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The servicas provided or arranged by the facility
must meet professlonal standards of quality.

This REQUIREMENT Is not met as evidenced
by

Based on observallons, physician interview,
pharmacist intervlaw, staff Interviews and record
raviews facility staff failed to get a clarificailon
order from a phyasiclan for a multivitamin and
falled to administer a nutritional supplement as
ordered in one (1} of sixleen (16) residents
ohservad during medication pass. (Resident
#196). The facilily also failed to ensure a tas! for
occult blood In stool was done for one (1) of one
(1) sampled residents. (Resldent #105)

The findings are;

Residant #196 was admitted with diagnoses
including high blood pressure, anemla, heart
disease and end stage kidney disease.

The most recent admisslon Minimum Data Set
(MDS) dated 7/27/12 Indicated Resldent #1986
had no impalirment In short and loeng term
memory and no impairment In cognition for dally
declsion making. The MDS also Indicated
Resident #196 required extensive assistance
from staff for activities of dally living and was
frequently Incontinent of bladder and bowel. The
MDS tilled "Seclion O" Indicated Resldent #1958
received dialysis care.

A revlew of a document titled "Mission Hospital
Clinlcal Discharge Summary" dated 7/20/12

The family and physician was notified and
the orders for multivitamin and nutritional
supplement were clarified, corrected on
Medication Administration Record (MAR)
and the correct medications were placed in
the medication cart for Resident #196 on
08/02/12. Physician’s clarification order to
DfC multivitamin {Nephro-Vite) one po
daily and start MVI one tab po daily.

The family and physician was notified for

l orders to retest for occult blood in stool of

, Ttesident #105. Per physician’s order, facility
did obtain a sample for occult blood in stao]

test ont 08/16/12 from resident #1035,

Resident was discharged to the hospital on

08/20/12 and readmiited to the facility on

08/23/12 with no physician's order for

occult blood in stool tesk,

Corrective Actlon for Having Potential
for Same Deflcient Practice:

All residents have been identified as having
potential to be affected by this practice.

Audits to confirm medication orders were
done and properly documented by

utilizing a “Physician Order Audit” on
08/03/12 and were verified to be in 100%
compliance. -

Audits to confirm laboratory orders were
done and properly documented by
utilizing a “Leboratory Tracking Audit”
on 08/03/12 and were verified to be in
100% compliance.
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indicated to give a Multi-Vitamin (Nephro-Vite)
one (1) lablet by moulh daily and give Nepro (a
therapeulic nutrittonal supplement specifically
deslgned to meel the needs and altered
metabolism of patients on dialysis) one (1) can by
mouth twice a day.

A review of hand wrilten physiclan's crders dated
7/20M2 through 7/31/12 indicaled a Multivitamin
(Nephro-Vite) one (1) by mouth daily to be given
al 8:00 AM and Nepro ona (1) can by mouth twice
daily at 9:00 AM and 9:00 PM.

A revlew of a hand written monthly Medicalion
Administration Record (MAR) dated 7/20/12
through 7/31/12 indicated Multivitamin
{Nephro-Vite) one (1} tablet by mouth daily as a
supplement and Nepro one (1) can twice daily (in
refrigerator Day Room) at 9:00 AM and 9:00 PM.
The MAR further indicated the Nepro was circled
each day at 9:00 AM and 9:00 PM from 7/20M12
lhrough the moming of 7/25/12.

A review of a facillty document tilled "Diet Order
and Communication" dated 7/20/12 indicated
Resldent #196 was on a renal dlet and Nepro one
(1) can twice dally.

A review of a facility document litled "Purchase
Order Confirmation” with an order dale of 7/23/12
indicated twenty-four, eight (8) cunce cans of
Nepro was ordered from a distributor.

A handwritten note cn the back of the MAR dated
7/23/12 at 9:00 PM Indicated for Nepro "we do
not offer this brand but have told resident they
can provide own."

Does Not Reoccur:

Facility nurses have received education on
the facility’s “Physician Orders” policy and
procedure. Effective 08/02/12, physician
orders require the signature or initial of two
(2) nurses on the Physician Order, MAR
and/or lab book. The nurse taking off the
order is to record the order on the MAR
and/or lab book and iniiial, and the night
shift nurse will review physician orders for
the day on all charts responsible for, verify
the order was taken off and documented,
make any corrections as needed, then initial
the MAR and/or lab book. Facility nurses
received in-service educaiion on the
facility’s medication administration policies
including “Medication Storage and Securily
in the Facility” which details the receipt of
medications from the pharmacy, upon which
& nurse signs the pharmacy delivery slip,
confirming that the tote (or transpori
container) was received from the driver,
The nurse opens the tote and reconciles the
manifest with the line item listing and the
medicalion requesis. The driver does not
have to wait for the reconciliation. Should
there be a discrepancy, the pharmacy is
called immediately. Once the nurse has
satisfied the delivery contents for all
medications other than control medications,
the medications are ¢ither placed in the
locked medication cagt for the specified
resident(s) or placed fthe locked medication
room for the receiving nurse to place in the
medication cart as soon as possible or for the
next immediate oncoming shift to place in
the medication cart. Discontinued
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A revlew of the computer generated monthly
physician's orders from the pharmacy and dated
8/1M12 through 8/31/12 indicated Rena-Vite 0.8
mg. by mouth one (1) tab daily at 8:00 AM and
Nepro was not listed on the physician's orders.

A review of a typed monthly MAR dated 8/1/12

through 8/31/12 indicated Rena-Vite 0.8 mg. by
mouth at 8:00 AM and Nepro was not listed on

the MAR.

Areview of a handwrilten note from a dlalysls
canter dated 8/2/12 indicated the heaith focus for
Resident #1068 was on increasing dletary protein
intake to ramove swelling and stop "weeping" of
lhe skin in her legs. "Please give Nepro daily as
a nulritional supplement.”

During abservations of medication pass on 8/2/12
al 9:00 AM licenssed nurse {LN) #5 looked for
Rena-Vite 0.8 mg. in the medication cart and
medication reom but could not find it and walked
back to the medication cart and continued wilh
her medicalion pass.

During an interview with LN #5 on 8/2/12 al 2:36
PM she explained she asked for clarificalion
about the Rena-Vite and was told the nursing
staff had been giving Resldent #196 a generic
muliivitamin from the stock supply each day
beginning on 7/20/12. LN # 5 stated there was no
documentation in the medical record that nursing
staff had called the physician for clarification of
the order for Rena-Vite until this morning when
she questioned where (he medication was kept.
She stated she did not know anyihing about the
Nepro or who supplied it and she had not given it
to Resident #196. LN # & verifled the circles on

received to discontinne. If a delivered
medication is replacing another and the
medication that was discontinued has not

been removed from the medication cart, then
the discontinued medication is removed
when the new medication is placed in the
medication cart. Ona monithly basis at the
end of every month, medications are
reconciled as part of the ongoing monthly
updating of physician orders. “Physician
Order Transcription” policies which include
utilizing the “Laboratory Tracking Form™ 08
/02/12 through 08/28/12. Medication
administration policies and procedures will
be provided to newly hired licensed nursing
personnel during the 40-hour orientation
period. All licensed nursing staff will be in-
serviced on medication administration at
least annually. Newly hired licensed staff
will have documented competencies within
30 days of hire.

Monitoring
1.The facility’s ADON and SDC and the

confracting pharmacy (OmniCare} will
provide “MedPass” audits (medication

Administration/skills proficiency reviews
for facility nurses on a monthly basis.

2.Every facility nurse will have medication
administration skills checked at least
quarterly. Nurses that make omissions or
need to enhance their competency skills will
be required to participate in education in-
services on medication administration
policies and procedures.
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the July MAR for each day from 7/20/12 through
the morning of 7/25/12 at 9:00 AM and 9:00 PM
Indicated the Nepro had not been given,

During an interview on 8/2/12 at 2:50 PM lhe
Assistant Direclor of Nursing (ADON) stated it
was her expeclation that nursing staff should call
the physiclan for clarification of orders If they did
not have the medication and should not make the
decislon to substitute medicatlons on thelr own.
The ADON explainad nursing staff should not
have written the note on the MAR that the facility
did not provide Nepro because il was kept in the
supply room or ordered if there was none
avallable. She furiher explained nursing slaif was
responsible for reviewlng the monthly physlcian
orders and MAR’s and should have noted that
Nepro was not on the monthly physician’s orders
or MAR from 8/1/12 through 8/31/12 and should
heve added it and given it as ordered. She staled
she expected nursing staff to check with other
staff or a supervisor to get supplements for
residents when they could not find them.

During a telephone call fo the pharmacy on 8/2/12
al 3:04 PM a techniclan explained Nepro should
have been carried over from the July physleclan's
orders to the August physiclan's orders unless it
had been dlscontinued.

During an Interview on 8/2/12 at 3:44 PM with
Resldent #196's physiclan he explalned he did
not think the substitution of Rena-Vite with a
generic multivitamin was harmful to the resident
but nursing staff should have called him for
clarification and they should not have substituted
medications without calling him first. He further
explalned he expectad for nursing staff to

policy.

4, The results of the audits will be presented
to the Performance Improvement (PI)
Committee meeting that is scheduled

the third Wednesday of every month until
compliance is 100% and for two months i
after that time. The members of the PI |
Committee include the Executive Director, !
Medical Director, DON, MDS Coordinator,
Rehabilitation Manager, Dietary Manager,
Social Services Director and Business

Office Manager.
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administer medications and supplemants as
ordered.

During an Interview on 8/3/12 at 9:32 AM the
Pharmacist verified Rena-Vile was the generic
substitulion of Nephro-Vile and was kept in the
stock supply on the medication carl or in the
medication room. He explained it was the
facllity's responsibllity to request the medication
from the pharmacy when they ran out or did not
have the medication in stock when the resident
was admitted.

During a follow up [nterview on 8/3/12 at 10:31
AM the Pharmacist stated he verified wilh the
pharmacy that dispensed medications to the
facility they had nof sent any Rena-Vite to the
facltity in the tast slx (6) months until they sent a
bottle last night on 8/2/12. He explained the
pharmacy would not have automatically sent it
because it was up to nursing staff to let the
pharmacy know when (hey didn't have it.

During a follow-up interview on 8/3/12 at 10:46
AM the ADON stated Nepro was ordered from
the central supply department inslde the facilily.
She sxplalned when nursing staff gof an order for
Nepro they gave It to the central supply techniclan
and she checked to see if the ltem was In stock
and if it wasn't she ordered lt.

During an interview on 8/3/12 at 3:52 PM the
Central Supply Manager stated the nursing staff
verbally told her when they needed supplies and if
she placed the order by 2:00 PM it was delivered
the next day. She further stated she

remembered nursing staff askaed her about Nepro
recently and verified the Iinvoice indicaled she
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orderad the Nepro on 7/23/12 and it was
delivered to the facllity on 7/24/12 and was
available for use.

2. Resident #105 was admilted to the facility
6/7/12 with diagnoses that included
gasirointestinal bleed. Review of physician
orders revealed separate orders daled 7/25/12
and 7/30/12 to check slools for occult blood.

On 8/3/12 al 10:35 AM the Assistant Director of
Nursing (ADON) stated when an order is received
to check stools for occult blood the nurses should
write the order on the Medication Administralion
Reacerd {(MAR) and 24 hour report {o alert nursing
staff of the need. The ADON stated the test to
check for oceult blood Is done by nursing staff In
the facility. The ADON stated if the in house test
is posilive the sample Is kept and 1) the physician
Is nolifed, 2) an order lo have the stool chacked
by the lab is written and 3) the sample is sent out
fo the lab for tesling.

Review of the July 2012 MAR for Resldent #105
noted an entry titled "guaic stools™ {(occult
blood)on 7/25/12. Dailly entries beside the
nolation included:

7i26112-blank

7/27/12-an inital

7/28/12-a "0"

7/29/12-a "0"

7/130/12-2 Q"

713112- "in fridg"

Review of bowsl movement records for Resident
#105 revealed slools on a dally basis from
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71261 2-untll hospitalized on 81/12.

In a follow-up interview on 8/3/12 at 11:15 AM the
ADON stated the stool sample was not located In
the refrigerator {as Indicated on the resident's
MAR) designated for specimens. The ADON
also noted the lab was called and they had not
recelved a stool sample or received a requislion
for a test for occult blood. The ADON identified
the licensed nurse (LN #7) thal initialed on
7127112 and 7/31/12 indicaling that the sample
was in the "fridg". The ADON stated she
reviewed the resident's bowel racords and noled
the restdent had stools bul could not explain why
a sample had not been tested. The ADON stated
nurses are expected to coordinale with the
nursing assistants to perform the test for occult
blood. The ADON also stated the 24 hour report
from 7/25/12-8/1/12 was reviswed and the need
to check Resident #105's stool for occult blood
was not mentioned. The ADON stated the
process for tasting stool for occult blood was part
of each nurses orientalion,

On 8/3M2 at 2:00 PM LN #7 stated thal a stool
sample from Resldent #105 had been obtalned
and placed In the lab refrigerator. LN #7 staled
she Informed oncoming staff thal the stool
sample had been labsled and placed in the
specimen refrigerator. LN #7 stated she was
unaware that occult blood stool samples were
done in house and didn'l recall this had been part
of orfentation. LN#7 staied she assumed the
oncoming nurses would have wrilten a lab
requisilion slip for the occult blood test and didn't
realize ihat couldn't be done until first tested in
house and without a physiclan's.orders.
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On 8/3/12 at 2:58 PM the physician of Resident i
#1065 stated although tesls should be done as
ordered he didn't suspect the resldent had
gastrolnteslinal bleeding based on olher lab ,
reslts. !
F 311 483.25(a)(2) TREATMENT/SERVICES TO F 311 l

s5=D | IMPROVE/MAINTAIN ADLS

A resident is given the appropriate freatment and
services to maintain or improve his or her abililies
specified in paragraph (a)(1) of this section.

This REQUIREMENT is not met as evidenced
by:

Based on observations, record revilew, and
interviews the facllily falled to provide Physician
ordered restoralive services conslstently for one
{1) of one (1) residents. (Resident #12)

The findings are:

Resldent #12 was admitted to ihe facllity with
dlagnoses Including Osteoporosts, Epilepsy, and
laft Hemliparesls with spasficlty. A quarterly
Minimum Data Set (MDS) dated 05/24/12
revealed Resident #12 was cognilively intact and
received restorative nursing pregrams for two (2)
days during the seven (7) day review period.

A care plan dated 12/14/11 and last reviewed on
05/28/12 stated Resldent #12 was recenlly’
discharged from therapy and was at risk for
decline in physlcal functtoning. The goal was o
malntain current level of physical functioning.
Care ptan Interventlons to address this included:
to provide five (5) times a week for twelve (12)
waeks: active and passive range of motion

LR o PR S
N waane ’
- (2

Corrective Action for the Resident

Found with Deficient Pracilce;

1. Resident #12 has received
restorative services per physician's
order since 08/04/12;.

Corrective Action for Having

Potential for Same Deficient Practice:

1. All residents have been identified
as having potential to be affected
by this practice.

2. Beginning 08/28/12, each
restorative aide will report at end of
shift to ADON/SDC, ar Designee
any resident who has not received
restorative services and the reason
why..

3. SDC will inservice all restorative
aides by (8/31/12 on the
importance of providing ADL
services to residents..

Measures Put Into Place or Systemic
Changes fo Ensure Deficient Practice

Docs Not Reocceur:

1, Beginning 08/31/12, weekly for 30
days, then monthly for 3 months,
the ADON/SDC and/or Designee
will audit resident restorative
records for 100% compliance.
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(ROM)] to bilateral hips, transfer exarcises,
ambulation with a rofling walker, and active ROM
to bilateral lower extremllles. The care pian also
specified staff would obsarve for changes in
physical functioning and refer to therapy as
Indicated.

A rehabilitation services multidisciplinary
screening tool dated 04/23/12 racommended
ambulatlon and ROM services with restorativa,

Review of Physiclan's orders for August 2012
revealed an enlry dated 03/13/12 for the following
to be provided five (8) times a week for twslve
{12) weeks: active ROM to left ankle, passive
ROM lo left lower extremity, aclive ROM fo lower
extramities, and ambulate with rolling walker,

Review of Resident #12's restorative flow sheets
{or 07/0112 through 07/28/12 revealsd tha
followlng:

- The week of 07/01/12 Resldent #12 received
restorative services one (1) day and the
resloralive aide (RA) documented restorative
services were nol provided the remaining days.
- The week of 07/08/12 Resident #12 recelved
restorative services three (3) days and RA
documented reslorative services were not
provided the remalning days.

- The week of 07/15/12 Resldent #12 received
five (6) days of restoralive services.

- The week of 07/22/12 Resident #12 received
three (3) days of reslorative services and the RA
documnented the resldent's restoralive services
ware held two (2) days due to a fall and an
appointment.

During an Interview on 08/01/12 at 10:30 AM

The results wil] be reporied
monthly to the QA Commiitee and
the Medical Director. The QA
Committee meets the third
Wednesday of each month when
tlge above issues and results will be
dlSCl!SSBd by the commitiee and the
Medical Director Results will be
aggre_:gated, analyzed, frended, and
revisions made available for
review. Study designed to do the
follqwiug: lo assure restoratjve
services are being provided to the
residents,
The results will be reported fo the
Q{\ Commiittee and the Medical
Director.. The QA Committee
meets on the third Wednesday
monthly when the above issues will
be discussed by the committee and
the h:'[ed ical Director referring to
prqvnding restorative services to
residents. Concuirent critiques and
bost critiques will be performed
arEd recommendalions and changed
will be implemented ag indicated
by members of the
interdisciplinarleA feam
members,
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Resident #12 stated she was not walked on
07/31/12 due to staffing and would not receive
restorative services loday (08/01/12) because the
restoralive nurse was assigned to monthly
weights instead. Resident #12 further stated
reslorative services had been provided less
consistently durlng July of 2012 and it was
Important lo her to be ambulated al least five (5)
days a week.

An interview was conducted with RA #1 on
08/02/12 at 11:34 AM. During the interview lhe
RA #1 stated she filled in for the RA #2, who
usually provided restorative services, anylime RA
#2 was off or on vacation. RA #1 confirmed she
was providing restoralive services the week of
07/20/12 because RA #2 was on vacallon. RA #1
further stated she does not provide restorative
services the days she is assigned monthly
walghts. RA #1 explalned if she did not provide
resloralive services to a resldent on any glven
day she would document this on the resident's
flow shasl in Ihe restoralive nolebook,

During a follow-up Interview on 08/03/12 at 09:58
AM RA #1 reviewad Resident #12's current
reslorative flow sheet and confirmed she had
provided restorative services to Resldent #12 on
07/30/12 and 08/03/12. The interview further
revealed Residant #12 did not receive restoralive
services on 07/31/12, 08/01/12, or 08/02/12
because RA #1 was off and/or assigned monthly
weighls on those days.

An interview with licensed nurse (LN) #1 on
08/03/12 at 2:57 PM revealed she reviewed lhe
resldent flow sheets in the restorative note book
weekly and made referrals to therapy as needed.

STATEMENT OF DEFICIENCIES (%1) PROVIDER/SUPPLIER/CLIA {(X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
c
B. WING
345463 08/03/2012
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, 2(P CODE
400 THO STREE
LIFE CARE CENTER OF HENDERSONV 0 THOMPSON STREET
HENDERSONVILLE, NC 28792
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF GORRECTION 5}
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 311 | Continued From page 9 F 311

FORM CMS.2667{02.89) Previous Verslons Chaolete Event [D: TEPL11

Faclity 1D: 923244 It conlinualion shael Page 10 of 31




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

PRINTED: 08/17/2012
FORM APPROVED
OMB NO, 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLAERICLIA
AND PLAN OF CORREGTION IDENTIFICATION NUMBER:

345463

(X2} MULTIPLE CONSTRUCYION
A. BUILDING

8. WING

(X3) DATE SURVEY
COMPLETED

Cc
08/03/2012

NAME OF PROVIDER OR SUPFLIER

LIFE CARE CENTER OF .HEHDERSONV

STREET ADDRESS, GITY, STATE, ZIP CODE
400 THOMPSON STREET

HENDERSONVILLE, NC 28792

(X4)ID SUMMARY STATEMENT OF DEFIGIENCIES
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAQ REGULATORY OR L5C IDENTIFYING INFORMATICN)

D PROVIDER'S PLAN OF CORRECTICN x5}
PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG CROSS5-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 311 | Continued From page 10

LN #1 stated she was aware residents did not
always recelve restorative services five (5) times
a week as ordered and had asked the RAs {o
document why services were not provided when
lhey documented on the flow shes!l. LN #1
further stated the RAs were frequently pulled to
work the floor and they were doing the hest they
could to provide rastorative services as ordered.
The interview further revealed LN #1 had just
referred Resident #12 lo therapy due to
decreased sirength and endurance.

An interview was conducted with the
Administrator and the Assistant Direclor of
Nursing (ADON) on 08/03/12 at 4:48 PM. During
the Interview the Administrator and the ADON
staled they werae not aware Resident #12 had not
been recelving restoratlve sarvices consistently
and expecled resldents' to recelve resloralive
services as ordered. The ADON recalled
Resident #12 was lll the first week of July 2012
and probably did not feel up to resloratlve
services. The ADON Indicated she had tried lo
remove the monihly welghts from the RAs
responsibilitles but had problems with
inconsistent welghts when the nursing assistants
were assigned the task. The ADON further
stated the lasi lime she could recall RAs being
pulled to the floor was in January of 2012.

F 312 |¥83.25(a)(3) ADL CARE PROVIDED FOR

§8=D |/DEPENDENT RESIDENTS

A resldent who Is unable to carry out activitles of
dally living receives the necessary services o
maintaln good nutrition, grooming, and personal
and oral hygiene. '

F 3
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This REQUIREMENT is nol mel as evidenced
by:

Based on cbservatlons, staff Interviews and
racord reviews facllity staff falled to provide lip
molsturizer with mouth care and falled to provide
nall care for two (2) of two (2) sampled residents
observed for activities of dally living. (Resldent #
122 and Resident #18).

The findings are:

1. Resldenl #122 was admitted to the facilily with
diagnases Including reflux in the esophagus,
difficully swallowing, and a stroke.

The most recent quarterly Minimum Dala Set
(MDS) dated 6/28/12 Indlcated Resident #122
had impairment In short lerm and long term
memory and severe Impairment In cognition for
dally deciston making. The MDS also Indicated
Resident #122 required extensive assislance
from staff for aclivilles of daily living. The MDS
tifled "Section K" indi¢ated no weight loss and
feeding fube 501 cc's or greater per day.

A revlew of a Physiclan's Order daled 5/29/12
indicaled Biotene Maolsturizing Moulh Spray (1)
spray on mouth swab and swab mouth four imes
daily as neadad for dry mouth.

A review of monihly Medicafion Adminislration
Records (MAR's) daled 6/1/12 through 8/3/12
indicated Resldent #122 had not received Blotene
Molsturizing Mouth Spray on eny day during this
time perlod. :

A revlew of a care plan with a revised date of

Corrective Action for the Resident
Found with Deficient Practice:

F312 1. For Resident #122, mouth care was

provided. Physician’s orders were
oblained for Biotene Moisturizing
mouth spray, 2 sprays TID and
PRN after mouthcare, and oral
care each shift.

Corrective Action vor Having

Potiential for Same Deficlent Practice:

1. All residents have been identified
as having potential to be affected
by this practice.

2, On 08/29/12, an audit of mouth
care and nail care to residents was
conducled and was found with
100% comptliance.

Measures Put Into Place or Systemic

Changes to Ensure Deficlent Practice

Does Not Reoccur:

3.  During Merning Angel Rounds
conducted Sx/wk by the
Interdisciplinary Team, any
observations of mouth care and nail
care not being given to residents
will be reported fo the ADON and
will be provided immediately.

4. CNAs will check for nail care and
oral care needs of all residents
during routine showers and during
rounds and will report any needs to
the charge nurse per policy and
procedure,

5.

1. A Study was initiated 08/29/12 and
the Results aggregated, analyzed,
trended, and revisions made
available for review. Study
designed to do the following: to
ensure mouth care and nail care is

FORM CMS-2567(02-09) Previous Versions Obsolefe Event 1D: T6PL1I1

being provided to residents.
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7/8/12 Indicated a problem statement that
Resident #122 was at risk for alterallon in
nutritional status related to a feeding tube and
recelved nothing by mouth. The approaches
indicated to assess hydralion status and mucous
membranes in Resident #122's mouth.

During an observation on 8/1112 at 9:05 AM
Reslden{ #122 was lylng In bed. She was
brerathing with her mouth open and her tongue
was coated with yellowish white debris. Resident
#122 altempted to speak but her tongue stuck to
the roof of her mouth. .

During an observation on 8/2/12 at 8:58 AM
Resident #122 was lying in bed and her lips were
very dry with dark brown caked dsbris on the
upper and lower lips. Resldent #122 attempted to
speak but had difficulfy because her tongue sluck
to the roof of her mouth. .

During an observation on 8/2/12 at 10:06 AM
Resident #122 was sitling up In a chair next to
her bed. There was a dark black scab on her
right (R) lower lip and an ulcer on her (R) upper

lip.

Durfng an observation on 8/2/12 at 10:08 AM the
wound care nurse changed a dressing around
Resldent #122's feading tube. Resident #122
was breathing with her mouth open and there
was thick yellowish debris with dark black
patches on her tongue and her lips were dry and
cracked,

During an interview on 8/3/12 at 11:10 AM wlth a
hosplce nurse she stated hospice had a nursing
assislant who visiled twice each week and dld

2. The results will be reported
monthly to QA Committee and the
Medical Director. The QA
Committee meets on the third
Wednesday of the month, The
above issues will be discussed by
the commitice and the Medical
Director regarding mouth care and
nail care being provided to
residents. Concurrent critiques and
post critiques will be performed
and recommendations or changes
will be implemented as indicated
by members of the

Interdisciplinary/QA team
members.
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mouth care during every visit. She explained thay
have had some issues in last couple of monlhs
because Resident #122 had increased secretlons
In her mouth. She furlher explained when they
did mouth care with swabs, il triggered more
sacrelions. She slated she was not sure It they
had specifically talked about oral care as par of
Resident #122's personal care but it's been
especially Imporiant during the last couple of
weoks with her Increased secretions. She
explained Resident #122 normally had something
¢ In her bedside lable to moisten her lips and they
used a moulh moisturizer in the past that worked
well.

During an Interview on 8/3/12 at 11:46 nursing
assistant (NA) # 1 stated she used pink swabs
and mouthwash to clean Inside Resldent #122's
mouth. She explained when she did Resident
#122's mouth care she had to go toward the back
of her throat because there's thick phlegm always
back there and it's coated on her tongue. She
stated the nursing assistants had to rub Resldent
#122's tongue to try and get the phlegm off but it
was difficult to get off. She explalned she usually
provided mouth care for Resldent #122 once per
day. NA#1i stated they did not use any kind of
molsturizer on Resident #122's lips and she had
mouth ulcers ali the time,

During an interview on 8/3/12 at 12:11 PM the
Asslstant Director of Nurses (ADON) stated it
was her expectation mouth care should be done
as needed to keep the resident's mouth clean.
She explained Resldent #122 had a physiclan's
order for Biolens spray as a moisturizer to be
used as needed and verified It had not bean
documented as given on the MAR's dated 6/1/12
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through 8/3/12.

2. A review of a facility documaent titled
"Fingernall Care" and nol dated indicated nall
care included daily cleaning and regular trimming,
Trimmed and smooth nails prevent the resident
from accidentally scratching and Injuring hlsther
skin.

Resldent #18 was admitted to the facilily with
diagnoses Including arthritls, pain and a stroke.

The mosl racent quarterly Minimum Data Set
(MDS) dated 5/31/12 indicated Resldent #18 had
impalrment in short term and long term memory
and was moderately impafred in cognilion for
daily declsion making.

A review of a care plan dated 7/4/12 with a
problem statement Indicated Resldent #18 was at
risk for skin breakdown. On 7/4/12 resident’s left
iing finger was cut and a steri strip was applied.
The approaches included doing full body
assessments on bath/shower days noting any
slgns or symptoms of skin breakdown.

A review of nurse's notes daled 7/4/12 indicated
Resident #18's left (L) ring finger nicked while her
nails were timmed. The resldent's finger was
cleaned, a steri strip was applied and the nurse,
physlcian and responsible party were afl notified.

A facility document lilled *"Weekly Nursing
Summany” for Resident #18 and dated 8/1/112
indicaled In a sectlion for "nalis" to cut as needed
by staff.

F 312
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During an observatlon on 8/1/12 at 11:44 AM
Resident #18's finger nalls were long on both
hands.

During an interview on 8/1/12 at 11:45 AM
Resident #18 stated she did not like for staff to
cut her nalls because they cut her nails too close
and they cut her ring finger on her left (L} hand
twice. She further staled she wanled for
someaone 1o file her nalls and she thought they
needed to be filed now. She also stated they
didn’t clean under her nails but she would like for
them to be cleaned.

During an observallon on 8/2/12 at 12:27 PM
Resident #18 was sitling in her wheel chair in her
room with her over bed table In front of her and
was eafing lunch from her meal tray. The finger
nails were long and uneven on both of her hands.

During an observation on 8/3/12 at 11:05 AM
Resldent #18 was silling In her room In her
wheelchair with her right hand resling on her over
bed table. The middle two {2) fingers of her right
(R) hand were stained with a light brown
subslance at the ends of the nalls and her finger
nails on both hands were long and uneven,

During an intervlew on 8/3/12 at 11:30 AM with
Nursing Assistant (NA) #2 she explained staff
assisted Resident #18 with her personal care and
she was very cooperative during care, She
stated she thought they timmed and cleaned her
nails every couple of weeks but was not sure
when her nalls were last cleaned.

During an Interview on 8/3/12 at 12:06 PM the
Assistant Direclor of Nursing (ADON) stated It

F312
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was her expeclallon that residents should have
thelr nails filed and cleaned routinely. She :
verified Reslident #18's nails were long, needed o ]
be filed and looked like the nails on her right (R)
hand were stalned and had white debris under
them.
F 322 | 483.25(g)(2) NG TREATMENT/SERVICES - F 322 glﬂlu_,
§$=D | RESTORE EATING SKILLS ' Corrective Actlon for the Resident Found

with Deficient Practice:

Based on the comprehensive assessment of a

resident, the facility must ensure that a resldent Orders to “Check placement of PEG tube
who Is fed by a naso-gaslric or gasiroslomy lube prior to feeding” were clarified and placed
recelves the appropilate treatment and services on Medication Administration Record

to prevent aspiralion pneumonta, diarrhea, {MAR) of resident #122 on 08/27/12.
vomiting, dehydration, metabolic abnormalities, :

and nasal-pharyngeal ulcers and to restore, if Corrective Action for Having Potential
possible, normal eating skills. for Same Deficlent Practice:

All residents have been identified as having
potential to be affected by this practice.

This REQUIREMENT s not mel as evidenced Audits to clarify orders to check tube
by: . placement of any resident receiving tube
Based on observalion, staff inferviews and feedings were done and were verified to
record reviews facliity staff falled to check feeding be in 100% compliance.

tube placement by auscullation prior fo
medication adminlstratlon In one (1) of one (1)

residenls observed with tube feedings. (Resident Measures Put Into Place or Systemic
#122). Changes to Enusre Deficient Practlce
Does Not Reoecur:
The findings are:
Facility nurses have received ¢ducation on
A review of a facility document litled "Feeding the facility’s “Feeding Tube — Instilling
Tube-lnsiilling Medication" and nol dated Medication” which includes transcribing
indicated to attach syilnge to end of the (ube and orders for checking placement every shift on
insert 20 cubic cenlimeters {cc's) of alr and check the residnt’s MAR) and “Physician Order
placament and patancy by auscultalion (lhe act of Transcription” policies on 08/29/12 through
listening, elther directly or through a stethoscope 08/31/12. Tube feeding policies and
or other Instrument, to sounds within the body). procedures will be provided to newly hired

licensed nursing personnel during the 40-
hour orientation period. All staff will be in-
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Resldent #122 was admitted to the facility with
diagnoses including reflux In the esophagus,
dificulty swallowing, and a stroke.

The mosi recent quarterly Minimum Data Sel
(MDS) dated 6/28/12 Indlcated Resident #122
had impairment In short term and long term
memory and severe impalrment In cognilion for
dally decision making. The MDS also Indicated
Resldent #122 required extensive assistance
from staff for aclivitles of dally living. The MDS
{itled "Sectlon K" indicaled no welght loss and
feeding tube 501 cc's or greater per day.

A review of a care plan wilh a revised date of
719112 indicated a problem statement that
Resident #122 was al risk for alteration In her
nutritional status due to a feeding lube and
received nothing by mouth. The approaches
indicaled to send Resident #122 to hospltal for
feeding tubs replacement, administer tube
feedings as orderad, assess for signs and
symptoms of anxisly, and provide distraction and
positioning to decrease resident's focus on the
fube.

A review of monthly physician's orders dated
81712 through 8/31/12 indlcated Resldent #122
received Tylenol 500 milligrams (mg) twice daily
Into the feeding tube.

A review of a facility document fitled "Daily Care
Guide" and dated 8/3/12 indicated under
interventions to always place blanket or cover
over rasldent's feeding tube so she will have
something to "pull on."

During an abservation on 8/2/12 at 12:33 PM

o4y ID SUMMARY STATEMENT OF DEFICIENCIES v} PROVIDER'S PLAN QF CORRECTION T
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROUPRIATE DATE
DEFICIENCY)
F 322 Continued From page 17 F 322| serviced on feeding tube P&P's

adminisiration at least annually. Newly
hired licensed staff will have documented
competencies within 30 days of hire.

Monitoring :

The facility's ADON and SDC provide

“Tube Feeding” audits of MARS to verify I
orders and "Check placement every shift” is '
documented, as well as tube feeding _
administration and skills proficiency reviews
for facility nurses on a monthly basis.

Nurses that make omissions or need to

enthance their competency skills will be
required to participate in education in-
services on medication adminisiration
policies and procedures.

SDC will utilize audit tool and audit 10—
15% of nurses each month on the
proficiency of the nurses providing tube
feedings (including checking placement},.
Nurses that make omissions will be required
to participate in education in-services on the
policy. The audit will be compteted for 6
months. The SDC will ensure nurses are
observed, compile error raies and bring data
1o monthly Performance Improvement (PI)
meetings for review, need for further
recommendations, consideration of addition
training, or modification of the above
process monthly for the next 6 months for
further tracking and follow-up until
compliance is 100%.
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during medlcation adminisiration Licensed Nurse
{LN) #6 washed her hands and put on gloves.
She disconnected Resident #122's feeding tube
from tublng connected to a feeding pump and
Inserted a syringe Into the feeding {ube. She
pulled back slightly on the plunger of the syringe
and removed the syringe from lhe feeding tube.
LN #8 mixed Tylenol 500 mg. in the syringe wilh
water and Inserted it into the feeding tube. She
removed the syringe agaln and poured clear

and flushed it. She removed he syringe and
reconnected the tubing from the feeding pump,
turned the pump on, removed her gloves and
washed her hands.

Durlng an interview on 8/2/12 at 12:39 PM with
LN #6 she stated she was not sure of the faclllty
policy to check placement of lhe feading fube
because she had only been In the facllity a couple
of weeks. She stated she thought tube
placement should be checked every shift and
documented on the Medicatlon Administration
Record (MAR). LN #6 verified there was no
documentation on Resldent #122's MAR lo check
placement of the feeding tube and she did not
isten with a stethoscope to check for tube
placemant before she gave Resident #122 her
medicatlon. She further stated Resident #122
had a history of pulling out her feeding tube and
staff had to keep it covered so she wouldn't pull
on il.

During a follow up Interview on 8/2/12 at 212 PM
with LN #6 she stated she found out the facility
pollcy was lo check for tube placament by
auscultalion and she should have used a
stethoscope to listen and chack for tube

waler into the syringe and Inserted it into the tube °

F 322
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placemant before she gave Resident #122's
mgdicalion.

During an interview on 8/2/12 at 3:32 PM the
Assistant Director of Nursing (ADON) stated It
was her expectation thal nursing staff should
check feeding tube placement by auscuitalion
with a stethoscope to verify the feeding tube was
In the correct place before they administered
medications.

483.25(k) TREATMENT/CARE FOR SPECIAL
NEEDS

The facllity must ensure that residents recelve
proper treatment and care for the following
special services:

Injections;

Parenteral and enteral fluids;

Colostomy, urelerostomy, or lleostomy care;
Tracheostomy care,

Tracheal suctioning;

Resplralory care;

Fool care; and

Prostheses.

This REQUIREMENT is not met as evidenced
by:

Based on observatlons and staff Interview the
facility falled to ensure an oxygen cylinder was
securely stored for one (1) of two (2) sampled
resldants.

{Resldent #106)

The findings are:

Rasldent #196 was admitted with orders for
oxygen al 2 liters a minute to keep oxygen levels

F 322

F 328

i The oxygen canister that was not securely
. stored in a carrier per LCCA policy was

I Corrective Action for Having Potential

" for Same Deiflcent Practice: .
. All residents have been identified as having

i potential to be affected by this practice.

Correctlve Actlon for the Resldent Found

L e —

withDeficlent Practice:

Al

removed from the room of resident #196 and
placed in proper storage on 08/02/12.

An andit was done on 08/02/12 to check
the entire facility for any oxygen canisters
that may not be properly stored was done
and was verified fo be in 100%
compliance.
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at 0% or greater.

On B8/2/12 at 11:41 AM Resident #196 was
observed In her room, In bed. Resident # 196
was wearlng a nasal cannula and had oxygen at
2 liters a minute infusing via an oxygen
concentrator.  Three oxygen cynlinders were
observed in the room; one on the back of the
resident's wheelchalr, one In a whaeled oxygen
carrier by the entrance of the room and one
freestanding, against the wall by the entrance of
the room. Alapproximately 11:50 AM a
transportallon aide entered the reom {o asslst the
resldent to a medical appolntment. Resident
#1906 transferred herself from bed into the
wheelchair while the transportation alde

' transferred the resident's oxygen source from the
concentrator to the portable tank on he back of
the wheelchair. At approximately 12:00 PM the
resident was assisted from her room, to the
facility van by the transporiation alde. An
observatlon at 12:30 PM revealed the
frepstanding oxygen tank remained unsecurs in
the room of Resldent #198. Resident #1986
remained out of the facility until approximately
4:30 PM.

On 82112 at 5:00 PM the Assislanl Director of
Nursing (ADON) stated all oxygen cylinders
{whether full or empty) should be stored secure in
a stand or wheelaed oxygen carrler. The ADON
stated the wheeled oxygen carrders were to be
used by steff to transport oxygen cylinders from
(he storage room to resident rooms. At the time
of the Interview the ADON observed the
freestanding, unsecured oxygen cylinder stored
agalnst the wall, in the room of Resident #196.

A rolling walker was approximately twelve inches
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Mensures Put Into Place or Systemic

Changes to Enusre Deficient Practice
Does Not Reoccur:

All facility associates, licensed as well as
unlicensed associates have received
education on the facility’s *Oxygen
Therapy” on 08/03/12 through 09/07112. -
Oxygen therapy policies and procedures will
be provided to newly hired licensed nursing
personnel during the 80-hour orientation
period. All staff will be in-serviced on
oxygen canister storage P&P’s
administration at least annually. Newly
hired licensed staff will have documented
competencies regarding oxygen canister
storage within 30 days of hire.

Monltoring

The Facility’s associates that perform
“Angel” or compliance rounds shall verify
all oxygen canisters are properly stored in
any area they observing and at any other
time while they are in the Facility and record
any issues on the audit sheet. ADON and
SDC shall review audits with the entire

clinical team at the moming clinical
meeting. Associates that fail to properly
secure oxygen canisters per P&P will be

services on oxygen (herapy policies and
procedures.

The audit will be brought to the monthly
Performance Improvement (P1) meetings for
review, need for further recommendations,
consideration of addition training, or
modification of the above process monthly
for the next 6 months for furfher tracking
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from the unsacured oxygen cylinder. The ADON
slated the oxygen cylinder should not have been
left unsecure end freestanding. The ADON
looked at the pressure gauge on the oxygen
cylinder and noted lo it was In the “red", Indicaling
il was empty. The ADON removed the oxygen
cylinder from the room and stated she would try
to delermine who lefi it unsecured. The ADON
also stated she would check on the facility policy
regarding storage of oxygen cylinders. On 8/3/12
al 12:00 PM the ADON stated she spoke with all
staff that worked with Resldent #1986 on 8/2/12
and was unsable lo determine who left the Corrective Actlon for the Resident Found 8{;\(}{
cylinder unsecure In her room. The ADON with Deficient Practice; 17~
verified the facility poficy included, "oxygen
cylinders may not be lefi freestanding, they must The family and physician was notified and
: be securely fastened at all times.” the orders for Amiodarone was clarified,
F 329 | 483.25() DRUG REGIMEN |S FREE FROM Fazg| corrected on Medication Administration
ss=p | UNNECESSARY DRUGS Record (MAR) and the correct medications

Each resident’s drug regimen must be frae from

' unnecessary drugs. An unnecessary drug Is any

drug when used In excessive dose (Including
duplicate therapy); or for excesslve duration; or
without adequate monltoring; or without adequate
Indlcations for its use; or in the presence of
adverse consequences which indicate the dose
should be reduced or discontinued; or any
combinallons of the reasons above.

Based on a comprehensive assessment of a
resident, the facility must ensure that residents
who have not used antipsychotic drugs are not
given these drugs unless antipsychalic drug
therapy is necessary to lreat a specific condilion
as diagnosed and documented In the clinical
record; and residents who use antlpsychotic
drugs recslve gradual dose reductions, and

were placed in the medication cart for
Resident #44 on 08/02/12. Physician’s
clarification order was to decrease
Amiodarone to 200 mg daily.

Corrective Action for Having Potential
for Same Deficient Practice;

All residents have been identified as having
potential to be affected by this practice.

A representative from the pharmacy met
with the survey team and facility clinical
administrative staff to discuss a plan of
action so an incorrect dose calcutation does
not happen again. A review by the pharmacy
representative of all medication orders was
done on 08/03/12 and no other incorrect
dose cateulations were revealed.
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behavioral Interventions, unless clinfcally
conlraindlcated, in an effort to disconlinue thase
drugs.

This REQUIREMENT [s nol met as evidenced
by:

Based on observalions, record review, and staff
and Pharmacist Interviews the fadllity failed to
ensure a resident’s drug regimen was free from
an excesslve dose of a medication for one (1) of
ten (10) sampled residents, (Resldent #44)

The findings are:

Resident #44 was admitted to the facility with
diagnoses Including Atrial Fibrillation. Review of
medical record revealed a Physiclan's order
dated 068/21112 to reduce Resldent #44's
Amlodarone (antlarshythmic) 10 150mg
(milligrams) daily. Further review of the medical
record revealed Resident #44's previous order
was for Amiodarone 200mg by mouth dally,

Observalions of Resident #44's medication
supply in tha 400 hall medication cart on 08/02/12
at 2:40 PM revealed two (2) unit dose medicaticn
cards labeled "Amlodarene HCL 200mg tablet
take 1 and 1/4 tab (150mg) by mouth everyday”.
Further observation revaaled one (1) of the unit
dose medication cards contalned a Intact 200mg
tablet of Amicdarone HCL and the second unit
dose medication card contained 1/4 of a 200mg
Amiodarone HCL tablet. There were no
additional unil dose cards contalning Amiodarone
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Measures Put Into Place or. Systemic

Changes to Ensure Deficient Practice
Does Not Reoccur:

Beginning 08/03/12, for six weeks, two
pharmacists will check medication orders at
the pharmacy site. Results will be presented
weekly to the pharmacy QA commiltee.
Depending on results, the pharmacy will
make recommendations and/or changes to
their process.

Facility nurses have received education on
the facility’s “Physician Ordess™ policy and
procedure. Physician orders require the
signature or initial of two {2) nurses on the
Physician Order, MAR and/or lab book.
The nurse taking off the order is to record

the order on the MAR and/or lab book and
initial, and the night shift nurse will review
physician orders for the day on all charts
responsible for, verify the order was taken
off and documented, make any corrections
as needed, then initial the MAR and/or lab
book. Any miscalculations, discrepancies or
confusing orders will be immediately
reported to a supervisor before
administration of the medication. Forany
physician ordets that may be confusing,
illegible or contrary to standards of practice,
facility nurses received one to one in-service
.education on the facility’s medication
administration policies and “Physician Order
Transcription” and “Physician Orders
Clarification” policies on 08/02/12 through
08/17/12. Medication administration
policies and procedures will be provided o
newly hired licensed nursing personnel
during the 40-hour orientation period. All |

PP o ol | ]
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for Residenl #44 on the medication cart.

Review of Resldenl #44's June of 2012
Medication Adminlstration Records (MAR)
revealed Amlodarone 160mg (hand written entry)
was initialed as administered by a licensed nurse
06/21/12 through 06/30/12. Revlew of Resldent
#44's July and August of 2012 MARs revesled
the entry for Amiodarone HCL 200mg tablet take
1 and 1/4 tab (150mg) by mouth everyday was
initialed as administered by a licensed nurse. As
a result, Resldent #44 recelved Amiodarone
250mg by mouth dally Instead of the intended
reduced dose of Amlodarone 150mg for 43 days.

An Interview was conducted with the Director of
Nursing (DON) on 08/02/12 at 2:45 PM. The
DON reviewed Resldent #44's August 2012
Physician's orders and stated the Amiodarone
order was not clear, The DON further stated if a
medlcation order was not clear he expected
nursing staff {o clarify the order before
administerlng the medlcation. The interview
further revealad two nurses revlewed residents’
Physiclan's orders and Medlcation Administration
Records for accuracy monthly to prevent
medication errors.

During a telsphone interview on 08/02/12 at 2:50
PM the Pharmacist verified Resfden! #44 had an
order in the compuler system dated 06/21/12 to
take one (1) and 1/4 lablets of Amlodarone
200mg by mouth daily lo equal Amiodarone
150mg by mouth dally. The Pharmaclst
confirmed Resident #44 would have received
Amiodarone 250mg by mouth daily duae to the
Incorrect dose calculation of the Physiclan's order
entered on the MAR by the Pharmacy.

staff will &6 fii-serviced on medication
F329| administration at least annually. Newly
hired licensed staff will have documented
competencies within 30 days of hire.

Monitoring:

The contracting pharmacy (OmniCare) will
provide “MedPass" audits (medication
administration and skills proficiency reviews
for facility nurses on a monthly basis. Every
facility nurse will have medication
administration skills checked at least
quarterly. Nurses that make omissions or
need to enhance their competency skills will
be required to participate in education in-
services on medication administration
policies and procedures.

In order to monitor the accuracy of
physician orders received from OmniCare,
the ADON and SDC will verify all
physician orders are properly documented
and followed using a ‘Physician Order
Audit”. They will review all orders

pharmacy calculations and documentany |
discrepancies on the audit form and report
any discrepancies in morning clinical

_meeting where appropriate action can be

- immediately taken fo correct any issue. .

| This audit began 08/03/12 and will be

* performed daily until 08/06/12 weekly until

; 11/07/12 and then as needed. Nurses that

- make omissions will be required o
participate in education in-services on the
policy.
The clinical team shall review all new

admission orders on the next clinical
meeting following admission.
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i The DON will collect data on any issues
A telephone intervisw wilh the Pharmacy with physician orders, compile error rates
Manager on 08/02/12 at 3:30 PIIVI revealed the and bring data to monthly Performance
pharmacy recelvaed a Physlclan's order dated Fmprovement (PI) meetings for review, and
06/20/12 to reduce Resldent #44's Amlodarone to od for further recommendations
450mg by mouth daily. The Pharmacy Manager need . . ..
A consideration of addition fraining, or
explained the order had been keyed Into the e M
system incorreclly by the pharmacy techniclan mod|ﬁcat101130f the“: b?vcﬁlpl:; :rs ;;Zi?; y
and ihe Pharmaclst did not pick up on the for the next 3 months for &
incorrect dose calculation during the final review. and follow-up.
The Pharmacy Manager staled the Pharmacy The results of the audits will be presented to
"misdispensed" the medication and confirmed a the Performance Improvement (P1)
total dose of Amiodarcne 260mg dally had been Committee Meeting that is scheduled the
sant to the facility since 06/21/12. third Wednesday of every month until
compliance is 100% and for two months
During an Intervlew on 08/02/12 at 3:25 PM after that time.
Resident #44's Physiclan stated he had Just
examined the resident and did not expect any
adverse effects. The Physician explalned he had
dacreased Resident #44's Amidarone on
06/20/12 because lhe "elderly don't handle it very
wall". The Physiclan further staled Resldent
#44's pulse had remalned stable during the time
she recelved the Increased dose of Amlodarone
and had ordered a TSH (thyrold slimulating
hormone) to be drawn on 08/03/12.
An interview with licensed nurse (LN) #2 on
08/02/12 at 3:15 PM revealed she reviewed
Residents #44's new August 2012 MAR against -
the July 2012 MAR and any new orders wiritten in
July of 2012, LN #1 staled she did not nolice the *
Incorrect dose calculation for Amlodarone when
she signed off on the August 2012 MAR because
it was identical to the order on the July 2012
MAR.
A telephone Interview with | N #3 on 08/03/12 al
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F 322 | Conflnued From page 25 F 329
6:15 PM revealed she reviswed Resident #44's
July 2012 MAR against the June 2012 and any
new orders written in June of 2012. LN #2 stated
she did not notice the Incorrect dose calculation
| for Amiodarone when she signed off on the July
| 2012 MAR.
A follow up inferview was conducted with the
Pharmacist on 08/03/12 at 9:20 AM. The
Pharmacist stated his usual practice was to
review all new orders wiilten since hls previous
visit and review the current Physiclan's order
sheet for accuracy, Further interview revealed
the Pharmaclst had completed monthly pharmacy
reviews for Resldent #44 on 06/22/12 and
07117112 and noled her Amlodarone had been
decreased In his note on 06/22/12. The
Pharmacist stated he had missed the dosage
discrepancy when he completed his revlews in
July and August of 2012, In addition, the
Pharmacist Indicated he had reviewed Resident -
#44's pulse rates In her medical record and did
not see any negative outcomes due to the
administration of the incorrect dose of
Amlodarone.
F 431 | 483.60(b), (d), (e) DRUG RECORDS, F431]  Corrective Actlon for the Residnet Found ¥ lﬂ) } B
ss=p | LABEL/STORE DRUGS & BIOLOGICALS with Deflcient Practice:
The facility mus| employ or obtaln the services of The expired insulin vial for resident #50 was
a licensed pharmaclst who establishes a system removed from medication cart immediately
of records of recelpt and disposition of all after notification during the survey.
controlled drugs in sufficlent detall to enable an
accurate reconciliation; and determines that drug Corrective Action for Having Potential
records are in order and that an account of al for Same Deficlent Practice:
controlled drugs 1s maintained and periodically
reconciled. Residents receiving medications have the
Drugs and biologlcals used In the facllity must be 52}-:2}::: Lc;alﬁizgected by this allegedly
L1
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The ADON and SDC will have conducted
F 434 | Continued From page 26 Fa3| M audit of all medication carts by 08/30/12

tabeled in accordance with currently accepted
professional principles, and include the

‘appropriate accessory and cautionary

Instructions, and the expiration dafe when
applicable.

In accordance with State and Federal laws, the
facility must store all drugs and bicloglcals [n
locked comparlments under proper temperature
controls, and permit only authorized personnel to

have access to the keys.

The facilily must provide separately locked,
permanentlly affixed compariments for storage of
controlled drugs listed In Schedule I of the
Comprehensive Drug Abuse Prevenllon and
Control Act of 1976 and other drugs subjecl o
abuse, axcept whan the facllity uses single unit
package drug distribution systems In which the
quantily stored Is minimal and a missing dose can
be readily detected.

This REQUIREMENT Is not met as evidanced
by:

Based on abservations, inlerviews, and record
reviews, lhe facilily failed to remove expired
medicalion from one {1) of five (8) medication
carts.

The findings are:

Observalion of the 500/800 hall med|cation cart
on 8/3/42 at 12:04 p.m. revealed & vial of
fast-acling insulln for Resident #50 with an
opaned date of 6/20/12 wrillen on a tag on the
bottle.

to ensure the medication carts are 100%
compliant and no expired medications are
present.

Measures Put Into Place or Systemic
Changes to Ensure Deficient PracticeDoes

Not Reoccur:

Facility nurses have received education on
the facility’s “Insulin Administration,
Documentation and Storage™ policy, An
“opencd date” and a 28 - day “expiration
date” shall be wriiten on the insulin vial
when opened. All expired medications shall
be removed from the medication cart prior
to expiration of the medication. Different
types of insulin vials shall be kept separated
in the medication cart, Failure to follow this
policy will result in re-education and
progressive discipline.

Facility nurses received in-service education
o the facility’s insulin administration
policies policies on 08/03/12 through
08/31/12. Medication administration
policies and procedures will be provided to
newly hired licensed nursing personnel
during the 40-hour orientation period. All
staff will be in-serviced on medication
administration af least annually. Newly
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F 431 | Confinued From page 27 F 431 hired licensed staff will have documented
competencies within 30 days of hire.
Revlew of the August 2012 Medicatlon
Administration Record revealed a current order Monitoring;
for the Insulin for Resident #50. .
‘ The facility’s ADON and SDC and the
An Intervlew was conducled with Licensed Nurse contracting pharmacy (OmniCare) will
(LN} #4 on 8/3/12 al 12:10 p.m. The nurse provide “MedPass™ audits (medication
confirmed the date written on the tag on the vial adm‘“'_sfra"o“ and skills proficiency reviews
was 6/20/12 and slated the insulin was still in use for facility nurses as well as medication cart
for Resident #50 . When asked when the Insulln audits on a monthly basis. Nurses that make
was considered expired, the nurse stated he did omissions will be required to participate in
not know. education in-services on medication
administration policies and procedures.
Interview with the Unit Manager (UM) on 8/3/12 at The ADON or designee will audit
12:17 p.m. revealed the vial of insulln expired 28 medication carts 1 times per week for the
days after opening. The UM also said a next 90 days, compile error rates and bring
reference list that Included Information about data to monthly Performance Improvement
insulin expiratlon dates was posted In the (PI) meetings for review, and need for
Medication Adminlstration Record (MAR) and she further recommendations, consideration of
polnted it out to LN #4. addition raining, or modification of the
above process monthly for the next 3
During an Interview on 8/3/12 at 1:26 p.m., the months for further tracking and follow-up.
Asslstant Director of Nursing (ADON) sald nurses until compliance is 100% and for two
were respensible for checking expiration dates months after that time.
hefore giving medications and the expired insulin
should not have been glven. The ADON sald
nurses were expected to check the refarence lisl
in the MAR for expiration Informatlon for
medicatlons. The ADON also stated if nurses did
not know when medications expired or could not
find expiration informatlon, she expected them to
ask her, the UM on duty, or call the pharmacy.
F 465 | 483.70{h) F 465
§5=E | SAFE/FUNCTIONAL/SANITARY/COMFORTABL
E ENVIRON
The facility must provide a safe, funclicnal,
sanitary, and comfortable environment for
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F 485 | Continued From page 28
resldents, staff and the public.

This REQUIREMENT is nol met as evidenced
by: ‘

Based on observatlons and staff Interviews the
: facllity failed to ensure that two (2) of three (3)
automatic ice dispensers were clean.

The findings are:

An observalion on 8/1/12 at 2:35 pm revealed an
aulomalic ice dispenser with a removable
drainage tray In the maln dining room. A large
amoun! of a black gelatinous substance was
observed around the edges of the removable tray
and in the base of the tray around the drain,

An observatlon with the Dletary Manager on
8/2112 at 11:50 em revealed the automaled ice
dispenser in the dining reom continued to have a
large amount of a black gelatinous substance
around the edges and In the base of the
removable drainage tray. A black gelatinous
substance was also observed on the inlerlor
porlion of the Ice shoot. The Dletary Manager ran
a gloved hand over the black gelatlnous
substance surrounding the rim of the removable
fray and the substance was easily transfarred to
her gloved hand. The Dietary Manager revealed it
was "probably mold", and that housekeeping was
responsible for cleaning the.ice dispenser.

An observalion on 8/2/12 at 12;15 pm revealed
an aviomaled ice dispenser wilh a removable
drainage fray In the six hundred hall nourishment
room. A large amount of a hairy, brown
substance covered two-thirds of lhe base of the

F 465 Corrective Action for the Resident

Found with Deficient Practice:

1. The removable drainage tray has
been replaced on the ice machine
and the ice machine cleaned in the
main dining room. The removable
drainage tray has been replaced on
the ice machine and the ice
machine cleaned on the 600 hall -
and a grate has been ordered lo be
placed on the machine. This grate
shipped 08/27/12 and is expected
to arrive at the facility within 3-4
days and will innediately be
placed on the ice machine.

2.

Corrective Action for Having

Potentlal for Same Deficient Practice:

1. Al residents have been identified
as having potential to be affected
by this practice.

2, Ice machine located on 200 hall
was audited on 08/02/12and was
found to be 100% compliani with
cleanliness.

3. Maintenance Director will monitor
future compliance to ensure alleged
deficient practices do not recccur
by conducting weekly audits and
recording findings on a log that will
be presented to the QA commitiee
each month for three months,

Measures Put Into Place or Systemic

Changes to Ensure Deflicient Practice

Poes Not Reoccur:

1.Maintenance Director and Assistant

Maintenance Director will conduct

weekly audits and record findings on a

log to ensure all ice machines including

the trays are clean, JAudits will be

FORM GMS-2567(02-99) Previous Versions Obsolela Event 1D:T8PL1Y

Fadilily |D: 923244 If conlinualion sheet Page 29 of 31




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 0817/2012

drainage tube. A hairy, brown substance was also
observed under the rim of the removable tray and
on the inside of the Ice shoot. The assistant
director of nursing (ADON) also observed the Ice
dispenser and the brown, halry subslance around
the drainage tube was easlly lransferred onlo her
gloved finger. The ADON revealed she did not
know what the substance was and confirmed that
maintenance was responsible for cleaning the Ice
dispensers. The ADON dld not know the last time
the ice dispenser had besn cleaned and it was
her expectalion that it was clean.

An interview with Housekeeper #1 on 8/2112 at
12:20 pm revealed all three (3) ice dispensers
were supposed to be wiped down twice a week
and the tray should be cleaned twice a week.

An Interview with Maintenance #1 on 8/2/12 at
12:25 pm revealed he was not sure when the ics
dispenser was cleaned or who was responsibla
for clsaning the ice dispenser.

An interview with the Maintenance Director on
8/212 at 12:35 pm clarified maintenance was
responsible for cleaning the aulomated ice
dispensers in the facility. The Intervlew further
revealed the Ice dispensers were cleaned avery
six (8} monihs by an outside provider. The
Interview revealed the outslde of the ice
dispensers were cleaned one (1) lime a month.

An Interview wilh the Maintenance Director on
8/3M2 at 2:00 pm revealed Ice dispensers were
taken apart and maintenance was performed
every three (3) months by an outside provider.
The malntenance included cleaning, sanltizing

2. The results will be reported by the
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ongoing, as they are part of an imternal
F 465 | Continued From page 29 F 465 :;:tg::'ltf;:;? "I; rogtram that reveals
enfs.
drainage fray and encompassed lhe Interior of the Monltoring:

L. Study was initiated 08/03/12 and
the Results aggregated, analyzed,
trended, and revisions made
available for review. Study
designed to do the following:
ensure the ice machines including
irays are clean.

Maintenance Direcfor monthly for
three months to QA Committee and
the Medical Director, The QA
Commitiee meets on the third
Wednesday ot cach month and the
above issues will be discussed by
the committee and the Medical
Director regarding the cleanlingss
of ice machines including trays. .
Recomnmendations and changes
will be implemented,
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F 465 | Conlinued From page 30 F 465

and inspaction of the ice dispensers. The
interview further revealad malntenance
parformed a visual inspection of the Ice
dispensers monthly, and his expeclation was If
the dispenser was vislbly dirly maintenance staff
should clean the dspenser.
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