﬂgigﬁcmniﬁsngﬁﬁg‘?;ﬁn
by: After this no other residents were found
Based on observation, interview, and facility to he affected.
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F 371 ContlnuEd‘From page .11 _ F371  B: On 7615 the Dietary Manager
record review, the facility farled-tolensure fogd checked and no otber axpi’red items
was s'torad ang served under sanitaty conditions Were found. We only havejone ice
‘when. . ma]:ler. N{.J 0_}::[1&1‘ c;;bjl]ets \i{rare found 1o
. R , need ropair. No other items were
1. An expired food item was stored in the walk-in undated and no other Staff"men:b ers has
refrigarator. actylic nails,
2. The ice machine had a black substance on the ‘ — ——
inside door and a torn/cracked plastic edge, €:The dietary Manager did an in-
3. The kitchen cabinet doors, drawers, daor jamb service on B/3/13, The topits included;
and walls had chipped, flaking paint, and exposed Glove uge, kitchen sanitatign and
wood and dry wall, and & large gap, measuring labe!ing and dating.The Adgninistrator
approximately two inches by twelve inches, spoke with the Mainterance supervisor
batween the splash board and the wall, mgarding making sure the kitchen was
4. The facility failed to labe! and date stored food in good repair: I
items in freezer #2 and, '
&. A kitchen staff with acrylic nails prepared foo ¥1: The Dietary Manager will monitor
without wearing protective gloves. . ‘ on a dailly basis to ensure expired itema
' arc disposed, food itemy ark labeled and
These failures had the potential to cause dated, and the, proper sanitafion protocol
cross-contamination and food-borne iliness in is being followed. The Dictician will
residents wha received their meals from the perform random audits during her
kitzhen for a census of 54, ‘menthly visits. The Maintbhance
Supervisor will include in flis rounds to
Findings: {inspect the kitchen for repalrs. The
Hindings will be reporied to the
1. During the initial kitchen tour on 7/6/15 at 8:09 Continune Quality Improvement Team
a.m., an explred product of nectar thickened (for for review and resommendation '
resldentz with swallowing problems) carbonated
beverags was stored in the walk in refrigerator,
The taped label on the top »f the container was
marked 7/2/13,
Review of the facility's document titled "DRY
GOODE STORAGE GUIDELLINES" {dated 3/13}, ‘
under the "Opened, Refrigarate” category g
indigated, "Carbonated beverages are to be !
discarded after 2 days/Closable confainer.” -
In & concurrent interview with the OM on 7/6/16 at
8:08 am., the DM confirmed the finding and ’ .
Facility ID: CAC30I00530 If cortinuation sheet Page 12 of 20
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stated, "We are supposed to ba throwing that out
after three days."

2. During an observation of the the ice rmachine
on 7/6/15 at 8:45 a.m., with the DM, it was
observed to have a torn piece of plastic on the
inside, exposed to the ice. It had an exposad
jagued edge. Asmall piece of tan moist cloth
was caught on the |agged edge. A white towel
wipe test (a moist paper towel used to wipe) of
the inside door of the ice machihe revealed a
black substance,

In & concurrent ohservatian and interview on
T/6/15 at 8:45 a.m., the DM validaied the findings.

According to the Federal Food Code 2013,
equipment such as ice bins and enclosed
companents of equiprnent such as ice machines,
surfaces shall be cleaned at a frequency
necessary o preclude accumulation of soil or
mold. :

During an interview with the maintenance
supervisor (MS) on 7/8/16 at 9:40 a.m. the ice
machine was observed. The M3 confirmead the
finding and stated, "No it {the torn edge of the ice
rmachine] should rot be fike that. Of course not.”

3. During the initial Kitchen tour an 7/6/15 at 8:02
a.m., the cabinets, nearest e stave, had’
chipped, flaking paint, and exposed wood with
doors that did not align to allow full closure. The
drawers closest o the double sink did not align to
allow full closure. The drawer to the right of the
sink had the front falling off. The door jamb
leading to the employes break room had paint
chippad away with a large vartical area of ‘
exposed rough wood {maeasuring approximately

(x4 1D In) X5
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12 X 6 inches). The wall to the right of the
employee break roorn daor jamb had a large
section of exposed drywall, and & gap (measuring
approximately two inches by twelve inches)
between the splash board and the wall nearest
the walk-in refrigerator. .

During an interview on 7/6/15 at 1:30 p.m., the
MS stated he |s aware of the kitchen problems,

In a subsequent interview on 7/7/15 at 8:45 a.m.,
the administrator (ADM) confirmed there was no
active work order and or a timeling for the work to
be completed on the kitchen.

According to the Federal Food Code 2013, for
‘durabllity, "Equipment must be constructed to be
durable and capable of retaining thelr original
charactatistics 8o that such items can continue to
fuifill thelr intended purpese for the durstion of
thelr life expectancy and to maintain thelr easy
cleanabilty. If they cantiot maintaln their original
characteristics, they may become difficult to
clean, allowing for the harborage of pathogenic
microorganisms (bacteriz than can cause illnass),
insects, and rodents.”

- | Aceording to the Federal Food Code 2013, for
cleanahility, "Surfaces which have imperfections
guch as oracks, chips, or pits allow
micreotyanisms to attach and form biofilms (thin,
slimy flim of bacteria that adherss to a surface).
Once established these biofiims can releasze
pathagens into food. Biofilms are highly resistant
to ¢leaning and sanitizing efforts.”

4. During Initial kitchen tour on 7/6/15 at 8:45,
fraezer #2 had 34 unlabeled bags of meat/food
product remaved from their ofiginal packaging.
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Two additional bags; ons of a meat product and
onz of bread, weres not dated or labeled. A sign
posted on freezer #2 indicsted, "Pleage label and
date anything you put in the freazer.”

i & concurrent interyiew on 7/6/15 at 8:45 a.m.,
the DM ang the RO confirmed the finding. The
DM stated, "We are supposed o date and label
praduects.”

In review of the undated facility policy fitled,
"Procedure for Freszar Storege" indicated ", All
frozen food shouid be iabeled and dated...”

Accarding to the F.D.A. (Food and Drug
Administration) food code 2013, items removed
from their originai package must be labeled with
their commen name.

5, During tray line observation on 7/7/16 at 11:15
a.m., Cook 1 had an acrylic (artificial) nail
application and was cbeerved preparing food
without protective gloves. She also placed her
hare hand under the dome lid of the blender and

| her fingere mingled {mixed) with the food on the

dome lid.

In review of a dietary in-service on 6/24/18 titled,
"Food safety-Preventing Food-Borne lliness Fire
Safety," the hand out titled, "Persenal Hygiene
Propar Atiire" indicated, "...Artificial nails are not
allowed in the dietary department unless
approved by the facility."

Accorcing to the food code 2013, "Unless
wearing Intact gloves in good repair, a food
employee may not wear fingernail poligh or
artificial fingernails when working with exposed
faod."

F 371
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The facility must employ or obtain the services of
a ficensed pharmacist who establishes a system
of records of receipt and disposition of all
cantrolled drugs in sufficient detall to enabla an
accurate reconciliation; and determines that drug
records are in order and that an account of all
controlled drugs is maintained and periodically
reconciled.

Drugs and biologicals uged in the facility must be |

labeled in accordance with currently accepted
professional principlas, and include the
appropriate accessory and cautionary
ingtructions, and the expiration date when
applicable,

In acoordance with State and Federal laws, the
facility must store all druge and biologicals in
locked compartments under. proper temperatura
controls, and permit only authorized parsonnal to
have aooess to the keys.

The facility must provide separately locked,
permanently affixed compartments for storage of
controlled drugs listed in Schedule [} of the
Comprehensive Drug Abugs Prevention and
Control Act of 1978 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected, .

checked the medication carts and the
medication room for any [Hiscontinved
/Expired medications. No/ other issues
were found. The Directoq!;of Nurses
reotdered the B-kit tie satne day

B: The Director of Nursé‘rﬁ inspected the
med room and carts dnd found no other
medications to be expired or
discontinuerd, l ‘

]

C: The Director of Nurses in-serviced
all licensed narse on 7/2§f}’2015. One of
the topics included medication Storage/
Emergency Kits. The |

Licensed nurse will pull put of the
medjeation vart, ail discontipued
medication, as soon as sHe/he received
the order to discontinne the medication.

in the space created for discontinued
medication. The DON w‘ill check the e-
kits once a week for intact seuls and ok
up the disoontinued medication.
D: During the monthly visits the
phatmacy consultant will check the
medication reomm, the E-Kits, medication
CALLS K0 ensure compliande.
All findings wili be presénted to the
- Continuing Quality Inprovement Team
_for review apd recommendation

E

The medication will be put in Med Roomn

(%4) 10 SUMMARY STATEMENT OF DEFICIENCIES o
PREFI¥, {EACH DEFIGIENGY MUST BE PRECEDED BY FLILL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY QR LEC IDENTIFYING INFORMATION) TAG . CROSS-REFERENCED TO THE AFPROPRIATE DATE
DEFIGIENGY)
F.371] Continued From page 15 F a7
In & concurrent interview on 7/7/156 at 1115 a.m,,
the RD validated the finding and stated the cooks
are to wear gloves If they have artificial nails, K431
F 431 | 483.80(k}, {d), (e) DRUG RECORDS, F 439 ) . i
58=D | LABEL/STORE DRUGS & BIOLOGICALS A: On 7/8/15 the Director of Nurses 8/9/15
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This REQUIREMENT Is not mef as evidanced
by.

Based on abseryvation, interview, and racord
review, the factlity fallad to store medications
properly for a censug of 54 when an axpited IV
antibiotic was not removad from the med room,
and when a medication was not re-ordered from
the emergency kit within 72 howrs. This failure
had the poteniial to adversely affect residents
who may be administéred expired medications or
receive delayed treatment due to medications not
replaced in a fimely mannar.

Findinga: -

1. During an inspection of the Medication Roomn
on 7/8/15 at 2:20 p.m., 2 bags of IV cefepime 200
milliliters (an antibiotic), was observed in the
medication refrigerator. The label indicated tha
medication had been refilled on 5/24/15 and
expired on 5/31/15,

In & concurrent Interview with the Director of
Nurses on 7/8/15 at 2;:20 p.m. she confirmed the
antibiotic should have been discarded already.

2. buring an ingpection of the Medication Room
on 7/815 aj 2:20 p.m., tha nareetics emergengy
kit in the refrigerator was noted to have been
opened on 6/12/15 and & bottle of glivan
{medication used to treat anxiety and insomnia)
had baen removad,

A review of the facifity policy and procedure litied,
Emergency Drug Kit, stipulated, Emergency box

F 431
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F 514
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Continued From page 17

seals are to be checked each shift by the
pneoming charge nurge to ensure seal has nat
been broken,..The box must be replaced within
72 hours...The charge nurse ghall notify the
Pharmacist immeadiately when drugs have baan
used from the emergency kit, or when the seal
has been broken... The supply shall be checked
monthly by the consuitant pharmacist,

In a concurrent interview with the: DII‘EDtQI' of
Nurses on 7/8/15 at 2:20 p.m. she confirined the
charge nurse should have alerted the pharmacy.

In an interview with the Pharmacy Cansultant on
719116 at 9:20 a.m., he stated, "l didn't check the '
refrigerator narcotics box [B/25/15]. | mtssed it."
483 75((1)RES
RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE

The facility must maintain clinical records on each
resident in accordance with accepied professional
standards and practices that are complete;
accurately documented; readily accessible; and
systamatically organized.

The clinical record must contain sufficient
information to identify the resident; a record of the
resident's agsessments; the plan of care and
services provided, the results of any
preadmission screening conducted by the State,
and progress notes,

This REQUIREMENT is ot met as evidehced
by:

Based on interview and record reviews, the .
facility failed to accurately document and maintain

F 431

F5l4

. residents 4 orders. Any potes that

- Nurses reviewed thg atﬁer RNA
- records and no others u}ere found

- will follow up with any

e — 1 -

F514

—

L 8/9/15

A: On 7/8/15 the Director of
Nurses met with the RNA to review

could be corrected as 13*& entry

were., I

F

B: On 7/8/15 the Dir,e::t@r of

ta be affected.

C: The Director of Nursés -
serviced the RNAs on 7/29/15, The
in-service included fnﬂolw!ng the
MD arder, proper dﬂcumentatmn
following the facility prcthu:uI
Including if the resident tefused the
treatment, the reason(s) why and
signature of person recerding the
date. Medioal Records Wi]l do
monthly audits to ensum
complience, The Diteotdr of Nurses

discmpanbies
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treatment records for 1 of 14 sampled residents
{4). This failure had the potential of Resident 4
not recaiving accurate treatment and care as
ordered.

Findings:

During a review of Regident 4's physician's order
dated on 5/28/15 indicated, “RESTCRATIVE
AIDE TG PROVIDE: AMBULATION w/ [with)
FYWW [Front Wheel Walker] 75 to 150 feet X2
[timas two], w/ CGA [Caregiver Assistl/SBA
[Standby Assist] X {five times] WK [Week]"

During a review of Rasldent 4's Restorative -
Charting Recard for Juna, 2015 the charting
record revealed missing Rehabilitation Nursing
Assistant (RNA) initials an the faiiowing dates:

811/, 6/8/, 615/, 6121/ and, 6/29/15,

Resident 4 had received 18 documenied RNA
treatments out of an expected 20 treatments for
the month of June, 2015.

'During an interview with the Director of Nursing

‘| (DONY on 7/5/15 &t 1 p.r., she confirmead that

there should have baen a signature when a
resident is seen by an RNA and if the RNA could
not do the RNA they ara fo document on the RNA
shaet the reason why it wasn't done, they (RNA)
are fo document on the RNA sheet the reagon
why it wasr't dong. If a resident refuses, it must
be documented. |If resident refuses, it must be
documented. There are no circle the date the
missing treatrment wasn't done and reason for
why ii wasn't done. She stated that the RNA
should have documented per facility practice, If
she (RNA) did not sign the record then the

D: The findings will be reported to the.
Continuing Quality Improvement Team
for review and recommendation
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therapy did not cceur.

In an interview and clinical record review with
RNA 1 on 7/8015 at 12:10 pom., Resident 4's
Restorative Charting record for June, 2015 was
discussed and reviewed, She confirmed that
RNA therapy sessions dated 8/1, 6/8, 8/15, 6/21
and 8/29/15 were not initialed nor were ths dates
sncircled, That indicated that therapy did not
accur. RNA 1 confirmed Resident 4's RNA
progress notes had no written indications why
therapy did not ocour.

RNA 1 confirmed Resident 4's Jung, 2015
Restorative treatment recard indicatad a total of
18 RNA therapy sessions were comipleted out of
an expected 20 RNA sessions, RNA 1 stated that
Resident 4 had not received the correct number
of treatmants for June, 2018,
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