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documented clinical records for 1 of 2 sampled
resigdents {1) whan:

1. They failed to document on the November
2014 MAR (Medlcation Administration Record),
medications that were not given or refused and,
2, Accurately documentt the reason Temazepam
was refused.

This faifure had the potential to cause an unsafe
health care environment for the Resident 1.

Findings:

t. Resident 1 was admitted tc the facility for
rehabilitation from a fracture. Review of Resident
1's "Aecord of Admission® jindicated the resident
was admitted on 11/14/2014 at 4:53 p. m.

The Physician Orders dated 11/14/2014 indicated
, COQ 10 (supplement) 200 mg {milligrams, unit
of measure) QD (every day), Glucosamine
(supplement) 500 mg QD, Mobic (for
ostevarthritis}15 mg QD, and Aligh (supplemeni)
4 myg were orderad.

in a concurrent interview and clinical record
review with LN1 {(Hcensed nurse) on 12/10/14 at
11:30 a.m, , she indicated Aligr, COQ 10,
Glucosamine, and Mabic were circled on the
MAR as not given on 11/20, 11/21, 11/22, and
11/24/14, She veritisd the medications were not
racorded on the nurses medication notes form
that was utilized to indicate refused meadications
ot the reasons they were not given. LN1 stated,
"The reason the medication was not given shouid
hava been documanted on the nurses meadication
notes forrn”

|

Licensed Nurses will be in serviced on
aceuracy and compliance with facitity
policies and procedures related to this F-
tag, specifically that resident’s clinical
records are complete, accurately
documented, readily accessible,

and systematically organized, including
accurately documenting the reason for
refused drugs.

Direct responsibility:
DNS or Designee

Systemic change:

Medical Records and/or facility auditors
will gudit charts daily (Monday-Friday)
for accurate documentation,

DNS or designee will assess the andits
once completad. This will also inchide
reviewing trends by staff,

How the facility plans to monitor its
performance to make sure that solutions
are sustained;

This plan will be implemented and the
corrective action evaluated for its
effectivengss,

This plan of correction is integrated into
the Quality Assurance Performance
Improvement (QAPL) program,

1
]
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Quality Assurance Performance
Improvement Committee, chaired by the
Director of Nursing Services, shall review
the audits to ensure compliance.

In a concurrent interview and clinical record
| review with LN2 on 12/10/14 at 11:45 a.m., she l

i indicated Align, COQ 10, Glucosamine, and

¢ The Clinical Care Subcommittes, of the l

Mobic were circled on the MAR as not given on

\ 11/20, 11/21, 11/22, and 11/24/14, She verified i
the meadications were not recorded on the nurses

medication notes form that was utilized to indicate

{ Respongible: Director of Nursing
refused madications or the reasons they were not

Services, Medical Records and/or IDT

l given, Completion Date: 02-10-2015

i 2. Review of Resident 1's Physician Orders dated ’
i 11/14/201 4 included Temazapam (for Insomnia)

Ei 7.5 myg Q {every) HS {at night) was ordered.

{ Further review of Resident 1's Physiclan Orders

] dated 11/14/2014 indicated the order for the
{ Temazepam was faxed to the pharmacy on
11/14/2014 at 8:08 p.m.

[ Aeview of Resident 1's MAR indicted
Temazepam was circlad on 11/14, 11/15, and
' 11/16/14 as not given,

! Review of Resident 1's medication notes form
dated 11/14/2014 Indicated, "Circled med not
given awaiting pharmacy.” On 11/15/2014 the
nurse documented, "Circled med not given.
Resident does not want.” On 11/16/2014,
Temazepam was circled on the MAR and the
nurse did not document the reason the

1 madication was not given,

I & concurrent interview and clinical racord

i review with LN1 on 12/10/14 at 11,30 a.m., she
verified that Temazepam was circled on
11/14,11/15, and 11/16/14. LN1 also veritied that
on 11/16/2014, Temazepam was circled on the
MAR and the nurse did not documant the reason
the medication was not given. LN1 stated, “The
reason the medication was not given should have
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haen documentad on the nurses medication
notes form.”

In a concurrent interview and clinical record
review with LN2 on 12/10/14 at 11:45 a.m., she
verified that Temazepam was circled on
11/14,11/15, and 11/16/14. LN1 also verified that
on 11/16/2014, Temazepam was circled on the
MAR and the nurse did not document the reason
the medication was not given, LN2 stated, "The
reason the medication was not given should have
been documented on the nurses medication
notes form."

Review of the Administering Medication Policy

i revised December 2012 under the section

] "Charting Witholding/Refusal of Medications on

| the MAR" included, "18. If a drug is with held,

‘ refused, or given at any time other than the
seheduied time, the individual administering the

medication shali initial and circle the MAR space

provided for that drug and dose."

Review of the receipt from the pharmacy
indicated the facility did not receive the
Tamazepatm until 11/17/2014 at 11:55 a. m.

In an interview with Director of Nursing (DON} on
12/10/14 2:30 p.m., Resident 1's inaccurate '
medication documentation for Temazepam was
discussed, She stated the Temazepam was i
| ordered on 11/14/2014 and received on 11/17/14 !

| because it required a triplicate prescription. She
stated, "The nurse was supposed to maintain * .
accurate and complete documentation regarding ‘
the resident. The nurse should have documentad J

fon the medication notes form, the medications
Lthat were not given and the reason why. Thisis |
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5%-E | EMERGENCIES/DISASTERS

The facifity must have detailed written plans and
procedures to meet all potential emergencies and k
disasters, such as fire, severe weather, and
missing residents. ‘

This REQUIREMENT is not met as evidenced
by:

Based on staff interviews and facility document
review, the facitity falled to have detalied written
plans and procedures to meet all potential
emergencies when their Fire and Disaster Manual
gvacuation plan for residents with impaired
hearing or vision was not updated for a census of
86,

This faiiure had the potential to result in injury or ]
harm to residents during evacuation for fire or |
disaster.

Findings:

On 12/10/14, the facility Fire and Disaster Manual
! last approved 2/19/14 was reviewed. Page EFP
| (Emergency Fire Procedures)-16 of the manual
specified under the section titted, "RESIDENTS
WITH IMPAIRED HEARING OR VISION, 1. In
the event of a firefinternal disaster or external
| disaster, the charge nurse at each station will
assign specific staff fo inform and assist hearing
or vision impaired residents. 2. Assigned staff will
secure the Hst of tesidents with Impaired hearing
& or visign, and then locate and assist these i

i

F517 483.75 (m)(1)
WRITTEN PLANS TO MEET
EMERGENCIES/DISASTERS

Social Services updated the list of
Residents with Impaired Hearing or
Vision on 12/4/14.

How the facility will identify other
residents having the potential to be
affected by the same deficient practice:

Going forward Social Services or
designee will update the list of residents
with impaired hearing or vision when
changes in resident census deem
necessary,

Specific Action:

Social Services will be in serviced on
keeping the list of Residents with
Impaired Hearing and Vision updated.

Direct responsibility:
Administrator or Desighee

Systemic change:

Social Services or Degignee will update
the list of Residents with impaired hearing
or vision when changes in resident census
deem necessary,

[
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not in our policy but it I the best standard of
practice."” J
F 5171 483.75(m) (1) WRITTEN PLANS TO MEET F 517
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performance to make sure that solutions

i residents, ..."

The following Fire and Disaster Manuai page was
a faclliity form dated, "MONDAY JUNE 17, 2013".
It contained the names and room numbers of the
87 residents in the faciiity. The form designated
| residents who were, "Hearing or sight impaired.”

in a concurrent interview and facility manual
review with the Social Services Director{SSD) on
12/40/2014 at 11:55 a.m,, the Fire and Disaster
Manual was discussed and reviewed, She sald
she maintained a list of hearing and visually

| impaired residents for the survey binder and kept
it there, When asked if this was the only place
she put the list of hearing and visually impaired
residents, she stated, "Yes " She further stated
she had not updated the list since June 2014.
The SSD reviewed the Fire and Bisaster Manual
and verified the facility form containing the names
and room numbers of the 87 residents in the
facility, dated Monday June 17, 2013 was
outdated.

In & congurrent interview and facility manuai
review with the assistant administrator on
12/10/14 at 12:15 p.m., the facillty Fire and
Disaster Manual was discussed and reviewed, He
validated the page titled, "RESIDENTS WITH
IMPAIRED HEARING OR VISION" instructed the
charge nurse at each station was o assign
specific gta!f to inform and assist hearing or
vision impaired residents. He further
acknowledged the assignaed stafl would secure
the list of resicents with impaired hearing or
vision in order to locate and assiet them. He
confirmed the facility's form [in the facility Fire
and Disaster manual] that contained the names

J and room numbers of the B7 residents in the

ate sustained;

Administrator or designee will spot for
accuracy.

This plan wili be implemented and the
corrective action evaluated for its
effectiveness.

This plav of correction is integrated into
the Quality Asturance Performance
Improvement (QAPI) program.

Responsible: Administrator, Social
Services, or designee

Caomnpletion Date: 02-26-2015

b |

FOfRM GiMS-2567{02-55) Previous Versions Obsolals

Event ID:AHSE1

Facility 1. CAG30000008

If centinuatlon sheet Page 6 of 9



From: ']'0:9162635840 02/05/2015 1412 #6667 P.014/016

PRINTED: 01/25/2015

DEPARTMENT OF MEALTH AND HUMAN SERVICES EORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-D391
STATEMENT OF DEFICIENCIES (X3) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE GONSTRUCTION - 10xa) DATE SURVEY
AND PLAN OF CORRECTION IDENT IFIGATION NUMBER: A BUILBING COMPLETED
C
056098 B. WING 01/15/2015
NAME OF PROVIDER OR SUPPLIER STHEET ADDRESS, CITY, STATE, ZIF GODE
626 COTTONWQOD STREET
CO WO H CAR
TTONWOOD HEALTH CARE . WOODLAND, CA 95685
%) 15 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDERA'S PLAN GF CORRECTION o
PREFIX (EAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION $HOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFEHENCED TO THE APPROPRIATE bATE
DEFICIENGY)
F 517 | Continued From page 6 Fs17
facility, dated Monday June 17, 2013 was
outdated.

When asked for the facility's policy on the Fire
and Disaster, the administrator stated there was
none.

F 5181 483.75(m){2) TRAIN ALL STAFF-EMERGENCY F 518
$5:=E | PROCEDURES/DRILLS

F518 483.75 (m)(2)
TRAIN ALL STAFF-EMERGENCY
PROCEDURES/DRILLS

The facility must train all employees in emergency
procedures when they begin to work in the facility,
periotically review the procedures with existing

staff, and carry out unannounced staff drills using ) ) \
those procedures. Social Services updated the list of

Residents with Impaired Hearing or
Vision on 12/9/14. Licensed Nurses and

This REQUIREMENT s not met as evidenced | Department Mangers will be in~sewiqed
by i on Jocation of the list of Resident’s with
{ Based on staff interviews and facility document impaired hearing or vision.
' review, the facility failed to train all employees in
| emergency procedures when staff were not How the facility will identify other
aware that the evacuation plan required a current residents having the potential to be
list of residents with impaired hearing or vision for affected by the same deficient practice:

a census of 86.
Going forward Social Services or

This faiiure had the potential to result in injury ar designee will update the list of residents
harm 10 residents during evacuation for fire or with impaired hearing or vision when
disaster, changes in resident census deem
necessary, and will alert the Licensed
f Findings: nurses o any updates,
|
In an interview with Licensed Nurse (LN} 2 on Specific Action:
12M10/14 at 11:45 a.m., the current list of visual
and hearing impaired residents was requested. DSD will in service Licensed Nurses and
She responded, "We don't keep cne.” Department managers on Emergency
‘ Procedures/drills, including a review of
It an interview with LN3 on 12/10/14 at 11:46 the list of residents with impaired hearing
a.m., the current list of visual and hearing and vision and the location of the list,
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Direct responsibility:

{ ired residents was requested. She said that
impalred Bnis was requ DSD or Desighee

they don't have one,

' In an interview with LN4 on 12/10/14 at 11:48 Systemic change:
a.m., the current list of visual and hearing ) ,
impaired residents was requested. LN4 said no DSD train all employees in emergency !
list was maintained for visual or hearing impalred procedures when they begin to work in the
residents. She suggested soclal services might facility; petiodically review the
have cne. procedures with existing staff and carry

out unannounced staff drills using those

in an interview with LNS on 12/10/14 at 11:49 procedures.
a.m., the current list of visual and hearing How the facility plans to monitor its
impalred residents was requested. LN5 said performance to make sure that solutions
there was no list for that at the nurses station. are sustained:
In a concurrent interview and facility manual DSD or designee, will carry out
review with the Social Services Director {S5D) unannounced staff drills {o review
on 12/10/2014 at 11:55 a.m., the Fire and procedures with existing staff.
Disaster Manual was discussed and reviewed,
She stated she maintained a list of heating and This plan will be impiemented and the
visually impalred residents for the survey binder corrective action evaluated for its
and kept it there. When asked If this was the only effectiveness,

i place that she put the list of hearing and visually

| impaired residents, she stated, "Yes." When This plan of correction is integrated into
asked if there was a list of hearing and visually the Quality Assurance Performance
impaired residents in the faclity Fire and Disaster Improvement (QAPI) program,

Ménual, she said, "It would be a good idea."

: ‘ Responsible: DSD or designee.
On 12/10/14, the facility Fire and Disaster Manual
last approved 2/19/14 was reviewed. Page EFP Completion Date: 02-26-2015
{Emergency Fire Procedures)-16 of the manual
specified under the section titled, "RESIDENTS
WITH iIMPAIRED HEARING OR VISION,
1.1h the event of a firefinternal disaster or
external disaster, the charge nurse at each
station will assign specific staff to inform and
assist hearing or viskon impaired residents. 2.
Assigned staff will secure the list of residents with
{ impaired hearing or vision, and then locate and
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assist these residents. ..."
The following Fire and Disaster Manual page was
a faciiity form dated, "MONDAY JUNE 17, 2013."
It contained the names and room numbers of the
B7 residents in the facifty. The form designated
residents who were, "Hearing or sight impaired "

In a concurrent interview and facitity manual
review with the assistant administrator on
12/10/14 at 12:15 p.m., the facility Fire and
| Disaster Manual was discussed and reviewsd.
| He validated the page titled, "RESIDENTS WITH
| IMPAIRED HEARING OR VISION® instructed the
| charge nurse at each station to assign specific
staff to inform and assist hearing or vision
| impaired residents. He further acknowledged the
assigned staff would secure the list of rasidents
with impaired hearing or vigion in order to locate
and assist them, He confirmed the form listing
the residents with impaired hearing or vision
should be current and kept in the manual. He
said staff should be aware that this form is in the
facility's FFire and Disaster Manual

Disaster, the administrator stated there was none. |

,

|
|
|
|

Whenr asked for the faciity policy on the Fire and R \

| |
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