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to ensure that the lab is scheduled
F 281 ' Continued From page 1 F281) and completed as ordered, The

Staphylococcus Aureus (MRSA) and Urinary
Retention.

A review of the lab order, dated 10/07/11, for a
repeat urinalysis (UA) was to be completed in two
weeks, on 10/21/11. This lab was not obtained
untit 4101/41.

Urinalysis results for Resident #5, dated 11/01/11
al 5:07 PM, revealed trace amounts of blood,
nitrites, leukocytes, an elevated white blood call
count, an elevated red biood cell count, bacteria,
mucus and squamous apithelial's,

An interview with Licensad Practical Nurse (LPN)
#1, on 11/02/11 at 8:30 AM, revealed a laboratory
log should be updated at the time the nuree
received the order for the fab. She stated she
and the other unit manager usually check to
ensure the orders were put in the book, but stated
"l just missed this one." She stated she notifiad
Resident #5's physician and was instructed to
obtain the Iab at that time and notify the physician
of the results.

An interview with the Director of Nursing (DON),
on 11/02/11 at 9:16 AM, revealed the lab Jog was
to be compisted monthly and updated daily based
on any new orders that were written. She
verbalized the unlt managers get a copy of all
orders and add the abs lo the Jog as needed,
She sald some nurses wil! update the log when
orders are received, but it was ultimately the unit
managers who monitor and update the lab log
book. She stated she was aware of Resident #5
not gatting the lab as ordered for 10/21/11 and
the lab being obtained on 11/01/11; however, she
could offer no explanation as to how the tab was

findings of this review to
quality  assurance

Director of nursing will report

monthly times three months to
ensure continued compliance.

the center
committee

12/01/1
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missed.
F 315 483.26(d) NO CATHETER, PREVENT UTI, F 315
§5=D | RESTORE BLADDER

Based on the resident's comprehensive
assessment, the facllity must ensure that e
resident who enters the facility without an
fndwelling catheter is not cathsterized uniess the
resident’s ciinical condition demonstrates that
cathaterization was necessary; and a resident
who is incantinent of bladder receives appropriata
treatment and services fo prevent urinary tract
infections and fo restore as much nomal bladder
function as possible,

This REQUIREMENT is not met as evidenced

by:

Based on observation, interview, record reviaw
and review of the facility's policy/procedure, il was
determined the facliity failed to provide

- appropriate treatment and services relatad to

incontinent care for one resident (#3), in the
selected sample of fourteen (14).

Findings include;

A reviaw of the facility’s policy/procedure,
"Perineal Care" (undated), revealed "the staff
members were o wash the resident's perineal
area, starling with the urethra and working
outward, using a clrcular motien. Continue to
wash the perineal area and thoroughly rinse the
perinesl arsa in the same order, using a fresh
waler and clean washcloth. Gently dry the
perineum in the same order. Tum the resident on
thelr side and wash, rinse and dry the reclal area
thoroughly.”

F 315

11/2/11,

11/2/11.

resolved,

1. Appropriate incontinent care
- was provided to resident #3 and a
skin assessment was completed on

2. All other residents being cared
for by SRNA #2 on 11/2/11 were
assessed with no findings.

3. All SRNA’s were retrained on
proper incontinent care by the
Director of Nursing on or before

4. Unit Managers will observe
incontinent care on a random
sampling of five residents on each
unit one time daily for 2 weeks to
ensure that facility policy and
procedures for incontinent care are
being properly followed, The
Director of Nursing will report their
findings to the center Quality
Assurance committee monthly until

12/01/11
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F 315 Continued From page 3

A record review revealed Resident #3 was
admitted to the facility on 11/01/04, and
re-admitted on 10/15/10, with diagnoses io
inciude Anoxle Brain Damage, Parsistent
Vegetative State and Neurogenic Bladder,

A review of the quarterly assessment, dated
09/07/11, revealed the facliity identified Resident
#3 to be incontinent of bowel and bladder. A
review of the care plan for incontinence, dated
08/08/08, revealsd the resident required the
extensive assistence of two staff members for
incontinent care, and interventions included
checking and changing the briefs during rounds
and as neaded. A review of the State Registered
Nurse Aide (SRNA) cara plan revealed the
resfdent was to be provided perineal cleansing
with the assistance of two staff members.

An cbservation during the provision of Incontinent
care for Resident #3, on 11/02/11 at 9:45 AM,

| revealed SRNA #2 used the same area of the
washcloth, using a circular wiping motion for the
entire perineal region and a back and forth motion
in the resident's groin area, using the same
washcloth, which contaminated the clean area.
The SRNA wiped the same area with a dry towel
and turned the resident to a side-lying position
and cleansed the rectal area with a back and
forth motion. An interview with SRNA #2, at the
time of the observation, revealed shs was trained
to provide incontinent care and fo fold the
washcloth and to avoid using a contaminated
surfaca, but had "forgotien this.*

An interview with Licensed Practical Nurse {LPN}/
Charge Nurse (CN)#1, on 11/02/11 at 4:13 PM,

F 318
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rovealed she expectad the SRNASs fo wash the
resident “front to back and fold the washcloth
before each wipe." Additionally, the SRNAs were
trained about proper incontinent care upon hire,
with monthly training and with yearly competency
training.

An Interview with Registered Nurse (RN) #1, on
11/02/11 at 4:30 PM, revealed the CNAs were to
fold the washclnth between wipes and "thay knew
better.”

An interview with the Direclor of Nursing (DON),
on 11/03/11 at 9:30 AM, revealed the SRNAs
were trained to provide proper perineat care and
"they just got nervous.”

F 332 | 483.25(m}{1) FREE OF MEDICATION ERROR ! F33z2| 1,
55 | RATES OF 5% OR MORE

F 332

Residents # 16, 17, 18 were
assessed no have no negative
effect from the error and their

The facility must ensure that it is free of '
physician’s were notified of the °

madication error rates of five parcent or greater.

errors with no new orders
recefved.,

This REQUIREMENT is not met as evidenced

by:

Based on observation, intarview, record review -2, All  other residents on |

and facility policy/procedure, it was determinad

the facility falled 1o ensure it was free of Potassium Chloride ER and

medication error rates of five percent or greater,
Observalions of medicatlon passes, on 11/01/11
and 11/02/11, on three separate units revealed
fifty medication opportunities with five errors,
which resulted in a medication error rate of ten
percant,

Findings include:

1

i occurred. All other residents with

Theophyline ER were assessed and
no other instances of medication
crushing were found to have

orders for nasal sprays were
reviewed and no other
administration errors were
discovered.
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A review of the facility's policy/procedure {for cral
medications) "Medication Administration," dated
10/07, included “check for specific prescriber

. order to crush medications if required by state
regulations. Crush medications if indicated for
the resident only after referring to the Msdications
to be Crushed Jist. Crush in tablel crusher,
moriar and pestle or with other appropriete device
and clean Immediately after use. For producls
that appear on the Medications not to ba Crushad
list, check with the pharmacist regarding a
suitable altemnative, and request a new prescriber
order If appropriate."”

A review of the Madications not to be Crushed
lis}, revised date 12/10, revealed Potassium
chioride tablats were not to be crushed and listed
the reason was due to being a time release
formulation. Theophyline ER wag also on the list
and the reason indicated was dus to being a time
release formulation.

1. A record review revealed Rasident #16 was
admitted fo the facility on 08/22/41 with diagnoses
to include Dementia with Behavior Disturbarncs,
Congestive Heart Failure and Confusion.

A review of the physician's order, dated
November 2011, revealed Potassium Chloride
ER was to ba administarad two times a day by
mouth and "DO NOT CRUSH "

An observation of a madication pass, on 11/01/11
at 3:05 PM, revealed Registered Nurse (RN) #2
administered a Potassium Chloride ER {extended
release) tablet crushed, mixed with appleseuce to
Residant #16,

3. All licensed nurses have been
. retrained on the medications on
the Do Not Crush list and the
center policy and procedures for
medication administration on or

before 11/29/11.

4. The Director of Nursing or
designee  will observe one
medication pass daily five times
per week for 4 weeks to ensure
center policy and procedures as
well as pharmacy instructions and
physician’s orders are followed
during medication administration.
| The Director of Nursing
findings to the center Quality
Assurance committee monthly for
continued follow-up and

recommendations.

will report

12/01/11]
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2. Arecord review revealed Resldent #17 was
admitted to the facility on 04/05/09 with diagnoses
to inclugde Altered Mental Status, Anemia and
Congestiva Hearl Failure.

A review of the physician's orders, dated
November 2011, revealod Deep Sea 0.65% Nase
Spray, one spray each nostril four imes daily and
Flonase 0.05% Nasal Spray, one spray each
nostril at bedtima, Hydrochiorothiazide 12.5 mg
was ordered for 9:00 AM every day.

An observation of a medication pass, on 11/02/11
at 8:07 AM, revealed Licensed Practical Nurse

" (LPN) #3 administered Flonase 0.05% nasal
spray to Resident #17 inslead of the Deep Sea
0.6% nasat spray. Additionally,
Hydrochlorothiazide 12.5 mg was not
administered.

3. A record review revealed Resident #18 was
admitted io the facility on 04/03/09 with diagnoses
to include Congestive Heart Failure, Chronic
Obsiructive Pulmonary Disease and Non Orgeanic
Psychosis, ;

An observation of a medicatlon pass, on 11/02/11
: at 9:00 AM, revealed LPN #3 administered

" Theophyline ER 200 mg crushed and Potassivm
_ Chloride ER 20 meq dissolved in water.

An interview with the Director of Nursing (DON}),
on 11/02/11 at 10:10 AM, revealed she expectad
the nurses not fo crush Potassium chioride ER,
but felt dissolving in water was acceptable. The
nasal spray was given in error and the
Hydrochlorothiazide should have been given and
was missed.
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An interview with the Pharmacist, on 11/02/11 at
10:45 AM and 2:10 PM, revealed administering
Potassium chloride ER or Theophyline ER

crushed or dissalved in water was not acceptable. F 371
The Pharmacist revealed crushing or dissolving
destroyed the integrity and design of the 1 A hands free trash can was '

medications. Extended release meant aifowing

 for the medication's intended effects be delivered placed in the hand sink area. The |

over a time period and not alf at once. Potassium broom and dustpan were hung on
chloride was a gastrointestinal irritant, their bracket. The milk that was
Theophyline had side effacts of tachycardia, heart not at proper temperature was

flutter, restlessness, headache and nausea. The
side effects of these medications could be more

discarded and milk at appropriate

intense if the Integrity of the medications had temperature was served. The
been destroyed by crushing or dissolving. pureed macaroni was brought to
F 371/ 483 35()) FOOD PROCURE, F371| temperature prior to it being
. RE/PREP, - :
$5<E | STORE/PREPARE/SERVE - SANITARY served to a resident.  The
The faciity must - * individual containers were
{1) Procure food from sources approved or removed from the steam table,
considered salisfactory by Federal, State or local
authorities; and 2. No residents were negatively

{2) Store, prepare, distribute and serve food

under sanitary conditions impacted as a result of the alleged

deficient practice.

3. All dietary staff were retrained
on the center policy and procedure

This REQUIREMENT is not met as evidenced - for obtaining food temperatures .
by: and dietary department sanitation
Based on observation, interview, and review of : policy and procedures b\/ the ;

the facility's policy/procedurs, it was determined . T
' the faciliy failed to ensure food was prepared, reg'Stered dietician on or before

distributed and served under sanitary conditions, ! 11/29/11-
Obsarvations of the meal service, on 11/01/11,
raveaied some of the food items served were not
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: 4, The Certified Dietary Manager
F 371 Confinued From page 8 F371} or designee will complete a kitchen

checked for temperature prior to preparing
resident food frays for service and soma of the
food items that were chacked were at improper
temperatures. Additionally, improper sanitation
practicas were observed,

Findings include:

A review of {he facility's policy/procedure for food
temperatures, undated, revealsd "The
temperatures of all foods on the serving fine will
be measured prior to resident servica and
racorded al every meal” The policy/procedure
also revealed "Cold food should be 40 degrees
Fahrenheit or less when the temperature is taken
In the kitchen, at the time of service."

The initiat observation of the kitchen area, on
11/01/11 at 9:15 AM, revealed the frash can
located at the handwashing sihk did not have a
hands' free lid and required touching the fid 1o
place dirty paper towels init. Also, a broomand a
dustpan were sitting directly on the floor, instead
of the proper wall hanging bracket.

An observation of the lunch meal service, an
11/01/41 at 11:20 AM, revealed Kitchen stalf #1
obtained temperatures of all the food on the
steam {able, axcept for the aitemative meat
{chicken) and containers of pureed hot dog and
craam of chicken soup, which were observed
gitting directly on top of the macaroni.

i An observation, on 11/01/11 at 12:20 PM,

" revealed the temperature of the pureed macaroni
was 130 degrees Fahrenheit. Ths temperature of
a glass of buttermilk was 49 degrees Fahrenhait,
pudding thick milk had a temperature of 48

. Manager will report findings to the

. recommendations. :

sanitation audit daily times two
weeks and will observe food
temperatures at each meal times
two weeks to ensure continued
compliance, The Certified Dietary

center Quality assurance -
committee for follow-up and

12/01/11
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F 371 Continued From page 9 F 371
degrees Fahrenheit, and Nectar thick milk was 46
degraes Fahrenheit.

i An interview with the Dietary Manager, on
11/02/11 at 8:00 AM,revealed she was aware the

_kitchen staff did not obtain temperatures on alf of

| the different foods served and it wes her
responsibility to ensure all the temperatures were
oblained. She stated individual containers of
food should not be placed in other food while on
the steam table. Additionally, brooms, mops and
dusipans were not to be left sitting directly on the
fioor.

F 502 | 483.75(1)(1) ADMINISTRATION F 602
88=D
The facility must provide or obtain laboratory F 502
services to meet the needs of its residents. The
facility is re.-sponmbla for the quaiity and timeliness 1. The ordered Iaboratory service
of the services.
for resident #5 was completed on
11/01/11.
This REQUIREMENT is not met as evidenced 2. A review of all {aboratory
by: . o service orders for the past 30 days
Based on interview and record raview, it was : leted
determined the facility failed to ensure lab revealed no other uncompleted!
services were oblained timely for one resident labs. !
(#5), in the selected sample of fourtsen {14). 3, All  licensed nurses were
o retrained on the center policy for
Findings include: . .
completion of labs and the tracking
A record review revealed Resident #5 was log procedures by the Director of
admitted to the facility on 07/13/11 with diagnoses Nursing on 11/29/11.
to include Congestive Hearl Failure, 4. Al physician’s orders for lab
Osteoarthritis, Diabetes Mellitus, History of . , . .

: Urinary Tract Infection with Methicillin Resistant services will be reviewed daily five
Staphylococcus Aureus {(MRSA) and Urinary days per week for one month by
Retention, the center unit managers to ensure

| that the lab is scheduled and
FORN, CMS-2687¢02-04} Pravious Versions Obsolete Event ID:BNMS 11 Facifty 10, 100284 if continuation sheet Page 10 of 13
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A review of the fab order, dated 10/07/11, for a
rapeat urinalysis (UA) was to be completed in two
weeks, on 10/24/14. This fab was not obtained

“until $1/01/114.

An interview with Licansed Practicat Nurse {LPN)
#1, on 11/02/11 at 8:30 AM, revealed & faboratory
log should be updated at the time the nurse
received the order for the Jab, She stated she
and the other unit manager usually chack to
ensure the orders were put in the book, but stated
' just missed this one." She stated she notified
Resident #5's physician and was instructed to
obtain the lab at that time and riotify the physician
of the resulis,

An inferview with tha Director of Nursing (DON),
on 11/02/11 at 9:15 AM, revealed the lab log was
to be completed monthly and updated daily based
on any new orders that were written. She
verbalized tha unit managers get a copy of all
orders and add the labs to the log as needed.

: She said some nurses will update the log when
. orders are received, but it was ultimateiy the unit
managers who monitor and update the lab log

book. She stated she was aware of Resident #5
not getting the [ab as orderad for 10/21/11 and
the lab being obtained on 11/01/11; however, she
could offer no explanation as to how the iab was
missed,

F 502

| assurance committee  monthly:

completed as ordered. The Director
of nursing will report findings of
this review to the center quality

times three months to ensure;
continued compliance.

12/01/11
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P B Thiza STANDARD is ot mat as evidenced oy
. Baged on observation and interview, it was

determinsd the facllity afled to ensure exite were

maintained: accurdirg to Natlonal Fire Protection

Association (NFFA) standards. The deficieney had

the potential to 2ifact ore (1) of tour {4) srnoka '

cempartniaits, trenty (20 1esidents, staff ond |

visiinis. '
I
!
|
|

The findings inslude.

Observatizn on 11032041 at 2:13 PM, revealoed
the outside axit 41 the 200 Hall citd not have & _
hard surfacz lsading to a pub!i way, Exils must ;

have a hard surfsice leading to & publis way 1o
ensure the exits ¢an e used'in ¥l wazther
conditicns. Ths shsarvation was cenfirrmns with
the Mainteriunae Dirastor, i ‘

f Interview on 11002091 28 2013 B8, with the ’
Maintsnancs Director, revealsd the exft nevar o
nad a hard surfute leading t a publie v/ay, ’

Reference: NFPA 401 (2000 edition) ji

7.1.10.9" Means of agress shall be cortinucusly i

maintained . ]

free of all obstrustions or impediments to ful | ! . ‘1

inetani wag in ’ T
|

the case of fire or other emaigency,

7.5 1.1 Exits shall be Jocatzd 2nd exit access

shall be arranged

s03hat exits ar2 rezdily aceessible of alf times, '
7.7.1" Exits shafl terminate directly at & pubiic |
way of at an |
axierior exit discharge. Yards, Courts, open

P -

FURIA CH4S-2A167 (D2:95) Frevlonis Versinng Gbsakate

J——
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, to 2 public way.

| Exception No. 1: Thiz requirernent shall rot apply
to interior exit dischargn - .

43 otherwiss provided In 7.7.2,
{ Excaplion Me, 2: This 16guirament shall not sLply ‘
f 10 7006p it dischargs

as ¢ harvise provided in 7.7.6, ,
i Excoption No, 3: Mesns of egress shall ba !
] permitted to tarminate in an }
, axterior area of refuge as provited in Chﬁpters{ 22 (

and 23, :

CHS SEC lutter 5-23

|
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