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F756 Pharmacy Srves/Procedures/Pharmacist/Records 755 Prepa ration and/or
§9-D CFR(s): 463.45(a)(b)(1H3) execution of this plan
§483.45 Pharmacy Services does not constitute
The facility inust provide routine and emargency L
drugs and biologicals fo its residents, or obtain agreement ?I’ admission
them under an agreement describsd in by the provider of the
§483.70(¢). The facility may permit unlicensac
personnel to administer drugs If State law truth of the facts a"eged
. permits, but only under the genesal suparvision of or conclusions set forth
a licensed nurse,
' on the statement of
§483.45(a) Procedures, A facility must provide deficiencies. This plan
pharmaceudicsl services (including proceduses . . d
that assure the accuratks acquiring, receiving, ' of correction is prepare
dispensing, and administering of all drugs and and/or executed solely :
bivlogicals) to meet the needs of each resident. . ‘ e . "
o . because it is required hy K
§483.45(b) Service Gonsultation. The facility the provisions of federal :
must employ or obtain the setvices of a licensad T
pharrmacist who- and state law.
§483,45(b)( 1) Provides consultation o al!
aspects of the provision of pharmacy services in
the facility. . )
. F755D 483.459(a) (b) 8/718
§483.45(b)Y{2) Establishes a system of records of (1 )_(3 ) Ph armac .
receipt and disposition of all controlled crugs in ] y
sufficient detail to enable an acourate ' Services/Procedures/Ph
reconciliation; and ' armacy Records ¢
§483.45(b)(3) Determines that drug records are in
order and that an account of all controlled drugs A root cause analysis was
is maintained and periodically reconcilad, .
This REQUIREMENT is not et as svidenced completed regarding
by: administration of
Based on recosd réview, observation, and staff . bl - :
interview the facility falled to disconilnue a medication when physician 3
medic odared stop date for 1 of § orders have expired. .
P b nnecass 8, , .
P . 3 '
LABORAT% SIGHATURE — E {6) DATE
.. _Sgogieve Diraclor B
P S S Arses s o sy which the Instiulion may be excused from eoreeting providing & Is dolrmined thal T
olher safeguards provide suffich . Hents. (See Instrustions,) Except for nursing homes, ihe findings stated above sra disclosable 80 days

folfowing the dlale of suivey whether or not & plan of sorrection s provided, For nursing homes, ihe aliove findings and plans of conestion are disel nsable 14
ays following Ihe dale these dacuments are mads avalable to Ihe facilly. If deficlencies arp citad, an approved Plain of correction Is requlsite 1o eantinyesd
progeam participalion. ’
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F755 Continued From page 1
Resident #43,

The findings included;

Rasident #43 was admitied to the facility on
320115 and readimitted on 4/27/18 with
diagnoses of amputation of right lag abova the
knee; ond stage kidney disease with dialysis
treatments, diabetes, hypartension, chronie pain,
heart disease, shxisty and depression.

Review of Resident #43's most racant
compiehensive Minimum Data Set Assessment
revealed he was cognitively Intact and required
extensive asslstance with turning in the bad,
franstering to and from the bed, and using the
toilet; and hs could faed himself with set up
assistance by staff,

Raview of Rosident #43's medication orders
rovealed an ordar-was wiitten for a Cold and
Cough {Dextromethorphan and Guaifenesin)
medicine 10 miligrams-100 milligrams/s miliifters
give 10 millliters by mouth every & hours for
cough for 7 days.

Review of Resldent #43's Madlcatlon
Adwministraflon Reeord for 6/2018 revealed a Cold
and Cough (Dextromethorphan and Gurifenesin)
was first adminfstered on 6/29/18 and continued
through 6/30/18.

Review of Resident #43's Medication
Adrministration Record for 7/2018 revealsd the
Gold and Gough {Dextromathorphan and
Guaifenesin} continued to administer avary six
hours every day from July 1, 2048 to July 18,
2018.

(%43 1> SUMMARY STATEMENT OF DEFiICIENCIES D PROVIDER'S PLAN OF CORREGTION e
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING [MFORMATION) TAG CROSB-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
[ e P

Fres  Resident #43 had no side

effects from the
administration of the
Robitussin on 7/18/18 after
medication discontinuation
order/date. A respiratory
assessment was
completed no negative
outcomes were noted.
Physician notified and
orders received, initiated.

No further follow up was
required.

Quality review of current
resident’s physician orders
for discontinued orders
were completed by the
Director of Nursing on
7/23/18. Follow up based
on findings.

s
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F785 Gontinuad From page 2
A Physician's Progress Note dated 7/6/18
reviewad Resident #43's laboratory results and
revealed the Physlelan oidered a change in his
pain medication. The Physiclan's Progress Note
did not address the resident's continusd use of
tha Cough and Cold mediclne
(Dextrometitorphan and Guaifenesing as orderad,

An interview with Nurse #2 on 7/18/18 at 3:31 pm
revaalsd he wasn't awars the Cough and Cold
(Dextromethorphan and Guaifenesin) was
ordered with a stop date. He siated when the
order Is put Into the computer the nurse entering
i should put the stop date into a specific box. He
stated If the stop dats is not put into the box it will
continue as an indefinite order. Nurse #2 stated
he would correct the order in the electronic
system, complets a med error report, and let
Resident #43's Responsible Parly and Physfclan
know aboul the error.

An interview with the Direcfor of Nursing on
7119118 &t 10:37 am revealed Nurse #2 had
completed a Madleation Error Report and
reported the medication error of tha failure to stop
the Cough and Cold medicine
(Dextromethorphan and Gualfenesin) to the
Director of Nursing. Nurse #2 had glso noiified
thes Responsibla Party and the Physician
ragiarding the medlcation error. She stated the
facility had educaled Nurse #2 and the nurss that
enterad the order without the stop date on how {o
appropriately enter physidian's osders in the
electroni system. She skated the nurse that
entered the arror did not knew she shoull
complete the box glving the siop date in the
electronic system which caused the madication
error. The Director of Mursing siatec her
expectation was that all nursing staff would enter

Frss  NUrse #2 received re-
education on Preventing
Medication errors by on
8/1/18 by Director of
Nursing. Nurse #2 had
Competency based
medication Administration
Observations completed
times three by Unit
Manager/designee 8/1/18
who provided re-education
to licensed nurses on
8/1/18:; regarding
Preventing Medication
Errors. New employees to

be provided education
during orientation,

Director of
Nursing!Designee to
complete Quality
Improvement Monitoring of
Medication orders and
Medication Administration
records (MAR) for
physician ordered stop
dates daily x 2 weeks,
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F785 Continued From page 3

physiclan's ordsrs correctly Info the elastronie
system to ensure there ware no medication
arrors.

QAPHQAA Improvemeant Activities

CFR{s): 483.78(g)(2)(il)

F 867
8S=D

§483.75(g) Guality assessment and assurance.

§463.75(g)}2) The qually assessmesnt and
assurance commitiee must:
(i) Develop and implement appropriate plans of
action to correct identifisd quality deficiancies;
This REQUIREMENT s nof met as evidencad
by
Based on record review, observations, and

intsrviews, the facility ' s Quality Asaessrment and
Peiformance Improvement (QAPI) Commitles
falled fo mafntain implemented procedures and
monitor thess interventions that the committee
put into place followlng the 6/16/2017
recertifiCation sisvey, This wag for & ré-dited
daficiency & infection control (F441}). This

" deficiency was cited again on the current
recertification survey of 7H9/2018 (FR80). The
continued failure of the facllity during two federal
surveys of record showed a pattern of the facility*
s inability to sustain an effeciive QAPI program.

The findings inclided:
This tag is cross referenced to:

FB80- Infaction Control

Basad on chservatton and staff interview the
facility falled to handie sofied finens appropristely
on 2 of 3 resldent halls, Disty linen was observed
In open tash bags that were on the floor ah the
faciiity ' & 400 and 600 halls.

then weekly x 4 weeks,

Free then monthly x 3 months

then quarterly. Findings to

F 867
Quality Assurance

be reviewed at the monthly

Performance Improvement

committee meeting.
“Quality monitoring
schedule based on
findings.

F867 QAPIIQAA
Improvement Activities
483.75 (g) (2) (ii)

A root cause analysis was
completed on Facility’s
quality Assurance
Performance Improvement
processes.

Quality Review has been
conducted using the last 6
months Quality Assurance
Performance Improvement
minutes by Regional
Director of Clinical
Services, and reviewed by
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§483.80 Infection Control

The facilily must establish and maintain an
Infection prevention and control pregram
dasigned fo previds a safe, sanltary and
comforiable environment and to help prevent the
dlevalopment and transmission of comeunicable
disgases and infections.

conduct Quality
Improvement Monitoring of
implementation/maintenan
ce of procedures/systems
related to linen/infection
control weekly x 4 weeks

i
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F867 Continued From page 4 F 867 the lnterdls'c:lpllnary Team
of the Quality Assurance
During the recertification suivey of 6/16/2017 the Performance Improvement
facility was cited for fallure to follow hand washing .
protocols after providing care fo residents who Meeting Process. A focus
were under special enteric contact pracautions, of Quality review on _
An Interview was conducted with the Facility Procedures related
Adminstrator on 77197201 at 2:47 PM, He to infection control was
reported the QAP meeting took place monthly
with him, the Director of Nurses (DON), Assistant done. Follow up based on
Director of Nurses, the medica! direstor, dieticlan find ings
and other departiment heads, as wefl as a nursing e
assistant. The Adminlstrator reported the QAP Regio nal Consultant
team outlined the deficiency and developed a . .
Performance improvement Plan {PIP) 1o correct prOWdEd re'educa“on for
the deficiency and review the lssues that ware facility Interdisciplinary
identified in QAP meetings. The Administrator ,
shared the DON had recently started in her team related to Quality
position and he was an interim Administrator, The Assurance Performance
Administrator concluded that the managerment .
team toured the facllity each morming during ihe Improvement Committee
wesk and identified lssues, and later in the day, Processlmaintenance of
the managemesnt team would review those issues \
identified and resolved, or required additional procedures implemented
work. The Adminisirator reported the
management team had not identified the staff 's on 8/1/18.
improper handling of soiled linen as an Issue, .. .
F880 Infection Prevention & Conirol Administrator/ DllreCtOV of
§8aD  GFR(s): 483.80(a){(1}{2)H)(e)(h Nursing/Designee to 4

FacHily In: 23080
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F 880 Continued From pags &

§483.80(a) Infection prevention and condrol
program.

The facility must sstablish an infection pravention
and conirol program (IPCP) that must include, at
a minlmurn, the following elements:

raporting, Ivestigating, and controlling infections
and communicable diseases for all rasidents,
staff, volunteers, visitors, and other individuals
providing services under a confraciual
arrangement based upon the faclily assessmeani
conducted accoiding fo §483.70(e) and following
aceepted nallonal standards;

§483.80(a)(2} Written standards, policiss, and
procedures for the progiarm, which must include,
but are not lirnited to:

{i A system of surveiflance desionad to idendify
possible communicable diseases or
rifections before sy cah dpread fo oter
persons in the facility;

{1ty When and to whom possible Incldents of
communicable disease or infections should be
reported;

(iii) Standaid and transmission-based precautions
to be followedl to pravent spread of infections;
(iviWhen and how Isolation should be used for s
rasident; including bul not limited to:

{A) The type and duratlon of the isolation,
depending upon the infectious agant of organism
involved, and

{3) A requirement that the isolation should be the
least restrictive possible for the resident under the
circumstances,

(v} The cireumstances undes which the facllity
must prohibii employees with a communicable
disease of infected skin lesions from direst

§483.80(a)(1) A system for preventing, identifying,

" then monthiy. Findings to
be reviewed at monthly
Quality Assurance
Performance Improvement
Committee Meeting
monthly and as needed.

Regional Corporate
Representative to attend
Quality Assurance
Performance Improvement
Committee Meeting
monthly x 3 months then
quarterly validating
implementation/maintenan
ce systems/procedures
relating to Infection
Control: i.e. linen
storage/disposal

8/7/18

F830 483.80 (a) (1) (2) (4)
{e) (f) Infection Control

A
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F880 Continued From page 6 Fago A fOOt cause analysis was
contact with residents or thelr food, if direct completed on the
contact will transmit the diseass; and .
(viYThe hand hygiens procedures to be followed pro_ceSS?S for dlSpOSEﬂ of
by siaff involved in direct residsnt contact. Soiled Linen.
§483.80(2)(4) A system for recording Incidents Certified Nursing Assistant
Identified under the facility's IPCP and the #1 has been provided
corrective actions taken by the facility, . .
individual re-education
§483.80(e) Linens. . .
Personnal must handle, store, process, and regar.dlng_storage/dlsposal
transport lhens so as to prevent the spread of of soiled linens per
infection. policy/regulation on
§483.80() Annual review, 7/30/18 by the Director of
The facility will conduct an annual review of its . - .
HPCR and update their program, as necessary, Nursmg. Certified Nur sing
This REQUIREMENT Iz not miat as evidenced Assistant #2 has been
by: : .
Basad on observation and stalf interview the prowded re-education on
tacility fallad to handle solled linens appropriately storage and disposal of
on 2 of 3 resident halls. Dirly linen was obseived l . .
in open trash bags that were oh the floor on the Inens per policy/regulation
facility's 400 and 500 halls. 7/30/18 by the Director of -
The findings Included: Nursing.
On 7418118 at 5:51 am an observation of the Quallty Monito rng th roth
500-hall revealed there were two large open trash observation completed 4
bags which contained solied linan oh the floor of .
{he 500-hall hallway, 7/30/18 by Director of

On 7/18/18 at 6:05 am an observation of the
400-hall revealed there was ong largs, black,
opan frash bag of sofled linen on the floor of ihe
A00-haliway.

Arinterview with Nurse Alde #1 at 718418 at 6:48
am revealed she was asslgned to the 600-hall,

Nursing regarding soiied
linen storage/disposal,
Follow up based on
findings.

a
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F880 Continued From page 7 Feso  Current Certified Nursing
She stated the dirly linen and trash should be Assistants and licen sed
gathered up after each room In small trash bags
and taken {0 the dirty utility room. She stated nurses re-educated by the
after thay put the linen and trash in the bins in the Director of
dirty utility room they should wash their hands and . .
then go to the next reom during thelr rounds, NA NUI'SH‘Ig/ DeS|gnee
#1 stated she was in a hurry and placad the linen reqardi i
on the floor of the 500-hallway Instead of taking it ] g . Ing ensurn.'rg
to the dirty ulilly after each room. infection control is
" On 718418 at 6:51 am Nurse #1 was interviswed mamtal{"ed per
and stated she was asslgned the 400, 500, and professional standards
600 halls. She stated the staff had an Infection
Control in-gervice one month ago. She stated related to proper
she was aware Nurse Aide #1 and Nurse Alde #2 storage/disposal of soiled
had placed the soiled linen on the floar in open l /
bags this moming. She stated they should take Inen on 8/1/18. New
the sollad linen to the divty utility room after each em ployees provided ;
room instead of leaving the solled linen I the hall. . .
education during
An interview on 7/18A18 at 7:08 am with Nurse orientation.
Alde #2 revezled she was assigned fo the
400+-hall and had an Infaction Control In-service .
last yoar. She stated they were taught to take the Director of
IIinen to the diry utility room after they changed Nursina/Desi
each resldent Nurse Aldz #2 staled she had 9 |gr'|ee to
placed the open bag of dirly linen on the complete Quality
400-haliway floer and shoukd have taken it to the Improv TR
clirty utility room after each reom, P ement monlt.ormg of &
proper disposai/ soiled
On 7H19/18 at 10:30 am an Interview with the i ;
Director of Nursing revealed her expectation was linen dally X2 Weeks, then
that staff would bag soiled linen from sach roorm weekly x 4 weeks, then
and take it to the solled utilily room to place in the
linen bins. She stated they should cemplate hand monthly x 3 months then
hyglene and then retum to their hall, She stated quarterly. Findings to be
the facility had implemented taking the sollad :
linen in simall garbage bags to the dirly uiility reviewed at the monthly
roomn fo prevent odors on the halls. Quality Assurance
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Performance Improvement

- committee meeting.
Quality monitoring
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