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The following cormmon abbreviations are used

throughout this document:

[ CAA Care Area Assessmen

{ DON  Director of Nursing

MDS  Minimum Data Set

GAPE Quality Assurance and Performance
Improvement

RN Reglstered Nurss

L ess commonly Used abbreviations will be

annotated in each deficiency where used.

F 170 | 483.10(){1) RIGHT TO PRIVACY - F 170 8/1/13

55=0 | SEND/RECEIVE UNOPENED MAIL

The resident has the right to privacy in wiritien 7
sammunications, including the right to send and { :
promptly receive mali that is unopened. i

This REQUIREMENT is not met as evidenced

by
: Based on staff and resident interview, the facility | K170 Restdent #15 will reveive mail ina
 ailed to ensurs mail was delivered unopened to 1, titnely manner that is unepened, !

| of 10 sample residants (#15). The findings were:

All elders will receive unopened mail n a

n an interview on 6/25/13 at 715 PM, resident ! timelv manner.

{15 stated the faciiity delivered opened mall to ' '

him/mer in June 2013, The resident said It was

L upsetting because the letter "obviously” had been

opened, and tapt? appllflad o] l.'eseal it On 82713 . delivered to the social worker or avatlable

‘ al ”‘:4_0 AM, during an interview, the ; . administration personnel, wha will disiribute

i admlnlstratc\)r.revea\eﬂ the human resource i the mail to the specifically addressed elders

% manager accidently opened resuden! #1§$ mall. ! ' within that same day, Mon. - Fri,

[ The hurman resourca manager was interviewed | |

later that day at 2:20 PM. At that time he stated

he was responsible for sorting the mail. He

e frther stﬁlted he frequently delivered the mail io

l_ABORC'-FC? IREG agﬁ OR Pnowor—:wsz;p\ufzn REPRESENTATIVE'S SIGNATURE d) TILE (6 DATE
ey A3 s Al Acnestrater /1912

Any deficiency stalameni\ty{ding with an asterisk () dancles & deficiznoy whish the Ingtitution may be excused from corracting providing it is datermines that

other safeguards provide suffiolent protection to the patients, (See instructlons.) Except for nursing hames, Ihe findings stated above are disciosable 90 days

following the data of survey whether or aot a plan of correction is orovitied, Fer noraing homas, the above findings and plans of correction aie disclosable 14

deys following the date these documenls ate made avaliable to the faclity. If deflclencies are clted, an approved plan of coreclion Is requisiie fo continuad
program participation,

© Daily mafl shali be sorted into two separate
groups, with the unopened elder mail

, Saturday delivery majl shall be soried (and
II vemain unopened) by the nurse on duty for (he
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E-A70 : Gontinued-Erom-page-] F 470
r the cottages; but he did not remember opening Stott Cotiege where the mailbox key resides.
"resident #15's mail. In an interview on 6/27/13 at Hefshe will return the Green House Living for
| 2:38 PM, the administrator revealed the factiity Sheridan mail back into the mailbox (for
¢ had not completed a root cause analysis o opening on Monday), The Seoll nurse will
i identify measures that could be implemented to pass off the Wast and Founders' elder maii 1o
| prevent recurrrent right to-privacy issues related the other nurse on duty so that he/she can
i to mail dedivery. distribute the mail to the specifically
’ ¢ addressed elders within that same day, No
% - mail will be opened.
3, At each quarterly review, the social worker
will agk the elder and/or family member il
i they have been receiving their mail unopened
: and in & timely manner, If they are not, the
; ! social worlcer will investigate the reasons why
: and repott back o the eider and/or family
what was done to resolve the problem.
At each QA meeting the social worker will
_ report the number of elders who are pot
; i satisfied with mail condition and/or delivery
; and what has besn done 1o correct this,
! Negative trends will be addressed and a plan
i ofaction will be initiated to resolve the
problem.
F 274 483,20(b)(2)(i) COMPREHENSIVE ASSESS F 274 18123413
s5=n | AFTER SIGNIFIGANT CHANGE 1 ,
] : |
! A facility must conduct a comprehensive |
| assessmeni of a resident within 14 days aftar the 5
sacility determines, or should have determined, ;
that there has been a significant change in the .J
resident's physical or mental condition. (For :
{ purpose of this section, 2 signiilcant change :

if sonlinuztion shest Page 2 of 16
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i means a major dacline or improvement in the

- resident's status that will not normaily resolve
Litsalf without further intervention by staff or by
limplementing standard disease-related ciinical

| interventions, that has an impact on more than

t one area of the resident’s health status, and

i requires interdisciplinary review or revision of the
care plan, or both.) |

 This REQUIREMENT is not met as evidenced
by .
Based on medical record review and siaff
Linterview, the facility falled to parform required
! significant change MDS assessments for 2 of 10
! sample residents (#18, #28). The findings were:

1. Resident #18 was admitted to the facllity on
8/17/12. Review of the rasident's admission MDS
assessment, dated 9/21/12, revealed his/her
weight at the time of admission was 134 pounds.
Review of weight records kept by the facility
revealed the following resident weights, by date;
| a. 124713, 132.8 pounde.
! b.1/813, 127.8 pounds.
LG 22/13, 122.0 pounds,
bd. 3/2/2013, 411.6 pounds {a 156.968% loss
i over 3 monlhs.)
: e. 416113, 108.0 pounds.

£, Bl413, 106.4 pounds.
g. 8/15/13, 95.0 pounds {a 28.45 % loss over
1 6 months.)

Eurther review of the resident's medical record
revealed that, although guarterty MDS
assassmenis were completed in a timely manner,
no comprehensive MDS assessment had been
completed for the resident since the admission

| MDS assessment dafed 9i21412.

 loss of >5% in 30 days or 10% In 180 days.

F.274_Creen House Living for Sheridan will |
ensure that all Elders living in our cotlages
will have a comprehensive assessment
completed within 14 days afier we determine |
that there has been & significant change in the |
resident's pliysical or mental condition, This
will be accomplished by:

1. MDS Coordinator hours will be
invreased effeciive Aug., 2013, for assessment
and care planning purpesss. The MDS
Coordinator will somplete MDS coursework
program by Sepiember 13, 2013 that
addresses the comprehensive assessment
process.

2. Significant Change MDS has been
compleied for Elder #18 and for Elder #26
and Care Plans have also been updated,

3, Dietary Manapger will review weights
on #l1 Elders on a weekly basis through ECS,
Dietary Manager will notify both Registered
Drietitian and MDS Coordinator of any weight

FORM CMS-2567{02-98) Previous Varsions Obsslele
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F 274 | Continues From page 3 Fav4:
4. Registered Dietitlan, Dictary Muanager,:
2. Raview of the medical record showed resident MDS Coordinator, and Director of Nursing
#26 was admitted to the facilty on 211112, Review will meet on a monthly basls (o review and
of weight records malniamed by the faciity ; disengs all weight changes occurring at GHLS
revealed the following resident weights, by date: | and Cave Plan any necessary changes,
a. 1218/12, 114 pounds,
i b. 1/5/13, 114 pounds. 5. MDS Coardinator will conduot chart
. 2123113, 113.4 pounds. audits on a weekly basis through ECS 10
d. 3/16/13, 110 pounds. monitor changing conditions and report to
. 5";/1 '13!; 133’9150261%:“63‘ DON any significant changes. Any 5
; I ' : dis ies will be 1 .
| g.6/8/13,100.2 pounds (a 12.1% loss over 6 iserepancies will b yosolved
months.) 6. The DON will report on the number of}
. Further review of the resident's medical record zﬁiﬁ:;?:é zggnf: z“t’f{fzi:’l“;f \i(')i](}hs QA
; revealed quarterly MDSE assessments wers f disoussed and ]g gf ‘{r; i ted "
completed In a timely manner, but a ;_ S_d 1 and a plan ol setion imitiated & !
comprehensive MDS assessment had not been j heeded.
completed for the resident since the annual MDS !
assessment daled 1/23/13. !
Interview on 6/27/13 at 2:26 PM with the RN who |
was responsible for completeing MDS ‘
assessments revealed she was unaware of the ¢
requirement (o complate a significant change ;
assessment for unintended weight loss of greater |
than 5% in 30 days or 10% in 180 days. She
| further stated measures to address the weight
ings had been implementad, but she did not if
these measures wolild have been implemanted
. sooner If the signifficant change asszssments had
{ been complieted according te the regulations. :
F 078 483.20(g) - ([) ASSESSMENT F 278 8/23/13
g3=0 | ACCURACY/COORDINATICGN/CERTIFIED |
The assessment must accurately raflect the
resident's status,
|
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A registered nurse must conduct or coordinate
; gach assessmeni with the appropriate
; participation of heaith prefessionals.

LA registered nurse must sigh and certify that the

} sssessment is completed,

4 ey .
[ Bach individual who completes a portion of the

i assessment must sign and cerfify the accuracy of
| that portion of the assesement.

Under Madicare and Medicaid, an individual who
willfully and knowingly certifies a material and
talse statement in 2 resident assessment is
subject to a civit money penalty of not mere than
1,000 for each assessment; of an individual who
willfully and knowingly causes another individual
to certify a material and false statement in a
 rasident assessment js subject to a civil money
penalty of not more than $5,000 for each
assessment.

Clinical disagreerment does not constifuie a
material and false statement.

This REQUIREMENT is not me! as evidanced
by

Based on observation, medical record review,
and staff interview, the facility failed to accuralely

residents {(#9, #40) identified with wounds. The
findings were:

1, Review of the 4/19/13 admission MDS
assessment for resident #8 showed s’he was
assessed as having 5 pressure ulcers. Review of
the corresponding CAA showed the resident had

identify wounds on assessment for 2 of 2 sample .

venous stasis Ulcers without pressure Uicers.
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E.278--Continved-From-page-4 I 278
i
i
§
I

B 278 Green Houvge Living for Sheridan will
ensure that al Elders Hving in our cottages
will be accuralely assessed, based on their
statns, and the MDS will acourately reflect
thet stetus. This will be accomplished by:

1. The MDS for Elder 49 has been
re-coded and submitted to reflect vehous stasis
ulcers.
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L During an inferview on 8/28/13 at 3:48 PM, the 2, The MDS for Elder #40 has been
 resident stated s/he had skin tssues s a result of re-coded and subrniited o reflect a fistula,
his/her vascular issues, but no pressure Ulcers,
| At that time sfhe refused to aliow the surveyor 10 3, MDS Coordinator hours will be
: obsetve the areas. increased effective Avg., 2013, The MDS
) o Coordinator will complete MDS coursewark
| 2. Review of the 9/26/12 admission MDS program to be completed by September 15,
i assessment for resident #40 showed sfhe was - 2013,
assessed as having 1 sfage |l pressure uloer.
However, observafion on 8/25/13 at 10:17 AM 4. The MDS Coerdinator and DON will
i showed the tesident had 1 fistule cn the meet on a weekly basis to discuss questions
' peri-rectal area, but no pressure uicers. During an refated 1o MDS coding
interview with RN #2 on 6/256/13 at 10:3C AM, she =
confirmed the resident did not have pressure ; : .
; \ . . Weekly x results on ¢
ulcers. She also stated the resident had the con dfi,ti o :!?il}t}wj22:2:@:1‘1?3:;’(333;3@1;]e
. o " " - o
fistula prior to admission as a result of cancer. and negative rends will be disenssed. A plan
5. During an interview with RN #3 on 6/27/13 at of action will be initiated il nesded.
2:25 PM, she revealsd she was resonsibla for
comploting the MDS assessments. She stated ¢
she incorrectly codad non-pressure wicers as
pressure Uicers for residents #¢ and #40 bacause
shie did not know how to code non-pressure
ulcers on the MDS. She further staied she had l
not recelved formal MDS training and was only :
! scheduled to work about 20 hours a week on
. MDS assessments and care plans, !
F 2701 483.20{d), 483.20{k)(1) DEVELO® F 279 B3
55=C | COMPREMENSIVE CARE PLANS ;
| Afapillty must use the results of the assessment
 to davelop, review and revise the resident's
' comiprehensive plan of care. i ;
| !
i The facility must develop a comprehensive care |
| plan for each resident that includes measurable i
| objectives and timetables to meet & residents g
| medical, nursing, and mental and psychosoclal |
i i

FORM GMS-2607(02-96) Pravious Versions Obsolele Event [D: 446111
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1
Continued From page 8 ,‘
needs that are identified in the comprehensive |
assessment, ‘[
The care plan must descripe the services that are |
to be furnished fe atiain or maintain the resident's :
highest practicable physical, mental, and
peychosocial well-being as required under 4
§483.25; and any services that would ctherwise

be required under §483.25 bul are not provided
due to the resident’s exsrcise of rights under
§483.10, including the Fight io refuse treatment
under §483.10(b)(4).

This REQUIREMENT !s not met as evidenced
by:
Based on medical rscord review and resident
and staff Interview, the facility failed to uilized the |
gare planning process io address all of the
identified problems for 4 of 10 sample residents
{(#3, #15, #18, #28). The findings were!

¢ 1, Raview of the 6/5/13 annual MDS assessment

! for resident #3 showed areas triggered for
: scomprehensive assessment and care planning
tincluded the following: wisual function,

communication, psychosocial wali-being,
activities, dehydration-fluid maintenance, ant
pressure Uicers, Review of the resident's care
plan showed these areas were not addressed,

2. Review of the medical recerd lor resident #26
showed the resident was admitied to the facility
on 2/1/12 with diagnoses that includead
non-Alzhaimer's dementia, deprassion,
constipation, edema and a history of falls, Review
of the 1/23/13 annuai MDS assessment revealed
care area assessments (CAA) were triggered for
43 areas including pain and dehydration/fluid

- ensures that the responses chosen on the MDS

i development of cach problem, and will be

F279 Green House Living for Sheridan will |
susure that all Blders living in onr coltages
will bave a comprehensive care plan to
address al] of the identified probiems based on
a thorough assessment. This will be
accorplished by

1. Upon completion of Nursing
Admission Assesginent, an admission
temporary caye plan will be inittated in ECS.
This carc plan is based on the charting done at
admission. These will be completed within
the first three days from admission,

2. Upon completion of MDS, an MDS
temporary care plan will be initiated through
ECS. This care plan is based on the MDS and

are reflscted in the Care Plan, These care
plans serve as & basis for the final

individualized, Care Plans will be finalized
afier injtial Care Conference with Elder,

FORM GMS.2567 (62-80) Pravious Verslons Obsslate
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' maintenance, Although the CAAs indicated a

decision to care plan for the areas of pain and
dehydration/fiid maintenance, & review of the
resident's 6/24/13 care plan showsd these
friggered areas were not included.

3. Review of the medicai record for regident #18
showad the resident was admitted to the facility
on 9/17/12 with diagnoses that included dental
placgue and cachexia. Review of the admission

' MDS assessment dated $/21/12 revealad CAAS

were {riggered for 10 araas including dental care,
Review of the CAAs showed siaff determined
care plan interventions were nesded for dental
care. However, review of the 6/24/13 care plan
showed deniat care had not been addressed.
Review of the resident's madical record showed
sfhe underwent surgical removal of 18 teath on
6/24/13.

4. Reviaw of the medical record for resident #15

| revealed the resident was admitted to the facility
on 82512 with an Insulin pump. Further review

showed the resident required intermittent urinary

 cathsterization to empty hisfher bladder. During
Lan inferview on B/27/13 &t 7:16 PM, the resicent
" stated sfhe did the intermittent urinary

 cathelerization and managed the instdin purap !
: without staff assistance. At that time the resident |

showed the attached insulin pump o the
surveyor. Review of the care plen, showed
information regarding the intermittent urinary

| satheterization and insulin pumnp wes iacking.

¢ 5. During an interview with RN #3 oh 6/27/13 at
1 2:25 PM she confirmed the care plans. for

| rasidents #3, #15, #18, and #26 neaded to be

revised. She further stated the cats plan revisions
had not been done besause working as a staff

nurse only allowed her about 20 hours & wesk fo

faenily members, and interdisciplinary team.
Chart andifs will be done weekly by the DON,

3, Care Plans will be reviewed on a
monthly basis by muwses who work in the
cottages. They will be added 10 other monthly
charting, such as Falls Risk, Braden, and
AIMS. The QA Coordinator will randomly
monitor the care plans and findings will be
" reported quatierly at the QA meeting.

i
L
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{routinely locked. In an interview on 7/5/13 at 9145
| AW, the DON sfated residents (#2, #4, #7, #22,

environment remains as free of accidenl hazards
as Is possible; and each resident receives
adedquate supervision and assistance devicss fo
prevent accldents,

This REQUIREMENT is not met &8 evidenced
by: .
| Based on observation, staff interview, and review |

"1 of Material Safety Data Sheet (MSDS)

{ dosumentation, the facility falied o ensure unsafe
chemicals were secured in 4 of 4 resident
cottages (Founder, Scott, Whitney, Watf). The
Hindings were:

| A partially used bottle of Cen-Kieen IV (a cleaning
: solution) was observad in an uniocked cabinet in

' the sauna room in each of the four cottages. This °
| cieaning solution was observed i Founder

! Cottage on 6/25/13 at 3:32 PM, in Scott Coitage

- on 6/25/13 of 3:86 PW, in Whitney Cotlage on
{6/26/13 at 3:25 PM, and in Watt Coftage on
6/27/13 at 11:556 AM. During an interview on
LB/27)13 at 4110 P, RN #2 confirmed the sauna

| rooms and cabinets in sach cottage were not

LH70, #30, #32, #34, #35, #36, #38, #38, #43) who
' reside in the cottages and had dementiz had poor
§ safely awareness and potentially wotlld not

l recognize hazardous chemicals, The following

i

(R I SUMIMARY STATEMENT OF DEFICIENCIES B | PROVIDER'S PLAN OF CORRECTION s
PREFIX (EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX | (EAGH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFQRMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE paTE
DEFICHEINGY)
270 Contihued-From.-page-8 F 279!
davote to MDS assessments and care plans,
F 3231 483.25(h) FREE OF ACCIDENT F 323 7126113
ss=£ | HAZARDS/SUPERVISION/DEVICES
The facility must ensure that the residen |

= clogets contain no cleaning chemicals,

F323 Cen Kleen [V boitle has been removed
from the spa disinfeciing closet so that
residents with dementiz will not have access to
this chemical.

Al Shabazim will be educated on fhis at the
team meetings, and that they can only have
shampoo and bathing preducis on the floor of
the clpset. To assure that the spa disinfecting

Maintenance will check weeldy at the same
time the disinfecting chemical s added to the
locked dispensing unit on the wall.

Maiuienance will also fock up the cleaning
solution in thelt storage area so it cannot be
accessed by any other staff members.

Also, the Guide will include this observation
on ber cheeklist to assure that (he spa
diginfecting closet does not contain any
cleaning compounds,
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resitents were identified as having dementia;

a. Watt Cottage: non-sample residents #2,
#4, #32,

b, Founders Coftage: non-sample residents
#7, 36, #43

c. Whitney Cottage: non-sample resident
422 and sample resident #29.

d. Scolt Cotlage: non-sample residents #30,
#3534, #35, #38, #39.

According to the MSDS form for Cen-Kieen IV,

averexposure caused bums. The following

instructions are given, "EMERGENCY FIRST AID

PROCEDURES: SKIN: Wash with soap and

L water; fiush with flowing water for 15 minutes.

' See physician If burning persists, EYES: Fiush

with flowing water for 18 minutes and see

physician, INHALATION: Remove to fresh air.

| INGESTION: Give a teaspoon of milk of

i magnesia, followed with mifk or water {o dilute

! material, andfor raw egg whites. Avoid aloohol,

i CALLA PHYSICIAN OR POISON CONTROL

’ CENTER IMMEDIATELY, NEVER GIVE

- ANYTHING BY MOUTH TO AN UNCONSCICUS
- PERSON."

F 441 { 483,65 INFECTION CONTROL, PREVENT

s8=E | SPREAD, LINENS

I The facllity must establish and maintain an
Infection Gontrol Program dewgned io provide a
safe, sanitary and comfortable environment and

e | of disease and infection,
(a\ infection Controf Program

: The facility must establish an Infection Controj
i Program under which it -

! to help prevent the development and transmlssmn '

(1) Investigates, controls, and prevents infections

Results of the Maintenance and Guide
walk-throtughs wil) be reported at the QA :
meeting, and any exceplions will be notag,
along with the solutions applied, Negative
rends will be addressed and & plar of action
will be imitiated to resolve the probiem,

;
i
!
}

F 441 (87113

i

i
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in the facility;

(2) Decides what procedures, such as isolation,
should be applled to an individual resident and
(3) Maintains & record of incidents and corrective
actions related to nfections,

(b} Preventing Spread of infection

(1} When the Infection Centrol Program
determines that 2 resident needs isolation o
prevent the spread of infection, the facility must

| isolate the resident.

(2) The facility must prohibit empioyees with &

: communicable disease or infected skin lasicns

from direct contact with residents or their food, i
direct contact will transmit the disease.

(3) The facliity must require staff to wash their
hands after each direst resident contact for which
hand washing is indicated by accepted
professional practice.

i{c) Linens
! Personhne! must handle, store, process and

 transport linens so as to prevant the spread of

infection.

This REQUIREMENT is not ret as svidenced

i by,

Based on observalion, staff interview, review of

| infection control records, and medical record
 review, the facility falied to deveiop and
[implement an effective infection control program.

The findings were,

1, Regarding surveiflance activities: -
a. Review of the medical record for
resident #18 showed & urine culture and

sensitivity was submitted to the laboratory on

l
!

1
i

F4d1 Green House Living for Sheridan will
ensure {hat its infection control program
provides for a safe, sanitary, comfoltable
environment! and that it helps to prevent the

developnient and ransmission of disease and |

infection, This will bs accomplished by

1. Lab Log Book will be placed in each of
the four cottages, This will assure that all lab
orders are entered into the book, that the

i
|
!
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12/48f12 and anlibictic therapy was initiated.
Review of the urine cuiture and sensitivity report
showed the test wae compisted on 12/20/12;
however, this informalion was not faxed to the
physician until 12/24/12. Review of this laboraiory
report also showed the antibiotic that was being
administered to the resident at that fime was
ineffective. According to the physiclan's orders,
the ineffective antibiofic was nof changed toan |
antibiotic identified by the Jaboratory results as |
 effective until 12/27/12 (a delay of seven days

: untit the appropriate antibiotic was acministered,)
Interview with the DON on 6/26/13 at 2 PM
confirmad the delay in treating the urinary tract
infection with the appropriate antibiotic. Review of
! the surveillance records, including the infection
control logs, from December 2012 (o June 2043
showed a system for monitering for appropriate
antibiotic use had not beaty incorperatediinic the
surveillance process.

b. Observation on B/27/13 at 9:20 AM
showed RN #1 used a glucometer io perform &
glucose test for resident #15, The RN did the {est
with ungloved hands, then touched dining table
L and kitchen counter surfaces and the computer
U fap top before she performed hand hygiene,
| Observation on 8/27/13 at .50 AM showed the
| same RN administered insulin to resident #22
| with ungloved hands. Furthar observation
: revealed after the insufin was aedministered, the
I RN used her ungloved hands fo place a Band-Aid :
| over the bleeding injection site. Interview with the |

RN at that ime revealed she had not used

acceptable infection pravention practices for the
| glucose testing and Insulin administration ;
| because she was nervous and her forget to wear |
i gloves. Review of the survelllance records |
i showed no systerm for reviewing practices directly |
{ related to resident care in order to Identify

committee members will review all antibiotics :

T QA meeting, Action plans will be developed

: specimens have been collected, lhe physician |

has been notified, and appropriate treatmem
has buen initiated.

2. Astaff RN, has been designated as the
Infection Control Coordinator for GHLS,

3. 1C Coordinator will monitor all new
infections in the facility and monifor the
sensitivities of organisms through Sheridan
Memorial Hospltal's Cerner system to be
cerlain of proper antibiotic use, Physicians
will be notified direcily by the hospital & by
GHLS nurses of lab results,

4. During Infection Control mestings,

preseribed for the month and monitor for
appropriateness, Negative trends will be
discussed, and a plan of action injtiated,

5. Allinfections are documented in ECS
by the DON inthe QA Chart on Infection
folder and are charted on until the infection is
resolved.

6, RN. 1 has been counseled on
universal precautions, and is aware of
infection prevention practices.

7. QA Coordinator and 1C Coordinator
will perforin random observations on staff
hivgiene practices and report results (o
Infection Control Committes and quarterly to

for negative trends.
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whether the practices comply with established
prevention and control procsdures.

2. Raview of the infaction control activities and
interview on 6/27/13 at 11:10 AM with the DON
and administrator revealed the foltowing
additional elements ware lacking in the program:
a. A system for conducting data analysis
" that helps to detect unusual of unexpected
outsomes and to delermine the effectivess of
infection pravention and control practices.
1. The infection control program had not
“been incorporated into the facllity-wide QAPI
| program.
483.75()(2)) PROMPTLY NOTIFY PHYSICIAN
OF LAB RESULTS

f- 505
$8=D

The facllity must promptly nofify the attending
physician of the findings.

This REQUIREMENT is nol mest as evidenced

; by

: Based on medical recerd review and staff
intarview, the facllity falled to notify the physician
of a significant laboratory result in & timely
manner, with the result the resident went an
additional 7 days withcut apprapriate treatment.
This ocourred in 1 of 10 sample (#18) residents,
The findings were:

Review of the medical record for resident #18
showed a urine culture and sensitivily was
subtmitted {o the laboratory on 12/18/12, Review
of the culture and sensitivity resutis showed

results wera not faxed lo the physician until
12/24412, The order fo change the resident's

testing was completed on 12/20/12; however, test |

1811113

F305 Green House Living for Sheridan will
casure fhat attending physicians ave notified |
promptly of lab results, This will be
accomplished by:

1. Lab Log Book will be placed in sach

of the four cottages, This will assure that al)
lab orders are entered into e bool, that the }
. specimens have been collected, the physician |
i has been notified and appropriaie treaunent
has been initlated. Al nursing personng] will
be wrained regarding this policy by August 1,
2013, ’

2, Will inform Medical Director that we
will again need to fax all lab resuits to
physicians at next Executive Review mesting,
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3 010

antibiotic medication from an ineffective antibiotic
to one indicated by the laboratory results was not
received until 42£27/42, all of which resulted In a
seven day delay i starting appropriate treatment.
Interview with the DON on 8/26/13 at 2 FM
confirmed the delay in treating the residenls
urinary tract infection with. the appropriate
antihiotic and further confirmed the facility
expectation is that laboratory results are 0 be
acted on quickly by nursing staff,

F 520 | 483.758{a) 1) QAA

g5=F | COMMITTEE-MEMBERG/MERT
QUARTERLY/PLANS ;

assurance comnittee consisting of the director of
nursing services; a physician designated by the
facility; and at least 3 other members of the
facility's siaff.

| The quality assessment and assurance
commilies meats at ieast quarterly to Identify
issues with respect to which quality assessment
and assurance activilies ara necassary, and
develops and implements eppropriate plans of
action to correct identified gquality deficiencies.

' AState or the Secretary may not require
discinsure of the records of such commitice
except insofar as such disclosure is related to the
compliance of such cammitiee with the :
requirsments of this section,

Good faith attempls by the committae fo identify
and correct qualily deficiencies will not be used as.
a hasis for sanctions, f’

i

| A facility must maintain a quality assessment and

July 25, 2013,

{ timely manner,
: 4. DON wiil report to QA how the

| is working.
i

!
P 5205

3, DON will monitoy tab Jogs 1o assure
information is updared and conununicated in a

lab log

B/30/13
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This REQUIREMENT s not met 25 evidenced
by:
| Based on staff interview and review of QAP F520 GHLS will utilize 2 process of t
L activities the facility failed to ensure an effective reviewing quality indicators for quality of
QAP program was implemented, The findings care, and developing a process for reviewing
were: quality of lifs, safety and management
practices. Medication self-administration,
1. Interview with the administrator and DON on infection prevention, carc plan development,
6/27/13 et 11:10 AM revealed tneir QAPI program and safety practices will be included in these
conslisted of routing raviews of the facllity's processes.
Centers for Medicare & Medicald Services (CMS)
; Qua!ity Measure Reporls (The nursing home Al the QA meeting of 9/26/13, we will review
| quality measures come from resident quality indicators and choose 3 areas that we
i asseis[nent d?ta.tha!‘ fiursing homes routingly ¢ would like to address concerning quality of
CDH.E cion .the |@$|c!ents at specified intervals ¢ care, quality of life and safety. From Sept,
L during thelr stay, Thess measures assess | 2014 10 Dec, 2013, data collection will begi
| residents’ physical and clinical conditions anc " By the Decenbor O/ oating. e il Al
availability as well as preferencas and life care : .\fi oot “U(T'ml K m"g g, w[tim .
wishes), During the interview they stated the Znagyzef e data t_“‘" has boen co eated t,(’ [
reports were reviswed and discussad at the ciormine the performance improvement
quarterly mestings, but no actions resulted from projeot (PIP) and related goals.
the discussions, Review of the documenied QAP! :
activities confirmed the QAPI committee
conducted guartery meetings and the Quality
| Measure Reports were reviewsd, The
| administrator and DON were unable to provide ;
| pvidence of the following elements in their QAP
progeam:
a. A process that addressed all systems of
care and managemant practices, including i 5
clinicaf care, quality of life and resident choice, |
! b. A system for identliying and monitoring & |
| wide range of care processas and outcomes and
established performance indicators, benchmarks, |
and goal, !
2, Additional concerns regarding the QAP
program wetre identified during raview of the _
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effectiveness of the QAP program duting the
past year, Review of the CM8-2867 for lasi year's '
initial survey, dated 5/27/12, revealed a deficiency '
was writien for F176 related to self-medication
administration, F278 related {o developing care ‘
plans, F323 related (o safety and hazards, and
Fd41 related to infection prevention, These same :
Issues were identifisd as concarns during the
i gurrent survey cohductad 6/24/13 to 6/27/13.
E
|
i . i
E !
| ' !
i
| i
|
|
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