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38=D | RESOLVE GRIEVANCES F166
A resident has the right to prompt efforts by the . .
facility to resolve grievances the resident may On resident #2, the grievance was
have, including those with respact to the behavior responded to within 48 hours of
of other residents. ! receipt. The surveyor found the TED
hose 1o be off and in the wash due
This REQUIREMENT s not met as evidenced to being soiled on the day of the
by: .
Based on record reviews, observations and staff survey. The hose were reapplied -
inferviews the facility failed to resclve a grievance when received from the laundry.
for 1 of 1 residents wearing TED hose. (Residant
#). Another set of hose were obtained
The findings include: ]
Resident #2 was originally admitted to the facility as a backup for times that her other
on 11/21/11 and was readmitted on 5/2/12 with ones were soiled. Also, a care plan
diagnoses including Debility, Dementia with
behavior disturbance and Alzheimer's Diseasa. for the TED hose was developed.
Review of a Physician's note dated 5/9M2 read in
part, "2. RLE {Right Lower Extremity) edema - An audit was completed on all
TED stockings" Lt i
residents with TED hose by the DON
Review of doctor's orders dated 5/31/12 read in y 5 !
part, "TED compression hose 15-20 thigh high. ADON, Treatment Nurse, SDC, MD
The physician signed the order on 6/8/12." and the RN Supervisor. Ten
Review of Resident #2's Treatmeant Record .
i revealed the times Ted Hose were on and off: residents had orders for TED hose
Ted hose on 7:00AM-3:00PM and off and each one had their care plan
3:00P-11.00PM. ;
viewed and updated as necessary.
Review of Resident #2's Treatment Record from reviewe . P v
June, 2012 through October, 2012 revealed the Other residents that may be affected
TED hose was not inifialed by a Nurse as being by this have had another pair of
on: In June TED cempression hose was not .
1 initialed by a Nurse on Treatment Record six hose ordered and received so there
{ days out of thirty days, 6/1/12, 6/2/12, 6/7/12, would be no break in their
6/15/12, 6/25/12 and §/29/12. In July, 2012, the
compression hose was initialed by a Nurse 29 ’
days out of thirty days. In August, 2012, the
s A4 i
TITLE 148} DATE
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Any defcéncy stalement endm.g witha astensk (*} denotes a deficiency which tha institution may te excuéed from correcling providing |t is determined that
aother safeguards provide sutficient protection to the patients, (See instructions.) Except for aursing homes, the findings stated above are disclosable 90 days
foflowing the date of survey whether or not a plan of correction is provided. For nursing homas, the abova findings and plans of correction are disclosable 14
days following the date these decuments are made avaitable to the facifity. If deficiencies are cited, an approved plan of correction Is requisite to continued
program participation.
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compression hose was initialed by a Nurse,
twenty-six days out of thirly days . The days not
initialed in August included: 8/26112, 8/27/12,
8/28/12 and 8/29/12. In September, 2012, the
TED hose was initialed by & Nurse twenty seven
days out of thisty days. In October, 2012, the TED
compression hose was not initialed in the
Treatment Record by & Nurse on 10/8/12 and
1019112,

On 10/9/12 at 11:30AM Resident #2 was
observed sitting in her wheelchair in her room.
She was not wearing ted hose, A family member
sitting in Resident#2's room was concemead
Resident #2 was not wearing ted hose because
of her medical condition.

During an interview on 10/3/12 at 3:10PM, NA#S
revealed she usually put on Resident #2's TED
hose every day. She revealed the reason
Resident #2 was not wearing TED hose was
because they were in the faundry and she had not
gone to the laundry to get them because it had

 stipped her mind,

During an interview on 10/9/12 at 3:20PM, Staff
Nurse #5, stated the reason Resident #2 did not
have on TED hose was because the TED hosa
had not come back from the taundry. She
revealed Resident #2 had two pair of TED hose
but apparently both were in the faundry. She
stated Resident #2 needed a new pair of TED
hose. She revealed Resident #2 did not have a
problem wearing TED hose. Staff Nurse #5
stated when she passed medication during the
morning, she checked o see if Resident #2 had
on TED hose. She stated the reason the
Treatment Record for Resident #2's TED hose
was not checked off on the moming of 10/9/12
was that she had not gotten around to
decumenting sverything.

FORM CiMS-2557(02-99) Previous Versions Obso'ste
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Facil,

residents that utilize TED hose have
also had their care plans updated to
reflect their use.

Residents that are given orders for
TED hose will be reviewed at the
morning meetings, and care plans
will be developed immediately by
the MDS nurse. All residents will
have a backup pair available to
exchange if the need arises. Nurses
have been in serviced on
documentation of the application of
the TED hose on Qctoherl5, 2012 by
the DON, ADON, 5DC and the 3-11
RN supervisor,

The application of TED hose will be
monitored by the charge nurses,
DON, ADON, SDC, RN Supervisor,
and the corporate nurse consuitant,

The results of the monitoring will be
brought before the Quality
Assurance Committee monthly for 3
months and then every 6 months
thereafter for a period of 1 year.

t Page 2°f25.
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During an interdiew on 10110112 at 2:25PM, the
facility Treatment Nurse had a pair of thigh fength
TED hose in her hands. She ravealad she bought
the pair of TED hose yesterday, but there were i
several in the centeal supply room in the faclity '
and more could be ordered if needed.

During an interview on 10/9/12 at 4:10BM, tha
Director of Nursing (DON) stated Resident #2
wore TED hase because she had fluid or
circulatory issues. She stated, in May, the doctor -
gxamined Resident #2 and noticed she had right
lower extremity edema and he ordered the TED
hose. She revealed the medical doctor told them
when to put TED hose on and when to take them
off. She stated Resident #2 should hava them off
in the avening, The DON stated Resident #2's
family wanted the thigh high TED hose and those
kind of TED hose cost about $100.00. The DON
stated the family had a complaint one morming in
July when Resident #2 did not have on TED
hose. One pair of TED hose was soiled and they
{staff) had to get another pair. The DON revealed
sometimes one pair of TED hose might have

been in the laundry and there was a delay in
getting the other pair, but it was not a lengthy

time. The DON revealed if one pair of TED hose
was soiled they tried to have another pair
available. The DON stated her expectation for
ensuring Resident #2 wore TED hose was when
she was up the TED hose should be on her clean
and dry. If one pair was soiled, get another pair to
put them on within time constraints.

483.15(h)(2) HOUSEKEEPING &

MAINTENANCE SERVICES

The facility must provide housekeeping and
maintenance services necessary to maintain a

sanitary, orderly, and comfortable interior, [
i

F 166

F 253
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This REQUIREMENT is not met as evidenced
by:

Based on observations and interviews the facility
failed to maintain a clean and sanitary wheelchair
for 1 of 11 sampled residents. (Resident # 1)

Finings include:

Resident #1 was admitted to the facility on
812412004 with diagnoses of dementia,
hypertension. congestive heart failure, and
dysphasia.

Review of the resident’ s latest annual
assessment for the Minimum Data Set (MDS)
was dated 7/23/12. The MDS documanted staff
had to anticipate resident ' s naeds due to
cognitive impairment with severe impairment of
daily decision making skills. Resident #1 was
dependent on staff for all areas of daily cars. The
resident was incontinent of bowel and bladder
and received all nutrition through a gastronomy
tube. The MDS revealed the resident often
resisted care.

The resident was observed during the initial tour
on 10/9/12 at 10:10 AM. Resident #1 was sitling
in her wheel chair with Jevity 1.5 infusing through
the gastronomy tube. Each dme the resident was
observed on 10/9/12 she was sitting in her
wheelchair with the feading pump beside her
chair.

A review of the resident ' s medical record
revealed she had a history of pulling at her
gastronomy tube and it had last been raplaced in
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Resident #1 had her wheelchair |
cleaned on the day of the survey by
the housekeeping supervisor,

The housekeeping supervisor had
developed a schedule to clean
wheelchairs on Thursday nights on
an ongoing basis for all wheelchairs
in the facility. This plan was to and
did begin on the following day,
October 11 on the evening shifi. At
that time, wheelchairs were
thoroughly washed and returned to
the residents that they belonged to.

An in-service was held with
housekeeping and nursing staff an
October 11, 2012 concerning the
new schedule. The supervisor's
schedule provides a systemic change
for the entire facilities wheel chair
washing. Also, any staff or resident
may request that a problem chair be
washed by letting the housekeeping
supervisor or the assistant
housekeeping supervisor know.
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August of 2012.

Resident #1 was observad on 16/10/12 at 2:00
Pid receiving incontinent care. The empty
wheelchair was located beside the bed facing the
door. The wheseichair was observed to have
multipte drips of a dried brown substance which
extended from ang side of the inner back panel
of the chair to the other side. The drips began at
the top of the back support panel of the chair and
extended the entire length down to the seat
cushion. The right side innsr panel of the
wheelchair was covaered with a dried brown
substance that had started to flake off . The seat
cushion had a quarter sized arsa of a dried brown
substance on the back right corner and three pea
sized areas on the same dried substance near
the middle of the seat. A 3 inch area of a dried

j brown substance was noted on the front of the
wheselchair cushion. The resident had been
sitting in the wheeichair during all previous
observations.

Mursing Assistant (NA) #4 stated on 10/9/12 at
11:15 AM rasidents in wheelchairs are checked
every two hours. She indicated the residents ara
assisted to stand with a sit to stand lift or the NA
helps them stand so they can be checked {o see
if they need incontinent care.

NA#5 stated on 10/10/12 at 2:10 PM the resident
had pulled her gastronomy tube out saveral
times. She pointed out an abdominal band the
resident wore to protect the site. The NA the
resident had her gastronory {ube last replaced
in August and she was not aware of any further
incidents with the tube.

the CNAs, charge nurses,

assistant housekeeping s

thereafter for 1 year.

Wheelchairs will be monitored by
housekeeping supervisor and

and administrative staff for
cleanliness and adherence to the
cleaning schedule. Resuits of the
monitoring will be brought to the
quality assurance commi
months and then every 6 months

upervisor

ittee for 3
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The Director of Nursing (DON) observed the
wheelchair on 10/10/12 at 2:20 Pil. She stated it
should have been cleaned. She stated someone
should have seen the chair and either cleaned it
or reported the chair to housekeeping. The DON
revealed housekeeping was responsible for
cleaning wheelchairs, She calied NA #5into the
room to clean the chalr. NAF 5 returned to the
raom with cleaner and a towel. She scrubbed the
chair but the substance would not come off.

The Housekeeping Supervisor came into the
resident ' s room at 2;45 PM. He stated he was
new to the job and had only been at the facility for
3weeks. The Superviser revealed he had
initiated a cleaning schedule for all facility
equipment and whesichairs. He stated the
medical equipraent and whesichairs would get a
thorough cleaning once a month on a specified
day in addition to as needed cleaning. Resident
#1' s wheelehair was scheduled to be cleaned
the next day. The Supervisor stated he did not
have a system currently in place for staff to report
equipment that nesded cleaning. He indicated
staff verbally reported any cleaning needs to him.

On 107102 at 3:30 PM the Housekeeping
Supervisor reported he had personally cleaned
Resident #1 ' s whesichair. The Supervisor
stated he sprayed the wheelchair with Ui (a
disinfect and clearer used by the facility} and let it
soak for about 15 seconds. The whestchair was
then scrubbed with steel wool. The dried
substance was removad by the steel wool. The
Supervisor reported the wheelchair was sprayed
and wiped clean with a dry cloth.

The wheelchalr was observed in Resident #1's
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$3=0 { COMPREHENSIVE CARE PLAMNS

A faciiity must use the results of the zssessment
to develop, review and revise the resident's
compreheansive plan of care,

The facllity must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment.

The care plan must describe the services that are
io be furnished to attain or maintain the resident's
i highest practicable physical, mental, and
psychosocial well-baing as required under
§483.25; and any services that would othenwise
be required under §483.25 but are not provided
due to the resident's exercise of rights under
§483.10, including the right to refuse treatment
under §483.10(b)(4).

This REQUIREMENT s not met as evidenced
by:

Based on observations, record review and staff
interviews the facifity failed to develop a care ptan
for behaviors for 2 of 5 sampled residents with
behaviors (Residant #3 and Resident #2) and
failed to care ptan anti-embolism stockings for 1
of 1 sampled residents with anti-embelism
stockings (Resident #2).

The findings include:

FORM ChS-2567{02-59) Previous Versions Obsolate Evant 10; DIKM1

Resldent #3 had a care plan
developed for behaviors by the l
sacial worker of the facility.
Resident #2 had a care plan
developed by the MDS staff for TED
hose. Both were completed on

October 11, 2012.

An audit was completed on all

residents that have behavior issues
as well as those having TED hose to
determine if they had care plans in
place for behaviors or TED hose.
Ten residents had their care plans
updated for the TED hose and 27
had their behavior care plan
updated. Any resident that did not
have the appropriate care plans
available had a care plan completed.
The facility MSW completed
behavior care plans as appropriate
and the MDS nurses completed care
plans concerning TED hose. These
were completed by October 19,

2012,

Facility 113 943387
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1. Resident #3 was admitted to the facility on
01/25/11 ard had diagnoses that included
Damentia with Behavioral Symptoms.

The Care Area Assessment (CAA) for bshaviors
dated 04/18/12 showed that tha resident resisted
care at times and ihat the resident was at risk for
injury related to poor safety awarsnass, The CAA
read: "Care plan will be developed to assure
resident's safety.”

The Quarterly Minimum Data Set {MDS)
Assessment dated 7/13/12 showed that the
resident had shart and long term memory
problems and was severely cognitively impaired.
The MDS showed that the resident had no
behaviors during the 7 day assessment paricd,

The resident's Care Plan dated 02/01/11 and last
updated on 10/08/12 did not address the residant
' s behaviors.

An interview was conducted with a nursing
assistant (NA #1) frequently assignsd to the
resident on 10/10/12 at 9:30 AM. MA #1 stated
that the resident did not resist care every day but
when in a certain mood the resident would hit and
curse at staff and tell them to leave him alone.

On 10M0M2 a1 1:20 PM NA #2 and NA #3 were
observed to enter the resident' s room to provide
incontinant care. The 2 NAs explained to the
resident what they needed to do but the resident
pushed his hand toward NA #2 and shook his
head no, NA #2 stated that they would have to
come back tater and try again.
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As a systemic change the
administrative staff has been in

serviced {on October 11, 2012 by the

$DC and DON) to pick out of the
morning meetings the residents that
have new orders for TED hose and
those that have exhibit behaviors
overnight so that a care plan can be
generated for them. Each morning
the 24 howr reports indicate new
information concerning each
resident change.

The DON, ADON, RN supervisor,
$DC, MDS nurses and the social
worker will monitor care plans on
residents with behaviors and those
with TED hose. The monitoring will
be presented to the Quality
Assurance committee monthly for 6
months then every 6 months
thereafter for a period of 1 year.

!
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MDS Nurse #1 stated in an interview on 10/10/12
at 2:36 PM that the social worker did the care
plans for behaviors. The MDS Nurse was
observed to review the resident's care plan and
stated that thare was not a care plan for
behaviors. The MDS Nurse stated that the social
warker might have the care plan in her computer
but that it should be with the resident's care plan.

The Director of Nursing stated in an interview on
1071012 at 2:45 PM that the social worker did the
care plans for behaviors and that they were
usually the first cnes completed. The DON stated
that she did not understand why the resident did
not have a care plan for hehaviars.

The Social Worker stated in an interview on
10M0/12 at 3:50 PM that she knew that she did a
care plan for behaviors for the resident but did not
know what happened to it. The Social Waorker
stated that she could not find 2 care plan for
behaviors following the admission or quarerly
MDS assessment.

2. Resident #2 was coriginally admitted to the
faciiity an 11/21/11 and was readmitted on 5/2/12
with diagneses including Debility, Dementia with
behavior disturbance and Alzheimer's Disease.

Resident #2's Care Area Triggsr Worksheet
(CAT) for behaviors dated 7/18/12, includad,
Hlnesses or Cenditions, " Long standing mental
health problem associated with the behavioral
disturbances, such as schizephrenia, bipolar
disorder, depression, anxiety, post-traumatic
stress disorder.” "Sariousness of Behavior
Symptoms” included, "Resident displays

|
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behavior symptoms that impacts self or others.
Resident is immediate threat to self, (Immediate
Intervention Reguired). Residentis immediate
threat to others. {Immediate intervention
required).” Possible causes and contributing
factors and risk factors related to the care area:
Resident yells out continuously throughout the
day. When asked what she needs she stated , *
I'mbaored” "I'mlonely," or not given reason.
"Resident is new admit and has diagnosis of
advanced dementia. This puts resident at risk for
social isolation and nseds not baing addressed.
Under Care Plan Considerations read, "Care
Plan will be devetoped to attempt to reduce
behaviors."

"

The Significant Change Minimum Data Set
{MDS) Assessment dated 07/18M2, revealed
Resident #2 Had a BIMs score of 13 which
indicated she was cognitively intact,

Resident #2's Care Plan was last reviewed on
8/13/12. The Care Plan addressed the resident's
behaviors of yelling throughout the day, however
the Care Plan did not address the resident's
behaviors of hitting, Kicking , biting staff, hitting
resident and threatening behaviors.

During an interview on 10/9/12 ai 3:10PM,
Nursing Assistant #6 stated Resident #2 was
very aggressive, would fight and used vulgar
language. She revealad when Resident #2
exhibited aggressive behaviors she would talk to
her to try to get her calm. Nursing Assistant #6
stated she did not know what causad Resident #2
to get upset.

The Director of Nursing stated in an interview on
10/10/12 at 2:45 PM that the social worker did the
care pians for behaviors.
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Buring an inferview on 10/10/12 at 3:53PM, MDS
Nurse #1 stated the social worker was
responsible for doing care plans for behaviors.

Buring an interview on 10/10/12 at 11:23AM, the
facility Social Worker stated she could not find a
care plan for behaviors which addressed hitfing,
kicking and other behaviors. She revealed facility
staff had received training on resident's behaviors
that escalate. She stated she had gotten the
Assistant Director of Nursing and the Staff
Development Coordinator involved in the
process.

3. Resident #2 was originally admitted to the
facility on 11/21/11 and was readmitted on 5/2/12
with diagneses including Debility, Dementia with
behavior disturbance and Alzheimer's Disease.
The Quarterly Minimum Data Set Assessment
dated 07/18/12 showed that resident #2 required
extensive assistance with dressing.

Review of doctor ' s orders dated 5/31412 read in
part, "TED compression hese 15-20 thigh high.
The physician signed the crder on 6/8/12."
Review of Resident #2's {reatment record
revealed the times ted hose were on and off:

Ted hose on from 7:00AM-3:00PM and off
3:00PM through 11:00PM. During an interview on
1010/12 at 3:53PM the MDS Goordinator stated
sometimes she would update the Care Plan if
they had an order for TED hose.

Review of Resident #2's Care Plan dated 7/19/12
revealed TED hose was not addressed in the
Care Plan. The last time Resident #2's Care Plan
was reviewed was 8/13/12.

Buring an interview on 10/9/12 at 4:10PM, the
Director of Nursing (DON) stated that Resident
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Each resident must receive and the facility must
provide the necessary cars and services to aitain
or maintain the highest practicable physical,
mental, and psychosacial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REGUIREMENT is not met as evidenced
by:

Based on observation, record reviews and staif
interviews, the facility faifed to ensure a residant
wore TED hoese as ordered by the Physician for 1
of 1 residents wearing TED hose. (Resident #2)
The findings include:

Resident #2 was originally admitted to the facility
on 11/21/11 and was readmitted on 5/2/12 with
diagnoses including Debility, Dementia with
behavior disturbance and Alzheimer's Diseaso.

Review of a Physician's note dated 5/9/12 read in
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#2 wore TED hose because she had fiuid or
circulatory issues. She stated in May, the doctor
examined Resident #2 and noticed she had right
lower extremity edema and he ordered the TED
hose. She revealed the meadical doctor told them
when fo put TED hose on and when to take them
off. She stated Resident #2 should have them off
in the evening. The DON revealed her
expectation for ensuring Resident #2 wore TED
hose was she was up, the TED hose should be
on her clean and dry. [f one pair was sciled, get
another pair to put them on within time
constraints. She stated Resident #2's TED hose
should have been included on her Care Plan.
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309
s8=n 1 HIGHEST WELL BEING
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par, "2. RLE (Right Lower Extremity} edema -
TED stockings™

Raview of doctor's orders dated 5/31/12 read in
part, "TED compression hose 15-20 thigh high.
The physician signed the order on 6/8/12."
Review of Resident #2's Treatment Record
revealed the times Ted Hose were on and off:
Ted hose on 7:00AM-3:00PM and off
3:00P-11:00PM.

Review of Resident #2's Treatment Record from
June, 2042 through Octobar, 2012 revealzad the
TED hose was not initialed by a Nurse as baing
ot In June TED compression hose was not
initialed by a Nurse on Treatment Record six
days out of thirty days, 8/1/12, 8/2/12, 67112,
B/15/12, 625712 and 6/29/12, In July, 2012, the
compression hosa was initialed by a Nurse 29
days ouf of thirty days. In August, 2012, the
compression hose was initialed by a Nurse,
twenty-six days out of thily days . The days not
initialed in August included: 8/2612, 8/27/12,
8/28/12 and 8/29/12, In Septembar, 2012, the
TED hose was inifialed by a Nurse twenty seven
days out of thirty days. in Cclober, 2012, the TED

i compression hose was not initialed in the

Treatment Record by a Nurse on 10/8/12 and
10/9712.

On 10/9/12 at 11:30AM Resident #2 was
observed sitling in her wheelchair in her room.
She was notwearing ted hose. A family member
sitting in Resident#2's room was concerned
Resident #2 was not wearing ted hose because
of her madicat condition,

During an interview on 10/9/12 at 3:10PM, NA#S
revealed she usually put on Resident #2's TED
hose every day. She revealed the reason
Resident #2 was not wearing TED hose was
because they were in the laundry and she had not
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On resident #2, the grievance was
responded to within 24 houwrs of
receipt by the DON. The surveyor
found the TED hose to be off and in
the wash due to being soiled on the
day of the survey. The hose were
reapplied when received from the
laundry by the CNA.

Another set of hose were obtained
as a backup for times that her other
ones were soiled. Also, a care plan
for the TED hose was developed.

An audit was completed on all
restdents with TED hose. Gther
residents that may be affected by
this have had ancther pair of hose
ordered and received so there would
be no break in their application as
ordered. Five residents were
identified as needing another pair of
TED hose. Other residents that
utilize TED hose have also had their
care plans updated to reflect their
use.

{
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gone to the laundry to get them because it had Residents that are given orders for
slipped her mind. ilh . d at the
During an interview on 10/9/12 at 3:20PM, Staff TED hose will be reviewe
Nurse #5, stated the reasen Resident #2 did not morning meetings and care plans
nave on TED hose was because the TED hose . : :
ediate the
fiad not corne back from the laundry. She will be developed {mm .
revealed Resident #2 had two pair of TED hose MDS nurse. All residents will have a
but apparently both were in the faundry. She backup pair available to exchange if
stated Resident #2 needed a new pair of TED . h b in
hose. She revealed Rasident #2 did not have a the need arises. Nurses nave peen
problem wearing TED hose. Staff Nurse #5 serviced on documentation of the
stated when she passed medication dusing the o
morming, she checked to see if Resident #2 had application of the TED hose on
on TED hose. She stated the reason the October 15, 2012 by the DON,
Treatment Record for Resident #2's TED hose SDC and the 3-11 RN
was not checked off on the morning of 1079742 ADON'_
was that she had not gotien around to supervisor.
documenting everything.
During an interview on 10/10/12 at 2:25PM, the | . The application of TED hose will be
facility Treatment Nurse had a pair of thigh length : i . h
arge nurses
TED hose in her hands. She revealed she bought monitored by the charg o
the pair of TED hose yesterday, but there were DON, ADON, SDC, RN Supervisor,
several in the central supply room in the facility and the corporate nurse consultant.
and more could be ordered if needed.
During an interview on 10/9/12 at 4:10PM, the I .
Director of Nursing {(DON) stated Resident #2 The results of the momt?rmg wiltbe 0 /ﬁ /
wore TED hose because she had fuid or brought before the Quality / |
circulatory issues. She stated, in May, the doctor 1 3
) . e Committee monthly for
examinad Resident #2 and noticed she had right Assuranc Y
lower extremity edema and he ordered the TED months and then every 6 months
nose. She revealed the medical doctor told them thereafter for a period of 1 year.
when to put TED hose on and when to take them
off. She stated Rasident #2 should have them off
in the evening. The DON stated Resident #2's
family wanted the thigh high TED hose and those
kind of TED hose cost about $100.00. The DON
stated the family had a complaint ene morning in
July when Resident #2 did not have on TED
i
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hose. One pair of TED hose was sciled and they
(staff) had to get ancther pair. The BON revealad
sometimes one pair of TED hose might have
been in the laundry and there was a defay in
getting the other pair, but it was not a lengthy
time. The DON revealed if one pair of TED hose
was soiled they tried to have another pair
availzble. The DON stated her expectation for
ensuring Resident #2 wore TED hose was when !
she was up the TED hose should be on her clean
and dry. If cne palr was soiled, get another pair to
put them on within time constraiats.

F 329 483.25(h DRUG REGIMEN IS FREE FROM ) F 329
55=E | UNNECESSARY DRUGS

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

Based on a comprehensive assessment of a
rasident, the facility must ensure that residents
who have not used antipsychotic drugs are not
given these drugs unless antipsychotic drug
therapy is necessary {o treat a specific condition
as diagnosed and documented in the clinical
record; and residents who use antipsychotic
drugs receive gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effori to discantinue these
drugs.

v
1
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This REQUIREMENT is not met as evidenced
by:

Based on observations, record reviews, and
interviews with staff, the faciity faifed to ensure
residents received the correct dosage of Exelon
by not removing prior medicated patches before
applying a new patch for 2 of 2 residents.
{Resident #1, Resident #3)

Findings include;

1). Resident #8 was admitted to the facility on
771572010 with diagnoses of Alzheimers
disease, severe dementia with psychetic agitated
features, amviety disorders, and depression.

A review of the resident's Physician Orders
ravealed the resident had an order for the
dementia medication Exelon. The resident's
medical order read: " Exelon 9.5mg/24hr pateh,
Apply ong patch topically daily " . Exelonis a
medicatad patch for mild to moderate dementia

symptoms which is applied directly on the patient.

The medication Is absarbed through the skin.
The drug insert stated failure to remove an old
patch before the application of a new patch could
result in overdose side effects to the patient. The
most common side effects listed were nausea,
vomiting, and diarthea. More severe side affects
included confusion, hallucinations, cerabral
vascufar accidents (stokes), irregular heart rates,
and gastrointestinal bleeding.

During medication pass on 10/9/12 at 10:45 AM
Resident #8 was cbsarved while the nurse

F 3291
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Resident #1 and resident #8 had
their Exelon patch removed
immediately upon discovery. Both
residents did not exhibit any adverse
side effects of the expired patch.
The DON and ADON began an
immediate investigation of the
incident on these two residentsinan |
attempt to locate the cause of the
residents not having the old patch
removed prior to application of the
new patch. Staff was immediately in
serviced on proper patch
administration.

The DON, ADON, SDC and the RN
Supetvisor immediately audited all
residents on patch therapy.
Nineteen residents were noted to
have patch orders. Body checks
were conducted on those residents

E
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administered her morning medications. Nurse #
3 lowered the resident's top to place an Exelon
patch on her back, The resident was observed to
have 2 Exelon patches on. One patch located on
her upper laft arm near the juncture of the
shoulder was dated 10/7/12. The second patch
dated 10/8/12 was located on the right upper
flank area of the back., Nurse #3 removed the
fwo patches and stated the resident should only
have one paich on. The nurse revealed all staff
knew you wsre to take off a transdermal patch
before you placed a new one on the resident..
The facility poficy was to date and initial the patch
before placement.

Observation of the resident did not reveal any
signs or symptoms of adverse effects of the
doubfe dosage.

i During an intervisw with the Director of Nursing
! (DON) on 10/10/12 at 2:35 PN she stated it was

her expeciation staff nurses would check each
resident carefully and remove any old
transdermal patches prior to placing a new one
on the resident.

2). Resident #1 was admitted {o the facility on
8124/2004 with diagnoses of dementia,
hypertension, congestive heart fallure and
dysphasia.

A review of tha resident’s Physictan Orders

! revealed the resident had an order for the

dementia medication Exelon. The resident’ s
medical order read: " Exelon 8.5mg/24hr patch.
Apply one patch topically dafly *. Exelonis a
medicated patch for mild to moderate dementia
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that utilize the patch by the DON,
ADON, Treatment nurse, SDC, and
RN supervisor. No further incidents .
were found with expired patches on
the residents.

in-services began immediately
{October 11, and another on
October 25 with nurses and med
aides) concerning proper application
of patches on residents by the 5DC,
Don, and ADON. The ADON
developed a patch placement
protocol form to show where and
when patches should be placed on
the body. This was in serviced on the
same dates.

The DON, ADON, SDC, RN supervisor
and the corporate nurse consultant
will monitor residents with patches
on a weekly basis for 3 months and
then quarterly thereafter for a
period on 1 year. This monitoring
will be presented to the Quality
Assurance Committee each month
for 6 months and quarterly
thereafter for 1 year.

A
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symptoms which is applied direclly on the patient.
The medication is absorbed through the skin.
The drug insert stated failure to remove an old
patch before the applicaticn of a new patch could
result in overdose side effects to the patient. The
most common side effects listed were nausea,
vomiting, and diarrhea. More severe side effects
included confusion, hallucinations, cerebral
vascular accidents {stokes), irregular heart rates,
and gastrointestinal bleeding.

During an ¢bservation of Resident #1 on 10/9/12
at 11:50 AM Nursing Assistant (NA) #4 lifted the
residant's shirt. Two Exelon patches dated
10/7/42 and 10/8/12 were observed on the
resident. One patch was located on the right
upper shoulder blade. The second patch had
been placed on her left upper arm near the
juncture of the shoulder. Observation revealed
the Exelon patch scheduled for 10/9/12 at 9:00
AM had not baan applied.

Observation of the resident did not reveal any
signs or symptoms of advarse effects of the
double dosage.

MA #4 stated the two paiches should not have
baan on the restdent. She revealed nursing takes
off one paich before another paich is placed on
the resident. NA#4 reporied staff nurses date the
patches to ensure the resident receives a new
patch each day. The NA stated if the resident
had on mere than one pateh the resident was
getting too much medication. The NA
immediately left the room and told the nurse
about e two patches.

During an interview with the Director of Nursing
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(DON) on 10/10M12 at 2:35 PM she stated it was F332
her expectation staff nurses would check each .
resident carefully and remave any old Resident #8, #9, #10 and #11 have
transdarmal patches prior to placing a new one been getting their medications as
on the resident. d. Medicati that should
F 332 | 483.25(m)(1) FREE OF MEDICATION ERROR F 31 ordered. Medications tha

$S8=£ | RATES OF 5% OR MORE

The facility must ensure that it is free of
medication error rates of five percent or greater.

This REQUIREMENT is not met as evidenced
by:

Based on observations, record review and staff
and physician interviews the facility failed to
ensure a medication error rate of less than 5% as
evidenced by 5 errors out of 81 opportunities
resulting in an error rate of 8.18% for 4 of 14
resident ' s cbserved durdng medication pass
{Resident #10, #11, #8 and #9). The findings
include:

1. Resident #10 was admitted to the facility on
Q7/30/10 and had diagnoses that inciuded
Alzheimer' s Dementia.

A review of the resident ' s October 2012 monthly
physician ' s orders revealed an order that read: "
Aricept 10rmg {milligrams) tablet. Take 1 tablet by
mouth once daily,

Aricept is a medication used to slow the
progression of Dementia,

The resident ' s Medication Administration Record
for October 2012 revealed an entry that read; "

not be crushed are no longer
crushed, medications that are to be
administered within a certain time
frame are being given on time,
medications that are required to be
coated and patches are being given
as per proper protocol.

The DON, ADON, SDC, and RN
supervisor audited resident
medication passes and corrected
any potential issues that came up.

Since the survey, the DON, ADON,
RN Supervisor, SDC and Consultant
Pharmacist have been following
each nurse on med passes 10
observe for any errors in medication

administration.
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Aricept 10mg tablet. Take 1 tablet by mouth once
daily (DO NOT CRUSH).

On 10/09/12 at 10:36 AM, Nurse #1 was
observed to administer medications to Resident
#10. The aurse was observed to place 1 Aricept
10mg tablet, 1 multivitamin tablet and 1 Namenda
10mg teblet in a medicine cup. The nurse then
emptied the cup of pills into a small plastic bag
and put the bag in a pill crusher and crushed the
medications. The nurse than combined the
medications with applesauce and administered
the mixiure to ihe resident.

in an interview with Nurse #1 on 16/09/12 at 3:05
PM the Nurse stated that she crushed the
resident ' s medications because this was the
only way to get the resident ' s medications in her.
The Nurse stated that she needed to call the
doctor.

On 10/69/12 at 4:00 PM an interview was
conducted with a pharmacist af the facility * s
coensutting pharmacy. The Pharmacist stated that
research was done and data could not be found
that Aricept could be ceushed and get the desired
effect. The Pharmacist stated that if they know
that a resident’ s medication needs to be crushed
they send a disintegrating Aricapt tablet instead of
the regular tablet, The Pharmacist stated that
they had no information that Resident #10' s
medications needed to be crushed.

The Directer of Nursing stated in an interview on
10/10/12 at 2:45 Pivt that if a resident ' s
medications needed o be crushed she would
expect the nurse to call the pharmacy to see if
there was a liquid or aliernative medication that
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In-services were held on October 11,
15, 18, 25 and 29", The in-services
contained information on crushing
meds, proper medication
administration, medication
administration documentation,
timeliness of administration, patch
administration, and utilizing the
medication that was ordered for the
resident. Med pass competency was
held with all nurses, and medication
aides. Notification of social worker
of any resident that exhibits
behaviors was also in serviced.

Medication error rates will be
monitored by the DON, ADON, 5DC,
consultant pharmacist and the RN

Medication error rates will be
monitored by the DON, ADON, SDC,
consultant pharmacist and the RN
supervisor by following a nurse
during medication passes and
calculating and errors. Any errors
will be dealt with on the spot and
return demonstrations will be asked

for.

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

Event 10; DK1Y

Eaciity 1D 43187~ If continuation sheel Page 20 of 25



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 1042412012
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES (%) PROVIDER/SUPPLIERICLIA {2y MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
8. WING ¢
345291 ' 10/10/2012
MNAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CORE
ECT AVENUE
UNIVERSAL HEALTH CARE  OXFORD 500 PROSPECT AVENY
QXFORD, NC 27565
X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTICN 5
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD B2 COMPLETION
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 332 | Continued From page 20 F 332 _
could be used for the resident. . H
Results of the monitoring will be 3 1

2. Resident #10 was admitted to the facility on
07/30/10 and had diagneses that included
Gustatory Rhinorrhea.

A review of the resident ' s physician ' s orders for
October 2012 showed an order that read; "
Alrovent nasal spray. Use 2 sprays into each
nostrl befere breakfast.

Atrovent nasal spray works by decreasing the
fluid production in the glands that ling the nasal
passages, helping to relieve a runny nose.

The resident’ s Medication Administration Record
revealed an entry thatread: " Afrovent Nasal

¢ Spray. Use 2 sprays into each nostiil before

| breakfast. The MAR showad that the medication
twas fo be given at 8:00 AM.

MNurse #1 was observed fo administer
medications to Resident #10 on 10/09/12 at 10:36
AM. The Nurse was cbserved to administer
Atrovent Nasal Spray 2 sprays in each nostril.

Nurse #1 stated in an interview on 10/09/12 at
3:05 PM that she worked on a fong hall and that
she had to get resident ' s their insulin and was
unable {0 get the residant the Atrovent nasat
spray before breakfast. The Nurse stafed that the
resident did not usually get the medication before
breakfast.

An interview was conducted with the resident's
physician on 10/10/12 at 8:50 AM. The Physician
stated that the resident had Gustatory Rhinorrhea
which was a condition in which the resident ' s

presented to the Quality Assurance

committee each month

and then quarterly thereafter fora

period of 1 year.

for 6 months
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nose ran profusely when eating. The Physician
stated that the Atrovent nasal spray worked like a
charm to control the runny nose so the resident
could eat and this was the reason it was
important to give the medication prior to the meal.

The Director of Nursing stated in an interview on
10/10/12 at 2:45 PM that she expected the nurse’
s to foliow the doctor ' s orders whan giving
medications.

3. Resident #11 was admitted to the facility on
11/17/09 and had diagnoses including
Cerabrovascular Accident, Ischemic Heart
Disease, Pre-pyloric Ulcer, Gastritis and
Gastro-Esophageal Refiux Disease,

A review of the monthly Physiclan ' s Orders for
October 2012 revealed an order that read:
Ecotrin 325mg (milligrams). Take 1 tablet by
mowth once daily. "

Ecofrin is aspirin with a special coating that helps
fo prevent stomach tipset.

The resident ' s Medication Administration Record {
showed an entry that read; " Ecotrin 325mg. ‘
Take 1 tablet by mouth once daily. *

On 10/10/12 at 8:03 AM, Nurse #2 was observed
o administer medications t¢ Resident #11. The
Nurse administered 1 Aspirin 3256mg tablet. The
bottle of Aspirin did not indicate that the
medication had a coating for stomach protection.

An interview was conducted with Nurse #2 on
1071012 at 8:20 AM. The Nurse stated that he
gave the resident aspirin from their reqular stock

F 332
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med and that this was what they used. The nurse
was observed 1o look on the medication cart and
was unable o find a bottle of Ecolin or Enteric
Coated Aspirin 325mg tablets.

The Director of Nursing (DON} stated in an
interview on 10/10/12 at 2:45 PM that if there was
not enteric coated aspirin on the medication cart
she expected the nurse to calt the pharmacy and
get it. The DON stated that she had already put
entaric coated aspirin on the med cart and had
educated the nurse.

4. Resident #8 was admifted to the facility on
71152010 with diagnoses of Alzhsimer®s
disease, severe dementia with psychotic agitated
features, anxiety disordars, and depression,

A review of the rasident ' s Madication
Administration Record revealed the resident had
an order for the dementia medication Exalon.

The resident' s medical order read: " Exelon
9.5mg/24hr patch. Apply one pateh topically daily
. Exelon is a medicated patch for mild to
moderate demantia symptoms which is applisd
directly on the patient. The medication is
absorbed through the skin. The drug insert
stated failure to remove an old patch before the
application of a new patch could result in
overdose side effects to the patient. The most
commion side effects listed were nausea,
vomiting, and diarthea. More severe side effects
included cenfusion, hallucinations, cerebral
vascular accidents (stckes), irregular heart rates,
and gastrointestinal bleeding.

During medication pass on 10/9/12 at 10:45 AM
Resident #8 was observed while the nurse
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administered her morning medications. Murse #
3 lowered the resident* s top to place an Exelon
patch on her back. The resident was observed to
have 2 Exelon patches on. One patch located on
her upper left arm near the junciure of the
shoulder was dated 16/7/12. The second patch
dated 10/8/12 was located on the right upper
flank area of the back. Nurse #3 removed the
two patches and stated the resident should only
have one patch on. The nurse revealed all staff
knew you were fo take off a transdermal patch
prior to placing & new one. The facility policy was
to date and initial the patch before you placed it
an the resident.

Buring an interview with the Director of Nursing
(DON) on 10/10/M12 at 2:35 PM she stated it was
her expectation staff nurses would check each
resident carefully and remove any old
transdermal patches prior to placing a new one
on the resident,

5. Resident#9 was admitted to the facility on
4/112009 with diagnosas that included
hypertension, sinus bradycardia {slow heart
beat), Alzheimer’s disease, dementia with
psychotic acute psychosis, and diabetas.

A revisw of the resident ' s Physician Order shest
revealed an order for: " Cloniding 0.3mg patch.
Apply 1 patch every 7 days on Wednasday.
Remove old patch ist". The Federal Drug
Administration (FDA) clgssifies Clonidine as a
medication used to treat high blood pressure, It
works to relax the blood vessels so blood can
fiow more easily through the bady which lowers
blood pressure. A Clonidine patch provides a
continuous delivery of the medication for 7 days
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at a continugus rate.

During medication pass con 10/8/12 at 10:45 AM
Resident #9 was observed while the nurse
administered her morning medications, Murse #3
lowered the resident " s blousa fo indicate where
the Clonidine patch was placed on the resident.
The resident did not have a Clonidine patch on.

A revisw of the resident ' s Medication
Administration Record {(MAR) revealed the
Clonidine patch had been applied on 10/3/12 .
The next paich was scheduled o be applied on
10/10H 2.

Nurse #4 stated the resident should have the
Clonidine patch on. She stated tha patch rmust
have washed off during the resident ' s bath or
shower, The nurse revealed the resident needed
the medication to help kaep her blood pressure
down.

A second observation of Resident #9 on 10/10/12
at §:50 AM revealed the resident did haveona
Clenidine patch dated 10/10/12. Nurse #4 stated
she placed the patch on the resident during her
madication pass. The nurse revealed the
resident did not have on a Clonidine patech when
she applied the scheduled patch that moraing.

During an interview with the Director of Mursing
on 10/10M12 at 2:35 PM she stated it was her
expectation all staff would assess each resident
with a transdermal patch daily to ensure the patch
was on as scheduled and woitd replace the
patch if it ware missing.
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