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Department of Public Health during a Claremont Healthcare Center submits this
Recertification Survey, ' resposse and plan of cormection as part of the

requirernents under state and faderal law.
The plan of correction iz submitted in

Representing the Department of Public Healthy: sccondance with specific regulatory

Surveyor ID #27785 requirements. The provider submits this-plan

Surveyor 1D #17018 of comestion with the infention that it

Surveyor 1D #05379 tnadmissible by any third party in any civil or

Surveyor (D #07598 crinsinal action or proceedings against the .
provider or its ermployees, agents, offivers, |

Total Resident Population: 85 directors or sharebolders. =

Total Resident Semple BSize: 17 0

“! Highest Severity and Scope: E . =
F 167 | 483 10(g){1) RIGHT TO SURVEY RESULTS - F 167| F167: Facility suevey resulls have been
5§8=0 | READILY ACCESSIBLE sosted ot locations which are seadily _

accesstble to residents and a natice of their

A resident has the right to examine the resuits of availability has been posied in the Consumer

the most recent survay of the facility conducted by Information Board. .

Federal or State surveyors and any plan of All Residents have the potential to be

correction in effect with respect {0 the fagility. affected by the deficient practice and they
wili continae 1o be reminded of the jocation

The faciiity must make the resuits avaiiable for of survey resulis during monthly Resident

sxamination and must post in a place readily Council meetings,

accessitie (o residents and must post a notics of Survey resutts will be inspected

their availability. monthly to ensure they are intact and posted

as required to ensure the deficient practice
dots not resaar,
Ol Committee shall raview the

This REQUIREMENT is not mel as evidenced Resident Council mesting minutes to
by: evaluate the effectivencss of the corrective
Based on observation, the facility failed to post sctions. {-lo-fz

the resuits of the most recent survey in a place
readify accessible o residents and post a notice
of their availabiity.

ABORATORY IRECTOR'E OR PROVIDERMUFPLIER REPRESENTATIVE'S SIGHNAT TITLE {38 DATE

_ .
K?H 2’5 @ﬁmrntﬁfwraﬂw t -7 - !ng

ariy deficiency statement anding wih an asiedsk ("} denoles @ deficigncy which the institution may be excused from conecting providing & is detsrmined thast
ither safeguards provide sufficlent protaction to the patients. (See instructions.} Excipt for nursing homes, the findings stated above are sdisclosable 50 days
ollowing the duis of survey whether o7 nod a plan of comection is provided. For marsing homes, the above fiisdings and plans of comedtion are disclosable 14
lays followiry the daie those documents are made available fo the faciilly. W deficlencies aze itad, an approved plan of corraction iy requisite to cordimsed
wugraen parkcipation.
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F 167 | Continuad From page 1 F 187
Findings:

During the indtial tour of the facility on Qctober 10,
2012, af 8:18 a.m., the evaluator could not fing
the survey resulls posted anywhere near the
ooms or hallways where the residents
congragate or walk by,

During an inferview with 2 facility staff membser,
she stated he survey results ware available oy
raview in the front lobby.

The evaluator observed the survey results were
placed in a notebook that was inside a desk
drawer near the front enfrance of the fadlily in the
lobhy area. There was no noline posted that the
survey resuits were iscated in the desk drawer.
Upon closar inspection, there was » small tabel
on the outside of the desk drawer, measuring 3
inghes by one-half inch that read "survey book™,

The desk in the front lobby where the survey
report was kcated was at least 60 fest away from
the nearest nurses’ station where some of the
residents pass by. During the course of the
survey on October 10, 11, 12, 15, 18, and 17,
2012, no regidents were seen sociglizing negr the

front lobby.
F 241 483.15(a) DIGNITY AND RESFECT OF © F 241, F241: Pacility conducted staff in-service on
88«0 | INDVIDUALITY 16-19-12 to ensure the predominant language
; of the residents is spoken in the facihity by all
The faciiity mugt promote cara fur residents n a staff =1 zll times W promote an snvironment
mianner and irs an snvironment that maintains or in which all residents” dignity is respected in
enhances sach resident’s dignity and respect in full recognition of his or her individuality.
full recognition of his or her individuality, The facitity considers all residents to

have the potential to be affected by the same
deficient practice. The facility will cary out

This REGUIREMENT i not met gs evidenced
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F 241 | Continued From page 2 £ 24| progressive counseling for any s@aif who fils
by to follow the guidelines and exp;:ctazioz;s
Based on interview and record review of the regarding the use of the predominant
minutes of the resident council meeting, the language of the residents. ‘
facifity failed to ensure that the staff The facility will ensure t;he deficient
communicated in the predominant language of pragtice does not recur by continuzlly
the resiients in the fTagility. Saven of nine alert reminding staff of the proper langnage 1o be
and oriented residents who attended the group spoken during daily szzifj: hudé}es, quam:riy
meating stated that staff members spoke in their staff in-services and during orientation of all
native {foreign} langusge in their presence and Bew emplovees.
while providing care, which made them fee! The facility wilt utilize feedback from
disrespectad and ihe residents did not ke it. The the Resident Coumclt mestings, the ‘
deticient practice had the polentia! to resultin a Administraror’s Resident Advigory mcetings
deching in the psychosocial well being of the and the facility grisvanpce process © monior
| residents. performance and ensure that sohutions are
‘ sustained. The CQI Committee shall review
the Resident Council meeting minuizs, notes
- Findings: from the Administrator’s Resident Advisory
meeatings and grievanee logs on 3 monthly
During the group meeting conducted on Oclober hasis 1o evaluate the effectiveness of the
12, 2612 at 10 a.m. nine alert ang oriented correclive actinns. H-foe 2]

residgents stated that the staff, mostly the Cedified
Nurse Assistants {CNA}, woukd constantly speak
their native language in thelr presence and whii
in the room providing care to their roommates.
The residents further stated that at any given time
of the day the staff would speak their native
language to each other while walking down the
halbway within thelr hearing distance. The
residents stated they did not ke staff spesking
their native language to sach ather within thelr
hearing digtance, because & made themn fesl
disrespacted. The resiklentis added, ail staff must
speak English which is the major and or
predominant langeage of communication in the
faciity. The resitdents further slated this Bsue
had been addressad in one of the resident
counnl mestings.
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DATE

F 241 | Condinued From page 3

On 1G/10/12, a2t 2 p.r., and 10/12/12, 52 3:30
pam. angd £:40 p.m., siaff were communicating
withs each other in thelr native language while
walking down the haliways with in hearing
distance of residents who were sitling in their
wheeichair and family members visiting the
residents at the time of these observations. On
1042412, &t & p.m., the charge was made awars
and stated staff members are required is speak
English in the presence of residents and visitors.

Durring an intervisw conducted on 1016712 at
1:10 p.m., an alert and oriested ssmple resident
stated e CNAs would communicate among
themselves in Spanish while in her room, The
resident staled the GNAS were rude and she dig
not like #

A review of the facility's policy and procedure
titled "Residenis Rights and Responsibliities”
dated April 01, 200, indicated "This fagility wil
provide an envircnment that coniributes to the
resident's positive self image and presermve dighity
and aonomy. The facility shall treat each

- resident with considerstion, respect and full
recognifion of hisfher dignily and individuaity "

F 246 | 483.15{e){1} REASONABLE ACCOMMODATION
ssek | OF NEEDS/PREFERENCES

A resident has the right to resida and receive
services in the faclily with reasonable
accomrynodations of individuai needs and
preferences, axcept when the heaith or safety of
the individua! ar gther residents would be

F 244

F 246

F146: Residents” call lights are expecied io
be answered within the e frame a5
indicated in the facility’s policy and
procedure, The facility’s monthly Resideont
Council meeting minnies dated January 2012
~ Oetober 2012 mdicate residents were
satisfied with the call Hght response time
{please see attached docnments).. To help

antfangered. epstwe: residents’ needs are met within a
timely manner, Licensed Nurses were in-
serviced on 10.24-12 to monitor and
DRM CRS.2567(02.59) Fravions Varsung Qbstlole Event ID: PYIRRT Facility I, CASSO0D047 ¥ condinuation shest Pags 4020
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F 248 | Continued From page 4

This REQUIREMENT & not met as gvigdencad
by

Basad on observation, interview and record
review, the faciity staff failed to answer the
residents’ call lights in & prompt manaer for five of
nine atert and oriented residents who attended
e groun meeting and for one rendomiy selected
resident (R8R 14). This deficient practice
rasulfed in a delay of services, Additionatly, the
facility failed to accommodate for one sampla
resident's preference to watch TV in a tofal of 17
sgmpis residents (Resident 13, Resident 13's
foot oradie hindered his view to such an extent
that he was unable fo walch aiavision shows.
This deficiant practice rasulted in an envirgnment
that hindersd Reskient 13's preference to waith
televigion,

Findings:

a. During the group mesting condugted on
10012112, at 10 a.m., five of ning glert and
orignied residents stated that i took
approximately over 3G minutes for ali shifis o
answer their calt lights most especially when they
neered assistance to use the bathroom and or
changs their digpers.

: During an interview with Charge Nurse 1 on
HH1512, ot 10 g, he stated tha! all staff had
been instructed to answer calt lights within a
reasonable time, within five to ten minuies to
attend to residents’ needs.

s, A review of the "Admission Record” for
Randomly Selected Raesident 19 {RSR 18},
indicated she was admiited to the faciity on

F 248 | personally respond to all call lights when
assigned €. NLA's are unavailable. in
addition, a1} facility staff including

i Department Heads are expected 16 prompily
respond to 2l call lights while on the fleor,

TFhe facility considers ail residents a3
having the potential to be affected by the
same deficient practice. Residents have been
and witl continue to be reminded dusing
Residem Council angd the Administator’s
Advisory msetings 1o imnmediately report
soncerns Biey may have, including staff’s
response to their call Hght, so that corrective
action can be initiated 1o avoid reccourrence.

Te ensure the dsficient practice does
not recur, staff was in-serviced on 10-24-12
regarding the necessity and importance of
simely call Hght response,

The facility will viilize feedback from
the Resident Council megtings, the
Adwinistrator’s Resident Advisory group
meefings and alf related resident grievances
to monitor performance and ensure solutions
ars sustained. The CQI Commitiee shall
review the Resident Councll meeting
minunes, notes from the Administrator’s
Resident Advisory meetings and grievance
logs on # monthly basis 1o evaluate for the
effectiveness of the taaryective actons.

The faciity will monitor its
performance to make sure selutions arg
sustained by conducting residest satisfaction
questionnaires to obtain their feedback on
call tight response, The facilty will also
continue io uiilize the Residents® feadback
sbtained from the monthiy Resident Councii
meetings a5 wall as the Administeator’s

3

ORM CHE-2887{05.89) Previous Versibns Obsolete Evant I3 PWAIR 11

Faciity I CAS50000042 If continustion sheet Pags 5 of 20



| o
DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 11/0772012

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 05380361
STATEMENT OF DEFIDIENGIES [ {X1y PROVIDERISUPPFLIERICLIA X2 MULTIPLE CONSTRUQTION 203 DATE SURVEY
ARG PLAN OF CORREGTION | DENTINCATION KUMBER: COMPLETED
A, BLDING
955344 B e 1014712012

HAME OF PROVIOER 0F SUPPLIER

COUNTRY VILLA CLAREMONTY HEALTH

KTREETY ADURESS, SiTY, 8TATE, 2iF CODE
350 8. INDIAN HiLL 33V,

CLAREMOGNT, CA 1711

%4310 SUMMARY STATEMENT OF DEFCIENGIES ] PROVIDER'S PLAN QF CORREQTION X&)
PREFIX {EACH DEFICIENCY MUST BE PRECEDEG BY FULL PREFX {EACH CORRECTIVE ACTION SHOULD BE COMPLETIDN
TAG REGULATORY OR 1$C IDENTIEYING INFORMATION) TAG CRUSSACFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 248 | Continued From page & £ 2481 Resident Advisory meetings (o ensure
10/16/08, with diagnosis that included diabetes correstion is achieved and sustained.
mellitus typs i, chronic pain, and anxiety state. Resident 13 actually attends activities
on a reglar basis as is evidenced onthe
A review of the minimum data set (MDS, a attached Activity attendance logs. Heisalse
standardized assessment and care planning tool}, up for meals on most days. The TV in
dated 10/42/12, indicated RS8R 18 had the ablity Resident 13's room was mounted on the wall
to make self understoad and understand others, on 15-17-12 to allew for unobstructzd
The MDS indicated resident required axtensive viewing, ,
assistance from siaff for bed mobilily and The Maintenance Supsrvisor
personal hygiens, and was otally dependent on conducted room rounds an 10-§7-12 1o
staff for ransfer, drasging, tollet use, and bathing. ensure no other residents were affected by the
MDS aiso indieated that the resident was always same deficient practive.
incontinent of bowe! and bladder, To ensure the deficient practice does
not recur, Supervisors and Charge Murses
During an inlerview with RSR 18 on 10718112 af will inspect rooms an a daily basis and
1:30 PM, she stated that it igkes 2 long time immediately document any deficient findings
before nurses could answer her call ight in the Mainienance log books for prompt
espacially dunng the 3 PM o 11 PM shuft. The remedies.
resident said that the week before, she waited for Facility Department Heads will
& half an hour befors her nurse could bring her o conduct weekly room checks to monitor
the follel. The residerd said her stomach was performanice 10 make sure solutions ars
hurting and could not watit for ths nurse o hring sustained, The O Commiitiee shall review
her to the toilet, Mairtznance jogs and room sowsds checklists
on u monthly basis to ensure all findings are
During an inferview with the administrator on corrected in a timely manner and to evaluate
10716712 at 11 AM, he stated that the reason the effectiveness of the corrective actions. _
RSR 19 has to walt for assistance o go (o the (ARELA A
toilet, was because resident wants ordy her
permanently assigned nurse to assist and attend
tv her neads. The administrator further stated
that sometimes whes the resident calls for
assistance, her nurse is busy and another nurse
would offer to assist the resident. However, the
resident would refuss and insisted on having her
parmanently assigned nurse,
¢. A roview of the "Admission Record” for i
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F 246 | Continued From page & F 248

Resident 13, indicatad he was originally admitted
to the facility n 7731700, and was readmitted on
1912, with diagnosis that included digbetes
mgtiitus type I}, hypertension, cirrhosig of the bver,
neuralgia/neuritls, and bipoiar disorder.

A review of {he minimum daia set (MDS, a
standardized assessment and carg planning tool},
dated 8/30/12, indicated Resident 13 had the
abitity to make self understood and understand
athers, The MDS indicated that it was very
important for the essident, ag par of his agtivity
preference, to keep up with the news and de hig
favorie activiies, The resident required
exiensive assistance from staff for bed mobifity,
fransfer, and personat hygiene, and was totally
dependent on staff for dressing, wilet use, and
bathing,

During an observation with the assistant care
coordinator for nurse station 2 on 10/10/12 ot 8
AR, Resiiant 13 was awake lving in baed, A foot
cradle (& frame placed over the foet 1o prevent
sheets or blankais from {ouching the resident)
was in place and was covered with a blankel. A
talevision (TV} set was observed in front of the -
resident's bed, placed on top of a waist high, built
in fable by the closet, The resident complained
that the foot cradie prevented him from viewing
and watching his TV, The assistant care
coordinator stated that the oot cradie way used
to prevent skin breakdown of the resident's feet,
it can be caused by the pressure and friction of
the blanket tsuchirng the feet.

During an inteiview with Resident 13 on 107/15/12
at 2 M, he zgain complained that the fool ¢radle
prevented him from viewing arki watching his TV,

QFM TREES-2857(52-89) Pravious Versiors Ubsnlate Evant i PWMRT4 Facily |D: CASSNIN00GA2 I contituation sheot Page 7of 28
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Confinued From page 7

The resident stated that he is in bad mostof the
time and watching TV would haip him from
"Getting crazy for doing nothing and staring at the
ceiling." The resident said he told the nurges {on
an unspecifiesd date)that he does not need the

- foot cradie because his feet were fine and that

the foot oradie is covering his view of the TV,
however, the nurses did not do anything.

During an interview with the charge nurse for
Station 2 on 10115112 a1 2.30 PM, she stated that
{he foot cradle was part of the resident's care
plan to prevent siin breakdown. The chaige
rurss further sail she would ask the
maintenance steff o place the TV higher,
{aliowing for the msiient io see the TV)
483.15(g){1) PROVISION OF MEDICALLY
RELATED SQCIAL SERVICE

The fgetlity must provide medically-refated social
services 1o attain or mainiain the highest
praciicable physical, mental, and psychosocial
well-being of each resident.

This REQUIREMENT fs not met as evidenced
by

Based on interview and record review the facility
feilad to have the residents’ responsible party or
represenigtive goitnowledee the receipt o7
disposition of the residents’ personal belongings
upon discharge for two {Residents 18 and 17) of
three closed records reviswed. The residents’
respornsible parties did not sign the inventory fist
forms upon discharge as redquired. This deficient
practice had the potential to result in theft or foss
of the residents’ personal belongings.

Faas

F 250

¥150: Responsible partics for dischurged
residents 16 and 17 were contacted by the
facility’s Soviel Services Designee 10 obtain
the appropriate signatures o acknowledge the
receipt and/or digposition of the respective
resident’s personal belongings.

The facility has ideptified al
discharged residents as having the potential
of betug affected by the same deficient
practice. The Medival Records Designee will
review discharged records on & weekly basis
to ensure all discharged residents’ inventory
forms ars properiy completed and signed by
the dischargzed resident or responsible party.
Sacia? Services Desigres will continue 1
follnw up with any deficient findings o
ubiain proper signatures acknowledging
teceipt and/or disposition of the respective
resident’s personal belongings.

To easure the deficient practice does
not secur, Licensed Nurses were in-serviced
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4310 SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION X8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRESTIVE ACTION SHOHALD BE COMAENON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRO$S-REFERENCED TO THE APPROPRIATE base
DEFKMENCY)
F 250 { Continued From page 8 F 280! on 10-25.12 regarding the requirement io
follow the facility’s “Clothing and Personal
irmms™ policy for discharged residents’
Fidings: imcluding the necessity to obtain signatures
on the certification of receipt by staff and the
responsible party of each discharged resident
a. A review of the admission infermation record i gertify that the resident’s persotat effects
indicated Resident 16 was admitted o the factity were received. Social Services Designee was
on 6728112, with diagnoses that inciuded chronic in-serviced on 10-23-12 to document on the
airway obstruction, ranal (kidney) and urethral (is resident’s inventory form for those whe have
a tube that connects the urinary bladder (o the donated any persenal belongings to the
genitals for the removal of fluids from the body) facility.
dysfunction, cachexia (wasting syngdrome or loss Medical Rovords Pesignes's audits of
of weight) and dementia. On §/21712, the resident discharged records will be used 1 monftor
expived. the facility’s performance 0 ensure sohutions
are sustained. The CQE Commities shall
A review of the resident’s inventory fist on review the MRI? audits on a monthiy bass to
discharge indicated the resident’s responsible ] svalate the corrective action for its
party and or representative did not certify or * effectivensss. t - s -3Z.

acknowiedge receipt of the resident's personal
belongings. The section for the signature of the
resident's responsible parly was ieft blank
inclsding the signature of nurse refeasing the
helongings.

in an interview with the gocist service dasignes
(88D} on 10118112 at £00 p.m., she stated thi
the family decided {o donate the resident's
bedungings o the facilty but she had failed to
document the information,

A review of the factity's policy tifed “Clothing arxl
Parsong! tems” taken from the social service
manual dated 1G/01/94, indicated "Upon
discharge of a resident from the fagilily, the
rasponsible parly and a staff member will dale
and gign the "Certification of Receipt on
Discharge” saction of the inventory form 1o certify
that the resident’s personal effects were received.

DM CIS-2567(02-94) Previous Varsions Dhbeolete
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PREFIX
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F 25Q

Fare

Continued From page 8

If belongings are donated to the facility, the 8D
shouid make g note of that fact on the fwentory
form.”

b. Resident 17 was admittad io the faciity on
8/16/12, with diagnoses that included
hypsttension, peripheral vasglar disease, and
higtory of myosardial infarction (heart altack), On
1044/12, the resident was frangferred fo the acute
hospital for 2 compiaint of chest pain.

A review of the resident's inventory st on
discharge reveslad that the upper portion of the
form had not been signed by the resident or the
farnity mernbers, The signaturs signifies that the
resident's belongings had been received edher by
the resident or the family members,

During an intervigw with a social service staff en
10717112 at 5:08 p.m., she staled that she was
not aware of where the resident’s belongings
WEre.

The facility's job description of the social services
director indicated, "Assuras that residents’
glothing and ofher spegific needs are met,
contacting family as needed, s&c.”

The facility's policy and procsdures, itied
“Clothing and Personal tems,” effective 10/1/94
indicated, “Upon discharge of a resident from the
facitity, the resident or raspongible parly and a
siaff member will date and sign the "Certification
of Regaipt on Bischarge” ssclion of the lnveniory
form to cerdity that the resident's personat effects
were roceived "

483 20{d}, 483.20(k)(1) DEVELOP

#2580

F279

- F179: Resident 9's chinical record indicates

ORM OMES.2887{02.58) Previous Verslons Obeolate Evirst 1D PWAR Y
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F 279 | Continued From page 10 £ 270, the Attending Physician was in fact notified

58=0 | COMPREHENSIVE CARE PLANS

A Tagiity must use the results of the assessment
16 dovelog, review and reviss the regidents
comprahensive plan of care.

The facility must develop a comprehensive care
plan for each resident that includes measurable
ohiectives and timetables {0 meet & resident’s
medical, nursing, and mental and psychosocial
ngeds that are identified in the comprehensive
assessment.

The care plan must describe the services that arg
to he furnished to attain or maintain the residends
highest practicatle physical, mental, and
peychosocial well-being as required ynder
8§483.25; and any serviges hat would otherwise
be required under §483.28 but are not provided
due to the resident's exercise of rights undsy
§483.14), including the right 10 refuse freatment
under §483.10(b)4).

This REQUIREMENT is not met a8 evidenced
by

Based an observation, interview, and regord
review, the faclity failed 1o deveiop and
implement a resident specific plan of care for one
{Mesident 9) out of 17 sampled residents.
Resident & had a 14 pounds {Ib} waight gain in
one smonth, from 971712 1o 167112, howsever,
there was no pian of care deveioped fo address
ihe weight gain. This had the potential to result in
further inplanned waight gain for the resident.

Findings:

|

PooRre.

on 10-05-12 at 2:00 PM of the Resident’s
101b weight gain during the month from
Reptember 41 - October 01, 2012,
Additional notes dated 10.05-12 indicats
there were 1o negative sffects related 1o the
1681h weight gain (please see attached),
However, the care plan that was mitiated on
10-05-12 was only for seven days, Resident
9's care plab was revised on 1417-12 10
melnde other interventions az well as
ponitoring weight and/or any negative
effects related 1o weight gain for 30 days.

MRII conducted a change of condition
audit on 10-18-17 in identify other residents
having the potential to be affected by the
satug deficient practice. TNS and RCC will
vontinue o follow up with any noted
deficient findings to ensure solutions we
sustained,

o ensizre the deficient practice dogs not
veour: A one on one -service regarding
appropriate care plan procedures was
pravided to the responsible Licensed Nurse
on 10-17-12: 5 mandatory Licensed Nurses
in-service was held on 10/25/12 regargding
appropriate care plan procedures ppon any
CO0; the RO will nse the results of the
assessments from any triggered problem or
condition in order 1o develop, review and
revise the residents’ comprehensive plan of

MR will perform audits of care plans
Swfweek with changes of condition/ reviged
care plans for sppropristeness. MR audits
will be reviewed by the Administrator and
DINS 1o envure solutions are sustained, The

SRM UMS-268702-88) Previcus Yarsions {baolete Everrt 10 PAMRT
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F 279

Continued From page 11

During an observation on 10/10/2 at 815 AM,
Resident 9 was obgserved in bed and zsisep. The
resident's head was elsvatad 30 degrees and a
teading formula (Giytrol}, connected to the gasiric
{stomach) tube {G-{ubs), was nunning af 87
miliiiiters {ml) per hour via a feeding pump with
1110 mi infused. The assistant care cogrdingtor
stated the resident also eats food for oral
gratifination.

The olinical record for Resident 9 wag reviewsd
on Y1112 and 101158712, The admigsion
information sheet {face sheet), indicated resident
was originally admitted to the facllity on 2/7/08
and was readmitted on 58112, with disgnoses
that inchuged dementia, diabetes mellitug,
hypertension, iate effect hemiplagia, and

dysphagia.

The ietest comprehensive Minimum Dafa Set
{MDS, & standardized assessment and care
planning tool), dated 8/11/12, indicated Resident
& was able to make seif understood and
undersiand others and does not have any mogd
or hehavior problems. The residert required
axtensive assistance from siaff for eating, and
was totally dependent on staff for bad mobility,
transfer, dressing, tollel use, personal hygiane,
and bathing. The MDS aiso indicated that
resident had & feeding tube, 8 mechanically
altered, therapeutic diel while a resident of the
facility.

A review of the physicians order shestindicated
that on 8725712, Resident 9 had an order for
Givirol (& feeding formuis) thru the G-lube to
provide 1392 mil per 1382 calories af 87 miper
hour in 18 hours, On BR27712, the resident was

g o791 CQF Committee will evaluate the syslem ona
maonthily basis for its effectivensss.

a1 NS
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F 279 | Continued From page 12 F 278

ne added salt (NAS) by meuth and nectar Hick

the September 2012 medication agdministration

record {MAR} indicated Resident 9 was receiving

the dist three times a day from September 1 o
. September 27, 2012,

Resident 9 had a weight gain of 10 ib in one
raview of the dlinical record indicated that there

Was 1o plan of care developed to address the
waight gain.

 tube feeding dus to dysphagiz dated 5/46/12,
| ingicated for the resident o mainain stable

the physician for weight changes of five ib or
mcre in g month,

There was another plan of care daled 5/6/12,

that indicated & monitor weight routinely or as
changss.

A review of the clinical notes revesled an entry
from nursing, dated 10/6/12, tegarding 2 10 ib
that the weight gain was addressed.

During an interview with the Director of Nursing

short term care plan goal {7 days) for Resiglent

also ordered 16 have mechanically sofi dist with

liguics for lunch in small portions only. However,

A raview of the resident's weight report indicated
month from 841712 0 107112, However, further

A plan of care regarding afteration in nutrition for

weight, and for stalf to moniior weight and nolify

ragarding potential for nutritional risks rsiatedto |
the enteral feeding with transition to oral feeding,

ordered and to notify physician for any significant |

weight gain in one month, however there was no
indication that the physician was notified and or

{(DONj on 101712 3t 2:30 PW, she stated that a

!

RN CMS-258T7(02.99) Previcus Vergions (lsoiale Evert |0 Py
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Continuad From page 13

¥'s waight gaim was deveiopad. The DON said
the care plar developed for weight gain wag not
iry the active record because the concern was
resolved already. There was no indication in the
active record, however, that the welght gain was
addressert and or that the resident's weight was
checked before concluding the weight gain was
resoived and the care plan goat was gchieved,
483.25 PROVIDE CARE/SERVICES FOR
HIGHESYT WELL BEING

Each resident must receive and the faciity must
provide the necessary care and services to aftain
or maintain the highest practicable physical,
menial, and psychosocial well-being, in
aecordance with ihe comprehensive assessment
and pian of care.

This REQUIREMENT is nof met ag avidenced
by:

Based on obeervation, interview and record
review, the faciity's staff failled to provide care
andd services that maintained the highes!
practicable walkbeing for two {Residents 2 and 3
of 17 sample residents and a randomly-selactad
reskient (RER 18], Laboratory lests were not
done for Residends 2 and 3 as ordered by the
physician, and RS 18's was administered the
wrong form of vitamin B-12.

Fawulings:

a. Resilent 3 was admitted to the faciity on
4728/12, with diagnoses that included Chronio
airway obstruction, peripheral vascular dissage,
hypertension and diabetes. The resident also

F 279

F389: (A) Residera 3°s CMP and CBC were
ordered on 16-16-12. (B} Resident 2's CMP,
CR(C and Pre-Albumin were ordercd on 10-
13-12. No new orders were given by either
Resident 2 or 3’z Atiending Physicians, {3
The sublingual form of Vitamin Bi1d was
available on 10-11-12 and has since been
administered to Randomly Sefected Resident
18, The Pharmacy Consultant wiil conduct
monthly 3-way medication cart check and
review and provide findings to NS for
follow-up. The Pharnmucy Nurse Consultant
and facility Nurse Resource Consultant will
moniter the efficacy of 3~way medication
cart check review system on their scheduled
faeility visits, discuss findings with
Administrator and DINS and assist to develop
specific action plans to enhance the system.

MRI} and facility’s contracted
iahoratory designes conducted laboratory
prder audits on 10-15-12 to identity if other
residents were affecied by the same deficiat
practice with no farther findings.

To ensure the deficient practice does
not reeur, the Licensed Nurses were i1
serviced on 10-25-12 regarding proper
follow-p of routine tab orders; & one o one
in-service was also provided 16 the
responsible Eicensed Nurse,

F 309
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F 309 | Continued From page 14 F 305 To monitor perfarmance and make
had & history of heart bypass surgery, The sure solutions are sflstaim{‘i,&the RN
Minimurn Data Set (a standardized assessment Supervisor will review facility routine fab
and care planning tool), dated 9/28/12, indicated | orders on the first and fifieenth of each
' the resident required assistance with daily month to determine if protocol is being
activities such as tranafers, bathing and personal followed and will report any discropancios @
hygiene, the L3NS for appropriste follow-up measuras.
‘The DNS wili submit 3 summary trend
On 10/16112, a raview of the Clinical records analysis of the 3-way med cart cheok reviews
revealed a physician's order dated 4/20/12, b and routine Iab order findings o the CQ
perform laboratory tests for SMP {comprehensive Nteering Comminse for further '
metabolic panel} and CBC (complete bicod secommendations 1o ensure corrective actions
sount) svery first Tuesdsy of each month, are being evalugted for their effectiveness. Pt {2

| poor nuritional status) every first Tuesday of

Mowever, there were np resulis of the laboratory
tests ordered for May, June, July, August,
Saptember and Qeoiober 2012, This was alsQ
confirmed dwring & record review and an
inferviaw with the RN Supervisor on 1041612 at
11:36 a.m. The RN Supervisor stated that the
Heansed nurse who obtained the physiclan's order
faited {0 give her a copy of the order, which she
woUlld have usad to coordinate with the laboratory
compaiy 1o perform the iesis on a routine
monihly basis, a3 the ghysician ordered.

b. Resident 2 was admited fo the facifity on
3128712, with diagnoses that inchuded diabetes
matitus, chronic kirney disease, and peripheral
vascular disease. The MDS assessment daled
7I8/12, indicated the resident required assistange
with daily activities such as personal hygiens,
dressing, and transfers.

On 10715412 a review of the ¢linical records
revealed g physician's order dated 8/14/12, 1o
perform laboratory tesis for CMP, CBC, and
Pre-altumin {a test used to evaluate suspected

R CMEB-226TI0Z.08 Frevious Vismsions Obsotels
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F 308 Continued From page 15 F 309

each rionth, Mowever, a recoird raview and an
interview with the RN Supervisor on 10/115/12 at
11:20 a.m., revealed the laboralory tesis were not
done for Beptember and Oclober 2012, The RN
Suparvisor stated thal another licensed nurss
who abtained the physiclen's orders falled to
provide her a copy of the physician’s order in
order for her 1o coordinate with the laboratory
cowipany for the jaboratory tests i be done
monthly 2s the physician ordered.

¢, On 10MM12 at 8 am., 2 licenssd nurse was
observad as he administered RS 18's moming
medications. One of the madications was a8
tabiet/pili of vitamin B-12 100 micrograms.

During the observation, the resident stated thad
the vitamin B-12 pil that she received was of the
wrong form. The resident siated that she ususlly
raceives vitamin B-12 in the form that has a thin
fitrn coating that she {okes sublingually (Under the
tongus). The resident stated the taste of the
vitamin B-12 that she was provided today was not
pleasurabie.

Af the same time, record review and inspection of
the vitamin 8-12 botiie label with {he kcensed
nurse, revealed that the licensed nurse
administered the wrang form of the medication,
According to the physician's order dated

10/ 1412, vitamin B-12 was 1o be administered
stblinguatly, and therefore the resident shouid
have received vitamin B-12 in a sublingual form,
instead, an oral form of vilamin B-12 was
provided. The ticensad nurse acknowledged that
he administersd the wrong form of vitamin B-12. : ) entrv on 10-16-12
F 318 | 483.25(e)2) INCREASE/PREVENT DECREASE |  Fatg| 1o 0 DNS made alate ontry
sS=E | IN RANGE OF MOTION

i'
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F 318 | Continued From page 16 F 318| regarding Resident #3°s refusal of sphints.
Alternative measures include: Atlempting to
Based on the comprehensivs assessment of o | perform ROM exercises asgd applying splintg
resident, the facility must ensure that a resident when Resident’s duughter is present.
with a limited range of motion receives Resident and family education was done
t appropriate reatment and ssnvices to increass regarding the risks snd benafits of mse of
range of motion andfor to prevent further sphints and importance of ROM exercises on
deorpase in rangs of motion. 10-16-12. Responsible party was informed
that she will be notified if Resident refuses
ROM exercises or use of sqrdints 50
responsible party can assist in offering
This REQUIREMENT is not miel as svidgenced encouragement (¢ Residemt. Resident’s care
by plan was updated and revised on 10-13-12 10
Based on cbservation, record review and administer pain medications priot 1o use of
interview the facility fallad to provide aiternative splints or range of motion exercises.
sexrvices 7 measures o prevent further decling in Restorative nursing meetings will be
range of motion for ane of 12 sample residents held weekly to review Residents” status and
with juint mobility imitations in a total of 17 identify other Residents having the potential
sample residents (Resident 5). Resident 3 was to b affected by the same deficient practice.
assessed as having sontractures 1o tioth upper To ensure the deficient practics does nof
and lower extremities, had refused to wear recur, facility staff were in-serviced on 10-
resting spiints fo the left hand, bilsteral ankle 19-12 and 10-25-12 regarding ahternative
splints and range of motion (ROM) exercises on measures 10 be follawed 1f and when
multiple occesions. The resident was not Residents refuse the freatment slan of ROM
provided other alternative measures to maintain and splinting,
or prevant further decline in ROM. The deficient DNS will review the weekly Restorative
practice had the potential 1o result in further Nursing Program’s notes to monitor facility’s
decline in $he resident's ROM capability. performance and to make sure solutiong ave
sustained. The COI Committee will review
. the summary of concems and issues from the
Findings: Restorative Nursing Program on a monthly
. ; . S . basis to evaluate corrective actions for their
A review of Resident §'s admigsion information effectiveness. e vt

record on 157 10712, indicated the resident was
admitied to the Bility o 1/25/408. Resklent &'s
giagnoses included: late effects of carebro
vascular accident (GVA- stroke) with ieff sided
hemipiegia (paralysis), distocated hip with
prosthesis, {An arifficial device used to replace a
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missing body pant, such as a limb), hyperiension
{high blood pressure}, osteoporosis (britle bones
ar lacking i Iione mass), diabetes melitug {high
sugar in the blood} and dementia {oss of brain
function).

A review of the most recent Minimum Data Set
MIIS- is a standardized sssessment and care
soreening ool dated 7/23412, indicated that the
resident was able to usually make saif

L phiderstood and inderstands others. Mowever,
| the resident was unable to recali date, time and

simpie objects. Additionally, Resident 5 required
extensive ¢ tolal nursing assistance 1o parform
activities of dally Bving including ioilet use and
personal hygiene ang grooming and had
impairments on one side of the upper exiremity
and both sides of the upper extremitias,

| On 7-28-12, the physician had ordered the

folowing: Restorative Nursing Assistant (RNA)-to
do passive range of motion (FROM) exercises
daily seven times a week, apply lefi resting hand
spiind (treats moderate flexdon contraciures {2
tightening of muscies that prevents normal
movement of the associaled limb or other body
partl) of the wrist, hand or thumb.

©n 9101712, a plan of care was developed that
addressed the rasident's polential for the
development of conlraciures due (o disgnoses of
degenerative joint disease {ELD- also known as
arthritis is caused by inflammation, breakdown
and eventual 1oss of the cartilege of the ioints)
and rheumatoid arthritis (2 tong term disease that
ieads to inflammation of the joinig). The care
plan goal indicated complications relsted io
arthritis will be prevented and detected promptly.
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at 2:23 pm., she stated " don't want any splinis

110/48/12, et 3pom, and 10417212, at 408 pm,

The care plan interventions inchuded: Aliow rest
periods as needed, encourage daily exercise as
{oleratad and assist ransfer and mobiity,
However, the pian of care did not address the
application of the spiints {0 both upper and iower
extremitias and ROM exerciges as additional
interventions/measures and as orgerad by the
physician {¢ maintain or prevent further deciine in
ROM.

During muiliiole cheervations on 11112 &t &
am, 11 am, 2 pm. and 4 pm, the resident was
ot wearing the resting hand spint and or the
ankie spiints while the resident was resting In
ved The resident's ieft hand a5 weli as her feat
were contracted. On 1011212, st 3 a.m., and
11,44 a.m., the resident was not wearing the
bilatera! ankie splints while she was in bed. On
101612, 2t Qam., 11:30am., and 2218 p.m.,
again, the resident was notl weaying the resting
tand spdint and bilateral ankle splints while she
was lying in bed.

During an interview with the resident on 10716412

because they hurt my hand and fest”

In & separate interview with CNA 1 and RNA 1 on

respectively, they stated the resident many times
had refused o wear the aplints and ROM
gxerciges and the charge nurss had been made
awarg each time. They further stgted the resitlent
worid not give any reason as io why she would
refused fo wear the splints and to ¢o ROM
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F 318 | Continued From page 18
exersises,

On 116112, al 3:20 p.m., Charge Nurse 1 siated
during an interview that he was awsae of the
resident's refusal and had notified the physician,
Chairge Nurge 1 further siated resident had a pain
medication ordered and was given (o her as
needead,

| Further review of the medicat records indicated
 the plan of care was not reviged o refiect the
resident's muitiple refusals to wear splints and ©
do ROM exercises and did nat include altemative
measuras 1o prevent further decline in ROM,
such as administration of pain medication prior to
ther use of the spint or providing ROM exercises
1o promote comfort during treatment necessary (o
prevent further confraciures,

Although the resident was identified by the
nursing staff as refusing splinting and ROM
exercises, the resident’s thesapy and joint
assessments revealed no further assesgment of
the resident's refusal leading i allemate
recommendations 1o prevent further confraclures
as follows:

A review of the Ocoupational Therapy (OT)
discharge recommendation dafed 7/12/11,
indicated to discharge the resident from skiiisd
O services as resident reached maximum
hensfit fron skilied OT services. Resident wid
continue with RNA program for ROMsplinting,

F 318
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F 323
88l

| A review of the facility's policy and procedure
titled "Splinting” dated 2/01/488, indicated, Pravent

Cantinued From page 20

A review of the Physical Therapy {FPT) funstionat
status recard froms 1272474171 to H0BM2, indicated
"tendon pressure bilateral fest, ankie, care giver
fraining, splinting. Contracted feet and anklas with
sk for continued deformity. Short kerm gouls:
Increase ROM to bilsieral ankies and fest.
Tolerate splints thres hours, On 108112, the
physical therapy notes indicated "Complefed
reatment recheck RNA stretching and application
of splintg, Discontinue skilled PT,

A review of the "Annual Joint Mobility Screening”
record dated 10/02/12, ndicated the resident had
maintained joint mobility and the therapist
recommended to continue with RNA program.

deformity caused by muscle Hghiness or joint
gontracture by piacing the hand functionat
position. Prevent increased mustle mbalance by
providing assisiance (o the weaker myscle
group. For example a dynamic spiind. This will
enabie waak muscles o work and allow active
ROM.

452 25(h) FREE OF AQCIDENT
HAZARDSISUPERVISION/DEVICES

The faciity must ensurg thaf the resident
gnvironment remaing as free of acsident hazards
as is possilbie; and sach resident receives
adeguate supervision and assistance devices to
prevvent aceidents,

F 318

F 3231 F323: Resident #8°s wheslchair srmrest was
replaced with & new armrest on 10-17-12,
Facility realizes al} Residents have the
potential to be affected by the same deficient
practice, All wheelchairs were inspected by
the Maintenance Sopervisor on 16-17-12 10
ensure adf Residents’ wheelchair annrests
were in good repair and free of any worn
areas that could be potential hazards fo other |

residents,
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F 323 Continued From page 21 F323 Staff were in-serviced on 13.26-12
| inspect Resident wheelchaies prior £ use and
This REQUIREMENT is not met as evidenced immediately report any concems with
by, equipment to enswre the deficient practice
Basey on record review, observation and does not seeur. o
inferview, ihe Tacilily falled {o ensurs thai e Housekaoeping staff will inspect
resident who was assessed as having muifiple wheeichairs during scheduled weekly
. skin discolorations and skin tears was free from ! wheelchair chair clearing to ensure they are
further Injury for one of 17 ol sample residents . in good repair. Al findings will be
| {Resident 8). The vinyl surface of Resident 8's documented in the Maintenaace Log books
right wheelchair arrmrest was rough and worn out ! for proper servicing and repairs fo ensure
axpasing the sharp edges while the resident was solutions are sustained,
| sitting in the wheelchalr and while resting her right Mamtenance Supervisor will conduct
arm on the armrest. This deficient practice had visual ingpections of regident wheelchats and
the potentiai to cause further skin discolorations report (o CQF Corsmittee on a monthly basis
gy zkin tears, to that corrective actions can be evaluated for
effectiveness, WAlg -2

Findings:

| During multipie observations on 10/10, and 10711,
16415, 10716 and 1OM7/12, belween B am. and 3
p.ai, Rasident 8 wes sitling i the wheelchair in
her room of in the hallway across from Nursing
Station 1. The resident's right arm had multdple
scatterad purpligh discolorations. The vinyl
surface of the right armrest of the wheelchalr was
rough, worn ¢t and had muiliple teats exposing
- some sharp edges. During the observations the
resident would intermBlently rest her right arm
and or rub her arm against the surface of the
armrest.

Duiring an interview with the director of staff
development (DS on 10/16A12, at 830 a.m,,
she stated Resident B had very fragile skin and
had histgry of bruises and skin tears. The DSD
further stated the wheelchair was designated for
the resident's own use,
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 skin discoloration).

 addressed multiple purplish discoloration to the

| STORE/PREPARESERVE - SANITARY

Continued From page 22

A revisw of Resident 8's adraigsion informeation
record on 10712712, indicated the resident was
agmitted on 3112407, Resilent 8's diagnoses
included: hypertension {high bioad pressure),
osteoporosis (brithe bones or lacking in bone
mass}, kek of poordination and dementia (logsg of
brain function).

A review of the mast recent Minimurm Data Set
RS- is 2 standardized assessment and care
screening 1ol dated 830712, indicated Residgent
g was able {0 usually make self understood and
understands gthers, Additionally, the resident
requited extensive to tolal nursing assistance o
perform activities of dally living including tofief use
and personsl hygiene and grooming.

On 521110, the physician had ordered to
adiminister Aspidn (2 biood thinner) 89 milligrams
{mg) enteric coated orally one tabiet daily.
(Aapirin is likely to cause sasy bruising and or

On 3412407, 2 pian of care was developed which

right forearm. The care plan goal indicated the
resident will have no signs and symiptoms of
complications with skin breakdown every shift.
The care plan interventions inciudaed. Monitor for
signs and symptomas for skin breaskdown and
compilications, handie carefully and gentiy and
assass angd report 10 MD on skin status,

Howevsr, the medical recards did not contain
documented svidence that the resident's skin
sondition was eonsistently monftored and
reported to the physician,

483,35 FOOD PROCURE,

F323

E 3711 F371: The affected feezer's thermostal was
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F 371 | Continued From page 23 £ 3741 adjusted to bring the temperature down to
| zerss degrees on 19+10-12. To identify other
Tha facility must - : refrigeratorsfreezers having potential to be
(1) Prosure foot froms sources approved or affected by the same deficient practice, the
considered satisfactory by Federal, State or local | Dietary staff were in-serviced on 10-10-12
authorities; and regarding proper freezer and refrigerator
i {2) Store, prepare, digtribute and serve food iemoperatures and to immediately report
urder sanifary conditions deficient findings to the Dietary Services
Supervisor or the facility Supervisor in the
ahsence of the DSS.

fo ensurs the deficient practice does not
regyr Dietary staff were in-serviced on 10-
10-12 10 adingt thermostats ascordingly to

This REQUIREMENT is not met as evidenced any affected refrigerator and/or freezer noted
by } to be outside the required temperatore and
Baged on observation and intervisw, the ice report immedistely if the adjustment does not
cream in the fsezer was not siored under proper bring the affected unit 1o ap acceptable
temperature conditions, temperamre.
Dietary Supervisor was in-serviced on
Findings: 10-10-12 to monitor alt temparature logs at
begianing of shifi w monitor performance o
During the initial kitchen four on October 10, 2012 make sare solutinns are sustained. The U01
at 7:8% a.m. tha thermometer in the floor freezer ommittes will review dietary temperature
containing ice cream indicated a lemperature of logs on a monthly basis o evaluate corrective
10 deqgrees Fahrenheil. acttons for effectiveness. W-tle L

During an interview with the Kitchen supervisor on
October 11, 2012 at 1148 a.m., she stated thst
the freezer needed o be adjusted. Al this fime
the therrmomeier in the freezer read § degrees
Fahrerhel,

A review of the facifity freezer temperature fog
sheet indicated that on Octeber 18, 2012 21 5,00
a.m., the temperature of the freezer was 10
degress Fahrenheit.

F 425 483.80(a},{b) PHARMACEUTICAL SVC - F 428 pazs: Resident #17s dose of Xopenex was
ss=g ACCURATE PROCEDURES, RPH completed with ne further episodes of

1
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Tha faciity must provide routine and emergency ¥ , ‘
deugs and biologicals 1o its residents, or obtain bﬁ ﬁxﬁ“-‘ﬁf hiﬁf@ﬁffﬁﬁiﬁ;’ﬁm and
them under an agreement described in atl Aapenes "‘bﬂ
§4§3,75{?%) of this part. The faf_ziiity may permit waﬁ;md to ic‘ms:t:\;ice was dome wih
unficensed personnel to administer drugs if State e 0?5;“&:@;} Nuree om 10-17-12 and
law permits, but only under the general _ mve ) o
sﬂpép{yisjcn ofa %;’;sad nuz'se.g : alt Licensed Nurses were in-serviced on 1
1 2512 regarding the need to follow the
A facility must provide pharmaceutical services concentration level of Xopenex orders to
{including procedures that assure the accurate ensure the deficient practice does not recur.
acquiring, receiving, dispensing, and To manitor performance and make sure
| fidministering of all drugs and biologicals) to meet é@lutwins are ?}gsm?d> the | t’hm] m;cy
| the raeds of each resident. ‘onsuitant wiii condguct montbly 3-way
medication ¢art check and review and
The facility must employ or obtain the sarvices of provide findings to NS for follow-up, The
a licensed pharmacist who provides consultation Pharmacy Nyrse Consultant and facitity
on al asger,;zs in; trjlséy provision of pharmacy Hfz;rsc Res?%nm ﬂnns;lgfi wg; :2;;?; the
SEIVICES 1N e gty etficacy of 3-way meaipatlon
review system on teir scheduled facility
visits, discuss findings with Administrater
am] DNS and assist to develop specific action
plans 1o enhance the system.
This REQUIREMENT is not met as evidenged The DNS will submit a summary trend
by: analysis of the 3-way med cart check review
Based on chservation, interview and record findings to the CO1 Steering Committee for
review, the facility's staff failed {0 ensure thet one firther recomimendations (0 ensure corrective
of 17 sampie residents received the correct actions are being evaluated for their
concentration of Xopenex {a medication used © effectivensss. W-ile -V,
pravent wheszing, difficulty breathing, chest
fighiness, and coughing) as the physician ordered
{Resident 1).
Findings:
Agcording to the admission information, Resident
1 was atimitted 1o the faciiity on 12/5/G9, with
diagnoses that included hyperiension, dementia, j
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F 425

F 431
85=0

Continued From page 28

and ¢heonic rhinitis {irdtation and inflarnmation of
the mucous membrane ingide the nose). The
Minimum Data Set (MDS} a standardized
assesament and care planning tool, dated 8212,
indicated the resident had short- and ong-term
memaory problems and was dependent on staff to
perform daily activities such as transfers,
dressing and personal hygiens.

A physiclan’s order dated 8/20/12, indicated o
administer Xopsnex concentrate 30, 1.28
miffigrams per 0.5 milltliter {1.20 mgB.5 mij via
nebulizer maching as needed for wheazing,
However, an inspaction of the medication carl on
1GH10/12, with a licensed nurse revealed that the
pharmacy sent Xopenex 1.25 mg/3 mi, (& lower
conceniration of Xopenex than the physician
ordered), instead of Xopenex 1.28 n/05 mi
The icensed nurse acknowiedged the facility's
failure 1o ensure that the resident received the
exact contantration of Xopenex that the physician
ordered. The licensed nurse siated that it is each
fcensed nurse’s responsibilily to ensurs that the
resident regeived the correct conceniration of
medication as the physiclan ordered.

Tha medication administration records revesled
that the resident recelved Xopenex 1.25 mg/3 m!
on 922712, 8123742, Of27H2 and 9728112 with
results that § helped the resident with wheezing.
The licensed nurse stated that the medication
was effective and the resident ¢id not exhibit any
regative reaction.

483.803¢b), {d}, {=) DRUG RECORDS,
LABEL/STORE DRUGS & BIGLOGICALS

The facility must empicy or obtain the sarvices of
a licensed pharmacist who estabiishes 4 system |

F 425

Fa31

Fd31: The expired medication was removed
from the medication sart on 18-10-12. All
medication carts were checked on 10-10-12
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X4y 1D SUMMARDF STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF [SORRECTION X5)
PREFIX {EACH DEFICIENSY MUST RE PRECEDED BY FULL PREFIX EACH CORRECTIVE ACYION SHOULD BE COMBLETION. §.
TAS REGULATORY OR LSC DENTIFYING INFORIMATION TAG OROSS-REFERENCED T0 THE APPROPRIATE DATE
BEFICIENCY)
F 431 | Continued From page 26 ¥ 4311 to ensure there wore no other expired
of records of receipt and disposition of all medications. ‘ ‘
controtied drugs in sufficient detall to enabis an To ensurs the deficient practice does not
acturate reconciliation; and datermines that drug recur, a one ob ane in-service was done with
reCords are in order and that an account of all the involved Licensed Nurse on 1_{?-1942 and
conirolied drugs is maintained and periodically all Licensed Murses were in-serviced on 10-
raconciled, 25417 regarding the faciiity policy for
discontimied and/or expired medications.

Drugs and bivlogicals used in the faciity mustbe To monitoy performance and make sre
iabeled in accordance with currently accepted solmtions are sustained, the Pharmacy
professionat principles, and includs the Conzaltant will vonduct monthiy 3-way
appropriate agcessory and cautionary - medication cart check and review and
instructions, and the expiration date when provide findings o NS for follow-up. The
apgiicable, Pharmacy Nurse Consultant and facility

! »arse Resource Consultant witl monitor the

| In accordance with State and Federal laws, the efficacy of 3-way medication cart check
faciity must store all dnugs and biologicals in review sysiern on their scheduled facility

| focked compartments unde! proper temperature visits, discuss Badings with Administrator
controls, and permit only authorized personnel to and DNS and assist 10 develop specific action
have access to the keys, plans to enhance the system,

The DNS will submit a summary trend

The facility must provide separately locked, aralysis of the 3-way med cart check review
permanenily affixed compartments for storage of findings to the CQI Stesring Committes for
condrolied ﬁwgi‘i listed in Scheduls ¥ ofthe #urther recommendations to enstre comective
Comprehensive Drug Abuse Prevention and actions are being evaluated for their

| Gontrpl Act of 1876 and other drugs subject to effectivencss, (4= V2.

- abuse, except when the faciiity uses single unit
package drug distribution systems in which the

- guantily stored is rmirdmal and 2 missing dose can

1 be readily detecied.

This RECHHREMENTY is nist met as evidenced
by
Basad on observation, inlerview and record
review, the faciiity's staff failed to ensure that
rosidents ware not administered expired
medications. Resident 1's inhzlation medication

-
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£X43 16 SUMMARY STATEMENT OF DERIGIENCHES o) PROVIDER'S PLAN OF CORREGTION hess
PREFIX (EACH DEFICIENCY MUSY SE PRECEDED BY Fial PREFIX [EACH CORRECTIVE ATTION SHOIAL BE COMPLETION
TAD REGULATORY OR LSC IDENTIFVING INFGRISATION: POTAG SROSS-RECERENCEL TD THE APPROPRIATE DATE
DEFICIENGY)
F 431 | Continued From page 27 F 43

was sHll storad in the medication cart degpiie the
manufactirers insiructions that # should have
aready been discarded,

| Findings:

An ingpecHon of Station 1's medicalion cart on
10710712, revealed a box of Xopenex inhaiation
medication with tha foil package opened on
9724712 {16 days age). According fo the box
label, "Onoee the foil pouch is opaned, the vials
should be used within two weeks. Once removed |
fromt the foil pouch, the individuat vials shouid be
used within one week...” There were 4 vigls lefi
in the foil package. The lisensed nurse
acknowladged that the viais shouid have already |
been discarded. The faciity's policy and
procedures, titled "Frocadurss for All
Medications", dated Aprii 2008, indicaled for the
Bcansed nurse to check the expiration date on the
package.

According to the ciinical regords, Resident 1 was
admified fo the facility on 12/5/08, with diagnoses
that inciuded dementia, psychosis and chronic
rhindtis (irritation and inflarmation of the mucous
membrane inside the nosel.

F 463 483.70(f) RESIDENT CALL SYSTEM - F 483 V463 Maintenance Supervisor repaired the
5%=0 | ROOMSITORLETBATH inaperable call-light in the shower roosn
locatsd near the ice machine on 10-16-12,
The nurses' station must be equipped t© receive Maintenance Supervisor made room rounds
rasident catls tirpugh a communication sysiem | on 10-16-12 to ensuze all call lighis were
from resident rooms; angd todlet and bathing working properly.
facififies. Nursing staff will report any deficient

findings wih the sall-light system in the
maintenance kog hooks and th Malntenance

This REQUIREMENT is not met as svidenced Assistant will conduct weekiy call-dight
by
s % 2
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SUMMARY STATEMENT OF DEFICGIENCIES

X} 1D D i FROVIDER'S PLAN OF CORRECTION -
PREFIX EACH DERICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE LOMPLETION
TAS REGULATORY O LEG IBERTHFYING BFORMATION} YAG | CROSS-REFERENCED 10 THE APPROPRIATE TRYE
DEFICIENCY}
F 463 | Continued From page 28 F 463! inspections to ensure the deficiernt practics
Based on observation and interview, the faciity dogs motrecur. "
reaintenance staff falied to ensure that the call Mag’““g“;“"ﬁ‘“ﬂﬁf’ ";S;‘?at‘;’r’
fight in the shower room located near the ice imf’io Dgni: pz;gr::mz* A Zs;;ggh
machine was operable. GIEOKS L0 MOMTOT poitol .
pe salutions are sustafned. The CQI Commities
1 Findings: will review findings and evaiuate for
: effsctivoness during monthly COl msetings.

| On October 18, 2042 st 10:54 a.m., during an

| gnviranmental inspection of the communication

_1 system belween the nurses’ stations and the

| bathing facilities, the calf Hght in the shower room
| near the ice maching room was tested and the

'1 cail cord did not initiate an audible scund or

| fashing Hight at the nurses station,

At the same time, during an interview with the
mrainkenancs supsrvisor he giated the gall lights
are checked monihly and that the fast date the
showar calf fights were checked was September
24, 2012

f-Ya A2,
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