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The following comon abbrevitions are used
throughout this decument;

CEQ  Chief Exeoutive Officar
CNA  Certifiad Nurse Alde

DON  Direcior of Nursing

; DPOA Durable Power of Aftornay
’ MDS  Minlmum Datg Set

$8D  Hoclial Servicas Director

Lass commaonly used abbreviations will be
anpatated In each deficlency whare used,
F 203 | 483.12(a)(4)46) NOTIOE REQUIREMENTS F 203
§8=0 | BEFORE TRANSFER/DISCHARGE

Betare: a facllily tranefers or discharges a
resident, the facllity must notify the rasident and,
if known, @ famlly mamber or fegal ropresentalive
of the resident of the transfer or discharge and
the reasong for the move In writing end in a
language and manner they understand: record
the reasons in the resldent's clinical record: and
include in the nofice the items describad in
paragraph ()@} of this seclion,

Except when specified In paragraph {a)(®)(ii of
this seeflon, the nolice of tranafar or dischargo
required under paragraph (a)(4) of thiz section
must be made by the facility at jeast 30 days
bofore the resident Is transferred or discharged.

Notice may ba made os soon rs practicable
bafore transfar or discharge when the hesith of
individuals in the facility would he andangered
undor (8)(2)(iv) of this saction; the rosidesls
health improves sufficlently to allow @ mare
immediate transfer or dischargs, under paragraph

LABORAT! ,IRECTORZfRPRD\ﬂD fBUPT REFRESENTATIVE'S 8IGNATURE TG X&) DA
@%w e Iva Adminstater 15 a91

Any daflclanicy statemant snding with an natarlek (*) denctas « daflclenay wihich tha Ieatiiution may ba excused from cormecting providing [t js detaririned thal
other sefaquards praviia suliielant protsefion to thi patlents, (G600 inatuttions.) Excopt for nuteing harmes, the findinga etated above ara dlaclozable 50 days
fellowing tha date of aurvey whather or not plan of oorroollon s provided. For Nurslng homae, Whe above tindngs and plans of cormeation we disclosanlo 14

days following the data these docurhents ars maclo avallatle 1o the facily. If deflclenclos are cltsd, an approved plan of coreation |a raqulsia 1o gontimmed
program parlclpation,
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F 203 | Gontinued From page 1 Fao3| 1203
(a}2)) of this section; an Immedizte tranefer or Rexident #24 no longer resides at
dlscbarge 15 required by the resident's urgent facility.
medical nesds, undar paragraph [a}{2)i} of this
section, or a resident has not resided in the e
facility for 30 days, An Admit/Discharge Team (ADT),
the witien natl fiod | consisting of the Administrator,
| a written notice specifisd In paragraph (a)(4) of ¢ designe DS nurse
ths saction must inglude the reason for transter DON o dcstl?'_“ﬁc' M h R e
or discharge; the effective date of transfer or Social Services Desipnee (SSD) and
discharge: the locatlon to which the resident is a physician, has been formed to
{mnsfarred or discharged; a statement that the review all admits and discharges for
residant haa the right to appaal the action to th I 1 . . i-19-13
Stale; the neme, address and telephone number ApPrOpIIAENCSS and {0 assure proper oi-1d
of the State long term care ombudsman; for requirements are met, All members
g‘uralljr_wﬂ‘factltilty raaicltenta with developmental will be given a copy of facility
sabilities, the mailing address and tslephone oy e arre e
humbzer of the agency rasponsibla for thg Pt?]my Ad"fmm,l,l’ Transle: ‘ﬂ.ld
protaation and advocecy of developmentally Discharge Rights" and all nursing
;;l':saglad :ndivldu?lls elatakﬂilshe% under Part ¢ of home policics will be kept at the
e Developmental Disabitiies Assistance and BIll O 5 lrse’s stati
of Rights Act; and for nursing facilty residents flursing hone nUIse’s stariof to
who are mentally lll, the mallihg addrass and assure access by all employees. A
telephong number of the agancy responsible for sample 30-day notice with all the
the protection apd advocacy of mentally (i correct information will be included
individuals establishad under the Protection and ith *Admission. Transf d
Advocacy for Mentally IIl Individuals Act, wi mission, I ransier an
[rischarge Rights” policy.
This REQUIREMENT 55D will monitor all
by;s =MENT Is not met g avidenced discharges/transfers to assure proper
Based on redical record review, staff intorview notics has been piven.,
and review of the facility's policies and
pracedures, the f:;mill;y falled to Inol_udp all tha SSD will report o the QAL
required information in the 30 day notioe for ; e duarterty car or
aiseharye for 1 of 4 sample resident (#24) who ‘ Qogumupy ’qualts.-ﬂy for 1 year or
received such a notice. The findings were: until cominittee reconuucnds
_ ' completeness,
Review of the Natice of Transfer/Discharga for ’
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Continued From page 2

resident #24 showad the rasident was given a 30
day notice because the Tacllity could not meet
hisfher needs. Furthar raview showed the natics
did not include the residant's right to appeal the
transfer/discharge to the State; or the name,
addraas, and phone huraber of the State long
term care Ombudsman, Interview with the
administrator on 12/6/12 at 1 PM revealed she
was unawara tha information was (o ba includad
in the 30-day notice lettar sant to the residenl.
Review of the policy and procedura entitied
Nursing Home-Admisslon, Transfer and
Dischiarge Righte, revised 7/20/2008 showad:
Contents Of The Netice: The writien notica wiil
include the followlng: ¢. A statement that the
resident has the right to appeal the action to the
Stata. e, Tha name, address and talephone
number for the State long term cans
Ombudsman,

483.13(c)(1)(li-Cl1}, {£)(2) - (4)
INVESTIGATE/REPORY
ALLEGATIONS/ANDIVIDUALS

The facility must not employ individuals whe have
bean found guilty of abusing, neglecting, or
misteeating rosldents by a coutt of law: or have
had a finding antered nta tha Stelo nurse aide
ragistry concerning abuse, neglact, mistreatrent
of resldents or misappropriation of their property;
and report any knawladge it has of actions by a
court of law againal ah employee, which waid
indicate unfitnass for service 4% @ nurse aide or
other facilily staff to the State nurse aide registry
or licensing authorities,

The facility must ensurs that all allaged violations
invelving mistreatment, neglect, or abuss,
inoluding injuries of unknown source and

F 203

F 228
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misappropriation of residant property are reportad
immediately to the adminigtrator of the fucility and
to ot officiale in ascardance with State law
through established procedures (including to the
State survey and certifloation agancy).

The facility must have evidence that ail allaged
violations are thargughly investigated, and must
prevent further potential abusa while the
investigation Is in prograass.

The reaults of all investigations must be raported
to the administrator or his designuated
raprasertative and te ather officlals in acsordance
with State law {including to the State survey and
certification agency) within & working days of the
incident, and if the allegad viglation lg verifiad
appropriate corrective action must be taken,

Ehla REGUIREMENT s hot met as evidenced
Y.

Basad on review of facility investigations,
medical record review, staff interview, and review
of policy and procadura, the facility failed to
ensure Z of 5 allegations of rasident abuse (#1,
#24) were reported a3 requirad and were
thoroughly investigated, The findings wers:

1, Revigw of the 11/27/12 annual MDS
assessment showed resident #1 had o BIMS
(brief interviaw for menta! status) score of 9/15
(moderately impaired). Review of the facility's
investigations of alleged ubuse and neglect from
July 2012 through Navembar 2042 confirmed an
incident that was reported vin fax to the state
survey agency on 11/20/12 at 8:04 PM which
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F 226 | Continued From pags 3 F 226 1225

1. Resident #1 no longer resides
at facility,

All complaints and incidents
must be reported ta the
Administrator/Director of
Nursing {DON) immediately and
the investigation, including any
physical exams and/or other
agency notification, will be
canducted according ta facility | O[-¥-13
policy LTCI - “Abuse:
Prevantion of Abuse and Abuseg
Reporting.”

Policy LTCI will be revised to
include notification of the
primary physician.

2. Resident #24 nolonger resides
at facility.

All staff will be educated on
Abuse, including the definitions '
of Abuse, whan and who to
report 1o angd what, your
individual responsibilities are.
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F 225 | Gontinved from page 4 F 225 Social Services Designee,
concarmed an allegation of sexual abuge Charge nurses, MDS
;?egraﬁnﬁlrr;g al:ue resldant. The fullowing concerns coordinators, DON and the
a. Review of the Incident showsd the facility Administrator will review the
GEQ was made awara of the allegation on Abuse reporting and
/812, but failad to contact the state survay , . hei
agency until 14720112 (12 days after the. fallity investigations and what their
was aware of the allegation), individual responsibilities are.

b. Incident review showed the CEQ
interviewed the activity-director/social services

designea on 14/8/12 concerning this incident, and DON/Administrator will review
revigwad the resldant's madical record which . .
Inchided the most recant weekly skin assessment allincident reports ff’r timely
documentation (uncertain of dzte). However, reporiing and investigating

review of the Incident report showed the facility :
falled to Interview anyone elss, Including the completeness and will report
rasldent, f quarterly to the QAPI

e. The facllity falled ta contact local law P . i
stforeement or adult protective sarvices in committee for 1 year or until
accordance with stets law. Tha rapart showed conmmittee recommends
locat law enforcemant officer #1 came to the
facility on 11/20/12 aftar being notified of the
abusge allegation from a soures outside of the
facility (12 days after the facliy was aware of the
allegation).

d. The faclity failsd to complete the
investigation at the request of the resident's
DPQA. The facliity investigation also stated the
following, "Officer [officar's name amd | discussed
that [resident's name) does have memory
problems and is not the bost historian and that
comblned with the pessible "shame” factor do not
necessarily rule out this happening. We aleo
discugsed the complications of invastigating this
sq far afier the fact-gven 1 week had svetything
compromised plus the fact that the OPOA
[DPOA's gander} dossn't wish ug (o speak with
[the resldant).”

completeness.
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&. Rewigw of the medical record falled to
show avidenea that the facllity notified the
physivian of the aflegalion of sexual abuse.

f. During an intarview with the CEO an
12/6/12 at 1 PM, she confirmed the facility failed
to complete the investigation at the request of the
DPOA, wha darmnanded the fagllity not intorview
the resident. Bihe further ronfiroied the faslity had
falled to notify ocal law enfarcement at any timea,
of any other ouislde agenoy of this allegation until
11/20A12, She also acknowladged the resident did
not raceiva an examination by the chargs nurse
per facliity policy. The CEQ further acknawiedged
the fachity falled t notify the physician.

2. Review of the nurse'a note dated 8/28/12 at
7:30 AM showad the nurse was told by & tearfy|
resident #24 that & man hiad come Into the
bathroorm while sfhe was in there, Reviaw of the
incident log showed thera was no investigation of
tha aliagation of possible mental sbuse, which by
CMS's definition Ingludaes humillation. Interview
with RN #1 &n 12/5/12 at 12:458 PM revoaled she
made the notatlon to show the resldent was at
times gonfused, and menfioned the incident to
the DON at the time of the Incident, Intarvlaw wilh
tha adminigtrator on 12/5/12 at 1 PM rgveated
sha was aware of the incldent. She stated thera
‘was a malo nuree workiry at the firms of the
ellegation, and as & résult instructed the male
nursing staff not to care for the resident. She
acknowledged she had failed ta thoroughly
Investigats the allegation.

Review of tha facliity policy and procedure titled,
"Abyse, Provention of Abuse and Abuse
Reporting," last revised May 2012, showed, IV,
ldentificstion and Roporting Abuse...2. The

FOORM CGME-2667(022-8H) Previuun Versions Obaolata Evant ID, WUDR 1y Enallity 413: WYOQUH It continuution aheet Paga 6 of 1 5.
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Contnusd From page §

charge nurse on duty will conduct a physical
exarmination of any allsged victim as soon as
possible. 3, All alleged violetions including
mistreatment, negiect, abuse, Including injuries of
unknown sourcs and misapprogriation of
rasident/patient property will be reportad to- the
Administratar, to the State Mealth Department
and 1o law officisls if warranted, 4.
Resldent/Patient to Residant/Patlent and Visitor
to Resldent/patient will he reportad to stata
agencies," "V, Investigation of the Abuse
Alisgation,. 1. All allegations must ba thoroughly
investigated by the Administrator/Diroctor of
Nursing. This may ineluds but is not limitad to
interviewing all persons assooiated with the
gltuetion, mediaa) reaord review and physical and
paychological assessmant of the alleged victim,
2. Investigations must be documentad and all
findings including the initial report will ba I writing
as soon as possibia but no later than 24 hours
following the alleged incidant, The
Administrator/Dirgotor of Nuraing will report the
rasults of the investigation o the State Health
Dapartment &nd to law enforcement officiala (if
warrantedd) within § working days after the
incidant."

483.13(c) DEVELOP/IMPLMENT
ABUSE/NEGLECT, ETC POLICIES

The facllity inust davelgp.and implement written
pollciss and procedures that prohibit
mistreatmant, neglet, and skiuse of residants
and misappropriation of rasident property,

This REQUIREMENT ja not mat aa avidenced
by

F 225

F 228
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November 2012 confirmed an Incident was
reported via fax to the state survey agency on
11720112 at 8:01 PM which concernad an
allagation of eexual abuse regarding resident #1.
Review of tha Incident showed the onty parson
interviewad was the activity director/social
sBrvices designaa, During an interview with the
CEO on 12/5/12 at 1 PM, she acknowledged the
facility failed to follow thelr policy and procedure
for abuse Investigations by falling {6 tharoughly
investigate the sllegation, report the allegation o
state agencies and locat law enforcement, and
have a nurse aasass the rasident,

2. Raview of the nurse's note datad 8/28/12 at
7.30 AM showed the nurse was told by & tearful
rasident #24 that a man had come Into the
bathroom, Furthar review of the medical regar
showed thera was ne further documentation of
lhe incident, Review of the Incident log showed
there was no investigation of the allegation of
possible mental abuse, which by CMS's definition
inoludes humiliation, Intarviaw with RN #1 op
12/5{12 at 12:45 PM, conzarning tha nurse's note
she had writlen, revealed she made tha notation
to show the resldent was ot tmes confusad. In

Bt | ol RSB, | o | iR | o
" s FRE PREFIX EAGH GORRECTI T [n] Y 2T
TAD REGULATORY OR LSG IDENTIFYING INFORMATION) Tat CROBS RGRERENCRG 10 THE ARPROPRUGE | = pare ™
DEFICIENCY)
F 226 | Continued From page 7 F 226| ¥226
Baéaed on m?gioa; reirimrd review, staff interview All staff, including RN #1 and
and review of the facility's policies and T T s el
procedures, the faility falled ta effectively Housckeeper #1, VYLIII be b(lUL-'c'-lth
aducaba 2 of 8 staff members (RN #1 and on Abuse - recognilion, reporling
hggmekestzﬁer fggl?lmtfawi?:lwe? regarding abuse, In and their responsibilities as well us
a N, tha ly failled to follow pollciea and : ’ ith stress and hurnon
procadures ragarding allegations of abuse which how to r%eml -wmh o d - nout
involved 2 sampla residants (#1, #24). The and aggressive residents. _
firdings were: Quarterly reviews of this education
will be held by Department
1. Review of ihe facility's investigations of alleged Nanaeers at tly‘i . li ff mecti \
abuge and nepglect from July 2012 thtolgh managers at thelr stall meetings. — 01-9-1%

All new employees will complete the
weh-based education on Abuse and
Negleet before they have face-to-
face contact with residents as well as
receiving any (raining handouts on
dealing with stress angd bumout,
ageressive residents and a copy of
the Abuse Reporting policy.

Human Resourcos Dircctor will
monitor new cmployees for
completing waining and for quarterly
reviews by Departments and will
report quartetly to the QAPI
committee for | year or until
committee recommentds
cotmpleteness,
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adddition, she stated she had told the DON at the
titne of the inoident. However, this was riot
documentad as per facllity policy and prosedure.
Intarvisw with the administrator an 12/5/1% at 1
PM revesled she was awara of the Incldent.
Furthar, she stated there was a male nursa
working at the flme of the allsgation, and as &
result Instructad the male nursing staff not to care
for the resident, She acknowledgad ehe had
falled to thoroughly Investigate the allegation or
conduct interviews to datarmine if the man the
residont allegadly saw was the male nurse
scheduled that day.

3. Interview with housekeeper #1 on 12/4/12 at 8
AM revealod she had computer-based abuse
training within the last 2 months but did not recalt
what she had seen. She defined abuse to include
verbal abuse and Intentionally "dropping &
regident.” Further, she wasn't clazr what she
should report as abwse, nor dld she understand
aflegations of abuse needed o be reported
immediately.

Review of the polivy and procedure for Abuse,
Frovention of Abuse and Abuse Reparting revised
May 2012 showad, "All allegations must be
thoroughty Investinated by the
Administrator/Dlractor of Nursing, This may
Include but not limlted 1o Interviewing all perecns
assnciated with the sltuation, medical racond
review and physical and psychological
assessment of the alleged vietim. Further, "Sialf
Education,. will Include: approprate Interventions
to deal with aggrasslon and/or catastrophic
reactions of rasidents/patients, how &taff should
rapart their knowledge relsted to allegations
without fear of roprisal, how to recognize signs of

F 226
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 charge nurse Is to notify the ADON or DON

Continued From page 9

bumout, frustration and stress that may lead to
abuse and what constitutes abuse, neglact and
misappropriation of resldent/patient property.”

Raevigw of the policy and procedure tifled, Abuse:
Haven Key Paints revised July 11, 2008 showed;
"V. Reporting Procadura: 1. Raport abuse
immedlately to the LTC charge nurge, The LTC

immediately. Document tims hotified.”
483.15{0}(1) PROVISION OF MEDICALLY
RELATED SOCIAL SERVICE

The facility must provida medically-related aooial
services to attain or maintain the highest
practicabie physical, mental, and psychosocial
well-being of each resident.

This REQUIREMENT s not met as evidanced
Ly

Eased onh medical record reviaw and ataff
interview, the facllity failed to ensure statf
assessad 1 of 1 sampla resident (#1) who
varbalized suicidal ideations In & timely manner.
The findings wera:

Review of the 11/2#/12 annual MD$ assessment
showad reaident #1 had a BIMS (brief interview
far mental status) score of 918 (maderataly
Impalrad). During review of an incident
investigation for the resident that invelved an
allegation of saxual abuse, a CNA chart book
note dated 10/21/12 at 10:25 A\ was reviewed
which stated, "[The residant] then said under
[his/her] breath that [s/haj should just commit
suicide, so | asked [him/har] to repeat whal [a/he]

F 226

F 250
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medical recerd.

b. Review of the faciiity incidents far duly
2012 through November 2012 showed this
incldent was not Investigated,

¢, Buring an Interview with tha CEO and DON
an 12/6M2 at 1 PM, they acknowladged he
facility falled to assess the resident or pddrass
thiz incident In & timely manner.

d. During an Interview with the 55D on
12/3/12 at 1:30 PM, she was unaware of the
10/2112 CNA documentation of suicidal ideations
by the resldent, However, she becaime aware gn
1M/26/12 of a 10/14/12 CNA chart book note that
stated, "[Resident's name] kept saying [a/ho] was
going to dia when | was gstting [him/her] for bed
& | aoked [im/hor] why, [She] claims [s/he] Is
Jusl going to die." The SSD starked Investigeting
this incident on 11/26/12 (43 days after the
incident was docurmented).
483.25(m)(2) RESIDENTS FREE QF
SIGNIFICANT MED ERRORS

The facility must ensure that resldonts are free of
any significant medication ewore.

This REQUIREMENT g nat met as avidencod
by:
Based on medical record review and stafl

F 333

AD BUMMARY ETATEMENT OF DEFIQIENCIES ) PROVIDER'S PLAN - N
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REFIGIENGY)
F 250 | Continued From page 10 F 50| 1250
had just said and [s/me| said again that "[s/he]
wants 1o commit suicide. | then tald [himdher] that Resi resides i
= esident #1 no longer resides in
a lot of paopla would migs [him/her] and love facili g
(himmer] very much and |s/he] shouldn't talk ke acility.
that, After leaving the room | immadiately
reported this b the nursa." The following All stafl will be edueated on
GONGErNS Wer noted: incidents o report, including suicidal
&, Review of the medical retord showed f"u E nis o rep o CILE & .
fucility steff failed to document this Ingldent in tha ldeations, and their individuul of-1G-13

respansibilities which may include
docnmentation, reporting and
investigating. All nursing staff will
be educated on Suicide
Prevention/interventions and their
rasponsibilitics.

Director of Nussing

(NON)Y Administrator will review all
ingident reports to ensure correet
documentation; repoiting and
interventions have been completed in|
2 timely munner.

DON will report to the QAPT
committee on a quarterly basis for 1
year of notil committes reconumonds
cormpleleness.
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to "acute cares at Hospital for abservation” at
9:25 AM after the physictan was notifisd, Revisw
of the Consultation Report dated 8/4/12 showed
the resident received the following medications in
arfor; Narvaes 5 mo {antihypertonsive)
lozartan/hydrochlorothiszide 50/12.6 mg
(antihypertensive) and bisoprolol 12,6 mg
(antihypertansive). The resident did not have a
history of hypertanslon (high blood pressure) and
was traated with intravenous flulds and calclum
gliconate to raverse the effects of tha Norvasc.
Review of the Incident report dated &/4/12
showed the incident ozcurred at 8:45 AM,
Further, the nurse that had dispensed the wrong
medication did not know how it had ocgurred. At
the time there were two nursas passing
medications from the same medication cart. The
pharmacist who was consulted at the tima
regommeanded only vnw nures should pass
medications during meadioation pasgs.

2. Revisw of the incident raport dated 7/8/12 for
hon-sample resident (#6) showed s/he was given
the Incorrect medications to include; aspirin 81
my, Zyprexa & mg (schizophrenia, bipolar
digorders), Prinsac 20 my (hearthurm) and
levathyroxine (hypothyraidism). The time of the
Incidant was 6 AM. Furthar ravisw showed the
physician was nolified. Roview of the nurse's
notes dated 7/8/12 at 10:40 AM showed the

(%) I SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S #LAN OF CORRECTION
RREFIX [EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFX (EACH CORRECTIWE AGTIAN BHOULD BE | ooMbeatron
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG GROSS-REFERCNEED TO THE APFROPRIATE DATE
DEFIGIENGY)
F 333 | Continued From page 11 F 333{ F333
inméyiew, they raniflity falled to wneure A significant
madication error for ane sample resident (#1) ang caine Staff will be edueated ¢
ane hanwsarmple rasidant (#5) dld not occur, The Nuu-;'mg'btatf w1'11lbr., L'(:]l.l(‘udlbd ol
findings wera: medication administration and
1. Roviow of th ' Llechniques 1o reduce errors, Nursing
« Review ¢f he nurse's notes dated &/4/12 at 0t Wi :
staff will also be educated on
| 10:15 AM showed resident #1 received the .t d X d ficati
| incormset madications and the resident was sent meident reporfing and medication | o o

2ITOr TePOrting raquirements.

‘The Dircetor of Nursing (DOMN) will
investigate all Medication ertors and
analyze all reports 1o look for any

| patterns that may occur, as well as

any high risk hehaviors or
circumstances that my contribute to
these errors,

| DON will report (indings 10 Medical

Stall monthly wnd Lo the QAPT
committee quarterly for | year or
until committee recommends
completenoss.
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Continued From page 12

residant becams vary lathargio and weas unable o
ambulate wall. Nurse's notes dated 7/9/12 at 3;30
AM showed s/ha remalned lathargic. Further
raview of the incldent raport and nurse's notes did
net show an investigation was conducted to
indlcate why the: medication etfor occutred.

During an interview with the GEO and DON on
12/5/12 at 1 PM, thay conflrmizd the medication
errors for regldents #1 and #5.

483, 750X 1) QAA
COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS

Afacliity must maintain a quality assessment and
assurance cammitiee conslsting of tha director of |
nursing services; & physician deslgnated by the
facility; and at loast 3 other members of the
facility's staff.

The quslity assessmont and assurance
comrmittes meets at least quarterly to identify
issues with respect to which quality assessment
and assurance activities are necessary; ang
develops and implaments appropriate plang of
aition to correct identified quallly deficlancies.

A State or the Secrotary may not require
disclosure of the records of such committee
axcept insofar as such disclosure Is ralatad to tha
complianca of such committee with the
requirerments of this section.

Good faith attempts by the committes to Idantify
and corract quality defialencles will not be used as
a basls for sanctions.

F 333

F 820
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concerms, The findings wers;

tnterview with the CEQ and DON on 12/6/12 at 1
PM revealed quslity assurance data was
collected and analyzed, Howsver, the following
issues wera idantifiad:

a, The facility failed 1o ensure incidents were
completad and analyzed to Idantify Interventions
for fulura abues prevention. Raview of the
manthly QAP date froin July 2012 through
Novermnber 2042 af thal thme confirmed Incldents
were not addressed,

b. The faclity failad to ensure the medication
progran wee adequately monitored ta investigats
and pravent medication emors. Review of 8
incident reports showed 8 medication arrors (2 of
them significant) wers identified by staff from July
2012 through Navembear 2012, On the incldent
taport documentation, each nurse who committad
the error was counseled. However, no analysls
for identification and pravention of medication
errors was performed, Review of the monthly
QAP) data from July 2012 through Navamber
2012 at that time conflrmed medication errors
were not addressed.

¢. Review of the CMS-2587 for the tast
survey, dated 7/26/12, revealed a deficianoy was
wiitten for F228 relatad to abuse investigations,
and F&20 was ¢ited related to an Ineffective QAR

Q0 SUMMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'S PLAN OF CORRECTION 5
PREFIX {EACH DEF|CIENCY MUET BE PRECEDED BY FULL PREFIX {ZACH UORRECTIVE ACTION SHOULD BEE COMPLETION
TAG REGULATORY OR LG IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DAIC
DEFIGIENCY)
F 620 Gontinued From page 13 F 520| F320
Ihis REQUIREMENT s not met as evidenced All incident reports and
Based on staff intarview, raview of the 7/26/12 investipalions, mn.ludml{; nludu»..auon
CMS-2567 (Centers for Medicare and Medlsaid crrors and abusc allegations, will be
Statement, of Deﬂuiancifa?) end raview of facility reviewed on an on-going basis to
documents, the facility fallad to enaura the quality : : " h
' : ' atterns ere, wh
assurance and parforimance improvement (QAPI) identify patterns (‘.’Vhe"’ WIETE, Wiy, NRCEES
program was effective in resolving identifisd who, etc). Education and/or 0

procedute changes will be
implemented based on the analyzed
findings,

Lirector of Nursing will report
pulterns/lindings und interventions Lo
QAPI committee on a quarterly
basis.

All QAPT members will be cducated
on facility requirements tor proper
analyzing and reporting of data.

QAPI officer (Medical Records
Manager) will monitor QAP
meetings and reports for compliance
wilh facility required reporting.
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prograim. These eame lasuas wore idontified as
concema during the current survey conducted
12/3712 through 12/5712.

During an interview on 12/5/12 at 1 PM, both the
CEQ and DON confirmed the favility's faliure to
thoroughly investigate some incidents, or onaiyze
rnedication emors ky detarmine what measuros
rmight he implemented to pravent future errars.
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