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CNA - Certified Nurging Assistant
DON - Divactor of Nursing
eMAR - Electronic medication administration
record
1PN - Licensad Practical Nurse
MIXS - Minirum data sef
MAR - Madication adiminlisiration record
mgy - Milligrams
ml - Millliter
RD - Reglsterad dietltlan
RN - Registered Nurse _ ]
F 170 483,10(D(1) RIGHT TO PRIVACY - F 170 2/34113
5= | SEND/RECEIVE UNOFENED MAIL
The resident has the right to privacy In written
communlcations, including the right to send and
promptly recelve meil that is. unapenac.
Thie REQUIREMENT is not met as evidenced
by:
Based on resident and staif interview, the faclity - To ensure residents have the rght to
failed {o deliver mall to regldents oh Satutdaye. privacy in wriften communication,
~ | The findlrigs Wéte: T 1 ) Including the Tighitto sefid &id promptly T
raceive mall that Is unopehed,
During a confidential Interview with 11 residents
on 1/8/13 at 10 AM, the residents stated the AMAll residents wil| recelva mall six days a
delivery of mail on Saturday was ot eonsistent. week,
Interview with the actlvities director on 1/9/13 ot B.)Education will be provided for all
10:25 AM revaaled the reeldente' mail was activities staff about the importance of
| delivered fo the connecting hospital Menday mail delivary six days & week until
through Saturday at 3 PM. The activity aide who syhstantial compliance has been met,
was scheduled to work Mcnday through Saturday CYMonitoring of compllance witt ba done
plckad the mail up every morning. However, the on Monday's to make sure mali was
Saturday mall was not delivered to the resldents passad previaus day,
until the following Mondlay. D.} Staff not following new mall

LABO! Y DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIBNATURE TITLE X8} DATE
- ]
M(Zzeé LAy A 2-2113

Any deflciensy statatnent ending with an asferisk () denotes a detieloncy which the Institutian may be exoliged from coreeting providing Wt 1s detarmined that
other safeguards provide sufiiclent pralaction {o the patients. (See nstwationa.) Except for nurelng homas, the findings stated shove are dizclozable 90 days
followlng the data of survey whather or not a plan of correcilon s provided, Fof mirelng homes, the above findings snd plans of aorraction are disolosable 14
days following the date these decuments are made Tallabr to the facllity—~f deflolancles are cited, an approved plan of compction is requleits to coniinusd
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The selvices provided or arrangad by the facity
must be provided by qualified persons In
accordance with each regident's writteh plan of
are,

This REQUIRENMENT is not met as evidenced

Basad on medical record review and staff
Intsrview, the facllity failed to enelre care plats
vvare followed for 2 of 13 sample residents (#G8,
#70). The Bndings were.

1. Review of the medlcal record for regidant #88
showed afhe had diagnoses lo Include
theumatoid arthritis, shoulder pain, sleep aphea

| ang heartfallure, Review ofthe Jaruary 2018 [

MAR showad the resident recelved a Fentanyi
patch, a routine dose of oxycodone with
acetaminophen twice daily and as nesded for
pain, The: resldent also recelved Advalr and
albuterol {bronchodilator). Review of the 1276712
care plan showed the resident was to be
assessed for pain daily. I additton his/her oxygen
saturations wers to be monitored weekly with the
vital slgns, The followlng concerns were noted:
a. Review of the medigal recard showad dally
asgeasments for pain were not coinpleted as
Inciicated on the care plan, Review of the

4 I - BUMMARY STATEMENT OF DEFIOIENCLES o PROVIDER'S: PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION BHOULE BE COMPLEYION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROFRIATE DATE
‘ DEFICIENCY)
F 170 | Continued From page 1. F170 . ,
distibuflon procass will recalve Immeadiate
in-servieing and corrective actions will be
teken. B
E.)Resuits will be reported quarterly at the
tuality meeting as part of the faclllty
, . quality sssurance program, -
F 282 | 483.20(K)3)(ii) SERVICES BY QUALIFIED F 282 2124113
88=p | PERSONS/PER CARE PLAN

The faciiity must ehsure that the services
provided or arranged by the facility will be
provided by qualified persons in
accordance with oach resident's writter
plan of care.

A JDaily pain assessment was added to
MAR 1o ansure completion. Weekly

oxygan eaturations wers takan off care
plan and ware ne longer needed.

B.)Daily paln aesessment was added to .
MAR to eneura eompletlon,

C.)Care plans will ba reviewed by primary
Certified Nursing Aszistant, primary nurse,
and IDT quarterly. Daily changes will be
made and followad by primary nurse and
Certiflad Nursing Assistant and any other
staff working with resldent,

D.)Education will be given fo nurses and
Certified Nursing Assistants to ensure
cara plans are updated and followed dally
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F 282 | Continued From page 2 202
December 2012 MAR ravealed pain assegsmenis fo provide quality cars.
were completed 7 of 31 days and In January E.)Menitoring of compliznce will be done
2013, they wers completed 3 of 7 days. weekly by random reviews of iwo nare
b, Weekly oxygen saturations ware not plang per week by supervisors using the
documented weekly. Review of the vital =ign quality Improvermeant monitoring tool, unti
sheets showed they wers documented as albstantlal compliance has been met.
completed twice In October 2012, no saturations F.)5taff not updating or following care
were documentad in November 2012, and only plans will reggive immediate in-serviclng
"{ once in Degamber 2012 and corractive actions will be taken,
G.)Results will ba reported quarterly at the
2. Review of the medical record for resldent #70 guality meeting ag patt of the facillly
showed sfhe had diagnosas 1o [nclude - quality assurance program.
osteoarthiitis, Review of the January 2013 MAR
showed the resident recelved oxycodone with
acetaminophen routinely four times datly for pain
and an order for additionat paln medication ag
needed. Review of the 11/13/112 carg plan
ghowed the resident was to be agaessad for paln
dally, Review of the Januaty 2013, December and
November 2012 MARs showed paln
assessments were dogymented when the
resident received addftional pain medication arly,
3. Interview with the restorative manager onh
110/ 3 at 9:30 AM revealed pain assessments
Tweorerchmplated-only-when theresidents——— |- - -~ — - - -~ e
requested additional paln medication. |n addition,
she was not able o provide any addltional
documeniation for oxygen saturations for resldent
#68. :
F 312 | 483.26(a)(3) ADL GARE PROVIDED FOR Fa12 202413
§8=p | DEPENDENT RESIDENTS
Avesident who is unable to carry out activities of
daily liviig recslvas the necessary seivices to
malntain good nufritlon, grooming, and personal
and oral hygiene,
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F 312 [ Continued From page 3 F 312
This REQUIREMENT s not met as evidenced
by:
Based on abservation, medical record review, The facllity will ensure all residents who
staff Iterew, and review of the fadility's poli¢les are unahle fo carry out activities of dally
and progedures, the facllity failed to ensure living receive the necessary services to
appropriate perineal care was provided during 4 rnalftain good nutrition, grooming, and
of & observations of Incuntinencs care affecting pereonal and oral hyglens.
sample resident #63. The findings were;
_ A)The factlity will ensure appropriate
1. During an obsatvation on 1/8/13 at 0,45 AM petineal carg is performed for resident
GNA¥ provided perineal care to regldent #63, #63 and all residents. '
Tha GNA removed the resldent's wet B,YEducation will be provided to all staff
incontinence pad while sfhe was In-a slt to stand on the importance of providin
Jift. The following concarns were identifiad: apprapriate parineal care to all residents,
8. The CNA cleansed the resident's antarior C.)Menitoring of compliance will ba dons
perineum but did not Include the upper thighs or by weskly random rounds abgarving
postarior peringum where Urine had come In pericare for two residents using the qually
gonitact with the skin, Review of the 11/21/12 monitoring tool by charge nureses until
significanl change MDS assessment showed the substantial compllance has bean met,
resldant Was totally dependent for personal D.J&{aff not providing appropriate perlcare
hygiene and ivllet ysa. , will recelve immediate in-servicing and
b. Intetvigw with the GNAon 110113 at §:15 corractive actions will be taken,
AM revealed it had been "awhlle" sincoher 1 | E.)Resultg will be reported guarterly at the
tralning related to incontinence cars, and wag guality mesating as patt of the facitily
only to cleanse the resident where e/he was quality assurance program.
solled.
2, Review of the pollcy and procedura for parineal
care last reviewed on 944711 showed hath the
anterior and posterior perineum were to be
cleansed ... to provide cisaniiness and comfart to
the rasident, to prevent infections and skin
irritetion..."
F 323 | 483.25(h) FREE QF AGCIDENT F 323 2124113
55=k | HAZARDS/SUPERVISION/DEVICES
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ELIMMARY BTATEMENT OF DEFIGIENCIES

The facility must ehsute that the resldent
environment remaing as fraa of accident hazards
as |s possible; and each resident recelves
adaquate supervision and assiatance devicas to
prevent accidants.

This REQUIREMENT I8 nof met as evidens:
by:
Based on observation, staff interview, and review
of facilily policies and procaduras, the facility
falled lo ensure 1 of 4 medication carls was
locked (secure area madication eart) whon staff
wag not prezent, In addition, the facifity failed to
engsira unsafe chemical solutions were secured
In one area {secure unit) during random
observations. The findings were!

1. An observation of medication administration on
the secured unit by RN #2 on 1/8/13 revealed the
fallowing etheems:

a, Observation at 5:22 PM showed RN #3
prapared medicatione for administration at the

prapared medlcation at the cart, left the cart

medication cart. The cart waa left unideked Whlle
fhe RN walked away from the cart with hel hack
toward the cart I the dining area to give a
resldant thelr medication.

b, An observatlon at 5:26 PM showad the RN

unlocked and walked sway from the cart with her
wack toward the cart. The RN walked 3 tables
away and gave a restdent their medication, At
526 PM wo residents ware opsarved walking
between the cart and the RN to thelr seats in the
dining area while tha RN's hack was urned away
from the cart while giving a resident madication,

The facility will ensure that the residant
environment remains as free of accldent
hazards as s possible and that each
resldent recelved adequate supervision
and assistance devices to prevant
accidants,

A)AN medication carts will remain lucked
when staff are not present. Unsafe
chemical solutlons will ke secured In all
areas during random observations.
B.)education will be provided to all nurses
on the Importange of keeping medications
Iockad at all times when not present.

the importanga of keaplng unsafe
chemical secured In all arsss.

C. )Monitoring of compliance will b done
hy waakly random obagrvations and
physical checks of two medication carts
perweek and four resident areas per
week by supervisors for unsafe chemicals
uging the quality improvement monltoring.
too! until substantial compllancs has baen
met.

D.)Nurges not locking medleation carts
and staff not keeping unsafe chemloals

| Educatioiwilt be provided fo allstaffon |

{X4) D D PROVIDER'S PLAN OF GORRECTION *6)
RREFIX {EAGH DEFIGIENGY MUST 55 PRECEDED BY FULL PREFIX . (EAGH GORRECTIVE ACTION GHOULD BE COMFLETION
TAG REGULATORY OR LG IDENTIRYING INFORMATION} TAG CROSS-REFERENCED TO THE APFROPRIATE DATR
i . , REFICIENGY)
F 323 | Gontinued From page 4 . F 328
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F 323

F 326
85=D

Continuad ¥rom page §

c. AL 5;35 PM the RN prapared an as needed
(PRN} medication for a resident who she stated
had become,"more verbally agitated over the past
hour.” The RN walked away from the unlocked
cart with her back toward the cart, gave the
realdent histher medication, [eaned down and
talkad with the resldent for several minutes.
Dur(ng this time a reeldent walked by the
unlocked medlcatlon art.

d. An interview with the RN on 1/8/18 at 5:37
PM revesled she roufinaly left the medicatlon carl
unlocked |n the dining area hecayse sha was. In
the same room.

e, An interview with the DON on 1/8/13 at 8:30.
FM revealed she expacted nurses to lock the
madicafion cart if the medleation cart was not
vislble to them. The DON also revealed this ls the
taclity's poficy.

2, Revlew of the facllity's policy litled,"Specific
Medlcafioh Adrministration Proceduras A
Medicaiion cart Is lockad at all times unless in
use and uhder the diract abservaticn of the
medication nurse/aldes,”

3, Durlng observations on 1/7/13 at 9 PM, /8113
at §:30 AM, and 1/8/13 at 10:30 AM, a one cuart
spray bottle of HB Quat solution (ammohia) was
observed inan unlocked raom (Employes Break
Room #3258) under the sink in the secure unit.
Perindic abservations during the survey revealad
residents ambulated past the unlocked room
without staff present. Interview with the 1GC
(Infection Gontrol Corrdinator) on 1/8/13 at 3:20
PM acknowledged the disinfactant found under
the elnk in tha secure unit was unsafe,

A83,25(0) MAINTAIN NUTRITION STATUS
LNLESS UNAYOIDABLE

F 323 '
secured will recelve Immediate
in-servicing and corrective actions will be
laken.

E.)Rasulte will ba reported quarterly at the
tjuality meeting as part of the faclilty
quelity assuranes program.

- 326

2124113
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Based on a resident's comprehensive
assessment, the facllity must ensure that a
resident -

{1) Maintalng acceptable parameters of hutritional
stalus, guch as body weight and proteln levels,
unless the resldent’s clinlcal condition
demonstrates that this is not possible; and

{2) Reovives a therapeutic dlet-when there Is a
nuttitiohal problem,

This REQUIREMENT g not met as evidenced

Based on obsarvation, staff and famlly inferview, 'The faciiily will ansure that al) resldents
and medical record review, the facility failed to will maintain acceplable paramstars of
monitor welght loss interventions for ¢ of 7 nilltflonal status unless the resldents
resldents (#71) reviswed for walght loss. The ciinleal condition demonstrates that this Is
findings were! not possible; and (2) recelves a
therapeutic diet whan there 1s a nutritional
Medical record review showed reaident #71 wag proble,
atdmitied to the facllity on 8/7/06 with diagnoses -1 A)The facility will ensurs monitoring of
theluding diabetes, non-Alzhslmer's dementia, ! weight lors interventions are completed
“-hypertansion;and-anxiely-disorder;-Aroviewof- | | forreskient#79 and-all- other resklents,
the MDS slgnificant change assessment dated B.)Gluoerna three times daily and
101212 showad the resident was cognltively multi-vitamin daily are listed oh resldent
Impaired, requlred aesistance with activities of #71 care plan. Resident#71 has been
dally living incladlng eating, and had no significant re-weighed.
change In hisfher welght. A review of the care . )Registerad Dietitian will notify MRS
area assessment revealed no iriggers for weight Coordinator and Certifted Dietary
loss. Areview of a facility form {itlec,"Nutrition Manager of significant welght loss
Risk Assersmant”, showed on 7/5/12, 9127112 changes in ong, three, andfor six months
and 10M1/42 the resldent was at high risk for via nutrition therapy Intervention as
welght losg. An RD note dated 9/27/12 shovyed neaded,
the rasident was supposed to receive glucema (a D.JR.D, will note nutrition supplementation
liquid meal supplerment for individuals with onto resident #71 interdisclplinary care
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F 325 | Continuad From page 7 , F 526
diabetes) three times daily with meals and a plan as wsll as nursing 24 hour report,
| mufthvitamin, The care plan updated an 1071612 © | EJRN/LPN will in turri note the nutrition
showad under eating that the resident iiked meals : supplement consumplion separate from
on @ lray, had baen ordered an 1800 calorle other fluids consumad by the resident.
diabetic diet, had hisfher natural testh, ehoctirags FIR.D. will notify COM via dletary
to el ralated to a poor appetite, and to fead the Intarvertion form to add nutton
resident as negdad. A cara plan for alteration In supplement to dietary card of resident
hehavior related to dementla and refuzing meals #71,
had interventions that Included encouraging the G )Consumption of liquld nutrition
resident to come ouif for maals and offerlng supplements will be recorded by nursing
supplementa if the resident refused meals, staff in the {reatment adminlstration
however, the glucerna three times dally with racord for resident #71 and residents who
meals and the multi-vitamin dally were not listed are at high risk for weight ioss.
an the residents cars plan, The following H.)Educalion will be provided to all
concems were idenfified; nursing staff on the importance of
a, The resldent was ohseived at breakfast | recording nutrtion supplements in the
on 1/8/13 at 8:30 AM. The tray cand indicated the | - TAR.
resigent raoslved an 1800 calarle diabeflc diet, I)Monitoring of compliance will be done by
there was no glucerna llsted on the tray card or weekly random checks of the TARS for
on the resident's breakfast tray. The resldent was two residents at high risk for welght loas
observed af the supper meal on 1/2/18 al 5:30 hy nursing supervisors using the quality
PM, Glucstna was on the resident's tray and it Improvament monitoring tool unt!
was npehad, however, the resident did not substantial compliance has been mel,
consume any of the supplement. Glucerna was J.JNursing staff hot compliant with
not listed on the tray card, , recording nutritional supplements for
b, The resident's walght In June 2012 was rasidents at high risk far welght loss will
156 Ibe (pounds) and December 2012 was 132 receive immediafe inservicing and
Ibs, with & welght Josa was 24ibs or 15% over 6 corrective actions will be taken,
months. An RD note dated 1171912 showed the . K.)Resuits will be reported quartery at the
resldent's welght was 143 Ibs and the resident quality meeting as part of the facllity
had experierced a significant change In welght qualify assurance program,
over 3 manihs, and hotad that the resident's .
intakes continued to deciine. The RD
racorded,"will aand breakfast foods for all meals
and see if this helps Ineraase Intake", The RD
note dated 12/13/12 showed the resldant's weight
was questivhably recorded at 132 |bs per staff
repaorting the resldent had been eating more,
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however the resldent was not re-welghed, Tha
documaniation on the RD notes dated 11/19/12
and 1213112 did not indicate whether the
resident should confinue to receive glucerna
threa times dally with mesls. ‘

e, Amulti-vitamin was ordered on 2/6/12
and a review of the MAR indlcated the resident
wae taking the vitamin daily, The order for the
multi-vitamin ended an 10/20/12 per the MAR and
no Indication was glven why the multi-vitamin was
discontinued. Review of the MAR and treatment
adminjstration record also revesled ho order for
glucerna supplemerits thres tives dally with
meals,

d. Review of a physician progress note
daled 9/28M2 showed the reaident,"presents with
avaluation for not eating very well per nurses.”
The note showed the resident,"fesls fina but that
[s/he] does nof feel like ealing and i sating a
small amount if any at all', Diagnoses Included
failure o thrive;"pt [paftent] 12 nat eating [S/he]
states [afhe] feels fine but not hungry, denies pain
and that eliology unknown. "The plan was,
Mencouraged pt to eat, rood seems ok, monitor
atgtys clossly, continwe meds," Review of
physiclan recertification-examination dated 1/3/13
showed "staff is concerned that [s/he] has
recenily had a very poor appeti:e with welght
loss..." We will review [hls/her] medication and
continie to oare for [him/her] in the care center.
We will 2lso ordsr labs to follow up on [his/her]
general health, Patlent is in agresment with this

lan®,
P e. PReview of nursing notes dated 8/28/12
through 1/8/13 reveatad 23 entries where the
resident refused meals ot had @ decreaged
appetite. Review of the Intake and outpul records
fram 1071712 through '1/9/13 showsd the realdent
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consumed less than 50% of 2 of 3 meals offered
and did nof Indicate whether glucerna was offerad
" | or the emount consurned.

f.  Review of labs datad 10/17/12 showed a
low alburnin lovel of 2.90 gm/faL (grams per
declliter). Normal albumin levels range from 3.60
to 5,20 gm/dL. (Albumin is a protein found in
blood that is formed it tha liver and is used gs a
haginning measure to assess nutrition).

g. Al inferview with the resident's
responsible party on 1/8/13 al 2:30 PM revealed
concerng related to waight loss.

h. Aninterview with CNA#2 on 1/8{13 at 2
PM revealed nutitiona! supblements including
glucerma were docurmented on the megls any
fluids report a8 part of the tobal fluid Inteke.

i. An Interview with the RD on 4/9/18 &t 330
' AM revealed (he resident was supposed to
receive glucema 3 fimes a day with meala. The

RD also revealed that gluceins was not recorded
on the MAR or lreatment administration record
hut was recorded as part of the total fiuld intake
hy the CNAs. Therefore, thele was no acourate
way to determine whether the resident was
conguming the glucerna. The RD indicated
Interventions were attemptad such as breakfast
foode at each meal, glucema three times dally
with meals and the resident has,"snacke in
his/her room Including nuts and sugaty snacks'.

. Aninterview with the dietary manager
(DM) oh 110713 af, 12:30 PM verified the
plucerna intake was recordad as fluld infake and
she was not sure how much glucerna the resident
was actually consumlng, unless the can of
glucerna came back unopened on the resident's
meal tray or the CNA's Informed her that the
resfdant had net gonsumed the glucerna, The DM
revaaled the glucerna was supposed to be listed
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on the resldent's tray card. Tha DM was aware
thet the resident had lost weight and mentioned
Interventions Ineluding glucerna supplements
three times dally with meals. She furthar stated
that the resident,"ate the breakfast foods for
every maal really well for 5 while but gets fired of
something and will not eat it anymore, The weight
of 132 Ibs in Decamber 2012 was iow and the
resident should have besn re-weighed." The DM
had no explanation why the resldent waa hot
re-welghed In December 2012 ‘
F 332 | 483.26(m)({1) FREE OF MEDICATION ERROR F 332 22413
88=g | RATES OF 6% OR MORE

The facllity must ensure that it Is free of
medication error rotes of five percent or greafer.

This REQUIREMENT s nol met as svidanced

by: :
gased an observaiion, medical record review Thae facllty will ensure that It Is free of
and staff interview, the fadiity falled fo maintaln medication error rates of five percent or
an error tata under 5%. Five errorg cocurred out grealer.
of 64 opportunities resulting in an emer rete of 7.8 A)The facility will ensure medications are
%, The findings were; ~ ' axiministered correctly sceording to
physician'a orders for residents #2, #3,
1. During a medication pass on 1/8/13 at 5:05 #60, and #62 and all other resldants.
PM, LN #1 administarad non-sample resldent B.)MARS far resident #2 has been
#2 albuterol 28 mg in 3 ml of solution by way of a cotrectad raflect the correct arder.
nebulizer. The fallowing concarns were jdentified; Resident #3 is recelving the correct doas
a. Reviaw of the 11/5/12 physlclan orders of glucosamine 500 mg and chondraltin
showed albuterol nebulizer 1.25 mg/3 ml ta bs 400 mg thres times dally per physlclan
given as needed. Further review showed an orders. Resident #62 is recelving
additional order for albuteral 2.5 myg to be given glimepride 4 mg at bedtime per physicians
o¢ haeded every bwo holirs, orders. Resldent #60 I receiving Zocor
b, Interview with the LPN on 1/8/13 at 8,25 20 mg and Famotldine 20 mg per
PM verifiad the order for albutero! showed the physician orders,

FORM CMS-2667{02-08) Previous Viisions ODsolete Evant 10: X85M11 Fadllily ID: WYOD10 if continuation shest Page 11 of 24



Feb, 21.

2013 11 17AM

DEPARTMENT OF HEALTH AND HUMAN SERVICES

No. 1949 P 14

PRINTED: 02/21/2018

FORM APPROVED
CENTERS FOR MEDIGARE & MEDICAID SERVICES OMB NOQ. DB38-0301
STATEMENT OF DEFICIENCIES (%4} PROVIDER/SUPPLIERICLIA {¥2) MULTIPLE CONBTRUGTION (X5) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMRBER: COMPLETED
A BUILDING
c
B, WING
535030 0111012013
NAME OF PROVIDER OR SUPELIER STREET ADDRESS, GITY, STATE, 2IF CODE W g,
1171 LANE 12 ':}'3\
B CE
NEW H?RIZONQ CAR NTER LOVELL, WY 82434 Q\

{4y D SUMMARY BTATEMENT OF DEFICIENGIES D PROVIDER'S FLAN UF CORRECTION, (6]
.-PREFIX (EACH DEFICIENCY MUBT BE PREGEDED BY FULL PREFIX. (EACH CORRECTIVE ACTION SHOULDBE | GOMFLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION; TAG CROBSREFERENGED TO THE APFROPRIATE DATE

DEFIGIENGY)
F 332 Continued From page 11 F 332

medication was to be given as naeda and not
routinely and the MAR did not reflect the correct
order

2. During a madication pass on 1!8!13 at £5:36 PM
ghowed LPN #1 gave glucosamine 1600 mg and
chondroitin 1200 mg to non-eample resident #3
from the sfock medication supply, Review of the
11/20/12 physlclan prders showed the resident
wes to receive glucosamine 500 mg and
chendroitin 400 mg threz times daily. During &h
interview and review of the MAR and physioian
orders with the LPN on 1/8/13 at 6:25 PM, she
varifiad the resident recelvad the incorrect dose.

3. During a medication pass oh 1/9/13 at 8 AM
LPN #2 gave sample resident #62 glimapiride 4
mg. Raview of the 1/3713 physician ordels
ghowed the resident was fo recelve the
meadication at hg {bediime). During an Irterview
with the LPN on 1/9/13 at 2:40 PM she sfated the
eMAR used at tha fime of the medication pass
showed the medication wag to be given in the
morning. Review of the piinfed MAR showed the
medication was fo be glven at bedtime and the

nurae gave the dosa in the morning.

4, During a medfeafion pass on 1/8/13 at 6:16 PM
PN #3 administered the medication for resident
#50 including Zocor 20 mg and Famotidine 20
mg. The fellowing concerns ware identifled:

8, Recapitulation of physician orders showad
the rasident was supposed to receiva Zocor 20
mg at bedime and Famotidine 20 mg at bedtime.

b, Interview wity LPN #3 on /813 at 6:15
PM verifiad the ragident's Zocop and Famotiding
wers supposed to ke given atbedtime, not at the
§ PM medication pass.

' C.)Education will be provided to all nuress

| without medication errors will recelve

on the Importance of administering
medications correstly sccaording to
physician's orders o ensure the faoliity's
rmedication efror rate Is Jess than 5%.
MARS for resident #2 has been corrected
to reflect the correct order. Resldent #3 ks
recelving the carrsot dosa of glucosamine
500 mg plus chondrollin 400 mg three
fimes dally per physlcian orders. Resident
#62 Ia receiving glimeperide 4 myg, at
bedtime per physician orders. Resldent
#60 I2 racelving Zocor 20 mg and
Fametlding 20 mg. per phyeician orders,
A frequeney ordet for albuterol nebulizer
treatment 1.25/3m, for rasident #2 has
been added and the MAR will raflact the
correct most current physician orders,
D.)Monitoring of compliance will be done
by weekly random obgarvation of two
nurses by supervisors using the quality
improvement monitoring tocl to ensura the
fal(;ility medication error rate is less than.
5%.

E.JNusges not adminisiering medicafions

immediate In-servicing and corrective
agtions will be taken.

F.)Results will be reported quartetly at the
qualily mesfing as part of the facility
quality assurance pragraim.
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1]

PROVIDER'S PLAN OF CORRECTION

The facility must provide routine and smergsney
drugs and blologlcals to its residents, or obtaln
them under an agreament described in.
§483.75(h) of this patt, The facility nay permit
unlicensed personngl to adminlster drugs if State
law parmits, but only under the general
supervigion of a lisensed nursa, '

Afaciiity must provide pharmeceutioal sarvices
{Including procedures that assure the accurate
acqulring, recelving, dispenaing, and .
atminiztering of all drugs and blologleals) to mast
the naeds of each realdant,

The facility must employ or obtaln the services of
a licensed pharmacist who provides consultation
on all aspects of the provision of pharmacy
sarvices In the facllty.

This REQUIREMENT is not met as avidenced

Based on observation, medical record review
and staff interview, the facility failed to ensure the
glactronic medicatlon system waa free of
slgnificant errors fof non-sample residents #2, #4,
#h, #6 and sample residents #60 and #70 with
the potetitial to affect all residents. The facility
had a cansus of 73 at the tins of the suvay. The
findings were:

1. During a medication pass on 1/8/13 at 5:05 PM
LPN # administerad resldent #2 alouterol 2.6 mg
in 3 ml of solution by way of a nabulizer, The

The facility will ensure pharmaceutical -
services (including procedurss that assure
the accurate acqulring, receiving,
dispensing, and administeting of ell drugs
and blologioals) are provided to meet the
neads of each resident,

A)The facility will ensure the electroniv
medications system ls frea of signiflcant
arrors for resldents %2, #4, #6, #6, #60,
#70 and all other residents.

" B.)A frequency ojder for albuterol

nebulizer treatment 1.25/3ml. for reskient
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following concems were ldentified:

a, Review of the 11/6/12 physician orders
ghowed albuterc nebullzer freatment 1,26 mg/3
mil tey be given as needed. No frequency was
noted. Further review showed an addiiions| order
for albuterol 2.5 mg o be glven as needed every
two hours, There were rio routine doses of the
medication ordered.

b. Review of the printed January 2013 aMAR
showed the reslident was to receive albuterol 2,5
mg ihree times daily and as neaded.

¢. Review of the 8/11/12 physician orders
showed the resldent was ordered albularel 1.26
mg neb (hebulizer) treatmienta four fimes daily. In
addition, the resident was orderad albuteral 2.8.
mg every two hours as negdad,

d. Review of the physician orders dated
10/2/12 showed the albuterol treatment frequency
chahged fo ba given three times dally. The doge
of 1.25 mg did not changs,

g. Interview with the LPN on 1/8/13 at 6:25
PM verified the oxlar for albuterol showed the
medication was ta be glvep as needad and not
routinaly. In addition, the LPN vatlfied the MAR
did not reflect the most ourreht |hysician arders,

2, An interview with RN #1 on 1/8/13 at 8:35 AM
revealed the madlcation onglyza wag
discontinued approximately ona month ago for
non-sample resident #4. Review of the January
2013 sMAR with the RN showed It was to be
given ot 1/ and 1/7/13, Tha RN attempted to
nolify {he pharmnacy about the error but did not
receive a rasponse. Review of the physiclan
orders dated 11/8/12 showed the medication had
been discontinued,

3. Roview of the printad January 2013 eMAR for

#2 has been added and the MAR will
reflect the correct most current physiclans
orders. January 2013 eMAR for resldent
#70 noludes the amounf of albuterol the
resldent receives. The eMAR for Sennas
2 tablets for resident #5 has been
correctad to reflect tha crrent physiclan
order. The eMAR for Difropan ER 10 mg
for resident #8 has been comected to
rafieot the curremt physician arder,
C.)Edugation will be provided to all nurses
on the importarce of ensuring the
elestronie medication system is frae of
gigniicant errors for all rasidents.
D.Menitoring of compliance will be done
by weekly randorn checks of fwo residents
orders agaihst the MAR by supervisors
using the quality improvemert meniforing
tool.

E.)Nurses not ansuring ihe electronlc
medication aystem Is free of slgnificant
errors will recelva Immediate in-satvicing
and corrective actions wilt be taken.
F.}Results will be reported quarterly at the
quallty mesting as part of the faolllty
asaUrancy program,
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resident #70 showed sihe was to reveive a
nebulizer treatment of alouterol 0.5-3 my four
times daily. The MAR did hot Indizate the doee of
madicatian to ba given, it only showed a dose
range. Further review of the MAR did not indlsate |
how much of the medication the resldent received
with each treatment.

4. Obsarvation an 1813 at 515 PM showed LPN
#3 preparad and gave resldent #60 Zocor 20 mg |-
and Famotidine 20 mg. Review of the pharmacy
order dated 12/28/12 for Zocor 20 mg &nd
Famotidine 20 mg daled 12/8/12 showed the
medicaticns were supposed to be given at
badtims, Review of the prinfed eMAR received
11613 at 8:40 AM reveated Zocor and Famolidine
ware ordered at bedliime and in parenthesis lale
PM, it also indicated the [ast dosa was given at
517 PM oh 1/8/13.

5. Observation on 1/9/13 at 5:50 PM showed LPN
#3 prepered Senna 8 2 tablets for non-sample
resident #5. The LPN noted that the eMAR
showed 2 diffsrent times for ihe medication to be
adminlstered, at bedtime and Jate PM. The LPN
indicatad an order clarification should be obtained
and did not glve the medication, however, she
indicated that a review of the eMAR jndicated the
Senna  had been glven dally al & PM, Review of
the: physiclan's order dated 11/7/11 showed the
resident was supposed to receive Denna 8 2
tablets at bedtime. Observation of the sMAR
during medication pags revealed the medicafion
was orderad fo be giver at badtime and in the
paragraph below showed, "glve in late PM". The
lagt dose of Senna S was given on 1/8/13 during
the 6 PM madication pass.
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6, Observation on /2113 at 8:10 PM showed LPN
#3 prepared Ditropan ER 10 mg for
administration to non-sample resident #6. The
LPN noliced the eMAR showed 2 different times
for the medication {o be administered, at bedtims
and |ate PM. The LPN dld not give the Diteapan
ER and indicated that a clarificetion order should
he obtained prior fo adminlstering the medicatinn,
The LPN reviewed the eMAR and revaaled the
Ditropah ER had basn given daily at & PM.
Review of the physician's order dated 12/20/12
showed the resident was supposed to racelve
Ditropan ER 10 mg at bedlime. Review of the
eMAR durlng the matlication pass revealed the
medication was orderad to be glven st badtime
and in the paragraph below Instructions showed,
"give in late PM", with the laet dose of Ditropan
ER glven on 1/8/13 during the & PM medioation
pass,

7. Interview with the DON on 1/8/13 at 4:30 PM
revealed the facility had problams with the eMAR.
She stated for example, medications that had
been discontinued would reappesr on the eMAR
days ker to be given without & physician’s order,
Sha further stated nurses who were not famillar |
with the resldents could give a madication that
was Ingorract. An Interview with the DON at 546
Pt/ that same day revealed nurses adminlstaring
medications wers educated to notify tha
pharmacy if they found errors on the eMAR. In
acldition, the nurses ware 1o change the MAR to
reflect the correct medieation order, She stated
the problem was initlally identifled on 12/20012,

8. Review of an e-mall record by the DON from
tha pharmacy on 1/9/13 Hmed 6:29 PN showed it
atated they had identified "Incansiatencies and
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problams related to the eMAR.” Problems
ineluded: "pharmacy input inconsisteney,
inconsistent pracedures related to medication
recanclliation from Pharmacy orders and MNursing,
and incongiztent application of the program by
nurslng.” The email furthst stated the pharmacy
staff would be in-gerviced sometime the week of
1114413 on the problems idenfified.

9. Intarview with the pharmacist on 1710/13 at
11:40 AM via tolephone revaaled thers had been
an Internal eoftware upgrade that was to only
affect the pharmacy Itself but unaxpectedly
affectad the facliifies the pharmacy serviced, He
firther stated he was uncerialn when the
problems associated with the upgrade would be
fixad.

F 431 483.60(bY, (d), (¢) DRUG RECQRDS, F 431 - 2/2413
58=£ | LABEL/STORE DRUGS & BIOLOGICALS

The facility must amploy or abtain the services of
& licenaed pharmacist who establishes a system
of records of receipt and disposltion of all
controflad drugs In sufficlent detail to enable an
aceurgte reconeiliation; and dotermines that drug
controlled diugs is maitalned and periodically
reconciled.

| Crugs and blologlcals used In the facllity must be
| labeled in accordance with curtently accepted
professlonal piinciples, and Include the
appropriate accessory end cautionary
instructions, and the expiration date when
applicable.

In accordance with State and Federal laws, the
facllity must store all drugs and biologleals in
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carts, The findings ware.

locked compartments under proper temperature
cottrals, and parmit only authorized personnal to
have angeds to the keys,

Tha facilly must provide separately locked,
parmanently afflxed compariments for storage of
confrolled drugs listed In Bchedule (1 of the
Comprehensive Drug Abuse Preventlon and
Control Act of 1976 ang other drugs subject Lo
abuse, except when the facility uses aingle unit
package drug distribution systems in which the
guantity stored is minfmal and & missing dase can
be readily detectad,

This REQUIREMENT ig not met ag evidenced
by:

Bazed on observatlon and staff Intarviow, the
facility falled to enaure that expired medlications
were not avallable for resident adminlstration In 2
of 2 madication reoms and 4 of 4 medication

1. Observation of the medication reom on the
sacond floor on 14/10/13 gt 8,10 AM reveslad
stosk ipratraplum bromide nasal spray hed
explrad 912,

2, Obseyvation of the madicatlon rosm on the first
floar on 1710/13 at 8;30 AM revealed 2 ear drap
bottles expired 12/12; oxybutynin & mg expirad
10M12 for non-zample resident #7; potassium
chloride 10 meq (milliequivalents) expired 10/2/12
for resldent #7; sulfamethoxazole DS expired
91112 for non-gample resident #8; atosk Extrg
Strength Stool Softener explred on 10/2; and
stogk Ester-C 1000 mg explred 1212,

The facility wili @hsure drugs and
biologicals used in the facility are labeted
Iy accordance with currently accepted
professional principles, and include the
appropriate accessoty and cautionary
instructions, and the expiration date when
applicahle,

A)The faclllly will ensure expired
medications are net avallable for use for
rasidents, #7, 8, #9, #10, #11, #5, #12,
#13, #14, #15 andl all other residents,
B.)Explred medioatlons have been
remaoved from hoth medication rooma,
C.)Education will be provided to all nurses
on the importance of checking expiration
dates of all medication to engure they are
tiol available for resldent use.
D.)Monltoring of compliance will be done
by weekly random checking of two
medicafion carts and one medleation
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11112 for non-sampla resldent #14; pratropium

Continyad From page 18

3, Observation of the medication oart for pods 3
and 4 on 11013 &t 9 AM revealed promethasine
25 mg had expired 12/20M2 for non-zample
resident #9,

4, Ohservation of the medization oart for pod 2 on
1110713 at 910 AM revealsd
Benadry-Maalox-Lidocaine oral suspension had
no explration date fot non-aample resident #10.

&. Observation of the medicaflon cart for the
second floor on $110/13 at 9:40 AM revealed
simvastatin 20 mg had axplrad 1212 for
non-sample resident #11,

8, Observation of the madication cart for the
secure unit on 1/10/13 at 9:60 AM revaaled
nystatin oral suspenslon had no explration date
for non-sample resident #5; 2 bottles of
ChlorBeta-Maalox-Vaseline oral suspension had
expired on 11/1/12 and on 12/27112 for
non-sample resident #12; tolhaftate anti-fngsl
powder 1% expired 11412 for non-sample resident
#13; tolnaftate ant-fungal powder 1% explred

albiterol expired 11112 for non-sarple resident
16,

Interview with RN #2 on 1/10/13 at & AM ravealed
the medication hursas checked the carts for
explired medications every week as part of their
medication administration, and that she was
responsible for checking explred medications for
the sacond floor medication room and RN #4 was
responsible for the first floor medieation room.
The RM further veriflad the above medications
were explred and avallable for resident use.

F 431

room cupboard by a nureing eupervisor
using the quality Improvement monlforing
tool until substantial compliante has been
mat,

E.)Nursas not ensuring expired
mnedloations are not avallable In their
assigned erea will recelve Immediate
in-servicing and correctiva actions will be
taken. '
F.)Results will be reportad quarterly at the
guality mesting ss part of the facillty
guality assurance program.
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Tha facility must establish and maintain an
Infaction Control Program deslgned to provide a
safe, sahitary and comfortable environment and
ta help prevent tha davelopment and ttansmisslon
of diseaze and infection.

(a) Infection Control Program

The facility must establish an Infecton Control
Prograim under which it -

(1) Investigates, controls, and pravents infections
in the facility;

(2) Decides what proceduras, such as isolation,
should be applied to an individual resident; and
(3) Malntains a record of incldents and corrective
actions related to Infactions.

(b) Preventing Spread of Infeclion

{1) When the Infeation Gontrol Program
determines that a resident neads iaolation to
prevent the epread of infection, the facllity must
isolate the rasident,

{2) Tha Facllity must prohibit employees with a
sommunicable disease or infacted skin lesions
from direct contact with rezdents or their food, if
direct contact will transmit tha dissase,

(3) The faility must require staff to waah their
hands efter each direct rasfdunt contact for which
hand washing is indicated by accapted
professional practica.

{c) Lnens

Perzannel must handls, stors, process and
fransport linens eo as o prevent the spread of
Infaction.
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firjshed diessing the resident in the wheelohair

This REQUIREMENT i nof met as avidenced
by

Basad on observation, staff intervlew and review
of the facllity's policy and procedures, the faollity
faifed to ensurs staff cleansed thalr hands
appropriataly during 4 random observations and
hand ganifizers were not expired and available for
use In 3 areas of the facliity. In additien, the
facllity Failed ta ensure laundry was monitered for
Infestion control. The findings were:

1. Observation on 1/8/13 at 2:30 AM shawad | PN
#2 changed the golestormy (an opening of a
portlon of tha colon through the abdominal wall)
bag for resident #83 with gloved hands. She than
ramoved her gloves and donned a sacond palr of
gloves without first washing her hands, The LPN
pontinyed to redress the resident's fistula:
(opening hatween the colon and the skin surface)
located on his/her abdomen,

2. Observation on 1/8/13 at 9:46 AM showed GNA
#2 completed incontinence sare for resident #53
with gloved hands. Sha then placed the oxygan
tublng on the resident and removed the resident's
comb from the drawer. The CNA then removed
her gloves and donned a sacond palr without first
cleansing her hands. She continued to assist the
resident to adjugt his/her pillows and blankets,

3. Observatioh on 1/8/13 at 9 AM showed CNA3
cormpleted incantinence cara for resident #54 with
gloved hands. The CNA removad her gloves and
without first oleansing her hangds.

4. Observatlon on 1/8/13 at 9:30 AM showed CNA

The Faciity will ensure thera 16 in place an
miaction control program designed to
provide a safe, sanltary and comfortable
environment and to halp pravant the
development and transmission of disoase
and infection,

The facility will ensure staff gleanse their
hands appropriately during cares provided
for residents #63, #64, and #65 and all
other residents. The faollity will ensure
theve are no expired hand saniizers Ip the
faciiity and that water temperatures are
being monitered In the laundry room.
B_)Expired hand sanltizer in staff break
room on the secured unlt and activity
room on the first floor have been
retnoved.

C.)Water tamperatures in latindry will he
mehitored and documented daily by
laundry aldes. :
£,3The facility will nstali a hot water
croulator to maintain hot water
temparature and-a-gauge to monitor
temperatures on the new washer,
E.)Spacifications have been vitained
from Ecolaby, who will check the parts per
million monthly and record it on thelr
report,

F.)In-service was provided to laundry
Aides on checking laundry temperatures
oh 01/23H3. In-service will ba provided to
all laundry aldes on new washer after
instaliation.

G.Wiohltoring of compliancs of laundry
temperature will be dofie by Wweakly
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#3 completed Incantinence care for resldent #86 - random cheacking of all laundry water
with gloved hands. The CNA removed her gloves temperature logs by the [aundry
and fntehed dresging the residant wnthout firat suipervisor using the quality monitoring
tleansing her hands. tool until substantial compliance has been
met compliance.
{nterview with CNA #4 on.1/8/13 at 1:50 P H.}Education will be provided to all -
revealed she washed har hands only after nursing etaff, regarding the impartance of
removing her gloves and before donning hand washing during cares and remaving
second pair if the first palr of gloves had been expired hand sanltizers,
sofled, Interview with CNA #1 on 110/13 at 8:15 1. )Menitering of hand washing during
AM revealed she was Instructed o wash har pares will be done by weekly randotn
hands only after she removed her gloves and observation of cares belng provided to two
befora exiting the resident's roam, Interview with residenls by supervisors until subsianfial
CNA#3 on 1/8/13 at 2:40 AM revealed she knew compliance haa boen met. Moniloring of
she should have washed her hands after hand sanltizers will ba dona by waeldy
temoving the gloves but "Just forgaf”. random rounds shecking expiration datas
of three senitizers using the quality
8. Dbservation on 1/7/13 at 8:30 PM showed the improvemant menitoring {ool until
hand sanlifzar in the staff break room located on substantial compliance has been metl
the secura unit expirad In April 2009, On 1/10/13 J.)Laundry aides not monitering water
at 9 AM the hand sanltizer located In the mativity temperatures, nuraing staff not performing
room on the first floor was found to have an appropriate hand hyglens durlng cares
expiration date of April 2070, The dats on the and not removing expired hand sanitizers,
hand sanitizer in the activity toom was verifisd by will recaive immediate in-servicing and
the activities aide #1 at that time. corraction actions will be taken,
K.JResults Wil be reported quarterly at the
&. Observation on 31018 &t 9:60 AM showed the quality meetings as part of the facilty
hand sanitizer In the office on the secure unit had quallly assuiance program.
explred 2/12. Interview with RN #3 at that tme
verified the explration date,
7. An Interview with the infection control nurse on
119113 af 3:20 PM acknowledged staff wera to
wash thalr hands after removing gloves and
before confinting resident care. In addition,
hands were to be washed before donning &
second pair of gloves, Further, the hand
ganitizers should not be available for use after
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Continved From page 22
thay have expirad.

8. Interview on 179713 at 3:56 PM with
housekaeper #1 she did not know how to check
the washing machine tarmperaturas, The
following concerns were Identifiad:

a, During an interview with the housskesping
manager on 1/10/43 af §:20 AM she
acknowledged that staff, “...used to record the
aofual water temperatures of the washing
machines hut they stopped doling that about &
year and a half ago because the laundry staff
were not doing it correctly and the temperatures
werea all over the place.” The houseleaping
manager also stated, "the facllity pol a new
washing machine about & year age and neithar
alie nor her staff were aware of how to manitor
the temperature on the new machine,

She Indicated that the laundry serves both the
long term care and the hospital. She also stated
that a chemical additive was added to the wash
cynle and this service was coniracted through a
vommercial vendor {Ecolab). Sha was unaware
of the specifications of the laundry additives
provided by Ecolab (mihimum water temperature
ot effective residual concentration)-and was
ynable to provide those specifications upon
request, '

b. Qbservation of washing machine water
temperatures during a wash cyele on 171013 at
8:30 AM showed 8 water termperatura of 111
degraas Fahrenhelt for washing maching #1.
Observation of washing machine water
temperature dudng a wash oycle an 1/10/138 at
10:55 AM showed & watar temperature of 109
degress Fahrenheit for washing machine #2.
\Washing machine #3 was the rewest machine
bought by the facility and was noted that naither

F 444
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water temperatures on the new machine. A
temperature above 160 degrees Fahrenheit s
required to destroy micro-organisms By watsr
temperature.

¢, Interview with the housekeeping manager
on 1110713 at 11:10 AM confirmed éhe was not
aware of tha minimum specifications Tor water
temnperature and sffective residual
congentraiions,

d. Interview with the infection control nurae
on 110M3 ak 11:15 AM revealed she was nat
awara of the standards or guidellnes appropriate
for laundry setvicas, The Infection controd nurse
indicated monitaring of water temperatures was
the housekeeping supervisoi's tesponsibility.

e. Interview with the human resources {HR)
diregtor an 1/22/13 af 1:20 FM revealad she had
managetial autharlty over housekesping and the
laundry. She was unawars the
laundry/housekeeping staff ware unable to
detarmine actus) water temperatures for the
washing machines until 1/10/13.

the supervisor nor the staff knew how to measure

F 441
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