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F 323 483,25(h} FREE OF ACCIDENT Fa23| - Filingthe_plan of corre.ctivon does
35=p | HAZARDS/SUPERVISION/DEVICES : not constitute an admlsmon'that
the deficiencies alleged did in fact
The facility must ensure that the resident 1" -, exist, This plan of COfTECﬁ?ff s
environment remains as free of accident hazards L : filed a5 evidence of the facility's
as is possible; and each resident receives _ desire to comply with the
oo - | adeguate supervision and assistance dewces to requirements and to continue to
' prevent accidents. : provide high quality of care.
This REQUIREMENT is not met as evidencad
by:
Based on staff interviews and record reviews, the £323 ’

facility failed to provide adequate supervision to ) . 6/9/11
prevent the fall of 1 of 3 sampled residents who :

- ; Corrective action for resident #3:
was at risk for falls. Resident #3. orrective action for resident 43

The MDS for resident #3 was found
to have been coded incorrectly in
that resident #3 actually should
have been coded as one person :
assist instead of 2 person assist.

Findings included:

Resident #3 was admitted to the facility on

12/26105 with diagnoses which included: Subsequently, the MDS was
dementia; congestive heart failure; osteoporosis; corrected to Indicate one person
muscle weakness; abnormality of gait; and, . assist for resident #3. The resident
anxiety. information sheet {source of

communication for staff) was

The review of the quarterly MDS {Minimum Data updated as well. Staff was in

Set) dated 12/6/10 indicated Resident #3 had . serviced about revision made
severely impaired memory and cognition regarding care requirements for
problems, and required the exiensive assistance resident #3.

of two staff for transfers, bed mobility, and
toileting to the bathroom.

A review of the Nurse's Noles revealed that on For these residents with the
2/19/11 at 2:30pm, Resident #3 was found by . patential to be affected, the
staff sitting on the bathroom floor in front of the : * following was completed:

toilet. The resident informed staff that she was

Any deficiency stater)]’ent ending \(ﬂnth an aslewL (" o a dsﬁc&ency which the institulion may be excuseft from oorrecﬁng providing it is determined that
other safeguards provide sufficient pretection to the patignie. (See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and pfans of correction are disclosable 14
days foliowing the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisile to continued
program padicipation,

%MECTOR OR PR%SUPPWN%GNATURE TITLE {X6) DATE
) AW/, a#%ndo,\, // ///
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aftempting to transfer from the toilet to the
wheelchair, unassisted; but slid to the floor. The
facility's intervention documented on the

Resident/Accident report on 2/20/11 indicated the

staff were lo offer {o toilet the resident every two
Hours during the day. '

Review of Resident #3's Care Plan {updated
272011} revealed the resident was a fall risk
related to impaired mobility, unsteady gait, and
impaired vision. interventions included: assist
rasident while in bathroom; offer {o toilet every
two hours; ensure staff aware that resident is at
high risk for falls; and, maintain récord of falls,
and evaluate for patterns.

The Physical Therapy Plan of Care {2/23/11)
revealed Resident #3 received treatment five
fimes each week for four weeks for gait
abnormality. The resident was discharged from
physical therapy on 3/7/11 and referred to
restorative nursing for confinuation of ambulation
exercises. The resident was to have use ofa
rolling walker for short distances and a
wheelchair for long distances.

Review of the Quarterly Screens/Fall Risk Screen
dated 3/7/11 indicated Resident #3 was a high
risk for falls.

The review of the annual MDS (Mirimum Data
Set} dated 3/7/11 indicated Resident #3 had
severely impaired memory and cognition
problems, and required the extensive assistance
of two staff for transfers, bed mobility, and
toileting to the bathroom.

A review of the Nurse‘é Note daied 5/2/11

Measures taken/put in place are as
follows:

for each current
resident have been
reviewed by the DON
and MDS Coordinator -
for accuracy.

2. Theinformation
contained in each
assessment and care
plan have been
measured for accuracy
by re-assessing each -
resident face to face
and ensuring that both

forms of assessment
matce.

3. Staff was In serviced

' regarding any changes
related to the
requirement of care for .
any resident.

Each MDS nurse will
contipue to complete 3
through face to face
assessment of each resident
and will conduct staff
interviews prior to the
completion of any care plan.
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assistance.

The Care Plan for Falls was updated on 5/2011
and the interventions were: (oilet resident per

t schedule and request; make sure that all staff

members are aware that ressident is at high risk
for falls; remind resident to nof toilet seif, keep
call light and most frequently used personal items
within reach; provide verbal reminders to resident
to call when needing assistance; and, change

incontinént pad whenever necessary.

During an observation on 5/8/11 at 3:30pm,
Resident #3 was cbserved sitting uprightin a
lounge chair in her room, conversing with her
roommate. The resident was alert and verbal with
some confusion.

During an interview on 5/11/11 at 3:28pm, NA#S
{Nursing Assistant} revealed Resident #3 was
weightbearing and required one person assisl
with transfers. NA#5 stated that the resident was
on the toileting program and was assisled o the
bathroom every two hours. NA#5 also revealed
that Resident #3 was able to ambulate to the
bathroom with one person assist; but due fo
weakness, most of the fime the resident was
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revealed that at 7:30pm a nursing assistant was : information sheet for each

ambulating Resident #3 to the bathroom using .~ resident and make such

the rolling walker; as the nursing assistant changes whenever 3

stepped from behind the resident to open the significant change s

bathroom daor, the resident’s legs weakened warranted

causmg.the resident to fai[. The resnd_enls fight 3. staffwill be re-in serviced

elbow hit the door causing a small skin tear. The . :

" . . on where to find resident

facility’s intervention documented on the care information sheets and

Resident/Accident report on 5/3/11 indicated the when the information shets

staff were to ensure the door was open and nol o will be changed

leave the resident; the resident required standby nbec an,ge t

- 4, The DON will continue to

review MDSs and Care plans
in addition to making rounds
to ensure the information
contained in MDS and care
plan coincide with the visible
assessment being made on
her rounds.

Maintaining for compliance
will be as follows:

i.  DON will conduct
randorm reviews of
assessments for the first
90 days, and continued
reviews will be
conducted based on the
results of the initial 90
day assessments.

2. Findings will be taken to
QA meeting and
continuation of
assessment and
frequency will be
determined by the
results of findings from
assessments,
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F 323 | Continued From page 3

transferred to the wheelchair and assisted to the
bathroom by one person.

During an interview on 5/11/11 at 4:00pm, the
MDS Coordinator stated that Resident #3
required extensive assistance of two people per
the resident's most recent comprehensive
assessment. She revealed that this information
was obtained from the resident's ADL {Activities
of Daily Living) Flow Sheets and the MDS. The
MDS Coordinator revealed that when the resident
fell on 572111, per the resident's assessments,
there should have been two nursing assistants
with the resident instead of one. She also
reveated that the nursing assistants were
informed of any changes in the resident's care
from the hall nurses andfor MDS staff. The
Resident Care information Sheet was used as a
second reférence sheet by nursing assistants.
After reviewing the resident’s current "Resident
Care Information Sheet", the MDS Coordinator
stated that it was not an accurate reflection of the
resident's needs.

The review of Resident #3's "Resident Care
Information Sheet" which was maintained at the
nusrsing station indicated the resident's bed and
wheelchair mobility required se!f supervision; and,
the resident required assistance with transfers.
Also, the resident was continent of bowe! and
bladder, and was a "Fall Risk".

F 329 | 483.25(1) DRUG REGIMEN IS FREE FROM
ss=0 | UNNECESSARY DRUGS

Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose (including
duplicate therapy); or for excessive duration; or

F323|

-F 329

£329 6/9/11

Corrective action for residents
were: Residents #34 and #83 were
assessed immediately after the
omissions of BPs were identified.
There were no negative outcomes
as a result missed blood pressure
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without adequate monitoring; or without adequate
indications for its use; or in the presence of
adverse conseguences which indicate the dose
should be reduced or. discontinued; or any
combinations of the reasans above.

Based on a comprehensive assessment of a
resident, the facility must ensure thal residents
who have nol used aniipsychotic drugs are not
given these drugs unless antipsychotic drug .
therapy is necessary to treat a specific condition
as diagnosed and decumented in the clinical
record; and residents who use antipsychotic
drugs receive gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort to discontinue these
drugs.

This REQUIREMENT is nol mel as evidenced
by: .

Based on observation, record review and staff
interview the facility failed to monitor blood
pressures as ordered by a physician for 3 of 10
sampled residents for unnecessary medications.
(Resident #83, #34 and #8)

Findings include:

1. Resident # 34 was admitied to the facility on
8/17/09 re-admit 9/24/10 Diagnosis included
Hypertension and Cardio Vascular Accident with

left Hemiparesis.

A review of the electronic physician orders for the

B PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR ESC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE BATE
: DEFICIENCY)
F 329 | Continued From page 4 F 329 readings. The attending physician

for each resident was notified of
the omission of blood pressures.
Medication incident forms were
filled out for both residents.

For those with the potential to be
affected , the following was
completed:

All administrative
nurses {DON, MDS
nurse; SDC, Clinical
Coordinator and wound
aurse) will ensure that
each resident will
receive the appropriate
assessment and
intervention to include
Blood Pressure
Monitoring as
determined by the
resident’s attending
physician.
An audit tool has been
developed to determine
compliance. Fach
administrative nurse
will conduct an audit of
each resident to
determine compliance
with physician’s orders,
to include blood
pressure monitoring.
Any failure to comply
with physician’s orders
will be brought to the
attention of the DON
immaediately.
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month of March, Aprit and May 2011 revealed the
resident was being treated for hypertension with
Isosorbide 20mg daily for Hypertension and Lasix
(diuretic) 80mg daily. Also the blood pressure
was to be taken weekly on Wednesday.

A review of the Medication Administration Record
(MAR) for the months of March, Aprit and May .
2011 revealed that only one blood pressure was
recorded for the month of March 2011 on
3/16/11. A review of the vital sign sheet and the
nurses notes for March 2011 revealed no
documentation of any other blood pressure for
the month of March.

The MAR for April 2011 where the blocd pressure
was {0 be recorded was blank for the entire
month. A review of the vital sign sheet and the
nurses notes for the month of Aprit 2011 revealed
no documentation of a blood pressure being
taken.

A review of the MAR for May 2011 revealed no
recorded blood pressure from the 1st through the
11th. A review of the vital sheet record revealed
no documentation of a blood pressure for the
month of May 2011. A review of the nurses nofes
revealed a monthly summary dated 5/9/11 with a
blood pressure of 108/58 recorded.

A review of the pharmacy review
recommendations for March, April and May 2011
idenfified the fack of biood pressure monitoring.

An interview on 5/11/11 at 12:05pm with Nurse #1
revealed that Blood Pressures were either
documented on the MAR for weekly Blood
Pressure or in the chart under Vital signs. She
also stated " do not know of any other place the
Blood Pressure would be recorded.”

1.

responsible for the
identified omission will
be individually
educated to ensure
continued compliance.

5. Audits were completed
on 100% of all current
residents.

Monitoring for
compliance will be as
follows:

Audits will
continue with
50% being done
Weekly for six
weeks and then
25% every two
weeks for one
month.
Future aiidits
will be
determined by
the results of
the prior ten
weeks of audits.
Ali audit results -~
will be discussed
in the facility QA
Meeting.

Systemic
changes are as
fotlows:

1. Alist of residents
with routine vitals are
now given to the
CNAs at the beginning
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5/2/11 at 10:16am an interview with the clinical
coordinator revealed a manager was assigned
each hall to follow up on pharmacy
recommendation. “When asked if there was a
form used for the follow up; the response was no
but "l usually write on the side of the form for the
cofrections.” '

We are moniloring them and the nurses know but
we do not have any forms or documentation for

‘that.

On 5/13/11 at 10:50am an interview with nurse #3
on the.400 hall reveated the process for
recording the blood pressures was "that the nurse
usually gets the blood pressures or they give a fist
to the aides to get them. The aides tape it to the
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F 329 Continued From page 6 F 329 of his/her shift and
‘ : 7 must be returned to
On 5/11/11 at 2:46pm Nurse #4 who works with the nurse two hours
Resident #34 revealed the weekly Blood Pressure prior to the end of
should be recorded on MARS or in the nurses their shift.
notes. Further discussion revealed a list was 2. For residents with
given to the aides and then they put the list on the parameters for vitals
wall s0 the nurses can record them. assoclated with
i ications,
On 5/12/11 at 9:50am a telephone interview with :::::a:;:dr:i?:e wi"
the pharmacy consulted revealed that monitoring be responsible for
was part of her monthly; she checked for obtaining and
laboratary tests, behaviors and vital signs "We documenting the vial
have had an issue with the blood pressure being ) : o
documented. We have done 2 in-sefvices e )
regarding medication errors and documentation. | Staft h?s been in serviced
have talked to the facility about the blood on the “_wma"_ce_of_
pressures not being recorded. | tried to do an - app""pr"atew obtaining,
audit on all the residents when | was there in May monitoring and
but | may have missed some 1 left a general documenting Physician
staternent regarding my recommendations with ordered blood pressures.
the clinical coordinator.” Staff are aware through in ,
' services the systemic : i\

approach that must be

" followed in order to ensure
continued compliance
regarding achievement of all
required physictan orders.
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F 329 | Continued From page 7 ' - F32

wall and the nurses are to get them and
document on the MAR" The list for the aides are
destroyed after the biood pressures are recorded.
Nurse #3 reviewed the MAR for Resident #34 and
confirmed the blood pressure for this month was
blank

An interview with the DON (Director of Nurses) on
5/15/11 10:30am revealed that she did an audit

on the 400 hall regarding the recording of the
blood pressures but "l do not have documentation -
of it." "I know we did an in-service last month on
this and it is still a problem.”

2. Resident #83 was admitted to the facility on
8/12/11 with diagnosis that included Hypertension
and Anemia.

A review of the electronic printed physician orders
for the months of April and May of 2011 revealed
the resident was being treated for hypertension
with Novasc 5mg, Lotensin 20mg and Lopressor
20mg. Also the physician orders stated take the
blood pressure weekly and document,

A review of the MAR (Medication Administration

Record) for the month of April 2011 revealed the
blood pressure was recorded on April 4th and on
April 11th. The blood pressure for April 18th and

25th were blank. A review of the vital sign sheet

and the nurses notes had no documentation of a
blood pressure for April 18th and 25th.

A review of the MAR for May 2011 revealed the
blood pressure for 5/2/11, 5/16{11 and 5/22/11
was blank. The blood pressure due on 5/8/11 was
documented on the MAR. A review of the vital
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sign sheet and the nurses notes revealed no
documentation of a blood pressure for May 2, 16
and 22 available.

A review of the pharmacy review
recommendations for April and May 2011
identified the lack of blood pressure monitoring.

An interview on 5/11/11 at 12:05pm with Nurse #1
revealed that Blood Prassures were either
documented on the MAR for weekly Blood
Pressure or in the chart under Vital signs. She
also stated "l do not know of any other place the
Blood Pressure would he recorded.”

On 5/11/11 at 2:46pm Nurse #4 who works with
Resident #83 revealed the weekly Blood Pressure
should be recorded on MARS orin the nurses
notes. Further discussion revealed a list was
given to the aides and then they put the list on the
wall so the nurses can record them.

On 5/12/11 at $:50am a telephone interview with
the pharmacy consulted revealed that monitoring
was part of her manthly; she checked for
laboratory lests, behaviors and vital signs "We
have had an issue with the blood pressure being
documented. We have done 2 in-services
regarding medication errors and documentation. i
have talked to the facility about the blood
pressures not being recorded. 1 fried to do an
audit on all the residents when | was there in May
but | may have missed some | left a general
statement regarding my recommendations with
the clinical coordinator.”

5/2/11 at 10:16am an interview with the dlinical
coordinator revealed a manager was assigned

F 329
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each hall to follow up on phammacy
recommendation.” When asked if there was a
form used for the follow up; the response was no
but "l usually write on the side of the form for the
corrections.”

We are monitoring them and the nurses know but
we do not have any forms or documentation for
that, ‘

On 5/13/11 at 10:50am an interview with nurse #3
on the 400 hall revealed the process for
recording the blood pressures was "that the nurse
usually gets the blood pressures or they give a list
to the aides to get them. The aides tape it {o the
wall and the nurses are fo get them and
document on the MAR" The list for the aides are
dastroyed after the blood pressures are recorded.
Nurse #3 reviewed the MAR for Resident #34 and
confirmed the blood pressure for this month was
blank

An interview with the DON (Director of Nurses) on
5/15/11 10:30am revealed that she did an audit
on the 400 hall regarding the recording of the
bload pressures but "l do not have documentation
of it™ "I know we did an in-service last month on
this and it is still a problem.”

3. Resident #8 was admitted 10/06/2010 with
diagnoses that included Hypertension (HTN},
Diabetes Mellitus, and Quadriplegia.

A review of the electronic printed Physician
Orders for 3/1-3/31/2011, 4/1-4/30/2011, and
5/1-5/31/2011 that indicated Resident #8 was
receiving three medications daily for HTN and
was to have Blood Pressures (BPs) documented
weekly on Wednesdays.

F 329
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Medication Administration Records (MAR)
reviewed for the months of March, April, and May
revealed that BPs were not recorded on 3/2/11, .
3/9/114, 3/23/M11, 3/30/11, 4120711, 4127114, or R -
5/4111. The Vital Sign Sheet reviewed confained
one BP for 10/06/10.

A review of the Phammacist ' s Medication
Regimen Review for March 2011 found " many
weekly BPs not documented on March MAR. "
There was an additional note dated 5/5/11 that
indicated nurses were aware of BP needs.

In an interview on 5/11/2011 at 12:05 pm the
Clinical Coordinator and Nurse #2 stated that BPs
were either on the MAR for weekly BP or in the
chart on the Vital Sign sheet. Nurse #1 indicated
at this time that she did net know of any other
place BPs would have been recorded.

Al 12:15 pm on 5/11/11 the Director of Nurses
{DON) stated in an interview that BPs should be
documented on the MAR or in Medicare Notes for
residents on Medicare. Record review indicated
that Resident #8 was not on Medicare.

On 5/2/2011 at 9:00 am NA #1 was asked who
ook BPs and how did they know which residents
needed to have BPs taken. She responded that
the nurses would leave a list of residents who
needed to have BPs taken for the NA, the NA
would take the BP and write it on the list and give
it to the nurse.

In a telephone interview on 5/12/2011 at 9:50 am
a facility Pharmacist when asked about
monitoring being part of her review, stated that
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pharmacists looked at the orders, checked labs,
and vital signs. She also indicated that there was
an issue with BPs not being documented
resulting in two inservices regarding medication
errors and documentation. The Pharmacist
revealed that when a Physician signed the
electronic sheets, they became orders and she
had discussed with the facility about BPs not
being recorded. She confirmed that she had done
an audit on resident BPs and left a general
statement for the Clinical Coordinator regarding-
her recommendations.

During an inferview on 5/12/2011 at 10:16 am the
Clinical Coordinator stated that she and the DON
followed up on the pharmacist ' s

' | recommendations by dividing the responsibility for
maniforing documentation of BPs among the
managers. She indicated that they were
monitoring the nurses, but had no forms or
documentation for the monitoring.

"] In an interview on 5/12/2011 at 10:50 am Nurse
#3 revealed that she remembered an in-service
on documentafion " a while back, " butcan 't
remember when. She further stated " they do
audits of the charts frequently. "

F 371 | 483.35(i) FOOD PROCURE,

$8=E | STORE/PREPARE/SERVE - SANITARY

The facility must -

(1} Procure food from sources approved or
considered satisfactory by Federal, State or locat
authorities; and

(2) Store, prepare, distribute and serve food
under sanitary conditions

Faz2g

Far1| -
Fa7s 6/9/11

Corrective Action:

1.  Upon review of the
findings indentified, the
facility has set forth the
following interventions:
tmmediately after the
ice scoop handle was
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This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interviews the
facility failed to serve cold beveragesin 4 of 6
dining areas in a sanitary manner.

Findings include:

On 5/9/11 at 12:35pm an aide was observed
scooping ice from large plastic container into
glasses and then pouring liquids into the glasses.
The ice scoop was placed on the tray that was
used for pouring the liquids in to glasses for
residents. The ice scoop was not covered or
protected. The same ice scoop was then used
again to scoop ice from the ice container in to

glasses and then pouring liquid in to the glasses

and delivering the glasses io deferent residents
on the 300 and 400 hall at 12:38pm,12:40, 12:42
and at 12:44pm. Each time the scoop was used it
was set down on a tray used fo hold the glasses
white liquid was poured in to them.

On 5/10/11 at 12:14pm the ice scoop was
observed sitting on the lid to the ice container.
The ice scoop was taken off the lid and used to
scoop ice in to glasses by 2 different aides. The
scoop was placed on the fray which was used to
hold the glasses filled with ice while liquid was
poured into them on the 300 hall.

On 5/11#11 at 11:39am the aide was observed
taking the ice scoop which was lying in the ice
container flat against the ice and scooping ice in
to several glasses then the scoop was placed on

2. The staff members

For those with the potential to be
affected, the following was
comq]eted:

© L

the facility staff cleaned
ice containers and ice
scoops before
continuing to serve to
any residents.

directly involved was
educated immediately.

Policies and Procedures
regarding the storage,
distribution and preparation
of foad; and more
specifically, the handling of
ice, have been reviewed for
accuracy by the
Administrator.

Alt staff have been educated
regarding the policiés and
procedures refated to the
proper handling of ice.

Monitoring: AY staff were
also observed by
Administrator, Director of
Nursing and Dietary Manager
to ensure staff has a
complete understanding of
the procedure regarding
distribution and handting of
ice. The procedure is as
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the tray next to ihe glasses while liquid was
poured info the glasses on the 300 hall. At
11:42am an aide was chserved on the 300 hall
picking up the scoop which laye on the {ray and
re-used for a different resident, scooping ice in to
a glass and then pouring liquid into the glass.

On 5/14/11 at 11:50am an aide was observed
scooping ice out of an ice container and filling
glasses with ice pouring liquid into the glass and
then laying the scoop down on the {ray where she
had just poured liquid into a glass. The aide was
observed filling glasses with ice, filling them with
liquid and delivering the glass of fluid to all
residenis on the 200 hall and on 100 hall.

On 5/11/11 at 12noon an interview with nurses
aide #2 (NA) revealed she had been trained to
have a plastic bag hanging from the ice container
to place the scoop in it when not using the scoop
to put ice in glasses. She indicated that the
kitchen did not send a plastic bag up and she did
not go and gel one.

On 5/11/11 at 12:03pm an interview with NA #3
revealed that she had never been trained or told
anything about how the ice scoop was fo be
placed when not using it.

On 5/11/11 at 12:04pm an interview with NA#4 on
the 100 hall revealed that she was not sure how
she was trained.to use an ice scoop but that she
would find out and get back with the answer.
When asked if ever received training she then
responded that she was not suppose to put the
scoop in the ice because of cross
contaminations. When asking what she was to do
with the scoop when not using it she responded "l

of ice, the ice scoop rmust
remain on a clean surface or
in the ice with handte turned
upward with handle not
touching the ice.

Administrator, Director of Nursing
and/or Dietary Manager will
monitor using audit tool to ensure
continued compliance through
comprehensive rounds. Each

person responsible for monitoring
for compliance will observe each
ice container on every hall. An
audit wilt be conducted three -
times a day {at mealtimes) daily for
10 days and three times a week for
20 days, thereafter. Any negative
findings will be reported to
Administrator immediately and
staff invalved will be individually
educated, All audit results wilt be
reviewed in QA Meeting and the
continuation of daily rounds past
60 days will depend upon the
results of audits.
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The drug regimen of each resident must be
reviewed at least once a month by a licensed
phammacisi.

The pharmacist must report any irregularities to

the attending physician, and the director of
nursing, and these reports must be acted upon.

This REQUIREMENT is not met as evidenced

by

Based on record review, pharmacy consultant
review and siaff interviews the facility failed to
respond {o Pharmacisi recommendation
regarding Blood Pressure monitoring for 3 of 10
sampled residents. {Resident #34, #83, #8}

Findings include:

1. Resident # 34 was admitted to the facility on
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do not know."
On 5/11/11 at 12:05pm the clinical coordinator
watched the NA's using the ice scoop while R
serving fluids to residents on the 200 hall. The
clinical coordinator stopped the NA's from using
the scoop any more and provided them with
instructions on how to use the scoop in a manner
to prevent cross contamination. The chinical
coordihator stated that all the NA's were trained
on how to properly handle the ice scoop.
F 428 | 483.60(c) DRUG REGIMEN REVIEW, REPORT F 428 £428
ss=D | IRREGULAR, ACT ON 6/9/11

Corfective Action for residents #34,
#33 and #8 is as follows: Residents
#34, #83 and #8 have been
assessed for any negative
Sutcomes as a result of omission of
physician ordered blood pressures.
There was no negative outcome.
The attending physician for each
resident was notified of the
omitted blood pressures.

for those having the potentiai to
be affected, the following has been
completed:

1. Al residents will be reviewed
by the facility’s pharmacist
each month, through the
pharmacist's
recommendations.

2. foranyresident identified
to have a missing blood

' pressure; the DON will
immediately educate each

FORM CM$-2567(02-99) Previous Versions Obsolale

Event ID:WE2L14

Facility ID: 923405

if continuation sheet Page 15 of 21




DEPARTMENT OF HEALTH AND HUMAN SERVICES

_CENTERS FOR MEDICARE &

MEDICAID SERVICES

PRINTED: 06/01/2011
FORM APPROVED

OMB-NO. 0938-0391

8/17/09 re-admit 9/24/10 Diagnosis included
Hyperiension and Cardio Vascular Accident with
left Hemiparesis.

A review of the electronic physician orders for the .

month of March; April and May 2011 revealed the
resident was being treated for hypertension with
Isosorbide 20mg daily for Hypertension and Lasix
{diuretic) 80mg daily. Also the blood pressure
was {0 be taken weekly on Wednesday.

A review of the Medication administration Record
(MAR] for the months of March, April and May
2011 revealed that only one blood pressure was
recorded for the month of March 2011 on

employee responsibfe for the
omission.

in addition, alt
administrative nurses (DON,
MBS nurse, SDC, Clinical
Coordinator and wound

 nurse} will routinely monitor

to ensure that appropriate
assessment and intervention
accurs for each resident to
include Blood Pressure
Monitoring.

Systemic changes are:
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3/16/11. A review of the vital sign sheet and the 1. The Pharmacist’s

nurses notes for March 2611 reveated no recommendations will be
documentation of any other blood pressure for reviewed by the DON prior
the month of March. . to being given to Clinical
The MAR for April 2011 where the blood pressure coordinator.

‘was to be recorded was blank for the eptire , 2. The clinical coordinator
month. A review of the vital sign speet and the 5 will ensure

nurses notes fqr the month of Aprit 2011 reveafed recommendations for
?okdocumeniatton of a blood pressure being medications for medications
aken. ’ . ;

A review of the MAR for May 2011 revealed no -::eil;c:;s::yg::n and
recorded blood pressure from the tst through the with assistance of the DON ~
11th. A review of the vital sheet record revealed will determine what in

no diocumentation of a blood pressure for the ) .

maonth of May 2011. A review of the nurses notes service education ne?ds. o
revealed a monthly summary dated 5/9/11 with a be completed for omissions
blood pressure of 108/58 recorded.

A review of the pharmacy review

recommendations for March, April and May 2011

identified the lack of blood pressure monitoring.

On 5/12/11 at 9:50am a telephone interview with
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the pharmacy consulted revealed that monitoring

-was part of her monthly; she checked for

laboratory tests, behaviors and vital signs "We
have had an issue with the blood pressure being
documented. We have done 2 in-services
regarding medication errors and documentation. |
have tatked to the facility about the blood
pressures not being recorded. [ tried to do an
audit on alf the residents when | was there in May
but | may have missed some | left a general
statement regarding my recommendations with
the clinical coordinator.”

5442111 at 10:16am an inlerview with {he clinical
coordinator revealed a manager was assigned
each hall to follow up on phamacy
recommendation.” When asked if there was a
form used for the follow up; the response was no
but "I usually write on the side of the form for the
corrections.”" We are monitoring them and the
nurses know but we do not have any forms or
documentation for that "I know it is still a problem
to get the nurses to document the blood
pressures.”.

An interview with the DON (Director of Nurses} on
5/15/14 10:30am revealed that she did an audit
on the 400 hall regarding the recording of the
blood pressures but "} do not have documentation
of it." " know we did an in-service last month on
this and it is still a problem.”

2. Resident #83 was admitted to the facility on
8112711 with diagnosis that included Hypertension
and Anemia.

A review of the electronic printed physician orders
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of Blood Pressures or other
clinical issues identified by
the pharmacist,

The pharmacist's
recommendations will be
discussed monthly during
the administrative nurses
meeting. The
recommendations will be
discussed the first week of -
each month.

Based on the findings from
pharraacist’s
recornmendations, the DON
will determine the staff that
require immediate in
service education.

Monitoring is as follows:
Education records wilt be
reviewed by DON each
month to ensure improved
compliance with blood
pressure monitoring.
Results will be reviewed at
the QA Meeting over the
next three months.
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for the months of April and May of 2011 revealed
the resident was being freated for hypertension
with Novase 5mg, Lotensin 20mg and Lopressor
20mg. Also the physician orders stafed take the
blood pressure weekly and document.

A review of the MAR (Medication Administration
Record) for the month of April 2011 revealed the
blood pressure was recorded on April 4th and on

Aprit 11th. The blood pressure for April 18th and o
25th were blank. A review of the vital sign sheet © -~
and the nurses notes had no documentation of a
blood pressure for Aprit 18th and 25th.

A review of the MAR for May 2011 revealed the
blood pressure for 5/2/11, 5/16/11 and 5/22/11
was blank. The blood pressure due on 5/8/41 was
documented on the MAR. A review of the vital
sign sheet and the nurées notes revealed no
documentation of a blood pressure for May 2, 16
and 22 available.

A review of the pharmacy review
recommendations for April and May 2011
identified the lack of blood pressure monitoring.

On 5M12/11 at 9:50am a telephone interview with
the pharmacy consulted revealed that monitoring
was part of her monthly; she checked for
laboratory tests, behaviors and vital signs "We
have had an issue with the blood pressure being
documented. We have done 2 in-services
regarding medication errors and documentation. |
have talked to the facility about the blood
pressures nol being recorded. 1 tried o do an
audit on all the residents when | was there in May
but | may have missed some | left a general
statement regarding my recommendations with

F 428

s
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the clinical coordinator.”

5M2/11 at 10:16am an interview with the cinical
coordinator revealed a manager was assigned
each hall to follow up on pharmacy
recommendation.”" When asked if there was a
form used for the follow up; the response was no
but "l usually write on the side of the form for the
corrections." We are monitoring them and the
nurses know but we do not have any forms or
documeéntation for that "l know it is still a problem
to get the nurses to document the blood
pressures.”.

An interview with the DON (Director of Nurses} on
5/15/11 10:30am revealed that she did an audit
on the 400 hall regarding the recording of the
blood pressures but "l do not have documentation
of it" "l know we did an in-service last month on
this and it is still a problem.”

3. Resident #8 was admitted 10/06/2010 with
diagnoses that included Hypertension {HTN),
Diabetes Mellitus, and Quadriplegia.

A review of the electronic printed Physician
Orders for 3/1-3/31/2011, 4/1-4/30/2011, and
5/1-56131/2011 that indicated Resident #8 was
receiving three medications daily for HTN and
was to have Blood Pressures (BPs) documented
weekly on Wednesdays.

Medication Administration Records (MAR)
reviewed for the months of March, April, and May
revealed that BPs were not recorded on 3/2/11,
3/9/11, 312311, 3130111, 4/20/11, 4727111, or
5/4/11. The Vital Sign Sheet reviewed contained
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F 428 | Continued From page 19
one BP for 10/06/10.

A review of the Pharmacist ' s Medication
Regimen Review for March 2011 found " many
weekly BPs not documented on March MAR. "
There was an additional note dated 5/5/11 that
indicaled nurses were aware of BP needs.

At 12:15 pm on 5/11/11 the Director of Nurses
{DON) stated in an interview that BPs should be
documented on the MAR or in Medicare Notes for
residents on Medicare. Record review indicated
{hat Resident #8 was not on Medicare,

On 5/12/11 at 9:50am a telephone interview with
the pharmacy consulted revealed that monitoring
was part of her monthly; she checked for
laboratory fests, behaviors and vital signs "We
have had an issue with the blood pressure being
documented. We have done 2 in-services
regarding medication errors and documentation. {
have talked to the facility about the bfood
pressures not being recorded. | tried to do an
audit on all the residents when | was there in May
but | may have missed some | left a general
statement regarding my recommendations with
the clinicat coordinator.” '

6/12/11 at 10:16am an interview with the clinical
coordinator reveated a manager was assigned
each hall to follow up on pharmacy
recommendation.” When asked if there was a
form used for the follow up; the response was no
but "1 usually write on the side of the form for the
corrections.” We are monitoring them and the
nurses know but we do not have any forms or
documentation for that "I know it is still a problem
to get the nurses to document the bloed
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F 428 | Continued From page 20 F 428
pressures.”.
An interview with the DON (Director of Nurses) on
5/156/11 10:30am revealed that she did an audit
on the 400 hall regarding the recording of the
blood pressures but *| do not have documentation
of i." "l know we did an in-service last month on
this and it is still a problem.”
In an interview on 5/12/2011 at 10:50 am Nurse
#3 revealed that she remembered an in-service
on documentation " awhile back, " butcan 't
remember when. She further stated " they do
audits of the charls frequently. "
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' Fillng the plan of carrention does not
. K 018 NFPA 101 LIFE SAFETY CODE STANDARD Ko1i8 canstitate sn sdmission that the
S$S=E defidencies alieged did, In fact, exist,

Doors protacting corridor openings In other than
required enclosures of vértical openings, exils, or
hazardous areas are substantial doors, such as
these constructed of 1% inch solid- bonded core

The plan of correctian is filed as
evidence of the facility’s desire to
comply with the raquirernents and to
continue to provide High qualivy of

. wood, or capable of resisting fire for at least20 - | care.
minutes. Doors in sprinkiered buildirigs are only K018 .
_ | .required to resist the passage of smoke. There is . . - Ff2901%
no impediment to the closing of the doors. Doors . “The following corrections were :
are provided with.a means suitable for keeping - completed: The 100 halt supply room
the door closed. Dutch doors. meetlng 19.3,6.3.6 door and the nouélshmem room door
dre permlﬂed. 19.3.6.3 In the special care unit have been
- . + odfusted and both close and latch for
Roller latches are prohibited by CMS regulations smoke Ught seal. '

in all health care facllities,
In regard 1o other potential life safety
Issues, the ESD has inspected all doors

. inthe fcillty 10 ensure thyt each door
does Indeed close 9nd latch for stmoke
tight seal.

The following measures have been put
_In plece to matntain compllance: The
ESD will peiform monthly Inspections

This STANDARD Is not met as ev;denced by. on evch door to ensure contiued
Surveyor, 27871 _ compliance. .
 Based on observations and staff interview at.  |* ' .
approximately 11:00 am onward, the following
itemns were noncompliant, specific findings-
include: supply room door on 100 hall would not.
close and latch and nourishment door on special

Corrective actions will be monitored by
3 review of the inspectigns each month
in factiity’s safety meeting.

care unit did not close and latch for smoke tight ) K029
seal, -
The follawing correction was . 7/29/11
42 CFR 483 70(3) completed: A magneticlocking ~
) mechanisi was installed to vhe dry
ngzg NFPA 101 LIFE SAFETY CQDE STANDARD K 029 storage door in the dietary
=
. depantment. The tock will release upon
. 3 .
One hour fire rated construction {with % hour ativation of fire afarm system.
meon%ﬁmecmn‘s ORP ovumﬁueggf?swwwgs s% TITLE d / (X6} DATE
L e cniftn Aot 2/l
Any cér ciency statement ending with an de}(iaa a deficlency which the mslilullon may be excused 4 from correcllng providing it ik delem;{nad that

other safeguards provide sulficienl proiection to the patlents. (See Instructions,) Except for nursing homes, the findings ataled above arg disclosable 90 days
following the date of survey whether or not a plan of cavrection js provided, For nursing hores, the above findings and plans of corraction are digclosable 14
days foilowing the date these dacuments are made available to the facllity. If deficlencles are cited, an approved plan of correction is requisits to continugd

program patticipation. . . .
L

o bt b Y ks e — s ot
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, fahlife safe
K 0298 | Continued From page 1 K 029]- fn regard 1 othor potentis)fo B

1ssues, all dooss throughout the facility

fire-rated-doors) or an approved automalic fire have heen nspected by the ESD for -

extinguishing system in accordance with 8.4.1

compliance.

andfor 19,3.5.4 protects hazardous areas. When | , C .
the approved automatic fire extinguishing system |  The foliowlng measures have been put
option is used, the areas are separated from In place ta melntaln compliancer The

‘| other spaces by smoke resisling partiions and " ESD will copduct a monthly inspection
doors. Doors are self-closing and non-rated or . for ali doors throughout the faciiity To
field-applied protecfive plates that do not exceed ' ' ensure continued compliznce, —

* | 48 Inches from the bottom of the door are T ' ,

permitted. 19.3.2.1 . Cbrrective actions will be manicored by

a review of the inspecilons each month
in facility’s safety meeting.

This STANDARD is not met as evidenced by;
- Surveyor: 27871 -

Based on observations and staff interview at
approximately 11:00 am onward, the following
ilems were noncompliant: door to dry storage
room in kitchen held open with a box,

42 CFR 483.70(a) - o ; _
'K 066 | NFPA 101 LIFE SAFETY CODE STANDARD K 066 K066 . 7/91%
SS=E - ‘
Smoking regulations are adopted and include no . The following corrections were
less than the following provisions: cornpleted: "Ashtrays and s self-closing
' ’ container, all which meets NFFA
(1) Smoking is prohibited in any reom, ward, or guidelines, were appropriately ploced
compartment where flammable iiquids, ' in the destgnated smoking ares outside
.| combustible gases, or oxygen is used of stored of the specisl care unit. -
and in any other hazardous location, and such
area is posted with signs that read NO SMOKING. ' In regavd to other potenial life safety
or with the international symbo! for no smoking. {sswres, the ESD has inspected all other
" designated smoking areas to ensure
'} (2) Smoking by patients classified as not thot all 3reas had propes ashirays 300
responsible is prohibited, except when under ‘ self-closing contalners piaced
di{ect SuPeNision_ . approprlawhr in the dasfgnated
smoNing arens.
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. DEFICIENGY) :
K 066 | Continued From page 2 K066 The followdng mepsures have been put
{3) Ashtrays of noncombustible materlal and safe in plate to maintain compliance;
design are prouided in all areas where smoking is education will be provided to staff that
+ | permitted, : the appropriate materials, he,, proper
ashtrays 3nd self-closing conwiner
(4) Metal contaitiers with self-closing cover must be readily accessible and
devices into which ashtrays can be empfied are appropriately placed at all-designated
readily available to all areas where smoking Is smoking areas. The ESD and the
S permltled . 19.74 e s R Adminigtrator wilt condurt weekly . . W s
' inspactions W ensure continued
complience.
Corrective actions wili be monitored by
' weekly Inspections being reviewed in . -
This STANDARD is not met as evidenced by; the facility's rmonthly safery meetings. I
Surveyor: 27871 ' '
Based on observalions and staft interview at
approximately 11:00 am onward, the following
lems were noncompliant: sitting area out of .
special care unit has excessive amounts of X104 © 7f9fu
cigarette butts on ground. Facility had proper '
ashtra)(s and self-closing container. However they The fom;wmg correctionwas
were hidden on side of hullding. completed: The rewrn damper i ducs ' J
' in smeke barrierveal! on 100 Ball has
. 42 CFR 483,70(a) R been sewiced'and i working properly.
K 104 | NFPA 101 LIFE SAFETY CODE STANDARD K 104
SS=E{ In regard to other potential Iife safoty
Penetrations of smoke barriers by.ducts are issues, the ESD has Inspectad the entire
protectan in accordance with 8.2.6 : duct system to determing that 2l
C f sroke dampers work properly.
The followlng measures have been put
in 'place to malninin compliance: The
ESD wifl conduct a monthly inspection
This STANDARD is not mat-as evidenced by: of ol ducts to ensure continued
Surveyor 27871 compllance.
Based on observations and staff interview at . T
.| approximately 11:00'am onward, the following e, e
.| items were noncompliant; return damper in duct I the faciliny’s monthly safety meeting,
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K 104 | Continued From page 3 K 104

in smoke barrier wall on 100 hall was in the
closed position on activation of fire alarm system,

42 CFR 483.70(a)

T I . i
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K 000 INITIAL COMMENTS K000
Surveyoar; 27871
1 Based on observalions and staff interview at
approximately 11:00 am onward, no LSC :
deficiencies were noted at time of survey.
; 42 CFR 483.70(a)
£ ;

lency sialement anding with én gb Y L
other safeguards provide sufficient proleclibn lo the patiants, (See ms!tuc!ians) Excepl for nursing hemes, the findings stated above are dlac)usah}a 80 days
following the date of survey whalhay or nol a ptan of corraction is providad, For nursing homas, the above findings dnd plans of correction are disclosable 14
days followlng the date these documents are made avallable to the fachity, $f deficlencies are cited, an approved plan of correction is requisite to continued

program paricipation. o
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