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F 000 INITIAL COMMENTS F 000
‘The following reflects the findings of the - R
Department of Public Health during a . ! . men
RECERTIFICATION Survey, Disciaimer: The following plan of % 3
correction is completed in - Sl
Representing the Depariment of Public Heallh: accordance with state and & = xg
R oy oy O
Surveyor il 28074 federals lows, T s notan z= % g it
Surveyor 1), 17018 admission to the alleged findings S 53
Burveyor ID: 16279 shown in the statement of | 5
Total Resident Population: 69 deficiencies,
Total Resident Bample: 15
Highest Scope and Severity. £
=280 483.15(g)(1) PROVISION OF MEDICALLY F 250 F250
38=p | RELATED SOCIAL SERVICE

The faciity must provide medicatiy-related social
services to alisin or maintain the highest
praclicable physical, mental, and psychosocial
wali-being of each resident.

This REQUIREMENT i not met as evidenced
by

Rased on interview and record review, the faciity
failed to provide dental services for one {Resident
13 of 15 sampled residents. Resident 1'z denial
hygienist recommendation was not address. This
had @ potentiz © resultin the residant not
attaining or mainiaining dental care needs,

Findings:

A reviaw of the admission record of Resident 1
indicated the resident

A, immedigte corrective action
for residents identifiad ay
being affected:

Resident # 1 was assessed
and her teeth were cleaned
by the dental hygienist on
474713, & racking system i
now in place 16 assure that
rasidents have a dental
evaiuation once per year,

B, Process of identifving other
residents with the potential
to be gffected: A tracking
system is now in place 10
assure that residents have a

L4143

ABCERATORY DIREGTOR'S FEONVINER/SER REFRESENTATIVE'S BIGNATUIRE
W N

TITLE
f@fﬁfﬁfm"

X8 DATE

& S,

iy deficiency staterneft #ading with a0 astensk {7 :!éfotes & deficioncy which the insfitulion rmay be excused form eotrecting providing # is determined that
sefeguards provide suficient protection 1o #he patents. (See insttuciions.) Except for nursing homes, the Sngings siated above are discinsable 90 duys
- i i date of survey whether or not a plan of correction is provided. For nursing homes, e above findings and plans of comection sre disciosabie 14

fays tollswang the date these docurnents are made availshie to the facility. # deficiancies are cited, an approvad plan of Soteciion i requisite to sontinued
ERgram pariicipation,
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F 250 . Continued From page 1 F 2501 i
was readmitisd i the fagiity on September 22,
2096, with diagnoses that dental assessment once per 4 ng, /2,
Cinctuded atrial fibrillation (ireguiar heart beat). year. '
- Alzhgimer's disease (3 5 i
' brain disease that slowly destroys memory and 2ystemiz megsures |
Fthinking skilis and eventually, the ability to carry PIEVENL racurrance.;

{ out the sienplest tasks), and hypertension,
i The Minimum Dada Set (MDS), 2 standardized

L assessment and care planning tool, dated
Fabruary 11, 2011, indicated the resident was
abile to complate the brief intesview for mental
status, usually undarsinad athers and usually
made herself understood by others, and required
L extensive with all activities of daily living (transfer,
 dressing tollet use and hygiene needs) and
required limited assistance with asting.

During 8 meat obgervation on April 12, 2013, at 8
am., Resident 1 was observed saling her
breakfast in bed. Resident 1 was alertand
oriented. Further obeervation, reveaied the
resident’s front iseth wers 5 brownish color. The
resident was asked ¥ any of her testh botherad
her when egling, the residen! stated, "Yes, at ‘_
Ptimves” The resigent added that she was not sure
‘what to do abouwt &

During an interview with the Social Service
Liesignee (85D) on Aprii 12, 2013 st B30 am.,
- she stated that referrats fo the dentist are made
Cannually and as needed. A review of the copy of |
“ the dental record provided by the S8D dated .
P March 10, 2011, indicated in the examination |
i recommandation comments: exirarnely heavy

| plagque, needs a cleaning.

| |
| However, there was no documented evidence E

Recommendations that are
made by the dental hygienist
wilt be followed up on by the
Social Services Designes. L1417

B. How system changes will be
monitared: Dental hyglenist
recommangations and foliow
vip will be tracked and
reporied o the Qualily
Assurance Commiites gach
month for review to insure
effectiveness.

£ Date deficiency was :‘/’/ %’j}
corrected: LY
4-24-13 1? f"? [

R OME 2587 2-93) Pravious Vermons Obaolete Event 0y RMEF1
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F 250 Continued From page 2 F 250
that the recemmendstion was acted upon by the £315
facllity sta¥. On Aprit 12, 2013 8t 9 a.m,, during _ ) )
an interview, the socia! service designee (88D} | A} immadiate corrective action
stated that the denial records revaaiad no follow for residents identified as
up of the dental hygienist recommentiations. being affacted: T
F 315 | 483 25(d) NO CATHETER, PREVENT UTI, F 315 SRR anedde
su=z RESTORE B8LADDER The atiending physician for

Based on the resident's comprehensive
assassment, the faciiity must ensure that a
resident who enters the faclity without an
indweling catheter is not cathsierized unless the
resident's cliniosl condition demonstrates thai
catheterizalion was necessary, and a resident
who ig ingontinent of bladder receives appropriate
treatment and services 10 prevent uringry tract |
infections and 1o restors as much normsst bladder
function as posgsible.

i

This REQUIREMENT s not met as evidenced
by

Bassd on ohservation, inlendew, and record
review, the facility staff fatled to monitor and notify
the reskient’s physicians of the presence of
sadiments in the urine for twe of Bve residents (3
and 10 } wha had indwelling urinary cathebers out
of a sample of 15 residends, This deficiency had
| the potential 1o result in 2 delay of necessary care

- ard reaiment for the residents.

Findings:

a. On Aprit 11, 2013, a1 8,20 p.m., during the

initial tour ohservation with Licensed Vocational
Nurge (LVN) 3, Resident 3 was obsearved in bed
awake alerf ared oriented. The resident had an ;

i

resident #3 and resident #10
: was immediately informed
of the sediment in the
catheter tubing on 4-12-13,
Process of wentifving other
regident with the potential
1o be affected:

Residents with catheters will
be checked each shift for
sediment in the catheter
tubing,

Systemic measures 10
prevent recurrence;
Physician orders for
residents with catheters will
inciude manitoring for
seditnert gach shift. This
docurnertation wilt be
sutlited each month,

How system changes will be
monitored:

The audit will be presented
ta the Cuality Assurange

4445
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on Febsugry 2, 2013, with dizgnosss thet incleded
debiity, dishates mallitus (high biood sugsr) and
status post surgery of the ieft foot {open reduction
intarnal fixation {surgically repairing a fractured
hong that invoives aithar the use of plates and
serews of & rod to stabilize the bone). The
physician's admission order dated Februgry 20,
2073, indicated an indweling urinary catheter to
gondinuous drainage bag for difficult mpbiization.

The MUE dated March 4, 2013, wdicated the
resident was able 1o complats the brief interview
for menial status, alde to undersiand others, able
fy make self unglersiood, and required extensive
assistance from fhe staff with activities of daily
fiving. According i the MDE, the resident had an
indweliing erinary catheter in plage,

‘A review of @ cars plarn deted Februsry 22, 2013,

: indicated the resident required the use of

z incwelling saihatar related 1o post (after) surgery
mamgemez‘z: of fracture of feft ankie with multivie

l pms The care plan goat indicated the residant

; will not manifest signs and symptoms of urinary
fract infection and Wil be provided with adequats
| catheter care daily. The nursing inlerventions

| included fo chsarve and monftor urine output as

: o color, clarity, amount, presence of sediments.

| The intervention also stated to refer fo the

, physician the observation.

H

3
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i ' ’
- . -
Fmﬁicmﬁr&m{i From pags 3 F 318
s ndwelling urinary catheter draining yeliow with ; :
mmitte
| smiait amount of redgish coiored sediments (smah @ ) it ? sach month for .
E particies ficating in the uring) in the urinary review to insure Jyq
catheter tubing. | effectiveness. Lo
_ . e : ; B} [Daiz SIENCY Was
A review of the agmission record of Resident 3 E} Date deficiency was .
indicated the resident as admitted 1o the facility corrected: 4-HH13 Zf' poRIE
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i Dawring an observation an April 12, 2013, at 8

| a.m., the resident was observed in hed with an
- indwelling urinary catheter draining Gloudy with
red steaks of thick sediments in the urinary
catheter tubing,

O April 12, 2013, at 11 a.m., 8 review of the
nurse's notes revealed no doecumented evidence
that the resident was mionitored for the presenice
of sediments in the indweliing urinary catheter
and no documented evidence that the resident's
1 physician was notified,

| Puring an inferview with LVYN 3 on the same day
at 11:20 a.m., she eviewsd the clinical record
ard was unabie fo nd dosumentation thal the
rasident was morstored for presence of
sediments in the urinary catheter. She stated that
there was an ordar 16 change the indwelling
catheter if plugged. She further stated that she
wouid changs indwsliing catheter as soon as

j possible.

The facility's undated polioy and procedure titled
"Uhinary Drainage,” indicaiad {o chart intake and
puiput and color of urine, amount, sediments and
nodify the physician of all partinent ohservations,

b, During the inifial fowr observation with
licensed vocational nurse (LVN) 3 on April 11,
2013, st 8:45 p.m., Resident 10 was observed in
hed with an indwelling winary catheter.
According to LVN 3, the resident had suprapubic
catheter {catheter {tube) that drains urine from

i the bladder. itis insarted inlo the bladder through
a smali hole in the bellyy, Further observation
revesied the urnary drainage lubing of the
ulwelling catheler was obsaerved with scattered,

TORM CMB-2557432-23) Pravicus Versions Ubsolele Eusnt i RMEP1 Faciiey Hy CASSOOOG052 if pontinuation sheet Page $ of 52
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: clarity, amount, presence of sediments. The

yelinwish sediment

A review of the admission record of Rasident 10,
indicated that the resident was re-admitied to the
faciity on January 18, 2013, with diagnoses that
inChatad chronic kidney disease, debility {ioss of
strength) and difficulty in walking.

The Minimum Data Set (MDS), 3 standardized
assessment and care plaming ool dated
January 31, 2613, indicated that the resident was
able to compigte the brief inferview for menial
status, usually understood others, usually able o
make herself understood, and reguired extensive
to total assistance from the staff for most ]
activities of dally iving. The MDS further indicated |
that the rasident had an indwelling catheter within |
the iast 14 days.

A review of the physitian ' s admission order
dated January 24, 2013, indivated to change
suprapubic catheler monthly and as needed {pm}
for occlusion {blocked) or disiodged,

A cave plan dated January 17, 2013 indicated the
resident required the use of indwelling catheter
ralated to urostomy {a surgical procedure that
creates an opening {stoma) in the abdominal walt
through which urine leaves the body.) The care
plar goat ndicated the resident will be provided
with adequate catheter care for ninety days and
will not manifest signs and sympioms of urinary
tract infection. The nursing interventions inciuded
o nbserve and monitor urine cutput as to color,

intervention alsc staled to refer to the physician
the ohsarvation,

TENEMS CRAL-RURTIINE-O5) Previous Varsitns Dbsoiste

Evernt Hx AMESY
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(0N April 12, 2093, at 11:25 am., an interview was F332
conducted with LVN 3, who stated all staff shouid
monitor the drainage for any sediments. A review Resident 5
of the nurse’s notes revealad no dogumented A} immediate corrective action
gvidence that the resident was moniared for the ; A . -
presence of sediments in the indwelling urinary | of residents identified a5
catheter and no decumentad evidence thatthe | being affected:
resident's physician was notified % The licensed nurse was
F 322 4832 TMENTISERVI -
322 483.2B{gH) NG TREATME cEs F322 — 16 check for

S5=0 RESTORE CATING SKILLS

Based on the comprehensive assesement of a
resident, the facility must ensurs that --

(1} A rasident who has been able to eat enough
aglone or with assistance is nol fed by naso gastric
tube unless the residaent ' s ginical condition
demonstratgs that use of a naso gastric tube was
unavoidable; and

{21 A resident who is fed by a nasc-gastric or
gasirostomy tube receives the appropriate
treatment and services to prevert aspiration
phigumonia, diarrhes, vomiting, dehydration,
metabolic abnocmaiities, and nasak-pharyngeal
yloers and 1o restore, i possible, normal eating
skills.

This REGUIREMENT is nat met as evidenced
by:

Based on cbsgrvation, interview and record
review, the facility's staff failed to ensure that two
of two residents with G-iubes out of 15 sampie

placement of the gastric tube
and check the residual
volume of the Huids in the
resident’s stomach prior to
flushing the gastric tube, l/ - /5%
B) Process of identifying other
resident with the potential to
be affected:
licensed nurses receivad
instruction on 4-16-13 and 4~
28-13 1o check for placement
of the gastric tube and check
the residuai volume of the
fhusids in the resident’s
stomach prior to flushing the

gastric tube. A’ﬂﬁ.«( »

G OMS-2567102-55) Previnus Versiong Qpsoiete Event I RMEP1Y
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Faaz | Continued From page 7 ¢ Fa

| residents, were provided care and senvices o
i preverst complications (8, 43
{R%edwt 51 The hnensed nurse fushed the
| Getube with 150 milliflers of water without
g checking for 1) placement of the G-ube, and 2}
| the residual volume of flulds in the resident’s

i stomaeh.

{R%ldent 43 The fcensed nurse mixed

' madications with applesauce and administere
! the medications by gastrostomy tube. (GT-2
: surgically inserted tube in the stomach for the
purpsse of nudrition and medication) were not
mixedd This had the potential to result in
complications such as gastrostomy tube
bieckage, or gastrostomy tube disiodgement.

Findings:

a. Resident 5 was admitied to the facility on

January 30. 2013, with diagnoses that included
demantia, dysphagia, and diabetes mellitus. The
resident was fed and medicated through a G-tube
& tubs inserad thropgh the abdomen into the
glomach used for faeding andfor medication
admiinisiration). The Minkmum Data Set (MDS - a
standardized assessment and care planning fool}
dated Mareh 27, 2013, indicated the resident
required assistance with daily activilies such as
ransfers, personal hygiene and bathing.

On Aprit 12, 2013 a1 828 aum,, a Hpensed nurse

:
]

VN 1) was observed as he flushed the §
resident's G-tube with 150 mifliliters of water, '
FLUN 1 did not chack for the placement of the

P 3udube or e amount of residual volume of fluids
L in the resident’s stomach prior to administering

| the 150 milliliters of water.

] Systemic measures to
prevent recurrence:
Madication administration
via the gastric tube will
randomiy observed by the
BRrse supervisor to insure
that nurses check for
placement of the gastric tube
and check the residual
volume of the fluids in the
resident’s stomach prior to
fiushing the gastric tube,
How gystern changes will be
monitored: Medicating
adrinistiration will be
randamily manitored by the
mirse supervisar 1o insurs
that nurses check for
placemart of the gasiric tube
and check the residual
volume of the fluids inthe
resident’s stomach priorio
flushing the gastric tubs.
This monitor will be
doctmented and presented
1o the Quality Assurance
Commiitee on a monthily
basis,

4018

4413
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During an interview on Apsil 12, 2013 at 6:46 £} Date deficiency was 1{ %
a.m., LVN 1 siated that he forgot o ohack the corrected:; 4-28-13 g /‘@

§
|
?

placement of the G-lube and tha residual volume
prior o administenring the flush. A care plan dated
February &, 2011, inticated o check wbe
placement and palency svery shift and to chéck
and record residuals every shift and 10 nolify the
physician for residual volums greater than 100
milliliters.

The fgcility's undated poliy and procedures tifled
*Wedication Administared through an Enteral
Tube®, indicated {0 chegk for placerment prior o
administration of medications.

b. COn April 12, 2013 at 6:30 a.m., L¥N 4 was
observed as she administerad Resident 4's
maorning medications via G-tube.

Diring the observation, LVN 4 stated that she
had already prepared the medication, Synihroid
{a replacement for a hormone that i norrally
prviuced by the thyroid gland to reguists the
body's enargy and metzbolism} 100
rcro-illigrams {meg). LVN 4 staded to the
surveyor fhat she crushed the tablet of Synthrold
and added a small amount of applesauce 1o
make i easier for the medicalion io pass through
the 5T, LN 4 hen poured between 20 and 30
rrdfifliter {mi) of waler inlo the madication cup.
LN 4 then adminisiered all the medication with
appiesauce into the GT. She then administered
30- 40 mil of water ko the GT after the
arministration of the medication. During an

| interview after the medication administration, LVN
1 4 stated that she normally administers all the

medications with applesauce.

:
i
i
i

Resident 4
%‘- Al Immediate corrective action
: for rasidents identified as

The licensed nurse was
instructed not to use
applesauce when
administering medications
via the gastric tube. Licensan
nurses received instruction
ond4-i6-13 and 4-29-13 10
mix medications with water
anly when admiaistering vis
the gastric {ube.

B} Process of identifving other
resident with the porential 1o
be affected:

Licensed nurses received
instruction on 4-16-13 and 4-
253-13 to mix medications
with water only when
administering via the gastric
fube.
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F 322 Continued From page §  Faz
| A review of the admission record indicated that ,
 Resident 4 was admitted to the facility on August 1 & Systemicmeasuresto
3 2012, with diagnoses that included aphasia | prevent recurrence!
; ! {iffi culty in talking}, dysphagia (difficufty in Medication adminkstration
swaliowing}, diabetes mediitus and gastrostomy , )
Chibe. via the gastric tube will
l randomly abserved by the
The Minimum Dats Bet (MDS), e standardized ; X
agsessment and care planning oo, dated frurse sup&ms@r‘w nsure
February 18, 2013, indicated the resident had that the medications
modified independence in cognitive {mental} skills | administered via the gastric
for darly decision-making, usually undersfood . . i
wthers, rarely made self understood and required tube are mixed with water lf"ﬁé},wja
extensive assist in performing activities of daily only.
fiving. D} How svstem changes will be
A review of the physician's order with LVN 4 menitored: Medication
ingdicated that there was no physician's order administration will be
mix the resident's medications with applesauce randomly monitored by the
print o administenng through the 7. Duing the . .
interview, LN 4 stated that it was just her own nUrse supervisor Lo insure
way of administering medications via GT. LVN 4 that the medications
further stated that go far there had been no " : :
administered
prabiems such as biockage and tube edvia fhe gastric
dislodgement. tube are mixed with water
gnly. This manitor will be
FDurirg ar interview with the director of nurses
C(DONY on April 12, 2013 at 1130 a.m._ she stated documented and presented
that it was never a practios to mix medications to the Quality Assurance
with applesauce before administering through the Committer on 3 monthly
GT : basis. l’f *ﬁ/ {5
The facility’s undated poficy and procedures for | E] Date deficiency was
medication administration did not indicate to add corrected)
appiesauce o madications prior to administering
'via G tube. 4-29-13. %ﬁ/{g
F 328 | 488 25(k) TREATMENT/CARE FOR SPECIAL Fazs
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The facility must ensare that residents recsive
proper treatment and care fof the foliowing
special services:

Injsctions;

Parenteral and enteral Ruids,

Colostomy, urslerostomy, or Hieostomy care
Tracheostomy care;

Trachea! suctioning;

Respiratory care;

Enot care: and

Prostheses,

This REQUIREMENT is not met as evidencerd
by

Based on observalion, irterview, and record
review, the facility staff failed to Riliow the
physician's order for oxygen (G2} therapy for two
residents (2 and 10} who used oxygen therapy In
& iotal sample of 15,

i

! Resident 2 was observed receiving 02 at a rate

1 of 2 lters per minute (Ipm} via hasal cannula (8

! thin tube with two small nozzles that protrude into
| the patient’s nostril) but the 02 tubing was not

L eonnectad 1o the O2 concentrator (a portable

5 souree of oxygen).

Resident 10 was observed receiving 02 at a rale
of 3.25 lpm via nasat cannula, the physician had
! ordered oxygen at 2 liers per minute a3 nesded.

i This had the polential fo result i complications
from receiving more or less oxygen than the body
reguires.

Findings:

F328

Resident 2
A} immediate corrective action

B] Process of identifving other

€} Systemic measures 1o

for residents identified as
being affected:

02 tubing was immediately
connected to the
concentrator.

Y1445

resident with the potentiaitg
be atfecred:

Al oxygen tanks and
concentrators were checked
1o verify that the tubing was
properiy connecied.

Y1443

prevent recurrence:
Oxygen tubing will be
checked during shift rounds
to verify that itis properiy
connecied.

How system changes will be
monitored:

This check will be
documentad ang presented
to the quality assurance
committee each month o

4%
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; insure that the process is l/ % i
; . - Xy
a.  During the initial tour observation with effective. 5
licensed vocational nurse (LVN) 3 on Aprii 11, £} Date deficiency was
2013 at £:20 p.m., Resident 2 was observed in carrected: _
sitting in her wheelchair in her room. The T L‘f/ﬁ{ﬁ
regident was observed with a nasal cannula on 4-28-13 .
her nostrils, Further observation revealed that
the 02 tubing was not connected to the 02
concentrator. During the interview at the same .
tirre, Resident 2 stated that she had been on 02 Resident 10
irhaiation cortinously for some time. LVN 3 A} Immediate corrective action
than stated that the resident was on continuous : : :
02 inhatation set at 2 lpm due to her diagrosis of fo residents idendified as
AP0 and CHF, Then LVYN 3 then walked being affected:
towards the door without inspecling whether the The oxygen setting was
(2 tubing was connecied {0 the scurce of . .
oxygen. LVN 3 was asked if she had noticed szrfediateiy placed at the
anyihing wrong with Resident 3's O2 tubing. LVN setting the physician ¥
3 staled, "no” ordered. ‘/’”/ ff"’ /37
A review of the admission record indicated that B) Process of identifying other
Resident 2 was re-adritted o the facility on resident with the potential to
January 13, 2013, with diagnoses that included he affected:
hypettension, chronie obstructive pulmonary WI : «
disease (COPD- one of the most commeon lung All exygen tanks and
diseases. that makes it difficult to breathe) and concertrators were chacked
congestive heart disease (CHF- is a condition in 10 verify that the settin
which the heart's funclion as a pump is fy E_s_ e
inadequate to meet the body's needs) and were as the physician
diaheles melitus thigh biond sugarn). gedered, ;{,;,}i g*”’/ é
A review of a physician's order dated February C} Systemic measures 10
18, 2013, indicated to administer O2 inhalation at prevent recurrence:
a rate of two Limin via nasal cannuia continuously {xygen settings will be
;"éggzgjm’ to check 02 liter fiow 1o ensure checked each shift to insure
that the oxygen is being
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The Minimum Dala Set (MDS}, a standardized o
assessment and care planning oo, dated &émfnfsie{eé per the 4,2942
; February 12, 2013, indicated that the resident physician order.
was able to compilate the brief inlerview & D} How system changes will be
mental status, had he abilily to make self monitored:
understood by others, had the ability to ; TS .
understand others and required extensive Oxygen settings will be
assistance with bed mobility and transfer, monitorad each shift and
ambulation, dressing, personal hygiene, and toilet
use. The MDS further indicated that the rasident documented on the
received oxygen therapy within the last 4 days. freatment sdminisiration

record to insure that the

{ A care plan dated January 21, 2013, ndicated

that the fesidant had impaired respiratory funotion oxygen is being administered

refgted to COPD and CHF, The care plan goal per the physician order, This

indicated that the rgsident will show no signs aof check will be audited and

respiratory distregs every day and will tolerate

activities without any signs and symploms of presented to the quality

shortness of breath {SO8), weakness and sagy assurance committse gach

fa%%gue.' The listed nursing ig?erventicﬁs nchrled month to insure that fhe

1o provide oxygen &t 2 lpm via nasal cannula as ; l/‘, jz?/ &
ardersd. process is effactive,

£} Date deficlency was

Before proceeding with the initial tour with LV 3, . "M
the surveyor infarmed the LVN that the OF tubing correeted: Y HYAZ
was not connected to the O2 concentrator, thus 4-23-13
riot providing O2 to the resident. LN 3 then
weant back to the room and inspected the O2
fubings. LVN 3 then confirmed {o the surveyar
thast the tubings were not connected. LWN 3 then
assessed the resident, checked the oxygen
gaturation {refers o the amount of oxygen that is
carried through the blotd by the red blood cells,
as well as what is dissolvad in the body tissues),
which was 93 % (healthy blood oxygen saturation
is between 95 and 100 percent, but patients with
lung disease such as SOPD, often have a lower
percentage uniess they use suppiemantary

RS (AR ZEE7I02.98) Provious Versions Obaniets Evart 1D BMEPH Facility {y CASBOOGOUSE # continuation sheet Page 1361232
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F 328

: A review of the admission record indicated that
| Resident 10 was re-admitisd 1o the facility on
lanuary 18, 2013, with diagnoses that included

Continuedt From page 13

oxygeni. LVN 3 then stated that she should !
have checked the O2 sel up before leaving the |
1001, §

b, During the initial tour observation with
fensed vocational nurse (LYN) 3 on Apri 11,
2013 at §.45% pm,, Resident 10 was obsarved in
bed astesp. The resident was observed receiving
axygen inhalation at a rate of tiwee and quarter
fiters per minide {Limin) continucusly via nasal
cannula. LWN 3 read the oxygen Sow rate aloud,
and siated the oxygen was flowing ata rateof
three and a quarter fitars per minule via nasal
cannida.

chronic Kidrey dissase, dehility (oss of strengih)
and ditficulty in watking. ;

The Minimum Data Set {MDB), a standardized
assessment and care planning tool, dated
Janwary 31, 2013, indicated ihat the resident was
able to complade the brief interview for mental
status, usoally understood oihers, usually abis o
make herself understood, and required extensive
o total assistance from the staff for most
activities of daily iving. The MDS furthar indicated
that the resident received oxygen therapy within
the last 14 days.

A review of o physician's order dated January 28,
2013, indicated 1o administer oxygen nhatation at
a rate of twe Limin by nasal cannuia as needed
for shoriness of breath (SOB) or & keep the

F 328
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oxygen saluraion greater than 82 percent (%) £220
A care plan dated January 20, 2013, indicated | A Immediate corrective action
g | that the resident had impaired respiratory function : for residents ientified as
' rotated to a dlagnes%s ot congestive heart faiture ; .
being affected:
{CHF} The care plan goal indicated that the . ..
resident will show no signs of respiratary distress The attending physician(s)
daily. The sted nursing interventions included o were contacted and
provide oxygen as ordered &t 2 [pm via nasal <t
cannula as needed for SOB of 1 keep 02 5 permission o perfo Tm
saturation above 92%, gradual dose reductions were
o tervi 4 LUN 3. she stated that raceived as foliows:
wring an interview w , she stat .
the resident was arily supposed to be resaiving Resident #1, Celexa was
two Limin of oxygen and not three and a quarter ! reduced to 20mg every day
Limin according to the physician's order. LVN 3 on 4723713 lf A5
alsy stated that nursing sta¥ document every Resident 98, Col
time the resident was adrministerad the 02, LN Resident #8, Celexa was
3 was then observed adjusting the oxygen reduced to 10 mg every day
zi?;pentfatar and kowering the oxygen rale fo two on 4/23/13 1% 1%
IF.
Resident #311 , Ambien was
! The facllity’s undated policy and procadure titled regucad 10 2.5 mg every
P Oxygen and Humidiisr " indicated that oxygen night on 5/7/13, and Celexa
therapy is administered as ordered by the ® /7/13, ©
physician. was reduced to 20mp every 5,»7 @
£ 3281 483.25(1) DRUG REGIMEN 1S FREE FROM F 228 day on 4/15/13
s8=£ | UNNECESSARY DRUGS ; Resident #13 , Depakote was
Each resident's drug regimen must be free from reducer one time per day, at
unnecessary drags‘ An unnecessary drug is any based time on 4/22/1%, and
drug when used cf*f axcessive tjo:sa {mciﬁc}ing Zyprexa was reduced to
duplicate therapy); or for excessive duration, or _
| without adequate monitoring; or without adequate 2.5mg every other day on {‘2 . }5
2 indications for its use; or in the presences of 5/271% 5
[ adverse consequences which indicate the dose
; should be reduced or discontinuad; or any
i combinations of the reasons above.
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7 328 Continued From pags 15 F 329

' Based on & comprehensive assessment of &
resident the favlily must ansure hal resitdents
who have not ysed antipsyehobic drugs ars not
given these orugs uniess antipsyehiotic drug

E therapy is necesseary 1 Feal a specilic condilion
| as diagnoset and dosumentsd in the olinical
record; and rasidonts who use antipsyonotic
gdrugs recaive gradual doss reductions, and
pehavioral inferventions, unisss cinically
contraindicated, in an effort to discontinus these
grugs.

; This REQUIREMENT s not met as evidenced
by:

gased on observation, interview, and record
review, the facility faited to ensure that gradus!
! dose reductions were attermpied for 4 of 8
. smpled residents {1, 8, 11 and 13) who used
- psychotropic drugs in a otal sample of 1
Z residenis. This had a polential to result in failing
o entify the nerd for dayg reductions that are
| necessary ang gan rgsult in adverse
| consequences associated with medication, such
| a5 impairment or deciine in an individual’s mental
| ar ghysical condition or functional or psychosocial
' stats.

| Findings:

a. A review of the admission record indicated
Resident 1 was raadmitted to the facility on

8}

Process of identifving other
resident with the potential to
be affected: The record of
each rasident receiving
antipsychatic medication will
be reviewed 10 insure that a
gradual dose reduction will
be sttempted as per the
regulatory requirements.
Systemic measures to
prevent recurrence.;

The consiHtant pharmacist
will review antipsychotic
medication for each resident
and make recommaeandations
1o each attending physician

Ao attempt a gradual dose

reduction as per the
regulatory requirements. The
Director of Rursing services
will manitor the
recommendations 1 insure
that permission is received
from the attending physician
to attempt the gradual dose
reduction ay per the
regulatory renuiraments.
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= 328 | Continued From page 16 " raoel
 Seplember 22, 2006, with diagnoses that \ .
| incluged strist fibrillation drreguiar hear baat), D} How svstem changes will be
Alzvmiars diseass (g ; manitored:
brain disease that slowdy destroys memory and . .
: thinking skilis and aventually, the abilty o carry This monitor wift be

aud the simplast lasks), and hypertension. : documented and presented
to the guality assurance

A physician's arder dated January 3, 201C, committee pach month to

indizated o administer Remeron 156 mikgrams

| {mg) avery night at bedtme for depression verify that the process i o /gﬂﬁ
manifestad by poor appetite ang! Celexz 30 my effective. Lz
gvery day for depression manifested by lagk of £} Date defic
interest in being cared for, 1 Date deficlency was
corrected: ;
The Minimum Data Set (MDS}, 2 standardized 51613, L1

assessment and care planning {odl, dated
Fepruary 11, 2071 indicated the resident was
ghie to comgiate the briof inferview for mental -
status, usualy understood others and usually l
roade hersalf undersiood by others, and required
extensive with all activities of daily living {franster,
cressing toitel use and hygiene needs! and

: requirgd Himited sssistance with eating.

é A review of the  bahavior monitoring for
P depression manifested by resistive o care, yelling
[ ot ard cursing revealed the rasident had zero

J {0 episodes of behavior from April 1 & Aprit 12,
12013, zero abisndes o the months of February

H

§ 2013 andd Mareh 2013,

i

A review of the Pharmacist's Consultation Report |
. dated May 26, 2012, through June 29, 2012, and |
August 1, 2002, through August 29, 2012,

| ngicated to consider @ gradual dose seduction for
! the Celaxa and Remeron.  The pharmagist ;
: recommended 1o reduce the dose of Celexa to 20 ; |
Ly every day. However, there was no evidence | g
E ; |

¥ ONIS-256 V{025 Prowous Versiong Giseies Lvent iDr RMEFH Facdiy 1D CASSLODOIS? if cenfinusbion sheet Page 17 of 52
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|
|

that & dosage drug reduction was altempted and
no evidence that g gradusd dose reduction was
clinically contraindicated

During an inferview with Resident 1 on April 13,
2613 at 8:30 a.m., she siated that she was very
happy with the care of the stalf in the facility.
Resident 1 further siated that she was st not a
"big cater.” Al the same fme, in an inlerview
with the cerfified nurse aide, she stated that
Resident 1 had always been cooperative and
atways aware of what she needs. Throughout the |
survey from April 11, 2013, 1o April 13, 2013, the
resident was observed either up in the wheelchair
of resting in hed. Resident 1 was not observed
manifesting signs of being resistive to care nor
having episcdes of yelling.

Buring an interview with the Director of Nursing
(DON) an Aprit 13, 2013, &t 1 p.m., she siated
that the rasident's physician refused o reduce the
dosage of Celexa ard Remeron, The DON also
reviewed the clinical record and was unable to
find documented avidence that a drug dosage
reduction was clinically coniraindicated.

b. Areview of the admission record indivated
Resident 11 was admilled 1o the facility on June
3, 2011, with diagnoses hat included deprasgive
behavior, dysphagia {difficulty in swallowing),
hypertension (high blood pressure) and anxiety, 5
{
A physician's order dated February 2, 2012,
indicated to administer Xanax .28 ing every 6
hours as neaded for anxiety manifested by
verbalizing nervousness per resident's request.
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There was ancther physician's order dated

Fatruary 28, 2012, that indicated to administey

{elexa 30 mg every day for depression .

manifested withdrawal from activiies. On Maich

27, 2012, the physician ordered o administer
Ambien 5§ mg every night for insomnia.

The Binimum Data Sat {MOS), a standardized
assessment and care planaing ool, dated March
18, 2013, irdicated the resident was able o
complele the brisf interview for mental status,
had the ability to make self understood by others,
had the ability o understand others and required
: gxtensive assistance with bed mobilily and ;
transter, ambulation, dressing, personal hygiene,
and tollet use.  According to the MDS, the
rasident received an antipsychotic medication in
the last seven days.

A review of the behavior monitoring for anxiely
and depression revealsd the resident had zerp
episodes of behavior from: Aprit 1 to April 43,
2013. A meview of several pharmacy Constitation
Reports dated November 28, 2011 through
Decermber 21, 2011, May 28, 2012 through June
28, 232, August 1, 2012 through August 28,
2012, September 28, 2012 theough October 30,
2012 and January 24, 2013 Hwough February 28,
2013, revesied gharmacist recommendations to
aftempt a gradual dose reduction for Ambien to
2.5 my, Xanax to .125 mg, and Celexa to 20 mg
everyday. However, further review of the clinical
records revealed thai the physician declined all
the recommendations to perform gradual dose
reduction or indicated that the gradual dose
reduction was ciinically contraindicated. However,
thera was no documentad evidenge of & rational
as ln why a gradual dose reduction was
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| parsonal hygiene,

aontraingdicated.

During an observation on Aprit 13, 2013 st 830
a.m., the regident was observed in his room
awake and lying in his bed, The resident was
pleasart and denied that he was depressed and
stated he could sleep for 8 hours at night.

Dring an inferview with the director of nurses
{DON)} o Aprit 13, 2013 at 1:30 p.m., she stated
that there were no gradual dosa reductions
attempted.

According to the facility's policy and procedure
fitled, "Psychophamacoiogical Medigation Use”,
revised on November 31, 2011, "if the
physiciarvprescriber csders a
psychopharmacological medication in the
absence of a diagnosis or specific behavior isted
inn the State Operations Manual, facility should
ensure that the ordering physiciardprescriber
reviews the medication plan and considers 4
gradual dose raduction (GDR) of
psychopharmacoiogical medications for the
purpose of finding the owest effective dose
uriess g GDR is clinically contraindicated.”

¢. According to the admission information,
Resident 8 was admitted 1o the Tfacility on January
20, 2014, with diagnoses that included diabsies
rmalitus, hypertension and osteoporosis. The
Minimur: Data Set (a standardized sssessment
and care pianning 100l) dated January 19, 2043,
indicated the resident was able o make her
needs Known, i required assistance with daily
activities such as ransfers, dressing and

The rasident has been inking an antidepressant
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medication Celexa 20 milligrams (my) daily singg
June 21, 2641, with no dosage reduction. The
rhysician's order dated Juna 21, 2011, indicated
that Celexa was for depression as manifested by
withdrawal from acfviies. However, a raview of
the Monthly Psychotropic Behavior Summary
from January 2012 to March 2013, revealed that
thie residert had no episede of withdrawal! from
activities,

Diuring an interview on Aprit 13, 2013, at 7:30
a.m., the licensed nurse (LVN 2} stated that the
resiant had been altending activites and did not
appessr to be depressed. LVYN 2 concurred that
the resident could be a good candidate for a j
gradust dosage redustion. The aclivities notes
 for the year 2013, also indicated that the resident
has been sitending actvities in and outside of the
facility.

A sonsultant pharmacist's note o the physician
dated June 28, 20412, ndicated a
recommendation 1o sonsider a gradual dose
reduction, "perhaps decreasing to Celexa 15 mg
qd {daily], while concurrently monitoring for
re-emergence of depressive andfor withdrawat !
symptoms. H therapy is to condinee at the current
tdose, please provide rationale describing a dose
seduction as clirdcally contraindicated” The
physician declinad the pharmacist's
recommendation and did not specify spegific
rationale why a gradual dosage reduction was
coniraindicated.

d. According fo the admission infarmation,
Resident 13 was admitted to the facility on August
g, 2011, with diagnoses that inciuded dementia,
diabates meditus and hypertension. The MDS
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: assessment deled 2718713 indicalind the rasident
' was cognitively impaired and was dependent on
 staff with daily activities such as transfers and
personal hygiene.

The resident hag been taking Depakote 125 mg
twice daity since October 18, 2011, and Zyprexa
2.5 mg daily since August 29, 2011, without
gradual dosage reductions. Both were indicated
for psychosis as marnifested by "yelling and
getting agitated easily.” However, 3 review of the
Monthly Paychobopic Behavior Summary from
November 1, 2011 1o March 4, 2013, revealed
that the resident has nat exhibited these
behaviors,

During an interview on April 13, 2013 at 7:30
a.m., the icensed nurse {LVN 2) stated that the
resident has not exhibited thase behaviors and
stated that the resident could be a good
candidate for gradual dosage reduction.

A consuiant pharmacist's Consuitation Repon
dated Febryary 28, 2013 revealed a
recommendation t¢ the physician that siated
“Piease consider a gradual dose reduction, i
perhaps decreasing {0 Depakote Sprinkies 128
mg qod (every other day) and 125 mg ghs {every

bedtime)}, and Zyprexa 2.5 mg ghs, except
Sunday, while concurrently monitoring for
re-emgrgence of target and/or withdrawal
symptoms, f therapy is fo continue at the current
dose, piease provide ralionale describing a dose
reduction as clinically contraindicated ™ Howaver,
a written noleg at the boltom of this Consultation
Report indicated "Rasident is doing well on these
meds - IDT {interdisciplinary team) recomrmendd
na change.” There was also a written note which

|
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indicatsd that a nurse practitioner declined a drug
raduction, £371

A} immediate corrective action
During an interview on Apri 13, 2513 at 9:38

a.m., the Director of Nursing (DON} concurred for residents identified as
that the resident was a good candidate for being affacted:
graduat dosage reduction and that the faciity will The Frozen foad was
make another racommerddaion 1 the physician " digtel d
for gradual dosage reduction. The DON also mimediately ramoved from
concummed that fiese two medications were the freezer and placed in
gonsidered duplicate therapy for fhe same
behaviors {yeliing and getling agitated eas#y). - | another freezer that met the
During & follow-up interview on April 13, 2013 at temperatura requirements.
2A% pm., the DON stated that the facility digd not The freezer was repaired on
have a policy and procedures for gradual dosage 4-15-13 415 3
reduction of psychotropic medications. o

. 1] 483.35() FOOD PROCURE, F371| B} Bio identifving other

ss=1 | STOREPREPARE/SERVE - SANITARY residant with the potentialtg

| The taciity must - be 3ffectadx All freezers were

1) Procure food from sources approved or . checked o nsure that the
wonsidered satisfactory by Fedaral State or iocal temperature requirements
authorities; and 4, 2
{2} Store, prepare, distribute and serve food were met. j (f f?
under sanitary condiions C} Systermic measurasio

PrEvent recurrence;
Dietary staff were instructed
to immediately report

termperatures that are not
This REQUIREMERNT s not metf as evidanced

by: within the required range
Based on observation, interview and record and remove the food if
review, the facility failed fo store and protect food necessary. The Director of
unter sanitary conditions, regarding one of four . . e s .
refrigeration units. Freezer &1 wag not funclioning Dining Services/Dietician will
properly. chack the tempersture logs
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Findings: . .
andd indicate ber review on a _
On Aprit 14, 2013 at 615 p.m., during the inttial weekly basis. 6"‘;?2’“3
kitchen obsarvation, of four refrigeration upils .
throughout the kitchen revealed that refrigerator D) How svsterm changes wil be
#2. freezer #3 and the walk-in refrigerator were at monitored:
the proper femperatures, But freazer #1's exterior The Director of Dining
digital thermometser showed the freszer's internal Services/Diatician will check
temperature was 21 degrees Fahrenheit (F}. This & ician e
fraezer contained frozen meats and vegeiabiss. the temperature Jogs and

Al G20 .., the evaluator reviewed freezer#1's
Aprit 2013, efngeratorifreezer tamperalve log,
The log showed that between Apri 1 and April 11,
2013, freezer #1's temperatures wers recorded
betwsen 8 degrees F and 15 degrees F, {The log
indicated that the accepiable reazer
temperatures should be tedween 0 F and 8 F )}

On April 12, 2043 at 7:30 a.m., the evaluator
shserved that an "out of order” sign was pusted
on feeazar #1 and all the food items were
rarmoved.

On Aprit 12, 2013 at 8:45 2.m., the evaiuator
conducted an interview with the dietary supervigor
regarding Freezer £1's infernal tomperature, The
dietary supervisar siated that the feszer had not
besn cooling properly and the refrigeration
sarviceman was called out to look at it

On Aprd 13, 2013 at 6:55 a.m., during the Kiichen
observation, freazer #1°s infernal temperature
was -2 F.

On Aprit 13, 20132 2t 8:33 am., the avaluator
concucted an interview with the dietary supervigor
regarding freezer #1. The dietary suparvisor

indicate har review on a
weekly basis. This review will
be documented angd
presaated to the qusiity
assuyrance committee gach
month 1o insure the
effectivensss of the process.

£} Date g HaTH
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stated that the refrigeration serviceman repaired it
on Aprit 12, 2013,

F 441 | 483.65 INFECTION CONTROL, PREVENT F 441
§8=E | SPREAD, LINENS

The facility must establish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and infection.

(a) Infection Control Program

The facility must establish an Infection Control
Prograrm under which it -

(1} Investigates, controls, and prevents infections
in the facility,

(2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
(3) Maintains a record of incidents and corrective
actions related to infections.

(b} Preventing Spread of Infection

(1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

(2) The facility must prehibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

{3} The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

(¢) Linens
Personnel must handie, store, process and
transport linens so as to prevent the spread of

!
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infection. r441
Hand washing

!

: A}l Immedisie cofrective action
E This RECQUIREMENT ig not mat as evidenced

for residents identifiod as

i by .
Based on observation, interview and record being affected:
review, the faciify's staff fafled fo mainiain an Licensed nurses were

infection Controt Program o heln prevent the

development and transmission of disease arg instructed to wash their hand

infection for two {Resident 5 and 101 of 15 during medication
sampie residents ared fwo randomiy-selecied administration, before andg

- o
residents (RSR 16 and RSR 17). after giving medication. ‘}i",fz} J{J,Z)
The licensed nurse failed 1o wash his hands after B} Pr { identifying other

handiing Resident 5's gashrostomy tube (G-tube).
This bad & potential to result in the spread of T
infections and cross-contamination within the be affected: Licensed nurses

facility. ware instrucied 1o wash their

hand during medication
The ficensed nurse faded to wash his hands after . g
checking the blood sugar of and injecting insulin administration, before and

to RER 18 and RSR 17. This had the potential to ! after giving medication, {/ f}‘%"/’f’
result in the the spread of blood borne infections. ¢} Systemic measures to

resident with the potential to

For Resident 10, the O2 tubings were observed prevent recurrence;
! uncovered, exposed and Colled around the 02 : Medication administration,

tank. This had tha potential fo resuit in oral and s :
respiratory infaection from the use of a soiled nasat including proper hand
cannula. washing, will be randomly

monitored by supervisors. 4 ,ég, 14
There was np documented evidence that ong

newix-hired licensed nurse’s tubsroulosis skin test D} How system changes will be
was readireassessed so 88 to complele for TH monitared: This monitor will
| screaning. This had the polential o resufl in the he documanted and

; spread of infections in the ity

: presented to the quality
| Findings: assurance committes for
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a. OnAprid 11, 2013 at 817 am., a licansed
nurse {LVN 1) was observed as he checked the
blood-sugar of and injected nsulin to RER 186,
After these procedures, LVN 1 removad his
gioves and praceeded o attend 1o Resident 5,
LYN 1 handled Resident 5's GAube (& tube
inserted through the abdoman into the stomach
used for feeding and/or medication
administration) and fiushed # with 150 milliliters of
water, After the procedure, LVN 1 removed the
gloves and proceeded to RSR 17 for whom he
checked the blood-sugar and injected insulin.
After removing the gloves, LVN 1 started to
prepare medications for another resident. The
surveyor then asked LVN 1 what he failed to do,
LVN 1 stated that he forgot to wash his hands
after each of the above procedures and before
seeing the next resident,

The facility's undated policy and procedures, titied
"Handwashing," indicated "The single most
gffective thing you can do to prevent the spread
of disease is to correctly wash your hands.” The
policy and procedures indreated that hand
washing should be done "Afier vou handie itlems
of care of residenis with body flulds or wastas
{blood, vomit, sfool, yrine, droct, eye matter).”

b, During the intial tour on April 11, 2013 at
6:30 p.m., in the presence of the licensed
vecationat nurse { LVN} 2, Resident 10 was
chasarved ying in her bed.  Further observation
revealed g wheeaichair iocated near the resident's
clothes closel. At the back of the wheslchair was
a portable axyger {02) tank attachad o the back
of the wheelchair. During this cbservation, the
axygen tubing was chservad uncoverad, wrapped
sround tha poriable oxygen tank and exposed.

revigw 1o insurg
sffectiveness.

£y Dmate deficiency was
corracted:
459613

Oxygen tubing

Al Immediate coreeciive action
for residents identified as
being affecterd: The tubing
was immediately unwrapped
and properly placed.
Pracess of identifying other
resident with the potential to
he affected: All residents
with oxygen were checked to
msure that the tubing was
not wrapped and that the
tubing was properly placed.
Nursing staff received
instruction to monitor
oxypen tubting for proper
placement.

Systemic measures 10
DLEVENL recuITence:

Cxypen administration ang
proper placement of oxygen
tubing will be checked daily

41447

B
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This was obsarved again on the April 12, 2013 at
11 am. with LVH 4 during a general observation,

During an interview atthe same ime, LVN 4
stated that Resigent 10 would occasionally uss
he whegichair with the portable 02, LVN 4 aisc
stated that the 02 Wwbing should not have bean
el uncovered and wrapped around the 02 fank.

Acoording o the facility’s undated policy and
provedure for, Oxygen and Humnidifier, "oxygen
fubdng not in used must be kept in clean plastic
bag»!!

o, On Apri 12, 2013 at 10:45 a.m., a review of six
new empiovee fles were conducted, The six
employees were hired between August 13, 2012,
and December 3, 2012, One of the six employees
{a ficensed vocational nurse) was hired, on
November 15, 2M2. The licensed vocational
nurse's employee file had a sheet for a
tuberculosis (TRB) skin test. This licensed
vocational nurse's TB skin test was performed,
on November 6, 2012, but there was no
documentation of the T skin test results.

On Apiil 13, 2013 af 10:25 a.m., a review of the
facility's policy and procedure for TB testing
indicated that all employees shall receive 8 TB
test in accordancs with Tifle 22, section 72535(b},
which indicates, *The initial health examination
argd subsenuent annual examination shall include
& purified prodein dervalive infermediate strangth
intradermat skin test for tubercuiosis . A chest
%1y is ilicated ¥ the emplovee has previously
had & positive reaction to 2 tuberculosis skin fest
ot is currenily being treated for luberculosis ™

during rounds and monilored
by the MERBNE JUPEIVEOT,
How system chanpes will be
monitored: This monitor will
be documented and
presented 16 the gquallty
assurance committes for
review 1o insurg c
sffectiveness, '?” 7

Date deficiency was
coprectad:

AQ0-13,

4-204%

E}

Yoy

TB Screening

Al immediate corrective action
for residents identified as
being affected: The
empioyee was contacied and
another TR screen test was
parformed. The results were
negaitve, which is
documented aad in the
empioyes fie,

8} Processof identfvine other
resident with the netential 1p
be affected: Emplovees files
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F 441 : Continued From page 28 F 441
on Apn] 13, 2013 at 11.30 z2an., the svaluator ware reviewed to insure that
conducted an interview with the staff deveioper .
regarding the licensed vosational nurse's TB skin all TR screenings had bﬁw,
| test resuits, The staff developer stated that she properly documented and in o
| performed the TB skin test, but did not write down the employee files. Ve av
{he results, The staff developer mentionesd that .
the licensed vocational nurse's TB skin test was C) Systemic measyres 1o
negative. prevent recurrence.
F 505 | 483.75()(2)(i)} PROMPTLY NOTIFY PHYSICIAN | F 505 New hire records will be
55=0 OF LAR RESUATS . .
| raviewed for completion
The facility must promptly notify the attending prior 1o the employee
physician of the findings. working with residents. & ""Z"f*’ 1
, D) How system changes witl be
This REQUIREMENT is not mef as evidenced moaitored: This review will
: d d and
Based on obsarvation, interview, and record be documented an .
review, the facility failed to ensure that the presented to the quality
resident's physiclan was notiied promplly of the assyrance committee for
labncatory test resulis for ong of 17 sampled , .
residents {Resident 11). This failure had the review to insure 51442
potential 10 cause a delay in proper medical effectiveness. :
services to meet the resident’s nsed. £} Date deticiency was
! Eindings: gorrecied:
A 13
A revigw of the Admission and Discharge
Summary irdicated Resident 11 was admited fo
the faciiity on Jung 3. 2014, with diagnoses that
ncluded hypertension {high blood pressural,
atrigl fibrifiation (abnormal heart rhythm}, anxiety
arul depression. !
i A physician's order dated August 4, 2011,
. indicated o draw a digoxin level {8 type of bioed
test used o monitor the concentration of the
medication, digoxin, which is usad to treat
JRM CMS-2567402-95) Pravious Versions Obsndste Evert 0 RMEPT Facliyy iy CAGEN0008Z i sontinisation shest Page 28 of 32
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F 505 | Continued From page 29 F505

congestive haean fallure and 1o slow the heart rple
w1 patients with atrial fibritlation i the bicod) every
six months, The physiclan's arder specifically
nchicated 1o do the digoxin level for the months of
February and August,

A review of the laboratory test results revealed
the laboratory tests for the mondh February 2013,
was not in the clinical records. The laboratory
test for August 2012, indicated the foliowing
abnormality: digoxin 0.2 nanograms/miliititer
{ng/miLow (normat range was 0.8 ng/ml to 2.0
ng/ml. During an interview with Registered Nurse
(RN} Supervisor 1 on April 13, 2013 at 11 a.m.,
she stated the laboratory tests should have been
compleled as ordered by the physician and the
physician should have been nofified promptly of

' the resuits,

During another interview with the RN Supsrvisor
on Aprd 13, 2013 at 11 a.m., she revieswed the
clinicad record and was unable to find the
laboratory test resuils for the digoxin lovel in the
regident's glnics) record. Yhe RN Superviser
then siated that the labomalory test was drawn
ang compisted on February 4, 2013, but the
resulfs ware not Bisdd In the olinical record,

A raview of the laborstory fest regull dated
February 4, 2013, faxed io the faclity by the
lgboratory on Apiit 13, 2013, Indicated 2 digon
jevet of 5.2 ngfrmi Low, which was again below the
norreat range.,  During an interview with the RN
Supervisor, she stated that the digoxin level was

- drawn at the same time with the olher laboratory

| tests but the result was not availsble at that time.

: RN Bupervisor stated she would nodify the

§ rasident's physician immediataly of the abnormai

H
H
H
e
H
H
H
E

F505

A}

B)

0

imunediate corrective ariion
for residents identified as
being affected: The
attending physician was
immediately notified of the
fzb results, there was no
change in orders based on
the results.

Process of identifving other
residents with the potential
1o be affected: Resident
recoris were reviewed and
jab results were verified as
completed onf-A413
Systemiz measures 1o
prevent recurrence: Lah
tests and test results wilt be
agudited on 3 daily basis 1o
insurs that the resulrs are
reporied to attending
physician,

How system changes will be
manitored:

Lab audits wilt be presented
to the quality assurance
comemittes each month o
verify that oniy completed

4y

A
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| resuit,
results are being reported
Tha facilit}f's undated pollcy and procedure titled ® and that aﬁ&ﬁéiﬁg QBYSIUG ns
| L.aboratory Procedures, © indicated: the . ;
taboratory faxes the results, the facility notifies the are nofified of the results, §’H ’127
attendging physician of resuils by faxing _ £} Date deficiency was
! laboratory resuits to the altending physician's ‘f corrected: 5-14-13 54{{:5

office, foliow up aryl direction, whengver
taburatory valuss reguire immediaie intervention
ang the unit secrefary filas laboratery results in

chart”

F 518 483.75(mi{2) TRAIN ALL STAFF-EMERGENCY F 518

g5= | PROCEDURES/DRILLS
The facility must frain all employees in emergency F518 . '
procedures when they begin o work in the faciity; A} immediate corrective action
pericgdically review the procedures with existing for residents identified a3

staff, ard carry out unannounced staff dritis using

those procedures. being affected: Staff were

mmaediately instructed that

N \ ) the generator provides
This REQUIREMENT s nat met as evidencad "
by: | electricity 1o the red
i Based on kterview and record review, the facliity | electricsl outiels, the
failec to train the staff on the faciity's emergency location of the gas shut off,
procedures, which could delay the stafls j X
response time o emergency sitations, Two of ang how to evacuate in case
' six staff did not khow the iocation of the facilily's of an earthquake., z/(,g, %
i gas shut-off valve, thal the facilily's emergensy ; ;
generator would provide electricity to the red : B) Pm‘cess of identifying other
electrical outlets {during a power outage), and the resident with the potertial 1o
faciity's gvacuation plan in case of an be affected: Insetvice was
’ earthquaice. provided to Woods Health
' Findings: i Services staff on disaster
§ +

i preparedness., including that

i April 11, 2073 8t 815 pam,, the svalualor the generator provides

‘reviewed ine faciiity's disaster manual This

H
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manual ndicaied thal the facifly's gas shut-off o
valve was located at the north side of the facifity electricity to the red
(near the rehab room), the emergency geherator electrical outlets , the
woid provide glectricity to the red electrical h
) ut off,
putlets (during 8 power outage), and staff should location of the gas s X
evacuate the residents to the facility's north side and how to evacuate in case /7’
parking lot in case of an earthguake, of an earthquake. ’% ﬁ
| On April 11, 2013 at 9:05 pm., a3 p.m. to 11 €} Systemic measures to
| p.m. shift Hcensed vocatioral nurse stated that prevent recurrence:
therg was nio gas shut-off valve and she did not Associates will receive
| know that the ermeigency generator woul .
| provide electricity 1o the red electrical outlets training on emergenc?;
| {duning a power outagel. preparedness upon hive and _
. -every 6 months. %["% ﬁ
On Apri 12 2015388 0am antipm in? h 1l be
a.m. shift contified nursing sssistant stated that D} How systemn changes will be
stalf should keep residants inside the faciity monitored.
whert an sarthquake occurs. New hire training records will
On April 13, 2013 at 10:45 a.m., the evaluator be reviewed to verify that
conducted an interview with the administrator grnergency preparetness
regarding the stajﬁ 'inte?r\{iews _for emergency training took place. This
pracedures. [uring this interview, the ) )
administrator was informed that two of six staff review will be documented
dich not know some of the emergency proceadures, and presented to the quality
The administrator stated all the staff would be oy
ir-sgrvioed on the facilily's emergency assurance czfmm%‘ttee ona
procedures as soon as possible. monthly basis to insure the
effectiveness of the process. é( L
£y Date deficiency was
; sorrected:
#2013
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