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F 000 | INITIAL COMMENTS F 000
Submission of this plan of corvection is not a legal
admission thal a deficiency exists or that this statement
An annual survey was conducied on 025-28/10 of defieiency was correctly cited, and is also not tobe
and a Life Safety Code survey was conducted on construed as an admissiofi of interest against the tacility,
05/25/10 to determine the facility’s compliance the Administrator or any employees, agents, orother
with federal regulatory requirements individuals who drafl or may be discussed in this
. L response and plan of correction. In addition, preparation
Deﬁc'end?s were catec"l v::"'h the highest scope of this plan ol correction does not constitute an
and severity being an "D", admission or agreement of any kind by the facility of the
F 157 | 483.10(b){11) NOTIFY OF CHANGES F 467" truth of any facts elleged or see the comectness of any
58=p | (INJURY/DECLINE/ROOM, ETC) allegation by the survey agency. Accordingly, the

A facllity must immediately inform the resident;
consult with the resident's physiclan; and if
known, notify the resident's legal representative
or an interested family member when there Is an
accident involving the resident which resulls In
injury and has the potential for requiring physician
intervention; a significant change in the resident’s
physical, mental, or psychosoclal status (i.e., a
deterioration in health, mental, or psychosocial
status in elther kife threalening conditions or
clinical complications); a need to aller treatment
significantly {i.e., a need 1o discontinue an
existing form of treatment due to adverse
consequences, or to commence a new form of
treatment); or a decision to transfer or discharge
the resident from the facllity as specified in
§483.12(a).

The facility must also promptly nolify the resident
and, if known, the resident's legal representative
or interested family member when there Is a
change in room or roommate assignment as
speclfied In §483,15(e)(2); or a change in
resident rights under Federal or State law or
regulations as specified in paragraph (b)(1) of
this section,

The facility must record and periodically update
the address and phone number of the residents

lacility has prepared and submitted this plan of
corvection prior to the resolution of any appeat=whichr—
may be filed solely because of the requirements under
state and fedcral Jaw that mandate submission of a plan
of correction within {10) days of the survey as a
condition to participate in Title!8, and Title 19
programs. The submission of the plan of correction

- within this timeframe should in no way be construed or

considered as an agreement with the allegations of’
nencempliance or admissions by the lacility, This plan

of correction constitutes a written allegation of
submission of suhstantial compliance with Federat
Medicare Requirements. !

F157

[.  The ophysicain for resident # 4 was notified of
resident’s condition on 5-7-10 and orders were
abtained.

2. All current residents’ medical records will he

reviewed for the past thity (30) days by the

DON/ADON and Unit Managers on 6/23/2010 1o

identify any residents with a change in condition thut did

not have Physician Notification. Any identified concemns

were immediately corrected.

3. All Licensed nurses will be re-educated by

the Director of Nursing or Assistant Director of Nursing

on Physivian notification for & significant condition

changegs prior o 6-28-10.

See page 2 for F-157
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Any deficlency st:gﬁment ending with an asterlsk‘(‘) denotes a deéency which the Institution may be excused from comecting providing R [s determined that
other safeguards provide sufficlent protection to the patients, (See nstructions.) Except for nursing homes, the findings slated above are disclosable 80 days
foliowing the date of survey whether or not & plan of cormection is previded. For nursing homes, ihe ebove findings and plans of comection are discloseble 14
daya foflowing the data these documents are made avallable o the faciitty. Hf deficloncies are cited, an approved plan of correction [s requisile b continued

program pariicipafion,
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legal representative or Interested family member,

| This REQUIREMENT Is not met as evidenced

by: :
Based on observations, interviews and record’
review, it was determined the facllity failed to
immediately inform the physiclan of a change of
corxdition with a need to alter treatment for one
resident (#4), in the selecled samplo of 18,
Resldent #4 was noted to be unresponsive with
faclal drooping, at 8:10 AM on 05/07/10,
Physlkclan notification and orders to send the
resident to the hosplal for evaluation were not
verified, until 4:30 PM.

Findings include:

Resident #4 was admitted to the facility, on
05/10/06, with diagnoses to include Dlabetes
Mellitus, Dementia, Mental Retardation, Atrial
Fibrillation, Cerebral Vascular Accident and Renal
Disfunction. A review of the Minimum Data Set
(MDS}, dated 03/24/10, revealed the facility
ldentified Resident #4 with a severe cognitive
impalment and totat dependence on slaff for all

‘care.

Observallon, on 05/25/10 af approximately at
10:45 AM, rovealed Resldent #4 was seated ina
gerichalr In His/Her room with eyes closed. The
resident had a feeding pump and wore elbow
splints applied bilaterally and & right knee splint to

the right leg,

A review of a "Physlclan Nolification” form, dated
05/07/10 at 9:10 AM, signed by Licensed
Practical Nurse #3, rovealed the Resident #4 was
observed listless and was staring Into space with
drooping noted to the right side of the mouth,

F157

4. The Director of Nursing or Assistant Director 7.6:2010
of Nursing will addit ten {10) medical records‘;?ur week
for twelve {12) weeks to assure ongoing compliance. ‘
The resulis of the audits will be reviewed by the Quatity
Assurance committee manthly for three (3) months. IFat
anylime concerns are identitied, the Quutity Assurance
Contmittee will meet 1o make further recommendations
us needed. The Qualily Assurance Commiliee will
consist of at a minimum the Director of Nursing,
Administrator, Social Services Director, Dietary
Services Manager and at least quarterly the Medical
Direetor.
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The Assessment section of the Physiclan
Nolification form had “Lethargic/Unresponsive®
circled. The nursing note entry, timed at 2:30 PM,
the same date, revealed Registered Nurse (RN)
#1 documented the resident "would not respond
to questions, could not squeeze my hand”, The
note also revealed “report given fo this nurse that
resident not responsive to stimuli. Resident has
moderate right sided mouth drooping." A note
documented at 4:30 PM, the same date, revealed
the physiclan was notified and orders were
received to send the resident to the emergency
room for evaluation, The facility notified the
ambulance and the resident was transported to
the focal hospial at 5:00 PM,

On 05/26/10 at 2:10 PM, an interview with RN #1
revealed she was told In shift report, on 05/07/10
approximately at 2:00 PM, Resident #4 had
experienced a change of condition and had
drooping of the mouth. LPN #3 reported she sent
a fax to the resident's physiclan earlier, but had
not received a response. RN #1 also staled she
assessed Resldent #4 and determined He/She
was more responsive and she called the
physiclan around 3:15 PM. The physician
returned the call shorlly efter and gave orders to
send Resident #4 to the emergency room for
evaluation and treatmant. RN #1 siated she
understood the facility policy required a nurse
report a significant change in condition to the
physlcian immediately,

An Interview with LPN #1, on 05/26/10 with at

approximately 2:45 PM, revealed she faxed the
physician at approximately 9:10 AM, but did not
recelve a response from the physician, LPN #1
staled the symptoms of staring and drooping of
the mouth could indicate a stroke and the need

See Pages | & 2
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for evaluation and treatment, LPN #1 stated, "it
must have been a heclic day".

An interview with the Assistant Director of Nursing
{ADONY}, on 05/26/10 at approximately 3:00 PM,
revealed Resident #4 experienced a significant
change of condition and the physiclan should
have been notified immediately.

An interview with the Direclor of Nursing (DON),
on 05/26/10 at 3:30 PM, ravealed
unresponsiveness and drooping of the mouth
could indicate a significant change and the
physician should have been nolified immediately.
The DON stated " would have done something
diffarent”,

An intervisw with Resident #4's physiclan, on
05/27/10 at 9:45 AM, revealed Resldent #4 was
admitted to the hospital on 05/07110 with a
diagnosls of Hypernatremia (high blood sodium).
He stated if a resident was urresponsive, it could
look as If thete was facial drooping. The
physician stated he did not recall recelving a fax
related to Resldent #4's change of condition, He
would not hava reviswed the fax until the end of
the day. He also stated staff should take ime to
call and should have transferred Reskdent #4 to
the emergency room when the resident was first
identified as unresponsive.

An interview with Cerlified Nurse Alde (CNA) #1,
on 05/27M10 at approximately 2:10 PM, revealed
Resident #4 was "spaced out" on 05/07/10 and a
nurse (couldn't remember who) asked her to
assist Resident #4 to bed and oblain vital signs.
CNA #1 stated, the resident “just stared into
space”, which was unusual.
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A review of the faciiity's policy and procedure for See Pages 1 & 2
physician nolification, dated 01/2005 and last
revised 06/2008, revealed the Physician
Notification form should be used for
non-emergency updates and the physician should
be cafled with a resident's change of condition.
F 222 | 483.13(a) RIGHT TO BE FREE FROM F 222

§5=p | CHEMICAL RESTRAINTS

The resklent has the right to be free from any
chemical restrains imposed for purposes of
discipline or convenience, and not required to
freat the resident's medical symploms.

This REQUIREMENT is not met as evidenced
by:

Based on observations, Interviews and record
reviews, it was determined the facility failed to
ensure one reskient (#9), In the selecled sample
of 18 and one resident (#20), not in the selecled
sample, had the right to remain free from any
chemical restraint imposed for purposes of
disclpline or convenlence, and not required to
treat the resident's symptoms.

The facility failed to develop and implement
interventions prior fo the use of a chemical
restraint and failed to develop a policy and
procedure addressing the use of chemical
restraints. The facility failed {0 ensure staff
education regarding what would constifute a
chemical restraint.

Findings Inciude:

A review of the facllity's policy and procedurs for
"Mood and Behavior Crisis Management and
Psychoaclive Medication", dated last revised
January 2008, revealed Inclusion of the use of

F222
1. The medical records for residents # 9 end 20
was Fevicwed by the Interdisciplinary Team on 6-10-140.
‘The vareplans as well as non-pharmacological
interventions were implemented lor the identified
residents” behaviors and the developed non-
pharmacological interventions were communicated to |
the stalf an the facility CureTracker system
{computerized documentation). The Interdisciplinury
Team consisted of the Dircetor of Nursing, Social
Services Director, Clinical Reimbursement Coordinaten
and the Digtary Manager. The physician reviewed res# 9
nd #20 charts and the identified medications were
iscontinued, with orders for evaluations per psych
ervices. - )
A 100% review of all current residents who receive
sychotrapic medications for behaviors will he reviewed
iy the Interdisciptinary Teamy, by 7-5-10, {o pssure that
ihe careplun includes non-pharmacoelogical interventions
to udibress resident specific behaviors, as welkas 1o
identify any residents receiving psychotropic
medications for behaviors thai may he considered a
chemical restraint, Any residents identified wili be
reviewed with the Physician for necessity as well as a
careplan review Lo assure interventions are in place (o
reduce or eliminate the target behavior, These non-
pharmacological interventions will be communicated o
the stat¥ on the CareTracker {computerized
decumentation systemy) .
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L All icensed nurses wil be re-educated by the

psychoactive medications, but should not ba the
only intervention used for behavioral symptoms.
However, the facllity had no policy and procedure
that specifically addressed the use of chemical
restraints.

1. Arecord review revealed Resident #9 was
admitted to the facility, on 08/28/08, with
diagnoses to include Dementia and Anxiety,

A review of the comprehensive care plan for
"Mood and Behaviors", dated 08/11/09, revealed
the resldent exhibited behaviors of tapping other
residents on the knuckles, making false
accusations foward staff, combative with staff,
non-compliant with alarms, threatening to turn
room mate's wheelchalr over and throwing
medication at medication techniclan. The only
care plan inferventions fo decrease the resident's
agitation and behaviors was to redirect the
resident and provide medications as ordered.

A review of the Medication Administration Record
{MAR), dated May 2010, revealed the resident
received Seroquel (anli-psychotic)12.5 milligrams
two times a day, Zoloft (anti-depressant) 50 mg.
every day, and Ativan (anti-anxiety) one mg.,
Benadryl {(decongestant}12,5 mg., Haldo!
{anti-psychotic) 0.5 mg. and Reglan (antiemetic)
10 mg. ABHR {a combination of Ativan, Benadryl,
Haldol and Reglan} ge! 0.5 millifiter (m.), apply
fopically to wrist three times a day,

A reviow of a physiclan notification sheet, dated
05/05/10 at 4:30 PM, which was faxed {o the
physician's office, revealed the resident was very
restless, wanting to go home and becoming
agltated very easily. It indicated the resident had
already recelved all her scheduled medications,

docucnitation system).

Director.

Director of Nurses by 6-28-10 on behavior management
to inchude, definition of'a ehemical restraint,
tmplementing non-pharmacological interventions to
reduce or eliminate behaviars, documentation of ‘
interventions and establishing the causc of the behavior
as established in the facility Mood and Behavior Policy
and procedure, The C.N.A."s will be retrained un
documenting behaviors and non-pharmacological
interventions in the Carctracker{ computerized

4. The Dircetor of Nursing or the Assistant
Director of Nursing wilf review five (3) records pur
week for twelve (12) weeks to assure any use of
psychotropic medications for behaviors bave
appropriate documentation of non-pharmacotugical
interventions and are not a chemical restraint. The results
o the audits will be reviewed by the Quality Assurance
committee monthiy for three (3) months. IF at anylirie -
concerns are identified, the Quality Assuronce
Committee will meet to make further recommendations
s needed, The Quality Assurance Committee will
consist of at a minimum the Direetor of Nursing,
Administrator, Soctal Services Director, Dictary
Services Manager und at least quarterly the Medicuf

7-6-10
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Furlher review revealed the physiclan notification
sheet was not received back to the facllity, unti
05/06/10 (no time}, The physiclan responded
with an order for Ativan 1 (one)} mg. to be given
intramuscularly (IM}, every four hours as needed
(PRN} for "anxlefy". A review of the May 2010
MAR, revealed the order was transcribed to be
given for "restlessness or agitation",

A raview of the nurse's progress notes, dated
05/06/10 at 2:30 PM, revealed the resident was in
his/her wheelchalr on the hall propelling self '
around the facility. The resident kept saying “Call
(a family member's nama), I'm going home®. The
nota revealed the resident was anxious and was
complaining of being scared to stay at the facility,
A review of the nurse's progress nole, dated
05/06/10 at 3:00 PM, revealed the resident was
given Ativan 1 mg. IM for restlessness.

A review of the nurse's notes, dated 05/09/10 at
2:30 PM, revealed the resident was propelling
down the hallway and stated she wanted to get on
a schoo! bus. The resident stated, " if you don'l
let me leave, I throw a fit". A review of the
nurse's note, dated 05/0610 at 3:00 PM and the
May 2010 MAR revealed Ativan 1 mg. IM was
given for increased egitation.

Further roview of the May 2010 MAR revealed
Reslident #9 received Ativan 1 mg. IM on
05/10/10 on the 2:00 PM-10:00 PM shift. A
review of the nurse's note, dated 05/10/10,
revealed there documented evidence the resident
had been assessed as reslless or agitated.

Furlher review of the ciinical record related no
evidence the resident was assassed for the
cause of the behaviors and other interventions

F 222
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implemented prior to giving the resident an
injection of Ativan.

An interview with the Reglonal Direclor of Clinical
Services, on 05/28/10 at 3:00 PM, revealed she
reviewed the Care Tracker (facility's computer
system} doctimentation related to the above
dates and found no documentation of any
intarventions that were attempted, prior to
administering the IM medication.

Interviews with Licensed Practical Nurse {LPN)
#2, LPN #3, LPN #4 and LPN #6, on 05/26/10 at
2:40 PM, revealed lhey were not aware an Ativan
Injection was a potential chemical restraint. They
had not received any education related to what
constiluted a chemical resiraint while working at
the facllity. The nurses slated that If the physician
ordered a Psychoactive medication to be given by
Injection on as needed basis (PRN), for the
resident who exhibfted agitated and/or aggressive
behavior, they gave the medication.

2, Resident #20 was admitted on 03/47/10 with
diagnoses to Inciude Senile Dementia and
Anxlety State.

An observation of the medication roem on the
200 hall, on 05/28/10 at 10:05 AM, revealed four
vials of Ativan Injectable prescribed for Resident
#20 , to be given as needed (PRN) for
restlessness or agitation, A review of the
physician’s orders, dated 05/06/10, revealed the
order for Ativan 1 milligram (mg} IM every four
hours PRN resliessness or agltation,

A review bf the nurses progress nols, dated
05/08/10 at 2:45 PM, revealed the resident was

“agitated with multiple attempts to get up." Ativan

F 222
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1 mg. was given to the resident's right deltoid
{upper am muscle) for agitation, At 3:30 PM, the
resident was deseribed in the nurses progress
note as "more calm." An interview with RN #1, on
05/268/10 at 11:25 AM, revealed Resldent #20's
behavior included agitation, increased confusion
and repeated attempts to get out of the bed or
wheel chair. The resldent was on a routine dose
of ABHR (Ativan, Benadryl, Haldol and Risperdal)
cream, which was applied topically to the lefl
wrist, at 6:00 AM, 2:00 PM and 1000 PM. The
RN stated the resldent continued attempts fo get
out of the bed. CNAs tried assisting the resident
1o bed and then a wheal chair and offered
snacks, but the resldent continved o try and get
out of the bed and/or wheal chair.

An interview on 05/28/10 at 2:00 PM, with the
physiclan, reveaied the licensed staff members
had called repeatedly regarding the resident
fighting, hitting, pinching and bitting the staff and
other resldents. The physiclan stated he was
aware of the regulatory guldelines for using
injections for agitation, but felt the benefits
out-weighed the risks.

An interview with the DON, on 05/28/10 at 2:25
PM, revealed the interventions altempted prior to
the administration of the IM Ativan, were nomally
documented on the Care Tracker System by the
CNAs in charge of the resident's care.

A review of the care plan, daveloped for moods
and behavior related 1o psychotroplc drug use,
dated 03/24/10, did not reveal interventions o
ulilize, prior to the administration of injectable
PRN Ativan.

F 261 | 483.20(K)(3)(i) SERVICES PROVIDED MEET

ss=p | PROFESSIONAL STANDARDS

F222

F 281

F281

. the prescribed treatment for resident # 12 i being
applied per Physwian order as observed by the Dircctar
of Nursing on 5-20-2010. The axygen for resident § 19
was sel at iwe (2} Hiters per Nusal Cannulu us ordered un
5/25/10 by the Unit Manager,
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independence cognitively, with some difficulty in
new sifuations only. ’

A review of a Physiclan's Order, dated 01/28/10,
revealed Betamethasone (corticosteroid) 0,05 %
to entire body, neck to toes, three times a day. A
review of the MAR revealed the medication was
to be administered at 9:00 AM, 1:00 PM and 5:00
PM. )

An observation and interview with Resident #12,
on 05/26/10 at approximately 11:05 AM, revealed
the resident was seated on the side of the bed.
Reslident #12 stated He/She had intense kching
and pain over the resident's entire body. The

STATEMENT OF DERICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: COMPLETED
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L O[] SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF CORRECTION [+ 1))
PREFIX, {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFLX, {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEEIGIFVNGY)
F 281 { Continued From page 8 F 281
The services provided or arranged by the facliity (2. A LUO% audit of resident treatment records has
i ibeen conducted by the Unit Managers on 5-20-10 th
510 o Iy, ! .
must meet professlonal standards of qualily lensare that treatments were completed timely and per
i Physician orders. Any identilied concerns were
'addressed with the physician, A 100% audit of oxygen |
This REQUIREMENT is not met as evidenced ;orders compared to administered oxygen was conducted
by: . | by the Unit Managers on 5/23/2010 with no congems
Based on observation, interview and record ldentified. ) )
review, it was determined the facllity failed to 3. Licensed nurses will be re-educated hy.lhc Director
’ i of Nurses on foflowing Physician orders. This re-
ensure services provided meet professional education will be completed by 6-28-2010.
standards of quality, for one resident (#12), in the 4, Unit Manngers will audit all treaiment records tive
selected sample of 18 and one resident (#19), not “{5) times weekly for two {2) weeks, then weekly X ten
in the sample, related to the faflure to foliow (10) weeks to assure treatments are completed per MDD
physiclan's orders for oxygen therapy or orders. The Unit Managers will audit Oxygen orders to
medication. The facllity falled to administer a Oxygen administration five {5) times weekly lor 2
topical medication timaly for Resident #12. Th “weeks, then weekly for ten (10) weeks to assure
pical medication imaly for Resident #12. The physician orders for oxygen are Followed. The results ol
facitity failed to ensure Resident #19.recelved the audits will be reviewed by the Quality Assurance
oxygen therapy as prescribed. Findings include: , Committee monthly for three (3) months, If a4 anytime
concems are identified, the Quality Assurance _
1. Resident #12 was admitted to the factity with " Committee wilk meet to make further rcco.mmanfjatmns
diagnoses to include Muscle Weakness and - as needed. The Quality Assumpce Cosqmﬁieg'wrl!
s A revi f the Mini Data Set consist of at & minimum the Director of Nursing,
yncope. A review of the Minimum Data Se Administrator, Social Services Director, Digtary
(MDS), dated 05/20/10, revealed Resident #12 Services Munager and at least quarterly the Medical
was assessed and identified with modified Director. 7.6-10
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F 281 | Continued From page 10

topical medication He/She was supposed to
recelve every moming, had not been provided.
Observation of the visible skin on the resident’s
the neck, amms and lower legs revealed the skin
was very dry, red and flaky. Resident #12 was
observed to rub His/Her forearms with the palms
of His/Her hands and described the ktching and
pain as "unbearable”. The resident slated
He/She was supposed to receive the topical
medication three times a day, but did not receive
the medication three times every day. Resident
#12 slated He/She had requested a shower or
bath assistance from one of the staff, because it
provided relief from the Infenss itching and pain.
The staff member told Him/Her to wall until the
second shift, when the shower was scheduled,
The resident had recently seen a Dermatologist
and received a prescription order for the cream o
help ralieve the lching and pain. The resident
was observed to cry and requested prayer for
refief from iiching and pain, which was
“miserable",

An interview with a Nurse Practitioner, on
05/25/10 at approximately 11:35 AM, revealed
she expected the medication ordered for
Resident #12 {o be provided as ordered.

An interview, on 05/25/10 at approximately 11:30
AM, wilh LPN #7 revealed Resident #12 had a
topical cream ordered to be provided at 9:00 AM,
but she had not provided it becausse she "just
didn't have the time".

2. Resident #19 was admiited fo the facllity with
diagnoses to includs Alzheimer's Disease and
Chronic Airway Obstruction,

F 281

7-6-10
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Observations, on 05/25/10 at approximately 10:05
AM, 11:00 AM, 2:00, 5:00 PM and 6:05 PM
revealed the resident was lying In bed with closed
eyes. The resident had a fube feeding infusing
and wore a nasal cannula atlached to an oxygen
concentrator, however, tha oxygen regulator was
sel on zerofliters per minute.

A review of the current May 2010 Physician's
Orders revealed Resident #19 had an order for
the oxygen at 2fliters per minute.

On 05/25/10 at 6:05 PM, an observation made
with the Unit Manager, LPN #1, revealed the
Oxygen was set on zerofliters per minute. LPN
#1 slated the assigned nurse should verify the
Oxygen sefling when chacking Oxygen saturation
levels and/or when care was provided for the
resident's feeding tube,

An Interview with LPN #7, on 05/26/10 at
approximately 3:45 PM, rovealed she was
unaware Resident #12 Oxygen was gel on zero
and she admitted she had not checked the
resident’s oxygen,

483.25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

Each resldent must recelve and the facility must
provide the necassary care and services to attain
or maintain the highest practicable physical,
mantal, and psychosoclal well-being, In
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT s not met as evidenced
by:

F 281

F 309

Fi09

of Nursing on 3/26/2010 |

addressed with the physician.

af ointments by 6-28-10.

1 . The prescribed treatment for resident # 12 s being
applied per physivian order as abserved by the Pyirector

2. A 100% audit of resident lreatment records has
been conducied by the Unit Managers on 5/25/2010 1o
ehsure that treaiments were completed timely and per
physician orders. Any identified concems were

3. Licensed nurses will be retrained by the dircetor of
Nurses on following MD orders refated to the application|

7-6-10

7.6-10
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Based on observation, interviews and record
review, It was determined the facility failed fo
provide the necessary care and services to
maintain the highest practicable physical, mental
and psychosociat well-being for one resident
{#12) in the selecled sample of 18. The facllity
falled to ensure Resident #12 received
medication for e painfu} and itching skin condition
in a timely manner and assisted to shower to
relieve the pain and Kching when He/She made a
request.

Findings include:

Resident #12 was admitled to the facllity with
diagnoses to include Muscle Weakness and
Syncope. A review of the Minimum Data Set
(MDS), dated 05/20/10, revealed Resldent #12
was [dentified by the facility with modified
independence cognitively, with some difficulty in
new situations only. Extensive assistance of one
person was fequired for assistance in bathing.

A review of a Physiclan's Order, dated 01/28/10,
revealed Batamethasone (corticosteroid) 0.05%
cream was to be applied to the resident's entire
body, neck to toes, three times a day. A review of
the MAR, dated 05/10, revealed the medication
was {o be scheduled for application at 8:00 AM,
1:00 PM and 5:00 PM. A reviaw of the care plan
for skin Integrity, dated 05/20/10, included an
intervention fo *Provide treatment per MD order”,

On 05/25/10 at approximately 11:05 AM,
Reskdent #12 was observed seated on the side of
the bed. An interview with the resklent revealed
He/She was experiencing intense itching and pain
over His/Her entire body, The resident's morning
dose of a fopical medicated cream, to help relieve
the itching and pain, had not been provided. The

L!. The Unit Managers will audit alf Ireatment records:
;Iwe (5) times per week for two {2) weeks, then week by
for ten (10) weeks. Uniy Managers will audit all
ireatnent records five (5) limes per week [or two (2)
:weeks. then weekly for ten (10} weeks 1o assure
reatments are completed per MD orders. Fhe resuhts of |
the audits wilf be reviowed by the Quality Assurance
Committee monthly for three (3) nonths, I ai unytime
concems are identilied, the Quality Assuranee
Committee will meet 1 make further recommendations
a8 ae_edui. Fhe Quality Assuranee Commitice will
consist of al @ minimum the Director W Nursing,
Administrator, Social Services Director, Dietury
Services Manager and af least quarierly the Medieal
Pirector,
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F 309 | Continued From page 13

visible skin on the resident's neck, arms and
lower legis was observed red, dry and flaky.
Resldent #12 rubbed His/Her forearms with
His/Her hand and stated the Hching and paln was
"unbearable” and He/She was "miserable”. The
resident stated the facllity did not provide the
{reatment three times a day as prescribed.
Resldent #12 stated he had requested assistance
with & shower or bath to help with the iching and
pain and was fold to wait until the next shift, when
the shower was scheduled.

An interview with Licensed Practical Nurse (LPN)
#7, on 05/25/10 at approximately 11:30 AM,
revealed Resident #12 was supposed fo have the
medicated {opical cream applied at 9:00 AM, but
she “just didn't have the time™,

An interview with a Cerlified Nurse Aide (CNA) #
2, on 05/28/10 at approximately 11:25 AM,
revealed Resident #12 was described as "needy"
and "on the call light a lot*, frequently requesling
a shower {o relieve the pain and itching of His/Her
skin condition,

F 3281 483.25{k) TREATMENT/CARE FOR SPECIAL
ss=p | NEEDS

The facllity must ensure that residents recaive
proper trealment and care for the following
special services:

Injections;

Parentera!l and enteral fluids;

Colostomy, ureterostomy, or ileostomy care;
Tracheostomy care;

Tracheal suctioning;

Respiratory cars;

Foot care; and

Prostheses,

F 309

F 328

Manager,

Director of Nurses by 6-28-10

I. The Oxygen for resident # 19 was sot #t 2 Liters per,
nasal Cannula as ordered on 525710 by the Unit !

2. A HHKS audit of Oxygen orders to administered
Oxygen was conducted by the Unit Managers on
5/25/2010 with no concems identificd.

3. Licensed nurées will be retrained on following
M.D.orders related 1o oxygen administration. By the

7-6-10
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: 4. The Unit Managers will audit oxygen orders to 7-6-10
) oxygen administration five (5) times per week for two

Thlrs REQUIREMENT Is not met as evidenced (2) weeks then weckly  ten (10) weeks ensuring

by: physician orders for oxygen are followed. The resufis of

Based on observation, interviews and record Ahe audits witl be seviewed by the Quality Assurance

reviews, it was determined the facllity failed to Commitice monthly for three 43y months. IF at any time.

soneems are idendified. the Quality Assurance
Committee will muet 1o make urther recommendutions
as needed. The Quality Assuranee Committee will

provide the proper care and treatment for one
resident (#19), not in the selected sample. The

faciitty failed to ensure the resident recelved consist of at a minimum the Director off Nising
oxygen therapy in accordance with the prescribed Administrator, Social Servives Director, l)ictary‘
rate, of 2 liters per minute, Services Manager and al least quarterly the Medicat
Findings include: Director.

Resldent #19 was admitted to the facility with
diagnoses to include Alzheimer's Disease and
Chronic Alrway Obstruction.

Observations, on 05/25/10 at approximately 1005
AM, 11:00 AM, 2:00 PM, 5:00 PM and 6:05 PM,
revealed the resldent was lying in bed with eyes
closed. Oxygen tubing with a nasal cannufa was
in place and connected to the Oxygen
concentrator, however, the regulator was set on
zero liters per minute,

A review of the Physiclan's Orders, dated 05/10,
revealed the resldent’s prescribed rate for oxygen
therapy was 2/lters per minute,

A roview of the respiratory care plan, dated
05/04/10, revaaled the oxygen therapy should be
provided in accordance with physician’ orders.

An observation, conducted with the Unit Manager,
LPN #1, on 05/25/10 at 6:05 PM, revealed the
oxygen concenlrator regulator was set at zero
liters per minute. LPN #1 stated the nurse
assigned responsibility for resident care should
verify the oxygen rate when checking Oxygen
saturation and providing feeding tube care for
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Resident #19, See pages 14,15, for F 328 e
An interview with LPN #7, on 05/26/10 at
approximately 3:45 PM, revealed she was
unaware Resident #12's Okygen was set at zero
and she had not checked the rate. - . _
F 364 | 483.35(d)(1)-(2) NUTRITIVE VALUE/APPEAR, F 364 ’
§8=D | PALATABLE/PREFER TEMP 5-27-10
F-364
Each resident receives and the facllity provides .
food prepared by methods that conserve nutritive ) : .
valus, flaver, and appearance; and food that is ;| L Co(lid fo:})]ds are. being
palatable, atiractive, and at the proper served at the correct temp. of
temperaturs, forty (40) degrees or below,
As observed by the Dief-
ary Services Manager on
This REQUIREMENT is not met as evidenced 5-27-10,
by: ! 2. An observation was
Based on observation, interview and record E made by the Dietary Services
review, it was delermined the facllily failed to B Manager on 5-27-10 who
ensure food was served et the proper noted the service line temps of
femperature for one resident (#10), in the the cold foods was below
selected sample of 18, forty (40) degrees.
Findings include: 3, All dietary stafl have
An observation, on 05/25/10 at 11:00 AM, ﬂt::en‘le educated on
A proper procedures to
revealed pureed cole slaw was sitling In an follow wh "
unhealed steamer val on the tray fine. A en serving cold foods,
temparalure taken of the colo slaw at 11:30 AM, as well as the need (o not store
revealed the cole slaw was 68 degfees F and had Co}“j foods near hot items. .
been sarved lo Resident #10, - This education was provided
by the Dietary services Mang,
An Interview on with the Dislary Manager, on on 5-27-10. Cold food items
05/25M0 al 11:40 AM, revealed the shiedded are no longer stored near hot
cabbage was mixed with the mayonnaise and items on the service line,
other ingredients early that morning and chilied in
the refrigerator, prior to being pureed, The '
regular consistency cole slaw was served up in
Individual serving bowls and placed on trays. The
Eve [D:N8PY11 Facifty ID; 100391 If continuation sheet Page 16 of 19
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F 364 Continued From page 16 F36d; 4, The Dietary Service Manager
pureed cole slaw was left in a stainless steal bowl - will audit service line temps.
and ;:Iacfed in lht'a1 s(ljeamer val, localed next to the three (3) times per week for
g:;_;zz .thich ad a temperature of 172 “four weeks, then twice a week
) i ks. The results .
F 431 | 483.60(b), (d), (e) DRUG RECORDS, F 431 r‘}'th‘?ga':: d(if )w‘l.‘;fi:revie\ie p -
§ssD | LABEL/STORE DRUGS & BIOLOGICALS N .
by the Quality Assurance
The facliity must employ or obtain the services of Committee monthly for three
a licensed pharmacist who establishes a system (3) months. If at anytime
of records of receipt and disposition of all concerns are identified, the
controlled drugs in sufficient detail to enable en Quality Assurance Committee
accurate reconciliation; and determines that drug will meet to make further
records are in order and that an account of all recommendations as needed.
controlled drugs Is maintained and periodically The Quality Assurance
reconciled. Commiltee wilt consist of, at
- a minimum the Director of Nuy-
Drugs and biologicals us.ed In the facility must be sing, Administrator, Social Service
lab?led In acco.rdance with currently accepted Directar, Dietary Services Mang.
plesslonal s s e na e Mo Dir. who il
. - ly.-
instructions, and the expiration date when aftend at least quarterly

applicable,

In accordance with State and Federal laws, the
facility must slore all drugs and biologicals in
locked compariments under proper temperature
controls, and permit only authorized personnel to
have access fo the keys.

The facility must provide separately locked,
permanently affixed compariments for siorage of
controlled drugs Hsled In Schedule il of the
Comprehensive Drug Abuse Prevention and
Contro! Act of 1876 and other drugs subject to
abuse, except when the facility uses single unit
package drug distrdbution systems in which the
quantity stored Is minimal and a missing dose can
be readily detected.

' F‘4'.H See page I8,

7-0-20114
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{EACH CORRECTIVE ACTION S8HOULD BE

An observation, on 05/28/10 at 9:65 AM, revealed
five vials of Ativan two milligrams {mg) per one
milliliter {ml), prescribed for Reskdent (#23), in
addition to six tablets of Amblen five mg, six
tablets of Ativan five mg, slx tablets of Lorlab
6/600 mg and six vials of Morphine Sulfate 10
mg, stored in the medication refrigerator in the
medication room on the 100 hall. The drugs were
not stored under double lock.

An Interview with Licensed Practical Nurse (LPN)
#1, on 05/28/10 at 10:00 AM, revealed Resident
#21 was discharged from the facility five days
prior to the inspection of the medication room and
the LPN was not aware of the Ativan left in the
refrigerator. LPN #1 slated the ficensed staff
were supposed to let her and the DON know
when there were discharged reskient's narcotics
in the locked box of tha refrigerator, so the
narcotics could be disposed of properly and within

PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX
TAG REGLAATORY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 431 Continued From page 17 F 431
I Narcotics for resident # 21 were destroyed on
5/28/2010 by the Unit Manager and DON. The narcotic
This REQUIREMENT is not met as evidencad emergency drug kil was placed on the A wing
by: Medication cart on 5/28/2010 to be counted each shilk.
Based on observation, Interview and record 2, An audit ﬂl[' u!EE nurt;t;;;fmz;fgl bnwgicaltliun
refvigeratars was completed on L y the Unil
reviaw, it was determined, the facllity failed to Manﬁgcrs 1o ussure al discontinued npreutivs have been
ensure storage or proper disposal of narcotics for destroyed and that alk narcolics are stored under doubie
two residents (#21 and #23), not in the selected Tock. No further concems were identified,
sample, 3. Licensed nurses will re-educated by the Directo
of Nurses by 6/28/201 0 related o drug dispusition on
Resident #21, was discharged, on 05/23/10, and discha'rge or disconiigzl‘latiun of medications as well as
narcotics belonging to the resident were observed “am:“‘ ,Sil;]""‘ge.‘eq“‘”"g double Jock. .

N . ebInit Managers will audit the medicaton
stored in the refrigerator on 05/28/10, six days room and reivigerators daily for two (2) weeks then
after discharge. Additionally, narcotics belonging weekly x fen (H0) wecks Lo assure that narcotics are
to Resident #23 wera stored In the medication stored, disposed of or resumed per pulicy. The resubts of
room and not protected by the required double the audits witt be revicwed by the Quality Assurance
lock. Commitice monthly E':;r llhrcc (31)_1nu‘a\1ths. I st any time

: . concers are identefied, the Quality Assorance
Findings Include: Conunitice will meet to nike further recommendations 7-6-3010

as needed. The Quality Assurance Conumitter wilt
consist of at @ minimum the Direcior of Nursing,
Administrator, Souial Services Direetor, Dieary
Services Manager and at teast quarterly the Medical
Director.
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a timely manner. The four boxes of emergency
medications were supposed to be In the )
medication cablnet attached to wall, but the lock
for the cabinet was broken and had not been
repfaced.

An interview with the maintenance worker, on
05/28/10 at 3:10 PM, revealed the replacement of
the lock was on the list of things to do and he
"had Just not gotlen to it yet.

An interview with the Director of Nurses (DON}),
on 05/28/10 at 3:05 PM, revealed she was
unaware of the need to dispose the discharged
resident's narcotics or the improper storage
emergency narcotics,

A review of the facility policy for acquisition,
receipt and disposition of medication, dated
January 2001 and revised September 2007;
October 2008 and April 2005, revealed the
proof-of-use sheet would be aftached to the
controlled substance and given to the nursing
management per facllity policy for safe-keeping of
the medication untll destroyed.
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K000 | INITIAL COMMENTS K000
A Life Safaty Code survey was Initlated and
conducted on 05/25/10 to determina the facllity’s
compliance with Title 42, Codo of Federal ’
Regulations, 482.41(b) (Life Safety from Fire) and e ,
found the facility not In compilance with NFPA
101 Life Safety Code 2000 Edition. Deficlencies
were cited with the highest deficlency identified at K- 144
aC. ’
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K144 . . L
ssec| - _ _ 1 ] _ . 6-1-10 .
Generators are Inspecled weekly and exercised As of 6-1-10, the gen- : ‘
under load for 30 minutes per month In ) “orator-Wwill be run/tested
accordance with NFPA 99, 3.4.4.1. under load for thirty (30)

' minutes each wéek.
An observation by the
administrator on 6-1-10
revealed the maintenance
director conducted-a thirty
(30) minute run/test under
load.

This STANDARD Is not met as evidenced by: " The maintenance director

Based on récord review and staff interview ‘ ' was re-educated by the
conducted on 05/25/10, it was determined tho ' administrator on 5-28-10
facility falled to éxercisa tho generator under load ' regarding the requirement
for 30 minutes per month as required by NFPA ) to conduct a thirty (30)

69. 3.4.4.1. o minute rur/test under load,
A review of tho emergency generatof log on A monthly audit will be
05/25/10, at 14:00 AM revealed the generator - . performed by thé admin:
was exercised under load from 20 to 25 minutes . istrator to ascertain that

per month and not 30 minutes per month as : thirty (30) minute run_ .
required by NFPA. : times are occurring by the

An interview conducted with the Malntenance maintenance director, "

Director on 05/25/10, at 11:05 AM revealed ho did
not realize the generator had to ba exercised for

LG el s Ol ALttlsoesok S Ep

derdemys;hmeruendhgm n astertsk () denctes a defickency which the Instiution may ba excused from comrecting providing R ks determined that
mwmmmemu@mbmm(s«m) Except for nursing homes, the findings stated above are disclosable 60 days
foBoudng:the date of survey whethes of not a plan of cormection Is prosided. For rursing homes, ths above findings and plans of correction are disclosabla 14
days following the dats thesa documents are mada avallablo 1 the faclity, X deficiencies are cited, an approved pian of comection Is requishts k continued

Program participation.
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K144

Continued From page 1
at feast 30 minutes per month under Joad,

K144

three (3) months,

months, If at any tim

to analyze and make

will consist of the Di
Maintenance Directo

at least quarterly, the
Medical Director. -

This audit will be kept in a
" manifest. The audit
will run for a period of

The audit results will be

presented to the Quality
- Assurance Committee

monthly for three (3)

concerns are identified,
the Quality Assurance

. Committee will convene
further recommendations
as needed. The Quality
Assurance Commitiee
of Nursing, Administrator,

Social Service Director and

6-1-10:

[

rector

Ty
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