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e : :
E 000 | INITIAL COMMENTS F 000 This Plau_x of Correcﬁgn is prepared
_ and subimitted as required by law.
Amended SOD 01/09/13 By submitting this Plan of Correction,
Crestview Center does not admit
A recertificat tinted on 04/02/13 that the deficiencies listed on this
recertification survey was wuhialed on : M
and concluded on 01/04/13 and deficiencies wera form exist, nor does thg Center admif
cited with the highest scope and severity being an to any Sftﬁfements, findings, fgxcts, or
"E", The Life Safety Code survey was injtiated conclusions that form the basis for
;‘ﬂd ?f?ng:u_?_:d ;)n (‘)‘é;;()r?/ ésr\‘N'lth no dEﬁGie;ﬁﬂiF}S the aneged deﬁciencies. The
entiiled. The faciity had the oppaortunity to : :
corract the deficiencies before remedies would be Crestview Ct?ntcr reserves the right
recommended for imposition. to challenge in 13531' and/or
F 428 | 483.60(c) DRUG REGIMEN REVIEW, REPORT F 428 regulatory or administrative
ss=E | IRREGULAR, ACT ON ' proceedings the deficiencies,
The drug regimen of each resident must be stafements, facts,. and 'conclumons
reviewed at least ance a month by a licensed that f:orm_the basis for the
pharmacist, deficiencies.”
. 02/05/1
The pharmacist must report any irregularities to F428
the attending physiclan, and the director of 1 Resid d C administrati
nursing, and these reports must be acted upon. 1. Residents #3, 8 and C admunistration
time of Levothyroxin was changed to
6:00 a.m. on 1/10/12 by the licensed
nurse, Residents #4 and #13 no longer
reside in the facility.
i id . . -
'g:;a AEQUIREMENT |8 not met as avidenced 3. An audit of residents receiving
Baged on observation, interview, record review LeVchymxm was completed by the
and review of the facility's polloy, It was Regional Nurse Consultant on 1/03/13 to
determined the facility falled to identify and determine if medication administration
administer Levothyroxine in accerdance with times were per the manufacturers
mganufa:’;turers recommendation, as evidenced by recormmendations. Additionally, on
failure of the Pharmagy consultant and nursing 1/11/13. the Ph o tant audited
staff to ensure residents received Levothyroxine » e :-%rmac}f Onsultant audity
(Synthroid) on an empty stomach for four (4) of current rz::sxdgnt ] mechc:atmns tq ensure
thirteen (13) sampled resldents and one (1) of that medications are being administered
LABORATORY DI A TITLE (%8} DATE

e !

1513

Any deficiency statement ending with an asterlsk {*
other safeguards provide sufficient protection to the patients. (Ses instructions.)

o

I}
Wr’ ER AEFRESENTATIVE'S SIGNATURE
b ¥y A
¢

notes & deficiency which the Institution may be excused from cerrecting providing it Is determined that

Eyeapt for nursing homes, tha findings stated above are disolosable 90 days
foliowing the date of survey whether or not & plan of carrection is providad. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are mads available to the facllity. Jf deficlencies are clted, an approved plan of carrection Is requisite 1o continued

program participation.
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. per manufacturer recommendations.
F428| Continued From page 1 F4z28 Identified concerns were addressed by
four (4) unsampled rezidents, Regldants #3, #4, 1/15/13 by the licensed nurse
#8, #13, and Unsampled resident C. ’
The findings include: . .
3. Licensed Murses will be re-educated
Raview of the facility's policy "LTC Facllity's by the Director of Nursing as of 2/4/13 tp
Pharmacy Services and Procedures Manual (6.0 follow manufactures' recommendations
General Dose Preparation and Medication gl ;
Administration)”, dated 12/01/07, revealed faclity ?latedg'? med:ﬁ:?on adm.lf;mtm“ﬂ
staff should follow the manufacturer's medication UMEs. LICensed NUrses will complete a
administration guidelinea, which states the Pﬂﬁfﬁ education evaluation, Whm}} will be
medication should be given on an empty reviewed by the DNS to determine
stomach, either 1 hour prior 1o meals or 4 hours competency. A copy of the Omnicare
after the last meal of the day. Pharmacy "Drug Administration-
. ; _—_ ' Recommendations Regarding Meals" was
1. Observation of the medication pass, on ided t h i d for furtl
01/03A3 at 8:05 AM, revealed Unsampled Provided {o gach] ICSTISEC IUISE Bot TS
Residant G was sitting up in bed eating breakfast, reference. In addition, a copy of "Drug
Furthar observation revealad RN #3 administer Adminigtration Recommendations
Synthrold 50 meg to the resident during the meal, Regarding Meals" was placed in the front
Review of the physiciar's order. dated 10/12/13 of the facility Medication Administratio
eview of the physician's order, date | i
for Unsampled Resident C revealsd Synthroid 50 R@ﬁo;ds‘:mgeéi Tl;e.gélatz:m;;:g C:nfs uga ¢
mog by mouth every day 1o be given for Wil TeView each resident's crug Teghiner
Hypothyroidism. monthly a}ld report any irregularities to
the attending physician and DNS. All ngw
2. Observation of Regldent #4, on 01/03/13 at orders will be reviewed daily M-F by the
7:50 AM, revealed the resident eating breakfast, DNS, ADNS and/or Unit Manager for
Review of the clinical record for Resident #4, op p;f&?;iﬁggﬂxnmtﬁﬁ 1? N sed
revealed the facllity admitted the resident with ’
diagnoses of Thyroid Disarder and Hypertension, )
The physician ordered Synthroid 100 mcg be 4. The DNS will report monthly drug
administered daily. regimen findings to the PI Committee
Review of the 2013 Medicati for three months for review and further
aview o1 ihe January edicalion recommendations, then quarterly as
Administration Record (MAR) for Resldent #4, Seterrained by the PT Committee,
revealed the facility administered the Synthroid at 7 y '
FORM GM5+2567(02-99) Provious Varsions Obsolste Evant ID; W72V 11 Facility 1D: 100383 . it continuation shest Page 2 of 9
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8:00 AM daily.

3. Review of the clinical record for Resident #13,
revealad the facllity admitted the resident with a
diagnasis of Hypothyroidism.

Review of the physiclan orders for Rasident #13,
revaaled Synthrold 50 mog daily was ordered by
the physiclan,

Review of the December 2012 MAR for Regldent
#13, revealed the facility administered the
Synthroid daily at 8:00 AM.

4. Review of the clinical record for Resident #3 -
revealed the facility admitied the resident on
04/23/12 with diagnoses of Dementla, Toxic
Eneaphalopathy, Hypothyroidism, Erophagasl
Reflux, Hypertensian, and Anxiety. Review of the
physician's orders revealed Levothyroxine
Sodium (Synthroid)175 meg was ordered as 1
TAB P.O. daily, with a start date of 08/15/12.

Review of the Medication Administration Record
(MAR) revealed Levothyroxine Sodium 175 meg
was scheduled at 8 AM daily for Residant #3.

5. Review of the clinlcal resard for Resident #8
revealed the faclllty admitted the resident on
04/25/12 with diagnoses of Alizheimer's Dementia,
Hypothyroidiam, Edema, and Anxiety State.
Review of the phyzician's orders revealad
Levothyroxine Sodium 125 mcg was ordered as 1
TAB P.O. daily, with a start date of 05/09/12.

Raview of the Medication Administration Record
(MAR) revagled Levothyroxine was acheduled for
administration at 8 AM dally for Resident #8.

FORM CMS-2587(02-08) Pravious Varaions Obealate Event ID:W72V11 Raclitty ID: 100383 I sontinuation shaet Page 3 of §
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SUMMARY STATEMENT OF DEFICIENCIES

D PRQVIDER'S PLAN OF CORRECTIQN

medication to make sure the resident got the

Heviaw of the monthly Pharmacy Medlcation
Reviews for Resldants #3, #4, #8, #13 and
Unsampled Resldent C ravealed the no
documentation of medication lrregularlties by the
pharmacy consultant that included the
administration of Synthroid on an empty stomach
ane hour prior to meals or four houra after the last
meal.

Intarvisw with RN #3, on 01/03/13 at 815 AM,
revealed she normally used her 7.00 AM window
for glving tha medication; however, siated the
medication should be changed to a 6:00 AM

medication prior to eating.

Interview with the facllity's Pharmacist, on
01/04/13 at 2:20 PM, revealed there were new
manutacture's instructions that wers provided In
November 2012, which Instructed that Synthroid
should be taken on an empty stomach or 4 hours
after the last meal of the day. The pharmacist
revaaled In her experfence, this should have been
pickad up on the monthly pharmacy raview as a
recommendation and could not provide 8 reason
why it had not been noted, The pharmacist
stated any recommendations are given to the
Director of Nuraing az well as placed in the
resident's record to be acted upon by the
physiclan,

Interview with the Director of Nursing, on
01/04/13 &t 2:30 PM, revealed the physician's
orders are followed with spacific time designated
by the physician, and if not in the physician's
orglers, then nursing would normally rely on the

4y 1D {X5)
,?,f-, gp,x (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION BHQULD BE COMPLETION
TAG HEGULATORY OR LAC IDENTIFYING INFORMATION) - TAG CROSS-REFERENCED TO THE APPAOPRIATE PATE
DEFICIENCY)
F 428 | Continued From page 3
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pharmacy to give this in thelr recommendations,
at which time they would refer to the physician 02/05/1
, and obtain orders.
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441 Fd41
55=p | SPREAD, LINENS

The facility must establish and maintain an
Infection Controt Program designed to provide a
gafe, sanitary and comfortable environment and
to help prevent the development and transmission
of disaase and infection.

(a} Infection Gontrol Program

The facility must establish an Infection Control
Program under which it -

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

{2) Decldes what procedures, such as isolation,
shouid be applied to an individual resident; and
(3) Maintains a record of incidents and cotrective
actions related to infections,

{b) Preventing Spread of Infection

(1) When the ihfectlon Gontrol Program
determines that a resident neads isolation to
prevent the spread of Infection, the facility must
isolate the regident.

(2} The fasility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or thelr food, if
ditect contact wlli transmlt the disease.

{3) The faciiity must recuire staif to wash their
hands after each direct resident contact for which
hand washing I3 Indlcated by accepted
professional pragtice,

{¢) Linens
Personnel must handle, store, process and

1. Resident #10 was provided a bedside
commode by the licensed nurse on
1/3/13. Resident's #7 and #10 were
educated on contact precautions and to
remain in their rooms while under contat
precautions on 1/4/13 and resident #10 o
longer resides in the facility. Resident [}
was assessed on 1/3/13 for signs or
symptoms of infection by the licensed
nurse; there were none noted. RN #2 wals
re~educated on 1/3/13 by the DNS to us
gloves with administering nasal inhalers,
Resident D no longer resides in the
facility.

2. The Infection Control log was
reviewed by the Director of Nursing
Services on 1/17/13 for the previous 30
days to determine if there had been any
trends related to resident illness/infection.
There were none noted. The Director of
Nursing also conducted observations
within the center 1/8/13 -~ 1/17/13 to
determine staff/resident adherence to
contact precautions with no concerns
noted.

FORM CMS-2867(02:99) Frevious Verglong Ohsolets Evant it W72V11
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F 441 Continued From page 5 P44 3 Nursing staff will be re-educated by
::;?g ;? g: linens so as to prevent the spréead of the Infection Control Nurse by 2/4/13 to)
’ the Infection Control Policy as it relates

to Isolation and Contact Precautions
using current CDC recommendations

This REQUIREMENT is not met as evidanced and following standard precautions,
by: o , including to wear gloves whenever
Based an observation, intetview, record review coming into contact with a resident's
and review of the facllity's palioy, |t was mucous membranes and/or excretions.

determined the faciity failed to ensure the staff

followed isolation and standard precautions for Nursing staff will complete a post

two (2) of thirteen (13) sampled residents and education evaluation, which will be
one (1) ot four (4) unsampled residents, The reviewed by the DNS to determine
facilty failed to maintain contact precautions for competency.

Resident #7 and #10 who were placed in Isolation

and failed to utilize standard precautions during 4, The Director of Nursing and/or Unit

the administration of nasal medications to

Unsampled Resident D, Managers will complete medication

administration competency audit with 3

The findings Include: . licensed nurses per month for at least 3
. " ’ months to validate that standard

Review of the facility's policy regarding Standard precautions are followed during

Precautions, dated Octoher 2009, revealed staff medication administration to include

should wear gloves when coming into contact

with mucus membranes and excretions of & nasal inhalers; any concerns will be

addressed immediately. The Infection

resident.

Control Nurse will monitor compliance
Review of the facility's policy regarding Contact for at Jeast 3 months by ma_kjng rounds
Precautlons, dated October 2008, revealed staff when there are any residents on Isolation
were 10 wear gowns and gioves when entering a Precautions to validate staff/resident

room where contact precautions were in use,
Staff would limit resident movement and when
tranaport was necesgsary, ensure that precautions

adherence to contact precautions and
immediately address any concerns if

were maintained and infective material was noted, The Director of Nursing/Infection
contained. Colonization would be confirmad with Control Nurse will present findings and
one (1) positive screen and the physician would trends of resident infections, need for
write an order stating that the resident was transmission based precautions/isolation

colonized and could be removed from

and stafffresident adherence to

FORM GMS-2567(02-98) Pravious Verslons Obsolate Event ID:W72v11 Facillty IT: 100383 If gontlnuatlon sheet Page 6 of §
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F 441 Continued From page 6 F441) following standard and transmission

precautions. Resolution of the Infection was
confirmed with one (1) positive screen and the
physician would write an order stating the
resident's infection was resolved and precautions
wars no longer needed,

Chservation of Resident #7, on 01/02/13 at 1:45
PM, on 01/03/13 at 7:25 AM, 8:30 AM, 9:15 AM,
10:00 AM, and 11:30 AM, revealed the resident
was in the therapy room for rehabilitation with
other residents, in the resident dinlng room for
meals with other residents and in activities with
other residents.

Roview of the ¢linical record for Resident #7,
revealed the resident had & diagnosis of
Clostridium Difficile Colitls and continued with
diarrhea as noted by the physician in a progress
note dated 01/02/13. The facillty admitted the
resident with the diagnosis of Clostridium Ditficile
Calitis and placed the resident on isolation;
however, the sign on the resident's door read
Contact Precautlons. The facllity completed a
signiflcant change Minimum Data Set (MDS)
assesament on 11/02/12 which revealed the
resident required extensive assistance with
transfers, ambulation, dressing, and hygiens.
The resident was incontinent of bowe! and
bladder.

Interview with Certified Nurse Aides (CNA) #1 and
#2, on 01/03/13 at 11:45 AM, revealed they had
received some training on contact precautions;
however, the hurses on the unit told them how fo
handie the isolation rooms. They were to wash
their hands and wear gloves and gowns if they
touched the resident to provide care.

based precautions per policy and
outcomes of medication administration
competency audit to the PI Committes
for three months for further review and
recommendations, then quarterly

as determined by the PI Committee,

FORM CMS-2587(02-88) Fravious Versions Chadleta Evaent ID:W72V11
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Interview with Ragisterad Nurse (RN) #2, on
01/02/13 at 1:40 PM, revealed Resident #7 was in
therapy.

interview with RN #1, on 01/02/13 at 1:50 PM,
revesaled the resident would continue to move
about the facillty freely per the Director of Nursing
Instructions.

Interview with the Medical Director, on 01/02/13
at 1:42 PM, revealad Resldant #7 shouid not be
in therapy and that therapy should be completed
in the resident's room since the resident
continued on an antibiotic for the colitis diagnosla.

2. Observatlon of Rasident #10, on 01/03/13 at
11:30 AM and 2:00 PM, revealed the resident was
on Contact Precautions. There was another
resident in the room not on contact precautions.
There was a single bathroom for the room with
one commode, There wasg no bedside commods
noted in the room.

Review of the clinical record for Resident #10,
revealed the resitdent was re-admltted to the
facility late on 01/02/13 with a diagnosia of
Clostridium Difficile Colitis (C Diff) requiring
contact precautions as ordered by the physician.

Interview with the Director of Nursing, on
01/04/13 at 2:30 PM, revealed the facilty did not
obtain a bedside commode for the resldent untll
the evening shift on 01/03/13. Bhe stated the
resident had been using a bedpan which staff
smiptied Into the one commode for the room. She
stated she was not aware residents with C Diff
were not to use the same commode rasidents

{
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without the infection used.

3. The faclity did not provide a policy regarding
precautions to use when adminlstering nasal
medications,

Interview with the Director of Nurging, on
01/04/13 at 2:30 PM, revealed her expectations
tor nurses giving Miacalcln would be to wash
hands and use gloves. She stated thers was no
specific facllity policy far this, and would refer to
thelr atandard of practice manual "Perty and
Potter".

Revisw of the Perry and Potter manual revealed
the staff should wear gloves whan adminlsteting
nasal inhalers,

Observation during the medication pass, on
(1/0313 at 7.45 AM, revealed the medication
Miacalcln apray ta be adminlstered to Unsampled
Reslident O, without the use of standard
precautions. RN #2 failed to apply gloves
throughout the administration of the medication.

Interview with RN #2, on 01/03/13 at 8:00 AM,
revealed she did not come in contact with the
resident's skin, so she didn't wear gloves. The RN
revealed she was not sure what the policy was
regarding administering nasal Inhalers and the
use of gloves.
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CFR: 42 CFR 483.70(a)
BUILDING: 01

PLAN APPROVAL: 1964, 1992
SURVEY UNDER: 2000 Existing
FACILITY TYPE: S/NF DP

TYPE OF STRUCTURE: One (1) stary, Type V
Unprotacted

SMOKE GOMPARTMENTS: Five (5) smoke
compariments.

FIRE ALARM: Complete fire alarm system with
heat and smoke detectors.

SPRINKLER SYSTEM: Complete automatic dry
sprinkler system.

GENERATOR: Type |, BOKW generator, fuel
source Is diesel.

A standard Life Safsty Code survey was
conducted an 01/03/13. Crestview Care and
Rehabilitation Genter was found to be in
somplignce with the Requlrements for
Patlicipation In Medlcare and Medicald In
accordance with Title 42, Code of Federal
Hegulations, 483.70 (a} et seq. (Liie Safety from
Fire). The facility has fifty- eight (58) certifled
beds and the census was fitty-one (51) on the day
of the survey.

LABORATORY DIREC DA PPEIER AEPRESENTATIVE'S BIGNATURE THLE (¥%6) DATE
%(W%“ i shdor 5

Any deficiency statement anding with an astarizk (*) géhotes a dqﬂc:ency whigh the ingtitution may be excused from correcting providing It Is determined that
other safeguands provide sufflclent protaction 1o thafgients. (Ses Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not & plan of torrection is provided, For nursing homes, the above findings and plans of correctlon are disclosable 14
days follawing the date these doouments are made avallable to the facility. If deficiencies are cited, an approved plan of correction Ig requisite to continued

program participation,
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