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Data Set (MDS) dated 10/03/13 indicated

The facility must promote care for residents in a
manner and in an environment that maintains or
enhances each resident's dignity and respect in
full recognition of his or her individuality.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff inferviews and
record review, the facility failed to conceal a
urinary drainage bag to ensure privacy for 1 of 4
{resident #171) residents reviewed for urinary
catheters. Findings included:

Resident #171 was admitted to the facility with
cumulative diagnoses of dementia and urinary
retention. The most recent quarterly Minimum

rasident #171 had severe cognitive impairment,
required total assistance with all activities of daily
fiving (ADLs) and coded for a urinary catheler.

In an observation on 10/30/13 at 11:30 AM,
resident #1714 was sitting in a wheelchair in her
room with the door open. The urinary drainage
bag was observed out of the privacy bag attached
to the wheelchair and touching the floor. The
urinary drainage bag was cbservable from the
hallway.

in another observation on 10/31/13 at 11:15 AM,
resident #171 was observed sitling in a
wheelchair in the hallway ouiside the beauty
shop. The urinary drainage bag was secured the
back of the wheelchair. There was no privacy bag
concealing the urinary drainage bag. During a
continuous observation from 11:15 AM to 11:30
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AM, numerous staff members were observed
walking past resident #171 sitting in the hallway.
Resident #171 bag was

On 10731713 at 11:30 AM, the director of nursing
(DON) noticed the exposed urinary drainage bag.
The DON asked a staif member to remove
resident #171 from the haliway and ensure the
urinary drainage bag was covered. The DON
stated the urinary drainage bag should always be
covered to ensure privacy.

In aninterview with nurse #1 on 10/31/13 at 11:40
AM, she stated resident #171 should have a
privacy bag covering the urinary drainage bag at
all times. Nurse #1 confirmed she was assigned
to resident #171 on 10/30/13 and 10/31/13 and
was not aware the urinary drainage bag was
exposed.

fn an interview with nursing assistant (NA) #1 on
10/31/13 at 11:40 AM, she stated she had gotien
sesident #171 up on 10/30/13 and again on
10/31/113. She stated the urinary drainage bag
should be in a privacy bag at all times. NA#1
stated that ort 10/31/13 she got resident #171 up
for a shower and used a different wheelchair that
did not have a privacy bag attached to it. NA#1
stated she should have put the privacy bag on the
wheelchair resident #171 was transported to the
shower room in. NA #1 staled the shower alde
must have put resident #171 in the hallway
outside the beauty shop after her shower.

In an interview with the shower aide on 10/31/13
at 12:00 PM, she stated resident #171 was
brought to the shower room in a different
wheelchair. She recalled no privacy bag being on
the wheelchair. The shower alde stated she

returned resident #171 to the same wheelchair

. Immediately changed to a
| “Fig Leaf” bag that is the
© drainage bag and cover in |
" one. All other residents |
| with catheters were

" checked for privacy bags
© and found to be in

. compliance.

| Nurses/designee will be

! responsible to ensure all
residents with foley -
catheters have been
provided a cover for the
drain bag within 4 hours
of admission.

The DON/designee will
audit all residents
requiring catheter bags for
privacy bags a minimal of
1x weekly for 3 months,
then.monthly for 3
mouths. Results will be
reported during monthly -
CQA ngeting tothe -
committee who. will

future audits.

determine the duration of} N

JI-[-1%
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she was transported to the shower room in and
NA #2 wheeled her from the shower room. The
shower aide stated the urinary drainage bag
should be covered for resident privacy.

In an interview with NA #2 on 10/31/13 at12:05
PM, she recalted transporting resident #171 from
the shower room to the beauty shop. NA#2
staled she did not nolice if the urinary drainage
bag was in a privacy bag when she left resident
#171 sitting in the hallway outside the beauly
shop. NA#2 stated the urinary drainage bag
should be concealed in a privacy bag for dignity.

In an interview with the unit manager on 10/31/13
at 12:10 PM, she stated the urinary drainage bag
should not be uncovered to allow anyone 10 see
urine and the staff was aware of this privacy
concern. The unit manager stated the facility had
urinary drainage bags to conceal the urine but the
bag in place was the one from where the
suprapubic catheter was placed on last week.

In an interview with the administrator on 10/31/13
at 12:4 0 PM, she stated her expectation was for
gither the dralhage bay be changed from the see
through bag to a concealed blue bag or be placed
in a slip cover to conceal the urine.

F 3331 483.25(m)2) RESIDENTS FREE OF F 333
§8=p | SIGNIFICANT MED ERRORS

The facility must ensure that residents are free of
any significant medicalion errors,

This REQUIREMENT is not met as evidenced
by:
Based on observation, record review and staff
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interviews, the facility failed to administer the : . The DON ensured that

correct dosage of Dilantin as ordered by the R&Si dent# 169 is '
physician for 1 of 8 rasidents observed during a vece j
- : . iving the correct
medication pass (Resident #169), The findings . dosage of Dilantin 250 mg l
included: - and, corrected the orders to L

.reﬂect such.
All residents receiving
Dilantin, MARS were

Resident #169 was admitted into the facility on
6/17/13 with a diagnosts of seizure disorder. The

annual minimum data set completed on 8/16/13 :

indicated Resident #169 was cognitively intact, chogkedand all werein | jl-5-13
. , compllance with the ]

The care plan initiated on 6/25/13 through arders. ;

11/16/13 (goal date) indicated as an intervention
for seizure disorder that medications would be

100% audit of physician

administered per the physiclan order. , or¢ ders, MARS, 0 Fall
. . T . residents receiving

A review of the medication administration record e

for October 2013 read "Phenytoin Sodium 100 Ey 1‘-1“‘2’12“;1;1 be completed | H-22-3

myg (milligrams) (for Bilantin} Give two caps 200
mg by mc?uih eveiry day with 50 mg=250 mg for he D ON/designee in-
seizure disorder. P e

serwced all nursing staff
on 1§-5-13 as to ensuring
acculate MARS.

Areview of the signed physician orders for .
Qctober 2043 read "Phenytoin Sodium 100 mg

(for Diantin} Give two caps 200 mg by mouth ,
every day with 50 mg=250 mg for seizure : Med;catlon orders WIH be
disorder.” ! checked off by two

’ | nurses, as it relates to

During a medication observation on 10/31/13 at Dilantin orders- Unit,. |
Managets will audit daﬂy :

8:27 am, Nurse #2 administered Ditantin 100 mg i
| two tablets (200 mg total) by mouth to Resident and,prn for compliange
#169. and report to the DON

The DON and/ de51gnee
}v,ilb;tudit nurses via
* medication pass audits,

In an interview on 10/31/13 at 9:12 am, Nurse #2
when questioned regarding the incorrect dosage
of Dilantin administered to the resident stated the ‘
medication order read to give 200 mg only. Nurse ] : mal of weekly ford. |

#2 reported that she had informed Nurse #3 on | s, and on an on- going

10/30/13 to ensure that Dilantin 200 mg was - 1 PRNbasis.
franscribed to the medication administration
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record correctly as she thought that the resident
was suppose to receive Dilantin 200 mg (fotal
dosage) and that the additional 50 mg had been
discontinued. Nurse #2 added that Nurse #3
reported back to her per review of the chart that
she did not see an order to discontinue Dilantin
50 mg and that the resident was to receive
Dilantin 250 my every day.

In an interview on 10/31/13 at 9:20 am, Nurse #3
indicated that when Nurse #2 informed her on
10/30/13 to discontinue Dilantin 50 mg {for a total
dosage of 200 mg) she informed Nurse #2 that
after reviewing the chart she did not see an order
to do such and that the resident was to receive
Dilantin 250 mg (total dosags).

In an interview on 10/31/13 at 10:30 am, the
Pharmacist stated that per her review of Resident
#169's profile the current order to be
administered was "Phenytoin Sodium 100mg (for
Dilantin) Give 250 mg for seizure disorder every
day." She concluded there was no order on file
for 200 mg to be administered as a fotal dosage,
nor had the 50 mg been discontinued since
admission. :

In an interview on 10/31/12 at 3:12 pm, the
Director of Nursing stated per her review of the
clinical record Resident #169 should have
received Ditantin 260 mg.

483.75()(1) RES
RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE

The facility must maintain clinical records an each
resident in accordance with accepted professional
standards and practices that are complete;

Fa33

Findings will be reported
to the QA commitiee on a
minimal monthly basis for
the next 3 months. The
QA committee will
determine the duration of
fature audits.

F 514
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accurately documented; readily accessible; and
systematically organized.

The clinical record must contain sufficient
information to identify the resident; a record of the
resident’s assessments; the plan of care and
services provided; the results of any
preadmission screening conducted by the State;
and progress noles,

This REQUIREMENT is not met as evidenced
by:

Based on observalion, record review and staff
interviews, the facllity failed to ensure the
medication administration record was accurate
which resulted in the wrong dosage of Dilantin
administered to 1 of 8 resldents reviewed during
medication reconciliation (Resident #169). The
findings included:

Resident #1689 was admitted into the facllity on
6/17/13 with a diagnosis of seizure disorder, The
annual minimum data set completed on 8/16/13
indicated Resident #169 was cognitively intact.
The care plan initiated on 6/26/13 through
11/46/13 (goal date) indicated as an intervention
for seizure disorder that medications would be
administered per the physician order.

A review of the admission FL2 (medications)
signhed by the physician on 6/3/13 indicaled the
following was ordered: 1) Dilantin 50 milligrams
{mg) one fablet daily 2) Dilantin 100 mg two caps
daily.

A review of the admission orders (medications)
dated 6/17/13 and signed by the physician on
6/19/13 indicated the following was ordered:

F 514
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Ditantin 250 mg daily for seizure disorder. o T
The DON ensured that . !

A review of the medicalion administration record
(MAR) for July 2013, August 2013, September
.2013 and October 2013 revealed Dilantin 50 mg
was ordered to be given with Dilantin 200 mg for
a totaf dosage of 250 mg daily. Dilantin 50 mg
was documented as:

1) "Discontinued"” on July 24, 2013 MAR with no
identifying staff signature.

2 "Discontinued" on the August 2013 MAR with
no identifying staff signature.

3) "Crossed through" on the September 2013
MAR with no identifying staff signature.

4) "Discontinued” on the October 2013 MAR with
no identifying staff signature.

The MAR from July 25, 2013, August 2013,
September 2013 and October 2013 reflected
Dilantin 200 mg was administered daily instead of
250 mg daily as ordered by the physician,

During a medication observation on 10/31/13 at
8:27 am, Nurse #2 administered Dilantin 100 mg
two tablets {200 mg total) by mouth-fe Resident
#169.

In an interview on 10/31/13 at 8:12 am, Nurse #2
when queslioned regarding the incorrect dosage
of Dilantin administered to the resident sfated the
medication order read to give 200 mg only. Nurse
#2 further reported that she had informed Nurse
#3 on 10/30/13 to ensure that Dilantin 200 mg
was transcribed to the medication administration
record correctly as she thought that the resident
was suppose fo receive Dilantin 200 mg (total
dosage) and that the additicnat 50 mg had been
discontinued. Nurse #2 added that Nurse #3

Resident # 169 is
receiving the correct
dosage of Dilantin 250 mg
and (;orrected the ordérs to
reflect such,

All residents receiving
Dilantin, MARS were
¢hecked and all were'in
compliance with the "~
ordets. ‘

100% audit of physician
orders, MARS, of all
residents receiving
Dilantin will be completed
by 11-22-13.

The DON/designee in-
seiviced all nursing staff
on’'11-5-13 as to ensuring
accurate MARS.

Medication orders will be
dhecked off by two ’
nurses, as it relates to
Dilantin orders- Unit'~ -
Managers will audit daily
atid prn for compliance

and report to the DON. {

The DON and/ designee
will'audit nurses vig* 7
me 'C._aﬁ on paS_?au;d,iFSs' P
mal of weckly foid. |
Aweeks, and on an oflsgoing | |

 PRN basis.

-9-13

1-22-3
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reported back fo her per review of the chart that
she did not see an order to discontinue Dilantin
50 mg and that the resident was to receive -
Dilantin 250 mg every day. Nurse #2
acknowledged that she had not administered the
additional Dilantin 50 mg since the day it was
signed as discontinued {on July 24, 2013 per the
MAR).

In an interview on 10/31/13 ai 9:20 am Nurse #3
indicated that when Nurse #2 informed her on
10/30/13 to discontinue Dilantin 50 mg (for a total
dosage of 200 mg) she informed Nurse #2 that
after reviewing the chart she did not see an order
to do such and that the resident was to receive
Ditantin 250 myg (total dosage).

In an interview on 10/31/13 at 10:30 am, the
Pharmacist stated that per review of Resident
#169's profile the current order to be
administered was "Phenytoin Sodium 100 mg (for
Dilantin) Give 280 mg for seizure disorder every
day.” She concluded there was no order on file
for 200 mg fo be administered as a total dosage,
nor had the 50 myg been discontinued since
admission.

In an interview on 10/31/12 at 3:12 pm, the
Director of Nursing stated per review of the
clinical record Resident #169 should have
received Dilantin 250 mg dally and that Ditantin
50 mg should not have been discontinued on the
MAR without a physician order to do so.

F514

Findings will be reported
to the QA committee on a
minimal monthly basis for
the next 3 months. The
QA committee will
determine the duration of
future audits.

FORM CMS-2567(02-99) Previous Versions QObsolete Event ID:XXKO 11

Facility ID: 20120054 If continuation sheet Page 8 of 8

c. . |




fleld-applied protective plates that do not exceed
‘| 48 Inches from the bottorn of the door are

permitted,  18.3.2.1

This STANDARD is not met as evidenced by:
A. Based on observation on 11/13/2013 the
corridor storage room nedr the Rehab. Dept, did
have a closef. on it '

B. The storage room at the 40D hall nurses
statlon did not close and latch.
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K000 | INITIAL COMMENTS K Q00 constifites ot Credible:
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This Life Safety Code(L.SC)survey was Preparation ang/or execution of
conducted as par The Code of Federal Register this plan of correction does not -
at 42CFR 483,70(a); using the 2000 Existing , constitute admfssion or
Heaallh Care section of the L.SC and its referenced : ‘
publications. This building is Type V (111) , agrecment by the provider of the
protected construction, one story, with a complete
automatic.sprinkler systerm,
The fire alarm failed fo activate and was not
tested any farther , the facility was under a fire
watch
The deficiencles datermined during the survey 4
are as follows: .K." R
K 020 | NFPA 101 LIFE:SAFETY CODE STANDARD OV . P
§8=D _ o 11, A. Closer dpplied to storageg
One hour fire rated construction (with 34 hour * ' room near Rehab. ; (513
fire-rated.doors) or an approved automiatic fire B. Closer pdjusted to
extinguishing system in accordance with 8.4.1 correct defjoient practice,
and/or 19.3.5.4 protacts hazardous areas, When Door iz clgsing and {atching
the approvaed automatic fire extinguishing system properly. l
option Is used, the areas are separated from i
other spaces by smoka reslsting partitions and i
doors. Daors are self-closing and non-rated or j- H I 3

monitor al

K - ‘s el

' 42.CFR 483.70 (a) , :
éommava&smmﬂes SIGNATURE ~ 5% DATE
R a2y, e~ - - /f-22-713

iy defisiency statgment ending with an astérisk (*) denales @ daf

clency which the Institution may be excused Fom ¢

yer safaguards provide sufficlent protection to the patients, (See Instructions.} Except for nursing hormes, the findin

{owing the dite of survey whether or not a plan of-carfection is provided
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Exit access s arranged so that exits are readily
accessible at all times in accordance with section
7.1, 1921
. : [t:26-7
This STANDARD s not met as evidenced by: '
A. Based on observation on 11/13/2013 the
following door's -required more than one molion of
fhe hand te fo exit the room,
a.solled linen at the 1007200 nurses station aiso
the mens room there
b.the kitchen doors (all doors)
¢. the soiled-utility room at 300 hall rurses station,
d. the empléyees beark room
. |42 CFR483.70 (a) :
K076 :NFPA 101 LIFE’ SAFETY CODE STANDARD Ko7ef .
§8=D 3
Med:cai gas atorage and adminlstration arens are
protactad In accordance with NFPA 99,
Standards for Health Care Faciiifies.
(a) Oxygen storage_ locations of greater than
3,000 cu it are enclosead by a one-hour ¥
separation. dgiors in the feoility to
’ : ' Bsure compliance is |
{b) Locatlons for supply systems of greater than : iﬁhomplishﬁ d, '
3,000 cu.ft. are vented to the outside, NFPA 99 4. Findiogs will bo
43112, 19324 i sorted tr{he QA
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oyt % fo the
b 3 Ronls
This STANDARD s not met as svidenced by: ' .
A Based on observation 0b11/13/2013 there KOl =] -
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