H

NAME OF PROVIDER OR SUPPLIER

BONNIE BLUEJACKET MEMORIAL NURSING HOME

HHEOWARNG

i

STREET ADDRIESS, CITY, STATE, ZIP CCDE

G2120/2009

388 SOUTH US HWY 20
BASIN, WY 82410

(X4) ID SUMMARY STATEMENT OF DIEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX (EAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREF!X (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
el R " o -
Z;S; 483.10(a)(3)&(4) EXERCISE OF RIGHTS F 152 7 52 "I'l}is facility will ensure cach 5/6/09
In the case of a resident adjudged incompetent residant s allowed the right to make i
under the laws of a State by a court of competent intormed decision.
jurisdiction, the rights of the resident are s oy e
exercised by the person appointed under State . 1. Bocial Service will visit with
law to act on the resident's behalf resident #25 to discuss her rights and the
facilities responsibility to her rights,
In the case of a resident who has not been judged especially as it relates to allowing her to
incompetent by the State court, any legal make her own informed decisions.
surrogate designated in accordance with State . .
law may exercise the resident's rights to the 2. Activity depariment will
extent provided by State law. review resident rights at resident couneil
meeting to ensure all residents
understand their rights. Special attention
This REQUIREMENT is not met as evidenced will be given to their right to make ar:
by informed decision. Social Service will
Based on resident and staff interview, and visit with any competent resident not
medical record review, the facility failed to ensure attending Resident Council meeting to
1 (#25) of 10 sample residents was allowed the erzure they undorstand thair rights,
right to make an informed decision. The findings especially as it relates to their right to
were; miake an informed decision.
Review of the 10/13/08 initial and the 1/7/09 3. All staff will be inserviced
quarterly Minimum Data Set (MDS) assessment on Resident Rights by Social Service,
for resident #25 revealed sfhe was able to make Special attention will be paid to ;
hisfher own deqsmn 8. According to the 12/25/08 resident’s right to make their own
nursing notes, timed at 9:10 AM, the resident informed decision when they are eapuble ;
complained of chest pain manifestad by pressure of doing so. ’
and tightness. The resident was transported to )
the hospital for assessment. On 1:2/26/08 at 9:30 o : Oniald
AM the resident was re-admitted to the hursing i[mprovm;énpldc(;gﬁfift;:ﬂgzzgf
home with a physician's order for a cardiac .ql-aarter[y reporting by Social Service of
evaluation. Review of the nursing note written on documentation review and resident
12/26/08 at 6:40 PM revealed a late entry noting interview '
the durable power of attorney {DPOA) was o
contacted at 5:15 PM regarding the cardiac
consult and the DPOA declined the evaluation on
behalf of the resident, While review of the medical
record revealed the resident had designated a
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Continued From page 1

family member as his/her DPOA for times when
the resident was unable to make hisfher own
decisions, there was no evidence the resident
was unable to make his or her own decisions at
that time. Interview with the resident on 2/20/09 at
9:40 AM revealed s/he was interested in having a
cardiac evaluation. Intervisw with registered nurse
{RN) #1 on 2/20/09 at 10:12 AM revealed she
should have documented in the madical record
the resident was "tired" upon his/her return to the
facility and did not desire to make a decision at
that time.

483.10(b}(11) NOTIFICATION OF CHANGES

A facility must immediately inform the resident;
consult with the resident's physician; and if
known, notify the resident's legal representative
or an interested family mernber when there is an
accident involving the resident which resuits in
injury and has the potential for requiring physician
intervention; a significant change in the resident's
physical, mental, or psychcsocial status {i.e., a
deterioration in health, mental, or psychosocial
status in either life threatening conditions or
clinical complications); a need to alter treatment
significantly (i.e., a need to discontinue an
existing form of freatment due to adverse
consequences, of to commenae a new form of
treatment); or a decision to transfer or discharge
the resident from the facility as specified in
§483.12(a).

The facility must also prompily notify the resident
and, if known, the resident's legal representative
or interested family member when there is a
change in room or roommate assignment as
specified in §483.15(e)(2); or a change in
resident rights under Federal or State law or
regulations as specified in paragraph (b)(1) of

F 152

F 157

F157: This facility will ensure the
physician and family are notified of'a
change in condition.

I. All Licensed Nurse staff will
review resident #34’s medical record to
ensure understanding of need to notify
physician and family for symptoms
related to resident #34°s health from
12/21/08 - 12/30/08. Resident #34 and
her family will be notified of the
symptoms exhibited by resident #34 and
our need to notify both farnily and
physician. Family and resident will b
informert of our efforts to ensure family
and physician notification of iliness.

2. DON’s will review all
resident records to identify any illness or
injury which do not have documentation
regarding family and physician
notification. All LN’s will review any
record identifying resident illncss or
injury without documentation regarding
physician and family notification to
ehsure understanding of the need for
notification.

5/6/09
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-| day period, there was no evidence the facility ever

Continued From page 2
this section.

The facility must record and periodically update
the address and phone number of the resident's
legal representative or interested family membper.

This REQUIREMENT is not met as evidenced
by

Based on staff interview and medical record
review, the facifity failed to ensure the physician
and family were notified of a change in condition

for 1 (#34) of 10 sample residents. The findings
were:

Review of the 12/21/08 nursing note timed at 11
PM revealed resident #34 had vomited three
times during the evening. Review of the 12/22/08
nursing note tirmed at 1:30 PM revealed the
resident again complained of nausea and
vomiting. Review of the 12/23/08 nursing note
timed at 1:20 PM revealed the resident reported
nausea that morning. Review of the 12/26/08
hursing note tirned at 6:30 PM revealed the
resident complained of nausea most cf the day,
Review of the 12/27/08 nursing note timed at
4:30 PM revealed the resident was “clammy "
Review of the 12/30/08 nursing nole timed at 3:30
PM revealed the resident complsinad of nausea,
vomiting, and diarrhea, and stated s/he felt "like
hell." Although the resident reported nausea,
vomiting, andfor diarrhea on six days within a 10

notified the physician or the family. Interview with
RN #1 on 2/20/09 at 10:20 AM revealed she
thought staff had notified the physician, but could
not remember for sure. She further stated the
physician should have been contacted for these
symptoms and the notifications should have been

F 157

3. All licensed rursing staft wiil
be inserviced by DON regarding the need
to notify physician and family and
document the notification, Licensed
Nurses will be reminded that residents
right to make their own informed
decision should be first consideration and
should be documented.

4. Monitored by Quality
Improvement Committee through
quarterly reporting of documentation by
DON’s,
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157 | Continued From page 3 157
documented in the meadical record. Review of the
physician's orders and progress notes revealed
there was no evidence the physician was aware
of the resident’s complaints of nausea, vomiting,
and/for diarrhea,
F 176 | 483.10(n) SELF ADMINISTRATION OF DRUGS FA78)  Fi76: This facility will ensure a seif: 5/6/09
88=D

An individual resident may self-administer grugs if
the interdisciplinary team, as defined by
§483.20(d}2)(i)y, has determ|ne=d that this
practice is safe,

This REQUIREMENT s not met as evidenced

by

Based on staff interview and medical recorg
review, the facility failed to ensure a self
administration of medication evaluztion was
performed by the interdisciplinary team for 1 (#25)
of 1 sample resident who had medications at the
bedside. The findings were:

Observation on 2/20/09 at 9;40 AM revealed
resident #25 had TUMS and Glucose tablets at
the bedside. Review of the October 2008
physician's orders revealed an order to self
administer TUMS and Glucose tablets and to
leave the medications at the resident's bedside.
Interview of the resident by RN #1 on 2/20/09 at
10 AM confirmed the resident took TUMS as
heeded, but had not required the Glucose tablets.
Review of the self- evaluation of medication
administration form, dated 10/10/08, revealed a
notation the resident wished to keep the TUMS
and glucose tablets at the bedside to use as
needed, However, review of the 10/10/08 form
revealed the assessment criteria was marked out
with an "X" and was not completed. Interview with
RN #1 and licensed practical nurse {LPN) #1 on

acdministration of medication evaluation
is performed by the interdisciplinary
team,

1. Resident #25 will have
complete self-administration of
medication evaluation done by DON,

2. All residents will have sl
administration of medication evaluation
reviewed by DON’s, Any resident
identified to have incomplete nursing
evalvation will have evaluation
completed by DON’s,

3. All Licensed Nurses and
interdisciplinary staff will be inserviced
by DON reparding need 20 bave self.
administration of medication evaluation
completed prior to allowing meds at
bedside for any resident.

4. Monitored by Quality
Improvement Committee through
quarterly reporting of documentation
review by DON,
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2120/09 at 9:55 AM confirmed the assessment :
criteria should have been completed and the
resident evaluated for appropriateness of
medication self-administration. . L
F 278 | 483.20(g) - ()) RESIDENT ASSESSMENT Fo7g| F278: This facility will onsure 5/6/09
85=D assessments are aceurately documented,

| Each individual who completes a portion of the

The assessment must accurately reflect the
resident's status.

A registered nurse must conduct or coordinate
each assessment with the appropriate
participation of health professionals.

A registered nurse must sign and certify that the
assessment is completed.

assessment must sign and certify the accuracy of
that portion of the assessment.

Under Medicare and Medicaid, an individual who
willfully and knowingly certifies a material and
false statement in a resident assessment is
subject to a civil money penalty of not more than
$1,000 for each assessment: or an individual who
willfully and knowingly causes another individuzl
to certify a material and false statement in a
resident assessment is subject to a civil money
penalty of not more than $5,000 for ezch
assessment,

Clinical disagreement does not constitute a
material and false statement.

This REQUIREMENT is not met as evidenced
by:

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

I. DON’s will veview resiclent
#36 closed record. Revisw will include
all bowel documentation, medication
administration records, nurses notes,
dietary notes and histories. DON’s will
use record to ensure understanding of
accurate assessment repocting from
dogumentation,

2. DOMN’s will review all
resident’s bowel documentation records,
medication adrainistration reports, nurses
notes, digtary notes and histocies, This
review will include review of MDS and
Care Plan accuracy based on
documentation. Any resident identitied
as not having accurate reporting of
documentation to assessiment will have
immediate evatuation done and MDS and
Care Plan will be updated to address
issues accurately.

3. DON’g will use closed
record #36 and MDS guideline book: ag
an inservice tool to identify accurate
reporting of documentation.

4. Monitored by Quality
Improvement Committee through
cluarterly reporting by Interdisciplinary
Team of documentation and assessment

_review,
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‘regarding bowel incontinence and bowel patterris

Continued From page 5

document assessments of bowel patterns and
tncontinence for 1 (#36) of 10 sample residents,
The findings were:

Review of the 2008 medication administration
record (MAR) for resident #36 revealed the
following: In October, the resident received
laxatives nine different occasions; in November
the resident received laxatives six times; and in
December the resident received laxatives four
times. Review of the 8/3/08 and 12/10/08
registered dietitian (RD) nutritional risk reviews for
the resident revealed constipation was a problem.
Interview on 2/20/09 at § AM with certified nurse
aides (CNA) #1 and #2 revealed the resident
began to decline during the first part of
December, required more assistance with
activities of daily living, became increasingly
confused and had frequent episodes of bowel
incontinence. Review of the 12/08/08 quarterly
MDS documented that the resident did not have
bowel incontinence or any problems with his/her
bowel patterns. Interview on 2/20/09 at 10 AM
with the director of nursing (DON) #1, howaever,
revealed the 12/08/08 quarterly MDS assessment

was inaccurate for this resident and should have
correctly identified constipation and incontinencs
as a problem.

483.20(k)}{3)()) COMPREHENSIVE CARE PLANS

The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not mat as evidenced
by: :
Based on staff interview and medical record
review, the facility failed to ensure professional

F 278

F 281

F281: This facility will ensure
professional standards of quality ave raet.

blood pressure mading done and
documented weckly by nursing staff.

heart rate checked and documented daily
for two weeks by nursing staff,

5/6/09

1. A. Resident #2 will have

B. Resident #25 will have
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standards were followed in regard to following
physician's orders for 2 (#2, #25) of 10 sample
residents. The findings were;

1. Review of the October 2008 physician's order
recapitulation for resident #2 revealad sfhe had
diagnoses that included hypertension. Further
review of physician's orders revealed an order for
blood pressure readings every week, Review of
the nursing notes and vital sign flow shest for
August 2008 through February 18, 2009 revealad
blood pressures were not taken during the weeks
of 9/14/08, 10/12/08,11/30/08, 12/14/08, and
1/11/08. Review of the resideni's blood pressure
readings that were taken revealed they fluctuated
between 80 (systolic) over 40 (diastolic) and 199
aver 26. Interview with RN #1 on 2/20/09 at 10:15
AM confirmed physician orders should be
followed. According to the Wyoming Nursing
Practice Act of July 2005 and the Administrative
Rules and Regulations of Novernber 2003, page
3-8, nurses must function under the direction of g
licensad physician.

2. Review of the October 2008 physician's ordar
recapitulation for resident #25 revealed s/he had
diagnoses that included hypertension and
coronary artery disease. According to the
12/25/08 nursing notes timed at £:10 AM, the
resident complained of chest pain, which s/he
described as pressure and fightness. The
resident was transported to the hospital for
assessment and was re-admitted the following
day (12/26/08) with a physician's order for a
cardiac evaluation and an order for documenting
blood pressure readings and heart rate daily for
two weeks. Review of the vital sign flow sheat and
nursing notes for December 25, 2008 through
January 7, 2009 (14 days) revaaled these vital

2. DON’s will review all
resident’s physician orders and will
review all nursing documentation to
ensure all physician orders are being
followed. Any order noted to not have
appropriate documentation of orders will
have immediate implementation or orders
by nursing staff,

3. DON’s will inservice nursing
staff regarding the need to comply with

- atl physician orders.

4. Monitored by Quality
Improvement Committes through -
quarterly reporting by DON of
documented compliance with physician
orders.
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I This REQUIREMENT is not met a5 evidenced

Each resident must receive and tha facility must
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

by

Based on the medical record review, staff
interview and review of the facility's policies and
procedure, the facility failed to ensure 2 (#36,
#34) of 10 residents received ongoing
assessments and monitoring as needed for
declining health conditions. The findings were:

1. Review of the 9/1/08 CNA assessment form for
resident #36 revealed the resident had bowel
incontinence and "tends to be constipated.”
Review of the 9/6/08 initial Minimum Data Set
(MDS) assessment for the resident revealed s/he
was usually continent of bowel and had bowal
movements at least every three days. Raview of
the 2008 medication administration record (MAR)
for the resident revealed the following: In October,
the resident received laxatives nine times; in
November the resident received laxatives six

resident receives ongoing assessment and
monitoring as needed for declining health
conditions.

1. A. Resident #36 closed
record will be reviewed by DON’s to
identify appropriate reporting of
documented bowel condition to include
appropriate MDS reporting and Care
Pian interventions.

B. Resident #34 wiil have
nausea and vorniting (12/21/08 -
12/30/08) documentation review done by
DON’s,

2. Allresidents will have one
year of documentation review done by
DON’s ta identify inappropriate
reporting, evaluation and care planning
of any resident medical condition. All
identified documentation will result in
follow-up review of MD$ accuracy and
Care Plan implemention,

3. All Licensed Norsing stafT
will be inserviced by DON’s regarding
facility “Acute Charting Guidelines,” and
appropriate follow through for all acute
care needs,

(X4) ID | SUMMARY STATEMENT OF DERIGIENCIES D e PROVIDER'S PLAN OF GORRECTION (X5)
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F 281 | Continued From page 7 F 281
signs were not taken on 12/30/08, 12/31/08, and
1/1/09 as ordered. Interview with RN #1 on
2120/09 at 10:15 AM confirmed physician orders
should be followed. According to the Wyoming
Nursing Practice Act of July 2005 and the
Administrative Rules and Regulations of
November 2003, page 3-8, nurses must function
under the direction of a licensed physician,
E; gog 483.25 QUALITY OF CARE F3090 k300 'rhis facility will easure each 5/6/09
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F 309 | Continued From page 8 F 309 4. Monitored by Quelity
times; and in December the residant received Im!:"'o"eme“t Commitiee though
taxatives four times, Review of the 9/3/08 and quarterly reporting by Interdiseiplinary
12/10/08 registered dietitian nutritional risk team of acute care documentation and
reviews for the resident revealed constipation was foliow through.

a problem, Interview on 2/20/09 at & AM with CNA,
#1 and CNA #2 revealed the resident began to
decline during the first part of December, requirsd
more assistance with activities of daily living,
became increasingly confused and had frequent
episodes of bowel incontinence. Review of the
facility's policy for monitoring acute medical
conditions: "Acute Charting Guidelines,” revealad
charting was to be done every shift until the
resident was stable and daily charting was to be
continued until the condition resoived. Review of
the 12/16/08 physician's visit note revealed the
physician documented his awareness of the :
resident's poor nutritional intake and confusion. ;
Review of the 1/01/09 and 1/4/09 physician's
documentation revealed the resident was
admitted to the hospital frem the facility on 1/1/09 |
for treatment of a developing bowel obstruction. ' ‘
The resident was noted to have had diarrhea four
to five days prior to admission to the hospital, with
increasing abdominal distenticn. The following
concerns were identified:

a. Review of the 12/08/08 quarterly MDS
documented the resident did not have episodes of
bowel incontinence and had no problems with
his/her bowel patterns. Review of the resident's
are plan revealed no interventions for constipation
.} or bowel incontinence had been established for
this resident.

b. Review of the Decermnber 2008 licensad
nurse assessiments and nurses' notes revealed
no documentation of the resident's condition from
12/23/08 untif 1/1/09 (eight days prior to
admission fo the hospital). Review of the
resident's medical record revealed staff did not

FORM CMS-2567(02-99) Previous Versions Ohsolets Event ID; 1RXQ11 Facility 1D: WYoo02 If continuation sheet Page 9 of 18
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monitor the resident’s bowel movements,
abdominal distention, nausea and vomiting, and
did not check the resident for a possible fecal
impaction from 12/23/08 to 1/1/08.

C. Interview on 2/20/09 at 10 AM with the
director of nursing {DON) #1 revealed the
12/08/08 quarterly MDS assessment for bowel
incontinence and bowel patterns was inaccurate
and should have correctly identified constipation
and incontinence as a problem for the resident.
She said the care plan for the resident should
have included interventions for bowel
incontinence and constipation. She said the
facility's system for monitoring bowa! movements
consisted of a monthly log and the monthly log
was discarded at the end of every month which
limited information regarding bowel patterns fo
the current month. She confirmed that the "Acute
Charting Guidelines" was the current facility
policy. She also said staff could mere promptly
identify and implement changas in nursing care
, Interventions when ongoing assessments were
performed according to the policy, but staff did
not follow the palicy.

2. Review of the 12/21/08 nurses note timed at 11
PM revealed resident #34 had vomited three ‘
ttmes earlier in the evining. Review of the f
12/22/08 nurses note timed at 1:30 PM revealed :
the resident again complained of nausea and
vamiting. Review of the 12/23/08 nurses note
timed at 1:20 PM revealed the resident reported
nausea that morning. Review of the 12/26/08
nurses note timed at 6:30 PM revealed the
resident complained of nausea most of the day.
Review of the 12/27/08 nurses note-timed at 4:30
PM revealed the resident was "clammy." Review
of the 12/30/08 nurses notes timed at 3:30 PM
revealed the resident complained of nausea,
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vomiting, and diarrhea and stated s/he felt "like
hell." The following concerns wers identified:

a. Review of the physician's crders revealed
there was no order for an "as needed" medication
for nausea, vomiting or diarrhea and the resident
received no medications or treatment for his/her
complaints,

b. Although the resident reported nausea,
vomiting, and/or diarrhea on six days within a ten
day period, there was no evidence the facility
notified the physician. Interview with RN #1 on
2/20/09 at 10:20 AM revealed she thought staff
had notified the physician, but could not
remember for sure. She further stated the
physician should have been contacted for these
symptoms so as needed orders could be
obtained to address the resident's discomfort.
Review of the physician's orders revealed no
avidence the physician had been made aware of
the resident's complaints of nausea, vomiting,
and/or diarrhea.

Fsizg 483.25(h) ACCIDENTS AND SUPERVISION F 323 F323: This facility will ensure a safo
D= : ’ Fouvr reaidapnio

The facility must ensure that the resident environment for residents.

environment remains as free of accident hazards

5/6/09

prevent accidents.

by:

findings were;

as is possible; and each resident receives
adequate supervision and assistance devices to

This REQUIREMENT is not met as evidenced

Based on observation and staff interview, the
facility failed to ensure a safe environment for
residents in three locations in the facility. The

i. A. Entry door to facility’s
main bathing room will be secured and
wall cabinet containing sharps will have
lock secured by maintenance,

B. Electric range in smail
preparation kitchen will have knobs
removed from front of stove by
maintenance.

C. 4” piece of copper
plating projected from behind electric
wall unit in taundry alcove will be
removed by maintenance.
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Observations on 2/17/09 at 5:10 PM, on 2/18/09 2-1f1tba;;ar:?;§"e(:231?::§ 1(‘21::15 dam‘
at 11:48 AM and then again on 2/19/09 at 1:48 o ot o5 ot o b
PM revealed the following concerns: pipvoard ientiited as not secure will be
immediately secured by Safety Officer.
1. The entry docr to the facility's main bathing N B. All facility elecf““fal
room and doors to the wall cabinet located in the "‘f?‘pha“"f:s_ will be check by Safety
bathing room were unlocked. The doors to the Officer for res‘?ent access and safety.
wall cabinet had a padlock attached to the doors, Any apl’l_m}ce identified as unsafe or not
but on the above stated times, the cabinet doors secure will immediately be secured by
were unlocked. Inside the cabinet were several Safety Officer. - o
sharp scissors and approximately eleven hand C. All facility electrical
razors. ontlets will be observed by Safety Officer
to ensure no inappropriate placement of
2. The electric range in the small preparation objects. Any inappropriate item will be
kifchen did not have a securs master switch on imumediately removed by Safety Officer. .
the walll to control electric current.io the range. 3. Al nursing and iaintenance '
This kitchen was accessible from both the main staff will be inserviced by Satety Off cer
hallway and the dining room. The range had four regarding facility safety hazards and vhe
electric elements, All four elements could be need to secure all hazardous areas. ‘
turned on by their respective control knobs. I Elecirical master switch placement will :
. . ) . . , be reviewed for fire safety requirements \
3. A 114 inch by 4 inch piece of copper platlng and cost by Safety Officer for ;
projected from behind an electric wall outlet in the appropriate consideratinn. ;‘
laundry alcove off the main hallway, An electronic 4. Monitored by Quality ;
mprovmentConmits gt |
a e Mg our of RS
s : quarterly reporting of safety hazards by
the facility on 2/19/09 between 11:30 AM and o bottiog o1 Saiey d
2:30 PM confirmed the above findings. p ately BAHecr.
F 329 | 483.25(l) UNNECESSARY DRUGS F 320 F329: This facility will ensure residents 5/6/99
5S5=D do not receive unnecessary medications.
Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any 1. A, Resident #32 will have
drug"when used in excessive dose (inclut_:iing sleep assessment initiated and
dL_inlcate therapy); or for excessive duration; or summarized by DON. Assessment will
without adequate monitoring; or without adequate inelude nonpharmacological !
indications for its use; or ln.tbe‘ presence of interventions tried and results of each.
aidverse consequznces_ whlc,F mdg;‘atr::: the dose Resident #32 will have hypnotic use
s "'Dutl)fi b?. reduﬁh QOT discan Irnbue , OF any determined by evatuation of completed
combinations of the reasons above. assessment and evaluation by physician,
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I3ased on a comprehensive assessment of a
resident, the facility must ensure that residents
who have not used antipsychotic drugs are not
given these drugs unless antipsychotic drug
therapy is necessary to treat a specific condition
as diagnosed and documented in the clinical
record; and residents who use antipsychotic
drugs receive gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort to discontinue these
drugs.

This REQUIREMENT s not met as evidenced
by:

Based on staff interview and medical record
review, the facility faited to for 2 (#32, #34) of 10
sample residents and 1 (#30) non sample
resident did not receive unnecessery
medications. The findings were:

1. Review of the October 2008 recapitulation of
physician orders for resident #32 revealed a
12/19/08 order for Ambien (hypnotic) at bedtime
for sleep as needed. Review of the 1/6/09
physician's order revealed the Ambien had never
been changed from ais needed to every evening
at bedtime. Review of the medical record
revealed no evidence there had bieen a formal
assessment of the causes and contributing
factors for this resident's insomnia. A sleep log
was partially completed (one entire shift was not
assessed), but there was no assessment of the
data. In addition, there was no evidence that any
non-pharmacological interventions had been

B. Resident #34 will have
physiciun and pharmacist review of anti-
depressant and congideration for
! reduction or holiday. :

i C. Resident #30 will have
sleep assessment initiated and |
summarized by DON. Assessment will
include causes and contributing factors as
well as nonpharmacological i
interventions. Fesident #30 will haves
hypnotic use determined by evaluation of
completed assessment and evaluation by
physiciyn,

2. A. Albresidents will have
hypuotic use review done by DON’s,
Any resident identified as using a
hyprotic will have documentation
reviewed for appropriate sleep
assessiment which includes
nonpharmacological interventions. Any
resident identified to not havs complute
sleep assessment, including
nonpharmacological interventions, will
have sleep assessment initiated and
summarized by DON. Each resident's
hypnotic need will be determined by
evaluation of completed sleep assessiment
and evaluation by physician.

B. All residents will have
review of psychoactive medications done
by Interdisciplinary Team. Any resident
identified as having adverse reactions,
excessive duration, excessive dose, or
without adequate indication for use vill
have psychotropic evaluation by and
presented to physician for holiday or
dose reduction consideration by -
physician.
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atternpted. Interview with RN #1 on 2/20/00 at
10:30 AM confirmed the sleep log was incomplets
and there had been no assessment of the data
collected.

2. Review of the October 2008 recapitulation of
physician orders for resident #34 revealed an
order dated 3/25/05 for Effexor XRR
(antidepressant) to be administered dally. Review
of the quarterly psychoactive medication reviews
revealed there had been no attempted gradual
dose reductions in December 2007 or in all of
2008. Record review also revealed that on 9/3/08
a request for a gradual dose reduction was made
by the interdisciplinary treatment team. However,
the physician made the decision not to reduce the
dosage, although he did not provide any rationale,
In addition to the length of time the resident had
received the medication (at least 13 manths),
nursing staff informed the physician by a facsimile
that the resident was experiencing the following
side effects of the medication: constipation,
anorexia, weight loss, headache, dizziness, and
nausea. The interdisciplinary team recuested a
trial of a different antidepressant based on the
resident's experiencing so many of the side
effects. Interview with RN #1 on 2/20/09 at 10:30
AM, revealed she was unsure why the physician
continued the same antidepressant at the same
dose,

3. Review of the October 2008 recapitulation of
physician's orders for resident #30 revealed a
10/21/08 order for Ambien (hypnotic) at bedtime
for sleep "as needed." Further review revealed
the order for Ambien was changed on 2/5/08 from
"as needed" to every night. Review of the
medical record revealed no evidence an
assessment of the causes and contributing
factors for the resident's insomnia was

hypnotic nse review done by DON’s,
Arty resident identified as using a
hypnotic will have documentation
reviewed for approprinte sleep
assessment which inclydes canses and
contributing factors and
nenpharmacological interventions tried,
Auny resident identified to not have a
complete sleep assessment including
causes and contributing factors and
nonpharmacological interventions, will
have sleep assessment initiated and
summarized by DON. Each resident’s
hypnotic need will be determined by
evaluation of completed sleep assessment
and evaluation by physician.

3. DON’s will inservice
licensed nursing staff vegarding the need
to do complete sleep log and follow trial
of nonpharmacological sleep
interventions. Medical Director will
inservice DON’s about possible causes
and conlributing factors of insommia and
will inservice MD’s about need to
consider psychoactive medication
holidays and reductions, and the need to
provide rationale for dectining
psychoactive medication changes.

4. Monitored by Quality
Improvement Committee through
quarterly review of psycheactive
medication review by Interdisciplinary
Team.
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The facility must ensure that residents are free of
any significant medication errors.

This REQUIREMENT is riot met as evidenced
hy:

Based on staff interview and medical record
review, the facility failed to ensure staff did not
administer 2 medication to which one sample
resident was allergic. The findings were;

eview of the admission records and the
medication administration records (MARs) for
resident #2 revealed s/he was allergic to
Macrobid (antibiotic). Review of tha 8/19/08
un-timed nursing notes revealed the resident had
a urinary tract infection (UT1). Review of a faxed
order sighed by the physician on 8/20/08 revealed
an order for Macrobid to treat the UTI. Review of
the 8/23/08 timed at 4 AM nursing notes revealed
the resident was started on Macrobid for the UTI
on 8/22/08. Review of the August 2008 MAR
revealed the Macrobid was administered to the
resident twice on 8/22/08. Review of the 8/23/08
timed at 1:30 PM nursing notes revealed the
resident was not eating and was pale in color.
Continued review of the nursing note revealed the
nurse noticed the resident was allergic to
Macrobid. The physician was notified and then
discontinued the Macrobid. The physician ordered
a different antibiotic to treat the UTI. Interview
with RN #1 on 2/20/09 at 10:22 AM confirmed the
nurse who administered the Macrobid on the first
day should have checked the MAR because any

F333; This facitity will ensure residents
are free of medication errors.

1. Resident #2 will have new
and prominent display of “Allergies”
placed on resident chart and Medication
Administration Record,

2. All resident’s Medication
Administration Records and physicizn
orders and list of allergies will be
reviewsd by DON/designee and allergies
identified. All residents charts will have
new, clearly marked, ALLERGY stickers
placed and all Medication Administration
Records will have allergies highlighted
and clearly identified.

3. DON’s will inservice nursing
staff regarding need to carefully review
tesident chart for allergics prior to
initiating any medication,

4. Monitored by GQuality
Improvement Committee through
quarterly reporting by DON of alleryry
documentation review.
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performed. Interview on 2/20/09 at 10 AM with
DON #1 confirmed the lack of a sleep
assessment.
F 333 | 483.25(m)(2) MERICATION ERRORS F 333

5/6/09
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allergies (including this pariicuiar residents's
allergy to Macrobid) would be noted there.
483 .40(a) PHYSICIAN SERVICES

A physician must personally approve in writing a
recommendation that an individual be admitted o
a facility, Each resident must rernain under the
care of a physician.

The facility must ensure that the medical care of
each resident is supervised by a physician, and
another physician supervises the medical care of
residents when their attending physician is
unavailable.

This REQINREMENT is not met as evidenced

by:

Based on staff interview and medical record
review, the facility failed to ensure supervision
and care by a physician was provided for 1 #2) of
10 sample residents. The findings were:

Review of the 8/26/08 notification faxed to the
physician of resident #2 revealed the residert had
an old bruise that was very hard underneath and
was fixed, not mobile, A request was made for
the physician to "check it." Review of the entire
medial record including physician's progress
notes and orders revealed no evidence the
physician evaluated the nodule. Interview with RN
#1 on 2/20/09 at 10:40 AM revealed she was
unsure whether or not the physician had ever
assessed the nodule. She further stated since
there was nothing written in the physician's
progress notes and no specific freatment ordered,
she "assumed" the physician had not performed
an assessment as requested by nursing staff,
483.40(c)(1)-(2) FREQUENCY OF PHYSICIAN

F 333

F 385 p385: This facility will ensure cach

resident receives supervision and care by
& physician.

1. Resident #2 will have
evaluation of okd bruise urea examinad
by physician to ensure condition has
resolved. Resident #2 will have
documentation review by DON to
evaluate commumication of resident
condition and follow-through.

2. All residents will have
review of nurses notes fo identify any
resident condition requiring follow-up by
physician. Physician will be notified of
any condition and appropriate follow-up
will be done at the direction of Medical
Director.

3. Medical Director will
inservice DON’s, licensed nurses, and
physicians about the need to identify,
| follow through and exaimine any resident
- condition. Process will be set-up by
administrator to ensure resident is
Included in physician daily patient
scheduling,

4. Monitored by Quality
Improvement Committee through
quartetly reporting of documented
resident conditions by DON’s,

F 387

5/6/09
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35=D | VISITS

is seen by a physician at least once Bvery
30 days for the first 90 days after
admission, and at least once every 60
days thereafler,

The resident must be seen by a physician at least
once every 30 days for the first 80 days after
admission, and at least once every 80 days

thereafter. 1. A. Physician will review

resident #15 record to recognize missed

A physician visit is considered timely if it ocours visit

Eg}tlﬂziart:é than 10 days after the date the visit was B. Physician will review |
q ' resident #25 record to recognize missed

visit.

This REQUIREMENT is not met 25 avidenced

by:: Q l : 2. All resident records wiil be

Based on medical record review and staff
interview the facility failed fo assure 2 (#25, #15)
of 10 sample residents were seen by a physician
at least once every thirty days for the first ninety
days after admission, The findings wera:

1. Review of the admigsion face sheet for
resident #15 revealed s/he was admitted to the
facility on 7/17/08. Review of the physician
progress notes revealed the rasident was not
seen by the physician from 8/12/08 to 10/23/08
(72 days). Interview with DON#1 on 2/20/09 at
10:45 AM confirmed there was no evidence the
resident was seen by a physician betweean
$/12/08 and 10/23/08.

2. Review of the admission face sheet for
resident #25 revealed sfhe was admitted to the
facility on 10/1/08. Review of the physician's
progress notes revealed the resident was not
seen by a physician from 10/23/08 until 12/9/08
(47 days). The physician did not see the resident
once every thirty days as required for the first 80
days after admission. Interview with RN #1 on
2/20/09 at 10:02 AM confirmed there was no

reviewed by Interdisciplinary Team for
identification of timely plysician visits.
Any resident identitied to not bave timely
physician visits will be reported to
physieian for record review.

3. Medical Ditector will
inservice physicians regarding
requirement to evaluate new admission
residents a minimum of every 30 days for
20 days then every 60 days. Visits will
be coordinated between DO and
physician office to ensure vesident
inclusion into physician daily patient
schedute.

4. Monitored by Quality
hnprovement Team through quarterly
reporting of admission date and
physician visits by Medical Records,
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avidence the resident had been seen by a
physician between 10/23/08 and 12/9/08.
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