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F 152 | 483.10(a)(3)&(4) RIGHTS EXERCISED BY F 152§
ss=p | REPRESENTATIVE ;
‘F 152
In the case of a resident adjudged incompetent
under the laws of a State by a court of competent 1. Corrective action cannot be ‘
jurisdiction, the rights of the resident are accomplished for the alleged deficient
: exercised by the person appointed under State practice in regards to Resident #2 as |
f law to act on the resident's behalf. the resident has been discharged.
‘ In the case of a resident who has not been judged 2. Facility residents who have guardians

! incompetent by the State court, any legal

. surrogate designated in accordance with State
. law may exercise the resident's rights to the

| extent provided by State law.

or other legal surrogates have the
potential to be affected by this same
alleged deficient practice; therefore,
the Director of Social Services will

: complete an audit of current residents
This REQUIREMENT is not met as evidenced - to identify those with guardians
by: and/or legal surrogates. Any negative
Based on interviews and record review the finding will be immediately
facility failed to obtain permission from a corrected. This audit will be
rosident's responsible party to administer a new completed on or before 2-14-13.
s medication as requested for 1 of 3 sampled _ :
‘ residents (Resident #2), " 3. Measures put into place to ensure that
f the alleged deficient practices does |
- The findings are: . | not recur include: In-service for
facility license nursing staff and
Rasident #2 was admitied to the fac:||lty on depamnent managers regarding the
12/10/12 with diagnoses that included rights of a guardian or legal
Alzheimer's disease and others. The initial surrogate, how to identify a guardian
! Minimum Data Set (MDS) dated 12/17/12 or legal surrogate and care requests of |
| specified the resident had short and long term the guardian or legal surrogate by the ‘

| memory impairment and severely impaired

| Administrat
- cognitive skills for daily decision making. fmstrator

. , ) . . “Preparation and/ or execution of this plazn of i
| Resident #2's medical record was reviewed and : ! correction does not constitute admission or |

revealed a hospital History and Physical dated agreement by the provider of the truth of the facts
. 10/02/12 that specified the resident was allergic alleged o:_conclusions set forth in the Statement of
‘ to iodine and codeine and spacified the family Deficiencies. The Plan of Correction is prepared

; preferred to avoid all pain medicines due to past and/ oy executed solely because it is required by
‘ provisions of Federal and State law.”

LAEORAW OVIDERISU LIER REPRESENTATIVE'S SIGNATURE TITLE (X8} DATE
<, At

A 1 - Sl

Any deficiency SW*) denctes a deficiency which the institution may be excused from correcting providing it is detepriiffy /L,

ciher safeguardsfroyide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disc! Q,
following the dat survey whather or not & plan of correction is provided, For nursing homes, the above findings and plans of carrection ar:

days following the date these documenis are made available fc the facility. If deficiencies are cited, an approved plan of correction is requisi
program participation.
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Director of Nursing, Unit Manager/
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, | in ing.
F 152 | Continued From page 1 F 152 and or Director of Nursing, The

! acdverse reactions. A document Gtled "Consent (o
| Treatment” dated 12/10/12 specified the

i resident's responsible party (RP) notifisd the
facility that she was to be contacted before any
medication changes ware made for Resident #2.
! The document had & hand written note made by
- the RP that listed her contact information. In

| addition, a documant titlsd "Nursing Admission

! Assessment” dated 12/10/12 specified Resident
' #2' s RP did not want any new medication given
- without being notified first. The documeant

. included the RP's name and contact information.

! Further review of Resident #2's medical record

i revealed a nurses' entry made by Nurse #1 dated
12/25/12 at 3:54 AM that specified tha on-calt

¢ physician was notified for the resident's increased
¢ agitation and Tylenol was ordered. The

* Medication Administration Record {MAR) for

1 12/25112 was reviewed and revealed the resident
. racaivad 2 doses of Tylenol, A later nurses' entry
: dated 12/25/12 at 5:00 PM specified Resident

; #2's RP was present and idsntified ihat Resident
| #2 was lethargic. The RP was notified that
Resident #2 had besn given Tylenol. Tne entry -
! specified Resident #2's RP was not made aware

! of the new order for Tyleno! and the RP notified

! the facility that Resident #2 did not tolerate

i Tylenol. The RP requested for the resident to be

 sent to the Emergency Department for evaluation.

i A "Resident Transfer Form” dated 12/25/12
| specified Resident #2 was transferred to the
i Emergency Department due to a change in
| mental status.

, Resident #2 was admitted to the hospital on
i 12/25/12 and diagnosed with altered mental
! status secondary 1o a urinary tract infection (UTI).

Coordinator and or Staff
Development Coordinator will
monitor Physician telephone orders
daily, Monday thru Friday for a
period of three (3) weak and then
weekly for a period of four (4) weeks
thereafter to ensure guardians or legal
surrogates are notified of medication
changes.

4. The Director of Nursing and/ or
Administrator will analyze the data
for trends and patierns. The Director |
of Nursing and/ or Administrator will
report the finding to a QA/PI
Committee weekly for 2 period of
four (4) weeks and then monthly.

The QA/P] Committee will evaluate
the effectiveness of the above plan |
and will add additiona! interventions
based on negative cufcomes
identified to ensure continued
compliance.

“Preparation and/ or execution of this plan of
orrection does not constitute admission or
agreement by the provider of the truth of the facts
alleged or conclusions set forth in the Statement of
Deficiencies. The Plan of Correction is prepared
and/ or executed solely because it is required by
provisions of Federal and State law.™
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: The hospital discharge summary dated 12/31/12 ; i
. spacified, "The resident does have an allergy to 5
i Tyleno! and was apparently given this at the ;
i nursing home which mades her more confused.”

fOn 01418713 at 11:15 AM Nurse #2 was

. interviewed and reported that she was Resident :
'#2's admiting nurse on 12/10/12. She confirmed ¢ “Preparation and/ or execution of this ptan of

: that she completed the "Nursing Admission . correetion does not comstitute admission o1

| Assessment” for Rasident #2 and was notified by agresment by the provider of the trush: of the facts
the RP that the resident was not to receive any a!le_ge_é or_conf:lusmns set forth in }he §tatemem of
: i ” Deticiencies. The Plan of Correction is prepared

; New medications without being notified first. and/ or executed solely becauss it is required by

. Nursa #2 stated that Residant #2 was unable to provisions of Federal and State law.”

i communicate or make her needs known and

: relied on staff to anticipate her needs. Nurse #2
! stated she documented the RP's request to be
notified before Resident #2's medications were

i changed on the admission assessment and

: notified the oncoming nurse during shift report.

' Nurse #2 siated she did not document the
information anywhere else in the medical record.

: On 01/18/13 at 12:45 PM the Admissions |
" Recaptionist was inferviewed and reported she

- recalled complsting the "Consent to Treatment” -
. form with Resident #2's RP. She added that the

| RP stated she did not want changes made to
Resident #2's madications without being notified.
| The Admissions Receptionist stated she notified

! the Nurse #2 of the RP's request.

On 011813 at 11:05 AM the Director of Nursing i

(DON) was interviewed and stated she would not
- have expected Nurse #1 to contact Resident #2's
' RP at 3:45 AM to nolify her of a new order o :
| administer Tyleno! fo Resident #2. The DCON
| added that specific instructions such as family
| requesting that no naw medications be given
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without approval from the family should be

: documented i a central location for all nurses to

! see if. She added an ideal location would be on

' the resident's Medicaticn Administration Record
(MAR) but that it was not required since the
request was not a physician's order.

“Preparation and/ or execution of this plan of correction |
does not constitute admission or agreement by the |

: On 01/18/13 at 11:50 AM the Physician was provider of the truth of the facts alleged or conclusions

| interviewed and reperted that when administering set forth ia the Statement of Deficiencies. The Plan of
| new medications and obtaining orders for new i Correction is prepared and/ or executed solely because |
| medications the facility had to use the best it is required by provisions of Federal and State law.” |

. available information for making the best decision
| for & resident and added that in the case of

! Resident #2 the best available information

. regarding the resident would have come from the
{ RP and added the facility should have contacted

: her before administering Tylenol.

S On 01/22112 at 10:15 AM Nurse #1 was
: interviewed on the telephone and reported that
{ she contacted the on-call physician on 12/25/12
because Resident #2 appeared agitated. She
stated she received an order for Tylenel and gave
the resident 2 doses of the new medication.
' Nurse #1 stated she was not aware of the RP's
. request 1o be contacted before making changes :
' to the rasident's medications. She stated she F 312
would not have known to look at the Admission ;
: Assessment for the information.
F 312 483.25{a)(3) ADL CARE PROVIDED FOR F 312
5s5=p | DEPENDENT RESIDENTS

1. Correciive action has been
accomplished for the alleged deficient
practice in regards to Resident #7 in

| A resident who is unabie to carry out activities of that the Director of Nursing ensured
; daily living receives the necessary services to the resident received proper

! maintain good nutition, grooming, and personal f incontinence upon notification. NA
! and oral hygiene. : #2 was provided immediate raining

by the Director of Nursing and or the
Staff Development Coordinator
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' This REQUIREMENT is not met as evidenced
by:

Based on observation, racord review, facility
policy, and staff interviews facility staff failed fo
properly provide incontinence care for 1 of 1
: resident observed for incontinence care, Resident
CHT

The findings included:

| A facility policy entitied Perineal care of the

- fernale patient dated 10/06/13 read in part,

| "Separate her labia with one hand and wash with
[ the other, using gently downward strokes fram

. the fromt to the back of the peringum {o prevent
"intestinal organisms from contaminating the

¢ vrethra or vagine. Avold the area around the

: anus, ang use a clean section of the washcicth
: for sach stroke by folding each use section

i inward. This method prevents the spread of

: contaminated secretions or discharge.”

! Resident #7 was admitted to the faciiity 12/31/12,
ith diagnoses that included Alzheimar's disease
: and cersbral vascular accident with left

: hamiparesis.

: Review of Resident #7's Admissior Minimum

ata Set (MDS) revealed she had long and short
! term mamory problems and was impaired for
 dalily decision making. The MDS further assessed
* Resident #7 as needing extensive to total

i assistance with activities of dally living. The MDS
| indicated Resident #7 was frequently incontinent
‘ of bowel and bladder.

: An obsarvation was made on 01/17/13 at 2:20

X4} 1D SUMMARY STATEMENT OF DEFIGIENCIES I3
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFX (EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i DEFICIENCY}
i
| . regarding the provision of proper
F 312 . Continued From page 4 F 312

incontinence care.

2. Facility residents who are dependart
for incontinence care have the
potential to be affected by this same
alleged deficient practice; therefore,
the Director of Nursing and/ or Unit
Coordinator/ Manager will complete
an audit of current residents to
identify those residents who are
dependant for incontinence care and
review for any potential patterns of
UTI's. The Administrator will
review the past six (6) moaths of
concems and Resident Council
minutes identifying any issues with
incontinence care, Any negative
finding will be immediately
corrected. This audit will be
completed on or before 2-14-13.

Measures put into place to ensure that
the alleged deficient practice does not
recur include: In-service for facility
nursing staff by the Director of
Nursing and/ or Unit Coordinator/
Manager and/ or Staff Development
Coordinztor regarding proper
incontinence care. CNAs will
validate understanding with return

(5 ]

“Preparation and/ or execution of this plan of
cormrection does not constitute admission or
agreement by the provider of the fruth of the factis |
alleged or conclusions sef forth in the Statement of |
Deficiencies. The Plan of Correction is prepared |
and/ or executed solely because it is required by
provisions of Federal and State law.”
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: PM of Nursing Assistant {NA) #2 providing

! incontinence care for Resident #7. NA#T had

- gathered suppliss of washcloths, towels and a

*wash basin. With Resident #7 lying on her back

" NA #2 cleaned the groin area {the crease

| between the leg and the groin). She cleaned frant

i to back and then turned the resident on her side

! to clean her butfocks and anal ares. NA #2 did

| not clean Resident #7's peri-area. Aftar turning

" Resident #7, NA #2 cleaned her buttock and anal
ared. Resident #7 had a |cose bowel movement,

. which was noted in the perineal area. NA #2

! ramoved the soiled brief and put on a clean brief

| under her buttocks. NA #2 then rolled Resident

| #7 to her back and proceeded to fasten the brief.

. NA #2 was asked to stop at this point as she had

! not cleaned Resident #7's peri-area. NA #2 then

I reached into the wash basin and picked up 2

“ wash cloth that was visibly soiled with feces (spot

t approximately 3 inch in diameter) and proceedad

' ta go toward the residant to clean her peri-area.

| Again, NA #2 was stopped and asked if she

: should use the solled wash cloth to clean the

' resident's peri-area. She stated no, that she .

i would have to get more clean finen. NA #2

' removed her gloves and exited the room. NA #2

{ refurned to the room with clean linen and

proceeded to clean Resident #7's peri-area,

: wiping front o back removing alt loose stocl in

 this area,

| An interview was conducted on 01/17/13 at 2:55
| PM with NA #2. NA #2 stated she should have

| cleaned Resident #7's peri-area thoroughly. NA

| #2 further stated she should not have used a

[ washeloth soiled with steol to clean the peri-arezs.
| She stated she should have used & clean

{ washcloth.
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! . | demonstration of learning to the
F 312 Continued From page 5 F 312! g

Director of Nursing, Staff
Development Coordinator or a North
Carolina Licensed Nurse (RN/LPN).
: The Director of Nursing, Unit
Coordinator/ Manager and or Staff
Development Coordinator will
conduct incontinence care rounds at
least thiree (3) titme per week for a
period of four (4) week, and then
randomly for a period of three (3)
months to validate appropriate
incontinence care techniques are
being used. Negative finding will be
immediately corrected.

4. The Director of Nursing and/ or
Administrator will analyze the data |
for trends and patterns. The Director
of Nursing and/ or Administrator will
report the finding to a QA/PI
Committee weekly for a period of
four (4) weeks and then monthly.
The QA/PL Comunittee will evaluate
the effectiveness of the above plan
and will add additional interventions
based on negative outcomes
identified to enstre continued
compliance.

“Preparation and/ or execution of this plan of
correction does not constitute admission or
agreement by the provider of the trush of the facts
alleged or conclusions set forth in the Statement of
Deficiencies. The Plan of Correction is prepared
and/ or executed sclely begause it is required by
provisions of Federal and State law.”

f

|
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F 312 Continued From page 6

* An interview was conducted 01/17/13 at 4:05 PM

with the Staff Development Codrdinator (SDC).

- The SDC stated that when new nursing
: assistants are hired they are obsarved performing

skills by a nurse or a senior nursing assistant

iD : PROVIDER'S PLAN OF CORRECTION : *5)
PREFIX (EACH GORRECTIVE ACTION SHOULD 8E i COMPLETION
TAG ! CROSS-REFERENCED TG THE APPROPRIATE : DATE
; DEFICIENCY)
| i
F 312 i
|
i
i
i

| before they are allowed to work independently.

: He stated incontinence care was one of the skills
 that should be observed. The SDC stated that

: nursing assistants are expected to clean the

! “Preparation and/ or exscution of this plan of correction i

i
i does not constitute admission o7 agreement by the E
! pravider of the truth of the facts allsged or conclusions E
; set forth in the Statsment of Deficlencies. The Plan of

i Carrection is prepared and/ or executed solely because
it is required by provisions of Federa! and State law.”

: peri-area during incontinence cara. He further
. stated NA #2 shouid have used a clean
i washcloth to clean Resident #7's peri-area.

LAN interview was conducted on 01/17/13 at 445
i PM with the Director of Nursing (DON). The DON
i stated it was her expectation for staff to
thoroughly clean a famala resident's peri-arsa

| during incontinence care. She further stated NA

- #2 should have used a clean washcloth when

F 323 |

55=

ol

| cleaning the peri-area.

483.25(h) FREE GF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

. The facility must ensure that the resident

" envirenment remains as free of accident hazards
i as is possible; and each resident receives

: adequate supervision and assistance devices to
| pravent accidents.

 This REQUIREMENT is not met as svidenced
by

| Based on cbservation, medical record review,

i and staff interviews the facility failed to puta chair
| and bed alarm in place for 1 of 3 residents

F 323

[ 323

[

Corrective action has been :
accomplished for the alleged deficient |
practice in regards to Resident #1 in
that upon notification, the Director of
Nursing ensured the alarms were in
place and operational. Further, the
Direction of Nursing provided
training to NA #1regarding the
placement and operation of safety
alarms.

Facility residents with safety alarms
have the potential to be affected by = |
this same alleged deficient practice; |

FORM CMS-2557(02-99) Previous Versione Obsolsta
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F 323 Continued From page 7
| identified as having falis, Resident #1.

' The findings included:

Resident #1 was admitted to the facility 01/09/13
- with diagnoses which included right hemiparesis.

- Review of Resident #1's Admission Minimum

' Data Set {MDS) dated 01/16/13 revealed she had
i long and short term memory probtems and was

: impaired for deily decision making. The MDS
assessed her as needing extensive assistance

i with transfers and her balance as being unsteady
: when moving from a sitting to standing position.

¢ Further review of the MDS revealed Resident #1
 had a fall prior fo admission to the facility and had
* two falis after she was admitted to the facility.

! Review of Resident #1's care plan for falls dated
} 01/10/13 revealed a pressure pad alarm for her

! chair and her bed were inifiated on 01/10/13. The
! care plan listed dates the resident had fallen as

. 01710113 and 01/12/13.

: An Interdisciplinary Post Fall Review form dated
01/10/13 revealed Rasidert #1 had a falt when
she stood up from her wheel chair and she

- atfempted to sit back down. The whes! chair the

| chair rolled out from under her as the breaks

were not locked, Further review of this form

{ revealad a pressure pad alarm was added to her

: ¢chair and her bed.

{ An Interdisciplinary Post Fall Review form dated
: 01/13/13 revealed Resident #1 had a fall on
 01/12/13. Rasident #1 was observed on the floor
of her room. She stated she had tried to get her
gown out of her drawer, This form further

f
i

F 323

therefore, the Director of Nursing
and/ or Unit Coordinator/ Manager

, and/ or Staff Development
Coordinator will complete an audit of
’ current residents to identify those
residents with safety alarms to assure
they are in place as deemed
necessary. Any negative finding will
be immediately corrected. This audit
will be completed on or before 2-14-
13

1
3. Measures put into place to ensure that
the alleged deficient practice does not |
recur include: In-service for facility
nursing staff by the Director of
Nursing and/ or Administrator
regarding the use of safety alarms.
An IDT team will conduct a review
! of identified residents {c ensure the
most effective safety alarm is in use.
The Director of Nursing, Unit
Coordinator/ Manager and DT will
meke safety rounds daily, Monday
thru Friday, for a period of four (4)
weeks, then three (3) times weekly
. and randomty for a period of four (4)
weeks, to include the use of safety
alarms. Any negative findings will
be immediately corrected.

“Preparation and/ or execution of this plan of
correction does not constitute admission or
agreement by the provider of the truth of the facts
alleged or conclusions set forth in the Statement of
Deficiencies. The Plan of Correction is prepared
and/ or executed solely because it is required by
provisions of Federal and State law.”
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revealed the resident was educated 1o call for
| assistance.

! A review of the Resident Care Grid used by

i nursing assistants to know how to care for sach
‘ resident revealed Resident #1 was fo have a

' pressure pad alarm cn her bed.

: An observation was made an 01/17/13 at 12:30
 PM of Resident #1 in her room sitting in her
“wheel chair, Resident #1 did not have an alarm
| on her wheel chair.

- An observation was made on 01/18/13 at 10:33

| AM of Resident #1 again sitting in her room in her
: wheel chair, Resident #1 did not have an atarm

i on her wheel chair,

On D1/18/13 at 11:05 AM an observation was

: made of Nursing Assistant (NA) #1 transferring

: Resident #1 from her wheelchair to bed. Afler
finishing the transfer NA #1 then left the room.

: Resident #1 did not have a bed alarm on her bed.
. NA #1 did not check to see if the Resident #1's

; bed alarm was in place.

An interview was conducted on 01/18/13 at 11:20
AM with NA #1. He stated Resident #1 did not
have an aiarm on her whesl ¢hair. He stated
there was a pad for an alarm on Resident #1's
bed but the cord from the pad was not connected.
He stated there was o alarm box on the bed. NA
#1 also stated, looking at his Care Grid, that

| Resident #1 should have a bed alarm.

An interview was conducted on 01/18/13 at 11:30
AM with Nurse #1. Nurse #1 stated the box /
. alarm was missing. She stated there should have

- 323:

Administrator will analyze the data :
for trends and patterns. The
Director of Mursing and/ or
Administrator will report the
finding to a QA/PI Commitiee
weekly for a period of four (4)
weeks and then monthly. The
QA/PI Committee will evaluate the
effectiveness of the above plan and
wil! add additional interventions
based on negative outcomes
identified to ensure continued
compliance. a

“Preparation and/ or execution of this plan of
correction does not constitute admission or
agreement by the provider of the truth of the facts
alleged or conclusions set forth in the Statement of
Deficiencies. The Plan of Correction is prepared
and/ or execeted solely because it is required by
provisions of Federal and State law.”
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bean g pad undsr the resident ' s cushion in her
. whesl chair and there should have been & box
| that the bed alarm was pluggad into.

: An interview was condugted on 01/18/13 at 12:00
PM with the Director of Nursing {DON). She

‘ stated it was the Unit Ceordinator #1's ‘

- responsipifity to chack to make sure the atarm

“Preparation and/ or execution of this plan of corrsction :
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions

‘ was Implemented. The DON further stated the set forth in the Statement of Deficiencies. The Plan of
 alarm box and pad shouid have been on the chair Correction is prepared andf or executed sciely because
tand the bed. it is required by provisions of Federal and State law.”

An interview was conducted on 01/18/13 at 12:20
i PM with Unit Coordinator (UC} #1. UC #1 stated &
- was not his responsibiity to inifiate the alarm. He
: stated the alarm shouid have been initiated on
011013 by someone from the interdisciplinary i
team. He stated nursing assistants and nurses i
- were fo sheck placament. ? f

t An interview was conducted on 01/18/13 at 12:28 |
; PM with Unit Coordinator #2. She stated it was ; F 333
| everyone's respensibility on the interdisciplinary -3

team 1o make sure the alarm was put into place,
: She further stated, "it was not detsrmined who

! actually was going to put the alarm on, we just

. assumed someone would.” She stated the alarm
! should have been put on by the nurse who was

1. Corrective action has been
accomplished for the alleged deficient
practice in regards to Resident #2 in
that medical intervention and

! working with her on the 01/10/13. : monitoring were completed as
= 333 | 483.25(m)(2) RESIDENTS FREE OF P F3m directed by the Attending Physician.
85=D | SIGNIFICANT MED ERRORS Medication Aide #1 was provided

; :_ with immediate training by the

i The faciiity must ensure that residents are free of Director of Nursing regarding the

! any significant medication errors. : administration of niedications,

: 2. TFacility residents who receive
medications have the potential fo be
affected by this same alleged

| This REQUIREMENT is not met as evidenced
i by:
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j Based on interviews and record review the
; facility gave the wrong medications to 1 of 3
¢ sampled residents (Resident #2).

- The findings are:

. Resident #2 was admitted to the facility on
12/10/12 with diagnoses that included

. Alzheimer's disease and others. The initial

- Minimum Data Set (MDS) dated 12/17/12

specified the resident had short and leng term

memaory impairment and severely impaired

cegnitive skills for daily decision making.

Review of Resident #2's medical racord revealed
a nurses' entry dated 01/08/13 that specified the
resident's vitat signs were being closaly
monitored due to a "medication error.”

On 01/17/13 at 12:00 PM the Staff Development

« Coordinator (SDC) was interviewed and stated
that on 01/08/13 Resident #2 was given Resident
#8's medications by accident. He stated that the
facility recently transitionad to using medication
aides to administer residents' medications. He
reported that the medication aides were trained o
 identify residents prior to administering

' medications by using pictures kept on file on the

! Medication Administration Record (MAR). He

" added that if a resident did not have a current

- picture on the MAR then the medication aide
could verify a residents' identity by checking the
arm band. He added that or: 01/08/13 medication
aide #1 did not identify Resident #8 with a picture
on the MAR or her arm band and as a result gave
the medications to Resident #2. He stated that
Resident #2 experienced facial swelling and was
ordered Benadry! and close monitoring by the

F 333:

deficient practice: therefore, the
Director of Nursing and/ or Unit
Coordinator/ Manager and/ or Staff
Development Coordinator will
complete an audit of current residents
to identify those residents who need
assistance in the administration of
their medications. This audit will be
completed on or before 2-14-13.

3. Measures put into place to ensure that
the alleged deficient practice does not
recur include: In-service for facility
licensed nursing staff and medication
aides by the Director of Nursing and/
or Staff Development Coordinator
regarding the proper identifications of
resident by use of arm band and/ or
photograph prior to the administration
of medications with return
demonstration. The Director of
Nursing, Unit Coordinator/Manager
and/ or Staff Development
Coordinator will conduct Medication
Administration Audits at least three
{3) times weekly for a period of 90
days and randomly thereafter to
validate appropriate patient
identification techniques are being
used. Any negative finding will be
immediately corrected.

“Preparation and/ or execution of this plan of
correction does not constitute admission or
agreement by the provider of the truth of the facts
alleged or conclusions set forth in the Statement of
Deficiencies. The Plan of Cerrection is prepared
and/ or executed sofely because it is required by
provisions of Federal and State law.”
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4. The Director of Nursing and/ or
Administrator will analyze the data
for trends and patterns. The Director
of Nursing and/ or Administrator will
report the finding to a QA/PI

L On 01/17/13 at 12:15 PM medication aide #1 was
! interviewed and reported she was new to

i administering medications. She stated she was

! trained to verify a residents’ identity using pictures
of residents on the MAR or by checking a

 resident's arm band before she administered i Committee weekly for a period of
 medications. She stated that on 01/18/13 she i four (4) weeks and then monthly.

| entered Resident #8's room to give medications " The QA/PI Committee will evaluate
{ and the resident was not there. She stated she the effectiveness of the above plan

. asked Resident #8's nurse aide where the ‘ and will add additional interventions
! resident was and was toid the resident was in the based on negative outcomes

| beauty shop. Medication aide #1 added she went j identified to ensure continued

| to the beauty shop and saw a female resident ; compliance.

| and asked the beautician if the resident was ;

| Resident #8. Medication aide #1 stated she gave “Preparation and/ or execution of this plan of

. the resident in the beauty shop the medications . correction does not constitute admission or

| intended for Resident #8. She added she agreement by the provider of the truth of the facts

alleged or conclusions set forth in the Statement of

: became awa.re a ht.ﬂe t_lme later th.at she gave Deficiencies. The Plan of Correction is prepared
Resident #8's medications to Resident #2. The © and/ or executed solely because it is required by
medication aide reported that not all residents . provisions of Federal and State law.”

: had picture identification on the MAR and
. confirmead that Resident #8 did not have a picture
f on her MAR.

On 01/17/13 at 3:45 PM the Director of Nursing
(DON) was interviewed and stated the facility had
identified the medication error cccurred as result
of tha medication aide failed o identify who the
resident was that she gave medicine to. She
stated that Resident #2 did not experience
adverse reaction from the madications she
received in error. The DON provided
documentation of the medications given to |
Resident #2 that included: :

- Norvasc (antihypertensive) 10mg (milligrams}
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- Abilify (antipsychetic) 5mg

i~ Miralax {laxative) 17 grams

I.  Lisinopril (blood pressure medication) 20mg
- Sinemet (anii-Parkinsonism) 25/100mg
- PreserVision {multivitamin) * tablet
- Ditropan (blood pressure medication) 5mg

: On 01/18/13 at 11:50 AM Resident #2's physician
! was interviewed and stated he was notified of the
. medication error 2nd orderad Benadryl for the

: gllergic reaction of facial swelling and close

* monitoring of the resident's vitai signs. He siated
: that he was concerned about the resident

‘ receiving Abilify and its potential to harm the

: resident. He stated the resident did not

i experignce a significant negative autcoms as

; result of the medication error. He addad he

: would expect medication aides to propely
determing the identity of a residant before
administering medications and added he would
have expected the facility to update picture
identification for al residents on the MAR when
they fransitioned to using medication aides.

F 441 483.65 INFECTION CONTROL, PREVENT
s5=D: SPREAD, LINENS

" The facility must establish and maintain an

t infection Control Program designed to provide &
 safe, sanitary and comfortable snvironment and

: to help prevent the development and fransmission
. of disease and infaction.

: (a) Infaction Conirol Program

: The facility must establish an Infection Control

' Program under which it -

| {1} Investigates, controls, and prevenis infections
Lin the facllity,

{ (2) Decides what procedures, such as isolation,

F 333

F 441

“Preparation and/ or execution of this plan of correcticn E
does not constitute admission or agreement by the t
¢ provider of the truth of the facts allsged or conclusions
: set forth in the Statement of Deficiencies. The Plan of |
- Correction is prepared and/ or executed solely because

it is required by provisions of Federal and State law.”

F 44l

1. Corrective action has been
accomplished for the alleged deficient
practice in regards to Resident #7 by
providing NA #2 with immediate
fraining by the Director of Nursing
regarding the transport of soiled linen
and disposal of sotled incontinence
suppiies. Further, the equipmsnt
potentially contaminated was cleaned
under the sapervision of the Director
of Nursing.
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. . P - . i ' . . ,
should. be .applled {o an |r_xdi\f|dual resideny; anq , | 2. Facility resi dents who Teceive :
(3)t_Mamta;ns da rec?cfrd qf incidents and corrective ; assistance with Activities of Daily |
actions related to Infecions. i Living (ADLs) have the potential to

be affected by this same alleged
deficient practice; therefore, the
Director of Nursing and/ or Unit
Coordinator/ Manager and/ or Staff
Development Coardinator will
complete an audit of current residents

{3 Prevanting Spread of Infection

(1) When the Infection Control Program

: determines that a resident needs isolation to

| pravent the spread of infection, the facility must
: isolate the resident.

- {2) The facHity must prohibit employees with a

- communicable disease or infected skin lesions to identify those residents receiving
; from direct contact with residents cr their foed, if } . assistance with incontinence care.
. direct contact will transmit the disease. g This audit will be completed on or

£ (3) The facility must require staff to wash their before 2-14-13.

1
“hands afier each direct resident contact for which i
|

Measures pit into place to ensure that
the alleged deficient practice does not
recur include: In-service for facility

(V5]

hand washing is indicated by acceptad
i professionat practice.

_{c) Linens nursing staff by the Director of
* Parsonnel must handle, store, process and Nursing and/ or Staff Development
transpart linens so as to prevent the spread of Coordinator regarding the

infection. containment and disposal of soiled
linen and incontinence supplies, The !
Director of Nursing, Unit
Coordinator/ Manager and/ or Staff
Development Coordinator will
conduct care rounds at least three (3)
| times per week for a period of 90

| This REQUIREMENT is not met as evidenced
by

| Basedon observation, facility policy, and staff

| interviews the facility falied to properly contain an

j incontinence brief and a towe! soiled with feces | days and randomly thereafter to :
: for 1 of 1 observations of incontinence care, validate appropriate infection control -

! Resident #7.
: “Preparation and/ or execution of this pian of

correction does not constitute admission or :
agreement by the provider of the truth of the facts |
alieged or conclusions set forth in the Statement of i

The findings included:

i A facility policy entifled Perineal care of the Deficiencies. The Plan of Correction is prepared
| female patient dated 10/06/12, read in part; and/ or execuied solely because it is required by |
' “Equipment - trash bag. Dispose of soiled articles i provisions of Federal and State law.” '

[
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{ in the appropriate receptacle.”

! An cbservation of incontinent care was made on

£ 01/17/13 at 2:20 PM. Nursing Assistant #2

: performad incontinence care for Rasident #7.

| During incontinence care Resident #7 was noted

: 10 have had a ipose bowel movermnent, Her brief
wzs soiled and saturated with stool. NA #2

: rerncved the soiled brief and placed the briefin

: the residents wheel chair. NA #2 did not fold or

 try to centain the conients on the brief. Raesident

#7's slippers were sitting in the seat of her

wheelchalr as wel as the foot rests for the

wheelchalr. NA #2 also placed a towel which was

. visibly soiled with stool in the wheelchair saat, NA

i #2 needed to [eave the room fo obtain more

! supplies for cleaning the resident. NA #2 picked

- up the brief and the soiled towel and exited the
room.

: An interview was conducted on 01/17/13 at 2:25
| PM with NA #2. NA #2 stated she should have
made sure she had a trash can or a frash bag to
put the soiled brief in. She stated she should not
have placed the soiled items in the resident’s
wheelchair.

Aninterview was conducted 01/17/13 at 4:.05 PM
i with the Staff Development Coordinator (SDC}
| The SDC stated tha expectation was for staff to
| Uses a trash bag for soiled linen and soiled
| incontinent briefs. He stated the solled brief
should not have been placed in the wheelchair.

i An interview was conducted on C1/17/13 at 445

. PM with the Diractor of Nursing (DON}. The DON
. stated it was her expsctation for nursing

" assistants to use trash bags o contain soiled
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techniques are being used. Any
negative findings will be immediately
corrected.

4. The Director of Nursing and/ or |
Administrator will analyze the data |
for trends and patterns. The |
Director of Nursing and/ or i
Administrator will report the |
finding to a QA/P} Committee |
weekly for a period of four {4)
weeks and then monthly. The :
QA/PT Committee will evaluate the :
effectiveness of the above plan and °
will add additional interventions
based on negative outcomes
identified to ensure continued
compliance.

“Preparation and/ or execution of this plan of
correction does not constitute admission or
agreement by the provider of the fruth of the facts
alleged or conclusicns set forth in the Statément of |
Deficiencies. The Plan of Correction is prepared |
and/ or executed solely because it is requised by
provisions of Federal and State law.”
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| “Preparation and/ or execution of this plan of !
f correction does not constitute admission or 1
agreament by the provider of the truth of the facts
alleged or conclusions set forth in the Statement of
Deficiencies. The Plan of Correction is prepared
and/ or executed solely because it is required by
provisions of Federal and State law.”

i i
|
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