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. F 225 7/62 /”
F 225 | 483.13(c){1)(ii)-(iii}, {c){2) - (4} F 225 L. Comective action has been
ss=D | INVESTIGATE/IREPORT accomplished related to the aileged
ALLEGATIONS/INDIVIDUALS deficient practice in regards to
Resident #12. The 24 hour inilial
il mploy individuals who have Teport and $-working day report was
The facllity ITIU_S'- note P. ¥ oo completed by the Director of Nursing
be_en fOL.lnd gu1!ly of abusing, neglecting, or (DON) on June_16_, 2011 and
mistreating residents by a court of law, or have submilted 1o the Health Care
had a finding entered into the State nurse aide 11’6"-'50"211;1' lRegislry (HICPRY), on fune
I i | i tment — .
reg|st€y concerning abuse,_ neg ect, ml_strea . 2. Current facility residents have the ’7 / 12 /I |
of residents or mlsappropr|§t|on of lhEI.I' property; potential to be affected by the alleged
and report any knowledge it has of actions by a deficient praclice. Staff Development
court of law against an employee, which would Coordinator (SDC) and DON began
indicate unfitness for service as a nurse aide or ‘2‘:):‘15:;;;‘;3?;;‘3:;2 J“";—I',s—’T
- . . , use Policy: s
oth_er faqhty staff lc.)lthe State nurse aide registry ’ of abuse, when to report, wh oy,he;p
or licensing authorities. repori to and investigation
procedure.” Administrator/Director
The facility must ensure that all alleged violations z; E::::zg Eggg)fN)Asst}:an: ?irector
. . . T W
!nvolv[ng r.n!str_eatment. neglect, or abuse, incident accident reports and concern
including injuries of unknown source and reperts through April 2011 to
misappropriation of resident property are reported determine any indicalions/ailegations
immediately to the administrator of the facility and of :::use or l_ngide:ls;‘a‘cﬁldents of
to other officials in accordance with State law ::d 50::;?:\',"]’;:{%&“‘,; ,::;::&.ﬁfbc
through established precedures (including to the completed and submitted to the
State survey and certification agency). HCPR for issues identified that may
nol have been reported previously. '7 Ial ”
. . 3. Measures pul inlo place to ensure (hat
T.he fgmhly must have e“"_dence_ that all alleged the alleged deficient practice docs not
viclations are thoroughly investigated, and must recur: Staff development coordinator
prevent further potential abuse while the
investigation is in progress. “ Preparation and/or execulfon of this plan of
correctlon does not constltute admlsslon or
. I agreement by the provider of the truth of the
The results. c?f all |nVGSllgatI0n_S must be reported facts alleged or conclusions set forth In the
to the administrator or his designated statement of deficlencles. The plan of
representative and to other officials in accordance corractlon Is prepared andior executed solely
i i ) d because It Is required by the provistons of
with State law (including to the Sta}ta survey an foderal and state law."
certification agency) within 5 working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.
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PROVIDER'S PLAN OF CORRECTION

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and record raview, the
facility failed to submit the 24-Hour Initial Report
and 5-Working Day Report to the Health Care
Personnel Registry (HCPR) in one (1) of two (2)
sampled investigations for injury of unknown
origin (Resident #12).

The findings are:

Resident #12 was admitted on 8/3/09 with
diagnoses which included Alzheimer's Disease,
Congestive Heart Failure and Chronic Obstructive
Pulmonary Disease. Resident #12's annual
Minimum Data Set dated 5/11/11 assessed short
and long ferm memory proeblems and the
extensive assistance of two persons for transfers.

Review of a Change of Condition form dated
6/3/11 rovealed on-call Nurse Praclitioner
notification at 10:30 PM by Licensed Nurse (LN)
#4 of bruises on Resident #12's chest and left
arm. .

Review of the facility's investigation dated 6/6/11
revealed the Assistant Director of Nursing

education beginning June 16_, 2011
for slaff regarding “Abuse Policy:
Types of abuse, when to report, who
they report to and investigation
procedure.” The Abuse Policy will
be reviewed quarterly with current
employees, and during orientation for
new employees.
Administrator/DON/ADON will
review Incidenl/Accident reports and
concem reports daily Monday
through Friday beginning June 16 _,
2011, to determine indications of
abusc or injuriesfaccidenls of
unknown origin. Administrator and
DON will follow up within 24hours
of reported allegalion of abuse, or
injuries of unknown origin. The 24-
hour report and 5 day investigative
report will be completed by the
Administrator and DON within the
timeframe and submitted to the
appropriate State facility (HCPR)
with proof of fax transmitial to
accompany the report.
Administrator/DON/Social worker
will conduct interviews with at least
3 residents per week x 4 weeks then
al least 3 residents monthly engoing
regarding care and trealment
received. Issues identified will be
handled according to the Abuse

(ADON) conducted an investigation of the
bruising on 6/6/11. The investigation concluded
there was no substantiation of abuse or neglect.

Review of the Family Nurse Practiiioner's (FNP)
visil dated 6/9/11 revealed the assessmeni of
“"bruising of unknown origin” and the following
documentation: "linear bruising across pt's
(patient's) upper torso, right breast and lateral the
greatest; however noted some complstely healed

correction does not constifute admisslon or
agreament by the provider of the truth of the
facts alteged or concluslons sef forth In the
statement of deflclencles. The plan of
correction is prepared andfor execuled solely
because [tis ragulred by the provislons of
federal and stale law.”

“ Preparatlon andfor executlon of this plan of '
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F 225 Continued From page 2 F 225 Policy and will report in QAA )7 | 2 /”
bruising both arms in alignment with torso ' weekly for 4 weeks Lhen monthy.
bruiss.” 4. The Administrator and DON wil}
! review data oblained during audits,
. analyzing for patterns/trends and
Interview with the Director of Nursing {DON) on report in QA&A meeling weekly for
6/16/11 at 10:55 AM revealed LN #4, currently on 4 weeks then monihly thereafler. The
vacation, completed an incident report and did QA&A commilieo will evaluate the
. o . effectiveness of the above plan and
nqt notify her of the incident when it gccurred on will adjust the plan based on
Friday, 6/3/11. The DON explained it was the ~ outcomes and trends identified.
facifity's policy for licensed nursing staff to call the
DON with injuries of unknown origin. The DON Fas . .
tained an investigation should be started 1. Correclive action has been
explain 9 : accomplished for the alleged deficient
immediately and she was responsible for HCPR practice in regards to resident refusal of
notification. The DON reported the 6/3/1 nasal spray for Resldent #12. Licensed
P . 8 o nurse notified physician on June _16_,
lncl'client report, Fdaced n .lhe ADON's facillty , 2011, regarding resident refusal of nasal
mailbox on a Fnday evening was not read until spray. Orders recelved to discontinue
6/6/11. The investigation occurred on 6/6/11. medicalion.
The DON reported the 24-Hour Initial Report and 2, C?fffﬂnl residents have llhe potential
the 5- Working Day report were n ; - lo be affected by the same alleged
the HCPR b g Lay thp . i t.Ot Sme'Il l%d (;o deficioncy. Dlrector of Nursing (DON),
. ecause the investigation concluae Assislant Director of Nursing (ADON), and
no sign of abuse or neglect. Staff Development Nurse (S1C) audited
F 281 483.20(k)(3)(i) SERVICES PROVIDED MEET F 281 ;u"mcl‘ ff‘im?t)Medﬁ“Oq f\d";g'ﬁ"alion ‘7 iy
" ecords s) on July _ o
$8=D [ PROFESSIONAL STANDARDS idenlify medications thal are Feing refused
. by residenls. Licensed nurse nolified
The services provided or arranged by the facility Physician regarding residents with refusal
must meet professional standards of quality. of medications, orders received and written
as necessary on July _11_, 2011.
3. Measures pulinto place to ensure that
. . . lhe alleged deficlent praclice does noi
This REQUIREMENT is not met as evidenced recys includes: DON, ADON, and SDC
by: provided in service education for liconsed
Based on observation, staff interview and record nurses beginning July _5_, 2011 regarding
. the facility failed t tifv the physici f "Medicalion pass: Policy and Procedures
review, the facility failed to notify the physician o for administering medications and
nasal spray refusal for one (1) of twelve (12) nofification of Physiclan regarding omitted
sampled residents (Resident #12). or refusal of medications.” DON, ADON,
RN supervisor will review MAR's daily for
. . fwo weeks then three limes a week
The findings are: ongoing to monitor for omiiled or refused
medicalions, Physician will be notified
Resident #12 was admilted on 8/3/09 with
diagnoses in¢luding Chronic Obstructive
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Pulmonary Disease. Resident #12's annual
Minimum Data Set dated 5/11/11 assessed short
and long term memory problems with severely
impaired decision making skills.

Review of physician's orders dated 6/2/11
revealed medications included Fluticasone nasal
spray 50 micrograms (for allergic nasal
symptoms} two sprays o each nostril daily.

Review of the April 2011, May 2011 and June
2011 Medication Administration Records revealed
documentalion of the Fluticasone administration.
There was no documentation of Fluticasone

nasal spray refusals.

Review of the Fluticasone pharmacy label -
revealed a dispense date of 2/13/11 of 120

metered sprays (a sixty day supply) with a hand
written opened date of 3/1/11.

Interview with Licensed Nurse (LN) #1 on 6/14/11
at 4:30 PM revealed Resident #12 could not
{ollow directions consistently and frequently
refused the Fluticasone nasal spray. LN #1
explained she thought other nurses notified the
physician of the refusals.

Observation on 6/15/11 at 8:12 AM revealad LN
#2 administered two sprays to Resident #12's left
nostril and one spray to the right nostril. Resident
#12 refused the second nasal spray.

Interview with LN #2 on 6/15/11 at 8:40 AM
revealed Resident #12 frequentiy refused
administration of the nasal spray. LN #2 revealed
she did not notify the physician of refusals.

(4} 1D SUMMARY STATEMENT OF DEFICIENGIES 1) PROVIDER'S PLAN OF CORREGTION ®5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 281 | Continued From page 3 F 281 -

regarding omissiens or refusals when
identified. ’7 L? /l
4. Direclor of Nursing will review

and analyze data regarding notification of
physician relaled to omitled or refused
medications, identifying irends/patlemns
and report to Quality Assessment and
Assurance Committee (QA&A) weekly for
four weeks then monlhly.

The QA8A Commitiee will evaluate the
effactiveness of the plan based on
oulcomes idenlified. The Commillee will
develop and imptement additional
interventions for negative trends lo ensuie
conlinued compliance.

« praparation andfor executlon of this plan of
corractlon does not constlfute admlisslon or
agresmont by the provlder of the truth of the
facts alleged or concluslons set forth In the
statement of deficlencles. The plan of
correction Is prepared andfor executed solely
bacause It is required by the provisions of
federal and state law.”
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and oral hygiene.

by:

The findings are:

Resident #8 was admitted to the facility on
11/14/09 and has diagnoses which include
chronic debility, prior stroke and joint slifiness
and pain. The resident was assessed on her

A resident who is unable to carry out aclivities of
daily living receives the necessary services io
maintain good nutrition, grooming, and personal

This REQUIREMENT is not met as evidencaed

Based on observations, staff intarviews and
record review the facility failed to ensure that one
(1) of five (5)sampled residents, who were
dependent on staff, received needed staff
assistance when eating. (Resident #8)

to be affected by the same alleged
deficiency. Speech therapist (ST), Food
Service director (FSD) and Direclor of
Nursing (DON) reviewed current residenis
beginning June _30_, 2011, regarding
feeding assistance during meals to
determine accuracy of documentalion on
care plan and nursing assistant’s
assignment sheets as compared to
resident needs. Care plans and Nursing
assistant asslgnment sheels were up dated
beginning June _30_, 2011, with resident

* Preparation and/or executlon of this plan of
correction doas not constitute admlsslon or
agreement by the provider of the truth of the
facts alleged or conclusions set forth in the
statement of deficlencies. The plan of
correctlon is prepared and/or executed solely
because It Is required by the provisions of
federal and state law.”

Xa) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION 0%)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 281 Continued From page 4 F 281 F 312
interview with the Family Nurse Practitioner ' 1. C"’I’.eﬁ"‘c’i““f"‘cll;f" ';I"“s bg%“ ficiont
. accomplished for the alleged deficie
(FNP) on 6[16/11. at 8:30 AM revealed he was noi practice In regards 1o assistance with
aware of the Fluticasone refusals. feeding for Resident #8. Resident #8 was
assessed by Occupational therapist on
Interview with the Direotor of Nursing (DON) on June 16, 2011 and documented that
6/16/11 al 9:10 AM revealed she was not aware 53;;‘;8,'::?5"eggfea:faﬁtgzgenmgnfg eding
of ResmenE #12's refusal of the nasal spray. The assistanl assignment sheel were updated
DON explained the refusais should be on June _30_, 2011 to reflect resident
documented on the MAR and the physician assistance during meals. Seating chart
notified was developed by (he Speech therapist
| (ST) and Food Service director (FSD) on
. . June _15_, 2011 and posted in dining area
Interview with the FNP on 6/16/11 at 2:15 PM lo designate appropriate sealing for
explained he wouid evaluate the need for Rteslde;léa'gzj.1 :.IursingdslaﬂFin szwiﬁ% on
i June _15, , regarding Residen
conlinuance of the nasal spray. feeding needs and sealing arrangement in
F 312 | 483.25(a)(3) ADL CARE PROVIDED FOR F 312 dining area. : ‘2
55=p | DEPENDENT RESIDENTS 2. Current residents have the potential f , I
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most recent Minimum Data Set {(MDS) of
04/27/11 as having short term and long term
memory problems, having moderately impaired
cognitive skills for daily decision making and
required extensive assistance with ane (1) person
physical assistance with eating. Review of the
resident’s plan of care, which was updated on
06/06/11, reveaied a "Problem" related to "Weight
Loss/Nulritional Risk". An approach within this
plan of care directed nursing staff to feed )
Resident #8 her meals.

On 06/14/11 at 5:48 p.m. staff was observed
serving Resident #8 her evening meal in the
facility's main dining room. After setting up the
resident's meal tray staff was observed to offer
her a spoon At 5:50 p.m. Resident #8 was
observed to use a fork to place a large bite of
food into her mouth, but the food was observed fo
back out the sids of her mouth. A staff member
wiped the resideni's mouth and then left the
resident feeding herself. From 5:53 p.m. to 5:57
p.m. Resident #8 was observed aliempting to
feed herself by placing large spoonfuls of food
onto her spoen and bringing it to her mouth. In
the process of atlempting to feed herself
Resident #3 was observed spilling foods onto
herself and to have foods spill out from the left
side of her mouth. At 5:57 p.m. a resident, who
was eating next to Resident #8's at the dining
room table, was observed to wipe foods from
Resident #8's face. Observations from 5:57 p.m.
to 6:02 p.m. revealed Resident #8's table mate
continued to offer and provide Resident #8 with
multiple bites of foods and to wipe foods from her
mouth while she fed Resident #8. At 6:02 p.m.
Nursing Assistant (NA} #2 was observed to
redirect the resident away from feeding Resident

feeding assislance needs. ST and FSD
developed a sealing chart on June _15_,
2011, ior residents in dining areas to
accommodate positioning and feeding
needs and sealing chart posted in dining
area.

3. Measures put into place to ensure lhat
the alleged deficient practice does not
recur Includes: Speech theraplst provided
in service education for nursing staff
beginning June _15_, 2011 regarding:
“Assistance needed for residents duing
feeding and sealing arrangements in dining
area,” DON, ADON, FSD and ST will
monitor residents during meals three limes
per week for four weeks then weekly lo
assure residenls receive assistance with
meals as determined necessary and
residents are seated according o seating
arrangement and needs.

4. DON andfor ST will analyze for
pallernsfirends and report in QA&A
meeling weekly for 4 weeks and then
monthly thereafter. The QAZA Commilles
will evaluate the effectiveness of the above
plan and will adjust the plan based on
oulcomes/lrends identified.

“ Preparatlon and/or executfon of this plan of
correctlon does not constitute admlsslon or -
agreement by the provider of the truth of the
facls alteged or concluslons set forth In the
statement of deficlencles. The plan of
correctlon Is prepared andfor executed solely
because It I raquired by the provislons of
federal and state law.
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F 312 Continued From page 6 F 312 1. Correclive aclion has been
: accomplished for the alleged deficient
#8 iand s?aff then began to feefi Resident #8. praclice in regards to Resident #14's
While being fed by NA #2 Resident #8 was Patanol eye drops. Physiclan was natified
observed to accept foods readily and have no on 6/15/11 by licensed nurse, regarding
difficulty. ihe potential extra drop into the right eye.
No new orders were received. In servige
. . . educalion was provided for licensed nurse
Interview with NA#2 on 6/14/11 at 6:50 p.m. by the Staff Development nurse {(SDC)
revealed that Resident #8 does attempt to feed regarding adminislering eya drops
herself, but needs staff oversight and according to physician orders. Physician
encouragement to ensure that she is feeding was nolified 6/16/11 by licensed nurse
h if il d not spilling her foods. NA #2 regarding Resident #15 and administration
erse correF y and not spil rng. er 100as. A of Advair inhater and effecliveness of
further explained that when Resident #8 sats in inhaler. Physician discontinued Advair for
the dining room she will usually sit at a different Resldent #15 on July 7, 2011. In service
table than the fable she was seated at during the education was provided for the licensed
. | of 1N . nurse by the SDC regarding procedure for
evening meal o 06]14 1. NA #1 explained that P adminislering inhalers according fo
when Resident #8 is seated at her "regular table physician order. Physician was notified on
this allows staff watch her closer if she does 6/15/11 by licensed nurse regarding use of
atternpt to fead herself. . Combivent Inhaler for Resident #12. SDC
provided in service educallon for licensed
. . nurse regarding procedure for
Interview with therapy siaff on 06/15/11 at 9:20 administering In halers according lo
a.m. revealed that staff should feed Resident #8 physician orders and manufacturers N
all of her meals becauss of the resident's physical resgm?endau?(:}: b(e)n 6’?10\{.}1111' Rulyzlec:zn
T . ordered a mas use
and mental limitations and due to her swallowing chamber for Resldent #12 to improve
problems. effecliveness of medication. On July 7, _
F 332 | 483.25(m){1) FREE OF MEDICATION ERROR F 332 2011 the Physician discontinued the '7 p ”
$5=D | RATES OF 5% OR MORE Comblvent order for Resident #12.
The factlity must ensure that it is free of “ Preparatlon and/or exegution of this plan of
medication error rates of five percent or greater. co"e':“on does not constitute admissfon or
agreement by the provlder of the truth of the
facts allaged or conclusions set forih In the
slatement! of deflclencles. The plan of
correction [s prepared andfor executed solely
This REQUIREMENT is not met as evidenced becausa It Is required by the provislons of
by: federal and state law.”
Based on observation, staff interview and
medical record review, the facility failed to
mainkain a medication error rate of less than five
percent by not giving medications as ordered by
the physician and according to manufaciurer

FORM CMS.2667(02-99) Previous Versions Obsolale EventiD; YSBK11
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- . } " ' i ivil rops an
instructions. During observations of four f,;ha,gﬁigﬁg'fhf‘;ﬁ{‘g,‘]ﬁa‘f‘{ﬁ be :ﬁecled
medication passes three errors were detected in by the same alleged deficlency. sbC !
a total of fifty opportunilies resuiting in a 6% provided in Sg_WiCﬂ ;dl;’?a“’?" f;’ "ce'gjg:y!
icati i i nurses regarding: "Medicalion Pass; :
medication e_rror rate. (Residents #12, Resident and Procedurs for administering eye drops !
#14 and Resident #15) and inhalers.” Director of Nursing (DON),
Assistant Director of Nursing (ADON) and
The findings are; SDC completed an audit on July _11_,
2011 of curren! residents that have orders
. . - inhalers. DON, ADON
1. Resident #14 was admitted to the facility on Lffé%grfa'izaag ‘!j\r;gdiialrizn observation
02/16/10 with diagnoses including eye irritation, pass for licensed nurses on July _6_,
2011, lo assure medicalions are
During medication pass on 06/14/11 at 4:38 p.m. administered according to policy, .
ini procedure and physician order, Physician
LN #3 administered Patanol eye drops one drop will be nofified for concerns related to
into the feft (L) eys and two drops into the right effectiveness of medication.
(R) eye of Resident #14, ¢ 3. Measures put into place {o ensure (hal
the alleged deficlent praclice does not
A medical record review revealed a physician ;%%‘gggnugiﬁécsegizenﬁggg iﬁrj{ﬁs 5.
order dated 06/02/11 for Patanol 0.1% one {1 - 2011 regarding: "Medication Pass; Policy
drop to both eyes twice a day. and procedure for administering eye drops
and Inhalers.” SDC will provide ongoing in
During an interview on 06/14/11 at 4:47 p.m. with o uadiory and during new
LN #3 she stated one eye drop fell onto the left * regarding Medication Pass; Policy and
cheek of Resident #14 before she placed the eye Procedure. DON, ADON and SDC will
drop into her (L) eye and she didn't realize two ?bserve Lhr?r? IICE':‘;'T;; p:resee; f,’,?é :::?;’: Jor
A : T our weeks then
drops went into the resident's right {R) eye. assure medications are administered
. according to policy, procedure and !
2. Resident#15 was admitted to the facility on :
05/01/10 with diagnoses including chronic 7 :
wheezing and shortness of breath. | Preparatlon and/or executlon of this plan of
corractlon does not constitute admls'ilo? or
; : : agroemant by the provider of the truth of the
A review of manufaciurer's instructions for the fagcts alleged or concluslons set forth In the
use of a Advair Diskus inhaler stated to inhale statement of deﬂclen;les.d '}'he 2’:&?::1 solol
before inhaling a dose of the Advair Diskus, Eg;?:s“:ﬂ Is f;:ﬁf,’:d :;' lh;”,,",ov,s,ons Nid
breathe out as far as is comforiable, holding the federal and stale faw.”
Diskus level and away from the mouth. Put the
mouthpiece to the lips and breathe in quickly and
deeply through the Diskus, not through the nosse,
remove the Diskus from the mouth, hold the
‘ORM CMS-2567(02-93) Previous Verslons Obsclsle EventiD: Y8851 Focility ID; 922097 If continualion sheat Page 8of 17
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breath for about ten (10) seconds and breathe out
slowly.

During medication pass on 06/15/11 at 8:51 am.
LN #3 was observed to place an Advair inhaler fo
Resident #15's lips. LN #3 told Resident #15 to
"suck on the inhaler." Resident #15 was
observed to suck on the inhaler and there was no
visible inhalation or exhalation of broath while the
inhaler was in her mouth. LN #3 removed the
inhaler from the resident’s lips and swabbed her
mouth with a sponge saturated with water.

A medical record review revealed a physician
order dated 06/02/11 for Advair 100-50 Discus
one (1) puff inhalant every twelve hours.

During an interview on 06/15/11 at 8:56 a.m. with
LN #3 she varified she told Resident #15 to suck
on the inhaler and stated she leaned down next io
the resident's mouth and heard her suck on it,

During an interview with the Family Nurse
Practiticner (FNP) on 06/16/11 at 10:45 a.m. he
staled a resident should inhale when an inhaler is
administered. He further stated if a resident
sucks on the inhaler like it's a straw it's not going
to work. He explained sucking on it only pulled
the medication into the resident's mouth and the
medication did not go down into the lungs where
it needed to go o be effective.

3. Resident #12 was admiltied on B/3/09 with
diagnoses including Chrenic Obstructive
Pulmonary Disease.

Review of physician's orders dated 6/2/11
revealed medications included Combivent Inhaler
two puffs four limes daily and to use a spacer.

F 332

faderal and stale law,”

“ Preparatlon and/or execution of this plan of |
correction does not censtitute admisslonor |
agreamant by the provider of the truth of the
facts alleged or concluslons set forth in the
statement of deflclencles. The plan of
correclion Is prepared andfor executed solaly
because It Is required by the provislons of

physician orders. Physician will be notified ? /AZ //

regarding discrepancles idenlified.

4, DON andlor SDC will analyze ;
observalions for palternsfirends and report |
in QA&A meeling weekly for 4 weeks and
then monthly thereafler. The QAZA
Commillee will evaluate the effecliveness

of the above plan and will adjust the plan
based on oulcomesftrends identified.
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Continued From page 9

{Combivent is a medication used to prevent
shortness of breath and wheezing. When
attached to the inhaler, a spacer provides easier
medication delivery.)

Observation on 6/14/11 at 4:20 PM revealed
Licensed Nurse (LN) #1 shook the Combivent
Inhaler and asked Resident #12 to exhale. LN #1
administered one puff which Resident #12
inhaled quickly. After three minutes, LN #1
placed the inhaler to Resident #12's mouih,
asked her to inhale and administered the second
puff. LN #1 did not ask Resident #12 to exhale
prior to the second puff dose and did not use the
spacer which was avaitable in the medication
carl. (Exhalation deeply through the mouth prior
to inhalation is the manufacturer's .
recommendation for full dose benefit.)

Interview with LN #1 on 6/14/11 at 4:30 PM
revealed she forgot to ask Resident #12 to exhale
prior to the second inhalation dose. LN #1
reported no reason for not using the spacer with
the Combivent and explained Resident #12 was
inconsistent with directions.

Interview with the Family Nurse Practitioner on
6/16/11 at 8:30 AM revealed the spacer should
be used with every Combivent dose to ensure
accurate administration for Resident #12.
483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

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

F 332

federal and state law.”

“ Preparatlon andfor executlon of this plan of
correction does not constitute admlisslon or
F 441 agreemont by the provider of the truth of the
facts afleged or concluslons set forth in the
statement of deficlencles. The plan of
correction Is prepared andfor executed solely
hecause It is required by the provislens of

|
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SUMMARY STATEMENT OF DEFICIENCIES

(a) Infection Control Program

The facility must establish an Infection Control
Program 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) Mainlains a record of incidents and corrective
actions related to infections.

(b} Preventing Spread of Infection

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

{2} The facility must prohibit 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 accapted
professional practice.

(c} Linens

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infeclion.

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review and staff
interview the facility staff failed to prevent
contamination of the caps of iwo eye drop bottles
and failed to clean a resident’s finger before a

o4y ID D PROVIDER'S PLAN OF CORRECTION o)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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. DEFICIENCY)
F 441 | Continued From page 10 F 441

F 441

1. Correclive aclion has been
accomplished for the alleged deficient
practice in regards 1o the infeclion conlrol
program refaled to prevenling the spread
of infection. Slaff development nurse
(SDC} began in service education for
ticensed nurses on 6/15/11, relatled to
providing barriers for items laken into
resident room during medicalion pass and
policy and procedure related to obtaining
blood glucose test.

2. Fadilily residents have the polential lo
be affected by lhe same alleged deficiency.
SDC began in service education on

6/15/11 for facility staff on 6/16/11
regarding: “Infeclion Control; Preventing

- the Spread of Infection.” Director of
Nursing (DON), Assistanl Director of
Nursing (ADON) and SDC began
medicalion pass cbservations on July _6_,
2011, to assure infeclion control measures,
such as barriers for items taken into
resident rooms during medication pass
were being ulilized to prevent the spread of
infection and proper cleaning of residents
skin prior to finger stick for blood glucose.
Discrepancles identified will be correcled
when observed.

3. Measures pul into place to ensure that
the alleged deficient practice does not
recur includes: SDC began in service
education for facility on 6/15/11 regarding:
“Infoction Conlrol: Preventing the Spread

correctlon does not constitute admlisslen or
agreement by the provider of the Lruth of the
facts alleged or concluslons sef forth In the
statement of deficiencles. The plan of
correctlon Is prepared and/or executed solely
because ILIs required by the provisions of
federal and state faw.”

“ preparation and/or execution of this plan of

1l

FORM CMS-2567(02-99) Previous Versions Obsolsle

Evenl 1D Y98K11

Facilly 1D: 922987

IF continuation sheet Page 11 of 17



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 06/3072011
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {¢1) PROVIDER/ISUPPLIERIGLIA (%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B.WING
346346 06/16/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
204 OLD HIGHWAY 74 EAST
BRIAN CENTER HEALTH & RETIREMENT/MONROE
MONROE, NC 28112
o4 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
- DEFICIENCY)

F 441 | Continued From page 11

finger stick blood sugar according to facility policy
in fwo (2) of seven (7) residents observed during
medicalion pass. (Resident #14 and Resident
#15)

The findings are;

1. Resident #14 was admitted to the facility on
02/16/10 with diagnoses of diabetes mellitus.

a. Areview of a facility document titled "Passing
medications” dated 2009 stated in part "it is

imporiant to use a barrier, such as a disposable

tray or plastic cup, when carrying an inhaler, eye
medication, or patch into the resident's room and

for storing the medication/container while
administration is cccurring." -

During a medication pass observation on
06/14/11 at 4:38 p.m. LN #3 removed the cap
from a Patanol eye drop boltle for Resident #14
and placed the cap onto the resident's overbed
table. LN #3 administered the eye drops to
Resident #14, pui the cap with the contaminated
side back on the eye drop botile and put it back
into the medication cart.

A review of physician orders dated 06/02/11
revealed Patanol 0.1% one {1) drop to both eyes
twice daily.

During an interview with LN #3 on 06/15/11 at
9:02 a.m. she stated she had not received any
specific instructions regarding where to place the
caps of eye drops while administering eye drops
to residents. She stated she thought she should
have put it in a container and should not have
placed it directly onto the overbed fable.

of Infection.” SDC will provide ongoing in
441 service educalion regarding Infection

control praclices and prevenling the spread l
of infection quarterly and during new hire
orientalion, DON, ADON and SDC will ‘;
observe three licensed nurses per week for
four weeks then two per week ongoing \
during medicalion pass {o assure Infection
confrol practices are ulilized to prevent the |
spread of Infeclion. Discrepancies ‘
Identlified will be correcled when observed. |
4, S8DC will analyze observalions for
patternsftrends and report in QA&A

meeting weekly for 4 weeks and then !
monlhly thereafler. The QA&A Commities !
will evaluate the effectiveness of the above |
ptan ahd will adjust the plan based on ‘
outcomes/trends identified.

“ Proparation and/or execution of this plan of
corractlon does not constltute admisslon or
agreement by the provider of the truth of the
facts alleged or cencluslons set forth In the
statement of deficlencles. The plan of
correctlon Is prepared andlor executed solely
because It Is required by the provisions of
foderal and state law.”

) /u/ﬂ
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During an interview with ihe Director of Nursing
{DON} on 06/15/11 at 3:15 p.m. she stated
nurses should place the caps of eye drop bottles
on a clean towel on the overbed table and the cap
should not be placed directly onto the overbed
table.

During an interview with the Staff Development
Coordinator in charge of infection control in the
facility on 06/15/11 at 3:42 p.m. she expiained
nurses are required to watch a medication pass
video during thelr orientation and they are
provided an insfruction sheet regarding the
placement of a barrier when carrying eye
medications into a residenl's room.

b. A review of facility procedure titled "Blood
Glucose Tes!s" from Lippincott, Williams and
Wilkins 5th edition stated "wipe the puncture site
with an alcohol pad, and aflow to dry compietely.”

During a medication pass cbsarvation on
06/14/11 at 4:41 p.m. LN #3 went into Resident
#14's room lo perform a finger stick blocd sugar.
She put on gioves, removed a paper towel from
the towel dispenser in the resident's room, wet it
with water from the sink and wiped the resident's
finger. LN #3 then stuck Resident #14's finger
with a lancet and checked her blood sugar,

During an interview on 06/14/11 at 4:45 p.m. with
LN #3 she confirmed she wiped Resident #14's
finger with the wel paper lowel. She further
stated she was supposed to use an alcohol
sponge to clean the resident’s finger but she
forgot.

federal and state law,”

“ Preparatlon andfor execullon of this plan of
correctlon does not constitute admlisslon or
agresment by the provider of the truth of the
facts alleged or conclusions set forth In the
statement of deficiencles. The plan of
correction Is prepared andlor executed solely
bacause It is required by the provisions of
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During an intervisw with the Director of Nursing
{DONY) on 06/15/11 at 3:15 p.m. she stated
nursing staff should use alcohol sponges 1o ctean
a resident's finger before performing a finger stick
and they should not use a wet paper towel.

During an interview with the Staif Development
Coordinator in charge of infecion control in the
facility on 06/15/11 at 3:42 p.m. she stated nurses
are expecled fo follow facility policy regarding
cleaning a resident's finger before doing a finger
stick blood sugar.

2. A review of a facility document titled "Passing
medications" dated 2009 stated In part "it is
important o use a barrier, such as a disposable
tray or plastic cup, when carrying an inhaler, eye
medication, or patch into the resident's room and
for storing the medication/container while
administration is occurring."

Resident #15 was admitted o the facility on
05/01/10 with diagnoses of a stroke.

A review of physician's orders dated 06/02/11
revealed Adificial Tears four (4) drops to both
eyes four times per day.

During an observation during medigation pass on
0615411 at 8:49 a.m. LN #3 removed the cap
from a Liquid Tears eye drop botila for Resident
#15 and placed the cap down onto the resident's
overbed table. LN #3 administered the aye
drops, put the cap with the contaminated side
back on the eye drop bottle and put it back into
the medication can. :

During an interview with LN #3 on 06/15/11 at

‘! Preparation and/or execution of this plan of :
correction does not constiute admissfon or
agreement by the provider of the fruth of the
facts alleged or concluslons set forth In the
statemant of deficlencles. The plan of
correction Is prepared andfor executed solely -
because ItIs required by the provisions of :
federal and state law.”
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9:02 a.m. she stated she had nol received any F 514 ,
i - ) /
spacific instructions rggardln_g yvha.re to place the 1.  Corrective action has been
caps of eye drops while administering eye drops accomplished for the alleged deficient
to residents. She stated she thought she should praclice in regards to Advanced direclive
have put itin a container and should not have g_’ decr;:" SDC.:?: g‘” '.‘:grﬂ';%”ﬁ;edda?%gﬁgﬁd
I di Ireciives wi es] :
placed it directly onfo the overbed table. and appropriate physician orders were i
. obtained and Advanced Direclives form
During an interview with the Director of Nursing completed by Social worker and resident
(DON) on 06/15/11 at 3:15 p.m. she stated on Junz _i1 3_J 2|012‘:)-1h1ﬂ0;ﬂhg P?JSI?:E
orders dated July . for Residenl
nurses should place the caps of eys drop bottles were updated with accurale Advanced
on a clean towel on the overbed table and the cap Direclives.
should not be placed directly onto the overbed 2. Facility residents have the polential to
table. be affected by the same alleged deficiency.
o Charl audit completed by Medical Records
; : ; . director and Soclal Worker (SW) for current
Dunng_ an mt_erwew with the Staff Developrent rasidents on July _5_ , 2011, to identify
Coordinater in charge of infection control in the resldents with Advanced directives and
facility on 06/15/11 at 3:42 p.m. she expiained B physician orders lo support the resident's
nurses are required to watch a medication pass wishes. Advanced directive discrepancies
ideo during their ori . identified were clarified, updated and
vi eg urmg_t eir or_lentallon and thefy are physician orders were oblained as
provided an instruction sheet regarding necessary and compleled on July _7_ ,
placement of a barrier when carrying eye 2011. into olace & o thal |
medications i ident’ . 3. Measures pul into place to ensure tha
edicallons inio a resident’s room the alteged deficient practice does not '7 ,'2 ]
F 514 | 483.75(1)(1) RES F514|  recurindudes: in service education !
$S=D RECORDS-COMPLETEIACCURATEIACCESSIB provided by Social worker (SW) beginning |
LE July 07 , 2014, for licensed nursing staff
regarding completion of Advanced direclive -
i ket forms and oblaining Physiclan order to
The_& facn!ty must maintain clinical records on each support Advanced ?:lirec‘{ives. Social
fesident in accordance with accepted professiona worker or Licensed nurse will review
standards and practices that are complete;
accurately documented; readily accessible; and “ Preparaltton and/or execution of thls!plan of
: i correction does nol constltute admisslon or
systematically organized. agreement by the provider of the truth of the
facts alleged or conclusions set forth in the
The clinical record must contain sufficient statement of daﬁciendc!eS-d Ihe pfan ?Td tof
i T i H i . correction Is prepared and/or executed solely
qu:matllon to identify the resident; a record of the bacauss it Is requlrad by the provisions of
resident's assessments; the plan of care and foderal and state law.”
services provided; the results of any
preadmission screening conducted by the State;
and progress notes.
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advanced direclives wilh new admilted ang

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interviews lhe
facility failed to document do not resuscitate on
the physician's orders for one (1} of twelve (12)
sampled resident's. (Resident #5).

The findings are:

Resident #5 was re-admitted to the facility on
04/26/11 with diagnoses of atrial fibrillation,
hyperlipidemia and urinary tract infection.
Resident #5's re-admission Minimum Data Set
(MDS) dated 05/06/11 specified she had short
ferm and long term memory problems and was
moderately impaired with cognitive skills for daily
decision making.

A review of the Depariment of Health and Human
Services Do Not Resuscitate {(DNR) form dated
04/26/11 and located in the froni of Resident #5's
medical record indicated do not resuscitate.
There was no expiration date on the DNR form.

A review of the Advance Directives/Medical
Treatment Decisions Acknowledgment of Receipt
form dated 04/26/11 and signed by Resident #5's
medical durable power of attorney indicated do

not resuscitate.

A review of a hand-written physician order signed
by Resident #5's physician and dated 04/26/11
stated do not resuscitate.

A review of the printed monthly physician's orders
for May and June indicated Resident #5 was a full

readmitted residenls, obtain a signed
Advanced directive form and Physician
order lo support the resident's wishes.
Social worker or licensed nurse will raview
Advanced direclives wilh resident and or
family members quarterly, annually and
slanificant change, updale as necessary
and oblain Physician order to support
resident wishes. Medical records director
will audit four charts per week x 4 weeks
then ten ¢hars per month to compare
advanced directives to the physician orders
for accuracy. Licensed nurse will review
Advanced directives at the end of each
month during order review to assure
Advanced directives are accurate on lhe
monlhly Physician orders. Discrepancies
idenlified will be reported lo SW or licensed
nurse lo be comrected.

4. Social worker and Medical records
director will analyze audils for
paftternsfrends and report in QA&A
meaeling weekly for 4 weeks and then
monthly thereafter. The QA&A Commiltee

plan and will adjust the plan based on
outcomes/trends identified.

“ Preparatlon and/or execution of this plan of
correction does not constitute admission or
agreament by the provider of the truth of the
facts alleged or conclustons set forth In the
slatement of deficlencles. The plan of
correctlon Is prepared andlor executed solaly
because ItIs required by the provislons of
foederal and state law."”

will evaluate the effectiveness of the above

!
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During an interview with the Family Nurse
Practitioner (FNP) on 06/16/11 at 16:45 a.m. he
verified Resident #5 was ordered do not .
resuscitate when she was re-admitted to the
facility.
During an interview with the Director of Nursing
(DON} on 06/15/11 at 3:15 p.m. she stated she
was unaware the Do Not Resuscitate (DNR) form
and the Advance Directives/Medical Treatment
Decisions Acknowledgment of Recsipt form !
indicated the resident was do not resuscitate but v :
the physician order sheet indicated full code. She
verified the discrepancy had been in Resident
#5's medical record since she was re-admitted on
04/26/11 and stated it should have been caught
during medical record audits and corrected
before now.
|
|
i
“ Preparation andfor executlon of this plan of
correctlon does not constitute admisslon or
agreement by the provider of the truth of the
facts allaged or concluslons set forth In the
statement of deficlancles. The plan of
correctlon Is prepared andfor executed solely
because It Is required by the provislons of
federal and state law.”
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