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88=D This facility will snsure that the resident
Tha facility must ensure that the resident , anvironment ramains as ree of accident hazards
environment remains as free of accident hazards - asis possible; and each resident recelves
as I3 possible; and each resident receives ' adsquate supervision and assistance devicas to
adequate suparvigion and assistance davices to prevent accidents.
-prevent accidents,
. A, All staff will uge walker for support for resident
#19 when providing cares which raguire
residant fo stand.
This REQUIREMENT is not met as evidenced B, Ditector of Nurses #1 will observe cares of
by: " resident#19 and all residents for propsr
Based on observaticn and staff interview, the aesiative devica use to ensure that all accidant
facility failed to ensure resident safety during care 1 hazards are identified and fixed.
for 1 of @ sample residents (#19). The findings '
Werel C. All staff will be inserviced by Risk Manager to
‘ ensure understanding of accident hazards
. Observation onh 10/13/08 at 10 AM showed ' including appropriate assistiva devices, which | .-
director of nursing (DON) #2 was changing & - would not inciude a sink.
dressing for residant #19 in the bathroom : Co .
adjacent to the shower room, During the D. Monitored by Giality Assurance Commitiee ,//,W
observation, the resident was instructad by DON through quartedy reporting by Director of e
#2 to support his/her body weight using the hand NUTSES. i‘-
washing sink in the room, and the resident ‘
complied, The hand washing sink was hald to the
wall by several bolis, and there was no support at
the front of the sink.
During an interview with DON #2 on 10/13/09
at 10:35 AM, she stated this bathroom was used
to complete the resident's dressing thanges
when the shower room was occupled, She also -
stated she had instructed the resident to use this
hand washing sink for weight support on other :
occasions during dressing changes.
F 829 | 483.25(]) UNNECESSARY DRUGS F 329 ;
35=b . : |
Each resident's drug regimen must be free from | |
unnecessary drugs. An unpnecessary drug is any P !
drug when used in excessive dose (including
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duplicate therapy); or for excessive duration; or
without adequate monitoring; or without adequate
indications for its use; or in the prasence of
adverse consequences which indicate the dose
should be reduced or discontinued; or any
combinations of the reagsons above.

Based on a comprahansive assessment of a
resident, the faclity must ensure that residents
who have not used antipsychotic drugs are not
glven these drugs unless antipsychofic drug
therapy is necessary to treat a spegific conditien
as diagnosed and documented in the clinical
racord; and residents who use antipsychotic
drugs receive gradual dose reductions, and
bahavioral interventions, uniess clinically
contraindicated, in an effort to diecontinue these
drugs.

This REQUIREMENT is not met as evidenced

Based on medical record review and staff
interviaw, the facility failed to ensure the
madication ragimens for 2 of 10 sample residents
(#13, #22) were free of unnecessary drugs. The -
findings wers:

1, Review of the July 2009 physician's orders for
resident #13 showed s/he was staried on
trazodone a sedative anti-dapressant on 7/17/08,
According to the psychoactive medication
quarterly review, the trazodone was used o treat
the diagnosis of sleep disturbance for this
resident. The quarterly reviaw form showed the
medication was reviewad on 10/20/08, 1/20/09

A. 1Resident #13 will have MD review of
Trazodong and Ativan for possible reduetion,
MD will alttampt reduction or provide
contraindication for reduction atiempt for both
medications.,

2. Resident #22 will have a sleap assessment
done by Director of Nurses, Results of gleep
-gssessment will ba reviewsd with M and

determination of potential for dose reduction or |

discontinuation of Temazapam. MD wil note
contraindications of steep medication found to
be appropriate and necessary.

8. Al residenis will have: paychoactive medication
raview done by Director of Nuraes, Any
resident identified as not having fried dose
recution or holiday will be reviewad for
contraindication notation by MD. Any residant
not having reductions or noted
contraindications will have appropiiate
nasessments and review by MD to ensurs

approptlate psychoactive use for all residents.

. €. Medical Staff will be inserviced by Medical
Dirsclor regarding need to sttempl

psychoaviive drug recuctions o all esldents.

K reduction is contraindicated, MD must note
contraindications in the patiant regord.

reporting of paychoactive drug reduction b
Bocial Servioe Dirastor,

This faclity will snalire resident's drug regimen is
free from unnecessary drugs, ‘
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‘revealed she was unabie to find evidancs of any

Continugd From page 2

and 4/20/09. However, gach time the madication
was reviewed the question of gradual dose
raduction being attempted was asked, and sach
time the answer was "No." interview with director
of nursing (DON) #2 on 10/18/09 at & AM

attempt of a reduction, or any contraindication for
a dose reduction since the medication was
started 15 months prior, In addition, this resicdent
was orderad Ativan (an antl-anxiety medication)1
mg to be given every eight hours routinely starting
oh 116/09. Review of the medical record shawed
there had been no altempt to gradually reduce
this medication in the past 8 months, nor any
contraindication to do so. In the 10/15/08 at 9 AM
Interview with DON#2 she verified a dose
raduction for the Ativan was lacking.

2. Review of the Qctober 2009 arders for resident
#22 showed an order originally dated 12/11/08 for
temazepam (a hypnotic madication) 18 mg to be
given at bedtime for Insomnia. Review of the
medication administration racords (MARS) for
August 2009, Beptember 2009, and October 2009
showed the resident received 18 mg of
temazepam nightly with almost no exceptions.
Continued record review showed no gradual dose
reduction had bean attempted.

In an interview with DON #2 on 10/14/09 at 3
PM, she stated the facility had not assessed the
resident for sleep issues. Also, the DON
confirmed no gradual dose reduction had been
attampted for the resident’s temazepam.
483.25(m)(2) MEDICATION ERRORS

The facility must ensure that residents are free of
any significant medication errors.

F 329

F 333
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| raceived seven doses of the medication hefore it

Based on medical record review and staff
interview, the factiity failed to enaure 2 of 3
sample residents (#11, #21) who were identified
with drug allergies were not administered
medications they were possibly allergic-t. The
findings wera:

1. Review of the medical record for resident #21
showed a sticker on the front caver that listed
several medication allergies for this resident.
Among those listed were sulfa drugs
(suifonamide-based groups of drugs). The record
review showed that on 9/5/09 the residant's
physician ordered Bactim DS (a brand name far
sulfamethoxazele, a eulfonamide based
aniibiotic) iwice a day for ten days to treat a
urinary fract infaction (UT1). According o a
nofification to the physician dated 9/10/09, a
nurse noticed the resident was being given a
sulfa drug, and asked that the Bactrim be
discontinued, On 8/11/08 the physician changed
the antibiotic to one the resldent was not allergic
to. Raview of the September 2009 medication
administration record (MAR) showed the residant

was discontinued. Review of nursing nates during
that time frame revealed the resident did not
show any adverse effects to the antibiotic
treatment. Inferview with director of nursing
(DON) #1 on 10/14/09 at 3.05 PM confirmad
nursing should have checked for allergies wher
the medication was first ordered, and it should not
have been administerad without clarifications from
the physician.

2. Raview of the medical record for resigent #11
showed a sticker on the front cover that listed

| C. Director of Nurses will inservice al Liensad

4) 1D SLMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN-OF GORRECTION U )
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (BACH CORRECTIVE ACTION SHOULD'BE | GOMPLETION
" TAG REGULATORY OR L3C IDENTIFYING INFORMATION) TAG CROSE-REFERENCED 7O THE APPROPRIATE
i DEFICIENGY) !
F 333 | Continued From page 3 F 333 F333 T
This REQUIREMENT s not met as evidenhced This facllity must ensurs that residents are fres of
by: ' any significant medication errors,

A. 1) Resident #21 will have allergies highlightad
- on MAR. All nurses will be notified of ragidents -
allergy to Sulfa drugs.

2) Resident #11 will have allergies highlighte
on MAR, All nurses will be notified of resident
allergy to Clpro, '

B. Al residents recarda will be reviewed by
Director of Nurses fo identify allergles and
ensure all allergles ara clearly marked on
resident chart and MAR.

Nursing staff regarding need to ldeniify residant
allergies prior fo giving any metlication or .
starting any new medications. Pharmacist wil
provide a list of common base medications and
their derivatives to ensure identification of al
nogelble madications containing problematic
base medications, (1.6, Sulfs-Bactim).

D. Monltorad through quartery qualiiy assurance
reporiing of medication allergies by Director of
Nurses, .
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"CGipro® (ciprofioxacin, an antibiotic) ag an allergy.
During a review of the meadical record, it was
noted that the physician erdered ciprofloxacn on
7/24109 o treat a UTI. Further review showed on
the MAR far July 2009 the Cipro was
administerad for the full course (twice a day for ,
saven days), Interview with director of nursing #1. :
on 10/14/09 at 2:10 PM revealed after reviewing ;
the record, there was not any reaction to the i,
antibiotic, and it may not have bean a true |
“allergy.” However, she stated it should have g
been clarified when ordered, and a nurse was i
respansible to check for aliergies. R T !
F 387 | 483.40(c)(1)-(2) FREQUENCY OF PHYSICIAN F 387, ESET |
85=D | VISITS This Tacility will ensure residents are ssen bya |
- physician =t least once every 30 days for the first-
The resident must be seen by a physiclan at least 90 days after admission, and at lzast onoe avary |
snoe every 30 days for the first 80 days after 80 days thereafter,
admission, and at least oncée every 60 days
thereafter. A. Rasident record #2, #11, #22 will be reviewad
' by MD's to ensura underatanding of fimely .
A physician visit is considered timely if it occurs _ physician visits for the residents.
not tater than 10 days after the date the visit was N
redquired. B. All resident recorda will be reviewed by Director ;) .
of Nurses far appropriatz and fimely physician
visits. Any records identified to be missing
This REQUIREMENT Is not met aa svidenced visits will resuit in MD notification of appropriate |
by: ‘ | and timely visits, =
Based on medical record review and staff ;
interview, the facllity failed o ensure 3 of & C. Medical Direstor will inservice medical Staff :
sample residents (#2, #11, #22) were seen by regarding nead for timely (every 30 days forthe ;| ;
physicians at the required intarvals. The findings | first 00 days after admission, and af least nce ..,
were; every 60 days thereafer) B
1. Review of the medical recard for resident #2 - ‘D, Monitored by Medical Director ihmugh‘ 1
showed sfhe had no physician visits after 217/09 quarterly review reporting of fimely resident visits | /glf,ﬂf
until 5/26/03 (98 days). In an interview with through Quality Assurance Committse. [
director of nursing (DON) #1 on 10/14/00 at 1:30 . '
PM, she stated there was no information to
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Continued From page &
confirm a physician visit between these dates.

2, Review of tha physician's notes for resident
#11.revealed the resilant way seeh by the
physician on 2/17/09, on 6/2/08 (105 days
between visits) and again on 9/16/08 (108 days
betwaeh visits). Interview with DON #1 on

10/14/09 at 3:05 PM revealed she was unable o

find any additional physician visits during that time
frame far the resident.

3. Review of the medical record for resident #22
showed s/he had no physician visits after 2/23/09
until 811109 {77 days). DON #2 was interviewed
on 10/14/09 at 3 PM..She stated there was no
information to confirm there had been a physician
vigit between those dates.

483,65(z) INFECTION CONTROL

The facility must establish and maintain an
infection control program desighed to provide &
safe, sanitary, and comfortable environment and
to prevent the development and transmission of
disease and infection. The facllity must astablish
an infaction control program under which it
investigates, controls, and prevents infections in
tha facility; decides what procedures, such as
isolation should be applied to an individual
resident; and maintains a record of incidents and .
corrective actions related fo infections.

This REQUIREMENT is not met @i ¢videnced
by:

Based on medical record raview, observation,
staff interview, and Tacllity policy and procedure
review, the facility failed to assure transmission

‘hased precautions were congistently followed for

1 of 1 resident (@#+19) with contact precautions in

F 387

F 441

. disease and infection.

I

F441 . !
This facility wilt establish and maintain an infoction |
contral program designed to provide a safe,
sanitary, and comfortable envirenment and
prevent the development and Iransmisslon of

A. 1) Regliner in sunshine room will be designated
55 ‘reservad” fo ensure use by resident #19
only, Sfaff will be observed by Director of
Nurses and Immediately instructed to sanitize
electric chair contral upon resident transfer, Al
CNA's will be observed by Director of Nurses
and will immediataly intervene and inservice
regarding appropdate infection control :
procedures for transfer for resident #18, |

H
I

;
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place. The findings were:

Review of the history and physical dated 5/1/07
for resident #19 showed the resident was
admitted to the facility on £/1/07 with diaghoses
that included Staphylococeus aureus septicemia.
In addition, the resident had a history of infections
that included: Staph aureus in December 2006
and Jan 2007, and methicilin sensitive staph
aureus in March 2007, Further review of a
7112109 microbiology report showed the ragident
had an infection of Staphylococcus epidermis in a
wound on the buttocks. According to the 7/16/09
phyeician's progress note, the resident habitually
picked at the wound, and It had been a problem
for the past three years despita many attempted
interventions. Review of nursing notes deted
B29/09, 7/1/09, 7/19/08, 8/3/09, 8/30/08, 5/8/09,
871208, and 9/22/08 showed the resident
continued to scrateh at his/her wound, A review
of the resldent's 8/31/09 laboratory servite report
showed the buttocks wound was cultured and
Pseudomonas aeruginosa was identified, The
treatment for the Peeudomonas infection included
"sontact precautions,"

According to the sign posted outside the
resident's room during the days of survey (1012 -
10/15/09), staff were instructed to follow these
contact precautions: "Wear gloves when entaring
the room ...Wash with an antimicrobial agent
immediately after glove removal ...\Wear a gown
when entering patient room If you anticipata that
your clothing will have substantial contact with the
patient, environmental sufaces, or items In the
patient's room, or if the patient has...wound
drainage not contained by a dressing. Remove
gown bafore leaving the patient's environment
and ensure that clothing does not contact
potentially contaminated environmental surfaces

1 3)AI CNA's will be ohssrvad by Direclor of

P 1D SUMMARY STATEMENT OF DEFICIENCIES ! PROVIDER'S FLAN OF CORRECTION iX8)
PREFTX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ . DEFICIENCY)
F 441 | Gontinued From page & Fast| 2 | N's will be obsesver by Infection Control

Coordinator during dressing changes and
transfer of residant #19. Infaction Control
Coordinator will immediately intervene to
Insarvice LN's regarding appropriate infection

" gontrol precedures, including gloves and gown,
during wound cars for resident #18, Director of
Nursing #1 will observe LN staff during resldent |
#19 cares and ensure LN's and all steff
understand the need to sanitize resident #18's
¢hair and chair controls upan any transfer.

Nursss during fransfers of rasident #19, CNA's
will ba immediately instructed to don gloves,

" gowng as appropriate and sanitize all
equipmant followinyg transfer.

4) Director of Nurees will observe ali staff
during cares for resident #19. Staff wil
immediately be instructed by Director of
Nursas regarding spproprizte infection control
pracedures, including gloves and gowns,
appropriate protection and sanltization of
resident #19 chair, sanitization of controls and
equipment and resident #19 hand washing,

B, All rasidants with identified infections requiring
lgolation precautions will have staff chservation
done by Uirector of Nurses and ensure
appropriate nfaction contrel procedures are

. baina followed.,

C. Infaction Control Coordinator will inservice all
nursing staff regarding the need to observe all
Infection control pracedures as posled,
santtization of all surfaces touched by resident
#19 following any franafer, need to wash
rezident #19 hands between all activitles.

D. Monitored by Dirsctor of Nurses througn
quarterly Quafity Assurance reporting

1
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to avold transfer of microcrganisme to other
patients or environments... Limit transport of
patient to essential purposes only... Dedicate the
use of noncritical patient-care equipment to a
single patiant. f common aquipment is used,
clean and disinfect batween patients." The
following concerns were identified related to
following these precautions:

a. Observation on 10/13/09 at 8:40 AM
showed resident #19 was sitting in the sun room
in a recliner ¢hair by the wall, The resident
independently used the electric chair contral to
position the seat. Observation during the days of
survey showed the area wag a public room used
by several residents and visitors, Later that
morning at 9:25 AM certified nurse aide (CNA) #1
was ohaefved bringing the residant badk into the
sun room, and ahe transferred the resident from a

wheelchair to a recliner located next to the wall,

Duting the transfer, the aide had physical contact
with the resident and was hot wearing gloves or a
gown,

b, inferviaw with director of nursing (DON) #2
on 10/13/09 at 9:458 AM raveaied the resident's
wound had saturatee through the current
dressing, and she was preparing fo change the
dressing, Observation on 10/13/09 at 10 AM
showed DON #2 transferrad the resident from the
recliner to hisfher whaelchair. During the transfer,
the DON did hot wear gloves or a gown, and did
not sanitize the chair or electric chair sontrol, The
DON transferrad the resident to a bathroom next
to the shower room up the hall. The abservation
also showed the nurse put oh gloves and

‘changed the resident's dressings, which

consisted of two abdominal (ABD) pads. The
pads were [ocated over the uppsr right and left
buitocks and were contaminated with clear and
odiferous drainage that had soaked through both
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ABD pads and onto the resident's pajamas. The
nurse did not wear a covering over her clothing -
{gown) during the dressing change. During an
interview immedintely after the dressing change,
the DON said the resident's dressing could not he
secured with tape due to the sensitivity of the
resident's skin, so the dreesing wouid often slip.
The nurse stated she did not know what
organisms were In the resident's wound drainage,
or what organismg were identified as a result of
any labaratory work complated far the resident.

¢. During an observation on 10/14/08 at 12:30
PM, CNA #2 did not wear gloves while she
transfarred the resident to his/her room pushing
the wheelchair. Continued observation showed
{hws CNA did not wear gloves or put.on a gown
whan ghe entered the resident's room and
transferred him/her into bed. During an interview
on 10/14/09 at 1:10 PM, CNA #2 stated sha was
aware that the resident was on sontact
precautions, However, she anly used gloves jf
she thought cantact with secretions from the
resident's wound was likely, and she did not use

d. During an interview with fhe infaction
control coordinator ((CC) on 10/14/09 at 10 AN,
she revealed resident #19 was the only rasident
in the facility with a Pseudomonas infection, This
resident was also the only resident on
transmission- based precautions. The 1ICC stated
the resident had been on precautions for a long
pariod of time, and she had provided random staff
education. Some of the education she
remembared providing included eanitizing
equipment used by the resident, keeping the
resident's hands cleaned as s/he had a habit of
scratehing at the draining wound, and wearing
gloves and gowns as ingtrusted by the contact
pracaution guidelines. She was also aware the
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. recliner chair by the wall in the sun room was : J;
‘ used by the resident however, it was not §
i designated only for the resident. The ICC further |
stated staff Knew this was his/her seat, and she |
| would expect staff to keep other residents from i
| using the chalr. She was not aware of staff ever ! ; :
' sanitizing the chair or the elsctric chair control ;
| affer use by the resident. She stated the contact ‘
i pracautions for this resident should be followed,

| During a review of the facility policy and !
| procadure for contact precautions, the following
| information was noted, "Healthcars personnel

| caring for patients on contact precautions should i
| wear a gown and gloves for ait interactions that
_may involve contact with the patient or potentially |

i contaminated areas in the patient's environment.” |

|
|
i .
! :
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