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F 281 | 483.20(k}(3){f) SERVICES PROVIDED MEET F281}  Preparatten andVor execitlon of this plait of
sg=p | PROFESSIONAL STANDARDS correetion does nof constlinte wdmission ar
agreement by the provider of the frath of facts
The services provided or arranged by the faclilly alfeged or the conclustons sef forth in the
staterment of deficiencies, The plun o
must mest professional standards of quallly. carrectlon f’:: prgpnrerl ahidor i\'ecm{'l solely
becanse It Is requlired by the provislons of
Jederal and state law,
This REQUIREMENT is not met.as evidencad——
by: :
Based on observation, record review and staff F281
Interviews, the facliity falled to transcribe a
doclor's order to the Medlcation Administration The edication Admluistration Record
Record (MAR} corractly resulllng In the falture to for resident #74 was updated on G
follow the order for 1 of 12 (Resldent #74) 571612012 by the Charge Nurse, The 4 ! ? 121
sampled residents. Findings include: responsible party and the attending
physician were notified by the Unit
Resident #74 was admilied to the facliity on Manager an 5/16/2012 of the administered
215104 with cumulalive diagnoses of anemla, doses of Sorbitiol. No new orders were
hypertension and Alzheimer * s diseass, received, No negative outcomes noted.
Restdent #74's quarteriy Minimum Data Set An andit of all resident medication
(MDS) dated 4/4/12 indicated that Resldent #74 administration records was completed by |
had short and long term memory problems and the Director of Nutsing Services,
was severely impalred In daily decislon making. Assistant Director of Nursing, Divector of |
Resldent #74 was totaily dependent on two Clinical Education, Unit Managers, and
people for tollet use and bed mobility. Restdent ‘Freatment Nurses by 5/31/2012 to ensure
#74 was always Incontinent of bowel and bladder. written medication orders corrolated with
times designated on the medication
In an observation of medication administrallon on aduninistration record, Any resident
5/16/12 al 8:30 AM, Nurse #1 was observed medication administration record found to
administering sorbitol (a medication to help be affected had their attending physician
prevent constipalion) 16 millilllers {m#} by mouth and responsible party notified and their ;
to Resident #74. Nurse #1 stated this madication medication record updated, Ii

was provided once each day lo Resident #74.

Medication reconcillation of Resldent #74's Aclive
Orders from 5M/12 to 5/34/12 showed an order
for  sorblio] 70% solulion by mouth once daily
everyday: Give 15ml by mouth twice a day for

LABORATORY D'RECTORWWM}PMNW £'S SIGNATURE TLE 0X6)
E ¥iecofive b e ka o / é (-

Any deficlency stalerent ending with an asterisk {*} denotes a deficiency which the Insiitutlon may be excused frem cosracting providing it Is detormined that
clhor solegurards provide sufflclent protecticn lo the pallents, {Soe instructions.} Except far nuising homes, the indings stated above are disclosable 90 days
followlng the dole of survey whetior of not a plan of corraction is providad. For nursing homes, the abova findings and plans of cortacllon are disclosable 14
days foliewing tho dale these documents are made available to the facliity. If deflclencles are cited, an approved plan of corraciion is requisite to contlnued
program psaricipation,
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All facitity ficensed nurses will be

F 281 i Continued From page 1 F281)  educated by the Director of Chinical
constipallon. Education regarding the medication
administration process by 6/14/2012,

)
PREFIX (EACH OEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE e
A review of the May 2012 MAR showed that |
|
\
|
|

Resldent #74 was recelving sorbitol only once The Director of Nursing Services,

each day even though the order clearly wrllten on Assistant Director of Nursing Services,

ihe MAR stated the medication was (0 be given Director of Clinical Education and/or the
——iwlcoreachday : Ui Managers will audit all newly

admitted orders to ensure written orders

in an Interview on 5/16/12 at 9:30 AM with Nurse correlate with times assigned to

#1, she statad that she had glven the medication medications. This audit will be conducted

overyday. On review of the MAR she read the daily, five days per week for four weeks

grder alnd stia{;ad ihe l;:idlcag?‘n Silmtugjt?uave then three times per week for four weeké,

aen glven wice each day. She slated the .

scheduled time next to the madication was for fhen onice weekly for four woels.

8:00 AM but that there was no schedulad time The 1 : - ’

provided for the second dose of the sorbitol, She é:: Z;Z?:ﬁ,;g?}'; ;:;dg ;:lgl,lt;) i;i:;?,:;fu

indicated that by the signatures on the MAR tho and Assurance Committee Meeting by the

sorbitol had only been given once each day Director of Nursing Services. Any issues

instead of twlce as ordered. or {rends Identified will be addressed by

I an Interview on 6/17/12 at 10:25 AM wilh Nurse ziltl?sr? zlallzl‘cli“tjlié!k S?z:ﬁa\:ﬁ? I?;) ?ai:;;g;eags ey

#1, she indlcated that the MAR's were needed to ensure continued compliance.

auto-cycled {not re-antered every month), She
stated the second dose of sorbilol was missed
due Lo the failure of the nurses to read down to
the end of the order.

in an interview on 51 7H2 at 11:52 AM wilh the
Nurse Educator, she staled hat the

nurse administering medicatlons should have
read the order all the way through and should not
have based medicalion administration sirictly by
ihe administralton time written on the MAR. She
Indicated that the order had not been keyed into
the compuler correclly which resulied in Resident
#74 not recelving her medication as ordered.

in an Interview on 5117412 at 11:57 AM wilh the
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F 281 | Contfinuaed From page 2 F 281
Director of Nursing (DONY), she slated it was her
expsciation that the nurses would read the
complete order and administer the medications
as ordered. -
In an Interview on 5/17/12 at 2:30 PM with the
o Gt i-Nurse-Supervisor; shorindicated-thatshe
had keyed In Resldent ##74's order for sorbito)
incorreclly which had caused the error to ocour,
$he staied lhat the natrative portion of the order
and the administralion limes waere keyed
separately, She indicated that Instead of keylng In
twice each day as ordered she had keyed in
ovary day, She slaled that by not glving the
sorbitol as ordered, Resident #74 could have -
bacome constipated or developed a bows!
obstruction,
F 322 | 483.25(g)(2) NG TREATMENT/SERVICES - Faga| F322
g5=p | RESTORE EATING SKILLS

Basad on ihe comprehensive assessment of a
resident, the facllity must ensure that a resldent
who Is fed by a naso-gastric or gasirostomy Whe
racelves the appropriate irealment and services
to prevent aspiration pneumonla, diarrhea,
vomiting, dehydration, metabelic abnormaliltes,
and nasal-pharyngeal ulcers and to reslore, if
possible, normal ealing skhils,

This REQUIREMENT Is not met as evidenced
by:

Based on observation, record review, and staff
interview, the facilily lailed lo ensure a
gastrostomy lube was checked for placement
prior to medication administration for 1 {Resldent
#95) of 1 resldents with a gastrostomy tube
observad durlng medicalicn pass, Findings

Resident #95 was assessed by the Director
of Nursing Services on 05/16/2012, Nurse
#4 was immediately inserviced on the
facility policy and procedure for enteral
nutvitional therapy and verbalized
understanding. A skills validation was
completed for nurse #4 by the Director of
Clinical Education on 05/17/2012 to
ansure the poliey was followed,

614l

An inservice for all Heensed nurses will be
conducted regarding the pelicy and
procedure for enteral nuiritional therapy
with specific emphasis on verification of
placement prlor to administration of
medications. This Inservicing will be
completed by 6/14/2012,
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Include:

Review of the facilily procedure #385, daled
2006, entitted ENTERAL NUTRITIONAL
THERAPY under the seclion Pracedure read In
part: "#3, Remove plug from end of feeding tube,

Assistant Director of Nursing Services,
Director of Clinical Education, andfor
Unit Managers will conduct random
observation audits of nurses adininistering
via gasiric tubes to ensure compliance
with the facility policy and procedure,
This audlt will be conducted thres times

uinack'posltlorroflube,—and*altaclrbarrei'of—
syringe lo end of tublng.”

During a medication pass observalion on
08/16/12 al 8:20 AM, after Nurse #14 prepared
medications to be adminislered via a gaslrostomy
\ube for Resldent #95, Nurse #4 went into the
room and picked up a syringe from the hadside
table and removed the plunger from the syringe,
then removed the piug from lhe gaslrosiomy tube
and placed the barre! of the syringe in the tubs.
Nurse #4 proceeded to pour approximately 30
miliiters of water down the tube followed by the
prepared medications.

I an interview wilh Murse #4 on 051612 at
11:00 AM, Nurse 14 said she usually checked the
gaslrostorny tube for placemant or rasldual,
{Procedure done by Inserling the barre! of the
syringe with the plunger into the {ubing and
puliing the plunger out to check for stomach
contents for tube placement.) Nurse #4 sald she
did not chock Restdent #95's gastrostomy lubs
for ptacement prior to the administration of
medication because she had hoen nervous.

Durlng an Interview with the Direclor of Nurses
(DON) on 05/17/12 at 12:30 PM, she sald it was
her axpeclation each nurse would check a
gaslrosiomy lube placement by Hstening with a
stethoscope or checking for residuat pilor fo
medication adminlstration.

per week for four weeks, then weekly for

{wo months,

The results of this andit will be reviewed
by and brought to the Quality Assessment
and Assurance Committee Meeting by the
Director of Nursing Services. Any Issues
ot trends identified will be addressed by
the Qualily Assessment and Assurance
Commilteo as thoy arise and the plan will
be revised as needed to ensuve continued

campliancs,
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F 320 | 493.25() DRUG REGIMEN IS FREE FROM Fa20] P29 !
sg=p | UNNECESSARY DRUGS

Fach resident's drug regimen must by free from
unnecessary drugs. An unnocessary drug ls any

drug when used in excessive dose {including

duplicate lherapy); or for excessive duralion; or
—withaut»adequatemenilorlng;ner-wlthoulradaquate——~-
indlcatlons for lis uge; or in the presence of

adverse consequences which Indicate the dose

should be reduced or disconiinued; or any
combinalions of he reagons above,

Based on a comprehensive assessment of &
rasident, e facllily must ensure that residents
who have not used aniipsychotic drugs are not
glven these drugs unless antipsychotic drug
therapy Is necessary o treat a speciiic condition
as dlagnosed and documented In the clinlcal
record: and residents who use antipsycholic
drugs recelve gradual dose reductions, and
pehavioral Interveniions, unless clinically
conlralndicaled, in an effori to discontinue thase
drugs.

This REQUIREMENT [s not met as evidenced

by
Based on record review and pharmacist and staft
Interviews, the facllity falled to clarify an as
needed {pm) Haldol order which resuiled in a
resident receiving Haldol twice daily for 1 of 10
{Resident #173) sampled resldents whose
medications were reviewed for unnocessary
medications. Based on observations, racord
review, and staff interview, the faciiity atso falled

The responsible party and attending
physician were notified of the
administered doses of the Haldol for

the charge nurse from the attending

frequency to twice daily as needed.

The responsible party and attending
physician were notified of the
administered doses of Ativan for resident
# 27, New orders were received increasin
the dose to 0,5mg twice daily.

An audit of all medication related
pharmacy recommendations was
conducted by the Director of Nursing
Services, Assistant Director of Nursing
Services, Director of Clinical Education,
Unit Managers, and Nursing Supervisors
for the previous thirty days to ensure that
there were no ouistanding
recommendations with needed follow up.
No other residents were found to be
affected. A Medication Administration
Record to Medicatlon Card audit was
condugcted by the Director of Nursing
Sorvices, Assistant Director of Nursing
Services, Unit Managers, and Nursing
Supetvisor on 06/10/2012 to ensure that
the ordered medication amount was the
amount supplied and administred.

yesident #173, An ovder was recelved by i
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The consultant pharmacists was educated
F 329 | Conlinued From page b . F329| by the Director of Nursing Services on

to prevent 1 {Restdent #27} of 10 sampled
residents reviewed for unnecessary madlcalions
from recelving an excessive dose of medlcation.
Findings include:

4. Resldent #173 was admiited to the facllity on

-2i2400 witrcumulative diagroses of demernitia;
anxiely disorder and psychotic disorder,

Resident #173's Quarterly Minimum Data Set
{MDS) dalod 4/04/12 {ndicaled that Resident
#1173 had short and long term memory problems
and was moderalely Impaired in dally dacislon
making. Resident #173 did not reject care or
have any bahavloral symploms.

Review of lhe Physiclan's Active Orders for Aprll
2042 and May 2012 revealed an order for
Haloperldol (Haldal) 0.6 milligrams (mg) by mouth
twice each day. The start dale for this order was
7411,

A review of the Medication Administrailon
Records for March 2012 and April 2012 indicated
{hat Hatdol was administered iwice each day. A
review of lhe Madication Administration Record
for May indicaled the Hatdo! had been glven twice
each day through May 17.

A review of the pharmagy recommendation from
fhe consultant pharmacist, dated 3/21/12,
Indicated the pharmacisl was aware of the twice
dally Haldo! order for Resident #173 and he was
recommending the drug be disconlinued dus lo
duplicate antipsychetic therapy. i was noled at

! the bottom of the request that the physician had
responded on 3/28/12 with “Haldol is only prn (as
neoded for) agitation." The recommendallon was

ensuring the Execwtive Director, Medical
Director, and Divector of Nursing Setvices
were made aware of outstanding
recommendations with needed follow up.
The Unit Managers, Assistant Director of
Nursing Services and Director of Clinical
Erication wers inserviced by the Difecior
of Nutsing Services on ensuring follow up
on ontstanding pharimacy
recommendations, All facility Heensed
nurses will be educated by the Director of
Clinical Education regarding the
medication administration process by
671442012,

An audlt of pharmacy recommendations
for changes in medication administration
frequency will be reviewed by the
Director of Nursing Services or Assistant
Director of Nursing Setvices, Dircctor of
Clinical Education, or Unit Managers
weekly for two tonths to ensure that
recommendations with changes in
administration frequency are
comnunicated and updated on the
medication administration record. An
audit of medication administration records
will be conducted by the Director of
Nursing Services or Assistant Director of
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Nursing Services, Director of Clinical
F 329 ; Conlinued From page 6 F329] Education, or Unit Managers to ensure the !

signed by the physiclan, The response was
received via fax by the facllity on 03/29/12,

It was noted hat on 3/30/12, Nurse #2 had
refaxed the 32112 pharmacy recommendalion
back to the physiclan for clarification. Nurse #2

preseribed drug amount correlates with
the available amount on the medication
cart, These audits will be conducted once
per week Tor two months,

The results of these audifs will be

indlcatedon therecommtendation that-sherhad—
*rofaxed to physiclan for clarification. Palent is
siill on scheduled Haldol."

During an observallon on 5/17/12 al 8:22 AM,
Resldent #173 was siliing In the dining room Ina
chalr walling calmly for breakfast.

i1y an Interview on 5/17/12 al 9:20 AM wilh Nurse
#4, she stated Resldent #1173 wandered Ih
hallways and was not letharglc. .

In an intarview on 5/17/12 at 9:45 AM with
Residenl #173's physiclan's office nurse, she
indicated thal the physiclan stated Resldent
#475's Haldol was supposed (o be as needsd
with a maximum dose of twlce daily. She stated
the physiclan did not want Resldent #173's Haldol
to be scheduled twice dally and expscted it lo be
administered only as needed.

i an Interview on 5M 7142 at 10:30 AM wilh Nurse
#2, she indicated that she was responsible for the
pharmaclst recommendalions. She statad that
the process was for the consuitant pharmacist lo
provide his recommendalions lo the facliily. The
recommendations were then reviewed by the
madical diracior, Director of Nursing (DON} and
he Adminisirator, The recommendalions were
{hen faxed to the physicians. Nurse #2 staled lhal
the physiclans would agree or disagree wilh the
recommandalions or wiite a narrative note with

reviewed by and broughit o the Quality ™
Assessinent and Asswrance Commlitee
Meeting by the Director of Nursing
Services. Any issues or frends identified
wilf be addressed by the Quality
Assessment and Assurance Cormiltee as
they avise and the plan will be revised as
needed to cnsure contlnned compliance,
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Continued From page 7 F 320

F 329

Fback to-the physiclamrand-makeranolallorrimihe

thelr own changes, sign it, and fax It back to the
faciilty. She Indlcated that once signed by the
physliclan and recelvad by the facillty, the
recommendatlons were considered lo be
physiclan orders. She staled that if a cladfication
was neaded, she would fax the recommendation

rasident's chart, She stated she followed-up on
all medicalion clarifications within 1 week. Nurse
#2 reported that she had been unable lo locate
any documentatlon as to the clarification for the
Haldol ordar or provide any nformation that
anyone had followed up on the request, She
stated that she did not know what had happened.

In an Inlervlew on 5/17/12 at 11:15 AM with the
consultant pharmacltst, he staled thal he felt
Resident  #173 was bsing over medicated with
Ine lwice dally doses of Haldol. When questioned
if he ever followad up directly with the physiclan,
he respondad that he depended upon nursing
staff 1o follow-up on his recommendations and
ihat ha had not followed-up wilh the physician.

in an interview on 6/17/12 ai 11:52 Al with the
Nurse Educator, she Indicated that when a

¢ clarification of an order was needed the nurse

would phone or fax the physician, She stated that
the nursing staff was taught that if they had nol
receivad a response fram the physlician by 5:00
PM the day the fax was sent, they were to contact
the physictan's office iie next morning and every
following day unlil they recoived a response.

In an Interview on 6/17/12 at 11:57 AM with the
DON, she slated that it was her expectallon that
the nurse in charge of the pharmacist
recommendations would follow-up on any
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clarifications that were neaded. She Indicated
that she aiso expeciod the consultant pharmaclst
to tell her If a clarification an a recommendation
he had made had not been received,

2. Resident #27 was readmilted to the facilily on
04/27/12 with cumutalive diagnoses of eplsodic
mood disorder, senlle demenfia, anxlely,
depressive disorder, peripheral nauropalhy,
carebral vascular accldent, and hypertension.

A significant change Minimum Data Set (MDS)
assessment complated on 05/04/12 documenled
Resident #27 as having had moderate cognilive
impalrment and no behavlors.

A hospliat discharge sheet, dated 04/27/12, for
Resident #27 under Medications listed
Lorazepam {(Allvan} {medieallon to treat anxlely)
0.5 mg {(milligrams) take 0.25 mg po dally.

A physiclan's admisslon order sheet on Resident
#27 dated 04/27/12, Ilsted Afivan 0.25 mg po
dally under the Madlcalion and Trealment
saction.

Review of Resldent #27's Medicatlon
Adminlstration Records (MAR's) for Aprit 2012
and May 2012 listed Aivan {(Lorazepam) Dose:
0.25 mg po dally, Boxes for 04/28/12 lhrough
05/15/2 were initlaled ai 8:00 AM. {lniltals in the
blocks Indlcated medication was administerad.}

Reviaw of a Conlrolisd Drug Record for Resldent
#27 had handwrltten Lorazepam {Allvan) 0.5 q
{every} day prn (as Recessary) anxlely and
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indicated 60 tablels. From 04/28/12 unlil
05/15/12, it was noted 1 lablat was slgned out for
each day at 9:00 Ak,

On 05/16/12 at 9:45 AM, as Nurse ¥#3 prepared
medigatlons to be administered to Residant #27,

——{the fabslon Reskient #27's medication card Tead!

TAKE 1 TABLET BY MOUTH TWICE DAILY
HOLD iF DROWSY Allvan 0.5 mg. Thers were
10 amall white pills observed in the slois on the
card, Nurse #1 sald the phaymacy usually cutl the
pliis In half as the dosage on Resldent #27's MAR
was 0.25 mg. On further examination of the
madication card, Nurse #1 sald she would have
to check with the pharmacy as the pills In the card
ware not halved and the dosage of the plils was
0.6mg, Nurse #3 sald when Resident #27 came
back from the hospltal his previous medicalions
that were dlspsnsed by a private pharmaoy had
been placed back Into the medlcatlon carl and
naw madications had not besn dispensed by the
pharmacy. MNurse #3 said a copy of the
admission physlclan's orders was faxed to the
private pharmacy.

In an Interview with Nurse #2 on 05/16/12 at
10:47 AM, she sald she had called the pharmacy
that dispensed he madication for Resldent #27
and had been told they did not have 0.28 mg of
Ativan in slogk and the 0.5mg dosage plifs were
{oo small to qut as they would crumble. Nurse #2
sald she had placed a call lo Resident #27's
physician to nolify him that Resident #27 had
recaivad tha incorrect dosage of the medication
from Q4/27/12 untll 05/15/12 and for clariication
of the dosage order.

Al 11:25 AM on 058/16/2, In an Interview Nurse
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#3 sald she had signed out and adminlstered 0.5
mg dosage 1o Resident #27 on len occaslons
whare she had signed lhe Controlled Drug
Record and MAR for Resident #27.

An observatlon of Resident #27 was made on

F a29

051 TH 2 ar 8:26 AM Restdent#27 was-siiting in
a wheelchalr alert and verbally responsive,
Resident #27 sald he had stept wall and felt good
today.

In ancther Interview with Nurse #3 on 65/17/12 at
8:35 AM, Nurse #3 sald Resldent #27 had several
changes [n his Ativan order prior to his discharge
to the hospilal. Nurse #3 sald since Resldent
#27's madicalions were fllled by g privale
pharmacy, when he had been readmiited his
medicalions were put back In the medication cart
and the ¢hange in the dosage of Alivan should
have clarifled and the pharmacy and physlician
notified at that time, Nurse #3 sald Resident #27*
s mental slalys varies day {0 day where he is
meore alert on some days. Nurse #3 sald she had
net ihough! there had been any changes in
Resident #27's mentat status since his
readmission to the facliily.

Durlng an Interview with the Director of Nurses
{DON} on 08/17/12 at 12:18 PM, sha sald her
gxpectation was for each nurse to have read the
onlire medication antry on the MAR's and to have
checked the dosage of the dispsnsed meadication
against what was orderad for each medication.
The DON sald the discrepancy should have been
picked up when Residant #27 had beon
readmiltad and ihe pharmacy notifled
Immedlately of tha wrong dosage, The DON sald
medicallon error forms would be compleled by
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dosage lo Resident #27.
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K 076 ; NFPA 101 LIFE SAFETY CODE STANDARD : K076’ i
$5=D K-076 |
* Medicat gas storage and administration areas are | : Criteria I “ ;
protected in accordance with NFPA g9, ' 5 m will bo corrected by | F
' f ilities, i ! o , :
Standards for Health Carse Facilities : - 6/17/2012. Additional metal 1
' (a) Oxvaen storaae locations reater than : ; storage rack.s have been ordered, o / .
'fﬂ‘————gée&gg:ﬁrafeegc{u:ae‘tr?‘); aocf:?eeh;ur 4 L : and will be installed upon receipt. {C' i ’II
‘ aration.
separa Criteriaq 2
(b) Locations for supply systems of greater than Ihe maintenance director, assistant
3,000 cu.ft. are vented to the outside. NFPA 99 - mainfenance director, and
4.3.1.4.2, 18.3.2.4 Executive Director will monitor
: 1 oxygen storage for compliance on |
daily rounds. l
" This STANDARD s not met as evidenced by: 5 Criterig 3 z
42 CFR 483.70 The maintenance director will ;
By observation on 5/31/12 at approximately noon . report any oxygen storage issuesto i
the full and emply oxygen cylinders were stored . the Executive Director for follow 1
' together, If stored within the same enclosure, : : up. The Executive Director will P
 empty cylinders shall be segregated and : ensure appropriate action is taken |
- designated (with signage) from full cylinders. , ' to ensure compliance, |
: Emply cylinders shall be marked to avoid : ; i
- confusion and delay if a full cylinder is needed : Criterin 4 |
. hurriedly. [NFPA 99 4-3.5.2.2b(2)] (main oxygen . 'The maintenance director will §
- storage on service hall) : report any compliance issues in |
the monthly Quality Assurance i
{QA) Commiitee, The Committee f
will make recommendations as f
needed. The Executive Directoris !
responsible for overall compliance. |
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Any deficiency statement ending wi?h/an astarisk {*) denotes a deficlency which the institution may bs excused from correcting providing s determined tha
olher safeguards provide sufficient protection to the patients. {See instructions.} Except for nursing homes, the findings stated abovs are uisclosable 90 day
followlng the dale of survey whether or not a plan of correctlon is provided. For nursing homes, the above findlngs and plans of corraction ara disclosable 1.
days foflowing the date these documents are made avaitable to the facility. If deficlencies are cited, an approved plan of correction is raquisite to conlinuad

program paricipation. 8
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