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F 278 | 483.20(g) - (j) ASSESSMENT F 978 TI:le Laurels of F_m‘est Gllenn
$5=p | ACCURACY/COORDINATION/CERTIFIED wishes to have this submitted
plan of correction stand as its .
The assessment must accurately reflect the allegation of compliance. Our .
resident's status. date of alleged compliance is |
F |
A registered nurse must conduct or coordinate April 02, 2015. i
each assessment with the appropriate ) :
participation of health professionals. Preparation and/or execution |
of this plan of correction does !
A registered nurse must sign and cerlify that the not constitute admission to, |
assessment is completed. nor agreement with, either the
] _| Each individual who completes a portion of the | __ existence of or the scope and |
assessment must sign and certify the accuracy of severity of any of the cited
that portion of the assessment. _ deficiencies, or conclusions set
) forth in the statement of
Ed“?jgytgﬁddﬁcar:wﬁgglrc?:rit?fidl an l‘tdi"fif:“a[;"hﬂ deficiencies.  This plan is
n ies a material an -
false statement in a resident assessment is prepared and,/or executﬁd to )
subject to a civil money penalty of not more than ensure continuing compliance |
$1.000 for each assessment or an individual who with regulatory requirements.
willfully and knowingly causes another individual
to certify a material and false statement in a FTag278: 295
resident assessment is subject to a civil money ; 24
g:::::rﬁ;:ft more than $5,000 for each Resident #'s 209, #57, #25 and
‘ #158's  assessments  were | .
Clinical disagreement does not constitute a corrected by the MDS
material and false statement. Coordinator on 3/24/2015. '
. . i the
This REQUIREMENT is not met as evidenced Curren_t residents have the |
by: potential to be affected.
Based on medical record review and staff
interview, the facility falled to accurately assess
residents in the areas of urostomy (surgical
cpening through which urine passes) and
swallowing (Resident #209), pressure ulcers
{Resident #57), diagnosis of mood disorder
LABORATORY DIRECTOR'S QR PROYIDER/SUPFLIER REPRESENTATIVE'S SIGNATURE TILE {X0) DATE
,.-: !‘E}\ j A—Bm\wﬁa&'\@lﬂtﬂ 3315

Any deficiency stalemenDending it an adterisk () denoles a deliciency which the Institulion may be excused from correcling providing it is determined that
other safeguards provide sufficient profeclion o the patients. (See insfrucions.) Except for nursing homes, the findings slated above are disclosable 90 d-
fallowing the dale of survey whether or nol a plan of carrection Is provided. For nursing homes, the above findings and plans of correclion are discloss’

days fellowing the date these documents are made avallable to the facility, If deficlencies are cited, an appraved plan of comection ks requisite Lo ~

program participation,
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(Resident #25) and preadmission screening and
resident review (Resident #158) for four of 24
residents. The findings included:

1. Resident #208 was admitled o the facility
5M13M4. Diagnoses included urostomy.

A review of the Admission Minimum Data Set
{MDS) dated 5/20/14 revealed ostomy was not
coded on the MDS.

On 3/5M15 at 8:07TAM, Administrative staff #4
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F 278 | Continued From page 1 F278]  The Regional Clinical Resource

current MDS  nurses

Specialist  will  in-service .

accurate resident assessments .'
and coding of assessments per .
the RAl manual by 4/2/2015. |

The Regional MDS Specialist
will conduct an audit of 20
MDS to ensure accuracy by 04-

on,

-stated she falled to code the urostomy-and
indicated it was an oversight and it should have
-baencoded.on.the MDS.

2. Resident #208 was admitled to the facility on
5M314. Cumulative diagnoses included
dysphagia (difficulty swallowing). A spasch
therapy progress note dated 515/14 was
reviewed and revealed Resident #208 had
increased difficulty masticating (chewing} soft
textures with two coughing eplsades,

A review of the Admission Minimum Data Set
{MDS) dated 5/20M14 indicated Resident #2089
had no difficulty with swallowing,

On 3/5M14 at 8:07AM, Administrative staff # 4
stated she was not aware that Resident #2089 had
difficulty choking or coughing during meals and it
should have been coded on the MDS,

3. Resident #158 was admitted 12/30/14 and had
a Preadmission Screening and Rasident Review
Level Hl (PASRR Level Il) number.

assessment,

and are updated as
diagnoses are identified.

02-15. Variances will be
corrected if appropriate. Al | { |
other residents’ MDS will be :
audited for accuracy during the

MDS schedule and RAI process.
Corrections will bhe made if

indicated at the time of the

Medical Records will ensure all |
cumulative diagnosis sheets |
are completed upon admission

new |
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F 278 | Continued From page 2 F278]  The DON will audit (2) MDS

-section-incorrectly-other-than-it was an oversight.

Review of the Admission Minimum Data Set
(MDS) dated 1/6/15 revealed the section of the
MDS regarding PASRR " Has the resident been
a*.ralluated by Level Il PASRR " was coded as "
Mo".

On 3/5M15 at 9 AM interview with Administrative
Staff #4 revealed that the resident ' s PASRR
information was available to her at the time of the
MDS assessment. She stated that she
incorrectly coded the section regarding PASRR
and should have coded itas "yes", Shealso
said that she did not know why she had coded the

4, Resident #25 was admitted to the facility
U244, Cumulative diagnoses included

‘Continued compliance will be
_monitored

assessments weekly for (3)
months to ensure proper
coding of the MDS Al
variances will be corrected at |
the time of observation. The
DON  will report auditing
results to the QA meeting for
the next (3) months,

through routine

diabetes, anxiety, hyperension, mood disorder
and dementia with behaviors,

Review of the Annual Minimum Data Set (MDS)
dated 1/14/15 revealed that no mood disorders
such as depression or manic depression were
coded and dementia was not coded on the MDS.
On 3/5M5 at 9:35 AM during an interview with
Administrative Staff #5 she stated that since the
resident was on a medication for Mood Disorder
at the time of the assessment, as indicated by the
Fhysician ' s Order summary for 1/1/15 through
1731/15, she should have coded the mood
disorder on the MDS, However, she stated that
the diagnoses of dementia was not supposed to
be coded because the resident was not recaiving
any medications for the diagnoses of dementia.
She added that she only coded diagnoses on the
Active Diagnoses section of the MDS if residenis
were on medication for that diagnoses.

Cn 3/5/15 at 4 PM intérview with Administrative
Staff #2 indicated the diagnoses of dementia
should have been coded on the MDS aven
though the residant was not receiving a
medication for dementia,

Regional MDS reviews during
facility visits, record reviews
and through the  facility's
Quality Assurance program.

Additional  education  and
monitoring will be initiated for
any identified concerns,
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medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment,

The care plan must describe the services that are
to be furnished to altain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due to the rasident's exercise of rights under

An audit of all residents with
ostomies was completed on
03,/24/2015 by the DON. Care
plans were updated as
identified. T
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5. Resident # 57 was admitted to the facility
313114,
Review of the Quarterly Minimum Data Set
(MDS) dated 12/3/14 revealed that " the number
of current pressure ulcers that were not present
or were at a lesser stage on prior assessment "
was coded as 4, stage 4 pressure ulcers. Review
of the Wound Doctors Assessment Notes dated
12/3/14 revealed 1 stage 4 pressure ulcer and
two other wounds,
On 3/5M15 at 2:44 AM during an interview with
Administrative Staff #5 she indicated that the
resident-did-not-have-4-stage-4-pressure-ulcers e
at the time of the assessment and that the
number of " current pressures thal were not
present or were at a lesser stage on a prior
assessment " was Incorrectly coded,
F 279 | 483.20(d), 483.20(k)(1) DEVELOP F278)  pTaga7o; 4-2-1s
55=0 | COMPREHENSIVE CARE PLANS )
A facility must use the results of the assessment Resident 209 was discharged
to develop, review and revise the resident's from  the  facility on
comprehensive plan of care. 06/02/2014.
plan for 6ach reskdont et Inchiies mesecroble Current residents with
objectives and timetables to meet a resident's gzt:frpggfeg“e the potential to
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§483.10, including the right to refuse treatment Specialist educated all MDS
"1 under §483.10(b)(4). staff on ensuring residents
with ostomies needs are
. individually addressed in the
;!J;Iﬁ REQUIREMENT s not met as evidenced plan of care on 4/2/2015.
Based on medical record review and staff ) )
interview, the facility failed to develop a care plan The DON will continue to
with goal and approaches for one of one monitor using audit tool for the |
The findings included: with ostomies and/or -
—{-Resident-#209 was admitted to-the facility-on—— ~|- residents with new-orders-for-
5/13/14 and discharged on 6/2/14. Admission ostomies to ensure ostom
diagnoses.included-a diagnosis of urostomy-{a d : Y .
surgical opening through which urine passes). needs are identified in the plan
of care for (1) x weekly for (2)
Atransfer summary from (name) hospital dated months  then  randomly
5/13/14 indicated Resident #209 had a urastomy thereafter. Variances will he
and urostomy care was to be done. corrected as identified, The
DON  will re i
A review of the admission care plan dated results and cunc]?ewt ; a'::itmf
5/13/14 revealed no care plan/ approaches had p rns to the Q
been developed for the care of the urostomy. ommittee during the monthly
meeting for the next (3)
A review of the care plan dated 5/21/14 revealed months, .
no care plan/ approaches had been developed for
Resident #209 regarding the care of the _
torny. . :
urostomy Admission comprehensive care
On 3/5M5 at 8:07AM, Administrative staff #4 plans will be reviewed by the
stated she did not create a care plan for the IDT team (DON, ADON, Unit
urostomy. She indicated it was an oversight and Managers, MDS Coordinators,
a care plan should have besn written. S _Dietary Manager,-Activities -— |
— F 3141 483.25(c] TREATMENT/SVCS TO F 31 director, Rehab Director, Soci 1
$5=D | PREVENT/HEAL PRESSURE SORES S or soclal
- Worker) during the admission
Based on the comprehensive assessment of a care conference as scheduled
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resident, the facility must ensure that a resident
who enters the facility without pressure sores
does not develop pressure sores unless the
individual's clinical condition demonstrates that
they were unavoidable; and a resident having
pressure sores receives nacessary treatment and
services to promote healing, prevent infection and
prevent new sores from developing.

;his REQUIREMENT is not met as evidenced
v:

facility failed to complete weekly skin checks for a
resident at risk-for pressure ulcers resulting in-an

—Based-enrecord-reviews-and staff interviews, the | ——

MDS RAI assessment
requirements, Any variances
will be corrected at the time,

Continued compliance will be
monitored through routine

care plan and record reviews,
care conferences through the
MDS RAI assessment process

facility’s guality assurance

and monitoring will be

and schedule and through the _

— prograr Additional education =

[K4} D SUMMARY STATEMENT OF DEFICIENCIES 1o FROVIDER'S PLAN OF CORRECTION {5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIK (EACH CORRECTIVE ACTION SHOULD BE COMPLEHION
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through the requirement of the
F 314 | Continued From page 5 F 314 & d

unslageable pressurs ulcer (Resident # 159) for
one of three residents reviewed for pressure
ulcers. The findings included:

Fesident #159 was admilted to the facllity on
11/25/14 with multiple diagnoses including a
history of a cerebral vascular accident, diabetes
mellitus, anemia, weakness, urinary retentian,
and chronic kidney disease.

Acreview of the Wound and Skin Management
Program revised June 2011 was conducted, The
program Included " identification of those al risk
and for early detectionfidentification of signs of
problems. This can be accomplished by: Weekly
Skin Assessment-completed by the licensed
nurse, "

A review of the Minimum Data Set dated 12/2/14
indicated resident #159 was assessed as being
moderately cognitively impaired and al risk for
pressure ulcers. The resident was not assessed
wilh an unhealed pressure ulcer.

initiated for any identified
concerns,

FTag 31+

Resident #159 was discharged
from the facility on 03 /07 /15.

Current residents identified to
“~be at risk for pressure sores
and/or currently exhibit a
pressure sore have the
potential to be affected.
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—Hnfermationperaining-lo-wound descriptionThe

The Plan of Care revised on 1/13/15 indicated the
resident had the potential for impaired skin
integrity related to limited mobility, frequent
incontinence and requiring assistance with bad
mability. The interventions included to perform
waekly skin assessments.

A review of the Weekly Skin Assessment for
resident #159 revealed a weekly skin assessment
was performed on 11/25/14, 12/4/14 and 1/8/15.
The review revealed weekly skin assessments
were not documented as performed on 12/11/14,
12M8/M14-and12/25M 4-The weekly-skin——— |-
assessment dated 12/4/14 contained no
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F 314 Continued From page 8 F 314| TheDON, ADON, and Unit

managers will complete skin
observation assessments for all
residents with a Braden score
of 17 or below by 4/2 /15, Any -
variances will be reported to
the physician, treatment

orders obtained, interventions
implemented and the care plan
updated,

The ADON will conduct in-

servicing relating to the
P .

weekly skin assessment dated 1/8/15 stated the
resident had an existing pressure ulcer, The
weekly skin assessment contained a diagram of
the human body with the sacral area circled.

A raview of the Pressure Ulcer Record for
resident # 159 revealed an unsiageable sacral
pressure ulcer was identified on 12/26/14. The
pressure ulcer was measured with a lenath equal
to 9.0 centimeters (cm) and a width equal to 7.0
cm. The pressure ulcer was assessed with
having a "foul" odor, " bloody" drainage and
with a color of white and dark.

On 3/4/15 at 10:39 AM resident #159 refused to
allow the Wound Care Specialist to assess and
measure the sacral pressure ulcer. The resident
also refused to allow the nurse to administer

sacral pressure ulcer. The sacral pressure ulcer
was not observed due to the resident ' s refusal of
care,

An inferview was conducted with Nurse #4 on

treatment and perform a dressing change to the |

—weekly-onvarying shifts for

and weekly skin assessments
and documentation of the
assessment and findings for all
Licensed Nurses (which

includes weekend and PRN
staff ) by 4/2/2015.

The Unit Managers, ADON, and '
DON will monitor 20 skin
assessments per week for [8)
weeks then randomly
thereafter to ensure
compliance, Monitoring will
include direct observation of
skin assessment completion

the next (8) weeks. Direct
observations will be compared
to written documentation to
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3415 at 3:45 PM. Nurse #4 stated she was
unabie to locate documentation showing a weekly
skin assessment was performed for resident
#159 on 12/11/14, 12/18/14 or 12/25/14. Nurse #4
slated she expected the nurses to do a weekly
skin check for every resident and to document
the assassment on the weekly skin assessment
form,

An interview was conducted with Murse #5 on
3/415 at 5:13 PM. Nurse #5 stated she was
assigned fo care for resident #15% on 12/18/14,

She-stated-she performed the weekly skin check
on the resident and did not find any skin
abnormalities-She-also-stated she-did-net-know

assessments via audit tool.
Variances will be corrected at
the time of ohservation.

Monitoring results will be
reported to the DON weekly
for the next (8) weeks and
concerns will be reported to
the quality assurance
committee by the DON during
the monthly meeting for the
next (3) three months.

- F328
58=D

why she failed to document the assessment on
the weekly skin assessment form. Nurse #5
stated the nurses were expected to parform
waekly skin assessments and to document the
assessment on the weekly skin assessment form.

An interview was conducted with Nurse #8 on
375115 at 9:37 AM. Nurse #6 stated shea did not
remember if she performed a weekly skin
assessment for resident #159 on 12/11/14, Nurse
#6 stated the nurses were expected to perform
weekly skin assessments and to document the
assessment on the weekly skin assessment form.

On 3/5/15 at 9:57 AM resident #159 refused to
allow the nurse to administer treatment and
perform a dressing change to the sacral pressure
ulcer. The sacral pressure ulcer was not
observed due to the resident ' s refusal of care,

483.25(k) TREATMENT/CARE FOR SPECIAL |

MEEDS

The facility must ensure that residents receive

Continued compliance will be
monitored through review of
the weelly skin assessments
Sx/week during the morning
clinical operations meeting,
routine record and
documentation reviews during |

the MDS assessment and care
conference process and
through the facility’s quality
assurance program, Additional
education and monitoring will .
be initiated for any identified
concerns.

F 328| FTag328: $-2-15

Resident #209 discharged
from the facility on 6,/2 /2014
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proper treatment and care for the following
special services:

Injections;

Parenteral and enteral {luids;

Colostomy, ureterostomy, or ileostomy care;
Tracheostomy care;

Tracheal suctioning;

Respiratory care;

Foot care; and

Prostheses.

- This REQUIREMENT—is-net-met-as-evideneced
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) Mo negative o ulted
F 328 | Conlinued From page 8 F 328 g utcome res

from this observation.

Current residents with
ostomies/special needs have
the potential to be affected.

All residents with
ostomies/special needs were
reviewed by the DON, ADON
and Unit Mangers to ensure
special needs have been

by

identified, included in the plan
of care and documented,

Based-onrecord review-and-staff inferdews the

facility falled to provide the necessary care and
treatment for one of one residents reviewed who
had a urostomy (resident #209). The findings
included:

Fagility policy titled "Urostomy/ lleal Conduit
Appliance Change" undated stated, in part,
“Urostomy appliance changes will be done by the
licensed nurse every three to seven (3-7) days
per manufacturer's recommendations andfor
physician's Instructions to permit visualization of
the stoma and the surrounding skin, to prevent
urine leakage and skin excoriation and to control
odﬂrill

Resident #209 was admitted to the facility 5/13/14
and discharged 6/2/14. Cumulative diagnoses
included CVA {cerebrovascular accident), chronic
kidney disease and urostomy (surgical opening
through which urine passesj, =

Atransfer summary from {name) hospital dated
5/13/14 indicated discharge diagnoses indicated

Resident #209 had a urostomy. Urostomy care

Variances were corrected as
identified on 3/25/15.

The ADON will conduct in-
service training with all
licensed nurses on care of
residents with special needs
and appropriate
documentation of the care
provided by 3/27 /2015,

A monitoring tool will be
utilized and completed by the
DON/ADON /Unit Managers on .
3/24/2014 of all residents '
with special needs to ensure .
orders are received and care
provided is documented,
Variances will be corrected as-
identified.
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- Hhere-was-not-a-care-plan-for-urostomy-care:

was noted on the discharge summary.

A physician assistant's progress note dated
5M5M4 indicated Resident #209 had a urostomy.

An Admission Minimum Data Set (MDS) dated
5/20M14 indicated Resident #209 was cognitively
intact. He required extensive assistance with
personal hygiene, tolleting and bathing.
Urostomy was not coded on the MDS.

A review of the care plan dated 5/21/14 revealed
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F328| he DON/ADON/Unit

Managers will monitor new
admissions, new orders and
special needs documentation
(3) times per weelk for 3
maonths using audit tool
thereafter to ensure
appropriate orders have been
obtained and care is
daocumented. Variances will be
corrected as identified.

Mursing notes from 5/13/44 through-discharge

Monitoring results will be

date 6/2/14 were reviewed. Only one nursing
note dated 517/14 at 7:16PM by Nurse #11
indicated urostomy was changed and stoma
cleaned well. Mo nursing notes documented that
family performed urostomy care,

A review of physician orders from 5/13/14 through
discharge 6/2/14 were reviewed and revealed no
order was obtained for urostomy care/ treatment.

A review of the Medication Administration
Records for May 2014 and June 2014 were
reviewed and revealed no documentation that
urostomy care was performed by nursing staff or
family during Resident #209's stay at the facility.

Treatment records for May 2014 and June 2014
were reviewed and revealed ne documentation
that urostomy care was performed by nursing

reported to the DON weekly

DON will report concerns to
the quality assurance
committee during the monthly

meetings for the next 3
months.

Continued compliance will be
monitored by the DON /Unit
Managers through review of
new admissions and new
orders during the morning
—_|clinical meeting, record. .

—|'staff or family during Resident #20's siay al the

facility.
On 3415 at 4:20PM, Nurse #10 stated she

provided care for Resident #209 but could not

reviews during care
conferences and through the
facility’s quality assurance

for the next {3) months and the
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Continued From page 10

recall if he had a urostomy. She stated if
Resident #209 had a urostomy, urostomy care
would be done every three to five days and as
needad. Documentation of changing the wafer/
bag would be in the computer on the skilled
nursing assessmeant under the GI
{gastrointestinal) area or on the treatment sheet,
Murse #10 stated orders for urostomy care would
be oblained from the physician on resident
admission.

On 3/4/15 at 4:37 PM, Nurse #11 siated she

F 328
‘| and monitoring will be

initlated for any identified
CONCerns.

program. Additional education

previded-care-ferResident-#209-during his-stay:
She stated she did not remember if she provided

care! changed the urostomy bag durng his stay

F a3z
85=D

at the facility.

On 3/4/15 at 6:08PM, Administrative slaff #1
stated there were no urostomy supplies billed to
Resident #209 during his stay at the facility, He
slated Resident #209's family brought in the
urostomy supplies because they did not want to
be charged for the supplies.

On 3415 at 5:15PM, Administrative staff #2
stated she expected nursing staff to have a
physician's order for care/ treatment of a
urostomy/ ostomy. Documentation of the care/
treatment of the urostomy should be on the
Medication Administration Record/ Treatment
recard,

483.25(m}{1) FREE OF MEDICATION ERROR
RATES OF 5% OR MORE

F332) g rag332:

The facility must ensure that it is free of
medication arror rales of five percent or greater,

Resident #14? received the
omitted medications from

Murse #1 upon identification of

4-2-5
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144814 with-multiple-diaghoses-ineluding

This REQUIREMENT is not met as evidenced
by:

Based on ohservalion, record reviews and staff
interviews, the facility failed to maintain a
medication error rate of 5% or below and falled to
administer the medications as ordered by the
physician. There were 7 errors of 29 opportunities
for error, resulting in an error rate of 24.13793%
(Resident #147). The findings included:

Resident #147 was admilled to the facility on

medications were
administered within the
appropriate time frame of 2
hours, (1 hour before to 1 hour
after) the ordered time, There

were no negative outcomes
identified. |

Current residents receiving '
medications have the potential

tobeaffected.

hypertension, gout, depression and failure to
thrive

Example 1)

A review of the Physician ' s Orders revealed an
order dated 11/19/14 which stated ™ Allopurinol
100 milligrams (ma) 1 tablet via tube every day to
be given at 9:00 AM. "

Nurse #1 was observed administering medication
to resident #147 via a gastrostomy tube (GT) on
3/4/15 at 8:45 AM. Nurse #1 failed to administer
Allopurinol 100 mg 1 tablet via GT.

An interview was conducted with Murse #1 on
3/4M5 at 9:47 AM. Nurse #1 stated she
overlooked the medication on the Medication
Administration Record,

An interview was conducted with Nurse #2 on
3/4M15 at 9:52 AM. Murse #2 stated she expected
the fiursing staff to administer allof the ™
medications scheduled to be given during the
morning medication pass.

Example 2)

uuuuuu

additional education by the
DON relating to medication
pass procedures on 3/04/15.

The ADON will in service all
licensed nurses which includes
weekend and PRN priorto
scheduled shift on the 5 rights
of medication administration

and documentation by
4/2/2015.
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A review of the Physician ' s Orders revealed an
order dated 11/19/14 which stated " Amiodipine
Besylate 10 mg 1 tablet via tube every day to be
given at 9:00 AM. "

Nurse #1 was observed administering medication
to resident #147 via a gastrostomy tube (GT) on
34115 at 8:45 AM. Nurse #1 fallad to administer
Amlodipine Besylate 10 mg 1 tablet via GT.

An interview was conductad with Murse #1 on
34115 at 9:47 AM. Nurse #1 stated she

-|-overlooked-the-meadication-on-the-Medication - |-

Administration Record.

e | . Weekend staff) for the next 2

Managers will conduct med

observed] on random licensed
nurses and Nurse #1 will be
observed during her next
scheduled shift utilizing a med
pass observation tool then
randomly 1 x per week on
varying shifts {to include

pass observations (to include a
minimum of 25 opportunities |

months. Variances will be

correctedat the timeof

| overlooked the medication on the Medication

An interview was conducted with Nurse #2 on
3415 at 9:52 AM. Nurse #2 stated she expected
the nursing staff to administer all of the
medications scheduled to be given during the
morning medication pass.

Example 3)

A review of the Physician * s Orders revealed an
order dated 11/19/14 which stated " Furosemide
20 mg 1 tablet via tube every day to be given at
8:00 AM. "

Murse #1 was chserved administering medication
to resident #147 via a gaslrostomy tube (GT) on
34715 at 8:45 AM. NMurse #1 failed to administer
Furosemide 20 mg 1 tablet via GT,

An interview was conducted with NMurse #1 on
3/4/15 at 9:47 AM. Nurse #1 stated she

Administration Record.

An interview was conducled with Nurse #2 on
34115 at 9:52 AM. Nurse #2 stated she expected

observation and additional
education provided.

Monitoring results will be
reported to the DON weekly
for the next 2 months. The
DON will report results to the
quality assurance committee
during the monthly meetings.

Continued compliance will be
monitored through routine

and through the facility's
quality assurance program.

random med pass observations,

The DON will report any
concerns to the quality -
assurance committee during
the monthly meetings.

FORM CMS-2567(02-59) Previous Versions Cbaolele

Evant I GCO511

Fachlly 1D: 923173

If continuation sheat Page 13 of 31




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03M6/2015
FORM APPROVED
OMB NO. 0938-0391

the nursing staff to administer all of the
medications schaduled to be given during the
morning medication pass.

Example 4)

A review of the Physician ' s Orders revealed an
order dated 11/19/14 which stated " Multi-Delyn
Liquid take 15 milliliters {(mi) via tube every day to
be given at 2:00 AM. "

Nurse #1 was observed administering medication
to resident #147 via a gastrostomy tube {GT) on

34 E5at-8:45-AM MNurse#i-falledHo-administer-
Multi-Delyn Liquid 15 mi via GT,

monitoring will be initiated
when indicated.
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An interview was conducted with Nurse #1 on
3415 at 947 AM. Nurse #1 slated she
overlocked the medication on the Medication
Administration Record,

An Interview was conducted with Nurse #2 on
3415 at 9:52 AM. Nurse #2 stated she expected
the nursing staff to administer all of the
medications scheduled to be given during the
morning medication pass.

Example 5)

A review of the Physician ' s Orders revealad an

order dated 12/12/14 which stated " Oxybutynin

ER & mg 1 tablet by mouth every day to be given
at 9:00 AWM. "

MNurse #1 was observed administering medication

fo resident #147 on 3/4/15 at 8:45 AM. Nurse #1
failed to administer Oxybutynin ER 5 mg 1 tablet
by mouth.

An interview was conducted with Nurse #1 on
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3/4/M15 at 9:47 AM. Murse #1 staled she
overlooked the medication on the Medication
Administration Record.

An interview was conducted with Nurse #2 on
H4M5 at 9:52 AM. Nurse #2 slated she expected
the nursing staff to administer all of the
medications scheduled to be given during the
morning medication pass,

Example 6)

Areview of the Physiclan ' s Orders revealed an
-order-dated-11/19M14-which-stated—"Seriraline—
HCL 100 mg 1 tablet via tube every day to be
given-at-9:00-AM-2
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Nurse #1 was observed administering medication
to resident #147 via a gastrostomy tube (GT) on
3/4/15 at 8:45 AM. Nurse #1 failed to administer
Sertraline HCL 100 mg 1 tablet via GT.

An interview was conducted with Nurse #14 on
3415 at 9:47 AM. Murse #1 stated she
overlooked the medication on the Medication
Administration Record,

An interview was conducted wilh Nurse #2 on
34115 at 9:52 AM. Nurse #2 stated she expected
the nursing staff to administer all of the
medications scheduled to be given during the
morhing medication pass,

Example 7)
Areview of the Physician ' s Orders revealed an

order daled 1177914 which staled " Florastor
250 mg 1 capsule via tube twice dally to be given
at 9:00 AM and at 5:00 FM. "

Nurse #1 was observed administering medication
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Continued From page 15

lo resident #147 via a gastrostomy tube (GT) on
34115 at B:45 AM. Nurse #1 failed to administer
Florastor 250 mg 1 capsule via GT.

An interview was conducted with Nurse #1 on
34115 at 9:47 AM. Nurse #1 stated she
overlooked the medication on the Medication
Administration Record.

An interview was conducted with Nurse #2 on
3/4/15 at 9:52 AM. Nurse #2 stated she expecled
the nursing staff to administer all of the '

| medications-scheduled-to-be-givenduring the—— —

morning medication pass,

F 332

wm
7 &
Il =

483.35(i) FOOD-PROGURE,
STORE/PREPARE/SERVE - SANITARY

The facility must -

{1) Procure feod from sources approved or
considered satisfactory by Federal, State or local
authorities; and

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

This REQUIREMENT is not met as evidenced
by:

Based on record reviews, staff interviews and
observations, the facility failed to contain facial
hair for 1 of 1 (slaff #1), falled to include the

& items, falled to include the dates on opened
food items for 7 of 7 items, failed to label and
date refrigerated food items for 5 of 5 items,
failed to store, label and dale refrigerated meat

F371FTag 371: TS

All identified food not
labeled/dated was discarded
by the Dietary Manager at the
time of observation on
3/2/2015.

Staff #1 has shaved his facial i!
hair_.

Current residents in the facility
have the potential to be
affected.

The Dietary Manager will in
service all dietary staffonthe 1
policies and procedures for |
storage of food, labeling and
dating, and the use of beard

guards on 3/27/2015.
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for 1 of 1 item, failed to discard expired packets The Dietary Manager will
;:tr:f3 gﬂastmeal. pancake mix and milk for 27 of 27 cnndélctluhservatinns of beard
- ua i
Findings included: Iguoc]l" 'tS’ abeling and dating of
Review of the facility policy dated April 2010, items utilizing an audit
Storage of Potentially Hazardous Foods, revealed tool on random shifts and
under sub-heading Procedure, item #2, Food weekends (3) times a week for |
shall be dated, labeled, and properly covered ar (4) weeks then weekly times 2
wrapped lightly. months, Variances will be
1. A. Observation on 3/2/15 at 10:25 AM of the corrected at the ti
dry storage room with the Dietary Manager  » . me |
revealed: observation, :
4-unopened-(51b) bag-of fudge brownie-mix,— |- —|—Lhe Dietary Manager will—-— —|———
partially dated 10/18 - no year report observation results to
-——l-unopened ba the-&mnmfstrmiciy for
partially dated 12/29 - no year th
- 1 unopened (5 Ib) bag of basic muffin mix, e next (3) months and to the
partially dated 11/26 - no year quality assurance committee
- 1 opened bag of original cheesecake filling during the monthly meeting x3
wrapped in clear plastic wrap, not dated months,
- 1opened (5 Ib) box of graham cracker
crumbs wrapped in clear plastic wrap, not dated .
- 1 opened box of carnival sprinkles wrapped T},ll? A‘DE',N and Unit I"’F"ﬁgﬂm
in clear plastic wrap, partially dated 12/20- no will monitor the nourishment
vear recorded B rooms to ensure all food items
- 1 opened bag lemon ple crust mix wrapped in are labeled, dated within
e opened bag lemon pie crust i vapped Aplradlon dates (2) two times
- . , a week x 4 weeks then weekl
in clear plastic wr ly dat - ¥
Joar plastic wrap, partially dated 12/18 - no x 2 months then randomly
- 1 opened bag of Roseli spiral noodles thereafter. Variances will be
opened end twisted, unclamped/sealed, not dated corrected at the time of
- 1openad bag of Roseli egg noodles open observation,
end twisted, unclamped/sealed, not dated
- 1'box of buttermilk pancake mix wrapped in | i P
clear plastic wrap, expired on 2(17/15 I:viomtnrmg results will be
- 25 packs of dry oatmeal in two separate clear reported to the DON weekly
zip lock bags, expired on 12/1/14 for the next 3 months. The
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b. Observation on 3/2/15 at 10:30 AM with the
Dietary Manager revealed dietary staff #1 had a
beard who was not wearing a beard guard,

c. Observation on 3/2/15 at 10:45 AM of kitchen

refrigerator #1 with the Distary Manager
revealed:

- 1 cucumber, with one end cut off, wrapped in

clear plastic wrap, not labeled or dated

- 1 head of lettuce wrapped in clear plastic

wrap, not dated
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. i ings to the
F 371 Continued From page 17 £ 371 DON will report findings to

quality assurance committee x
3 months,

Continued compliance will be
monitored through routine
kitchen and nourishment room
observations and through the
facility's quality assurance’
program. Additional education
and monitoring will be |
initiated for any identified

1-elearzip-lock-bag-unsealedthat contained
an undetermined processed meat,
nat-labalad or dated.

concerns.

d. Observation on 3/5/15 at 12,10 PM of the

nurse ' s station #1 nourishment room
refrigerator revealed:

- 1 gallon container of milk that had an

expiration date of February 18, 2015,

- 2 one-half sandwiches wrapped in clear

plastic wrap that were not labeled or dated

- 1 paper plate containing salad (egg, ham,

cucumber, lettuce and cheese) wrapped with

clear plastic wrap that was not labeled or dated.

Interview on 3215 at 10:40 AM with Dietary
Manager revealed he acknowledged that the
stored food should be dated and include the year.
He also acknowledged that expired foods should
be discarded and that staff that had beards
should wear beard guards,

Interview on 3/2/15 at 11:00 AM with Dietary
Manager revealed he acknowladged that the
refrigerated food ltems should be sealed, labeled
and dated.
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Interview on 3/5/15 at 12:21 PM with nurse #8

| revealed the nourlshments for the resident

refrigerator are usually brought to unit #1 around
3 AM and placed in the resident nourishment
refrigerator. Nurse # 8 obtained her applesauce
and med pass from the kitchen in the moming
when she arrived, Murse #8 reported that she
didn 't know of any staff member being assigned
the duty of checking for expired foods in the
resident nourishment refrigerator but, she usually
saw Administrative Staff #3 cleaning out the
expired-refrigerated.items-and-added that-any—

Fam

staff that saw a refrigerated item had expired

Farz
S58=E

should-get it-out.

Interview on 3/5/15 at 12:45 PM with
Administrative Staff #3 revealed the supervisor on
unit | usually checks the resident nourishment
refrigerator for daily temperature readings and the
dietary staff cleans it out once a week.
Administrative Staff #3 reported that no one
person was assigned the duty of checking for
axplred refrigerated items and that the duty was
shared by management.

483.35(1)(3) DISPOSE GARBAGE & REFUSE
PROPERLY

The facility must dispose of garbage and refuse
properly.

This REQUIREMENT I3 not met as evidenced

|by:

Based on staff interviews and observations, the
facility failed to contain waste in 3 of 3 outside
dumpsters and the facility failed to close the
doors on 2 of 3 oulside dumpsters.

F372|  FrTag372:

The dumpster area was

Current residents and

to be affected.

cleaned by the Environmental
Service Director on 3/5/2015.

-employees have the potential—
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F 372 | Continued From page 19 F 372 All staff will be in serviced on
Findings included: the policy and procedures for
Obssrvation on 3/4/15 at 2:40 PM of outside keeping the doors to the
dumpsters with the Dietary Manager revealed dumpster area closed by the
approximately 25 pleces of frash on ground inside ADON. Environmental Service
the fenced area around the three outside C o .
dumpsters, 2 pair of gloves and the metal doors Director, and Dietary Manager
were open on 2 of the 3 outside dumpsters. on 3/27/2015.

Interview on 3/4/15 at 2:45 PM with Dietary
N!anager revealed the trash dumpsters were The Environmental Service
picked up by the trash company on Thursdays. Director will use an audit tool
He reported that the trash should not be on the . .
ground-around-the-dumpsters-that-it should-be— | whileconductingrandom SN
inside the trash dumpsters. He acknowledged dumpster area observations
the two-opened-metal dumpsterdoors—The (3 timesperweekfor{Z}
Dietary Manager reported the duly falls under the weeks including weekends for
housekeeping department, however, since the
Housekeeping Supervisor had just started work 513} ma::]th.:;ito ohsew? th;:; the
on Monday 3/2/15, he would take responsibility Unpster doors are closed.
and have his staff clean it up. Variances will be corrected at
the time of observation. The
Observation on 3415 at 3:15 PM of outside Environmental Service
dumpsters revealed the trash on the ground in Director will report all
closest proximity to the dumpsters had been variances to the quality
removed. Approximately 18 pieces of trash : duri ;
remained on the ground inside the fenced area assurance committee during
around the dumpsters, the monthly meeting for the
Interview On 3/4/15 at 3:30 PM with House next (3} months. |
Keeping Supervisor revealed that his first day of !
employment with this facility was on Monday '
3f2f15. He reported that he wasn ' t sure which Continued compliance will be
department was responsible for making sure the monitored through routine
area around the oulside dumpsters was free of
irash but, he would discuss making this T "diﬂy'd“?'*mr‘feﬁ_h' .
department ' s responsibility with the observations an through the
administrator, facility's quality assurance
F 431 | 483.60(b), (d), (e) DRUG RECORDS, F431] program, Additional education
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F 43 ' and monitoring will be
11 Continued From page 20 F 431 initiated for identified
$5<D | LABEL/STORE DRUGS & BIOLOGICALS concenns T IGEREIE
The facility must employ or obtain the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of all
controlled drugs in sufficient detail to enable an
accurate reconciliation; and determines that drug
records are in order and that an account of all F Tag 431: 215

controlled drugs is maintained and periodically
reconciled.

Drugs and biologicals used in the facility must be

_on 3/5/2015. The replacement

The identified medications
were discarded by the nurse

professional principles, and include the

labeled-in-accordance with-eurrentiy-aceepted—-—|-—

medications were dated by the
charge nurse when opened and

appropriaie accessonand-cautionary
instructions, and the expiration date when
applicable.

In accordance with State and Federal laws, the
facility must store all drugs and biclogicals in
locked compartments under proper temperature
controls, and permit only authorized personnel o
have access fo the keys,

The facility must provide separately locked,
permanently affixed compariments for storage of
controlled drugs listed in Schedule |l of the
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily delected.

This REQUIREMEMNT is not met as evidencead
by:
Based on observation and staff inlerview, the

stored appropriately. No
negative outcome resulted
from the observation.

Current residents receiving
nebulizer medications have the
potential to be alffected.

The ADON will in service all
(which includes weekend and
PRN) licensed nurses on the
facility’s policy regarding
labeling /dating, and storage of
ipratropiumfalbuterol vials
along with manufacturer's

recommendations on. ___ . .

3/27/2015.

The Unit Managers and charge
nurses will conduct med room
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and med cart audits utilizing
F 431| Continued From page 21 F 431 an audit tool 2x/week for 3
facllity failed to date six ipratropium bromide and months to ensure
albuterol sulfate vials { drug used to treat asthma labeling/dating, and storage of |
and chronic obstructive pulmonary disease) after ipratropium/albuterol vials |
they had baan removed from the foil pouch in ipratrop :
one of five medication carts (cart for upper 100 per policy and manufal?turer’s
hall). The findings included: recommendations, Variances
will be corrected at the time of
On 3/5/15 at 1:03PM, the medication cart for the ohservation and additional
upper 100 hall was observed with Nurse # 9, education and/or
There were six ipratropium bromide and albuterol dministrati i ided
sulfate vials observed lying in the medication box. administrative action provide
They had been removed from the foil pouch and : when necessary.
| the foilnouch-had been-discarded. e = —
. ] o Monitoring results will be
Manufacturer's instructions-for the medication reported to the DON-weekly
read, in part, "Once removed from the feil pouch, .
ok . for the next {3) months. The
the individual vials should be used within one :
week " DON will report concerns to
~ the quality assurance
On 3/5/15 at 1;03PM, Nurse #9 stated she was committee during the monthly
nat aware that the medication should be dated meeting x (3) months.
when removed from the foll pouch.
On 3/5/15 at 1:10PM, the pharmacist stated the Continued compliance will be .
ipratropium bromide and albuterol sulfate vials monitored through weekly |
should remain in the foil pDLlGh. If they wearea medicatiﬂn cart and med I"Oom I
removed from the foll pouch, they should have . -
been dated and discarded within 7 days as per ﬂhslﬁ:rvat'mns 2 nd through the
manufacturer's instructions. facility’s quality assurance
F 441 | 483.65 INFECTION CONTROL, PREVENT F441|  program. Additional education
55=p | SPREAD, LINENS and monitoring will be
initiated for any identified
The facility must establish and maintain an CONCETTIS,
Infection Control Program designed toprovidea |
"| 'safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and infection.
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F 441 | Continued From page 22 F 441 FTag 441
(a) Infection Control Program .
The facility must establish an infection Control Resident #192 no longer

| - determines-that-a-resldentneeds-isolation-te——|——

L lisolatethe resident.

Program under which it -

(1) Investigates, controls, and prevents infections
in the facility,

(2} Decides what procedures, such as isolation,
should be applied to an individual resident; and
{3) Maintains a record of incldents and corractive
actions related to infections.

(b} Preventing Spread of Infection
{1) When the Infection Control Program

prevent the spread of infection, the facility must

-~ from the observations, =~ |

resides in the facility.

The identified nurse did not
return to the facility until
medically cleared.

Proper signage was obtained
by the DON for droplet
precautions on 3/5/15. No
negative outcome resulted

(2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the diseases,

{3) The faciity must require staff to wash their
hands after each direct resident contact for which
hand washing Is indicated by accepted
professional practice.

{c) Linens

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

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview and _
“document review, the facility failed to prevent a
staff member with signs of a potential infection
from continulng to wark on the unit for 1 of &
Licensed Mursing Staff on 200 hall and failed to
have the required signage for droplet isclation

Current residents and
employees have the potential
to be affected.

The ADON will in-service all
licensed nursing staff (which
includes weekend and PRN) on

the policy and procedures for
infection control for both _
residents and employee health |
which includes proper use of
signage by 4/2/2015.

The Unit Mangers will report
residents and employees with
signs and symptoms of
infection daily in the clinical
operations meeting. Employees
with signs and symptoms of
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F 441| Continued From page 23 E 441 infection will not be permitted :

precautions for 1 of 1 residents {Resident #192)
with influenza, The findings included:

1. Review of the facility document titled Infection
Contral Program and dated 03/05 revealed " The
employee reports employee infections o hisfher
immediate supervisor. The DON (Director of
Mursing)/designee completes the Employas
infection log. ™

" The Employee Health Policy {undated) revealed
" It is the policy of this facility to prohibit

_amployees-with-communicable disease orwith—{—

infected skin lesions from direct contact with

to work per policy. |
New admissions and new
orders are reviewed by the

Unit Managers during the
morning clinical meeting, The
Unit Managers will ensure that
new orders for isolation are in
place and appropriate signage

is posted.

'i

| The ADON will track all
reported resident and

guests-ortheirfood—

On 37215 at 4:30 PM Nurse #12 was observed at
the Nursing Station for 200 hall. At that time she
stated to other staff at the Nursing Station that
she was told she could not work because she had
a fever. She also said that she was just trying to
get done so she could go home. Nurse #12
added that she did not know she had a fever until
1:00 {PM)} and that they were trying to get
someocne to cover her for tomorrow. There was
no reply from any of the staff members present at
the Nursing Station,

On 3/2/15 at 4:43 Nurse #12 was observed at the
Nursing Station for 200 hall deing paperwork and
interacting with staff,

employee infections per facility
policy. The ADON will monitor
isolation orders and postings
(2) times a week for (4) four
weeks then weekly for (2) two
months utilizing an audit tool.
Audit results will be reported
to the DON weekly for the next’
(3) three months.

‘The DON will audit the
infection tracking logs

2x/week for 4 weeks and
On 3/5/15 at 1:15 PM during a telephone monthly thereafter. All
interview with Murse #12 she stated that she auditing results will be _ _

started feeling like she might be gelling a cold on
Sunday evening (3/1/15) but still came into work
on Monday morning (3/215) because she still
thought it was just a cold. She said that around
noon she wasn 't feeling very well and fook her

reported to the quality
assurance committee by the
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F 441 | Continued From page 24 £a441)  DON during the monthly

temperature and it was 100 degrees. Nurse #12
stated that she told her supervisor, Nurse #2, and
then said that she actuslly said it in general to the
staff at the desk but then Nurse #2 came to her
and told her that she {Nurse #2) had informed
Administrative Staff #2, Murse #12 said that after
this, Administrative Staff #2 came to talk lo her
and told her that they would try to cover her shift
for tomorrow (3/3/15) in case she wasn 't feeling
any better. Nurse #12 indicated that she was not
sure If she interacted with any residents after she
noted her fever was 100 degrees and said that

after-1-Phkshe-mestly-had-paperwork-to-doand-=
the last medications she passes are given around

1 PM—She-added-that-after 1+ PM-she-weuld-arly—
be out on the hall if 2 Nursing Assistant needed
help with something. Nurse #2 stated that that
evening her fever was 102 degrees so she went
to the doclor the next day and was told she had a
viral illness that needed to run its course,

On 3/5M5 at 3:00 PM Administrative Staff #2
stated that Nurse #12 did not tell her until the end
of her shift that she had a low grade fever. She
added that Administrative Staff #12 should have
known she needed to report her fever when she
first bacame aware of it so a determination of
whether or not it was appropriate for her lo
continue working on the unit could be made.
Administrative Staff #2 also said she had not
known that Nurse #12 was aware of her fow
grade fever earller in the day, or that she had
continued to work after the end of her shift (first
shift, 7-3), She also stated that there was no

“specific facility policy requiring a staff memberto |

be fever free for any perlad of time before
returning to work.

On 3515 at 4:00 PM, interview with Nurse #2

meeting for the next (3) three
months then monthly
thereafter.

Continued compliance will be
monitored through review of |
new admissions, new orders
and changes in condition
during the morning clinical
meeting, round observations
“for appropriate signage when
i 5 are identified to

require isolation, monthly
review of infection control
tracking logs and through the
facility’s quality assurance
program. Additional education .
and monitoring will be
initiated for any identified
CONCErns. :
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revealed that on 3/2/15, Murse #12 told her that
she had a fever. Murse #2 said that Nurse #12
reported this at the end of her shift and she
(Nurse #2) was not aware that Nurse #12 had
known about her fever earlier in her shift. Nurse
#2 said that she told Nurse #12 that she needed
to tell Administrative Staff #2. MNurse #2 also said
that Murse #12 should have been aware that staff
should report signs and symptoms of an infection
immediately. Nurse #2 acknowledged that she
saw Murse #12 finishing up at the nursing station
after reporting her fever and after the end of her
shift but said— | was-busy but before | knew-it
she was gone. "
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F 441 | Continued From page 25 F 441

2. Review of the facility policy titled " Second
Tier. Transmission Based Precautions Droplet
Frecautions dated 01/13 revealed: " The facility
will utilize Droplet Precaution (in addition to
Standard Precautions), for specified guests
known or suspected to be infected with
microorganisms transmilted by droplets that can
be generated by the guest during coughing,
snaezing, talking, or the performance of
procedures such as suctioning or trach
{tracheostormy) care.” The precautions
included: " Wear a mask when working within
three feet of the guest. " " If transport or
movement is necessary, minimize guest dispersal
of droplets by masking the guest. " " Visitors:
Place a sign on the door of the guest’ s room and
instruct visitors to report to the Nurses ' Station
prior to entering the room. "

Resident #192 was admilted on11/22/14 with
diagnoses including dementia, diabetes, brain
tumor and chronic kidney disease. He was
readmitted on 12/22/15 with a new diagnosis of
influenza.
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The haspital Discharge Summary dated 12/21/14
indicated that Resident #192 had a positive
influenza screen while in the hospital. The
Discharge Summary also revealed the following
under discharge instructions " Patient was
treated for the flu while an inpatient and will need
to have isolation for 1 week following Initiation of
symptoms. Patient should be In isolation until
12723114 (droplet precautions). ™

The Mursing Mote (time and date not indicated

however this was the first note after the resident
—— | was readmitted-on 12/22/14) revealed Resident —|~ - - ST e T -
#194 had a raspiratory infection and was on

spaclal-caredsolationand precautionsforan

active Infections disease. The lype of isolation
precautions {Contact or Droplet) was not
specified.

Review of the Physician ' s Orders for 12/22/14
revealed no orders for isolation precautions or
Droplet precautions.

The Nursing Note dated 12/22114 at 11:30 PM
revealed “ special care isclation precautions
standard " and " maintain isclalion precautions
due fo flu.

The Nursing Note dated 12/23/14 at 3:38 PM
revealed " special care isclation precautions
active Infectious disease. "

The Nursing Note dated 12/23M14 at 7:08 PM
revealed " special care isolation precautions _ S — e - - .-
~ " |slandard. "

Review of the Physician ' s Orders for 12/23/14
through the resident ' s discharge on 1/21/15
revealed no orders for isclalion precautions or
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Review of the facility Infection Confrol Log for
December 2014 revealed that the resident ' 5
influenza diaghoses and information regarding
isolation precautions had not been recorded on
the log.

On 3/4M5 at 5:30 PM, interview with
Administrative Staff #3 revealed that the facility
only used contact precautions {used when
transmission involves direct contact) signage for
residents who-were-on any type ofisolation——-
precautions, even if the isolation required was
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Droplet precautions,

something else like-droplet precautions.
Administralive Staff #3 also said that staff at the
facllity were trained to use all the items of
persanal protective equipment available in the
isolation kit. She said the kit was placed next to
the resident ' & door on the hall side of the room
and for droplet precautions masks would be
included in the kit so staff would know they
needed io wear them. She also stated that
influenza cases should be tracked on the
Infection Control Log but safd that she did not
receive a fracking sheet and she had therefore
been unaware Resident #194 had a diagnoses of
influenza. Administrative Staff #2 was present
and added that there was also a sign that would
be posted on the door to the room of a resident
on isolation precautions, which instructed people
to contact staff at the nursing station before they
enterad the room. She indicated that facility
practice was lo place the contact precaulions sign
on the tog of the isalation kit Administrative Staff
#2 stated that the facility only used contact
precaution signs, even when droplet precautions
were required, in order to protect the privacy of
residents.
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On 3/5M15 at 8:25 AM Administrative Staff #4 was
interviewed and verified that in December, 2014
the facility had a resident who required droplet
isolation precautions for 1 day., She added thata
decision was made by facility staff, In consultation
with the physician, to keep the resident on drop
isolation precautions for 1 week as a preventative
measure. She stated that nursing staff had been
informed that the resident was on droplet
precautions and were aware when masks weare
requirad but she did not recall what signage about
--— —theisolation-precautions-was used at the resident-———| e TR s m e
' s door. She added that masks were placed in all

isolation-kils-even-when-only-cortact precautions -
were required, :

On 3/5/15 at 3:00 PM Administrative Staff #2
stated that the facility previously only had contact
precautions signage for use in the faclliity when
residents contact or droplet precautions isolation.
She added that on 3/5/15 she had taken steps to
acquire the required signage to use when
residents were on droplet isclation precautions.

F 520 | 483.75(0)(1) QAA F5820) pTag520; 4-2-1%
g5=p | COMMITTEE-MEMBERS/MEET

QUARTERLY/PLANS The facility will maintain a

quality assurance committee

A facility must maintain a qualily assessment and made up of a multiple

assurance committee consisting of the director of disciplinary team.

nursing services; a physician designated by the Current residents have the

facility, and at least 3 other members of the potential to be affected,

facility's stafl. S R ) A N
The quality assessment and assurance The Regional QA Manager will

committee meets at least quarterly to identify in service all department heads

issues with respect to which quality assessment
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and assurance aclivities are necessary; and
develops and implements appropriate plans of
action to correct identified quality deficiencies.

A State or the Secretary may not require
disclosure of the records of such commitiee
except insofar as such disclosure is related fo the
compliance of such committee with the
requirements of this section.

Good faith aftempts by the committes to identify
and correct quality deficiencies will not be used as
a basis for sanctions. - B
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F 520 policy, procedures and

functions of the quality
assurance committee and
program, In-servicing will
include the process for
determining the root cause for
identified concerns.

The DON, ADON, and Unit

Managers will complete
T weekly audits of medicatiom——

carts and storage rooms for 3

This REQUIREMENT is not met as evidenced
by

Based on record review, observation and staff
interview, the facility ' s Quality Assurance and
Performance Improvement (QAPI) committee
failed to implement, monitor and revise as
needed the action plan developed for the 12/5/13,
11/28/12 and 10/6/11 recertification surveys in
order to achieve and sustain compliance. The
facility had a pattern of repeat deficlencies on
proper labeling and dating of drugs and biclogical
{F431) on the 12/5M3, 11/28/12 and 10//11
recertification surveys, The findings included:

This tag is cross referanced to:

F 431- Proper labeling and dating of drugs and
biclogical- Based on record review, cbservation
and staff interviews, the facility failed to date six
ipratrgpium bromide and albuterol sulfate vials
after they had been removed from the foil pouch
in one of five medication carts {cart for upper 100
hall).

months then randomly
thereafter to ensure proper
storage of drugs and
biologicals. Variances will be
corrected at the time of
observation.

The Regional QA Manager/
Regional Manager will review
the QA meeting minutes for the
next (3) months then randomly
thereafter to ensure
appropriate action plans have
been identified and amended
as needed. Variances willhe____
corrected as identified.
Continued compliance will be
monitored through random
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During the recertification surveys on 12/5/13,
11/28M2 and 10/6/11, the facility was cited F431
for not labeling medications with the date opened
and for not discarding expired medications,

An interview was conducted with Administrative
Staff #1 on 3/5/15 at 3:34 PM. He stated the
facility had a QAP committee which consistad of
the Director of Mursing, Social Worker,
Maintenance Director, Medical Director,
Pharmacist, Psyehiatric Group, Rehabilitation
Manager, Assistant Director of Nursing and the

_ Administrator, He stated the QAPI committes had.

met on a monthly basis. He stated there were no
corporale indicators regarding quality assurance

during routine visits by the
Regional Manager and
Regional QA Manager.

issues with proper labeling and dating of drugs
and biological.
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