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@ I0LGwWIng rane 8 Andings o eonstitute admission or agreement
Deparirrent of Public Health during a i by the provider of the truth of the
Recertification Survey. <|? facts alleged or conclusions set forth
s of Public Heaith: in the statement of deficiencies. The
Reprezenting the Department of Public Heaith plan of fon is p andion
BN. HFEN i execuied solely because it iy
RN- HFEN | required by the provisions of federal
AN-HFEN ; or state law, Pt 0
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Total Population: 78 | f;i% e
Sarmple Sie 18 e -
Mighest SIS = E L
F 152| 483,10(2)(3)&(4) RIGHTS EXERGISED BY F 152 , L 2
85sD | REPRESENTATIVE Public Guardianship is being 42 fo i
applied for the patient by the Social | L
1 In the case of a resident adjudged incompatent . Service Designee (38D}, >N .
under the laws of a1 State by a court of compstent T T ;
jurisdictmé th; rights of the rga‘;:ident a{;zr s The SSD will review the gtatus of
exercized by the person appoin un 1t . the piher patients in the ﬁaciiity and
In the case of a resident who has not been judged and/for Conservatorship #s
inoampetent by the State court, sny legal appropriate.
surrogate designated in accordance with State . ‘
taw may exsrcise the resident’s rights to the The Administrator will monitor for
extent provided by State faw, compliance,
) ] fssues of non-compliance will he
Based on observation, interview, and record Cosumittes for resolution.
reviaw, the facility falled o ansurs that the sacial
service helped the resident who was mentally
Inaonﬁtaﬁt o @pply for a conservatorship or
BORATORY omecﬂir&‘imﬁmuwwn REPREGENTATVES KIGNATLRE WTE T
L AN Bedvvnys Yoo \Z fer /i

y daficiency statsmeenging dith s asterisk (%) denotes a dafiiency which the instittion may be sxsusad fram sorrecting providing 4 in delatiioeg that
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owing the date of survey whether of ral a plan of sofrection |8 providesd Fow aurging nomes, the abinva Bndings and plor of ¢omeciion are disclasatln 14

78 Rotlowing the daie thase documents are made avelisble to the faclity. #deficiencies are clind, an approvied plan of corection i requisite to continued

st pasieination, .
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Continued From page 1
pubdic guardian appoinied b the court for gne out
of 17 sample residents {8).

Findings:

On November 16, 2011, between 840 a.m, 1
.38 a.m., dyring the initiel tour ohservation, the
resident was observed lylng in bad altached to
the machanioal ventilator,

According 1o the admission récord, the resldent
was admitied on June 18, 1889, with diagnosss
thet included persistant vegelative state and
attention to tracheostomy and gastrostomy, Tha
resident did not have any familly, responsible
party or emargency contact listed in the
admission resord, The surrogeta declsion maker
is the skilled nuraing fanility.

The quarterly Minimum Data Set (MDS)
sssessment dated September 12, 2071, indicated
the regident was comatase.

A review of the Soclal Services Assessmant
dated September 12, 2011, indicated the resident
wag married but ker hsharnd was aiso & rasidant
in another SNF homie and he was unable o
provide any support due & his medicalmental
status. Spougs cannot visit and thers are ap other
famity merrbers avaliable, i

A review of the olinfcal record revesled there was
ro documentsd svidence that puiic guardianship
of conservatorehip was applled for the resident.

On Novernbar 18, 2011, at 10:55 a.m,, during an
interview with the Bodlal Service Dirsctor, she
stated the interdisciplinary team (JOT) was

F 182,

RNV OMB-2587{02-59) Fravioutl Versions Obanlste Ewnit 1) QNET
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Except as provided in paragraph {e}{3) of this
section, tha rasident may approve or refuse the
relgase of pergonal and clinfeal records 1o any
Individuz) outside the facility,

The residents right to refuse release of personal
and ciinical records does not apply when the
resident ie fransferred to anather health cans
institution; or record releasé is reduired by aw.
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F 152 | Continugd Frorm page 2 F 182z
responsible for the resident. She stated she had
not tried o apply for public guardianship or
conservatorship,
The facillty’s policy and procedure titled "Social
Services” dated September 2005, indicated the
faciiity provides medically-reiated sockl services
o aspure that sach resident can atiain or
maintain his/her hiphest practicaibie physical,
rerital, or psychologieal well-being. The sooiad
services department is responsibide for making
reforrals 1o soolal service agancies as necessarny
or appropriate, maistaining appropriate
documantstion of referrals and providing social
service dats surmmaries & such agencies.

F 184 | 483.10(e), 483.75(}{4) PERSONAL F 164 A .

§8=D | PRIVACYICONFIDENTIALITY OF RECORDS The curtains woee ﬂ?m*‘m?}j

closed when the deficient practize
The resident has the right to personal privacy and was {deptified.
sonfiderstiality of his or her personal and clinical b A
racords. : All pussing staff will be in-serviced | VHIEZIN
Personal privacy includes accommodations by the Director OF Staff
f 2 4
medical trastment, writien and telephone ;ﬁiﬁﬁmpﬁfﬁw} soncerning
communications, personat care, visits, and . )
;naez;ngs of famlly angd {esiﬁeﬂt groups. b!.gt this The Adwini ¢, Di of
ves Not require the facillly to provide a private steator, Lirectn
rocm for each resident, Mursing (DON), Assistant DON
(ADON), DSD and RN Supervisos

will monitor daily for compliance,

Contipued issues of pon-compliance
will be presented to the QA
Comnmitice for resciution.
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Tha fasilty must keap confidential afl Information
sontained in the resident's yecords, regardless of
the form or storage mathods, except when
refease Is required by transfer to another
healtheare nstitution; law, third party payment
contract; o the esident,

This REQUIREMENT s not met as evidenced

| Hased on chservation and interview, the facility

faited fo ensure & resident was provided visual
privacy whils a icensed nurse administered
madications through & gastrostomy tubs (11), and
o ensure that & reskient was not exposed &0
oithers while the resident was taking a shower for
one random observation, and ong out of 15
sarmple regidents (11}

‘Findings:

&, On Novermber 17, 2011, 8t .06 a.m. durlng
madication pass cheervation, Reglstered Nurse 4
(RN 4), did not draw the resident’s privacy curlain
while she gdministered medicaticns through the
rasident's gastrostomy ube. The resident was
exposed to the room mate.

On the same date ot 8:25 a.m,, RN 4 during an
interview stated she should have clasad the

privacy curtain &ff the way

b. On November 18, 2011, at 8 a.m. during a tour
with the maintenence supervigor, the shower door
next fo Room 20 was ebeerved wide open A
shower curtain insida of e Shower room was not
fully drawn, exposing the thigh and hip area of a

IR MR- 2EAT(ITAED) Previotts Varsions Toiete Ewent L ARHTY Eacity 1 CASI00D0024 i continustion sheat Page 4ot 21
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residant's naked body, A siaff member was
providing a shower to the resident who was sitting
m @ shower ohair,

A review of the facllity's policy of the Bodily
Privacy during Care and Treatment indicated the
statt shall promote, maintain and protect rasident
privacy, including bodily privacy during assistance
with personal care and during fresiment
procedurss,

Quring an kntetview with the maintenanca
supervisor st thig time, he stated the reason the
staff ieot the showse room door Cpen was
because if was easier fo give residants a shower
duc to lack of spage, He steted the door shouid

have baen clossad, ‘ wlzein
F 250 | 483.15(g)} 1) PROVISION OF MEDICALLY F 289 The S8ID has scbefizzied & dental L
s5=p | RELATED SOCIAL SERVICE consuft for the pationt.
The facility must provide medically-related social |- | The S8 will review the status of
services (o altain or muintain the highest . alt patients in the facility and
practicatile physical, mentel, and psychosocial schedule consults as waranted.
weil-being of each resident, _
l The Administrator and SsD
| Consuitant will monitor for
“Fhis REQUIREMENT is riot met as evidenced compliance.
bgésed an interview and recard review, the faciilty Continued issues of non-compliance
falled o angure & residant had a physiclan order will be preserted o the QA .
for & dental consuit for ong out of 16 sample Comesittes for resolution.
residents (81,
Findings:
a According fo the admission record, Resident 8
was raadmitted to the facility on Jaal::ary 21,
Eugnt N GHHTH Fagtty 10 CAR20000024 if contimation sheet Page Sof 23
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2011, with dizgnozes that included Disbetes
Metiitus, organic brain syndrome. and anamia,
The resident had a physician's order dated
October 17, 2011, for the denfal consult as
Indicated. Howover, thers wag no documented
avidence et Indicated the dental consult was {
implemenied and a review of the resident’s
dhinioai record did not Indicate the social service
staff mamber had arranged a denta! visit for tha
ragidant, _
On Navember 17, 2011, at 320 p.m. durlng an
intervlew with the soclal service designee, she
siated the dantal conguliation should have been
done. Howaver, she was not able to provide the
documented svidense for the refarral thal was
mads % the dental consuitation. Duriag an
interview with Registered Nurse 2 af the same
time, she was hot able to provide documentation
the staff had communicated raganding the
physician's order, therefora the phy&gan% order
was refayed to the social service designes, ¢ 278 y
F 278 | 483.20(g) - {j) ASSESSMENTY : The nurse assigned to completin veize Ay
' Nurss) modified the MDS when the
The sssessment must acturately refiect the - ;i W ¥
resident's stus. deflcient practive was idantified.
A registersd nurse must conduct of goordinate The DON, ADON and MDS Nurse
each aszegsment with the appropriste will review the MDS of all patients
participation of health professionals. guanterty and on change of
sondition to assure compliance.
A registered nurse must sign and cartify that the
assessment Is completed. Continued issues of nonwompliance
Each individual who completes 8 portion of the f{f,i zﬁ&%m}ggﬂgﬁ
asssssment must sign and certify the acouracy of .
Evant 1D OMHTE FacliRy 07 CADZIOMIZS ¥ continustion sheet Page 6 of 24
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that partion of tha azsessmant.

Linder Medicare and Medicaid, an individual who
wilifully and knowingly cerliffies a material and
false statament it 2 resident assessment is
subject to g oivil money penally of not mone {han
$1.000 for each assassmant; or an individual whe
willfully and knowingly causes another individual
to sarttly & material and faise statementin a
resident assesgmant is subject to & civil money
pansity of nol more than $6,000 for eash
assassmant. )

Clinical disagresment does not constitute &
miatenal and {alse staternant.

This REQUIREMENT & not mat a8 evidanoed
hy:

Based on obsarvation, interview, and racord
raview, the faciiity falled to ansure the residen(s
assassment nformation related to functional
ability to dress (3) and to participation in
assessment and goal setting (8} were accurately
assesesd snd recordad on the Minimum Data Sef
{MDS to reflect the actual health status of each
resident for two out of 16 sample residents (3,8).

Findings:

a. According to the admission record, Resident 3
wes admitted to the factity on January 11, 2001,
with diagnoses that included quadriplegia and
dlabstes.

The #D3 assessment datad Febiuary 2, 2011,
ingicalad the resident's ability was coded as
independent in drassing.

WA CMS-2EE7{D2-99) Pravionss Vartions Dbsolate

Evund 1D QRHTTH
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On November 18, 2011, at Z:40 p.m. during an
MDBS assessment dafed February 2, 2011, was

tetally dependant on the staff and neadsd two
parann's assistance in dregsing,

9:30 a.m., during the initiad tour observation,
Resident § was observed lying in bed and the
resident was on 2 mechanical ventilator for
breathing. - '

According to the admission record, Resident 8

diagnoses that included parsistant vegetative
state, racheostomy and gastrosiomy. The
resident did not have e family member as

clinical record for emargency contact. The
surrogate decision maker is the sidlied niursing
taoility.

The quarterly rovisw Minimum Data Set (MOS)

the resident was comatose, Undar Ssction Q,
Partigipation in Assessment end Goal Setfing,
mdicated the the resident had no guardian or
legally authorized rapresentative participated in
assessment. Howevsr, a portion of tha MDS
assessment under Section Q was recorded

farmily or significant others when in fadt, the

rasident did not had a guardian of legaily
authorized represantative.

wtarview with Registered Nurse 3 (RN 3}, she

intarview with Reglsterad Nurse 3, she stated the
coded incerrectly and should have been coded a8

b, On November 16, 2017, belwaen 840 agn. to

wag adrmitied o the facility on June 15, 1894, with

responsible party or a representative listed in the

assessment datad Decembaer 12, 2014, indivated

inacourately as *Yes" to indicate the resident had

On November 18, 2011, at 10:88 am,, during en

F278
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stated she should have goded the MDS
acourataly, According © RN 3, the part of the
coding under Baction ) was inaccurats because
she used the socis! service notes only, She alzo
stated they do not have a poly and progedure
for the MDS,
Accurding to the facility's guldeline on the
Resident Azsegssment [nstrumant (RAI) dabad
Decermber 2002 (Briggs Frhanced - MDS version
2.G User's Manugl), indicated the imporiance of
accuraiely completing and submiting the MDS
'{ cannot be overemphasized. Primary responsibiiity
for accuracy fies with the person geiadting the
1DS Hem responsa. In addition, the RN
coordinating the assessment must sign and date
the MDS. The gignature of tha RN attests to (he
cornpleteness of the document,
£ 308 | 483 25 PROVIDE CARE/SERVICES FOR F302] The set rate for the patient’s
g8=0 | HIGHESTWELL BEING pacemaker was obisined so that it
' ' N can be properly monitored,
Each resilent must receive ang the: famigfo rmss;tiﬁ o
provide the necessary care and services fo atla o ADON will . vz
or maintain the highest practicable physical, zf ozi?:;-};:g ants with paoig:::gs
mentat, and peychosockal weltbeing, in to that the i
acsordance with the comprehensive essessment assure Yy are properly
ang plan of cara, monitored.
The DON and ADON wiil monitor
alf new admissions to assure that
This REQUIREMENT is not met as evidenced patients with pacemakers are
by: properly monitored.
Based on a record regliz. cbig:niiaf;@ a;; e :
?‘ﬁt@ﬁi&“’, 8}3 faﬁﬁty it 0 f ; ‘e ra 3 H Qf B0 ﬁmm
of & pacemaker and monitor the condition to g};’gfgﬁﬁ 10 the Q &mP
ensure the device was funciioning 1o effectively Committes for resolution
ragulate he rosident's heart rate and o inchids o .
interventions In the event of & pacemaker

RN DME-MST{E248) Pradous Vamsions Ohiviele

Ewent ID:GNHTSE

Euciity 1D GAS20GL0024
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raaifunctions for one out of 18 sample residents
(8}9

Findings:

According to the admission record, Reaident 8
was readmittad on Ogtobar 21, 2011, with
diagnoses that included stelus cardiac
pacernakesr, cardisc dysrhythmia and
hypertension.

The Minimum Data Set (MDS) assassment datpd |
Aprit 28 inated the regident was

i -
decision making, needed totsl depsndence from

staff members for transter, focomotion on and off
the unit, dressing, eating, toflet use, parsonal
hygiens, gnd bathing.

On November 16, 2011, 4t 4 p.m,, during an
shservation, the resident was attached o the -
vantilator and was sleeping, The residen] was
ohsarved o have a pacemaker on the left side of
the chast.

There was a plan of care dated Qcotober 21, 2011,
for potential for decreased cardinc output, chest
pairs, dizziness due to pacemaker and potential
for pacermnaker makfunction. Tha care plan hed s
goal for the resident’s heart beat wili ba
maintaired within normat limits {60 fo B0 beats
per minute) daiy. The approach pian includid
monttor and report any signs. and symptoms of
irreguiar heart rate, cheat discomfort, and
comphaint of dizziness. Howaver, theré wag no
infarmation raiated to the fype and the get rate of
the pacesnaker in order to monitor the effactive
funationing of he devics,

R CMEZI07102-99) Previous Varslors (bsciste Event i QNHT1Y
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F 304 ] Continued From page 10 £ 309
On November 17, 2011, at 1115 p.n,, during an
Interview, Registered Nursa 6 {RN 8}, statad the
pacemalar seftings should have been included in
the clinlcst recerd and in the pian of care.
The facility's policy and procedure titied i
"Pacermaker MOnftoring”, indicated the purpose of
monitoring  resident with 3 permanant
pacemaker s to ensure any abnormal heart rale
i3 identified as soon as possible. if known, the
pacemaker lyps, set rate, and insartion dats wil
be desymented in the dinica! recerd on the carg
plan, Howaver, there was no dosumented
eviderice thet the faciity staff tied {o obtain the
pecarnaker seting information. '
£ 322 | 483 25(g)(2) NG TREATMENT/SERVICES - FF 2221  The licensed purse sorvected the
s8eD | RESTORE EATING SKILLS deficient practice when # was
identified.
Based on the comprehensive assessment of a :
;@:id;n;é gxgy facifity sf;g ﬁﬁgiﬁfg;gﬁi 8 mgi;fgge All ficensed narses will be in- 1z/z2 A
0 ang trosto m. v the N
receives the appropriate traatment and services serviced by the DON conceming
: ) proper procedure for medication
to prevent aspiration preumona, diarrhea, adeninisteation through the gastri
vamiting, dehydration, metatofis abnormalties, On ok gastnc
and nasal-pharyngeal vicers and to restore, if tube.
possible, normat eating skills.
The DON, ADCN, DSIY and RN
Supervizors will monitor daity for
Thig REQUIREMENT i not metas evidenced compliance.
by. ) N
Based on obsarvation, interview and record Continued issues of non-compliaace
review the facility's licensed staff who will be presented to the (A
administered mcdicatians through a gastostomy Committee for resslution
fube (GT) falied © check the GT piacemsnt ard -
the gastric residual volume {hedalde assessment
to measyre the gastric volume used inthe
Bverd 10 ONHTE Favsity [ CAS20000024 If contintzation sheet Page 11 ot 21
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it SROVIDER'S PLAN OF CORRECTION o5

PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETIOH

TAG GROSSFEFERENCED TD THE APPRUOPFUATE DAFE
DEFICIENGY

&) 10 SUMMARY STATEMENT OF DEFICIBNCIES
FREFIX EACH DEEIIENGY MUST BE PRECEDED BY FULL
TAG REGULATORY QR LSC |DENTIFYING INFORMATION)

F 322 Continyad From page 11 F32¢
pradicion of aspiration) and ensurs that the
volime was it high or "tog much® in arder o
prevent the polential for aspiration far one out of
16 sampie residents (11).

Findings:

Azsording 1o tha admission ecord, Resident 41
was admiitad to the facility on August 18, 2011,
with diagnoses that included dysphagia (dificulty
swaliowing}, and gastrostomy.

The Mirimum Data Set (MDS) assessment datad

ugust 24, 2011, indicated the resident was
ecigion making, =t asaistance from

the stalf for the activities of daily living, and
foading tubs was ysed for the nutriton,

The resident had @ physician’s order dated
August 15, 2011, to check tube placement and to
check gastric residual volume.

Thers was & plan of care developed on August
15, 2011, for dysphagia and GT placemsnt, One
of the approach in the care plan was to chack
placement and residual every shift

On November 17, 2011, ot 8:08 a.m. duing
Resident {1's medication pass observation via
QT for by Registered Nurse 4, (RN 4) did not
chuck fthe gastrostomy fube placerrent and the
gastric residual volume pror to flushing the GT
with water, After RN 4 fiushed the GT with 80 ©d's
of water, she meaiizad that she did sot cherk the
65T placement and RN 3 chocked the placermnent
and pdrministerad four differant kinids of
mediastions, However, RN 3 did not chook the

Ervert [0 QNHTY Fastly Itx CAB2000M0H Heoatination sheet Page 12 of 21
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DATE

F 323
Sg=g

Continuad From page 12
pasils rasidugl volume prior to the administration
of the medicafions,

On November 17, 2011, &l 825 am. during an
interview with RN 4, slated she should have
chesked GT placermant and gasttie residual
volume hefore she fushad the 8T with walse and
bafore sha administered medicalion.

A review of tha fiterature indicetes although there
Ia no consensus on how much is "tod much,”
residual voltimes of 200 c¢ {cubic centimaters) or
greater suggest poor folerance to formula fat
cotid lead to regurgitation and aspiration
{American Journal of Nursing February 2008, Vol |
108, No. 2. Nithough aspiration ocours without
high gastric residuat volumes, | occurs
significantly more often when volumes are high
{American Joumnat of Critical Care, November 1,
2008, Vol. 17, No. 8 512-819).

A raview of the facillly’s poliey of the
Administering Medication through an Entersl
Tube Indicated to check placement and gastric
contents and to administer medication by gravity
flow.

483 25{h) FREE OF ACCIDENT
HAZARDSISUPERVIBION/DEVICES

The faciity must ansure that the resident
environment rernains as free of accldont hazards
as is possible; and each resldent reoeives
adenuate supervision and agsistance devices {0
prevant aockionts.

[ N

Faz22

Fa3z23

comphiance.

Tie down straps were purchased and | VT Fz by

will be apphied to all the televisions
by the maintenance supervisor.

The Administrator will monitor for

RA CME-25RT(0248) Previous Versions Dbseiets

Brant {0 QRHT
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Fhis REQUIREMENT ig not met as avidenced
by:

Baged on chservalion and interview, the facilily
falied to maintain the residents’ environment fres
of aceident hazards by not securing televigions
that could cause the potential for accidents in
resldent's rooms and falled b ensure thal the
medication ¢art was always locked if jeft
unattended,

Findings:

a. On Novamber 10, 2011, from 8:40 a.m. 16 880
a.m, during & tour of the facility in the presence of
Registerad Nurse 2, the teievision {{v.) sets in
Rooms 1.2, 3,4,8, 8,10, 12, 18, 17, 18,21, 24
were ohserved not secured to prevent potential
accidents gspecially in the avent of an eart
quake,

During an interview with Registered Nuree 2
present during the tour, she stated tha televisions
should have been secured to prevent possible
accidents and disasters,

Prior to the end of survey on November 18, 2011,
all 4. sels wera secured.

b, On Novernber 18, 2011, between 8:40 am. to
430 3,m., during the nftial tour of the faclity, the
televisian {tv.) sets were observed not gacured in
mooms 26A, 268, 28A, 20A, 31A, 328, 33A, s,
358, 378, 38A, and 30A, Thetvswere located
aither on the bedside stand or entop of the
closets that were shove 6 feet.

On Novernber 16, 2011, gt 9:50 am,, during a8
intorviaw with Registared Nurse 1 (RN 1), she

1 CMSRES707-59) Pravdons Vergons Obsciste

Evast [FrQONKTY

Facdfity 11 CAZ20000024
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F 323 | Continued From page 14 FA23
statad tha talevision sets need 1o be securad for
safely purposes fo prevent accidents and injurles.
Prior 1o the end of survey on November 18, 2011,
all tv. saly were apcured.
F 431 483.60{t}, {d), (2} DRUG RECORDS, F 431
35-p | LABEL/STORE DRUGS & BIOLOGICALS The trash barrels have been v2fee iy
removed from the storage room by
The faoilty must employ or obtain the servicas of the maintenance supervisor and will
a licensed phenmacist who establishes a syslam no {onger be stored jn the room.
of records of recaipt and disposition of all
condrolled drugs in sufficient detall to enable an The Administrator wifl monitor for
accurate reconalliation; and determines that drug complisnce
records ara In order and that an account of al ’
maéﬁdwgs is maintained and periodically All ticensed stafwill be in-serviced
) by the DON concerning Secutity of
Drugs and biologicals used in the facility raust be Medication Carts.
labeisd In acconiance with currently acceptid o
professional principles, and include the ‘The Adwinistrator, DON, ADON,
appropriste accessory and cautionary PSD and RN supervisors will
instuctions, and the expiretion date when monitor duily for compliance.
applicable.
{ d with State and Federal laws, the fied s of non pliance
N acoorgance W , . ¢iil be prescnted A
facility must store ail drugs and biotoglcals in Tl e e m:;g;ig
jocked compartments under proper temperature -
controls, and permit only authorized personnet &
have access o the keys.
The facity must provide saparately locked,
permanently affixed compartents for storage of
| controfled drugs listed in Schedute 1 of the
Comprehensive Drug Abuse Provention and
Control Act of 1878 and other diugs subjectio
abuse, except when the facliily uses single unit
package drug distribution systems in which the
quantity stored Is minimal and & missing dosa Can
be readily detected,
Buent 1T ONHT Y Frollity 1 CASZOCSTER H condintistion sheet Page 15 of 21
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This REQUIREMENT is nol mef as evidenved

by:

b. On Noveriber 18, 20117, betwesn 826 am, o
&30 a.m. during B general tour of the facilily with
the maintenance suparvisor the following was
observad In the centmal supply room:

1. There ware approximately 80 boxes (six botilas
of $500 miililiters formula i each) of gastric tube
faeding formuls stored with two trash barrais.

2. There were six boxas (24 cans of 8 ounce in
each box) stored with trash bamrels. One of the
trash barre! was half filed wilh trash and the other
trash barral contsined hiack #guid at the bottom,
Based on obsarvation and intetview, the ficensed
nurse falled to ensure that unattendad
medication carl parked in the hallway wouid not
ba jeft unlocked in order (o observe safe and
secure madication storage in accordance with the
State and Sedersi laws.

Findings:

On November 17, 2011, st B:B0 a.m,, during the
medication pass obsarvalion, Livensed
Vocational Nures 2 (LVN 2) was observed 10
wash hands bofore preparing the madication.
Then she preceded to pass medication while the
medication cart was left parked in the halbway
unattended, Uniociad and with the keys attanhed
to the opensd cart.

On November 17, 2011, at §:30 am,, durng an
interview with LVN 2, she stated ghe forgel to

R CMS-25E7(02-00) Fravinms Versions Gbavieie
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F 431 Continuad From page 18 F 431
lock the medication cart and should have kept it
fothad,
The facifty's policy and procedure tited "Security !
of Meadicatior: Cant” dated Aprit 2007, indicated
the medication cart shall be seoured durng
medication pasges. Medication carls must be
sacurely locked gt ail times when out of the
AUrge’s view,
F 441! 483,65 INFECTION CONTROL, PREVENT F441]  The deficient practice was corredted
g5un i BPREAD, LINENS whon # was identifind.
‘The facllity must establish and maintain an s ; ; ; 12 f"zzlu
Infection Control Prograrm designed provide a ;;i::fggﬁg z;igﬁnbe m{;serv‘gzd ;
safs, sanfiary and comforiable environment and Al & pr pe;
to halp prevent the development and fransmission © r&Sp;l';:my cazz eq‘f‘% mte
of disease and Infection. preveat the spread of indection,
The DON, ADON, DSD snd RN

{a) Infection Control Program

The facility must establish an infection Cotitrol
Program under which it - :

1) Investigates, conltrols, and prevents infestions
in the facility,

{2) Deckdes what proceadirss, such as isplation,
should be applied to an individual resident, and
{3) Maintsins a record of incidents and porractive
actiong retated to infections,

(b} Preventing Spread of infection

{1) When the Infection Contiol Pragram
detarmines that a resldent neads isolation £
pravent the spread of infection, the faciiily must
isplata the resient,

{2} The facility rust probibit smployees with a
communicable disease or infected skin lesions
from direct contact with regidents or thelr food, i
direct cantact will trensmit the disease. ]

(3) Tha facllity must require staff to wash their

coympliance.

will be presanted to the QA
Committas for resolution.

supervisors will monitor daily for

Continned issues of non-compliance

RN CMB-2587(02-98) Pravows Vargions [¥hasiels
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hands aftet dach direct resident contact for which
rand waghing is indiceted by accepted
profassionsl practics,

{c} Lineng

Personnel must handle, store, Drocess and
transport §néns go as to prevent 18 spread of
infaction,

Thizs REGQUIREMENT s not met as evidenced
by.

Hased on observation, interview and resord
review, the facility faled to ansure the respiratory
cate equipment, such as a humidifier hottle usaed
for 5 resident wih pneumania was properly
tabeled with dates changed (4), and falled to
onsure that the Hand Held Nebullzer (HHN) was
stored praperly to prevent the patential for
infechion {17} for ohe out of 18 sample residents
and one random resident {4, 17).

Findings:

a. Accarding to the admission record, Rasident 4
was readmitted to the facility on November 2,
2011, with dlagnoses thal inciuded prgumionia
and cardiovascular disesse,

The regident had & physiclan’s order dated
November 3, 2011, to administer cxygen &t four

litars par mirutes,

On November 18, 2011, at &40 am,, Rasident 4
was cheerved reseiving oxygen via nasal canuia
at four Iiters par minute and the fumidifier bottle

was chesrved connecied to the oxygen machine.

i
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Continuad From page 18

This REQUIREMENT is not met as evidenced
hy:

Based on observallon and record naview, the
adrmisististion fajled to provide at least B0 square
feet per resiclent In muitiple resident bedrooms,

Findings.
During the survey dates fram November 16 - 18,
2011, te following:

1. Rooms 1-8, 10, 12, 14, 18, 16, 17, and 26-31
had two bedrooms
2. Rooms 18-24 had three bedrooms.

All of the above rooms occupied by multiple
residents did not measurs ot least 80 square foet
per resident.

At the time of the observation the patient care
was not affected by the room siza.

F 465 483

£8=E

70(h)
S&Fﬁ?fgUﬁzﬁOﬂAEJSANETARY?CC}MFOR’?ABL
E ENVIRON

The faciiity must provide a safe, functional,
sanitary, and comforiable environment for
rasklents, steff and the public.

This REQUIREMENT is nol met a5 evidenged
by:
Based on oheervation, the faclity falted fo
proviga & sanitery anvironment for the residens
and the slaff.

1
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There wos no date lahelad on the humidifier
hottla indicating when it was placed or changsd

During an interview with RN 2 on November 15,
2011, ot 248 am., at the sams tme, she was not
able to say when the humidifier bottle wag
changed on the oxygen maching and was not
able 6 provide any documentation indicating
whn the humigifier bottle had been changed,
She stated the humidifier boite should have been
jabelad with the date {t was replaced,

A review of the faciiity's policy of oxygen therapy
indicted to replace the oxygen humidifier every
saven days or sooner if the bottie I8 emply,

b, On November 47, 2011, at 12:10 pa. during
medication pass nbsarvation Resident 17's the
HHN tubing was obhservad auf of the bag and pact
of the tubing was touching the floor. When asked,
Licensed Vocational Nurse 1 (LVYN 1), stated the
HHN tubing should have been proparly stored
insida the plastic bag.

A taview of the facility's palicy of the Nebulizer
Tharagy indicated o place the nebulizar back inte

tha resident's set up bug and leave at the bedsids |

for further eatmanis.

A review of the paliey of the Oxygen Therapy
Indicated to place the oxygen tublag into a sat up
bag and leave at the bedside when not in use.
483 70(0){ 1 {I} BEDROOMS MEASURE AT
LEAST 80 30 FT/RESIDENT

Bedrooms must measure al laast 80 squara faal
par resident in muliple resident bedrooms, and at

least 100 aquare feet in single resident rooms.

F 441

F A58

The Administrator has applied for a W/

wabver for the identified rooms.
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Findings: waee corrected by the maintenance

On Novernber 18, 2011, betwean 828 am. o
9:30 an. during a general laur of the fackily with
the maintanance superviger, foflowing wag
tbservad,

t, There was a sticky brown substance on the
sheif where medication botlles wers stored ip
general siorage.

2. There wae dust scoumulated of the ventilator in
the laundry room,

3, Three places of wall plaster were pecling offin
the laundry rosm, They wera approximately four
inches by one Inch, five Inches by five inches, and

twe inchizs by one Hich

4. Thers was one old closed window
approximately ong fool by three fout with
accumulation of dust and dist in the jaundry room
tlean area. _

5, Thera wers black substances all aver the flooy
grout in the shower room of Nursing Station 11}
snd the shows? foom next to Room 20.

i

SUPETvisnr.

The Administrator wifl monitor for
compiiange during dally rounds,

The regional supervisor for
rzintenance, honsekeeping and
lanndry will monitor duping his
monthly visit and report any
defisiencies o the Administrator.

Continved issues of non-compliance
will be presented to the QA
Commines for resolution.
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