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F 241 483.15(a) DIGNITY AND RESPECT OF F 24¢| Resident concerns regarding the | jo/22/15
ss5=0 | INDIVIDUALITY : timeliness of staff answering call
: ) lights were addressét individually
Tho ey st promele o foreskiniSn 2 with residont 1, resident #55 and |
anner a . "
enhances each resident's dignily and respect In resident #53 on Qctober 14, 2015
full recognition of his or her individuality. by the Director:of Nurses. The
. Director of Nises shaied the
' ior
This REQUIREMENT is hot met as evidenced facility's }'alan of action to‘ ensure
by: that call lights are answered in a
Based on record reviews, interviews with . timely manner with these residents
resident and staff, the facility failed to answer on October 14, 2015,
resident call bells for residents neading «gg8
assistance, to malntaln dignity for 3 of 4. rgsments
(Resident # 1, Resident #53 and Resfdent#55) ) i .
reviewed for dignity Step - . | All residents in the facility have a
' " | Department Manager assigned as
Findings mcmded ,l . their “Guardian Angel.” Residents
1. Resident # 53 was admitted: o;;@'ﬁ’"léd’ﬂ are asked during the week day
diagnoses with a diagnoses of Parktﬁébﬁ ‘§ Guardian Angel rounds if their
-| disease. . needs are being met and if the call
The Minimum Data Set (MDS) dated July 24, lights are answered in a timely
2016 indicated that Resident #53 was cognitively -1 manner, Resxdent ca{e and call
intact, had adequate hearing and vision, clear light concerns ale mnnedlately
speech, was able to be understood and . dd d and doi o4 ted
understand others, She also was incontinéitiof - aqaqressed an ocumen sdasa
bladder and bowels. Resident # 63 requirsdi: grievance to ensme a‘ppmpl‘la'[e'
exlensive agsistance of one person foirfoilsling Tollow up. ’
and two people for lransfer from the bed to the a5 dl.a\u.a.y.r-
chalr.
Interview with Resident #53 on 9/22/2015 at
8:45pm, Resldent # 53 stated that her calt bells
were not being answered in a timely manner;
Resident #53 indicated on Monday night/swa
9/21/2015, that she put her call bell on aftiWaited
over an hciur while wet, for someone to came In
_LABORATQRY mntcna{«_s R RROVIDER/SUPPLIER Repaestma\‘ﬁvs's SIGNATURE TIE (X6} DATE
- (ﬁ 2 Ak paned Shadben ! \‘L'\If

Any deficlency stalement ending viilh ah aslerisk {"} denoles s, ﬂeﬁciency which 1he [nstilution may be excused from correciing providing it Is determined that
olher safeguards provide sufficlent protection to the pailenjs, {Ses, U;struclians ) Except for nursing homes, the findings stated above are disclosable 80 days

foltovring the date of survey whelher or not a plan of cosrg
- days following the dale these documents are made aval flabis

program participation,

i‘%?q%a?

jided. For nursing hemss, the above Mindings and plans of coraclion are disclosable 14
Qlllly it deficloncles ore cled, en approved plon of comection is requisite to confinued
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-staff was very slow about answering call bells.

ﬁlﬁ)ﬁl frp;g:,]

and changs her. Resident ]ndicaied lhat S was
always the problem during the evening shift; the

Resident #53 indicated that " because of my
Parkinson's | speak very slowly, sometimes the
staff act ke what [ need Is not important to them
and this hurts my feelings®. Resident # 53 stated o
all | cando is lay here'. Resident # 53 indidted
that staff talks disrespectful to her a lof, Rés:dent
# 53 indicated that she put her call ilgﬁt‘on r
9/412015 and wailed over 1 hour for staff to come
and provide care 1o her and ancther aide come in
and cut the light off but did not provide care,
Resident #53 revealed.that she urlnates on
herself a lot because it takes staff so long to help
me.” Resident # 53 stated " This is a problem
and the Director of Nursing (DON} was*awafe of
staff not answering the call bell. Resldédt¥53
stated that it ' s not a good feeling whefi ol are.
wet. " Resident # 53 indlcated that shé" héécr
completed a grievance report about the in\t;;gent
on the 4ih of September. Resident # 53 statéd
that "it’ s no better. " Resident # §6 al§geisy
indicated that staff do talk ugly and{g &gﬂgﬂ el
during care but she had not reporie 1;%

A Review of a grievance ¢omplaint report dated
9/4/2015 revealed Resident # 53 had complaints
about NA {Nursing Assistani) not answering call
ball. From lhe review of this grlevanca thatNA
was placed on another unit and consultéd abdut. *
prompt response to calf lights and othet caig: -
neads. NA was also consulted about Resiﬁem
tights and dignily. And what her expeciailons are
during working hours at the facility 1o ensurs that
canlinuily care was provided for her residents.

On 92272016 at 9:45pm an observation onofa .

b

“and at different fimes during the .
shifts. The response time to at
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: - R DEFICIENTGY)
L3 th{"F‘r 1l s :1
its, 1See instuzt. Famhty staff havg Jden re-
F 241 | Coniinued From page 1 F 241 educated on the ex;gectatmn to

answer call hghts ;
manner to enaure
needs are beir 2

timely
;%‘és’idents
ek élfld that their
dignity is maintalied; This
education was conducted by the
Director of Nurses and the Staff
Development Coordinator and was
completed by October 21, 2015.
Newly hired facility staff will be
educated during th i ouentatlon
on the expectation t¢ answer call
lights in a timely manner to ensure
their needs are being met and that
their dignity is maintained
Call light 1esponset,t1mes will be
monitored by utiljz 11 a call light
audit. The audlt Fortnwill be
completed by the Director of
Nurses or designee to ensure call
lights are being answered in a
timely manner.
The audits will e randomly
performed during all three shifis

least six resident call lights will
be monitored with each completed
- audit, The audit wx i‘f)e completed
. daily (mciudmg el ‘kends and
holidays) for 3 wéeks weekly for

' § weeks and then moglthly x 4
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clock was on the wall and observed to havexthe * Any concerns identified when
correot time onit. - ‘*’{ " completing the audit will be
. :,,:’}51
An observation of ihe resident ' s roomy of addressed lmmedlately The call
9/22/2015; at 10:45pm the clock on the walL 4 light audit results will be reviewed
between the residents two TV ' s had beenii: monthly for a mlnlmum of six (6)
observed and Indicated the correct: timef.@he * 1 months in the faolhty S QA
clock was within view of the reslden :
mecting. Any identified issues
An interview with Resident #53 on 9!2‘2;26)“?5 b will be discussed and
10:18pm Indicated that that was how she knew recommendations followed to
how long it took for staff to answer her cali belf : :
and provide care for her. Resident revealed that ensure ongoing compliance and
she had wailed up to one hour and a half, or determine the need for further
joniger, to be changed before, and revealed that audlts beyond s;x g@) months
this has been going on for months, i T e MRS
. ”.". ,i'&“
0. THan
During an Inferview with the Director Bf Nufsing
on 9/22/2015 af 11am revealed her expectation of
staff answering call bell she stated that "call bells
are No Passing Zone" She indicated that staff
needs o be answering the cali bell within a few
minutes and that 1 hour was 1o long for any
residents to wait to be cared for, DON stated "
we stlll have a problems with call bells notibeing
answered. " oo ol
: o ey
Interview with Nursing Alde #1 on 952:3[2@46 at
4pm revealed that she been working with résident
#53 for 3 months. NA # 1 stated " that I'had:.
nevar beeh ugly to this resident anddemé'dwtakang
a long time to answer her call light J:SHeidiso
Indicated that she never walked in her; ;1? ancf
cut off the light without providing care. X
Eveph IDTWYOY Facilty 10; 923453 If continuallon sheet Page 3 of 28
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2. Resident # 1 was admitted on 5/29/2008 wilh
a diagnoses of Cerebral Palsy. ‘_n ‘e
LA

The Minimum Data Set (MDS) dated 9/2/2016
indicated that Resident # 1 was cognilively™*
impalred, had adequate hearing and &lear
speach, was able to be understood and - & "~
understand othars. There were behaviors \t -
exhibited and she rejectad care, ResiHeHEAR! +
required extensive to total assistande TSt allfar. .
activities of daily care, but Resldeént#tigan fed
herself. Resldent # 1 was always incontin&sit of
bowel and bladder. Resident # 1 somelimes used
an In-and-out catheter.

During an Interview on $/21/2015 at 4pm, when
asked If staff treated her with dignily and respect,
Resident #1 slated staff talked "ugly " to her
and are very " rough " with her during care:
Resldent # 1 indicated that" if she rirjgy hg‘y calt
hell she ' || wait for 46 min to Thr for staff {o come
in and ocut it off, When they cut off the bell, they
say "lwilbe backin afew” and "afew" .
ended up being another hour or so. " Resident #
1 also reported that" one NA (Nursing Assistant)
told her thal none of the staff members wantto
help me or provide care for me because‘qf my
attilude and because | was mean," Residan} # 1
revealed that she was not mean and didi2&'have
a bad altituds. Resldeni # 1 revealed fhatithis
made her feel really bad and hurt herfeslings
because she hated that she could not do anyihirg
for herself. Resident # 1 indicated that shi»"
wanted lo ory somelimes because ofifigg 5.
sfuation, Resident # 1 also revealed:iat 2fiband
3rd shifts are the worst about answe¥ifgigaljfe -
bells, Resident # 1 indicated that she told{He
Director of Nursing on Monday 9/21/2015 that

FORM C248-2567(02-28) Previous Varstens Obsolele Eyent ID: TWYGT1 Facility 1D: 823453 If ¢ontinuation sheet Page 4 of 28
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Continued From page 4
she dld nof want one NA(Resldent #1 named the
NA and one of the Nurses(Resident #1 na‘mad
the nurse) to work with her because of theff:
being rough with her during care. Residént# 1
also slated that Nurse took over an hbur df so to
provide her with pain medication. Resident#1 -
revealed that this happen all the timé d}lrrng !he
second shift. Caligeg

An observation of the resident's roo}’nfﬁ{\“-}riu
9/22/2015 al 10pm revealed thal the clogk ion the
wall belween the resident ' s TV indicated the
current fime. The clock was wilhin view of the
resident’s bed. Resident indicated that this was
how she knew how Jong it took staff to answar her
call bell and provide care for her, Resident
revealed that she had waited up to two hours, or
longer for someone to provide care for her and
she did also stale that this has been going 6n for
months,

During an interview with the Direotor of Nurslng
on 9/23/2015 at 9:30am, she indicated that
Resident # 1 had Informed her several times that
" staff was not answering call bells in a timely
manner that she was not getting the assistance
for her needs, DON indicated that this w&srwhy
she conducted in service {raining about' H: hY
answering call bell In a imely manner’ om diw
9/18/20186. R O N
RN
Interview wilh Nursing Aide #1 on 9/23!20:1!1:31
4pm revealed {hat she baen workin wnth
resident#1 for 3 months and mdlcatzﬁ hat ke
answered her call bell hut, resident’ déé&‘hgi Wwant
anyone to assist har with her ADL's because she
indicatad that she was in pain. NA# 1 revealed
that she had never been ugly to this resident and
denles taking a long time {o answer her call light,

F 241
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She also indicated that she never walked in'her
room and cut off the light without providing care
for her.

A raview of Grievance/complaint report forms
from July 20116 untll present revealed concerns
from 6 other residents Indlcated thal staff are not
answering the call hell In a timely manner‘\yhlch
posed a major problem en second shift.: e\?era{
of the grisvance/complaint reports were cf he
same hall with Resident #1.

During an interview with the Director’ of N, lr§ing e
on 9/22/2015 al 11am revealed her Sxpg cfét {én of
staff answering call beil she stated 1)z t"eal bells
are No Passing Zone" She indicateti{li t‘:

needs to be answerlng the call belf Within h*few
minutes and that 1 hour was to long for any
residents to walt to be cared for. DON stated "
we still have a problems with call bells not being
answered. "

-y,
3, Resident #1556 was admitted 4/16/2015, vith
diagnosis of UTI, COPD. His most recent MDS
assessment indicates that he is cognilively intact,
He also required extensive assistance with
iransfers and f{oileling,

During an Interview with Restdent # 65 on
9/23/2015 at 9:23 am, he was alert and orignted
and able to answer questions without dtlﬂcuély
He expressed that he had trouble gelting si ff to
answer his call light on fwo occasions re e tly
He stated that he had used his call light’ to
requsst a blanket. Ha sald that siaff had qt hEm
to bed and covered him with a sheet an ﬁ was
cold. He asked for a hlanket and t:med h s aff

FORM CMS-2667(02-08) Pravious Varsions Obsolele . fgmﬂ 2 Gt Facility ID: 923453 if continuation sheel Page 6 of 28
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Continued From page 6

He reported that it tock staff 30 minutes io}bﬁng
him a blanket. He also stated that he is $urg of
the fime because he noted the time he calfed and
when they brought him a blanket,, He said fie was
cold and he has " thin blood * being 95 years
old. .

He also stated that he had a fall receﬂtl i~‘Ht§ said
that he had called for assistance m{hfféﬂéﬁﬁg
The staff did not answer so he deci&_'é“a’fga tfet up
on his own. He sald he broke his foot in that fall. -
He said that he did talk to the Adminfstrator and
DON about that fall and the siaff not answering
the call light. He sald their response was, Ewall
talk to them,

Record review showed that Resident #557 !d
have a fall with Injury including broken toe‘
B8/28/2015 as he reported. Dt

Wor % .'. . 5"

During an interview with the Administrator and
DON 9/23/2015 11,14 am, they both stated that
they were unaware of Resldent #55 ' s fall being
related to staff not answering his call light.
483,25(h) FREE OF ACCIDENT
HAZARDS/SUPERV]SIONIDEV!CES "‘y
"1‘7 Y
The facillty must ensure that the residéntsife
environment remains as free of acctdenw zards
as Is possible; and each resident recéelvelfl s .
adequale supervision and assistance: de\ntes fo
prevent accidents,

,,\, n .l .
d t% F.Ea
i feﬁﬁ?
!'rf \]ﬁaa;if..
Thls REQUIREMENT is nol met as evidenced

by:
Based on,observations, record rewews and staff

F 241

F 323

‘F 323 — Supervision to Prevent Accidents
Wzl

1) The shower chair was
immediately removed from
operation.

|
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The facllity's "Operation Instrucﬂons for thg

Interviews, the facility failed fo follow the: .. » .
Manufacturer's SafetyfMaintenance Infon‘nat!on
for the shower chalr commode resulting’ 15; e
acoident of 1 of 4 sampled residentsifs eWéd for

accidents. Resident#103. m” L
S t iz \x

FiIndings included:

Shower Chair Commeode Models {dated- Rl oy
included: "Precautions: sxaggerated usér’ﬁ"l d
movement in any direction or sitting on_ the. edge
of the seat may cause the chair to tip:
Safety/Maintenance Information: make certain
chalr Is assambled according o enclosed
instructions, Check pipe and fitings for hairline
fractures monthly. Check all junctures monthly to
make certaln the pipe and fillings do not pull
apart N

[
u

» A

Resident #103 was admitted to the facuily-eh
5/24/15 with diagnoses which included: diabites
meliitus, peripheral vascular disease;-glatcdma,
demenha mood disorder, and major deprdssion,
: it;d:n
Review of the invoices, indicated a shoyveriéhalr
was delivered to the facility on 8/?/1?]‘!53; :\1%3 1o
. 1\ 1 W7 \. e "
Review of the most recent MDS (Minimtim ‘Data
Set) daled 8/21/15 indicated Resldent #103 had
severely impalred cognition; required assistance
with bathing; had functional limitations of bilateral
lower extremities; and had no falls since her
admisslon. The assessment also revealed the
resident weighed 104.5 pounds and was :4‘?,,
inches tall. The Care Plan included the-fesidént
was at risk for falls due to her bilatera) dbove the

2) All other facility shower chairs
were inspected by the facility. ;
Maintenance Director. This
inspection included ensuring
junctures are secure and pipes are
free from hairline cracks or
fractures.

3“'\

3) Education will be provided to the
facility Maintenance Department
by the facility Administrator.
Education will include ensuring
showeér chairs are inspected
monthly, Inspection should
include ensuring junctures are
secure and pipes are free from

hairline cracks/fractures.

Per shower chair manufacturer
guidelines the following was
added to the facility “Shower ™
Chait Audit™ Monthly &
inspection of shower chair to -
ensure shower chair junctures
are secure and pipes are free
from hairline cracks/fractures,
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knee amputations, iimited mobility/weakness and
glaucoma. One of the Interventions In the
resident’s Care Plan indicated the staff were to
keep the resldent ' s énvironment clear asnd ffafe

i
Review of the facllity's Shower Chair Audﬂffor
September 2015 Included as areas of |n5pectlcn
manufacturer name; color; weight imit; condition
of pad; condltfon of whesls, condition of ar ralls;
condition of brakes; Inspected by; and i8S :
inspection. There were no areas o!f !ﬁﬁﬁza(p
which included the Manufacturer's ﬁ‘?r e
Safety/Malntenance Information concermifigh
checking the junctures monthly to make certaln
the pipe and fitlings do not pull apart,

On 9/24/15 at 11 10am, several nursing staff
were observed running toward the community
shower w’mch was located directly across®fom
the nurse * s station. Resident #103 wagobserved
lying on her back on the floor in the daqnﬁa& of
the communlty shower, The lower pait of the
resldent ' s body was still pesitioned In the seat of
the chair with the front lags of the chair In the air.
NA#1 {Nursing Assistant) was observed In the
shewsr room bending towards the resident who
was lying on the fioor, face-up in a supine
position. The resident was alert, verbal, and_
complained of back pain. The DON {Dlrect& of
Nursing) was Immediately notified and 0o her
arrivat at the scene, she began assesslngi g
resident for infurles and neurologlcal chéeks were
started on the resident, The DON revealedithat:

'she would be sending the resident tg, thest it +: .

emergency room for evaluation dueid réﬁéeﬁt hli
her head an the floor and was comgﬁa‘%

paln in her back, Resident#103's pﬁy
family were notified. Emergency Medlcai
Transporiation arrived al 11:30am and the

%’évh ahd

4} An inspecfibn of all facility

WINSTON-SALEM, NC 27103
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shower chairs utilizing the
facility “Shower Chair Audit”
will be performed by the
Maintenance Director or.
Maintenance Assistant monthly.
Inspections will involve
ensuring junctures are secure
and pipes are free from hairline -
eracks or fractures, Maintenance -
Director or Maintenance
Assistant will review shower

chair inspections with the -_;.f :

facility Safety Commlttee and
Quality Assurance Commitiee
monthly for a minimum of thiee
(3) months. Any identified
jssues will be discussed and
recornmendations followed to
ensute ongeing compliance.
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resident was transported to the hospital, . 1{!,,
W5 !e%_gr

During an Interview on 9/24/15 at 11.43grr|,§_NA#1
revealed that while escoriing Resident
#103 to the shower room, she furned the shower
chalr and propelled the resident into the shower
room backwards over the hump in the flooring at
the threshold of the shower room, NA#1 revealed
that the back of the shower chair came off and
the resident fell backwards onto the fioorin.the
shower room. NAT1 stated that the resufﬁﬂi{ild
ot hit her head, but the resident informédier
that her back hurt. NA#1 revealed she #&5%
trained to assist residents in the shovier ¢halr . )
through the doorway of the shower foom. By d- - . i
turning the shower chalr backwards;ang; illing “
(' chalr over the hump in the floor at Hiesthasheld
SRATIR.
During an inferview on 9/24/15 at 1?&6&[@1@@
DON indicated thatl the shower chair wds® ™
approximately ene month old and there had never
been any problems with the shower chair falling
apant.

During an interview on 9/24/15 at 1:62Zpm, the
Administrator revealed that the shower hgjp.was
delivered to the facility, fully assembled; \'\ﬂmbut
Instructions. He also revealed that duting{iis!-
facility's monthly Safety Meefings, the general
conditions of the shower chalrs were checked
and both shower chairs wera last checked on
913115 by the facllity's Human Resource
Coordinatos/Safety Team Merhber, He further
stated that upon inspection of the showar chair
after the accident/incident, he felf the accident .
was the result of equipment fallure becali{é,there . -
was no functional purpose for the back:dtiihe
shower chair fo be removed; and, there‘éféfe no
rnissing sorews or paris on the shower cham .
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On 9/24/16 at 3:03pm, the DON mdicated the
nursing assistants had been instructed to pyji
residents backwards in the shower ghalrg. thrgugh
the shower rooms' thresholds becagq,e,pfgth‘e
slight incline/ramps In the doomays,.my,shqur
rooms, She revealed that the incldent wigsan
accident because the nursing assistant followed
the facility's protocol,

Durlng an interview on 9/24/15 at 3;25pm, the
Maintenance Supervisor revealed the shower
chairs were Inspected monthly by himself.or his
assistant, bul not documented. He also revealed
that the shower chair involved in ihe acctdén! was
dellvered fo the facliily already assembled -
approximately three to six months ago and ‘stated
that the shower chair was sturdy and intact.

On 9/24/15 at 3:46pm, the DON revealed that the
resident had just returned from belhg evaluated at
the hospital and the resident had no injuries asa
result of the accident in the shower chair, =
483.26(m)(1) FREE OF MEDICATION ERROR
RATES OF 5% OR MORE

i ‘:‘- .

The facillty must ensure that it Is free of..”
medication error rates of five percent or grfsater

) (i 3 bty
fip. -
. ;!_%‘:J:.“
This REQUIREMENT is not met ag é ﬁeneed
by:

Based on observations, record review, and slaff
interviews, the facilily falted to be free of a
medication error rate greater than % as
evidenced by 2 medication errors out of 25
opportunities for 2 of 6 residents (Residentﬂ#zs

DR

F 323

F 332

Resident #25's P%i’figkéaze DR
administration time ngs changed |
on October 1 201;5 : The order
now instr ncts the mlse 1o,

administer the nie(hoatton with
meals.

]
I
|
|

o fezhis
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and Resident #129) ohserved during medication
pass, resulling In a medication error rate of 8%,

The findings included:

o~ 2’};",7.':
1} Areview of Resident #26 ' s September.2015
physician ' s medication orders included a-current
order for Pancreaze DR to be glven as one
capsule by mouth with meals, The Pancrea;e
DR was scheduled for administratioly’ th‘téé’tfmes
daily at 8:00 AM, 12:00 PM, and 5:00/PIRILE

CilsRichie

On 9123115 at 4:3¢ PM, Nurse #7 wak si68ived
as she prepared and administered medications to
Resident #25. The administered medications

included one Pancreaze Delayed Release (DR}

capsule contalning 10,600 units of lipase, 25,000
units protease, and 43,760 unlts of amylase.
Pancreaze DR is a madication which contqlns a
combination of digestive enzymes which actis
locally in the small intestine to ald i thé diiBstion
of fats, protein, and starches. Pancreaze DR is
used to replace these enzymes when the body
doses not have enough of its own. Product
information from the manufacturer indicated
because of the local action of this medication,
Pancreaze DR should he taken with meals or
snacks. Asnack was not given to the resident at
the time of the medication adminisiration, i}";‘

i
An interview was conducted on /23120158t 5:47
PM with Nurse #7. During the interviéw; Marse
7 reviewed Resident #25 ' s Madicatfon
Administration Record {MAR), along’ wuh'ti;&u
physician * s order to give Pancreazé.D Rt -
meals. Upon Inquiry regarding the liiHg:dfthe. .
medication given In relation to mea[s‘.*‘ihe-‘ﬁ‘ti‘rse
stated that In the past, the resident hadvstaked to
laka a snack at the lime of ihe medication pass.

F 332}  Nursing management complsted an audi of all
resident medication admlmstcrﬂhon fimes on
1075/15. Orders for medications to be given with
food or meals were clarified and rewriften o
caincide with the facility's meal times.

The Siaﬁ‘Dc\'eEopmen( Coord:mior will educate
the nurses on the importance of following the
manufaciurer's guidslinesw ;}eii ‘administering

. medications by Oclobier {7)2015.

: Newly hired nurses will reccive this infermation
during their orientation. It wili also be neluded on
ihe Licensed Nurses Orientalion Compelency
Checklist,

Medication Admin Audit Repod on those residents
who have spegifio guidelineg. o times of
ndmindstration every day for pqe month, 3 timesa
week for 3 monfhs and monthly x three moaths to
shsure these medfcations ar¢ administered tmely
per the product guldelines and manufacturer’s
instatctions. Any identified concerns wiil

The Ditecior of Nurses or designee will compleiea i
3

immediately bo addressed and corrected, !
. ]
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When asked if the medlcation had been gli{en
with the evening meal in the past as specified by
the physician * s order, Nurse #7 stated, " the
{rays (supper) are coming. "

On 9/23115 at 5:68 PM, an observallon was made
of Resident #26 In the facility * s Dining Room, At
thal time, the resident was observad 1o have
taken approximately two bites of tha foodwsewed
wilh his evening meal. Upon inquiry, thi! Ident
stated he had Just received his meal lré Athen
asked, Resident #256 reporiad he had'not
experienced any gastrointestinal dlscome{tJ,
although he was aware that he rece}veqw-u P
medicatton for this. :

Areview of the meal intake record for" Réslgiénl
#25 revealed the resident consumed §1-76% of
his evening meal on 9/23/186,

An interview was conducted on 9/24/15 at 6:14
AM with the facility ' s Director of Nursing (DON},
During the Interview, the DON indicated lh‘e
administration time of the Pancreaze DR
medication for Resident #25 probably neéfibd to
be changed to better correspond with His v
mealtime schecdule.

A telephone interview was ¢onducted on
9/24/2015 at 11:16 AM with the facllily ' s
consultant pharmacist, During the interview, the
administration time observed on 9/23/16 for
Resident #25 ' s Pancreaze DR relative to the
schaduled svening meal service was drséqs‘sed
The pharmacist reported, in general, éhe“’ﬁ
expected a medicalion ordered with a. e )hto be
administered with the first bite of the msal or
within one hour after the meal was consut‘néd

(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIGER'S PLAN OF CORREGYION X6}
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {FACH CORRECTIVE ACTION SHOULD BE COMPLETION
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&
F 332 Continued From page 12 o A F 332

‘Fhe audit results will be reviewed ot the f'\clhlfs
monthly Qualifty Assurance meehng for a minimum
of three months, Any identified issues will be
: discussed and recommondations foltowed to
ghsure ongoing comphaneg sud determine the need
_for ongoing audits beydnd (h{gg months,

E PO 1 F T

The Staff Developnient Coordjnajor completed a G-
- Tube medication pass skillg ¢lhipekwith Nurse #7 on
i October 14, 2015 to ensure knowledge of the
" correct poliey and cg:npsgen,a};_‘amhe procedure,

i ankte il l

IR T SO

The Consultant thqmmgxs(\qqmp]g{cd an insgrvice
reviewing G-tube nigdication Sdmindsiration with
Heensed nurses on October 15,2015, Nurses will
be required to complete a G-tube medication pass
skitls check witl a member of Nursing
management by October 20, 2015, Newly hiregd
nurses will also be required 10 complete this skills
check during their oricntation peried, prior fo being
assigned to a medication Cﬂil +The skills ¢heek
instrwels the nurse fo follow Higphysician's order or
the Facility's policy for admmis,tenng"Medncalmn
via Gastrostomy Tube,” I‘!:eqe(‘,iqsmlcllous includg:
Verify the physician's orders anid gather equipment
at hedside.
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Resident #129 was admitted fo the faclliydh
5/29/15 with a cumulative diagnoses whidht -
included gastrostomy (a surgical opening |n§o the
stomachwhereby a feeding tube may be Tistrted
and used for feeding) and a history:of e .
Infections, Bty

VI HONES ,__
On 9/23/15 al 4:47 PM, Nurse #7 was Shetved
as she prepared medicailons and a tube feeding
formula {one-240 milliliter {mi} can of Glucerna
1.5) for administration to Resident #129. The
medications pulled for administration inciuded
one capsule of Align {a probiotic formulation);
and, one-b milligram {mg) Isosorbide dinitrate
tablet (a medication typically used for thg i
management of angina or chest pain). Thegnurse
was observed as she opened the Aligry capsule
and placed the contents Into a medication cup;
she lhen placed the isosorbide dinitrate lablet in
the same medication cup. Nurse #7 put the two
medicalions into a plastic sleeve and crushed the
medlcations together. The crushed medmattons
were poured back into the med cup and .
approximately 10 milliliters (ml) of water wera
added to the cup. The two crushed medtdﬁ[cns
were administered together to Reslden féd@Q s
via his gastrostomy tube at 5:07 PM. ied Py

‘ !!) ER]

Areview of Resident #129 ' s September 2015
Order Summary Report inciuded anigriéiiich
read, in part: " Flush tube with ...6 é (ﬁil»water)
between each med. " ¢ TERLERER.

R

Put on gloves
Check dressing around tiibe m;f assgss skin
Stop enferal pump il uppiicabl?, R

1 syringe or funnel to Iap

ey ibu s

- check for pafency while listening l'or swooshing
" sound with steihoscope ovenepigastic area

" Do NOT mix medications: }\dmlmster each
medication separately  fruaits .

- Mix crushed tablels \\'Iﬂ! dilifesd or open end of
capsule and pour inlo llqmd Your liquid into
dilulent. Mix well

Attach syringe, without pisten, {o cad of feeding
{ube and open clamp

Remove dressing and plug Aty 3(:,llp oftubc Atltach

Flush tube with al least 30m] of water

Deliver medication slowly and steadily

Pour up to 30ml diluted medieation fnte syringe

barrel

- Hold feeding wbe al a slight- m;gle and add more
miedieation befere syringe, ci,pmws fo prevent air
from entering stomach- .. i

- Monitor residsnt's reac!mn lh(mlghaui institfntion

. and stop procedure if signsiofigliscomfort are sofed
Flush tube by adding 39-50 m],of svater

* Repent above steps for each,medlcquon -k

asdnninistercd.

: I s
Tighten clamp, cover, ¢l _di‘ f{‘.t‘ !.lbﬁ o1.) reconnccl to
Eadmintisteration sgl ds;ing
" Remove gloves Y
Wash hands
Keep head ol bed efevated for 30-60 minutes after
" pracedure

et o e

{X43 1D SUNMARY STATEMENT OF DEFICIENCIES e PROVIDER'S PLAN OF CORRECTION 1%5)
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WRSD nanus by checking label [h .
i - Verify correel medication by ehecking label torec
F 332 Gontinued From page 13 F 332 (e )
2) Areview of the facility ' s policy, " Medication 1Fmedicatlon is in (ablet forn: crosscheck with “Do
via Gastrostomy Tube " {Revlsed 2/19/11) ?:ot e!mtﬂ;!l Ilist
included the following statement. nIsh dnblels :
" Verify resident's identity, prm ;;i,e privacy
15} Do NOT mix med[callons Adm]nls}e;‘each Explain procedure . . -0 st
medtcation ssparately. " o 5 Efevate head of bed to Fow Qgpasnt[on
:.,, Ly
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During an interview with Nurse #7 on 8/23/15 at
5:47 PM, the nurse acknowledged all mediﬁatlons
administered via a gastrostomy tube needed 1o
be separated and the tube flushed wilii water in
betweaen the administration of each medicatian,
Nurse #7 stated she did not rocall whether or not
she separated the contents of 1he Allgn probietic
capsula from the crushed Isosorbide dinifrate
tablet,

An interview was conducted with the fam[llﬂi-s
Staff Development Coordinator {SDC) 01119124115
at 8:18 AM. During the Interview, the.SpE?
indicated the expeotatlon would be for all? »- X
medications to be given individually, one at g
time, She also stated it was the facility ! sipdlicy
that § ¢e {iml) plain water should be. up@d,ltqgﬂush
the gastrostomy tubing helween ea dloatlon
given through a gasirostomy tube,

An interview was conducted on 9/24/15 at 9:14
AM with the facility ' s Director of Nursing (DON).
The 9/23/16 observalion of medication
administration to Resident #129 via his
gasirostomy tube was discussed, During the
interview, the DON stated she would have: 1:
expected the nurse to separate the medacﬁtions
and give them individually wa the gaslros(e‘my
tube,

Atelephone interview was conducted on
912472015 at 11:18 AM wilh the facilily ' 5
consultan{ pharmacist, During the interview, the
9/23/15 observalion made of medication
administration via a gastrostomy lube was
discussed. The pharmaclst stated that uz’ﬂees
there was a physician ' s order indlcalingy.9:f
otiterwise, medications needed lo he QEVGm
separately. She also reportad the gasirostomy

E 332! The Director of Nurses or a designee, will perform -
G-tube medication pass audits on all three shiftsto ¢
ensure conlinued compllancc. Audits will be
completed fwo times a \\cc}.«fq,xifou( weeks, one
time aweek for four \\cehs aad ;nenlhly for thiee
months. e

The audits will be revle\\ ed m,onﬂlly at the facllity's
Quality Assurance meeting for & minimum of three
menths. Any identified Issues will be discussed
and recommendations followed to ensure ongoing
complianee and delermine the need for ongoing
audits beyond three months,
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F 332 | Contimted From page 15 F 332
{ube should he flushed with waler in between the
administratlon of each of the medications, - '1
F 514 | 483,75(1)(1) RES v F 514 : ) . iajzztts
$6=0 | REGORDS-COMPI.ETE/ACCURATE/ACGESSIB Residents #74 and #92's Controlied |
LE i, Drug Records and MARs have been:

The facility must maintain clinical records on each
residant In accordance with accepled profassional
standards and practices that are complete;
accurately documented; readily accessible; and
systematicaliy organized.

The clinical record must contain sufficintsf
information to ldentify the resident; a fecord’of the
resident's assessments; the plan of caré Siid
services provided; the results of any ¥t
preadmission screening conducled by the-Sla_te
and progress notes, i

This REQUIREMENT Is not met:a alidai
by: '
Based on observalions, record review and staff
interview, the facility falled to follow established
procedures for the consisient and accurate
documentation of the administration of controlled
medications on the Medicatlon Adminisiration
Records and Controlled Drug Records for'2 of §
reskdents (Resldent #74, and #92) rewewed for
unnecessary medications, i

The findings included:

1) A raview of the facilily ' s policy, ™ Med Pass
with Medication Cart” {Reviewed 5/19/16)
included a section oullining " Procedures ™ which
read, in part:

15. * Document administration on the )’nédRI:at:on

reconciled and accurately document
the confrolled medications being
removed from the medication cmq“
as well as administered to the g
residents.

Nursing management completed:asiy

facility wide audit on Ociobey, 5

. 2015 of the Controlled Dmg R SGaids

- and the actual MARs of the' 1esident:>
receiving those controlled
medications to ensure accuracy and
consistency between the two
documents.

Licensed nurses wete re-cducatedy. .
on the correct procedure for -+
administering and documenting
confrolled medications on October
8, 2015 by the Director of Nurses.
Each Controtled Drug Record is now
reconciled with the resident's MA
during every shift to shift nmsmg
report/narcotic count. The oncomang
nurse must verify and mmal in the
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_ "2 “checked by” box on that folm that
F 514 | Continued From page 18 AN F 6814 y

shest or in the computer, and updateihe *
Individual Gontro] Drug Record for Schedule |
drugs.”

Resident #74 re-entered the facility on 6/24/15
with a cumulative diagnhoses which included
ehronic pain. Her admission orders mcluded 5
milligrams (mg)/ 325 mg
hydrocodone/acetaminophen (a combifdtibi
oploid pain medication) to be given as oif¢ Ydblet
by mouth every six hours as needed (PRN ‘for
pain. Hydrocodone / acetaminophenisa’;
conlrolied substance madication, ‘ "f?‘:'f

On 8/23/16, a review of Restdent #?4;‘-3 e
Conirolied Drug Record (a declln]né fnvénto
record) was completed. The residentisi i
Controlled Drug Record revealed 67 doses of 6
mg / 325 mg hydrocodone / acetaminophen (a
combination opicid pain medication) were
removed from the medieation cart between 9/1/156
and 9/23/16 (the date of the review). One tablet
of hydrocodonefacetaminophen was docurnented
as removed from the medication cart for Résldent
#74 on each of the following dates/times: i“
9/1116 at 8:20 AM, 2:30 PM, and 911 PM;

0/2/16 at §:47 AM, 2:37 PM, and 9:00 PM,;

9/3/16 at 8:30 AM, 2:45 PM, and 9:00 PM;

9/4/18 at 811 AM, 2:30 PM, and 9:00 PM;

9/5/15 at 8:35 AM, 2:20 PM, and 9:00 PM;

9/6/16 at 7:25 AM, 1:30 PM, and 8:09 PM;

/7116 at 8:00 AM, 2:45 PM, and 9:00 PM;

9/8/15 at 8:10 AM, 2:25 PM, and 9:00 PM;

9191165 at 8:06 AM, 2:16 PM, and 9:00 PRl
9/10/5 at 8:30 AM, 2:40 PM, and 9:00-PME
/11115 at 8:30 AM, 2:30 PM, and 8:30 RME
9712/15 at 9:30 AM, 3:30 PM, and 10:00 PM;
9/13/15 at 9:40 AM; 3:00 PM, and 8:62 PM?
814/15 at 8:00 AM, 2:23 PM, and 9;35 PM "

every controtled medication sightt’
ouf on the Controlled Dr ug‘[iggqnd
during the previous shift hag, afwu
been documented in the 1esﬂent
MAR. Any discrepancies are to be
reporled to the Director of Nurses
immediately.

Newly hired nurses will be educated
on this procedure duoring their ,

| facility orientation, It will aleo bo
« -|added to the Licensed Nurses
Orientation Checklist and signed of‘f
by the Staff Development
Coordinator when complete,

The Director of Nurses or designee
will audit the Controlled Drug
Records and MARs of five residents
fo ensute accuracy and consmtency '
between the two documents. A‘ud,;_,t_s !
will be completed daily for two = |
weeks, three times a week for two |
weeks, two times a week fortwo
weeks, weekly for two weeks and |
monthly for three months, 5
Audit results witl be reviewed a the
facility's monthly Quahty Assm%mce,
meeting for a minimum of three S
months, Any ldentified issues Wil
be discussed and wcommendatlons
« | followed to ensure ongoing - ~'§s

'1\
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9/16/15 at 7:54 AM, 2:00 PM, and 9:11 PM; for ongoing audits beyond tlne¢
9/16/16 al 7:55 AM, 2:00 PM, and 9:00 PM; lllOIlth.

0/17F1 6 at 8:16 AM, 2:30 PM, and 9:00 PM;
/18115 at 7:39 AM, 2:00 PM, and 9:06 PM;
9/19/15 at 7:44 AM, 2:00 PM, and 9:00 PM
9720715 at 7:17 AM, 1:45 PM, and 9:00 PM
9/211156 at 7:30 AM, 2:00 PM, and 8:20 PM
0/22/15 at 8:00 AM, 2:30 PM, and 8:568 PM; and,
9/23115 at 8:13 AM.

Comparison of the resident* s Controlled Drug
Record with the Seplember 2016 Medication
Administration Record {MAR) revealed 15 of the
67 hydrocadone/acetaminophan iablels removed
from the medication cart during the mon;ﬁ Yrere
not noted on the MAR as having beent® ;?ﬁ,
administered to the resident, There wWa¥' ‘ng
documentation on the MAR to Indicate”  **
hydrocodone/acetaminophen was admi st__ o
Resident #74 on the following datesltlm s
9/1/16 at 2:30 PM; _(- I‘ ; 1:1
9f3/15 at 8:30 AM and 2:45 PM; . 7 VALY
914115 al 2:30 PM; Bt
Sf7115 al 8:00 AM and 2:45 PM,

O/8/15 at 2:25 PM;

9/10/15 at 9:00 PM;

9/13/15 at 3:00 PM;

9M7115 at 8:15 AM;

9/19/15 at 9:00 PM; vl
9/20/15 at 1:48 PM, and 9:00 PM; IR
9121115 at 7:30 AM; and, R
9/22/15 at 2:30 PM. SN

An interview was conducted on 9/23/2015 at 2:55
PM with Nurse #1 and a follow-up Inlerview was
conducted with the nurse on 9/23/15 at 4110 PM.
Based on the Confrolled Drug Record review,
Nurse #1 was ldentified to have puiled Resident
#74 ' s hydrocodone/acetaminophen from:the
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Continued From page 18 R, i
medication cart without decumenting:its, .
administration to {he resident (on the MAR) on
following datesflimes: 93716 at 8:32 AM; 9/3/15
at 2:45 PM; 9/7/15 al 8:00 AM; 9/7/15 at 2:45 PM;
918115 at 2:26 PM; 8/17/15 at 8:15 AM; and,
9/24/15 at 7:30 AM, Upon request, the nurse
discussed the process employed for the
administration / decumentation of a PRN (as,
needed) controlled substance medication {0:a
resident. Nurse #1 slated a resident wouldbe
assessed, the physician orders and dalesftimes
of prior recelpt of the medication(s) would be
reviewed, The nurse indicated if deemed
appropriate, the medicalion would be pulled from
the medication cart, given to the resident, and
then documented on bolh the Controlled Drug
Record and the MAR after it had been -
administered. During the interview, the' flige
verffied her signature on the Controlted g
Record. Nurse #1 reporied she spec_:iliq'ami’
recalled giving the hydrocodone / acetam iophen
10 Resident #74 twice on 9/21/15, hut staigd she
may have forgotten fo include documentatichion
the MAR, SRR

j;. ‘{}') '; .
An interview was conducted on 9/23;2}3'1",5@&3:36
PM with the facility * s Director of Nursing{DON).
Upon review of Resident #74 ' s Controlled
brugfRecord and MAR, tha DON acknowledged
there ware inconsistencies between the two
records. Upon inguiry, the DON oullined the
faciiity ' s procedures for documenting the ..
administration of a confrolled substance g,
medication {o & resident. The DON reporigilishe
would expect documentalion to be completed on
both the resident ' s Controlled Drug Record and
the MAR, The DON identified the nurses who
pulled / administered the resident * s medication
on the dates/times In question by hisfher

F &4
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signature on the Gontrolled Drug Record. During
the Interview, the DON stated the Conlrolled Drug
Record only documented the madication was
pulled out of the med cart, She reported the
nurse also needed to dooyment on the MAR that
the medication had been administered to the -
resident, The DON indicated her expectaﬂon was
for both the Controlled Drug Record and the MAR
1o reflect the withdrawal of the medication from
the med cart and the administration of this
medication to the resident. When asked, the
DON acknowledged she would expect
documentation on the two records to be
consistent with one another. i :1

An interview was conducted on 912312015 at 4.05
PM with Nurse #2. Nurse #2 was Idemlfléd fo
have pulled Resident#74°'s
hydrocodone/acetaminophen from the qulcaiion
cart without documenting its adminisiralfor¥ 1o the
resident (on the MAR) on following qhgé @{}es
9/1/15 at 2:30 PM, 9/10/16 at 9:00 EM; 2

9/20/15 at 1:45 PM. Upon request, Ah nuréée
discussed the process smployed for the
administration / documentation of PRN controlled
substance medications to a rasidont. Nurse #2
stated she would assess a resident, check bolh
the MAR and Controlled Substance Records for
the datesflimes the resident ast recelved:the
medication, administer the meadication, and then
document the med administration on bothiffie
resident ' s MAR and the Confrolled Substdiice
Record. Nurse #2 stated she was, " supposed
to always document in both places. " During the
Interview, the nurse verified her signature on the
Controlled Drug Record for the datesAimes in
question. '

Atelephone interview was conducled on..
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Continued From page 20 B b

972472015 at 10:39 AM with Nurse #4.‘ Niitse #4
was idenlified to have pulled Restdent #?. s
hydrocodonefacstaminophen from the inadication
cart without documenting its administration to the
resident (on the MAR) on 9413716 at 3:00 PM.
Upon request, the nurse discussed the process
employed for the administration / documentation
of PRN controllad substance medications fo a
resident. Nurse #4 stated the procedure was to
document on the Controlled Drug Record Yhen-a
medication was pulled, to give the medloa‘ﬁqn.
then document iis administration on the resident '
s MAR, When asked about the discreparicy
noted belween the Controlled Drug Record and
the MAR, fhe nurse reported it probably occurred
at a time when she got digiracted after coming
out of the resident ' s room. Nurse #4 indicated
she would expect both the medication withdrawal
from the cart and its administration tg be |
documenied on the Controlled Drug Reccﬁq(and
the MAR. 'di“

Atelephone interview was conducted o -
9/24/2015 at 10:45 AM with Nurse #5, Nurse#5
was identifled to have pulled Resldent-#74i"s
hydrocodonefacetaminophen from the mét;!loat!én
cart without documenting #s admlnlétfaltbﬁ fo.the
resident (on the MAR) on the followiitg idte:
datesilimes: 9/19/15 at 9:00 PM; and, 9/20/15 at
8:00 PM. Upon request, the nurse discussed the
process employed for the administration /
documentation of PRN controllsd substance
medications to a resident. Nurse #5 indicated the
pracedure Included documenting on the: yi¢
Controlled Drug Record and MAR after a+ Wi -
controlled substance medication was giveflits.a
resident. When asked about the discrepandy
noted between the Conlrolled Drug Record and
the MAR, the nurse stated she did not recall the

F 514
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specific instances in question. However, Nurse
#5 reported somatimes the compuler "goes down
or messes up" and sometimas sha may get
distracted or called away. Regardless, Nurse #5
indicated she would expect documentatioriof the
conlrolled substance medication given tolg™
included on both the decilning inventory, fog and
fhe MAR.

Aielephone intarview was conducted on
9/24/2015 at 10:55 AM with Nurse #3, Nurse #3
was Identified to have pulled Resident #74 ' s
hydrocodonefacetaminophen from the medication
cart without documenting its administration to the
resident {on the MAR} on 9/22/18 at 2:30 BM.
Upon request, the nurse discussed the prodess
employed for the administration / documentation
of PRN controlled substance medicalions to a
resident. Nurse #3 reported once a controllad
substance medication was puiled fogga;gesjident
she would sign it out on the heok (I Govligled
Drug Record), give the medicationyanditheh. -
record its administration on the MAR»When -
asked about the discrepancy noted between the
Controlled Drug Record and the MAR, the nurse
indicated such a discrepancy would ocour if the
medication was signed out but the nurse didn't "
click on it" to record the entry in the slectronic

MAR system, s
okl o

Nurse #6 was not available for an Interviediduring
the survey investigation. Nurse #8 was.Idantifled
as the nurse who pulled Resident #74 ' s
hydrocodonefacetaminophen frem the medlcation
cart without documsniing its administration to the
resident {on the MAR) on 9/4/15 al 2:30 PM;

A telephone interview was conducted on 9/24/16
at 11:16 AM with fhe facllily ' s Consultant-: &

F 514
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Pharmacist in regards to the documen(aﬂon
required when a controlled substance medigation
was pulled from the medication cart and R
administered to a resident. Upon inquiry, the
pharmacist stated her expectation was, " as soon
as they (the nurse} punch that med out of the
card {it) needs to be documented on the declining
inventory log, " The pharmacist also indicated
the nurse would he expected to document on the
resident ' s MAR after the medication was. .
administered to the resident, indicating- trié;,:
dateftime the medicalion was glven, + 3‘3?3

2} Areview of the facility ' s policy, " Med Pass
with Medication Cart" (reviewed 5/19/16) -
included a section outlining ™ Procedures ‘:: whlch
read, in part: 'u

16. " Document administeation on ihe medicallon
sheet or In the computer, and update M.
Individual Control Drug Record for Schetule 1t
drugs.

Resident #82 was admilted to the facility on
5/8/16 with a cumulative diagnoses which
included eplsodes of anxiely. His admission
orders included 0.5 milligrams (mg)} lorazepam .
(an antianxiety medication) glven as ong- iﬁb!et by
mouth every 4 howrs as needed (PRN);for i
anxiety.

On 9/23/15, a review of Resideni #92's
Controlled Drug Record {a declining Inventory
record) from July, August and September 2016
was completed. The resident 's Controlled Drug
Record revealed 7 tablets of 0.5 mg lorazepam
were removed from the medication cartBetwean
711116 and 9/23/16 {the date of the rev:eW);“One
tablst of lorazepam was documented as’ removed
from the medication cart for Resident#92'6n

F 614
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each of lhe following dates/limes:
714115 at 10:00 PM;
7110116 at 8:00 PM;
771815 at 10:00 PM;
7/16/16 at 10:00 PM; 4
8/28/15 at 8:20 AM; LR
9/915 at 8:35 AM; and, s{,h
919115 at 7:11 PM,
Comparison of the resident ' s Contmlied Drug
Regord with the July, August, and September
2016 Medication Administralion Records (MARs)
revealed 1 of the 7 lorazepam lablets removed
from the medlcation cart during the past 3 months
was not noted as having heen administered to the
resident. There was no documentation on fhe
MAR to indicate lorazepam was adminlsfe,re,d o
Resident #92 on 7/19/15 at 10:00 PM: - =4

An Intervlew was conducted on 9/23/2015 af 3:36
P with the facllity ' s Director of Nursing {DON),
Upon Inquiry, the DON outlined the f@c% Lﬁ T
procedures for documenting the adinjn stral;on of
a conlrolled substance medication tozafesident: -
The DON reported she would expect.ara.,:
documentation 1o be completed on both-the
resident ' s Conlrolled Drug Record and the MAR,
The DON assisted with the idenlification of staff
nurses ' signatures on the Confrolled Drug.
Record, During the interview, the DON stated the
Controlled Drug Record only documentead-the
maedication was pulted out of the med cart2 She
reported the mirse also needed to document on
the MAR that the medicatlon had been -
adminlstered to the resident. The DON Indicated
her expectation was for both the Controlled Drug
Record and the MAR to reflect the withdrawal of
tha medication from the med cart and he
administration of this medication lo the resident.
When asked, the DON acknowledged she would

F 514
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expect documentation on the two records to be
consistent with ons another.

[
Atelephone interview was conducted on *
812412015 at 10:55 AM with Nurse #3.- Nursa #3
was [dentifled to have pulled Resident#92's
lorazepam from ihe medication cart without
documenting its administration to the resident (on
the MAR} on 7/16/15 at 10:00 PM, Upon requast,
the nurse discussed the process employed for
the adminisiration / documentation of PRN
cohtralied substance medications to a resident.
Nurse #3 reported once a controlled substance
medication was pulied for a resident she Would
sign it out on the book {the Controlled Druy’
Record), give the medication, and then-record its
administration on the MAR. When asked ébout
the discrepancy noted hetween the Con!rplled
Drug Record and the MAR, the niirsg i Q[fqa(ed
such a discrepancy would oceur if lhel 'edibation
was signed out but the nurse didp't3}} qu)'\ ft"
to record he entry in the alactronic system

Atelephones Intervlew was conducted on 9/24/15
at 11:16 AM with the facllity * s Consultant
Pharmacist in regards to the documantation
required when a conirolled substance med[callon
was pulled from the medication cart and -
administored to a resident. Upon inqulry,- thé
pharmacist stated her expectation was,” {t#8:soon
as they (the nurse) punch that med otlof the
card {ity needs to be documented on the declining
inventory log. " The pharmacist aiso indicated
the nurse would be expscted to document on the
resident ' s MAR after the medication was
administered to the resident, indicating the
datefine the medlcation was given. - .
F 520 483.75(0)(1 L F 520 .
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$8=D | COMMITTEE-MEMBERS/MEET ~QA&A : ozl

1 action to correct identified quality deficienciés.

I a basis for sanctions.

QUARTERLY/PLANS

A facliity must maintain a quality assessment and
assurance committee consisting of the dirgctor of
nursing services; a physiclan designated ijsthe
facility; and at least 3 other members of the.
factlity’s staff, B

The quality assessment and assurancs
commiltee meets at least quarterly to identify
issues with respact to which qualily assessment
and assurance aclivilies are necessary; and
develops and implements appropriate plans of

“F o
AState or the Secrelary may not require *
disclosuro of the records of such commitigg: ..
except insofar as such disclosurs Is rélated fo the
compliance of such commiitee with the i |
requirements of this section. . w8 ’

3 7.‘{'3?;‘"%’ 1
Good faith attempts by the commifE&itY ldghtity
and correct quality deficiencles will nét hé"ised as

This REQUIREMENT is not mel as evldenced
by: : "
Based on record reviews and staff intervigws the
facility' s Quallty Assessment and Assutangé -
Committee falled fo maintaln implememé&a‘?g .
procedures and monitor these Interventions that
the commitiee put in to March 2018, This was for
one recited deficlenoy which was originally ¢ited
In February of 2015 durlng a complaint survey
and on the current recertification survey. The
deficlency was In the area of maintaln dignity for

Leg
B

1) Resident concerns regarding the
timeliness of staff answering call
lights were addressed individually
with Resident #1, Resident #55
and Resident #53 on October 14,
2015 by the Director of Nurses, :

_The Director of Nurses shaied: thi
facility's plan of action to ensure+”
that call lights are answered in a
timely manner with these EREY
residents on October 14, 2015. .14

1 M £ i
All residents in the facility have a
Department Manager assigned as
their “Guardian Angel.” Residents
are asked during the week day
Guardian Angel rounds if their
needs are being met and if the call ;..
lights are answered in a timely " -3
manner. Resident care and call
light concerns are immediately
addressed and documented asa
grievance to ensure appropriate
follow up.

R

2)
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residents. The continued faliure of the facility. )

-} during two federal surveys of record.shoW.& ‘ A
pattern of the facllity '8 Inablllty to susieﬂq :
effective Qualily Assurance Programi ;r-—*- - i

RS lﬂ:ué'gfﬁgﬁf
Findings inc!udédi
This tag Is cross referred to: 3, The Administrator will review ali
fi for pas
F 241: Dignity And Respect of Individuality: Based past faeil}:ylde lclellCI‘BSt P t 5
on record reviews, Interviews with resident,and years with the appropriate i
staff, the facllity failed to answer tesident sall bells| . department managet. The fac;hty o
for residents needing assistance, to mamf : team will review curtent pol;qy and, 1
dignily for 3 of 4 residents (Resident #1757 TR
Resident #53 and Resident #56) rev&ewed for plocedmes fo assure all pollby and
dignity procedures are in action to plevent
(" further deficient practice. i
The facility was recited for F241 when it failed to - \ . :
develop and Implement procedures and monftor 4. The Administrator will report |
interventions to malntain residents ' dignlfy;as it findings from #3 above to the i
relates fo answering ¢all bells and providlng facility QA comimnittee monthly for ‘
assistance for independent resident. F %ﬂtwas 3 months. The report will include ™
originally clied during the February 2015, ~ ]
complaint survey for faited to mainfain ’(esldents plans that ave in place to assure
dignity. R implemented policy and procedures
I 1 l .
are working to prevent a repeat
During an Inlerviewwiih the Dlrectorwo?ﬁu‘ﬁ(gmg : : :
on 8/24/2015 at 3pm regarding thetrcility fleﬁciency. .The compnttec will be
quality assessment and assuranc&zs‘gs%merhe involved with assessing presented
DON indicaled that the committée menibers plan and present recommendations
consisted of the Administrator, al department hanges as necessat -
heads, the pharmadlst and medical director. The and changes & y sadl’
DON Indicated that they had met monthly. The PR
DON revealed ihat the departnient heads were ]
responsible for the implementation and ths Lo
monitoring of ihe action plan for that depaﬁrnent :_fﬁ%f“)
with any coneerns and/or issues in lhatiaf oot
When asked about call beils not bemg anéWered?
* Event IDITWYGH Facity 1D; 923453
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The DON stated " we stil} havg a preblem with L‘:i':f%fg:.?m
jcalbelenotoehng answared. - o {14y Call light response times will be &
:,i ¥ monitored by utilizing a call light
N audif, The audit form will be
R completed by the Digeetot of
I : Nurses or designecto ensure call |
s g}éﬁté “lights are being answered in a s
é,‘i R { timely manner, |
A ERRT - The audits will be randomly ')
performed during all three shifts and ]}
at different times during the shifts.
The audit will be completed daily
- for 4 wesks, weekly for 8 weeks and|
r A o) _ then monthly for 3 months. Any
' ' ':‘E"_’f‘,gL : concerns identified when Vi
I Pe i completing the audit will be -
' addressed immediately, The ¢all -
light audit results will be rewewed
monthly for a minimum of six (@.
months in the facﬂlty‘s QA meeling,
. . Any identified iSsues will be;y;, e |
: ;‘e’ "I discussed and recommendations ]
e . followed to ensure ongoing :
- ‘;~;' compliance and determine the need
,; for further audits beyond six (6)
y .\{‘?ﬁitﬂ ' months,
¥ W
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